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Preface

“Longevity is the single most important issue of society in the next
30 years." Sir John Bell

We areliving nearly ten years longer than our parents’ generation, and this offers great benefits.
Many people already enjoy their longer later lives greatly, and we know why: by keeping in
good enough health, not being too worried about money, living in a home and an environment
that supports them and having meaning, purpose and good social relationships. This report
by the APPG for Longevity explores what needs to be done, so that many more of us can live
in good health for as long as possible. It describes both a shocking current picture - and an
optimistic future one. This fits well with the underlying thesis of the APPG: that extra longevity
is a welcome opportunity, not simply a route to new problems.

What is shocking is that far too many citizens get prematurely ill with illnesses that could have
been avoided, making it harder to enjoy their longer lives. Moreover, the richest people in our
country live on average for 20 years longer in good health than do the poorest. Premature
avoidable ill-health is rampant, and it is bad for individuals, our society and our economy.
The optimistic point is that we can change this, and our report, The Health of the Nation - a
strategy for healthier longer lives, sets out how. This is not about trying to increase how long
we live, but about how we can live in good health for longer.

To improve our country’s well-being will require us to improve our national health; this is as
important as improving our wealth and, in fact, the two are linked. We have been caught in
a false view that our national health means the NHS. Our National Health Service is indeed
a national treasure, but it does not make us well. It largely works hard to arrest or mitigate
illness when necessary. To improve the health of our nation we must prevent ill-health. Our
report sets out the evidence for this and an agenda to do so.

We want to start a public debate about how to improve the Health of the Nation, as doing
so can bring great benefits to millions of people. It will require action by charities, local
authorities, business, academia, central government and by citizens themselves and our
report is addressed to all of them. It is possible to make this change and we set out how.

| hope many of you, across society, will read our report and consider how you and your
organisation can help improve The Health of the Nation, as it is an issue for everyone.

I am grateful to MPs, peers and experts from many cross-cutting disciplines in the APPG for
their great contributions to this analysis and report. Above all | thank Geoffrey Filkin and Tina

Woods who have worked for over nine months to develop the report with great support from
a range of eminent organisations.

%.e_m

Damian Green, Chair, APPG for Longevity



Introduction

The APPG for Longevity was founded in March 2019, recognising the need for a cross- sector
response to turn the ‘problem of ageing’ into the ‘opportunity of longevity’- by public policy
and developments in science and technology to share the benefits of living longer.

The chosen mission of the APPG in 2019 was to devise a strategy and action plan to show how
to realise the Government’s great ambition: “for everyone to have five extra years of healthy,
independent life by 2035 and to narrow the gap between the richest and poorest”.

Our challenge was that the APPG had very little money nor many resources to mount a full
cross-sector research programme. Our solution was to persuade the best organisations and
brains in England to work with us to explore needs, opportunities and to develop ideas for a
national strategy.

We are delighted how well the process has worked because of the great support and knowledge
of many experts, partners and sponsors who have helped us. We are enormously grateful for
the support of the Behavioural Insight Team, Centre for Ageing Better, The Health Foundation,
The King’s Fund and Public Health England and many other groups, plus top academics and
senior individuals from science, technology and business who have taken part in our Boards
and contributed evidence, analysis and framing.

We are particularly grateful to David Buck at The King’s Fund, Tim Elwell-Sutton at The Health
Foundation, David Halpern at the Behavioural Insight Team and Duncan Selbie and his team at
Public Health England. The list of organisations and people in the Acknowledgments does not
imply they agree with all our recommendations, though we hope they agree with most of them!

We hope you will read our report, discuss it with us and use your own role to promote action
to improve the Health of the Nation.

B =,

Geoffrey Filkin, Tina Woods,
APPG Strategic CEO and Co-Founder,
Advisory Board Chair Longevity International,

APPG Secretariat Director




Summary

A strategy for healthier longer lives

The government hos set o great and bold ambition - ‘for everyone to have five
extra years of healthy, independent life by 2035 and to narrow the gap between
the richest and poorest’. These are great goals so that we can all enjoy our longer
lives in good health. This ‘Extra Time' ' we have been gifted can benefit our lives
and well-being if it is lived in good enough health. Improving the health of our
society needs to become a national objective, owned and driven in all places, by
charities, businesses and the public, as well as government. Improving the health
of all groups in our society, especially poorer people and places, is vital. We sense
a new commitment by government to do so.

Why this matters

We are living much longer, a marvellous gift which many already enjoy; but millions of people,
from all social groups, become prematurely ill with avoidable illnesses, which can degrade the
benefits of longer lives* 3. Recently it was discovered that women on average get their first
significant long-term illness when they are only 55 years old and so will live with ill-health for
nearly 50% longer than we thought*'.

Preventable poor health affects every place and every social group, but it is worst for poorest
people and places;inthese places, women get their first significant long-termillness when they
are only 47 years old * and live in ill-health much longer than in the richest areas. Preventable
poor health weakens our economyj; if we were healthier more people would stay in work to
help grow it. Poor national health has high economic and fiscal costs.

The number of major illnesses suffered by older people will increase by 85% between 2015
and 2035. Premature poor health will greatly increase demand and cost for the NHS and social
care. Older people in the poorest areas have 35% more spent on them by the NHS than older
peoplein the richest areas’. Becomingill early in our lives makes it more likely we will develop
multiple long-term conditions, and this will increase demand for social care.

Change is possible

Our own society and other countries have shown that it is possible to reduce the incidence of
premature ill-health. We made great progress to reduce smoking and stroke. We know where
to start - we could prevent up to 75% of new cases of heart disease, stroke and type 2 diabetes,
40% of cancer incidence and reduce dementia risks if we cut smoking, unhealthy diet, harmful
consumption of alcohol and insufficient physical activity®. Reducing these, whilst not the only
action, must be a central part of a drive to improve our national health. We know more about
how to reduce them; information alone does not do so, but influencing social and market
pressures can, by offering easy, healthier choices. We must stop being timid or ideological
about this.



We recommend

We need the Prime Minister to make improving our health a national ambition - to mobilise
action, to allocate finance and establish a pan-government approach.

Central and local government, NHS and PHE jointly need to commit to reduce smoking,
obesity, excess alcohol and increase physical activity by 2035 with clear action plans.

All government departments need to contribute - Department for Transport (DfT) to
accelerate modal shifts for a greener and healthier country, Department for Environment, Food
and Rural Affairs (DEFRA) to ensure the National Review of Food contributes to healthier diets,
Education to help engrain healthy habits in our children, Ministry of Housing, Communities
& Local Government (MHCLG) to make our housing stock healthier as it is decarbonised, and
Her Majesty’s Treasury (HMT) and Department for Work and Pensions (DWP) to make health a
serious consideration in tax and welfare policy and practice.

NHS must do more to prevent ill-health and manage its demand. It spends less than 5% of
its budget on prevention; this should increase to 15% by 2030.

Government needs to partner with the left behind places - to reduce health inequalities
and support all places to agree health improvement goals with their public.

Business must be the solution, not the problem - a Business Coalition for Healthier Lives to
incentivise socially-responsible business practices for health.

We must maximise our strength in research, technology, innovation and data to improve
health. Research funders should give the prevention of illness a much higher priority. We need
to develop an ‘Open Life’ Data Framework, to harness datasets across the life course and
stimulate social and business model innovation.

Better population health will need a Champion - a visible and vocal public champion, to
speak out for what needs to be done, and challenge key players to do more.

We need to promote social movements for healthier lives at local level to engage the public,
and community leaders. Business, media and the third sector need to help change cultural
norms about our health.

happened to most people at risk, things would improve really quite fast.”
— Chief Medical Officer, 2019°.

‘ ‘ “There is a bunch of things that we know work that are simply not happening, but if they

“It can’t be right that a man born in Buckingham can expect 68 years of good health, but a man
born in Blackpool can only expect 53. We need to make the 2020s a decade of prevention of

ill health: redouble our efforts to be smoke-free, redouble our efforts on obesity, and embed a
more proactive, predictive and personalised approach across the NHS. And we must hardwire
good health into housing, transport, education, welfare and the economy.”

— Matt Hancock, Secretary of State for Health and Care. December 2019’



1. Healthier Longer Lives

The government has declared a great ambition - ‘for everyone to have five extra
years of healthy, independent life by 2035 and to narrow the gop between the
richest and poorest.

Our longer lives are a great gift, someone who is 65 years old can now expect to live to 85;
nearly 10 years longer than their parents’ generation. Being able to live longer in good health
improves our well-being, allows us to contribute to family and friends, to keep socially active,
keep in work for longer, save for our longer lives and to enjoy more life. But those living longer
in good health are the affluent; the poorest have much worse health and well-being.

We have improved the health of our nation over the last 20 years, but it is still not good enough.
Recently piloted and current measures show that women fall into poor health when they are
only 55 years old, and live 9 years longer in poor health than we previously thought®. This
premature, avoidable ill-health degrades our lives. Millions of people in England, young and
older, rich and poor, are getting illnesses associated with old age that could be significantly
delayed or entirely avoided. People in our poorest areas are ill for twenty years longer than
those in the most prosperous ones. Yet policy and practice still focus overwhelmingly on
illness mitigation rather than prevention. Governments have not done enough to pursue the
gains that prevention, early detection and mitigation can bring. We now know better how to
do so", and we are optimistic that there is a new political commitment to change this.

Change is Essential

NHS and Social Care Demand

There will be very large increases in the number of cases of ill-health over the next 15 years,
as our population ages. In 2035 there will be c. 16 million cases of dementia, arthritis, type
2 diabetes and cancers in people aged 65 and over - twice as many as in 2015. A quarter of
the population now has raised blood pressure, 4 million people have untreated hypertension,
there will be 5.5 million people with type 2 diabetes in 10 years and 70% of people aged 55+
have at least one obesity related disease®.

As the NHS and social care face remarkable increases in the number of people who will need
treatment and care, it is imperative to promote prevention and early detection. The NHS
spends many millions trying to keep people alive in hospitals for a few weeks at the end of their
lives. Yet it spends less than 5% of its budget to prevent or delay diseases and impairments
that degrade people’s lives for many years.

Health is Wealth

Levelling up our country economically and socially requires us to improve its health®. Poor
health hinders productivity and labour supply; poor economic growth drives poor health.
High levels of chronic illness in the North contribute to its lower levels of employment. If
the number of working aged people with limiting long term health conditions were reduced
by 10%, it would increase the economic activity rate by 3 percentage points in the Northern
Powerhouse. Greater Manchester concluded that the (poor) health of its population and its
available workforce was one of the top three barriers to its economic prosperity.

Poor health that is also improperly addressed causes people to drop out of work. Men aged 55
to 65 are less likely to be in employment now than in the 1970s. Government needs to radically
review its Health and Work policy to change this. A healthier nation helps labour supply and
productivity; businesses supporting workforce health helps society and themselves.



As stated by Public Health England, “For maximum economic benefit we must help people stay
well for longer, help people to use the NHS less and later, help people stay in work for longer and
help people when unwell to stay in their own homes for longer.”

Change is Possible

“We could improve on where we are, because there are many countries that are similar to us where
both life expectancy and healthy life expectancy are better than they are in the UK.”
— Chief Medical Officer (CMQ) 2019.

Preventable mortality rates are noticeably worse in the UK than in the Netherlands or Sweden?.
Please click here to read the paper What the UK could learn from the world leaders in healthy
productive ageing by Charles Alessi.

Many better-off 80 year-olds are still in good health because of good diet, good homes, enough
income and healthy lifestyles. This should be our ambition for all of us. We have made big
improvements to prevent ill-health before - reducing smoking and cardiovascular diseases,
largely by prevention and for relatively low cost.

Good health does not mean treating illnesses, it means avoiding them. We broadly know what
needs to be done to improve healthy life expectancy, by addressing the fundamental social
and economic drivers of ill-health and by addressing their immediate manifestations'. The
forthcoming Marmot 10-year Review will report on progress and re-state what needs to be
done. Thereis a great deal that can be done now by focusing on the four big risks and changing
behaviour by using fiscal and market measures.

As the CMO reported: “If we shifted four behaviours - smoking, unhealthy diet, harmful
consumption of alcohol and insufficient physical activity, we could prevent up to 75% of new cases
of heart disease, stroke and type 2 diabetes and 40% of cancer incidence. Furthermore, there is
growing evidence that addressing these risks will also reduce dementia>’.”

Change is Affordable

Addressing these four risk behaviours by adopting the easier, cheaper, better known actions
makes an excellent place to start and will deliver large gains. Information alone does not
change behaviour but interventions using fiscal and market nudges can do so and are usually
low cost. The agenda we propose will require action by all parts of society - business, research,
science and charities as well as by government, the NHS and local government. There will
also be a need for a social movement, a Campaign for Health, to shift societal and political
attitudes and rebut ageism and fatalism. It will also contribute to a new longevity industry.



2. What's the Goal, What are the Causes,
What's Needed?

What's the Goal?

The Government’s aim is to increase healthy life expectancy by five more years from birth and
to reduce health inequalities'. Government should aim to improve healthy life expectancy
(HLE; click here to review ONS data), not just disability free life expectancy (DFLE; click here to
review PHE data). Improving both healthy life expectancy and disability-free life expectancy is
needed as is the mitigation of illness"" (click here to read the paper How to Measure ‘Healthy
Life Span’ by Anna Dixon).

The measure of how healthy we are as a nation has been healthy life expectancy data (HLE).
This is a subjective measure, obtained by asking a sample of people if they are in good health
or not. It reports that women live in good health for 63.9 years old on average?. However,
recently piloted objective population-wide the NHS data shows that on average women fall out
of their ‘generally healthy / well’ status, by developing one of 26 serious long-term conditions,
when they are only 55 years old. This indicates a 50% increase in the time they will spend
in poor health. This has profound implications for individuals and for health and social care
demand and costs. People living longer in poor health means that NHS and social care costs

will be significantly higher. See the Key Paper G: Measuring National Healthy Lifespan Using
Objectively Recorded Health and Care Data - Rupert Dunbar-Rees and Ellie Bragan Turner.

HLE (2016-18) HealthSpan (2018/19) median (yrs.)
MEN 634 56
WOMEN 639 S5

What are the causes?

We know what determines how long we live in good health; fundamentally it is the physical,
social and economic environments we live in. Surprisingly, little of our health - about 15% -
is determined by conventional health treatments. The Key Paper A: The Social Determinants
of Health by Dr Daniel Holman and Prof Alan Walker summarises the evidence. As these
circumstances have major influences on whether we are healthy or not, they will need to be
addressed by policy shifts across government in housing, employment and income support.
As well as this Health-in-all Policies approach, our report focuses on fiscal and market-shaping
measures and on the system leadership needed.

Inequalities

Premature poor health occursin all socio-economic groups and in every locality, but it is worse
in poorest areas. Women in the most deprived areas develop serious long-term conditions
nearly twenty years earlier than those in the most prosperous ones. See the Key Paper B:
Health Inequalities - David Buck. In the UK the health gap in society is bad; our lowest income
group has 24% fewer people in good health than in the richest. In New Zealand, Greece and
France, the gap is only 5-10% between the lowest and highest socioeconomic groups®:.
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Many people who live in our left-behind areas become ill much earlier, get more illnesses and
live for longer durations in poor health. Most of their neighbours suffer the same.

There is a big North-South divide on poor health and premature morbidity (click here to read
Evidence from Public Health England on the Causation of Poor Health). It will be essential to
improve the health of all left-behind communities in the Midlands and the North and elsewhere
for them to have economic success. Places need health for jobs. Good jobs for local people
contribute to better health. Improvement in health and health inequalities are necessary to
unleash the potential of the whole country.

The worst health occurs in areas with other economic and social disadvantages - our left-
behind places - so they will need additional support to make bigger improvements to benefit
those with the worst health®3.

The Government’s majority at the December 2019 General Election was built on seats in areas
with low healthy life expectancies. Levelling up our country requires improving the health
of these areas and others and is critical to their economic and social success. More hospitals
will not solve this - they only deal with the consequences of poor health. There is a need for
a radical agenda, developed in partnership with localities with the greatest needs, to change
their poor health over the next 10 to 15 years. This is critical for their regeneration and the well-
being of local people.

The evidence suggests that government does not need to worry too much about the top two
social deciles in our society, they are generally aware and basically healthy so we should focus
on the rest. But the interventions that will work with most people will not be enough to help
those in the very poorest groups become much healthier, as the social and environmental
pressures are too great; additional actions will be needed.

What is needed?

Our report and Key Papers set out how we can improve the health of the nation and those with
the worst health:

1. Make it easier to live well
National leadership

A National service for health
Harness local leadership

Enlist business as a stakeholder in health

o 0 &M W N

Leverage developments in science, genomics and technology.

./

oa
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3. Make it Easier to Live Well

Behavioural and environmental factors now dominate years of healthy life lost*. Smoking is
still our most preventable factor, causing the loss of more than 2 million disability-adjusted life
years, concentrated in the poorest in our society. Diet and high body mass cause between 2
to 4 million years of healthy life lost, as well as increasing other risk factors such as high blood
pressure and bad cholesterol. Alcohol accounts for nearly a million further disability-adjusted
life years lost. Stress, lack of purpose and social isolation also damage health. Depression
is the commonest chronic condition in leaving work and in multi-morbidity but preventing
mentalillnessis less well understood so there is a need for more research. Reducing the above
risk factors will also reduce the incidence of dementia.

The heaviest drinking, smoking and mental health issues are highly concentrated in the most
vulnerable sections of society and in the poorest areas. So, to reduce inequalities in health, it is
essential to find ways to reduce them in the poorest parts.

A range of interventions and nudges can help shift behaviours and Britain is a world leader in
doing this. It is usually inexpensive, as described in the Key Paper C: Making it Easier to Live
Well - David Halpern and Hugo Harper. It is within our grasp to reduce these four risk factors,
the central idea is not to ban things, but by ‘nudge, budge and shove’’, to harness social and
market pressures to change our environments and so offer easy, healthier choices.

Any strategy to increase healthy life expectancy and to reduce health inequalities must confront
the risks that cause the greatest damage to health, by making it as easy as possible for people
to quit smoking, eat and drink healthily and be physically active - using the mechanisms that
work.

Smoking: If we got rid of smoking, we would have reduced health inequalities by 50%, so
this needs a new big push. The Government’s Prevention Green Paper said: ‘We are setting an
ambition to go ‘smoke-free’ in England by 2030. We know how to do so - by price, by expanding
smoking cessation programmes and by promoting e-cigarettes to smokers. Smoking cessation
services and social marketing do work to get people to quit, but we cut funding for both. We
must do more to ensure that all pregnant women quit smoking~.

Diet: Obesity has doubled from 13% to 26% in men over 20 years and is a high-risk factor for
type 2 diabetes and other illnesses. It is essential that government fulfils the actions proposed
in the Childhood Obesity Plan, 2019. We should also apply the mechanisms that worked with
the sugar tax to re-formulate other high calorie, high sugar products®.

Alcohol: There is a strong case for maintaining real price increases through tax, to review the
wholestructure ofalcoholtaxation asit makes little sensefrom arevenueorhealth perspective!®
and to adopt minimum unit pricing too*". For both diet and alcoholimprovements, we need to
amend the 2003 Licensing Act and add ‘protecting and improving public health’ as a criterion*®
- as Scotland has done*.

Physical activity: We can improve our health, decarbonise our travel and improve air quality
by reducing car use in cities and by making cycling and walking safer and more attractive -
as other countries have done. This could be done relatively quickly, and the benefits would
persist® (click here to read the paper How Active Travel can Support HLE+5 by Andy Cope).

In aggregate, the effect of these measures would be striking: ‘About 75 percent of Type 2 diabetes
could be prevented if the causes were effectively addressed. This would go some way towards
reducing the eight-year gap in life expectancy between the rich and the poor, and the 19-year
gap in years lived in good health*".
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4. National Leadership

National leadership from charities and businesses as well as by government is needed to
improve our national health as set out in the Key Paper D: National Leadership - Tim Elwell-
Sutton. Improving health needs to be a shared value, and a national consensus needs to be
formed around the goal so that it is supported across sectors and political parties.

Government Leadership

Government will need to affirm this as a national priority, to establish a Health-in-all Policies
approach and set out how to reduce inequalities and ‘level up health’ across the country. For
example, DEFRA should use the National Review of Food also to address how to help reduce
obesity and bad diets; the Department for Education should help engrain healthy habits in
our children. MHCLG should aim to make our housing stock healthier as we de-carbonise it
and support local government’s contribution to health. DfT needs to accelerate the shift to
healthier, climate-friendly transport (click here to read the paper How Active Travel can Support
HLE+5 by Andy Cope) . The Treasury could review its tax and regulation practice better to
contribute to health.

The Treasury’s new system for monitoring public sector performance needs to stimulate
health prevention and make reducing health inequalities a criterion for policy and investment
appraisals. The spending review should assess what resources this goal will require and ensure
that the new machinery of government supports the goal. Government will also need to bind
external partners to the goal - Public Health England (PHE), NHS, Confederation of British
Industry (CBI) and the Local Government Association (LGA), and establish a National Health
Leadership Board, led by the Secretary of State to do so.

Business Leadership

Businesses of all types have a key role in the health of the nation. As employers they directly
influence people’s income, work-life balance, mental health and whether people can keep in
work. Their products and marketing can prevent illness or be harmful to health. Their services
have a big impact on local populations. They can lobby government for policies to improve
health - or to harm it. For example, we need supermarkets to work together to improve health
and to be celebrated for doing so.

The CBI, BCC and other business leaders need to affirm that health is wealth, good population
health is a national asset, that it needs to be invested in for a successful economy and that
business is committed to helping.

There will be a need both to celebrate good achievements and for stronger challenges
to businesses and sectors that damage health - with metrics to inform the public so that
investors can avoid investing in them, as is happening with fossil fuels.

Health Charities

National health charities have a vital role to help improve our health and reduce health
inequalities, given their rich experience and collective spend of £4 billion a year®. Most focus
on individual diseases and their cure rather than on primary prevention. Some organisations
have come together to increase their impact and lobby for more effective policies - e.g. the
Richmond Charities, Obesity Health Alliance, Alcohol Health Alliance and Action on Smoking
and Health. Health charities have also pooled resources for more research funding on
prevention. All health and disease charities might review what more they can do to promote
better health and support a social movement to do so.
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Champion for Health

Better population health needs a visible and vocal public champion, to speak out for the
opportunity and what needs to be done, and to challenge key players to do more. So, itis good
that The Health Foundation is promoting a Collaboration for Wellbeing and Health, supported
by ten major national bodies - to change the conversation on health; to promote national
policies to support health; and support local actions to do so.

A Social Movement - Good Health for All

There needs to be social movements to promote better health, to support local ambitions
and action and to embolden government (click here to read the paper on a social movement
by Richard Meredith). The new Collaboration for Wellbeing and Health, above, might catalyse
such social movements both locally and nationally.

S. A National Service for Health?

The NHS has a major role in improving the health of the nation. It already acts to do so, for
example, by immunisations and by acting to reduce high cholesterol and blood pressure. It
has signalled its intention to do more in its Long-Term Plan. But to date the NHS has never truly
embraced prevention as a primary goal, spending less than 5% of its budget on it. It defines
its role as the delivery of care to sick patients, rather than the maintenance of health. This
needs to be rebalanced and the best way to do so is by rewards for enhancing the health of the
population. See Key Paper F: A National Service for Health - Richard Barker and Charles Alessi.

Premature poor health is bad for the NHS as well as for people - it increases demand and
costs*; for example, the North East has high levels of premature ill health, so their NHS costs
are 20% higher than average and still their health outcomes are poor.

So, better prevention of ill health and the compression of morbidity are essential for the NHS.
The way to ensure this is to change the system’s financial metrics to reward prevention and
achievement of health status outcomes. The NHS is well placed to do more - to prevent, detect
and delay some risk factors or illnesses, for example by reducing the number of people with
untreated high blood pressure and high cholesterol:

- Canada ‘effectively treats’ 50% of women and 69% of men with high blood pressure
- The UK only treats 37% of men and women?.,

The reformed GP contract, Primary Care Networks and Integrated Care Systems enable the
NHS and primary care to be more proactive to prevent ill-health. The NHS should financially
incentivise prevention in primary care - e.g. through a dedicated Primary Care Networks
(PCN) Service Specification to address behavioural risk factors and lifestyle choices such as
smoking, blood pressure and physical inactivity. The NHS could also incentivise primary care
to undertake additional prevention activity within existing payment systems by aligning with
new Quality Improvement Modules which reward outcomes and not just activity.

The Key Paper F: A National Service for Health - Richard Barker and Charles Alessi sets how to
transition to a more preventative NHS. This could be done by requiring it each year to increase

its spend on prevention by 1% of the total NHS budget, so that its total spend on prevention
rises to 15% by 2030. This could be funded from the NHS’s new increased government funding.
Unless thisis done, we fear that the system will carry on as now. This will need a clear statement
from Government and NHS leaders that is the direction of travel.

14



6. Harness Local Leadership

Local leadership is crucial to improving how long we live well and to reducing health
inequalities. Local changes can only be led by local authorities who are responsible for the
population health of their area, from an understanding of local needs and by engaging local
people and organisations. Local government leaders need to convene and mobilise all local
partners, the local NHS, business, charities, schools and community groups to improve the
health of their village, county or city. A Health-in-all-policies approach is needed in local
government too, leveraging powers, services and resources from across the authority. The Key

Paper E: Local Systems and the Grand Ageing Challenge Goals - David Buck and Greg Fell sets
out the components for doing this.

It will be essential to support community asset-based approaches and local social movements
so that local communities develop a shared commitment to the goals of health improvement.
Wigan has shown this is possible and can bring remarkable improvements (click here to read
the case study of Wigan, Lessons from the Wigan Deal by The King’s Fund).

Central government will need to support this local leadership, by affirming the goal and that
central and local government will be joint partners in its achievement and that public health
funding will at least march in step with NHS funding.

Health is wealth: it is critical for local economic success and wellbeing - so that children can
progress and contribute throughout their lives, so that people can stay in work and to delay
the illness and disabilities that increase the demand for treatments and social care.
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/. Enlist Business as a Stakeholder
in Health

With their distribution power, marketing, and consumer behaviour knowledge, employers,
innovators, investors and businesses must act as key partners to improve healthy life
expectancy and reduce health inequalities, as set out in the Key Paper H: Business as a Key

Stakeholder in Health - John Godfrey and Tina Woods.

Socially Responsible Business and Health

Consumers, employees and many investors are increasingly looking to deal with socially
responsible businesses and to select responsible investments by considering environmental,
social and governance factors (click here to read the paper The Rise of EGS and Responsible
Investing by Hiral Patel). We need business contribution to health - or not - to become a key
consideration for responsible investors. An index is needed to inform this.

Business as Innovators and Investors in Health

The development of products and services for healthy ageing can be hampered by ‘market
failures’ (click here to read the paper on Longevity Market Failures - Summary of the APPG
Business Boards). Businesses need to develop more desirable products to enable people to
live longer and healthier lives. Branding, marketing and advertising are powerful tools that
could potentially drive positive messages on healthy ageing and growing older.

Businesses may need to be ‘nudged’ for better products and services to improve health and
reduce inequalities; ‘all-age’ housing is an example (click here to read the paper Business
Model Innovation in Social Housing by Alistair Wickens). Improving healthy life expectancy and
reducing health inequalities could be a social responsibility metric - and through the right
incentives, release capital for innovation (click here to read the paper Investing for Social
Impact by Stephen Muers).

Britain’s strengths in data, Al, life sciences, genomics, fintech, agetech and healthtech can
drive new capabilities, industries, jobs and prosperity. We should apply the lessons from
Open Banking where banking data is shared and has stimulated the fintech ecosystem. There
are opportunities to harness datasets across the life-course and be a global leader in using
longitudinal data and Al to develop new products and services.

Business as Healthy Employers

Employers’ actions are vital to help people keep in work in their 50s by adopting age-diverse
practices, challenging ageism at work, ensuring people can refresh their skills and provide
better in-work health support. Department for Work and Pension (DWP) and Department for
Health and Social Care (DHSC) need to review their joint health and work policies to deliver
this. An index or kitemarking system could be developed to show how well a business is
contributing to the health of the nation and become a source of competitive advantage for
participating businesses in exchange.

Business as a Champion for Living Longer Well

Customers, investors and broader society will increasingly expect business to be part of the
solution for better health, not the problem. Business leaders need to advocate and provide
solutions to avoid criticism that their products and behaviours harm health.

16



8. Leverage Developments in Science
and Technology

We need to maximise the contribution of science and the wider R&D value chain for healthier

lives. See Key Paper I: The Economic and Scientific Case for Therapeutic Intervention in Ageing

- _Lynne Cox; and the Key Paper J: Science and Technology - James O’Shaughnessy and Tina
Woods. There is a need for more research funding and focus on the prevention and mitigation

of age-related disease and disabilities. Developments in science and technology need to be
better exploited. Reducing health inequalities must become a mobilising goal for the science
community.

Data is a precious national asset which can drive new capabilities, industries, jobs and
prosperity within a future fit data ecosystem. The UK’s rich and diverse datasets have the
potential to bring significant societal and economic benefits by enhancing and maintaining
the nation’s health. We need a robust data infrastructure to leverage data, now the world’s
greatest asset, to support economic growth, just as we have a transport infrastructure. We
need to broaden the view of data to encompass the wider determinants of health, including
genomics, which determines 30% of our health, and to leverage insights from data science
across the life-course to reduce health inequalities.

We need to promote a longevity industry to improve healthy life expectancy and minimise
health inequalities. Healthy longevity should be a major cross-cutting theme and organising
principle for the research community. Investment needs to be focused on the development
and implementation of preventative strategies and products that delay the onset of ill health.
This shift in mindset and funding strategy is the most important change.

Enhance Investment in R&D
More investment and long-term grant funding is needed in preventative technologies and
mitigation strategies in genomics and ageing biomarkers.

Facilitate Adoption and Scale

We need to encourage investment to enable organisations to grow from early-stage to
‘investment-ready’ ventures and be commercially viable including specialist funds focused to
achieve scale over a longer term.

Leverage Data Across the Lifecourse

We need an ‘Open Life’ data innovation ecosystem; harnessing citizen data will help to bring in
representative populations and encourage civic and direct-to-citizen digital-self enablement
(click here to read the paper Harnessing the Potential of Data to Deliver a Longevity Dividend
by Annemarie Naylor; click here to read the paper National Grid of Civic Data Cooperatives for
Health by lain Buchan).
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9. Making it happen

To sustain progress over 15 years we need:

A Cross-Party Consensus - All parties need to commit together to work to
improve how long we live in good health and reduce inequalities.

Spending Reviews - Health improvement needs to be a key theme and the
structure of government needs to ensure collective action.

A Collaboration for Wellbeing and Health - To change the conversation on
health, to promote policies and support local actions.

A Social Movement for Change - To promote and support a social movement
for healthier lives at the local level, to engage the public and community
leaders.

Business for Healthier Lives - A coalition of businesses, signed up to a new
contract for longer healthy lives with an annual award programme with an
index or kitemark.

‘Open Life’ Data Framework - A collaborative ecosystem to stimulate social
and business model innovation using ethical data models.

Monitor Sustain and Challenge Progress by Health Select Committee and
charities.

We will look forward to discussing these proposals with the Government, local
government, business, charities and research funders and welcome reactions and ideas.

e =,

Geoffrey Filkin and Tina Woods
February 2020.
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End Notes

vi

vii

Professor Kenji Shibuya, Director of Institute for Population Health, King’s College London writes about the English goal to
increase healthy life expectancy: “Japan also set a similar goal of extending health life expectancy and reducing health
inequalities. In our paper published in The Lancet in 2017, we showed that healthy life expectancy had increased by 4 years in
25 years’. See also evidence from Charles Alessi: What the UK could learn from the world leaders in healthy productive ageing.

The 2016-18 HLE and LE figures for women in England show LE of 83.2 years & HLE of 63.9 years, so 19.3 years spent in poor
health. Outcomes Based Healthcare’s 2018-19 data of Lifespan of 84 and HealthSpan of 55 means 29 years spent in poor
health, 50% more years then the HLE data above.

The distribution of healthcare spending: an international comparison. IFS Nov 2016.

This is true for younger cohorts, less true for older people as “70% of those aged 55+ have at least one obesity related disease
so we need to concentrate on treatments that ameliorate the disabling consequences” (Kingston et al., 2018)

“Dementia is by no means an inevitable consequence of reaching retirement age. There are lifestyle factors that may reduce,
orincrease, an individual’s risk of developing dementia. More childhood education, exercise, maintaining social engagement,
reducing or stopping smoking, management of hearing loss, depression, diabetes, hypertension and obesity could all
contribute to prevention or delay of dementia’ Lancet International Commission on Dementia Prevention and Care. London.
20109.

This would mean that healthy life expectancy at birth for men would rise from 63.1 to 68.1 years and for women from 63.6 to
68.6 years. We suggest that the rate of improvement by 2035 for the lowest two deciles in the population should be at least
double the rate of improvement for the rest of the population.

Should the goal be improving healthy life expectancy or improving disability free life expectancy? Avoiding illness and
disabilities both matter to people and so both should be addressed; they largely have common causes but need different
interventions to address them.

viii. Women’s experiences of health, ill health and disabilities is different from men’s and these differences matter. BME groups have

Xi.

Xil.

different risks and manifestations of ill health. These are both explored more fully in the Key Paper on Inequalities in Health by
David Buck, The King’s Fund.

The number of years lost due to ill-health, disability or early death.

The NHS Long term Plan: “2.9 The NHS will make a significant new contribution to making England a smoke-free society, by
supporting people in contact with NHS services to quit based on a proven model implemented in Canada and Manchester26.
By 2023/24, all people admitted to hospital who smoke will be offered NHS-funded tobacco treatment services. 2.10. Second,
the model will also be adapted for expectant mothers, and their partners, with a new smoke-free pregnancy pathway
including focused sessions and treatments. 2.11. Third, a new universal smoking cessation offer will also be available as
part of specialist mental health services for long-term users of specialist mental health, and in learning disability services’.
On the advice of PHE, this will include the option to switch to e-cigarettes while in inpatient settings. But no commitments on
outpatients or primary care as yet.

The Obesity Health Alliance propose that the soft drinks industry levy (SDIL) should be extended to milk based sugary drinks.
To incentivise further reformulation the SDIL threshold should be lowered and levy rate increased above inflation rises with
revenue raised reinvested in measures to improve public health. The Government should explore widening the levy to other
product categories where sugar reduction is not in line with Public Health England targets.

LGA survey, 2015 showed overwhelming expert support for a public health objective in the Licensing Act 2003

xiii. Marteau, Theresa. “The fiscal case for prevention is also strong given that, to use the same example, treating Type 2 diabetes

consumes around £1 in £11 of the NHS budget.” Personal communication. London. 2019.
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Key Paper A:
The social determinants of health
A policy priority to achieve HLE+5 and to begin to close the social inequality gap

Dr Daniel Holman - Research Fellow, University of Sheffield
Professor Alan Walker - Professor of Social Policy and Social Gerontology,
University of Sheffield

Itis now irrefutable that the major upstream social determinants of health - the circumstances
in which we are born, grow, live, work and age - are the key drivers of HLE and inequalities
in HLE, contributing around 45-60% of the variation in health status - more than health
behaviours, health care and genetic factors combined (Donkin et al., 2017). Downstream
health behaviours, while important, contribute much less to socioeconomic inequalities in
health - smoking, alcohol consumption, physical activity and diet in combination comprise
around 25% (Petrovic et al., 2018). Therefore, if we want to achieve HLE+5 and to begin to
close the social inequality gap, the social determinants of health must be a policy priority. This
requires that all national and local government agencies and departments work together to
implement healthy public policy, ideally aimed at reducing both upstream and downstream
causes of poor HLE and inequalities in HLE.

The Marmot Review (Marmot, 2019) set out six key priorities for action: give every child the best
start in life; good education and lifelong learning to maximise capabilities; fair employment
and good working conditions; healthy standard of living for all; healthy and sustainable places
and environments in which to live and work; and taking a social determinants approach to
prevention. Although little has been done to achieve these policy priorities, they remain
strongly underpinned by evidence. Addressing this agenda will require both a life-course
perspective and a place-based approach to policy. There is ample evidence of the sorts of
policy and stimuli needed at each life stage - from early years right through to advanced old age
- and in different geographical areas to enable better HLE (Marmot et al., 2010). These social
determinants influence health through various pathways. For example, in relation to non-
communicable diseases, four significant pathways of how the social determinants influence
health behaviours, trigger stress and mental health problems, are associated with adverse
environmental factors such as pollution and low-quality housing, and influence availability
and quality of healthcare (Marmot and Bell, 2019).

The Marmot Review task force on priority public health conditions - cardiovascular disease,
cancer, obesity, risk-taking behaviours and mental ill health - suggested a set of five key
proposals (and numerous secondary proposals) based on the best available evidence on what
works, cost-effectiveness, and implementation and delivery (Bambra et al., 2010).

Their five priorities were:
1. Reduce smoking in the most deprived groups by focusing on price and availability,
while providing stop-smoking services targeted to help the poorest groups quit;
2. Improve the availability of and access to healthier food choices among low income groups;

3. Improve the early detection and treatment of cancer, diabetes and CVD, especially
among the more susceptible groups;

4. Introduce a minimum price per unit for alcohol;

5. Improve physical health care for people with mental health problems and mental
health care for people with physical health problems. As the authors note, however, it
is important to see these in the context of wider upstream determinants (such as the
six priorities above) that ‘reach across sectors and create an environment (economic,
social, cultural and physical) that fosters healthy living’.
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There is also a strong economic case for focussing on the social determinants of health.
Health inequalities are estimated to cost the economy £50-70 billion per year, in terms of lost
productivity and taxes, additional welfare payments, and costs to the NHS (Frontier Economics,
2010). Thus, addressing the social determinants of health is the best way to both close the
social inequality gap and reduce its cost to the economy. Evidence is now emerging that many
social policies and interventions based on the social determinants of health can increase both
equity and efficiency. The World Health Organisation (WHO) reviewed a range of interventions
/ policies and concluded that:

In more than a few cases (e.g. early child development) efficiency and equity have been shown
to have the potential to mutually enhance each other. There are efficient policies that can lead
to equitable outcomes and policies or interventions based on equity arguments that lead to
increased efficiency. This effect is known as the ‘double dividend’ (WHO, 2013).

The report analysed three major components of the social determinants of health: education,
social protection, and urban development and infrastructure (including housing and
transport). These were chosen for their potential for intersectoral action, the amount of
empirical evidence available, and the inclusion of interventions that were both designed and
implemented, and at different government levels: central, regional and local.

With respect to education, there is abundant evidence that quantity and quality of education
results in individual-level benefits, and there is a growing body of evidence that economic and
health returns from school-age interventions, especially targeting early years, far outweigh
costs. Lifelong learning and training result in productivity gains as well as improved brain
health (as a protector against cognitive decline) (Baumgart et al., 2015).

With respect to social protection, interventions aimed at improving the nutritional status of
young children show positive long-term outcomes. Maternal education (e.g. on breastfeeding
and vaccination) offers a clear opportunity to reduce social and health inequalities. Some
studies identify positive net benefits from insurance-based interventions, safety nets and
social protection targeting young children.

Urban development and infrastructure have an impact on many aspects of personal, social
and economic life. Air pollution is a major environmental determinant of ill-health, and there
is strong evidence that it has a significant impact upon the incidence and severity of CVD and
lung diseases. It has both short and long term health effects and has a particular impact on
children (Cosford et al., 2019). Children are also particularly susceptible to internal housing
threats such as carbon monoxide and extreme temperatures, and external threats such as
antisocial behaviour and dangerous traffic. Urban improvement interventions entail large
quantifiable gains. Transport-related interventions in particular provide benefits by reducing
harmful health impacts. The WHO report advocates traffic calming measures such as 20mph
zones and intelligent speed adaptation which have been shown to mitigate widening causality
inequalities and provide substantial economic returns.

The evidence is strongest that policies in these areas are likely to have the highest ‘double
dividend’ effects: increasing the health of the population whilst also closing the social
inequality gap. They are also likely to have many other beneficial effects, such as reducing
mental ill-health and domestic violence.

In the UK, one of the main dimensions of the gap in health and productivity is the North-South
Divide. A key reason for low productivity in the North is that health is worse, and reducing this
gap would therefore generate substantial gross value added, estimated at an additional £13.2
billion (Bambra et al., 2018). The Greater Manchester Prosperity Review (Coyle, 2019) found a
correlation between limiting long-term health conditions and productivity equating to a £4.1
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billion per annum loss to the local economy. Improving the health of working age adults would
reduce up to 30% of the productivity gap between Greater Manchester and the UK average.

Public Health England’s Report on how to reduce the North-South health divide set out four
sets of recommendations:

1. Tackle poverty and economic inequality;
2. Promote healthy development in early childhood;

3. Share power over resources and increase the influence that the public has on how
resources are used to improve the determinants of health;

4. Strengthen the role of the health sector in promoting health equity (Whitehead et al.,
2014).

More broadly, evidence suggests that healthy public policy in domains including (but not
limited to) social security, work, housing and the built environment will have the greatest
impacton mental health and wellbeing across the life course. Poverty exposes children to many
risks that can have a long-lasting impact on their mental health and wellbeing (The Children’s
Society, 2016). Against a backdrop of rising child poverty (Joseph Rowntree Foundation,
2018) this is of serious concern for the current and future mental health of this large and
vulnerable population. Fiscal interventions to eliminate child poverty should therefore be a
top priority for the Treasury in supporting the mental health and wellbeing of the population.
In addition, good quality and affordable housing is essential to mental health and wellbeing
and an absence of secure and good quality housing can lead to poor mental health (Bambra
et al., 2010; Gibson et al., 2011). Ensuring a good quality housing stock, particularly in the
private rented sector where people with poor mental health are overrepresented (Mind, 2018),
is an important foundation of good mental wellbeing. Finally, access to good quality green
space is associated with lower levels of mental distress and higher life satisfaction scores after
controlling for socioeconomic factors (Public Health England, 2014). In recent years, parks and
green spaces in many of our urban environments have deteriorated due to substantial local
government funding cuts, and so reversing this trend should be a priority to both promote
mental (and physical) health and wellbeing and reduce health inequalities.

The evidence is strongest for housing and work environment interventions to have a positive
impact on inequalities and / or on the health of specific disadvantaged groups (Bambra et
al., 2010). At the same time, an overview of systematic reviews suggests that downstream
interventions that aim to target individual behaviours rather than upstream interventions on
the social determinants of health are much more likely to increase health inequalities (Lorenc
et al., 2012). Behaviourally-oriented measures such as media campaigns and workplace
smoking bans increase inequalities between socioeconomic groups, while structural
workplace interventions, provision of resources, and fiscal interventions such as tobacco
pricing have the potential to reduce health inequalities.

Arecent synthesis of the available evidence suggests that behaviour is much more powerfully
driven by physical, economic, social, and commercial environments than it is by personalised
information or technological interventions that aim to motivate people to change their
behaviour (Marteau et al., 2019). The review shows that we now have strong evidence that
various fiscal and economic-, marketing-, and availability-based policy interventions affect
tobacco use, unhealthy diet, alcohol consumption, and physical inactivity. The strongest
evidence in terms of size of effect and potential to reduce health inequalities is for fiscal and
economic interventions reducing the affordability of tobacco and alcohol, and there is also
growing evidence with regard to sugar-sweetened drinks. By contrast, ifindividual approaches
e.g. weight loss programmes, are not used in tandem with changing the environment, they
are ‘akin to treating people for cholera and then sending them back to communities with
contaminated water supplies.” (Marteau et al., 2019).
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Addressing these so-called wider determinants of health requires a transformational shift
to a whole government policy approach that recognises, understands and delivers health
and wellbeing in all policies. As noted by Mytton et al. (2019), all the important social
determinants of health lie outside the health sector. They suggest that all government
departments should be health-oriented, for example: ‘the Department for Transport should
have supporting health (e.g. reducing transport related air pollution, injuries, increasing
physical activity) as a key goal (as Transport for London does), in the same way that it has goals
to reduce congestion and facilitate economic growth.” Thus, to achieve HLE+5 there should be
an HLE impact assessment for all policies.

This health in all policies, and especially ill-health prevention in all policies, is crucial because
it is very difficult to achieve truly joined-up policy implementation in a top-down way (Carey
and Crammond, 2015). Therefore, embedding a preventative strategy in all policies at all levels
would operate within existing departmental boundaries. Across government, there is a need
to strengthen understanding of how health and well-being are shaped by wider determinants,
how public policy can be designed to improve health and reduce health inequalities, and
recognise the negative consequences of public policy that does not privilege health creation
alongside other outcomes. Further, there is need for a sustained long-term outlook so that
population health strategies supersede political cycles. The starting point is to place ageing
and the prevention of the multimorbidities that curtail HLE at the top of policy agendas at all
levels of government. At the moment, however, there is a policy vacuum with regard to the
prevention of chronic diseases (Walker, 2018). Moreover, while politicians have to some extent
prioritised NHS spending, resources to tackle the social determinants of ill-health have been,
at best, ignored, or, like the public health budget, cut significantly (25% reduction in spending
per person between 2014/15 - 2019/20). The majority (63.9%) of government health spending
goes on curative and rehabilitative care with only 5.1% being spent on prevention (and, what
is more, on forms of prevention that do not typically target the causes of poor health) (Centre
for Progressive Policy, 2019).

There is no doubt that a national prioritisation of action on the social determinants of ill-health
is urgently required. First, health inequalities are widening. The most deprived, whose LE and
HLE were already the lowest, are seeing the least improvement and, for the most deprived
women, life expectancy has fallen (Centre for Progressive Policy, 2019). These inequalities
are driven by reductions in public investment rather than changes in health behaviours.
Therefore, increased investment targeted on the main determinants of poor health, outlined
above, is going to be the most effective way to improve HLE and reduce social inequalities
(Taylor-Robinson et al., 2019). Second, LE and HLE are being truncated by social inequality on
a continuous basis. The Centre for Progressive Policy (2019) has estimated that in England as
awhole, 170 million years of healthy life are being lost currently. There are 80 million life years
being lost, 69 million of which can be attributed to inequalities in the social determinants of ill-
health: 30 million explained by differences in education, 18 million by differences in disposable
income, 15 million by employment inequalities and 8 million by crime and housing. Third,
as explained above, inequalities in HLE have substantial negative economic consequences,
while conversely action to raise HLE brings substantial productivity dividends. Fourth, there
is considerable public disquiet in the UK about inequalities in LE between socio-economic
groups (McNamara et al., 2019).
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Key Paper B:
Health inequalities

David Buck - Senior Fellow, The King's Fund

Introduction

This Key Paper sets out high level information on inequalities in healthy life expectancy and
some other core measures of health inequalities in England. It also briefly provides some
guiding principles that can help when designing national, regional and local policies to
address them.

Inequalities of what and between who?

We define health inequalities as unfair and avoidable differences in health between different
groups of people. Health inequalities exist between people in terms of the factors that are
likely to lead to poor health (wider determinants and risks), the experience of services (access
and experience), and measures of health itself (outcome and health status). In England and
elsewhere health inequalities are often reported, studied and discussed in relation to four
inter-connected themes: socio-economic factors (for example levels of income, wealth or
employment, often summarised by deprivation indices); protected characteristics (legally
important aspects of people’s identity such as gender, ethnicity and disability); socially
excluded groups (where circumstances combine to be strongly challenging for health risks,
outcomes and status for groups such as the homeless, sex workers and prisoners); and finally
geography (often broken down by ‘natural’ or administrative units e.g. region, city, town local
authority, or clinical commissioning group).

How are we doing in England on health inequalities?

Given the many ways to understand health inequalities, there are many ways of thinking about
and measuring them. This section therefore sets out some examples of health inequalities, but
it cannot be exhaustive.

Life expectancy and deprivation by area

Life expectancy, as implied by the title, is a measure of expected length of life (ONS?, 2018)
and available at different levels of geography, for different groups of the population, and
over a long period of time. It is a good indicator of how all the things that drive inequalities
are expressed in a final outcome - length of life. Common ways to look at inequalities in life
expectancy are by levels of deprivation, and by geographical area.

The most common measure of deprivation, used in many official data sources and wider
studies, is the ‘index of multiple deprivation’ (IMD), produced by the Ministry of Housing,
Communities and Local Government (MHCLG). This is updated periodically, the latest being
the 2019 IMD set (MHCLG, 2019). The IMD is comprised of seven domains that contribute to
deprivation: income, employment, education skills and training, health and disability, crime,
barriers to housing and services, and living environment. Each area gets a single indexed score
based on how well it is doing across these domains.

In England, there is a systematic relationship between deprivation and life expectancy. The

Office for National statistics publishes regular reports (ONS?, 2018) on inequalities in life
expectancy. The latest statistics, for 2015-17, show that at birth, males living in the least
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deprived areas can expect to live 9.4 years longer than males in the most deprived areas. For
females, this gap is 7.4 years. This is also reported at age 65, reflecting inequalities at older
ages; males from the most deprived areas can expect to live 5.1 years less than those from the
least deprived areas once they reach 65; and females 4.8 years less.

Importantly, these relationships between deprivation and other socio-economic indicators
and health measures hold across every level of deprivation, not just between the most and
least well off. This is known as the ‘social gradient in health’ since it affects everyone in the
population; inequalities in health are not just experienced by the poorest or the most socially
excluded, they affect us all systematically.

Another way to visualise inequalities in life expectancy is through maps in different parts of the
country. The maps below, from Public Health England’s Fingertips tool, illustrate differencesin
life expectancy at birth in 2015-17 for females and males by local authority areas. For females,
the gap between the lowest area (Manchester, at 79.5 years) and the highest area (Camden, at
86.5 years) is 7 years. For males, the gap (between Blackpool, at 74.2 years, and Hart, at 83.3
years) is 8.9 years.

Map of District & Map of District &
UAs in England for UAs in England for
0.1ii - Life expectancy 0.1ii - Life expectancy
at birth (Male) at birth (Female)

(Life expectancy - (Life expectancy -
Years 2015-17) Years 2015-17)

Inequalities in the diseases and conditions we die from

PHE’s Health profile of England report in 2018 (PHE, 2018) reports on what we die of as a
population, and how this contributes to inequalities in health. The charts below show how
inequalitiesin the top 10 recorded causes contribute to the overall life expectancy gap between
areas of different levels of deprivation.

The biggest specific contributors to the gap for both females and males were heart disease,
lung cancer and respiratory disease, although the ordering differs by gender. The ‘other’ group
is comprised of deaths from a wide range of causes. Among males, the largest contributions to
the ‘other’ group were from higher mortality rates in the most deprived decile from accidental
poisoning (contributing 0.5 years), and suicide (contributing 0.3 years). Among females, the
largest contribution to the ‘other’ group was from higher mortality from cirrhosis and other
liver disease (contributing 0.3 years). In early adulthood these inequalities are less apparent,
but by the thirties for both sexes those in the most deprived areas start to see excess deaths
compared to those in the least deprived, with this excess growing throughout the age-range
and reaching its greatest for those in their seventies.
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Figure 6: Breakdown of the life expectancy Figure 7: Breakdown of the life expectancy
inequality gap between the most and least inequality gap between the most and least
deprived deciles, males, England, 2014 to 2016 deprived deciles, females, England, 2014 to 2016
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Inequalities in the burden and risk of ill-health

Health is not simply about the length of life; more important to many of us is the experience of
health throughout our lives, given how good health is critical to our capabilities and allows us
to do many other things we value in our lives, however long they are. Below we illustrate some
of the inequalities in measures of how healthy are lives are.

Inequalities in healthy life expectancy

Two common measures of how healthy our lives are, are ‘healthy life expectancy’ (HLE) and
‘disability-free life expectancy’ (DFLE). The former is based on self-reported information on
how healthy people feel, the latter on whether people have limiting long-term illnesses; both
can then be combined with life expectancy to give a measure of how long people are expected
to live in good health (ONS?, 2018).

Inequalities in both HLE and DFLE are wider than inequalities in life expectancy. This means
thatin England today, on average those in more deprived areas spend a far greater proportion
of their much shorter lives in poor health than in less deprived areas. This difference is stark,
as Office for National Statistics show (ONS*, 2019). In 2015-17, males in the most deprived
areas are expected on average to spend around 30% of their lives in poor health, twice the
proportion spent by those in the least deprived areas. Females in deprived areas are expected
to spend an even higher proportion - a third - of their shorter lives in poorer health.

Again, inequalities in HLE can be visualised by maps, from PHE’s Fingertips tool. Those below
show HLE at birth for males and females in 2015-17. Females in Nottingham had the lowest
HLE at birth of 53.5 years, compared to 71.6 in Wokingham; for males the lowest HLE was in
Blackpool, at 54.7 years, compared to the highest of 69.8 years in Rutland.
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Inequalities in long-term health conditions

One factor strongly associated with measures of less healthy lives, such as HLE, is having one,
and especially multiple, long-term health conditions (MLTCs). The Department of Health’s
Compendium of Long-Term Conditions (DHSC, 2012) states that compared to social class I,
people in social class V have 60% higher prevalence of long term conditions and 30% higher
severity of conditions. Other evidence using data from almost 500 general practices (Charlton
et al., 2013) shows that rising deprivation channels more people into having multiple LTCs,
as opposed to single or no LTCs; 1 in 3 patients from the most deprived postcodes have 3 or
more LTCs, compared to only 7 per cent from the least deprived. The onset of MLTCs has been
estimated to occur 10-15 years earlier on average for those in the most deprived areas (Barnett
etal., 2012).

As MLTCs are - by definition - conditions that people live with every day, they have a direct
impact on patients as people, as employees and in terms of economic status. We know that
earlier onset of MLTCs is linked to areduced likelihood to enter the labour market - and an
earlier exit too - if the LTC limits everyday activities (DHSC, 2012). Overall, more than half of
those with an LTC consider their health is a barrier to the type or amount of work they can do,
rising to more than 80 per cent when someone has 3 or more conditions.

Inequalities in avoidable, preventable and premature mortality

Long-term conditions are in part preventable, as are many health risks and outcomes. Below
we discuss some of the further inequalities in preventable health problems and deaths that
could have been delayed, that is prevented at the time they occurred.

The Office for National Statistics collates and publishes statistics on deaths from ‘avoidable
causes’ (ONS®,2019). The ‘avoidable mortality’ is defined as being preventable through timely,
effective healthcare (‘amenable mortality’) or wider public health and other interventions
(‘preventable mortality’).

There are stark inequalities in avoidable mortality. In England, in 2017, 16% of male avoidable
deaths were experienced by those living in the most deprived areas, compared with 6% in
the least deprived areas; for females it was 14% and 7%, respectively. This translates into the
likelihood of dying from an avoidable cause for those in the most deprived areas in England
compared to the least deprived areas - this was 4.5 times higher for males and 3.9 times higher
for females.

This map shows preventable Map of County
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Most recently, Lewer et al (Lewer et al., 2018) have drilled into the detail at the role that socio-
economic inequalities play in premature mortality (defined as deaths before the age of 75),
breaking it down for 156 causes of death.

Over 2003-18, their analysis suggests that:

« One in three early deaths can be attributed to socio-economic position and that one
premature death every 10 minutes was due to socio-economic inequality;

« If everyone had the same outcome as the least deprived in society over 870,000 fewer
premature deaths would have occurred;

+ Premature deaths related to socio-economic inequality is higher in men (37%) than
women (33%) and peaks in early childhood (1-9 years) and in middle-age (40-49 years);

« Three-quarters of premature deaths among men aged 35-49 years in the poorest areas
was attributable to socio-economic inequality;

« More than half of premature deaths in three major causes (COPD, liver disease and flu
and pneumonia) are attributed to socio-economic mortality. The causes of premature
death with the most socio-economic inequality were TB, opioid use, HIV, psychoactive
drug use, viral hepatitis and obesity. Most cancers had low inequality, larynx, lung and
mouth cancers being exceptions;

« The proportion of premature deaths related to socio-economic deprivation varies by
area (as expected), with Manchester being the highest and South Cambridgeshire the
lowest.

Changing inequalities in health over time

The above paints a - partial - snapshot of inequalities in health in England. But, inequalities
in health are not static, they change over time. The Office for National Statistics has published
various statistics on trends in inequalities in avoidable mortality and its components (ONS?®, 2019).

Trends in inequalities in premature mortality

Most recently Lewer et al (Lewer et al., 2018) looked at trends in premature mortality between
2003 and 2018 using data on almost 2.5 million deaths under the age of 75. Their study
highlights some positive news, and some negative. Over this period, premature mortality
rates fell for men and women in all deprivation groups, and reductions in absolute mortality
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premature years of life lost per person. * Change in values from 2003-06 to 2015-18. tMost deprived refers to the most
deprived decile of the index of multiple deprivation 2015. $Least deprived refers to the least deprived decile.

Table 1: Inequality over time
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were greatest for more deprived groups. However, relative reductions were greater for least
deprived groups, leading to a widening gap between the less and most deprived.

Trends in healthy life expectancy

The ONS has also produced recent data on trends in HLE and DFLE (ONS*, 2019). The figure
below shows that between 2009-11 and 2016-18 the proportion of life spent in good health in
the UK has decreased from 79.9% to 79.5% for males, and from 77.4% to 76.7% for females,
as improvements in HLE have not kept pace with (slowing) improvements in life expectancy.

Healthy life expectancy, UK, between 2009 to 2011 and 2016 to 2018
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The ONS provides online tools to analyse changes in HLE over time (from 2009-11 to 2016-18)
by gender and area (see below). Of the eight local authorities (of 151) achieving a significant
increase in male HLE over that period, five were London boroughs. There were significant falls

Figure 12: Healthy Males - HLE at birth
life expectancy at
birth and age 65 )
by sex, upper tier 2016-18
local authorities in
England, 2009 to
20011 and 2016 to 2018
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Source: Office for National Statistics
Notes:
1. Local areas include upper tier local authorities (UTLAs) in England only.

2. Healthy life expectancy figures are not available for Isles of Scilly and City of London because of insufficient
population size.

3. Ifyou wish to more objectively compare the improvement in life expectancy across the time series between areas,
you would need to take into account the confidence intervals provided in the pivot table.
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in male HLE in Stockton-on-Tees and Darlington, both falling by about 6%. For females, four of
the six areas with significantimprovements in HLE were also in London, although Croydon was
one of the areas with the steepest falls (falling by 9% to 59.5 years). Other areas with significant
falls included Hillingdon, Walsall, Nottingham and Southampton.

The policy response to inequalities in health:
some guiding principles

England’s population experiences many forms of inequalities in health, from its determinants
to outcomes including shorter, less healthy lives.

There is a moral argument to address this, if we believe that these are unfair, unjust and
avoidable. Further, we know that the public is averse to inequalities in health, in many
studies being prepared to ‘trade-off’ the health of the wider population for improved health
for specific groups (McNamara et al., 2019), these effects tend be larger when focussed on
socio-economic status, and for length of life as opposed to quality of life. Given the scale
and seriousness of inequalities on this basis set out above, deepening public awareness and
understanding of inequalities in health and what generates them is needed to exert pressure
on politicians to take stronger action. Inequalities in health are also associated with high costs
to public services. For example, Asaria et al (Asaria, Doran and Cookson, 2016) estimate that
inequalities in health were responsible for an additional £4.8bn in inpatient hospital costs in
2011-12 and the Joseph Rowntree Foundation found that poverty costs the NHS £29bn overall
in terms of excess demand (JRF, 2016).

The key question is, can we do anything about them? Or are we stuck with inequalities in
health, seeking to mitigate theirimpact, but not able to affect their generation? In theory, there
are many things that can be done to reduce inequalities in health, and intervention can take
place right across the pathway or chain of policies that leads to them. Given the complexity
of what drives inequalities in health, and the many ways they can be measured, it is unlikely
that any single intervention, policy or approach will be a silver bullet. That means a mix of
policies, approaches and interventions are needed, which in turn means national, regional
and local strategies supported by some guiding principles drawn from what we know about
health inequalities.

These are:

1. Have atheoretical framework to guide strategy and action;
Recognise that health risks combine which is what drives inequalities in health;
Addressing health inequalities requires action across a wide range of factors;

Be guided by what we already know works;

Recognise the power of action at local and regional level;

o 9~ W N

Aligned incentives, resources, leadership and accountability;

Conclusion

In conclusion, policy can make a different to health inequalities; in fact, it has done so in the
recent past. Given the complexities of health inequalities, any policy needs to be guided by a
higher level health inequalities strategy that itself draws on a coherent theoretical framework;
recognises that risk factors combine to produce health inequalities; that action needs to
address a wide range of factors not a silver bullet; learns from the successes and failures from
the past; and last but not least aligns incentives, resources, leadership and accountability
behind it.
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Key Paper C:
Making it easier to live well: addressing the behavioural
and environmental drivers of ill health

David Halpern - Chief Executive, Behavioural Insights Team
Hugo Harper - Head of Health, Behavioural Insights Team

Achieving 5 additional years of healthy life by 2035 will require a substantial shift towards
prevention. Inthis note we prioritise the areas to focus on,and make specificrecommendations
in these areas.

Behavioural risk factors represent the largest opportunity to reduce health burdens across the
population, making up more than 50% of the preventable DALYs as estimated by global burden
of disease (Kyu et al., 2018). These risk factors also have a steep social gradient. The heaviest
drinking, smoking and mental health issues are highly concentrated in the most vulnerable
sections of society, with tobacco exposure being three times higher in the most deprived
quintile compared to the least (ONS, 2019). The impact of this is stark. Between rich and poor,
thereis an 8-year gap in life expectancy, and an 18-year gap in years lived in good health.

However, all risk factors are not equally important. In order to have the largest impact, we
should be focussing on policy interventions that target tobacco, diet, stress, purpose
and relationships. Tobacco and diet clearly present the largest burden based on best current
models. Models for causes of poor mental health are far less advanced than similar estimates
for diseases like heart disease, stroke or lung cancer. Therefore, though the evidence is less
certain, interventions in this area should still be prioritised as the gains could be large.

Table 1: Rough estimates for HLE achievable from addressing the primary known behavioural and
environmental causes (Source: UK data, Behavioural Insights Team estimates')

Risk Estimated years of lost HLE
across UK population

Diet (incl. Indirect Effects) 2-4

Stress, Purpose & Relationships 05-25

Smoking 1-2

Alcohol 0.5-1

Physical Inactivity 0.25-0.5

Air Pollution 0.25-0.5

Total 4.5-10.5

This can be taken as encouraging - we have a good idea of what problems we need to solve to
achieve our goal. However, it can be argued that recent governments have neither prioritised
prevention nor had policies that could achieve ambitions. Unlike taking a pill, behavioural
changes are often seen as less straightforward to achieve.

For example, we all know that it would be a good idea to eat less food high in sugar and fat,
and eat more fresh fruit and vegetables. Yet faced with a delicious dessert, and perhaps a
distracting TV, our good intentions are soon defeated. It is an open question how much of
‘policy inertia’ is a result of governments being uncertain about efficacy (in which case we

1These estimates are based on DALYS and YLD weightings from GBD scaled up to population to estimate HLE. We appreciate this is
very rough but are unaware of any better existing estimates to prioritise action.
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hope this paper will help) versus a judgement about political costs, such as the fear of being
seen as the ‘nanny state’. We must accept the importance of the environment in affecting
health behaviours. Informational and educational campaigns will not be sufficient. We need
to make healthy behaviours easier for people.

These behavioural interventions are often highly cost effective, costing well below the average
£13,000 each QALY is estimated to cost the NHS - with some interventions at a cost of close
to zero, or even revenue generating (Owen et al., 2011; Claxton et al., 2013). It is important
that sufficient funding and political capital is given to these areas if we hope to achieve HLE+5
without drastic increases in funding. Directing less than 1/10th of the additional funding
agreed for the NHS to such interventions would almost certainly generate more QALYs
than all the remaining 9/10ths spent on the NHS.

Contemporary behavioural science, armed with recent policy successes, gives us good
grounds to think that a sizable portion of these extra HLEs could be achieved - with political
will. The section below gives a sense of the kinds of policies that could get us there. Whilst we
do not discuss alcohol and physical activity in detail we believe similar interventions would be
effective. There are also many high-impact, traditional public health measures that are well
discussed elsewhere, and therefore we do not focus on these (Marteau et al., 2019).

We presentideas that we believe will have the largestimpact for the smallest effort, considering
both cost and political capital. Here the centralideais to reshape and harness market pressures
and innovation to change the environments in which we live to offer easy, healthier choices.

1. Smoking

Given the massive and well-documented negative impact of smoking, its relatively focused
nature, and its huge impact on health inequalities, we start with this as an area of focus.
Smoking is increasingly concentrated amongst those in lower income groups, and those with
mental health problems, so reducing it will also substantially reduce health inequalities.
E-cigarettes are estimated to be 95% safer, so if all smokers switched it would save over 2
million DALYs per year.

Enhance techniques to quit with E-cigarettes

E-cigarettes are now the most popular route to quitting smoking, leading to 22,000 - 57,000
additional quits in 2016. Clinicians need to be recommending these safer alternatives. Adding
e-cigs to traditional services makes them almost twice as effective. It is hard to justify why
nicotine replacement therapy (NRT) is available on prescription but not e-cigs. Similarly, NIHR
should fund the development and licencing of a prescription grade e-cig through the MHRA
process, which could be a stronger dose version targeted at the most at-risk heavy smokers.

Expand smoking cessation
Smoking cessation interventions are also highly cost effective - typically 25-fold more cost
effective than average NHS spend. Helping people quit smoking is the ‘no brainer’ of the public

health world. However, such programs have been trimmed to the bone, with a halving in the
number of smokers having been prompted to quit by their GP over the last decade.

Raise duty on hand-rolled tobacco

There is evidence of significant substitution to hand-rolled tobacco from more heavily taxed
cigarettes. Addressing this slippage would be a worthwhile corrective at budget.
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Reduce availability - Getting a smoke-free UK by 2030

As a first step to this, government could raise the legal age of purchase from 18 to 21, closing
the window on a key age group from taking up smoking in the first place. Going further, the
advent of e-cigs has opened the door to getting rid of smoking altogether. We could commit
to banning conventional cigarettes by 2030, stating that e-cigs provide a safer alternative to
tobacco.

2. Diet

Willpower alone is a very ineffective way of achieving mass change in diet. Evolution has led
to us finding sweet and fatty foods hard to resist, and we will more-or-less gorge on auto-pilot
when such food is available.

At the same time, markets have evolved to give us exactly what our revealed behaviour says
we want. Against this background, by far our best strategy is to reshape our food environment
as discussed in a recent CMO report (Davies, 2019). Using consumer shifts to drive changes in
product formulation, size,and positioning will be central to the most effective ways in which we
can change what we eat - i.e., a ‘double nudge’. Innovative price and marketing interventions
are also likely to be effective in reducing alcohol harm.

Price to change producer behaviour

If there is an alternative close substitute product or formula, then price differentiation can
drive rapid and dramatic change. The UK’s added-sugar levy is an excellent example. Sugar
levels have fallen by 28% with no loss in sales, primarily through reformulation of existing
products. Further action should look to extend the added-sugar levy to milk-based drinks and
yogurts, extend VAT to a wider range of foods high in sugar, and consider a tax on added salt.

Marketing

There is a case for restricting the advertising of the unhealthiest foods. For example, the
introduction of a 9pm junk food watershed represents a net present value of over £2 billion
(Further advertising restrictions for products high in fat, salt and sugar: impact assessment,
2019). Restrictions should encourage reformulation of products and reductions in portion sizes.

Outlet differentiation

An alternative - and under-utilised - level to actively mobilise consumers is to sharpen
competitive pressure between retailers (and out-of-home food outlets). Most UK consumers
have multiple choices of where to buy food, and these retailers compete aggressively. Offering
consumers more reliable information on which of their local retailers focus their special offers
on healthier food will tilt the balance of competitive pressure in favour of healthier options.

3. Stress, Purpose & Relationships

There is convergent evidence that chronic stress (such as at work), lack of purposeful activity
(suchasunemployment), and socialisolation have substantial health impacts. Socialisolation,
for example, has been estimated to broadly have the same impact on health as smoking 15
cigarettes a day, leading to around a decade of HLE lost.

Despite these effect sizes, there has been far less attention applied to addressing ‘social’ and

relational causes of ill-health than other causes. Addressing this gap should be a high priority
for health research. Promising interventions include:
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Social prescribing

The NHS has recently made a commitment to employ 9,000 ‘social prescribers’ or facilitators.
Variations on the idea have existed since the 1930s: rather than prescribe a pill for a patient
who is overweight or unhappy, instead prescribe an activity. The most important aspect of
such prescribing for many people is likely to be their reintegration into meaningful social
relationships and activities.

Facilitating local level social capital

A number of studies have shown that having more friends and people you can count on
when you need help increases your well-being and longevity. Unfortunately, there is no such
link between number of friends on Facebook and well-being. There is a major public health
opportunity to stimulate the emergence of locally based social interaction and connection.
Better designed cross-generational housing developments, lowering of barriers to social
interaction and mutual support, making it easier to interact with others - but refraining from
forcing such interaction.

Supporting people to stay in the labour market for longer

For many people, work is a major source of meaning, challenge and social support. As
populations age and live longer, it is increasingly a health as much as an economic imperative
to support more people to stay in meaningful work for longer. Such levers range from moving
defaults away from automatic retirement at a given age to financial incentives for delaying
retirement, late-career retraining, and Japanese-style later life work cooperatives.

Conclusion

Spending £13,000 on the NHS to deliver around one extra year of healthy life is not a bad
return. Yet, itis a fraction of that achievable by pursuing policies that make it easier to live well,
with many public health interventions providing ten-fold better value than this. If we were to
set aside just 10% of the additional expenditure billions proposed for the NHS and deploy it
to address the behavioural, lifestyle and environmental factors listed above, we could achieve
significant increases in HLE.

It is essential that we focus on the behaviours that cause the greatest burden by making it as
easy as possible for people to quit smoking, eat healthy, and feel connected within society.
This points towards interventions designed to promote substitution and harm reduction
across large numbers of people, rather than traditional informational and educational efforts.

The main point is to make it as easy as possible for people to live healthy and well. Much of
the policy effort should be directed to nudging producers, retailers and workforces, not just
towards individuals. Behavioural science provides evidence about which of these strategies
are likely to have the largest impact and be most acceptable, but they will require strong
political leadership to make them happen.
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Key Paper D:
National Leadership for Achieving HLE+S

Tim Elwell-Sutton - Assistant Director of Strategic Partnerships, The Health
Foundation

The goal to improve Healthy Life Expectancy (HLE) by five years by 2035 is ambitious. It would
require HLE to rise significantly faster than it has over the past decade. Achieving this will
require a major societal effort. It needs strong, visionary leadership at national level from
government, voluntary and community organisations, and businesses.

The role of national leadership

National leadership is to drive two fundamental changes. First, long-term improvements in
health need to be prioritised. Currently, too much policy, research, investment and action on
health is driven by short-term political and financial considerations (Elwell-Sutton et al., 2019).
Giving greater priority to long-term improvements in health would help to address chronic
under-investment in prevention.

Secondly, health-in-all-policies needs to be made a reality. While the formal health sector has
avital role to play, much more is needed. Achieving HLE+5 means creating the right conditions
for people to lead healthy lives. Improving health needs to be a shared value, something
which everyone contributes to across the whole of government, business, charity sector and
communities.

What is needed to provide national leadership?

The most fundamental change needed is one of mindset and culture. A national consensus
needs to be formed around the goal of HLE+5 to ensure that it has support across sectors and
political parties. Without this, there is a real danger that new structures and procedures will
become token exercises which do not drive the major changes in priorities that are needed.
With this in place, a range of measures can be taken.

1. Government leadership

Many of the most important levers for improving health sit with government. National
government has a vital role to play both in acting itself and in empowering local government
to lead on those issues which are best addressed at local or regional level. Making the bold
changes that are needed to improve the nation’s health will require action across the whole
of government: a health-in-all-policies approach. An example of how this would look for
transport policy is given below (Box 1).

Strong national leadership across government on HLE+5 also requires structures which
embed health as a shared value (a common goal) for the whole of government and which hold
government to account for its work to improve health. Measures needed include:

+ Ministers re-affirming HLE+5 as a national priority;

+ Adoptingalegislative framework, alongthelines of the Wellbeing of Future Generations
(Wales) Act 2015 (Future Generations Commissioner for Wales, 2019), designed to
ensure long-term decision-making in all aspects of government policy;

+ Developing a national strategy to reduce health inequalities with clear targets for

40



health (e.g. healthy life expectancy), risk factors for health (see example below in Box
1), and broader social policy issues (e.g. child poverty);

« Requiring key parts of the public sector (including Public Health England, the NHS and
the LGA) to be bound to contribute to the HLE+5 goal and health inequality targets;

+ Changing the way success is measured, moving beyond GDP and evaluating policy
based on health and wellbeing as a primary measure of successful government. The
UK can learn from the Wellbeing Budget adopted in New Zealand in 2019;

+ Establishing a new independent body to track and analyse the nation’s health. This
would provide expert advice to policymakers and regular reporting to parliament, on
current trends in health and how health could be improved for future generations.
This should be modelled on the Council for Climate Change.

2. Business leadership

“Business simply can’t be a bystander in a system that gives it life in the first place.”
Paul Polman, CEO of Unilever.

Businesses have a hugely important role in shaping the health of the nation. As employers they
directly influence people’s income, work-life balance, mental health and physical safety. The
products they produce can treat or prevent illness, or be extremely harmful to human health.
As a sector, businesses can use their influence to lobby for government policies which improve
health or harm it. Large businesses can act as anchor institutions in their communities, so that
the health and wellbeing of the community is inextricably tied to the institution.

Broadly, leadership is needed on two fronts:

1. Government has an important role in regulating the conduct of business, both its
products and its other activities, to shape the impact which they have on health;

2. Business leaders need to affirm that health is a national asset which must be invested
in and commit their businesses to doing this. This will require responsible business
leaders to assess, track and actively work to improve the impact that their businesses
have on health. A first step would be for business leaders and investors to work with
health experts to develop the right metrics for measuring the impact of businesses.

3. Health charities

Health charities have a vital role to play in improving healthy life expectancy and reducing
socialinequalities, given their rich experience, great expertise and collective spend of £4 billion
a year. At present, most focus on individual diseases, their detection, remediation and care
rather than on primary prevention. There has been recent progress on organisations coming
together to lobby for more effective prevention policies - e.g. the Obesity Health Alliance,
Alcohol Health Alliance, and ASH. Health charities and Wellcome have pooled resources
for another round of research funding on prevention through the UK Prevention Research
Partnership.

Health charities can support achieving HLE+5 by working together, influencing policy on

cross-cutting issues that promote health and reviewing what more they could do to promote
prevention.
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4. Cross-cutting leadership: a national champion
for health

In addition to leadership within different sectors (government, business and charities), there
isaroleforanational champion who has a cross-cutting remit, with a mandate to challenge all
sectors on their contribution to population health including the HLE+5 national target.

Better population health has at present no visible public champion who can play this role. The
Secretary of State has some responsibility for population health and to promote change but
will always be circumscribed in this. The CMO has a mandate to speak truth to Government
but has limits as to how far he or she can go. Public Health England does not and cannot act as
a vocal public champion for change, as it is part of the Department of Health and Social Care.
Charities are not yet providing this role, neither individually nor collectively.

There is a need for a vocal, respected and influential champion. Such a body should act as an
evidence-based voice for change to government, business, charities and the public. It would
make the case that change is necessary, possible and affordable and that health inequality
reduction should be a core goal. There is a need for a social movement to drive national
change. An additional function of a national champion for health could be to help promote a
social movement for change.

One network which could in future play the role of a national champion is the Collaboration for
Wellbeing and Health, which is being supported by the Health Foundation and brings together
ten major national bodies. Its aims are:

+ To change the conversation on health;
« To promote national policies to support health;

« Tosupport local actions to do so.
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Box 1: A health in all policies approach to behavioural risk factors

Improving health and reducing inequalities requires action across government by many departments. Some of the most
important departments including:

» DEFRA for creating healthy environments and healthier food;

+ DCLG for supporting local government’s role in HLE+5 and for healthier homes;
« HMT for healthier taxation;

« DfT for healthier travel.

Improving health is consistent with other priorities for these departments such as their role in tackling climate
change.

Transport policy is an example of an area with important implications for health which needs to be addressed as part of a
health-in-all-policies approach. See the paper by Andy Cope at Sustrans. There are two priority policy areas in transport
that will need huge efforts to be made by all government departments, with the Department for Transport (DfT) taking a
leading role:

Decarbonising our transport system

Make radical reduction of transport carbon emissions a key policy requirement of all national, sub-national and local
transport policy and plans

Achieving better health outcomes through transport

Make outcomes on air quality, noise pollution, physical severance from places, and social exclusion priority areas for
improvement including increasing active travel and focus on the role of transport in supporting a place to live, learning,
employment and relationships

Officials and politicians, nationally and locally need to develop clear plans to improve health as part of addressing these
major changes

Top level policy measures that will need to be implemented to achieve this are:

« Changing transport economic appraisals so that health outcomes and carbon emissions become major
determinants of scheme selection;

« Sustained investment in safe infrastructure; applying consistent, high quality design standards; making
supportive changes to the planning framework; ensuring appropriate capital-revenue balance in investment in
order to enable behaviour change initiatives that support wider engagement and participation in active travel;

« Supporting local town and transport planners, engineers and politicians recognising their contribution to health
and climate change and actively promote a shift to healthier active modes of travel.
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Key Paper E:
Local Systems and the Grand Ageing Challenge Goals

David Buck - Senior Fellow Public Health and Inequalities, The King's Fund
Dr Greg Fell - Director of Public Health, Sheffield Council

Introduction

The Grand Ageing Challenge will only be met if local areas move to coherent population
health systems which maximise the contribution of the four pillars of population health.

National government has a significant role, and the activities of each government department
are crucial in shaping the environment in which communities can thrive and achieve the
best possible health. Central government can (and does) set the rules and background
infrastructure by which we make progress. It also sets the context against which norms and
culture is set locally.

But we know from long experience and a lot of evidence that there is a hugely important role
for local systems to both deliver services and set wider policies and ‘place-shaping’ that will
improve health; in short, local systems must become local population health systems.

Local population health systems
Our definition of a local population health system

Figure 1: A population health system that recognises and maximises the activity in the overlaps
between the pillars (source: Buck et al,, 2018.)

A population health system that recognises and maximises the activity
in the overlaps between the pillars

Our health
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TheKingsFund> Source: Buck et al 2018
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A local population health system is how local areas arrange and resource activity in the four
pillars of population health - the wider determinants, our health behaviours, an integrated
health and care system, and the contribution of our communities - and how those areas
identify, recognise, lead and support activity where these pillars intersect.

Doing this, and therefore achieving the goals of the Grand Ageing Challenge will depend on:
« Strong local system leadership;

+ Meaningful involvement of the public;
+ Ensuring health inequality reduction is a core system goal;
+ Getting the underpinning enablers right;

« Enabling central government policy.

Local system leadership behaviours

Achieving the Grand Ageing Challenge requires leadership of a complex population health
system, this in turn requires five key leadership behaviours from system leaders (Senge et
al., 2015; Naylor and Buck, 2018):

1. ‘Seeing the larger system’ that influences population health locally - across to the
other pillars of population health and the sectors that contribute to them;

2. Recognising that not all the solutions are to be found within their organisation, sector
or ‘pillar, and so actively supporting those who have solutions beyond their own
source of power and responsibility;

3. Ashift of focus from reactive problem solving to co-creating the system and designing
strategies to get there;

4. Stronglocalpoliticalbuy-inand support. The soft power of local political leadership (e.g.
through city mayors) can cut across this complexity of local governance arrangement
and appeal directly to communities;

5. Dedicated resources that can co-ordinate and help guide system-wide action.
Experience suggests this need not be a large function, but it is critical to success.

Where leadership sits or rests is less important than the behaviours above. In some places
this may be the Health and Wellbeing Board, in others NHS structure such as Integrated Care
Systems, or as in many places a combination, this will depend on local contexts.

The public seen as partners in health by an enabling state

Investing in communities for health needs to be a critical part of any approach to
population health and meeting the Grand Ageing Challenge goals.

There has been a welcome and growing recognition of the role and power of communities in
health, aswell asthat ofindividuals (South,2015; Lent and Studdart, 2019; Naylor and Wellings,
2019; Buck and Wenzel, 2018). The communities we are born, live, work and socialise in have a
significant influence on how healthy we are. Strong communities are therefore good for health
and local areas - often led by local government - are working in many ways to develop and
support this (see case studies here: https://www.kingsfund.org.uk/events/community-best-
medicine-leeds-event#presentations).
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The ‘Wigan Deal’ (see Box) is one of the best known and documented approaches to working
with the publicand communities for health, butis not alone. The Deal has given public servants
and others in Wigan a set of guiding principles that inform how they work with each other and
with people using services and in the community more broadly.

Wigan does not offer a simple, ready-made solution that other areas can adopt overnight.
However, it does provide a powerful example of what can be achieved when public services
see communities as assets and commit to working in a different way that builds on people’s
strengths.

Significantly, Wigan’s headline achievement in relation to healthy life expectancy (HLE) is
impressive. The rate of improvement between 2009-11 to 2015-17 was faster in Wigan than
in most of its 15 nearest ‘statistical neighbours’ (councils with a similar population and
geography), with only three of these seeing similarly positive results (Public Health England,
2019), atatime when HLE across England was largely stagnant over the same period, narrowing
the gap between Wigan and the national average.

Box 1: The Wigan Deal

Since 2011, Wigan Council has embarked on a major process of change involving moving towards asset-based working
at scale, empowering communities through a ‘citizen-led’ approach to public health and creating a culture which
permits staff to redesign how they work in response to the needs of individuals and communities. At the heart of this is
an attempt to strike a new relationship between public services and local people that has become known as the ‘Wigan
Deal’ between citizens and the council. In return for keeping council tax low, the council has asked citizens to work
alongside it. Wigan’s approach has been based on four main components:

Asset-based working

There has been a major drive to work with local people in a different way that seeks to recognise and nurture the
strengths of individuals, families and communities and to build independence and self-reliance. While asset-based
working has been explored in many parts of England, Wigan is notable for the scale at which this approach has been
adopted and for the consistency of implementation.

Permission to innovate

Leaders in Wigan Council have created a culture in which innovation is encouraged and frontline staff are permitted
to take decisions for themselves and re-think how they work, based on their conversations with people using services.
This has meant taking a different approach to risk - positive risk-taking is encouraged if the potential benefits

for clients outweigh potential harms. It has also involved moving away from a ‘blame culture’ towards one that
emphasises learning from what has not worked.

Investing in communities

Wigan Council has taken a three-fold approach. Firstly, investing directly in local voluntary sector organisations

and community groups through a dedicated community investment fund. Secondly, the council commissions
collaboratively where voluntary and community sector organisations are seen as partners and are actively supported
to develop and improve. Finally, it has invested in citizen leadership roles at scale through roles such as community
health champions (including young champions and alcohol champions), dementia friends, and autism friends.

Place-based neighbourhood working

As elsewhere, organisations are attempting to work together in a more integrated way. A distinctive feature of Wigan’s
approach to this is the breadth of organisations involved - in addition to health and social care teams, multi-agency
working within the borough’s seven ‘service delivery footprints’ involves the police, housing, employment, welfare
services and others. This creates opportunities to tackle the broader determinants of health and wellbeing in a more
coordinated and flexible way.

Source: (Naylor and Wellings, 2019)
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Inequality reduction as a core goal

The Grand Ageing Strategy will not be achieved without tackling health inequalities as a
core goal regionally and locally.

For example, at a regional level, the London Mayor is unique currently in having a statutory
responsibility to have a Health Inequalities Strategy for London. The current strategy (Mayor
of London, 2018) has a twin-track focus on: those things the mayor controls directly (e.g.
spatial planning, transport, economic development, housing, environment and culture), and
actions of wider partners (e.g. the NHS through London’s Sustainability and Transformation
Partnerships). The strategy is supported by a number of key indicators that are monitored
over time. More major cities and regional areas need to adopt their own health inequalities
strategies.

Good examples at local level include Sheffield and Coventry. In Sheffield the Health and
Wellbeing Board has set itself the role of being the coordinator of the city’s approach and work
on health inequalities (Sheffield City Council, 2019). In Coventry, the new health and wellbeing
strategy is the city’s high-level plan for reducing health inequalities and improving health and
wellbeing for Coventry residents (Coventry City Council, 2019). The local NHS also needs to
take inequality reduction more seriously than it does (Buck 2018); the 2012 Health and Social
Care Act introduced legislation on health inequalities which needs to be more actively used
(Moore, 2019).

Six underpinning areas for regional and local reforms

Greater Manchester (GM) ison a journey towards a population health system covering 2.8 million
people (Greater Manchester Health and Social Care Partnership, n.d.), adapting The King’s Fund
framework above to its own context. GM has set itself the task of reform in six core areas to help
it achieve this as below; local areas should set themselves the following six goals:

1. Adopt a future generations and wellbeing policy

Local areas need to develop an approach to future generations policy, with wellbeing at the
heart - this helps local systems focus on the long-term health of their populations, not simply
meeting short-term healthcare demands. GM is exploring how a regional approach could learn
from the Welsh experience with The Future Generations Act and New Zealand’s approach to
budgeting for ‘wellbeing’ (Charlton, 2019).

2. Have an investment strategy for prevention

All ‘the headwinds’ are to support acute treatment systems in semi-perpetual crisis due to
tight budgets, this creates no headroom for non-immediate spending. GM is exploring the case
for a prevention investment strategy with a focus on: payment and reward systems (e.g. risk-
adjusted capitation); a prevention fund; and the feasibility of setting a prevention target as
a proportion of overall spend (as has been suggested by PHE and CIPFA (CIPFA and Public
Health England, 2019).

3. Use existing local powers optimally

Local areas need to use existing legal powers optimally. These lie in and outside the health
care system. Regional and local areas need to be honest and ask themselves whether they
are using the full powers available in the following areas: those that apply specifically to the
NHS, including in relation to integrated care (NHS England, n.d.); powers over procurement
through the Social Value Act (Fenton, 2016); the permissive powers under the Localism Act
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(Department for Communities and Local Government, 2011) that provides a general power of
competence for local authorities over improving local wellbeing; and finally the wide range of
powers in other sectors (including transport, planning and education) in ways that are likely to
improve the health the population and narrow inequalities in health.

4. Integrate governance, assurance and accountability

There are no easy solutions to accountability, given the complex nature of what drives
population health - and as a key part of that health inequalities - but it is important to be as
clear as possible about where governance and assurance lies locally, and what accountability
means.

In Sheffield, the Health and Wellbeing Board fulfils this role around health inequalities
challenging local partners to act and holding them to account for commitments made
(Sheffield City Council, 2019); in Coventry, the Health and Wellbeing Board has been explicit
about where the responsibilities for the strategy lie across the four pillars of population health
(see Figure) (Coventry City Council, 2019).

5. Broaden population health leadership and use public health
expertise optimally

Directors of Public Health play a critical role, but they cannot be the only leaders in place for
population health. The role of specialist public health expertise is critical to local systems,
as our work on international cities that do well on population health has shown (Naylor and
Buck, 2018); there are fewer than 150 Directors of Public Health in England, each local system
will therefore need to make the best use of this scarce resource in the way to maximise its
impact for population health.

But there are many more people who can contribute, from those with the broadest roles to
those with the most specialised. What works it what place and context will be different (for
example, see Wigan’s reimagining of the contribution and roles of council employees (Naylor
and Wellings, 2019) and what firefighters are now doing in many places around England
(Taylor, 2017) but every local place should have a local vision for the use of population health
skills and roles in their workforce.

6. Fix perverse incentives

There is a difficult incentive problem in acting on population health and health inequalities.
The sectors that by investing resources are likely to have the biggest impact are often not able
to capture the financial rewards from doing so. In the United States, some healthcare systems
have directly invested in building and improving housing in the poorest areas (Pham and
Green, 2018) since they know this is important for health and because it will pay off in lower
demand for their patients for whom they are only reimbursed a set sum for care.

In England there is less incentive to do the same, since the NHS does not benefit financially
from improving health and lowering demand for its services; local government also has less
incentive to invest since any gains in terms of reduced demand will pay off to the NHS, and
not local government directly. Budgets are jointly held and decisions made more jointly
between the NHS and local government in some places which helps mitigate these incentive
problems; in some places, the NHS is also acting more like an ‘anchor institution’ (Reed et al.,
2019), ‘looking beyond its own pillar’ and supporting other sectors for health. However, both
are less common than they need to be, and these are workarounds - in the longer term, the
fundamental incentive and leadership problems need fixing.
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Central government asks

Central government needs to make it much easier for local leaders, organisations and systems
to ‘do’ all of the above. Central government needs to commit to a National Health Inequalities
strategy, ensure the right resources are in the right place, and develop clearer accountability
between the centre and localities (The King’s Fund, 2019).

A national health inequalities strategy

The effort of local leaders, organisations and systems needs to be supported by a cross-
government Health Inequalities Strategy. The last strategy (active until 2010) was successful
in narrowing gaps in inequalities in life expectancy between deprived and less deprived areas
(Barr et al., 2017). A new strategy needs to learn from this success, and develop further. The
King’s Fund has set out options for possible national ‘binding ambitions’ on both population
health and inequality reduction and the reasons why in its Vision for Population Health (Buck
etal., 2018).

The right resources, in the right sectors

We know that public health spending is good value for money - spending on the services
supported through the public health grant is three to four times as cost-effective in terms of
health gain as putting the same money into the NHS baseline (Martin et al., 2019), but central
government has cut the grant. The King’s Fund and Health Foundation have argued that at
least £1 billion extra p.a. is needed to be put back into the public health grant (The King’s
Fund and The Health Foundation, 2019) but a more fundamental assessment is required of the
optimal budget for local government public health.

Beyond the public health grant, overall local government real spending per head has dropped
by 20% between 2009/10 - 2018/19. More deprived areas have faced larger cuts than least
deprived areas; local government has been good at protecting social care services but at the
expense of others which contribute to health (Harris and Phillips, 2019). Central government
needs to put critical resources back into local government, and to reform the way it does so,
so that more deprived areas and services that support population health and will contribute
to meeting the Grand Ageing Challenge do not lose out.

The relationship between the centre and regional and local systems

There is a constant conundrum about ‘what happens if what we want to happen doesn’t look
like it will’ at the heart of national strategies which depend, in large part, on the actions of
local systems. The Grand Ageing Challenge will need to address two challenges. Firstly, that
different sectors - especially local government and the NHS - have very difficult accountability
(and funding) relationships with the centre. Secondly (and subsidiary to this) that it is not
clear that existing relationships currently is optimal for the Grand Ageing Challenge. We can
- and should - learn from the strengths and weaknesses of previous regimes including those
governing the previous National Health Inequalities and other strategies, governed through
the Public Service Agreements process across government (Gay, 2005).
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