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INTRODUCTION

Rt. Hon. Sir Kevin Barron MP and
Baroness Julia Cumberlege

The essays in this collection are written by some of the most
distinguished experts in the field of health. They are published
jointly by the All-Party Parliamentary Health Group and the
Health Foundation. The series explores just how significantly
issues such as obesity, alcohol consumption, a sedentary
lifestyle and psychological problems are affecting the UK.
It is currently estimated that 40% of NHS spending goes
towards treating potentially avoidable health conditions.
However, even more importantly, these illnesses have a great
physical and psychological impact on people’s health and
wellbeing, and their ability to live fulfilling lives.
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Our contributors cover a range of key topics in public
health. The first essay, by former Chief Medical Officer
Sir Liam Donaldson, sets the scene by providing an
overview of the grim toll that preventable ill health is
taking on society. The essays then go on to examine
different aspects of the public health conundrum,
including the continued impact of smoking on
personal health, the opportunities and risks associated
with e-cigarettes, and the growing health risks
associated with alcohol consumption, obesity and
sedentary lifestyles. The next essays dig deeper into
the underlying causes of poor health and avoidable
illness, including mental ill health, in society. They
identify highly significant determinants of health and
wellbeing, such as physical environment, housing,
poverty and employment.
While there is increasing awareness of the causes of
avoidable illness, and its impact on both people and
health and care services, perhaps a more difficult
question to answer is how can policymakers put in
place the right conditions and approaches to start to
turn things around?

improvement, for example in air quality, with the
associated population-wide health benefits. However,
it is argued that regulation is only ever going to be part
of the answer and that other approaches are required.
For example, what strategies to encourage self-care
are most effective, and what is the role of education in
delivering grassroots behaviour change? Are adequate
resources being allocated to public health, with the
right structures in place to deliver the improved health
outcomes that society so badly needs? And is there
sufficient emphasis on health within other policy areas,
such as education and housing, which we know greatly
contribute to health outcomes?
This collection looks at all these aspects of public
health improvement – and at the potential gamechanging social and economic benefits to society
of doing so. It concludes by proposing the need for
a paradigm shift in policy, whereby health is seen
as a fundamental component of a prosperous and
sustainable society and a priority in all policy areas.

Change can be brought about in a number of ways.
Two of our contributors consider this, in part by
looking back at what public health regulation has
delivered in the past. There is no doubt that regulation
has an important role to play in modifying behaviour
at the personal level, as we have seen through tobacco
control legislation. It can also deliver environmental

It is clear that improving the overall health of the
population is one of policymakers’ greatest challenges,
and one that cannot be ignored. By bringing together
expert views on the key issues and potential solutions
to this challenge, these essays provide a good starting
point for exploring both the complexities – and great
opportunities – associated with ensuring that society
enjoys the highest possible levels of physical and
psychological health and wellbeing.

Rt Hon Sir Kevin Baron MP, Member of Parliament for Rother Valley,
is the Chair of the All-Party Parliamentary Health Group. In 1996 he was
appointed Shadow Minister for Public Health and from 2005 to 2010 he
was Chair of the Parliamentary Health Select Committee.

Baroness Julia Cumberlege is a Co-Chair of the All-Party Parliamentary
Health Group and a Conservative Peer. She was a Minister in the
Department of Health from 1992-1997 and has just finished leading a
major review of maternity services for NHS England.
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THE FORMIDABLE BURDEN OF
PREVENTABLE DISEASE FACING
THE UK TODAY
Professor Sir Liam Donaldson

Post-Second World War policymakers and planners
firmly believed that the demand for services provided
by the newly created NHS would fall. It would
ultimately become a health maintenance service.
Their thinking was based on the experience of
combatting, and bringing under control, the dominant
population health problems of the late 19th and
early 20th century, almost all of them infectious in
origin. Modern sanitation, clean water, better and less
crowded housing, improved nutrition, comprehensive
childhood vaccination and safer childbirth laid the
foundations for late 20th and 21st century populations
in the UK living longer than previous generations.
These stunning historical public health achievements,
however, did not create a land whose citizens were
imbued with perfect health, nor free from the tyranny
of disease. One set of killers and disablers became,
partly, replaced by another. No one truly foresaw the
tidal wave of the so-called ‘diseases of civilization’.
Today health and care services – and the public
expenditure that sustains them – are kept constantly
on the brink of crisis by the numbers of people with
conditions such as cancer, heart and respiratory
disease, stroke, dementia, mental illness and diabetes.
The same transition of the disease burden is occurring
globally. The World Health Organization estimates
that 80% of deaths from non-communicable diseases
now occur in low- and middle-income countries.
The overall health of the UK population has improved.
For example, Office for National Statistics data show
that between 1983 and 2013:
• there was a 13% decline in the number of registered
deaths
• there was a 59% reduction in the number of infant
deaths for boys, and a 58% reduction for girls
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• there was a fall in age-standardised mortality rates
for circulatory diseases of 711 deaths per 100,000
men and 450 deaths per 100,000 women
• age-standardised mortality rates for Scotland
remained the highest of all the constituent
countries over the 30-year period.
Additionally, data show that the majority of deaths
now occur among those aged 80 years and over (46%
for men and 63% for women). People experience ill
health differently in today’s UK. Premature death is
still an important feature of some disease states, but
living with chronic disease and its accompaniments
(prolonged treatment, poor quality of life, incapacity,
disability), rather than immediate death, is more
typical. Also many more people, particularly those in
later life, suffer the consequences of more than one
disease simultaneously (so-called multi-morbidity).
A large part of the non-communicable disease burden
can be ascribed to a small number of risk factors.
A meeting of the UN General Assembly,1 taking a
global perspective on non-communicable diseases,
declared that four major behavioural risk factors
could be modified by intervention: tobacco use,
harmful drinking, unhealthy diet and low physical
activity. To these, many would add a further two: high
blood pressure and obesity. This necessarily puts the
emphasis not on the individual diseases themselves
but on the underlying risk factors that contribute to
them.
Public health in the UK has a strong tradition of
looking even deeper than the risk factors or behaviours
that cause illness. The British epidemiologist Geoffrey
Rose called this layer of influences ‘the causes of the
causes’. Population health is strongly influenced by
social circumstances. The chances of being in poor
health or of dying prematurely is affected by income,

occupation, environment, upbringing, education, and a
range of other social and economic factors, collectively
termed the social determinants of health. They vary
markedly between the countries and regions of the UK,
but also within the same country and even between
small areas. They result in substantial variations in
health, often referred to as health inequalities.
Three- or four-fold variations in health and mortality
between groups in society, often with a northsouth gradient, have remained consistent, despite
improvements in the overall health of the population
evident through the 20th century.2
Infectious diseases have also not gone away. Although
mortality from many such diseases has been virtually
eliminated – often because of vaccines – others like
tuberculosis and hospital-acquired infections have
become resurgent. New diseases such as HIV and
AIDS have also emerged. Major global threats such
as pandemic influenza, SARS, Ebola and the Zika
virus have shown their ability to spread death, fear
and economic devastation. The threat of untreatable
infection because of drug-resistant organisms is testing
the ability of politicians and leaders in health and
agriculture to take difficult decisions.
Over the last 50 years, most governments have
produced at least one public health white paper during
their tenure in office.3,4,5,6 In earlier times, these were
formulated for the UK as a whole, but with the advent
of devolved assemblies and parliaments, Wales,
Scotland, Northern Ireland and England have each
produced their own.7,8
While these policy documents have always analysed
the main patterns and time trends in mortality, disease
and risk factors, they have tended to differ, sometimes
markedly, in a number of respects. These include:
• the extent to which numerical targets were set
• the way that the professional public health
workforce was deployed and managed
• whether action was taken across the whole of
government or only by the Department of Health
• the approach to industries whose products could
harm health (reliance on voluntary agreements
versus legislation)
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• whether health inequalities were explicitly
recognised and addressed.
One of the biggest differences in approach has been
political and is polarised between those who seek
solutions through strong state and regulatory action
and those who believe only in providing information
and inviting people to make their own choices
and decisions. This argument about individual
responsibility usually splits down right-left political
lines, but not always. For example, the white paper
produced when Barbara Castle was the Labour
government’s Secretary of State for Health drew back
from legislating for compulsory car seatbelts because
it was considered too intrusive to personal freedom,9
while the current Conservative government has
introduced a tax on sugary drinks.10
The reality is that selective state action and informing
the individual must be bedfellows if the formidable
burden of preventable disease is to be reduced. The
complexity of interconnected influences on health
was never better illustrated than by the map of the
obesogenic environment (ie one that encourages
people to eat unhealthily and not do enough exercise)
depicted in the Government Office for Science’s
Foresight Report.11 To view that and then believe that
the answer is simply to advise people to eat less and
walk more is not a credible position.
Compared to England, the devolved governments in
Scotland and Wales have often shown stronger intent
to use the power of the state to address risks to health.
They have certainly based their policies more firmly on
the need to tackle the social determinants of health.
The health of the UK’s population has improved
greatly in the last 50 years, but the number of people
living with the consequences of long-term illnesses,
often more than one, has surged. This continues to
place enormous pressure on health and care services
and on public expenditure. Stark differences in the
health of the affluent compared to the socially and
economically disadvantaged, strongly tied to the
geography of the UK, remain intractable. Solutions
are complex to implement, often contentious, and
politically challenging. The size of the disease burden,
the unequal state of the nation’s health, and the need
to promote health not just the absence of disease,
are today’s imperatives.
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THE BURDEN OF
SMOKING IN THE UK
Professor Robert West

So much has been written on the human and financial
cost of smoking tobacco that one might imagine there
is nothing more to be said. However, changing context
and new information make it worthwhile revisiting the
issue fairly regularly. This essay takes a fresh look at
some key figures.
Considering, first of all the numbers of premature
deaths caused each year by smoking, the headline
figure for the UK is 100,000.1 However, that is not
the death toll from current smoking prevalence.
Historically, death rates from smoking have lagged
approximately 30 years behind prevalence, and
prevalence is 54% of what it was 30 years ago (down
from 35% to around 19%).2 So, based on a simple
analysis, the future annual death toll from current
smoking prevalence in the UK – a country of 64
million people – is expected to be 54,500. However,
there are many complicating factors, including
population growth, changes in the demographic profile
of the population, and possible changes in the harm
caused by smoking arising from product modification.
Nevertheless, a broad rule of thumb is that each 1% of
smoking prevalence can be expected to result in some
50 premature deaths per million head of population
per year, or just over 3,000 deaths in the UK each year.

“Based on a simple analysis, the future
annual death toll from current smoking
prevalence in the UK – a country of
64 million people – is expected
to be 54,500”
The number of premature deaths has limited value
as a metric because losing 10 years of life is clearly
of greater significance than losing 10 months. Much
more important is the number of life years that are
lost. We have known for some time that male smokers
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lose approximately 10 years of life if they do not stop.3
More recently it has become clear that a similar figure
applies to female smokers.4 Both of these studies also
found that stopping smoking before one’s mid-30s
all but eliminated the loss of life expectancy. This
leads to the relatively straightforward calculation that
for the average smoker, each year of smoking costs
around 2–3 months of life expectancy, every month
costs around 5–7 days, and every day costs around
5–6 hours. One can put this another way: stopping
smoking at any age recovers 2–3 months of life for
every year of smoking averted, 5–7 days for every
month, and 5–6 hours for every day. In a real sense,
therefore, stopping smoking is always urgent but never
too late. In fact, in England, for which we have the best
data, only a quarter of smokers succeed in stopping
before they start to lose life expectancy.5 This is despite
the fact that most smokers have tried to stop, usually
many times, before they reach their mid-30s.
One needs to go beyond years of life, however, to
consider wellbeing and quality of life. If the extended
years of life of ex-smokers are spent in misery because
of poor health or social isolation, the benefit of
reducing smoking prevalence is severely weakened. In
fact, the opposite appears to be the case.6,7 Smokers
appear to benefit in terms of both their mental and
physical health when they stop, and do not spend
more of their extended lives with diseases of old age.8
Given that smoking causes a number of debilitating
chronic diseases such as blindness, hearing loss and
dementia, it is not surprising that the quality of life
in old age of never-smokers and ex-smokers is better
than for smokers.
Much has been written about the financial cost
of smoking to society and this now appears to be
an important driver of government policy 9: the
government is looking for a financial ‘return on
investment’ for smoking policies and programmes.

Arguably such an approach is unethical, given that it
is not applied to the treatment of disease more widely.
It would be considered barbaric to decide whether to
treat diabetes only if it produced a financial return to
the health service or economy, and interventions to
prevent or treat addiction to smoking should be no
different.
In the past five years, several million smokers have
turned to e-cigarettes, either as a temporary aid to
smoking cessation, as a long-term substitute for
cigarettes or to reduce their cigarette consumption.
E-cigarettes are now the most commonly used aid to
smoking cessation. Unfortunately, these devices have
driven a wedge between sectors of the public health
community. Some see them as a Trojan horse by which
the tobacco industry can undo decades of tobacco
control success, whereas others see them as a potential
‘game-changer’, providing hope for an early end to the
tobacco epidemic as smokers switch in their millions
to a much less harmful form of nicotine use.
Recent comprehensive reviews by Public Health
England In England and the Royal College of
Physicians have concluded that while research is
still in its very early days, e-cigarettes under an
appropriate regulation regime may have an important
role to play in reducing smoking prevalence as they
are popular, substantially safer than smoking, and
when used as a cessation aid they appear to be at least
as effective as licensed nicotine products.11,12 While
these reports have been widely endorsed, they have
been opposed by some public health figures who
work mainly in other areas. At a population level, in
England at least, as e-cigarettes have become more
popular, smoking cessation rates have also increased
though obviously we do not know whether the two are
causally connected.10
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E-CIGARETTES: SAFE AND EFFECTIVE,
OR A TROJAN HORSE FOR THE
TOBACCO INDUSTRY?
Professor Martin McKee

Australia leads the word in tobacco control. They’ve
implemented standardised packaging which, contrary
to tobacco industry claims,1 has driven smoking
rates down.2 They’ve raised taxes, making Australian
cigarettes among the most expensive in the world.
And they’ve achieved all of this without recourse to
e-cigarettes, a product that has dominated debate on
tobacco control in England. Bizarrely, some tobacco
control advocates even argue for engagement with
the tobacco industry, implicitly accepting the latter’s
argument that they are part of the solution rather than
the cause of the problem.

So what do we really know about e-cigarettes?
Firstly, are they safe? We don’t know. There has been
a significant increase in the number of products on the
market, including both the devices used to heat the
fluid and the nicotine-containing liquid itself. So far,
both have been unregulated, a situation fortunately
addressed with the implementation of the EU Tobacco
Products Directive. The Directive is consistent with
guidance from the World Health Organization, leading
health organisations internationally3 and a major
systematic review. The review highlighted concerns
about the lack of evidence on the long-term effects of
inhaling – as opposed to ingesting – flavourings, many
of which contain carcinogens, and the inhalation of
metals from heating elements.4 It further highlighted
evidence that nicotine is much more harmful than
previously believed for the adolescent brain 5 and the
spread of cancer.6
Yet a highly controversial report commissioned by
Public Health England concluded that e-cigarettes are
‘95% safer’ than conventional cigarettes. 7 Although
most researchers accept that they are likely to be
somewhat safer, the precision of this estimate is
remarkable. It is worth noting that it came from a
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discussion among individuals, many of whom are
on record as being supporters of e-cigarettes. 8
The concerns about the process by which this figure
was reached are substantial, 9 with some of those
involved, although not mentioned in the report, having
previous links to the tobacco industry. 10 A subsequent
review by two leading toxicologists argued that the
omission of key sources of evidence from the Public
Health England report was ‘completely inexcusable’. 11
The second question is whether e-cigarettes actually
help people to quit. The emphasis should be on
quitting rather than cutting down, given the evidence
that complete cessation is necessary to achieve
long-term health benefits. Supporters of e-cigarettes
point to a Cochrane Review, 12 even though only two
of the studies included compared e-cigarettes with
and without nicotine, rather than comparing them
with patches or other cessation techniques. Even so, it
concluded that the overall quality of the evidence that
they helped people to stop smoking was low.
In marked contrast, a major systematic review
published by The Lancet looked at the effectiveness
of e-cigarettes as quitting aids in real-life settings. 13
Thirty-eight studies were included, with the review
finding that those who use e-cigarettes were 28% less
likely to quit than those who did not use them. The
authors undertook extensive additional analyses
looking for any circumstances in which quit rates
might increase, but found none. This would explain
the interest of the tobacco industry in promoting these
products and is consistent with other evidence that
reducing the nicotine content of cigarettes may be an
effective means of promoting smoking cessation. 14

“E-cigarettes, in effect, allow smokers
to maintain their addiction.”

E-cigarettes, meanwhile, in effect allow smokers to
maintain their addiction. It is possible that this could
explain the recent slowing in the rate of decline in
smoking in the UK.
There are many other concerns about e-cigarettes,
including the way in which the tobacco industry is
employing imagery almost identical to that used
previously to promote conventional cigarettes, as well
as evidence from the US and elsewhere that they are
being marketed to children.
Obviously, it is possible that in the future, evidence
may emerge suggesting that e-cigarettes are safe and
effective. However, it is striking that, as the evidence
accumulates, concern is growing about the safety of
e-cigarettes, their effectiveness in reducing smoking
prevalence, and, above all, the role being played by the
tobacco industry in promoting their use. Indeed, these
factors influenced proposals by the Food and Drug
Administration to introduce strict regulations on the
manufacturing, sale and marketing of e-cigarettes in
the US. The Australian experience shows what can be
done with population-level methods that are tried and
tested. There seems no good reason to take a leap
in the dark.

“There are many other concerns about
e-cigarettes, including the way that
the tobacco industry is employing
imagery… as well as evidence from
the US and elsewhere that they are
being marketed to children.”
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HARM FROM ALCOHOL:
THE SOLUTIONS ARE THERE BUT NOT
THE WILL TO IMPLEMENT THEM
Professor Sir Ian Gilmore

Alcohol is a global public health challenge where
action lags way behind the evidence.1,2 In the UK,
progress has been overshadowed by successes in
tobacco control policy. Of course the policy aims
are different – moderation of alcohol consumption
versus eradication of tobacco – but there is another
fundamental difference. Most smokers would like to
quit, but most of us who drink are quite happy, thank
you – the problem for us is ‘other people’, alcoholics
and rowdy teenagers in the street. Alcohol is our
favourite drug and we like it. We feel relaxed and
sociable when we drink it and most people do not run
into overt problems. However, because of the ubiquity
of consumption (85% of the adult population), a large
portion of the burden falls on apparently moderate
drinkers; for example, through the increased risk
of developing several common cancers. We should
continue pursuing earlier diagnoses of those with
alcohol problems and providing support for the 1.5
million dependent drinkers in the UK. However, as
in many other areas of public health, we need to
take a population-level approach to shift the whole
consumption curve downwards to reap the maximum
benefit to our nation’s health.

“We need to take a population-level
approach to shift the whole [alcohol]
consumption curve downwards to
reap the maximum benefit to our
nation’s health.”
There has been a quite remarkable increase in alcohol
consumption of almost 50% in the last three decades,
with a concomitant threefold rise in alcohol-related
deaths. 3 The UK government’s own figures for 2014
put the annual cost of alcohol at £21bn – more than
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1% of GDP. Of this, £3.5bn was the direct burden on
the NHS. Meanwhile, the Organisation for Economic
Co-operation and Development quoted the most
recent systematic review’s estimate of costs amounting
to 2.6% of GDP in high-income countries. Of course
costs to the UK government have to be offset against
the £10.5bn income from excise duty, but there is little
doubt that, overall, the taxpayer is the loser.
The reasons for rising consumption are complex and
globalisation has brought about a convergence of
drinking habits. Countries with traditionally heavy
consumption levels like France and Spain have
reduced their per capita consumption, while the UK
and Brazil, Russia, India and China (BRIC countries)
have been increasing theirs. 4,5
These gross trends have offered some fascinating
insights into the possible impact of various policies. In
the 1980s the then-USSR was in the grip of an alcohol
epidemic. President Gorbachev used tough measures
to crack down on the country’s alcohol problem
and all-cause male mortality fell within a year. But
under the liberal government of Yeltsin that followed,
consumption rose again and the heath gains were soon
lost. In the UK, an annual escalator 2% above inflation
was placed on alcohol duty in 2008, coinciding
with a global economic downturn and a resurgence
of austerity, and within a year there was a drop in
alcohol-related deaths for the first time. With some
economic improvement and recent abandonment of
the duty escalator, mortality is predicted to rise again.3
In the research evidence, the impact of affordability
comes out, again and again, as the most important
driver of consumption and harm.2 While it is easy to
point to an individual country where alcohol is cheaper
yet harm is falling (for example France), the real-life
examples of the impact of price modulation are

persuasive. In addition to the examples above, price
was increased in several Canadian provinces through
a form of minimum pricing, and the improvements in
illness, death and alcohol-related crime were dramatic.
The arguments surrounding the potential impact of
a minimum unit price (MUP – 8g of alcohol) in the
UK continue, fuelled largely by the drinks industry’s
legal challenge in the Scottish and European courts
to legislation brought forward in Scotland. However,
research by the University of Sheffield has discredited
criticisms that a MUP would disadvantage the less
affluent moderate drinker or have no effect on the
heaviest, dependent drinkers.

“The impact of affordability comes out
again and again as the most important
driver of consumption and harm.”
Two other dramatic changes in our relationship with
alcohol have been its availability and marketing. Just
20 years ago it would have been inconceivable to stop
at a petrol station at 2am to buy a bottle of whisky or
wine. Recent measures like early morning restriction
orders and late night levies – put in place to empower
local authorities – have failed due to local challenges
by powerful business interests. The rejuvenation of
inner city areas has been fuelled by the night-time
economy, which has in turn been fuelled by drink.

sport for all to see (particularly children) several times
a minute during televised major sports events. 6 In the
face of these pressures, it is hard to see how we can
reshape society so that alcohol is not ‘the norm’ in
social situations.
Public health practitioners know only too well the
gap between providing information to people and
behaviour change, and it is wrong to assume that
such change can be brought about only by means of
public information and awareness. There is a moral
obligation to inform and advise the public – as is
the intention of the new UK chief medical officers’
drinking guidelines 7 – but there is also much that can
be done (and more quickly) through attention to the
evidence on price, marketing and availability.1,2
There is broad majority public support for measures
such as MUP and lowering drink-driving limits. We
need to give our legislators the courage and support to
act to improve the nation’s health without spoiling all
the fun.

Marketing has also become more pervasive and
persuasive, nuanced towards segments of society,
such as women and the young, that are seen as new or
expanding markets. Drinks manufacturers have been
among the first to harness the power of the internet
and social media. The same companies have filled the
space left by the tobacco industry in sports and music
sponsorship. There are visual cues linking alcohol to
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OBESITY: ONE OF THE GREATEST
HEALTH CHALLENGES OF THE
21st CENTURY
Professor Russell Viner

The rising tide of obesity in the UK is sowing a new
health burden of heart disease, diabetes and cancer in
our population. The rise of these non-communicable
diseases runs counter to the overall improvements we
have seen in our population’s health, and threatens
to halt or even reverse gains in life expectancy for the
next generation.

“The rising tide of obesity in the
UK is sowing a new health burden
of heart disease, diabetes and
cancer in our population.”
Obesity is a major causative factor in the two main
killers of our population, heart disease and cancer.
Rising obesity levels have the potential to wipe out
the gains we’ve made against these diseases through
reducing tobacco use. Obesity also leads to diabetes,
joint problems and poor mental health and it will soon
outstrip alcohol as the leading cause of cirrhosis and
liver failure in the UK.
The figures are stark. A quarter of the population
(24% of men and 27% of women) are now categorised
as obese (with a BMI of 30kg/m2 or over) in the
UK – among the highest levels of obesity in the EU.
Among our children, a third of 10- to 11-year-olds and
over a fifth of 4- to 5-year-olds are overweight or obese.
Future trends are even more alarming: while there is
some evidence that the upwards trends in childhood
obesity may be slowing, estimates suggest that by
2050 obesity will affect 60% of adult men and 50% of
adult women. 1
The real costs of obesity are immense. Globally, obesity
now matches armed conflict in terms of the total dollar
cost to humanity (estimated to be $2 trillion). In the
UK, the McKinsey Global Institute estimated that
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obesity leads to an economic loss of more than £70bn
per year (approximately 3% of GDP) and that modern
economies are now spending up to 7% of their total
health care budget on obesity. 2 Halting this rising tide
of costs and human misery requires an understanding
of the causes of obesity and determined political will to
act across government.
The causes of obesity appear deceptively simple. At
the most basic level, we now eat more calories than
we burn off, with these excess calories stored around
our bodies as body fat. But the solutions are far from
simple. The very dramatic changes to our lives over
the past 30 years – our working, activity and leisure
patterns, our food supply, and the growth of screenbased lifestyles – all work to drive us towards calorie
excess.
Storing body fat during times of plenty is part of our
biological heritage. However when food is always
plentiful, particularly low-cost, high-sugar and high-fat
foods that override and circumvent our appetite
control systems, our biological programming makes
us inherently vulnerable to weight gain. 3 It is therefore
foolish to see obesity as a ‘lifestyle’ disease for which
personal choices about food and exercise are to blame.
The obesogenic environment of our modern age is so
powerful that people who are highly effective and selfcontrolled in many areas of their life can struggle to
control their weight (for example obesity levels among
men and women in public life are quite high). This is
also particularly true for the more deprived in society,
who can find it impossible to make healthy choices for
themselves and their children.
Further complicating matters, human genetics is
producing magnifying effects across generations.
Nutrition quality and stress levels during early
life biologically ‘programme’ our weight in later

life. Children born to mothers who are obese are
more likely to become obese later in childhood and
adulthood, while those who are obese in childhood
are over five times more likely to become obese
in adulthood. 4 This must focus us on preventing
childhood obesity. 5

“It is foolish…to see obesity as a
‘lifestyle’ disease for which personal
choices about food and exercise
are to blame. The obesogenic
environment of our modern age
is so powerful.”

of Health and the NHS bear much of the cost of
obesity, the levers to implement these policies lie
almost entirely in the hands of other departments.
Coordinated cross-government action must surmount
the concerns of individual departments to enable
aneffective strategy to combat the obesity problem.

“A coordinated systemic portfolio
of initiatives across government
departments, delivered at scale,
is the only way we can conceivably
address this wicked problem.”

In terms of taking action, there is increasing
recognition that there are no simple fixes in the fight
against obesity and that no magic bullet will appear.
The current approaches of exhorting and educating
individuals and companies to change their behaviour
are demonstrably ineffective5,while using the NHS
to fix the consequences of obesity is expensive and
unsustainable. A coordinated systemic portfolio of
initiatives across government departments, delivered
at scale, is the only way we can conceivably address
this wicked problem.
In late 2014 McKinsey concluded that a combination
of evidence-based interventions would be costeffective and could save the NHS over £1.2bn a year.
These interventions included taxation on high-sugar
or high-fat foods, reducing portion sizes of packaged
foods and fast food, changing marketing practices
around price promotions of these foods, and focusing
on improving obesity prevention in schools.2 The
proposed levy on high-sugar foods is an important
new beginning for the UK, but by itself will not fix
the problem. It is notable that while the Department
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SEDENTARY LIFESTYLES:
OUR 21st CENTURY INACTIVITY
HEALTH NEMESIS
Dr Richard Weiler

In the five or so minutes it takes to read this article,
please attempt to read it standing up, not sitting
down. By making your day only marginally harder,
you will begin to accumulate gains: using your
muscles; switching on your brain; reducing your risk
of cardiovascular disease; improving your insulin
sensitivity and glucose metabolism; reducing your risk
of developing diabetes, cancers and non-alcoholic fatty
liver disease; and reducing musculoskeletal pain (such
as lower back) and fatigue.1,2,3,4,5,6,7,8,9 You may even
burn a few additional kilocalories.10,11,12 You may find
yourself moving while reading this article and so gain
even more additional health and wellbeing benefits.13
Are you standing comfortably?
We live in the most sedentary era Homo sapiens
has ever experienced, with increasingly sedentary
jobs, travel and leisure occupying 9.5 or more hours
of our waking day. 14,15,16 We are living longer than
ever before,17 but suffer additional longevity with
rising levels of chronic disease due to unhealthy,
inactive lifestyles. These diseases now account for
60% of global deaths each year,18 of which over 5.3m
are the result of physical inactivity.19 Experts have
calculated that today’s inactive children will be the first
generation to live shorter lives than their parents.20
Sitting has become our ‘normal’. When we sit, the
opportunity cost of not moving deprives our bodies
of countless health benefits.12 Sitting is an unhealthy
behaviour, but separate to other disease risk factors
such as smoking, alcohol consumption, and perhaps
even physical inactivity. 21
For individuals with high levels of physical activity,
sedentary behaviour does not seem to influence
health benefits too dramatically. 22,23 However, high
levels of physical activity are rare: when physical
activity is objectively measured, up to 95% of the adult
population do not meet minimum internationally
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recommended levels of activity to confer even basic
health benefits. 24 While sitting has been linked to the
risk of cardiovascular events in physically inactive
women,22 sedentary behaviour does not appear to be
linked to mortality risk in cohorts of physically active
London civil servants.23 However, a recent study of
over 200,000 adults demonstrated that substituting
one hour of sitting with walking each day was linked
to a 12%–13% decrease in all-cause mortality; simply
replacing one hour of sitting with standing led to a
5% decrease. 25
Efforts to reduce sedentary behaviour have focused
on established interventions to address the conditions
that affect the greatest number of people – such as
lower back pain (affecting one in three UK adults each
year), metabolic syndrome (affecting one in four UK
adults) and type 2 diabetes (affecting 3.2 million UK
adults) – as well as targeting those who sit for extreme
amounts of time (eg older adults). 26
In the UK, working adults spend approximately 60%
of their waking hours (9–10 hours: 6–7 hours at
work and 3 hours at home) sitting down14. This rises
to 70% for growing numbers of people at high risk
of chronic disease. 27 Office workers typically sit for
65%–75% of their working day, of which more than
half represents prolonged sedentary periods. On days
off work, people sit for up to 2.5 hours less, 28,29,30,31,32
so reducing occupational sedentary behaviour is
becoming an increasingly important focus for research
and interventions.

“In the UK, working adults spend
approximately 60% of their waking
hours…sitting down.”

Children spend most of their school day sitting and
most spend many hours watching screens after school
and at weekends.24,33 These behaviours learnt in
childhood often inform behaviours in adulthood. 34,35,36
Sedentary behaviour also increases with age, 37
making interventions in childhood increasingly
important. Inactivity in the early years is associated
with adverse cardiometabolic profiles,38 lower
cognitive development and chronic diseases typical
of adulthood: type 2 diabetes and cardiovascular
disease are now seen in children of primary school
age. 39,40,41 Australia, the US and Finland have released
recommendations that children should only sit for 1–2
hours a day, 42,43 which would be difficult to achieve in
the UK without a targeted children’s strategy, active
lifestyle education and active curriculums. 44
Older adults are often wrongly perceived as requiring
more rest; they typically sit for 10 or more hours a day,
making them the most sedentary group. 45 They are
therefore at greatest risk of suffering from illnesses
associated with sedentary behaviour and inactivity.46
Sitting exacerbates the risk of falls, illness, hospital
admissions and mortality, while exercise mitigates
these risks. 47,48 For frail older adults, reducing the
amount of time they sit and taking breaks from
prolonged sitting through standing or light movement
can have a positive impact.12 Greater understanding of
the interventions that can resolve sedentary behaviour
and inactivity in older adults is needed, but in the
meantime the social ‘norms’ of rest and ‘taking it easy’
need to be dispelled.
Research to clearly demonstrate specific economic
incentives for reducing sedentary behaviour is
currently lacking. However, workplace studies have
shown that interventions to promote standing breaks
and adjustable sit/stand workstations may help reduce
sitting time 49 and may also improve work productivity,
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quality, efficiency and collaboration among employees. 50
They could also influence activity behaviours outside
work. 51
Research into sedentary behaviour is evolving;
however it is clear that, as a nation, we spend too
much time sitting and not enough time moving. Health
care services are crippled by the burden of avoidable
diseases associated with sedentary lifestyles, which
have wide-reaching negative societal effects and cause
much suffering. These rising trends are evident in our
children and will burden our ageing population even
more in the future. At present, primary prevention
has little place in our health care services, which are
archaically and unsustainably designed to treat disease
rather than promote health.

“Health care services are crippled
by the burden of avoidable diseases
associated with sedentary lifestyles.”
Policymakers must look beyond health care to solve
sedentary lifestyle problems. They need to ensure
environments and behaviours across society change
and become movement-focused. Moving more,
and sitting less, needs to become the new ‘normal’.
Physical activity and exercise are the best available
medicines to cure our 21st century inactivity health
nemesis. As the vast majority of the population are
physically inactive and highly sedentary, changing
these lifestyle behaviours urgently requires our
attention.
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THE IMPACT OF ENVIRONMENT ON
PUBLIC HEALTH: PREVENTABLE
NON-COMMUNICABLE DISEASE
Professor Paul Elliott and Professor Frank Kelly

According to the World Health Organization, 1 in 2012,
an estimated 12.6m people died worldwide as a result
of living or working in an unhealthy environment –
nearly one in every four deaths. Non-communicable
diseases, such as stroke, heart disease, cancers and
chronic respiratory disease, now account for nearly
two-thirds of these deaths. Many are attributable to
air pollution, but other environmental risk factors
are potential contributors, including noise, water and
soil pollution, chemical exposure, climate change and
radiation.
Air pollution is primarily caused by the combustion
of fossil fuels, for example in power generation,
industrial processes, domestic heating and road
vehicles. Health effects include a range of respiratory
and cardiovascular conditions, as well as cancer.
Long-term exposure to particulate matter (PM2.5), the
air pollutant most strongly associated with increased
risk of mortality, has been estimated to cause the
equivalent of 29,000 premature deaths in the UK each
year, predominantly from cardiovascular disease. 2
This can also be represented as a reduction of life
expectancy from birth of approximately six months,
which is worth £16bn a year to the UK. 3
Nitrogen dioxide (NO2), a major source of which is
diesel vehicles, is also strongly associated with serious
health effects. A recent report, the first to provide an
estimate of the mortality burden of NO2 in London,
estimated that 5,879 deaths were attributable to longterm exposure to NO2 in 2010. 4
Exposure to particulates and NO2 in combination is
estimated to cause the equivalent of 40,000 premature
deaths in the UK each year. Overall, the estimated
cost of this to society is more than £20bn.5 The true
cost of air pollution to the UK is no doubt greater, as
the relationship between indoor air pollution (from
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cooking, heating and household emissions) and health
has yet to be fully quantified.

“Exposure to particulates and NO2
in combination is estimated to cause
the equivalent of 40,000 premature
deaths in the UK each year.”
The impact of noise on health has been studied less
than the impact of air pollution, but there is growing
evidence that environmental noise adversely affects
cognitive development in children. 6 Research on
noise and cardiovascular health also demonstrates
an association between transport noise and
hypertension,7 and other studies suggest high levels
of aircraft and road noise are associated with hospital
admissions and deaths due to heart disease and
stroke. 8,9 The scale of the problem is potentially huge,
with over a million residents exposed to high daytime
and night-time noise levels. 10
Global climate change, which is expected to affect
both average temperatures and temperature
variability, will have health effects even in countries
with a temperate climate like the UK. Vulnerability
can vary across individuals and communities, because
of socio-demographic, environmental and health care
characteristics. 11 Indicators of these characteristics
are regularly taken into consideration; less commonly
used, but potentially very helpful, are quantitative
outcome-based analyses of vulnerability. For example,
across England and Wales as a whole, a summer that
is 2°C warmer than average would be expected to
cause around 1,550 extra deaths, with the effect worse
in the most vulnerable districts, in London and the
South East.12 Such detailed information about which
communities are most at risk can help to inform

local public health strategies, as well as wider climate
change mitigation policies.
Population exposure to radiofrequency
electromagnetic fields (RF-EMF) from mobile
phones, wireless networking, broadcasting and other
communications technologies has become ubiquitous.
Given the increasing pervasiveness of the general
public’s exposure to RF-EMFs, there is concern over
potential adverse health effects. Research initiatives
in the UK and Europe have been developed to address
this at the population level. While the accumulating
evidence suggests that RF-EMFs do not pose adverse
health risks to adults or children, 13,14 these findings are
not definitive: they do not assess health risks beyond
10–15 years from first exposure so continuing research
is necessary.
Meanwhile, occupational diseases and deaths caused
by chemical exposures in the workplace remain of
concern. Each year there are approximately 12,000
deaths caused by occupational respiratory diseases
in the UK, about two-thirds of which have longer
latency, such as asbestos-related diseases and chronic
obstructive pulmonary disease.15 It has been estimated
that about 5.3% of all cancers occurring annually
(8,000 deaths and 13,500 cancer registrations)
are attributable to past occupational exposure to
carcinogens.16
Of particular importance are known or probable
carcinogens such as asbestos, mineral oils, solar
radiation, silica and diesel engine exhaust, as well
as chemicals associated with construction, metal
working and agriculture. Shift work is also thought to
have detrimental health effects. Although hazardous
exposures are expected to fall, without strategic
intervention occupation-attributable cancers in Great
Britain are forecast to remain at over 10,000 by
2060.17 A wide range of other pollutants have possible
effects on human health, for example microplastics,
by-products from waste incineration and large-scale
composting, disinfection by-products in chlorinated
water, 18,19 and heavy metals such as lead, cadmium
and arsenic.
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The effects of the environment on health are broad
and require constant investigation as new technologies
emerge and regulation sometimes fails to keep pace.
There is, however, increasing public awareness and
a desire for action, particularly on air pollution. The
UK has been in breach of EU limits on annual mean
NO2 concentrations since the standard came into force
in 2010. Following a challenge by campaigners, the
Department for Environment, Food & Rural Affairs
published a plan to address this.20 The plan includes
the implementation of ‘Clean Air Zones’ in five
cities (Birmingham, Leeds, Nottingham, Derby and
Southampton) by 2020. Even with these measures,
however, it is predicted that the UK as a whole will
not be compliant with EU limits until 2025. A pledge
within the UN’s Sustainable Development Goals to
reduce the environmental impact of cities by 2030
should also provide a strong impetus for the UK to
take action in all aspects of environmental health.
Given that many of the health effects associated with
a poor quality environment are preventable, it is
essential that there is a coordinated approach across
industry, transport and other key economic sectors
to act quickly to improve the quality of the living and
working environment – and so improve public health
and lives.

“It is essential that there is a
coordinated approach across industry,
transport and other key economic
sectors to act quickly to improve the
quality of the living and working
environment.”
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MOVING UPSTREAM:
UNDERSTANDING THE WIDER
DETERMINANTS OF HEALTH
Alex Bax

In 2010, Sir Michael Marmot estimated that the
annual cost to the UK of illness-related health
inequalities was £31bn–£33bn in lost productivity,
£20bn–£32bn in lost tax revenues and increased
welfare costs, and over £5.5bn in direct health care
costs. His extensive reviews of the evidence for the
UN and the UK government show we know how
to prevent these inequities in health, and so their
persistence is deeply unjust. He showed that it is
the wider determinants of health that drive health
injustices.1 The health care community deals with the
consequences of health inequalities every day, but
health care-led actions rarely tackle the underlying
causes. However, clinicians can shine a light on ‘the
causes of the causes’.
In 1854 Dr John Snow removed the handle of the
Broad Street pump in Soho and proved that cholera
was carried by contaminated water. Lots of people
didn’t believe him and the water companies who
supplied foul water resisted, but over the next 50 years,
sewers were built, clean water supplies engineered and
cholera ceased to threaten London.
The occurrence of cholera is socially patterned: cases
of cholera are more prevalent where there is greater
poverty and deprivation, and 19th century Soho was
a slum area. While Dr Snow discovered the cause of
cholera, fixing the problem was the work of engineers,
architects, planners and politicians. Doctors (and
other clinicians) continue to try to understand the
causes of disease, but very often it is concerted action
across society that prevents it.
Successes against cholera in the 19th and 20th
centuries are a good introduction to the wider
determinants of health. Throughout the 20th century,
medical and social science assembled evidence of
things that make us sick (pathogens) and things that
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make us healthier (salutogens). Improved social
conditions and a huge range of medically evidenced
interventions (for example vaccination programmes)
led to over a century of increasing life expectancy for
all. However, while life expectancy gaps between social
groups have fluctuated, they remain stubbornly wide
and may once again be increasing.

“While life expectancy gaps between
social groups have fluctuated, they
remain stubbornly wide and may once
again be increasing.”
Extensive research on the social determinants of
health has reached some important conclusions:
•

Good or poor health in society is neither equally
nor randomly distributed – it is socially patterned.

•

This unequal distribution can be changed. It is
caused by inequalities in the way we organise our
society and economy – the wider determinants of
health. Better choices about how we do so can lead
to better health for all.

The wider determinants in action
Joe was a 52-year-old alcoholic who died in a London
hospital this year. Liver disease was given as the cause
of death. NHS staff working with homeless patients
see these kinds of deaths all the time, but why did Joe
die 31 years earlier than a man born in Kensington
(the district of the UK with the highest average life
expectancy 2)? He missed nearly a third of the average
UK lifespan. 3

Joe was born in 1963. His parents lived in poor quality
housing. They fought, there was not enough money,
and by the age of seven he was in a children’s home.
He attended school but was bullied for being in care.
Having not had anyone to read to him regularly he
struggled with literacy; having not witnessed many
positive relationships he struggled to make friends.
By his early teens he was identified as a ‘troublemaker’
and regularly ran away from the children’s home. He
went to a borstal, found alcohol, ducked and dived
on the streets. In the 1980s, as a single man, he was
judged under the regulations not ‘to be in priority
need’ for housing. By the age of 35 he was labelled an
‘entrenched rough sleeper with a personality disorder’.
Services tried to work with him, but his experience had
taught him not to trust anyone. He was survived by his
dog, who he cared for deeply. The nurses who cared for
him as he died said he was a gentleman.

“Good or poor health in society
is neither equally nor randomly
distributed – it is socially patterned.”
For Joe, post-war housing policy didn’t move
fast enough to help his parents. Their pinched
backgrounds undermined their ability to care for him,
while the poverty that surrounded his early years, the
lack of a stable home, and perhaps the awareness that
other children judged him, pushed him to the margins.
Each step reinforced the last. Unfortunately for Joe he
reached adulthood in the middle of the 1980s, when
prospects for poorly educated, working-class boys
were at a particularly low point and the government
sought to blame the unemployed for their problems. 4
Even later, a more generous response to housing might
have helped.
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If Joe’s parents had had a secure home and some
income, he might not have been ‘different’ at school.
A better-resourced secondary school might have
managed his challenging behaviour, and so on. Harms
accumulated as Joe’s life progressed and his capacity
to overcome each additional insult diminished. These
are the wider determinants of health in action.
Joe’s story is an extreme example, but the wider
determinants of health affect everyone. The obesity
epidemic is socially patterned; smoking is socially
patterned; environmental quality is often worse in
poorer areas. Underneath these patterns are structural
social and economic inequalities: in housing, pay,
wealth and control over life. The harms are greater the
further down the social scale you travel.
Structural responses – policies for cleaner air, safer
roads, good housing, secure employment and a more
even spread of wealth – would be better for us all, but
they would bring most health gains to those at the very
bottom. And, according to Sir Michael Marmot, action
on the wider determinants of health might also save us
£50bn–£70bn each year.

“Structural responses…would be
better for us all, but they would
bring most health gains to those
at the very bottom.”
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CREATING A MORE HUMANE SOCIETY:
PREVENTING PSYCHOLOGICAL
HEALTH PROBLEMS AND PROMOTING
GENUINE WELLBEING
Professor Peter Kinderman
Social determinants of mental health

There are many reasons to make psychological
health a priority for government,1 while there is an
absolute moral imperative to protect the mental and
psychological health of citizens, especially children.

While psychological health should be a priority for
the NHS and health services, we cannot separate
mental health from its social context. Social, economic
and cultural environments clearly impact upon
physical health (see figure 1), 5 and what is true for
physical health is even more powerfully true for
psychological health.

No health without mental health
Psychological health problems represent the largest
single cause of disability in the UK. The cost to the
economy is estimated at £105bn a year, 2 partly
because poor psychological health leads to higher
costs in physical health care. For example, the costs
of physical health care for people with type 2 diabetes
are 50% higher for individuals also reporting poor
psychological health.2 Psychological issues also
impact on at least six of the ten leading risk factors
for physical disease. 3 There are clear links between
improving psychological and physical health. 4

Many social and environmental factors are
either direct causes of mental health problems or
substantially increase our risk of developing them.
These include poverty in childhood, social inequality,
migration, belonging to an ethnic minority, early
separation from parents, childhood abuse, and
bullying at school.6 This relationship does not just
apply to relatively mild problems: very serious, lifechanging experiences that are commonly referred to as
‘mental illnesses’ have powerful social determinants.
It has been suggested (synthesising the findings
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of a large number of epidemiological studies) that
the association between childhood misfortune and
psychosis in later life is about as strong as the link
between smoking and specific kinds of lung cancer. 7
This is remarkable, considering that we are repeatedly
exposed to messages reinforcing the idea that serious
mental illness is merely a disease of the brain. But
it shouldn’t be surprising. A moment’s thought tells
us that the deprivation or abuse of a child is highly
likely to affect their developing sense of self, trust in
others and ability to regulate emotions. Similarly, it
is unsurprising that these experiences affect brain
structure and function, since our brain is the organ
with which we learn to respond to the world. It is
important to note that this mechanism may explain
many of the abnormal neurological characteristics
that have been reported in people using psychiatric
services, which have been assumed to imply
underlying biological vulnerabilities.
Childhood abuse is certainly not the only social factor
to have an impact on our psychological health. Mental
health is also affected by problems such as debt,
excessively demanding work environments and the
threat of unemployment. However, relationships and
a sense of meaning and purpose in life are perhaps
the most significant predictors of life satisfaction.8 As
Richard Bentall recently put it, ‘arguably the biggest
cause of human misery is miserable relationships with
other people, conducted in miserable circumstances’.6

Implications and solutions
At present, our mental health services struggle to
help people in need, let alone adequately address
these wider social issues. This is in part because of an
excessive focus on biomedical issues and a consequent
failure to reflect all appropriate aspects of a genuinely
biopsychosocial approach. People are rarely offered
evidence-based psychological therapies, or practical
help to resolve the real-world issues they are facing,
such as debt, employment problems and domestic
violence.
An example where this does happen is the Waterloo
Project, through which clinical psychologist Emma
Williamson works in hostels with people who used to
be rough sleepers, many of who have mental health
problems related to their circumstances. This kind of
service acknowledges and addresses its clients’ mental
health problems, but also the social circumstances
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and practical challenges in their lives. It offers a fully
integrated service, supported by the NHS and the
local authority. The outcomes look good, with reports
of reductions in the social challenges and criminal
activity of residents, along with improvements in their
overall health and wellbeing. 9
We need to see more initiatives like this, greater
integration of health and social care, and government
oversight of these cross-departmental policies.
Wellbeing is now a key part of government planning 1,but
many of the social issues that impact our psychological
health are the responsibility of local government,
delivered via health and wellbeing boards. 6 And,
of course, many local authorities are struggling
financially. 10 The recent decision to establish a Shadow
Minister for Mental Health is welcome and a similar
UK Government appointment would be appropriate;
indeed the Scottish Government has now appointed a
dedicated Minister for Mental Health.
To promote genuine psychological health and
wellbeing, we need to protect and promote universal
human rights. 11 Because experiences of neglect,
rejection and abuse are hugely important in the
genesis of many psychological problems, we must
double our efforts to protect children from abuse and
neglect. The Welsh Adverse Childhood Experience
study, for example, revealed that around one in seven
adults in Wales had experienced four or more adverse
childhood experiences and that these increased the
chances of high-risk drinking in adulthood by four
times, being a smoker by six times and being involved
in violence by around 14 times.12 Clearly, addressing
childhood abuse and neglect should be a national
priority. Equally, we must protect both adults and
children from bullying and discrimination, whether it
is based on race, sexuality, gender, disability, mental
health, or any other characteristic.
If we are serious about preventing psychological health
problems and promoting genuine wellbeing, we must
work collectively to create a more humane society. We
must reduce or eliminate poverty, especially childhood
poverty, and reduce financial and social inequality.
We should also address the increasing atomisation of
communities and the consequent loneliness and social
isolation suffered by so many, especially the elderly.
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HOW WE CAN HELP CHILDREN TO
LEARN TO BE WELL
Elizabeth Owens

For 21 years I was a primary school headteacher in
three inner-city schools, the third and last a failing one
in an area where the indices for poverty, poor housing
and poor health were high. It was an enormous
challenge to put the children back on track for a
positive future; we did it.
The creative principles to which our school community
committed have a wide and ongoing validity and they
need focused government support:
•

The school environment must be safe, stimulating
and caring, with learning at the heart of its ethos.

•

A team of well-educated, empathetic, inspiring and
talented teachers is vital.

•

The development of high self-esteem/self-worth is
the bedrock of wellbeing in these early years; it will
impact positively on the rest of the child’s life.

We focused on nutrition, exercise and emotional
wellbeing for staff and children alike. The importance
of these factors is demonstrated by the current push
by the National Association of Headteachers (NAHT)
for compulsory personal, social, health and economic
(PSHE) education;1 heads of wellbeing in schools,
as suggested by 2020health; 2 and guidance by the
National Institute for Health and Care Excellence
(NICE) on social and emotional wellbeing for children
and young people.3 Some of our children looked
undernourished, while others were overweight or
obese. We made sure that all our school meals were
cooked from scratch from high quality ingredients
and emphasised the value of good food in enjoying life
and keeping well. Schools can access excellent support
in this area from School Food Matters. 4 We also
provided breakfast, something that Magic Breakfasts
is routinely able to do. 5
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The Soil Association’s discussion paper for a Food for
Life roundtable event in October 2015 set out essential
guidance for a childhood obesity strategy. Growing
their own food and cooking it, and understanding how
to manage money, along with a variety of experiences
outside the classroom, were important ways in which
our children learned where good food comes from,
and how it can be afforded. Farms for City Children
provided an outstanding experience of farming;
it still does.6
A high percentage of children live with undiagnosed
and untreated mental disorders. It is crucial that
children have the opportunity to talk about their
feelings and fears and that early detection of problems
is followed up and robustly supported by specialists.
Well-directed circle time is an excellent tool for
sharing experiences and feelings and supporting
children who reveal low self-esteem. Many activities
in schools, such as yoga and drama, tackle anxiety and
lack of focus, but the referral of problems to specialists
remains crucial. Unfortunately, a recent report
indicated that some children’s mental health services
are failing children with serious conditions. 7
The school curriculum needs to be as wide-ranging
as possible so that every child has the opportunity to
discover their enthusiasms and where their talents lie.
A full sporting opportunity is not just hugely important
in developing the skills of those for whom sport is
a strength (a former pupil now plays for Liverpool
Football Club), but also in encouraging the reluctant to
engage. Children need to learn that physical activity is
a vital part of healthy living. Play of all kinds needs to
be vigorously encouraged and the space provided for it.
Our school was situated close to highly prestigious
arts centres with whom we worked closely. The Globe,
Tate Modern, The National Theatre, The Young Vic,
Southwark Playhouse, The Bankside Gallery and the

Unicorn Theatre all helped the children to hone their
creative skills and build a positive self-image. We put
the creative arts at the heart of our purpose. If the
school builds a cross-curricular approach to learning,
this impacts positively on the core areas of English,
maths and science. In our case we moved from being
a failing school to being one of the ten most improved
in the country.
In many ways, schools are the most powerful
communities remaining in our society. Parents and
carers must be encouraged to engage with what is
going on and helped to support a positive future for
their children. A whole raft of activities must be made
available to these adults so that they have an informed
understanding of how their children can be well; of
their own capacity to fully support their children in
how they eat and how much they exercise; and of how
important it is to give time to talking to them.

“In many ways, schools are the
most powerful communities
remaining in our society.”
Parents and carers have an essential role to play in
positively encouraging their children’s learning inside
and outside school and the home. They must do what
they can to responsibly manage their children’s use
of the environment as exploring and exercising are
essential. A child’s healthy development involves risk;
it cannot be eliminated, but it can be managed. Many
parents and carers are reluctant to allow their children
out to play, but they need to know that a child moves
developmentally from learning to keep safe to learning
to take risk. Increasingly, their role in managing
their children’s use of the media is hugely important.
Parents and carers need to support their children as
they negotiate our ever more complex world.
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Poverty is an ever weightier undertow in our society,
and at the heart of so many issues that adversely
impact on a child’s wellbeing. Helping parents and
carers who live in poverty, in as many ways as possible,
is our collective and urgent responsibility.
Recent news has highlighted all kinds of threats to
the wellbeing of our children: the inadequate
resources of the NHS; the paucity of provision for
treating mental illness, especially in young people; the
reluctance of government to tackle the food industry
head-on over harmful ingredients in processed foods;
and the lack of affordable housing; the removal of
benefits. Some years ago a government child wellbeing
brief revealed that, as a nation, we rate very poorly in a
child’s view of its happiness and self-worth. 8 A report
by the Children’s Society in 2015 sadly echoes these
findings. 9 This is a shocking revelation for such an
advantaged nation.

“As a nation, we rate very poorly
in a child’s view of its happiness
and self-worth…This is a shocking
revelation for such an advantaged
nation.”
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KEEPING THE WORKFORCE HEALTHY

Professor Dame Carol Black

There is strong evidence that ‘good’ work is
beneficial for physical and mental health, whereas
unemployment and absence due to long-term sickness
often have a harmful impact.1 ‘Good’ work is difficult
to define, but for employees it generally concerns
the ability to develop skills; flexibility and control
over working hours and the pace of work; trust,
communication and the ability to have a say in the
decisions that affect them; and a balance between
effort and reward. 2

“There is strong evidence that ‘good’
work is beneficial for physical and
mental health.”
My review – Working for a healthier tomorrow –
recognised that there is strong and growing evidence
that being in work is closely and powerfully linked
to health and wellbeing, and that these need to be
addressed together. 3 However, it is also true to say
that inappropriate work environments can exacerbate
health problems. 4 A more recent report I was involved
in puts the approximate annual cost to business of
sickness absence in the UK workplace at £15bn. 5 What
is more, employers also face significant costs due
to employees attending work while sick, known as
‘presenteeism’.
There are two main conditions that disproportionally
lead to people struggling to maintain or gain
employment: mental health and musculoskeletal
conditions. At any given point in time, around one
in six people of working age in England has a mental
health condition.6 Of these, the majority have either
depressive disorders, anxiety disorders, or a mixture
of the two. 7 Almost a quarter (23%) of Jobseeker’s
Allowance claimants, and more than 40% of incapacity
benefits claimants, have a mental health problem.8
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Evidence collected for my forthcoming review on
addiction and obesity also shows that mental health
is associated with a range of other conditions, such
as obesity, drug addiction and alcoholism, which
have a significant impact on society. The Mental
Health Taskforce recently put current NHS spending
on mental health in England at £34bn a year – an
insufficient figure to meet current demand.9
Musculoskeletal conditions account for around 55%
of all work-related illness and are the second most
commonly identified cause of long-term absence
for manual workers (44%).10 The Office for National
Statistics found that musculoskeletal conditions
cost the UK economy more than 30m working
days in 2013.11 Musculoskeletal conditions also
show comorbidity with a range of other conditions,
including mental health.
These conditions play against longer-term trends of
an ageing workforce. EUROSTAT projects that, given
current trends, the number of people in the UK over
the age of 65 will be equivalent to more than 37% of
the population aged 15–64 by 2040.12 Currently, more
than a million people aged over 65 are in some form
of employment in the UK. 13 With the likely continued
rise in the pension age, employers will also need to
effectively manage chronic conditions in the workplace.
For individuals there is a strong case for gaining
and maintaining employment. For employers the
simple logic is that effective investment in health
and wellbeing means they save more through
improved productivity than the original investment.14
For governments, the costs of evidence-based
interventions can often be offset against the benefit
savings and tax gains when individuals find or stay
in work. 15

So, the real question is: what is effective? We’re
gaining more insights into the importance of specific
aspects of ‘good’ work and how it is related to
workplace culture and services, including: leadership;
effective line management and employee support;
good relationships at work; autonomy for workers in
their work; return-to-work schemes; regular hours;
decent pay; and job security. 16 Of these, there is
increasing evidence that line manager training and
board engagement are critical in driving through the
required culture change in the workplace.17

If mental health problems are one of the most
significant barriers preventing people on benefits from
taking up employment, then why not transform how
the benefits system supports them and focus more on
improving mental health in the benefit system? The
new Joint Work and Health Unit is a good example of
a more integrated approach. With funding of £115m,
it aims to halve the disability employment gap by
putting a million more disabled people into work; it
also seeks to reduce health inequalities around gender,
age and geography.

Similarly, the body of evidence is growing on the
effectiveness of organisational wellness programmes.18
Evidence-based guidance on how to promote health
and wellbeing in the workplace is now available
through a variety of organisations, including
National Institute for Health and Care Excellence
(NICE) guidelines, the Department of Health’s
work on wellbeing and work, and Public Health
England’s Work and Wellbeing Charter – as well as
the Chartered Institute of Professional Development
and other business groups such as Business in the
Community and Engage for Success. Wider initiatives
such as Britain’s Healthiest Workplace have helped to
make the case that improving the health and wellbeing
of staff makes business sense.

Given the costs to society, can government do more
to support evidence-based workplace interventions
through the tax system, guidance or subsidies?
A lesson from several reviews is that government/
employer interventions need to come sooner to
prevent health conditions that affect employment
from becoming chronic and structural.

For their part, public services should try to break out
of their silos. If we accept that ‘good’ work is associated
with better health outcomes, health professionals
may need to engage more with employment outcomes.
The ‘fit note’, asking GPs to focus more on return to
work rather than signing people off work, is one such
effort. Another example is the government-funded ‘Fit
for Work’ service, which provides expert occupational
health advice to employers and employees on the
return to work of employees who have been off sick
for more than four weeks.19
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“Interventions need to come sooner to
prevent health conditions that affect
employment from becoming chronic
and structural.”
Ultimately, gaining or maintaining ‘good’ employment
and improving workplace health has the potential to
make a significant contribution to personal wellbeing,
the economy and reducing levels of disease and illness
in society.
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INTERVENTIONS AND POLICIES TO
CHANGE BEHAVIOUR: WHAT IS THE
BEST APPROACH?
Dr Ildiko Tombor and Professor Susan Michie

Smoking, excessive alcohol consumption, physical
inactivity and unhealthy eating are the leading
causes of ill health and premature death in England.1
Helping people change these behaviours is therefore
important in order to improve population health. 2,3
However, changing behaviours is challenging, as the
contexts in which they occur are complex, involving
the interaction of people’s individual characteristics,
social influences and physical environment – among
other things. 4,5 Designing effective strategies to change
behaviour requires an understanding of these factors,
as well as the nature of the behaviour(s) where change
is desirable. It also requires a consideration of the
range of interventions and policies that could be
drawn upon and a systematic method for selecting and
developing a strategy for behaviour change.5
A National Institute for Clinical Excellence (NICE)
literature review looked at a number of psychological
principles underlying effective behaviour change
that could serve as targets in a strategy to change
behaviour.2 NICE guidance, updated in 2014, found
a similar pattern and identified good evidence for
the effectiveness of goals and planning, feedback and
monitoring, and social support.3
A plethora of theories of behaviour change exist –
a recent review identified 83 of them.6,7 Many are
partial and/or overlapping and come into and out of
fashion. There is currently little evidence-based advice
about which theories are likely to be helpful in which
situations for informing the development of particular
behaviour change strategies. There is also little
evidence about how to select and apply them. 8
One simple and integrative model of behaviour
change is the COM-B model. This proposes Capability,
Opportunity and Motivation as the necessary
conditions for Behaviour to occur (COM-B), and
describes the relationships between them.5 This model
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suggests that people need to have the physical and
psychological capability to perform the behaviour,
strong automatic and reflective motivation to engage
with the behaviour, and the social and physical
environment to engage with the behaviour. The
components interact: they all influence behaviour;
capability and opportunity can influence motivation;
and behaviour can influence all three components. A
COM-B analysis can be used to identify what enables
or hinders any particular behaviour, and what would
need to change in people and/or their environment to
achieve the desired change.
The COM-B model sits at the heart of a framework
of behaviour change interventions: the Behaviour
Change Wheel (Figure 1). 5,9 This was developed as a
synthesis of 19 frameworks identified in a systematic
review5 and consists of three layers: the COM-B model
of behaviour; a comprehensive list of intervention
functions; and related policy categories. The Behaviour
Change Wheel therefore provides a systematic
approach to designing intervention strategies
and it has been widely used to inform a range of
interventions.

“A plethora of theories of behaviour
change exist – a recent review
identified 83 of them.”
After specifying what behaviour needs to change – in
terms of to what degree, when, where and in whom
– COM-B can help considerations of what should
be targeted by an intervention. This ‘behavioural
diagnosis’ indicates which of the general intervention
types and policy categories within the Behaviour
Change Wheel are likely to be effective at changing
a given behaviour in a given context. General
intervention strategies need to be translated into

specific behaviour change techniques. 10,11 This
translation requires great sensitivity to context
and can be aided by considering the techniques in
relation to a set of criteria: Affordability, Practicability,
Effectiveness/cost-effectiveness, Acceptability,
Safety/side-effects and Equity (the APEASE criteria).12
These criteria can also be used to inform decision
making regarding the most appropriate mode or
modes of delivery for the intervention.
Starting with a broad framework such as the
Behaviour Change Wheel helps to ensure that a
wide range of potentially effective interventions are
considered and that rationales can be provided for
which ones are, and are not, used.
Implementing effective behaviour change
interventions can prove cost-effective for the NHS.13
The Tobacco Control Plan in England 14 is one of
the best real-world examples of a comprehensive
approach to government strategy to effectively tackle a
preventable behavioural risk factor of premature death
and illness. Smoking costs approximately £13.9bn in
direct medical costs and indirect costs (eg productivity
losses) for the NHS annually.15 Elements of the tobacco
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screening and brief interventions in primary care
to reduce excessive alcohol consumption,18 and
behavioural and pharmacological support to treat
alcohol dependence 19

•

increasing adherence to medications for chronic
conditions (eg heart disease, HIV) with computerdelivered 20 and mailed interventions 21

•

optimising health professionals’ behaviours
through low-cost feedback on their antibiotic
prescribing.22

Many behaviour change theories and techniques
exist. Using a comprehensive framework to sensitively
inform behaviour change intervention strategies
can ensure that the widest range of potentially
effective interventions and policies are considered
and systematically selected in order to maximise
their impact.

Figure 1:
The Behaviour Change Wheel
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“Implementing effective behaviour
change interventions can prove
cost-effective for the NHS”
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and pharmacological support, 16 fiscal and legislative
interventions and mass media campaigns 12 – are all
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Sources of behaviour
Intervention functions
Policy categories
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REGULATION AND CULTURE:
LEARNING FROM THE HISTORY OF
SMOKING AND ALCOHOL
Professor Virginia Berridge and Dr Alex Mold

The introduction of a sugar tax as part of the
Government’s anti-obesity strategy encourages
reflection on the role of regulation in improving public
health. We can look to the past and examine how
different forms of regulation, including taxation, came
onto the health agenda. The key examples are smoking
and alcohol, which have set the pattern. Regulation in
its various forms is important, but interaction with the
culture of the time is also a key variable.

Public health after the Second World War:
smoking as the model
Smoking was the defining issue for a new style of
public health after the Second World War. The decline
in smoking since the 1950s offers a case study of a
long-term interplay between regulation and culture.
A policy package stressing advertising controls,
taxation, health education and opposition to industry
collaboration became the norm. However, this was not
the case initially.
The style of public health that emerged after 1945
was new. It was concerned with the long-term risks of
certain activities, and with chronic disease rather than
epidemics. The new science of risk factor epidemiology
revealed the connection between smoking and lung
cancer. But smoking was a habit deeply embedded in
popular culture. During the war, pensioners had been
issued with tokens to obtain tobacco, which was seen
as essential. Politicians were dubious about whether
it was the role of the state to intervene, so changing
culture rather than regulation was the immediate
objective. A number of methods were used: health
education campaigns; control of advertising on
television; public health and industry cooperation over
product modification; and the activity of the health
pressure group ASH (Action on Smoking and Health).
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Later, in the 1970s, taxation came onto the agenda,
when a decline in the cultural embedding of tobacco
was clear. It was then possible to contemplate more
stringent measures. Health economists argued
that smoking was a ‘waste of working class life’ and
amplified inequality. But the increase in taxation itself
heightened inequality because working class people
continued to smoke.

Regulation and taxation of alcohol
Two examples relating to alcohol show how cultural
context strongly affects regulation. They demonstrate
that regulation and taxation are only feasible when a
cultural tipping point has been reached.

“Regulation and taxation are only
feasible when a cultural tipping
point has been reached.”
During the First World War, the government
introduced wide-ranging controls on alcohol to help
the war effort. Nationalising the drinks industry was
not practical politics and, instead, a Central Control
Board (CCB) was set up in 1915. The CCB limited
hours of consumption and introduced the ‘afternoon
gap’, when pubs had to close. Off licence sales of spirits
were prohibited in the evenings and at weekends and
their strength was reduced. ‘Treating’ (buying rounds)
was forbidden. The CCB had a research committee
and wanted to act on scientific evidence. Its policies,
which were widely accepted by the public, had a major
impact on harm from alcohol. By the early 1920s per
capita spirit consumption had halved from its pre-war
level and beer consumption had dropped markedly.
Convictions for drunkenness fell from more than
130,000 to just over 29,000 a year.

Central control was abandoned after the First World
War, although some parts of the system continued
– in the case of the afternoon gap – until 1987. The
decline in drinking was maintained until the 1960s,
but when drinking culture changed it was difficult
to re-orient policy to the new public health model.
Alcohol consumption increased from the 1960s,
bringing problems such as liver cirrhosis and a rise in
convictions for drunkenness. Alcohol experts argued
that consumption needed to decrease throughout the
population. Such a view contrasted with the existing
approach which focused on treating alcoholics and
tackling alcoholism. The population-level approach
would require a new set of policies. One method
suggested was to increase taxation in order to
raise prices.
However, this was controversial: a government think
tank report in the late 1970s proposing that taxation
should be used to raise the price of alcohol was never
officially published. The government was opposed
to using tax policy in this way and was fearful of the
economic impact such measures would have on the
drinks industry, tax revenue and jobs.
Instead, the chosen strategy was health education,
as it had been initially with smoking. Drinkers were
encouraged to consume alcohol ‘sensibly’. Guidance on
‘safe’ levels of alcohol consumption, based on units of
alcohol, was issued in the mid-1980s and has formed
the cornerstone of alcohol health education policy ever
since, although advice about the number of safe units
has changed.
Using taxation or measures such as minimum unit
pricing (MUP) to raise the price of alcohol remains
controversial. Unlike smoking, drinking continues
to be ubiquitous within British society. A cultural
tipping point around the potential harms caused by
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alcohol and the value of reducing consumption at the
population level has yet to be reached.

Conclusions
Forms of regulation are time-contingent. Wartime
crisis in the 20th century offered the opportunity for
the development of a national alcohol strategy. The
1970s saw a particular model of action established
by public health interests, focused on taxation
and fiscal levers, as well as opposition to industry
involvement. But our examples show that there can
be industry cooperation with a regulatory agenda:
during the First World War the drinks industry and
temperance interests worked together; there was
hospitality industry support for the 2007 smoking
ban; and the arrival of e-cigarettes has demonstrated
the possibilities of industry involvement in harm
reduction. However, using taxation to reduce
consumption can be a double-edged sword, potentially
amplifying disadvantage. History therefore shows us
that both ‘nudge’ and ‘shove’ can be effective public
health tactics, but regulatory interventions have,
above all, to be carefully timed so that they resonate
with the prevailing culture and the forces driving
policy at the time.

“History therefore shows us
that both ‘nudge’ and ‘shove’ can
be effective public health tactics,
but regulatory interventions have,
above all, to be carefully timed so
that they resonate with the prevailing
culture and the forces driving
policy at the time.”
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HEALTH AND WELLBEING BOARDS:
GLASS HALF FULL OR HALF EMPTY?
Dave Buck

The transfer of important public health functions
to local authorities and the creation of health and
wellbeing boards (HWBs) was among the most
welcomed aspects of the coalition government’s health
reforms. So how has this been shaping up?

“Health and wellbeing boards
[were] among the most welcomed
aspects of the coalition government’s
health reforms.”
Early progress
Generally, the transfer of public health functions and
staff from the NHS to local authorities appears to have
gone smoothly, with directors of public health (DsPH)
confident of better health outcomes in the future and
reporting positive experiences of working in local
authorities.1
Initial reports of how HWBs were doing raised some
questions, in particular the risk of HWBs becoming
‘talking shops’ 2 – the fate of many previous attempts at
partnership between local government and the NHS.
Yet it was also recognised that this was an important
opportunity for public health to influence actions over
the wider determinants of health.
Four DsPH who recently gave evidence to the Health
Select Committee were unanimous that their new roles
have given them more influence over decision making,
despite downsides, most notably restrictions on access
to NHS data. 3 However, experience among DsPH is
not uniform: a recent survey found that, when asked
whether they could influence priorities in their local
authority, 10% of respondents answered ‘yes, quite a
lot’, 54% said ‘yes, but not a lot’ and 36% said they had
no influence. 4
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Dominated by NHS England and
squeezed by devolution
Two further trends since the reforms are also at risk of
isolating HWBs and their role in public health. These
are the increasing grip that NHS England is asserting
over the system and, ironically, the move towards
greater devolution in health and care. Both of these
factors seek to develop much larger geographical
footprints than HWBs.
NHS England has flexed its muscles through the
NHS Five year forward view, including its aggressive
support for a limited range of new models of care. One
of the stark, yet unaddressed, questions is how this
new policy approach of ‘choose among our options’
conflicts with the strategic role of HWBs. They are,
after all, the bodies who are meant to set the overall
health and wellbeing strategies for their areas.

“One of the stark, yet unaddressed,
questions is how [the] new policy
approach of ‘choose among our
options’ conflicts with the strategic
role of HWBs.”
The NHS has been developing sustainability and
transformation plans (STPs), a welcome strategic shift
towards place-based planning for the NHS. However,
this has occurred very quickly and has initially resulted
in 44 plans that cover England 5 – this is clearly at odds
with the footprint of 152 HWBs. While welcoming
the ‘emphasis on place-based planning’, the Local
Government Association (LGA) is concerned that
the development of STPs is ignoring HWBs, stating:
‘The development of these arrangements draws
accountability away from local communities, including
health and wellbeing boards.’

In this context, it’s not surprising that the NHS locally
has a lukewarm view of HWBs and doesn’t consider
them places where key strategic decisions are being
made. This comes through in The King’s Fund’s joint
work with the Nuffield Trust on clinical commissioning
group (CCG) development. The latest survey of over
300 CCG staff across six CCGs suggests that only 7%
of respondents thought HWBs were influential over
clinical decisions. 7 A recent wider Health Service
Journal survey of CCGs also showed that half of chairs
or chief officers thought that HWBs were ‘a place of
discussion but not action’, while only 3% thought
they were ‘driving strategic decisions about longterm population needs’ and 2% thought they were
‘delivering real change’. 8
At first sight, devolution looks good for HWBs and
for public health. One of the exciting aspects of the
plans for Greater Manchester (the poster child of
devolution) is a focus on the common factors that
affect the wellbeing of 2.7m residents across 10
local authorities. Greater Manchester recognises
that if inequalities in health and wellbeing are to
be addressed, integration needs to spread much
further across the economically inactive working age
population, raising skills, improving health (including
mental health) and focusing on families as much as
individuals. This insightful, tailored approach is way
ahead of the national debate on integration and could
be transformative for future inequalities in health.
To help make this a reality, Greater Manchester
has signed a ground-breaking memorandum of
understanding on public health. 9

forms retain the focus, funds and local knowledge
and expertise to deliver on public health and reducing
inequalities.

So, is the glass half full or half empty?
Some DsPH have clearly continued to benefit from
the move to local government and membership of a
HWB, which has given them wider influence locally,
particularly over local government policies that
influence public health. However, many DsPH – and
the HWBs of which they are a key part of – still
struggle to make an impact. HWBs are meant to
bring a broader range of partners together to deliver
the joint health and wellbeing strategy. But, their
most important partners – local CCGs – are clearly
underwhelmed. Meanwhile, wider developments
in the NHS and in the move to devolution risk
overpowering and isolating them. It remains to be seen
as the environment continues to evolve at pace around
them whether the HWB glass is half full, half empty, or
about to be dropped altogether.

“HWBs are meant to bring a broader
range of partners together to deliver
the joint health and wellbeing strategy.
But, their most important partners
– local CCGs – are clearly
underwhelmed.”

However, while the LGA’s database of HWB priorities
shows some clear agreement across local authorities
in Greater Manchester, notably in the focus on the
early years, there is actually more divergence than
commonality between HWBs overall. 10 Greater
Manchester – and those that follow in its wake – must
therefore avoid mistaking increased regional control
for permission to override local priority setting.
That means difficult decisions will need to be made
regarding who is responsible and accountable at each
level. The trade for devolution and all it offers may
ironically see HWBs squeezed and marginalised by
‘regionalism’ on the local government side, and larger
planning footprints and restricted choice over models
of care defined by the centre on the NHS side.
The question is whether these evolving organisational
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THE ECONOMIC CASE FOR
PREVENTING ILL HEALTH
Dr Louise Marshall and Anita Charlesworth
What do we know about the costs to society
of preventable ill health?
Potentially preventable conditions – including some
cardiovascular disease, respiratory problems, cancers,
and mental ill health – are the leading causes of ill
health and death in the UK. It is estimated that 40%
of the burden on health services in England may be
preventable through action on the determinants of
such conditions, but only around 4% of the health
budget is spent on prevention.1 The total costs of
preventable ill health fall far wider than health and
care services though, considering the cost to the
economy of the reduced ability to work, the lost years
of working life, and the high physical and emotional
impact on people’s lives.
The need to strengthen prevention is widely
acknowledged. 2,3 Without effective action targeting
the determinants of health, together with early
identification and intervention, the costs of
preventable ill health will continue to rise with the
increasing prevalence of preventable conditions, the
ageing population, and the rising cost of medical
treatment. 4,5
This action must be delivered more broadly than
through health services. The key factors driving the
state of people’s health – and inequalities in health –
are the social determinants. 6 These include people’s
housing, education, income, and the physical and
social environment. These are outside the control
of health services, and influence over them was the
rationale for transferring public health teams from
the NHS to local government. However, their budgets
were cut by £200m (7%) in 2015/16, with further cuts
of 3.9% planned each year to 2020/21.7
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Is prevention cost-effective?
Demonstrating the value for money of adopting
strategies to prevent ill health is critical, particularly in
the current financial climate. Economic analyses allow
the assessment of cost-effectiveness by looking at
the costs and benefits of interventions set against the
current and future costs of non-intervention (including
potential treatment costs), enabling consideration of
the opportunity costs of various decisions (ie whether
more good could be done by investing the funding
differently).
The National Institute for Health and Care Excellence
(NICE) and other institutions assess the costeffectiveness of public health interventions. Most
are relatively low cost and highly cost-effective
– considering intervention costs against gains in
quality and years of life – including tobacco control,
immunisation, cardiovascular disease prevention and
workplace health promotion.8,9
Given the escalating costs of treating preventable
ill health, and the availability of cost-effective
interventions, there is clearly an economic case for
investing in prevention. However, the overriding aim
of prevention to equitably increase population health
must also not be forgotten.

The need for a broader, longer-term
perspective
Economic methods can and must support spending
on prevention, but they cannot alone capture the full
societal burden of preventable ill health, or its effects
on different groups. We need to widen our perspective
and base decision making for preventive action to
improve health outcomes and equity on broader
evidence. Economic measures are necessary,
but not sufficient.

Methods that reflect non-health and non-monetary
benefits of intervention, and incorporate equity,
are increasingly being used, but need to be more
widely adopted and understood. These include
cost-consequence, cost-benefit, and social returnon-investment analyses.6 Although interventions
aimed at populations are often the least expensive
and most cost-effective,8 the differing impacts across
social groups must be considered. A marked social
gradient exists in the prevalence of preventable ill
health, with the impact of inequality accumulating
over a lifetime. Preventive interventions should not
increase this gradient, and some – but by no means all
– involve a trade-off between equity and efficiency.6,10
Consideration should also be given to the potential
disbenefits of interventions for those whose behaviour
is not problematic.11

“A marked social gradient exists in the
prevalence of preventable ill health,
with the impact of inequality
accumulating over a lifetime.”
While some preventive interventions have rapid
impacts on population health, for example the ban on
smoking in public places,12 health benefits frequently
take years to emerge. The timeframe chosen for
analysis can therefore alter conclusions: looking at
short-term return-on-investment within an annual
budget or political cycle would fail to capture costeffectiveness or savings over the medium/long term.
Furthermore, economic methods ‘discount’ future
benefits as we value benefits occurring in the present
more highly, reducing the apparent value of many
population health outcomes.

Why is the adoption of more comprehensive
strategies challenging?
To improve population health equitably, the social
determinants must be tackled. The economic case
supporting this is gathering pace.6,10,13 However, the
nature of the interventions needed to tackle these
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complex, interacting determinants – including
education, employment and housing – poses barriers
to their adoption. Costs and benefits fall across sectors
and funding flows; important benefits are often distant
in time, not within parliamentary terms; and outcomes
are difficult to measure, value in economic terms, and
attribute to particular actions. This complicates the
case for prevention, and the evidence base therefore
needs strengthening to support cross-sectoral
policymaking and investment by non-health sectors.
Motivating sectors beyond health to invest requires
evidence of the economic benefits to them of doing so:
we must therefore make the business case for a ‘health
in all policies’ approach, and move towards framing
health and wellbeing as a valuable asset. Health needs
to become the responsibility of all sectors, but the risk
of it then becoming no-one’s priority must also be
resisted.14

“We must therefore make the
business case for a ‘health in all
policies’ approach, and move towards
framing health and wellbeing as a
valuable asset.”
While preventive intervention can avert future
treatment, care and lost productivity costs, these
benefits can take years to realise. Until we reach
this turning point, when resources can be invested
in prevention instead of treatment, extra funding is
needed. Although challenging in a time of financial
austerity, and within relatively short-term political
cycles, a longer-term perspective on the future benefits
of investing in health and its drivers is especially
critical. New and creative thinking is needed about
sources and flows of funding; the balance over time of
preventing conditions versus preventing their progress
and complications; and the motivators for crosssectoral investment in health.
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COULD GOVERNMENT DO MORE
TO CONSIDER THE IMPACT ON
HEALTH OF WIDER POLICY?
Emma Spencelayh and Dr Jo Bibby

In this essay collection, leading experts have outlined
the population health challenges facing the UK, as well
as some potential solutions. The collection provides
a thought-provoking reminder that we must not lose
sight of supporting the population to be healthy during
a time when the public discourse on health appears
to be firmly rooted in the sustainability of the NHS.
For example, while the health care system has been
broadly protected, public health budgets face a 4%
real-terms reduction for the rest of the decade.1 There
is no escaping the fact that the NHS is a national
institution – more than half of the public say that the
NHS is what makes them most proud to be British.2
But could our love for the NHS actually be diverting
attention away from the real drivers of health?
The World Health Organization states that ‘health is a
state of complete physical, mental and social wellbeing
and not merely the absence of disease or infirmity’.3
But for too long, public discussions about health have
effectively become conversations about health care
services and the role of the NHS.

“For too long, public discussions about
health have effectively become
conversations about health care
services and the role of the NHS.”
It is important to consider the absolute measures of
health that affect us all, such as life expectancy, as well
as distribution across communities. We know that the
lower a person’s socio-economic status, the lower their
health status will be.4 The wider factors that contribute
to a person’s health include their access to education;
their conditions of work and leisure; their homes,
communities, towns or cities; and their chances of
leading a flourishing life.5 Many of these factors sit
outside the direct control of health departments, but
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despite high profile reports such as the Black Report
in 19806 and the Marmot Review in 2010,4 progress
in tackling the wider determinants of health has
been disappointing. For example, between 2012 and
2014, life expectancy for baby boys was highest in
Kensington and Chelsea (83.3 years) and lowest in
Blackpool (74.7 years) – a difference of 8.6 years.7
In the words of the former Secretary of State for
Health in England, Andrew Lansley: ‘Everybody
actually knows that making the population healthy is
not delivered through the NHS; it is delivered through
almost everything else.’

“Everybody actually knows
that making the population healthy
is not delivered through the NHS;
it is delivered through almost
everything else.”
One mechanism to do this is for governments to
promote a comprehensive inter-sectoral approach.
This approach is a mechanism to ensure that those
developing public policies across sectors take action
to systematically consider the health implications of
decisions, seek synergies, and avoid harmful health
impacts.9 A health in all policies approach is not
radical or new. In 2011, the UK signed up to the Rio
Political Declaration on Social Determinants of Health,
which confirmed a ‘determination to achieve social and
health equity through action on social determinants
of health and wellbeing by a comprehensive intersectoral approach.’
However, in practice, implementation appears to be
patchy. In England, the short-lived Public Health
Cabinet Sub-Committee was abolished in 2012,10
despite the need for cross-government collaboration

on health issues. Meanwhile, for some high profile
policy areas, there appears to have been limited
consideration of the potential health impacts. For
example, for the impact assessment of the changes
to housing benefit brought in by the Welfare Reform
Act 2012 – aka the ‘bedroom tax’ – policy officials
gave a simple response of ‘no’ to the question ‘does
our policy option/proposal have an impact on health
and wellbeing?’11 That said, there are a number of
promising initiatives such as the new Joint Work and
Health Unit; the creation of ‘What Works Centres’
focused on cross-cutting issues such as wellbeing 12
and ageing;13 and the development of crossgovernment strategies.
Wales appears to have made progress in this area
through the Wellbeing of Future Generations (Wales)
Act 2015, which is intended to promote a long-term
coordinated approach to preventing problems,
and ensure that public bodies work better with
communities. The Act requires public bodies to set
and publish wellbeing objectives at a national level:
Welsh Ministers are required to set national indicators
and milestones and must publish an annual report
on progress. 14 The legislation sets out goals to create
a more equal Wales where society enables people to
fulfil their potential, no matter what their background
or circumstances. As the Health Foundation found
from participants drawn from 17 countries at our
recent co-sponsored Salzburg Global Seminar
session,15 we are not alone in facing this challenge.
This means that there are opportunities to learn from
international experience, ranging from the Robert
Wood Johnson Foundation’s promotion of a ‘Culture
of Health’16 in the US, to New Zealand’s approach to
social investment which seeks to identify where early
investment might generate future savings.17

A Healthier Life For All: The Case For Cross-Government Action

As tempting as it may be to say that a ‘health in all
policies’ approach is too difficult, there is a clear need
to take radical action to re-orientate government
decision making processes towards health. As NHS
England puts it: ‘the future health of millions of
children, the sustainability of the NHS, and the
economic prosperity of Britain all now depend on a
radical update in prevention and public health.’18
In order to take this action, the Health Foundation
believes that there needs to be a broader narrative
change so that:
•

health is seen by the public and politicians to
be an emergent property of our life chances and
environment, rather than as an output of the NHS

•

health is seen as contributing to the core
infrastructure of a prosperous and sustainable
society, rather than something we can ‘afford’
when the economy is thriving

•

spending on health is seen as an investment

•

maintaining and improving health is viewed as
a priority across government and is not just the
domain of the Department of Health.
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