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Executive summary
1. Introduction and context
The health of the population is one of any nation’s greatest assets. Good health improves
people’s wellbeing, their productive capacity and their ability to participate in society.
Yet a healthier population cannot be achieved by focusing solely on the treatment of illness.
In fact, the strongest determinants of health are the social, economic, commercial and
environmental conditions in which people live. Unless there is sufficient government
attention paid to these wider determinants of health, major improvements in health
and reductions in health inequalities will not be possible.
The health inequalities that exist in the UK, and the unequal living conditions that drive
them, have been comprehensively studied over many decades.1,2,3 There have, at times, been
effective policy initiatives to tackle them, including the introduction of the welfare state
and, more recently, the health inequalities strategy implemented by the UK government
between 1997 and 2010.4 However, the gains from these policy initiatives have not always
been sustained.
Life expectancy in the UK has been stalling since 2011, and there is an 18-year gap
in healthy life expectancy between the least and most socioeconomically deprived
populations. Fluctuations in government priorities, a tendency towards short-term
political decision-making, and challenges in addressing complex dynamic issues, all lead to
insufficient attention by government on creating the conditions for a healthy life.
This suggests that a more fundamental change is needed; an approach where people’s
health is valued as an asset by government and society. While all sectors have a role to
play in addressing this agenda, many of the issues are structural and require government
to recognise this issue more explicitly and take an active lead.
The Health Foundation, alongside others, is working to bring about this change through
our Healthy Lives strategy.5 Building on our previous work, this report makes the case for
a whole-government approach to improve the nation’s health, and identifies some of the
steps required to achieve it. An effective approach needs:
••

an explicit recognition of the value of good health in contributing to a more
prosperous and flourishing society

••

long-term thinking from government, with more focus on maintaining people’s
health throughout their lives

••

more joined-up policy action on the strategies that enable people to stay healthy.

With a growing number of working-age adults experiencing avoidable illness, and rising
levels of multiple long-term conditions in the population (not least in mental health), now
is the time for a reassessment of how the government invests in the nation’s health and
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wellbeing. Ambitions such as those set out in the 2017 Industrial Strategy – to ensure that
people can enjoy at least five extra healthy years of life by 2035 while narrowing the gap
between the richest and poorest – are welcome but require a whole-government strategy
to be delivered effectively.
In England, the prevention green paper recently released by the government, Advancing our
health: prevention in the 2020s,6 also sets out proposals designed to contribute towards that
target. What is needed, however, is not a short-term policy initiative but a fundamental
shift in government strategy that is long term in focus, underpinned by investment that
prioritises keeping people healthy, and places the value of the UK’s health on an equal
footing with measures of GDP.

2. Achieving good health for all: where are we now?
A flourishing society depends upon the whole of government taking responsibility for
maintaining and improving people’s health throughout their lives. The stalling life expectancy
and widening health inequalities seen in the UK today mean a major change in the action
being taken to improve the nation’s health is imperative.
However, the challenge of building the UK’s health should not be underestimated. Life
expectancy in England does not compare well to other similar countries, showing that
there is significant room for improvement (see Section 2.1). Moreover, while there have
been some advances made in public health outcomes in recent years, other indicators show
worrying signs of longer term problems ahead if action is not taken soon (see Section 2.2).
Against this backdrop, meeting the government’s Ageing Society Grand Challenge of
giving people extra years of healthy life, will be extremely challenging (see Section 2.3).
For women, healthy life expectancy actually fell slightly in recent years, while for men, it
would take 75 years to complete the Grand Challenge at the current rate of improvement.

3. What is the social and economic impact of poor health?
Poor health has significant social and economic consequences for society and individuals.
Evidence shows that health status has one of the largest impacts on a nation’s wellbeing
(see Section 3.1). Good health also allows people to maintain social relationships and play
an active role in their communities (Section 3.2). Poor health has significant economic
consequences both for society and individuals, whose participation in the labour market
may be limited by health problems (see Section 3.3). Consequently, poor health carries
a high financial cost for the state, including the costs of treating avoidable illness and social
security costs associated with poor health (Section 3.4).
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4. Government, communities and business:
the role of all sectors in creating health
A shift towards health creation cannot be delivered purely or even primarily by the health
and care system or through focusing on individual responsibility. It requires organised
efforts across all sectors, with government showing the required leadership.
Ensuring that everyone has the best possible opportunities to be healthy requires action
across the whole public sector. Departments across central government have necessary and
important roles to play in creating the conditions for good health and preventing avoidable
ill health – whether through shaping local economies, providing services or, perhaps most
importantly, through setting the tone for the national conversation (see Section 4.1).
Nevertheless, many of the most important levers for creating healthy living conditions
sit at local level, so place-based approaches led by local government need to be at the heart
of the government’s approach to improving the nation’s health (see Section 4.2).
The public sector has an important role in investing in community infrastructure such as
leisure, social care, crime prevention and housing. However, an effective approach to enhance
and prolong health needs to extend well beyond the actions of the state. Strong communities
are an important contributor to people’s wellbeing. Moreover, local communities are often
best placed to know what is needed to improve their local environment (see Section 4.3).
A whole-government approach, therefore, requires a commitment to create the structures
and support that will allow local communities to participate as partners in a new approach
to enhancing health and wellbeing.
While the strongest determinants of health lie outside of health and care services, the health
and social care system has an important part to play (see Section 4.4). The NHS can reduce
levels of poor health through its role as a direct provider of health care, as an employer,
as a partner in local systems and as an anchor institution in local communities.
The private sector can play either a positive or negative role in creating health. As businesses
have significant influence over the conditions in which people live and work, they can have
a greatly health-enhancing influence on their employees and the communities which they
are part of (see Section 4.5). Local and central government can shape the role of the private
sector, both through regulation of health-harming products and by designing economies
that share the benefits of economic growth.

5. Storing up problems for the future: the price
of short-term approaches to government spending
A wide range of government budgets have an impact on people’s health, across social
security, housing, children’s services and investment in the natural environment. A failure to
take a long-term view of the value of investments that promote and maintain people’s health
means that recent trends in government spending are storing up problems for the future.
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At the national level, even accounting for real term increases in day-to-day departmental
spending set out at the 2019 Spending Round, austerity has resulted in significant
spending reductions across some areas of government that play a crucial role in creating the
conditions for good health (see Section 5.1).
Moreover, current spending plans for future years appear set to tip the balance further away
from investment in maintaining good health (see Section 5.2). For example, plans for NHS
spending to make up an ever-greater share of government expenditure puts pressure on
funding available for areas such as housing, social security and local services that are all vital
for long-term health.
Analysis of local government spending (see Section 5.2) shows that, on top of large
reductions in spending on areas vital for creating healthy places, there has been a dramatic
shift away from proactive spending that maintains people’s life chances towards reactive,
crisis management services. This is demonstrated most starkly in children’s services at local
level (see Section 5.2). At national level, health spending has become increasingly skewed
away from prevention, particularly through major cuts to the public health grant between
2015/16 and 2019/20 (see Section 5.3).

6. In it for the long term: What is needed to embed health
across the whole of government and beyond?
Securing a future where everyone has the opportunity to enjoy the best possible health
requires specific policy actions and investment in the right areas, but it also needs mechanisms
that embed health and health equalities as a shared value across government and beyond.
This requires government to show the necessary political will and leadership, to harness
the full potential of opportunities in existing legislation, and to put in place structures that
can counteract tendencies towards short-term decision-making and focus on a narrow
range of issues. This will require government to:
••

Change the way success is measured. Good health should be considered a primary
measure of successful government. There are already examples of such approaches
within the UK and internationally – most notably, New Zealand’s efforts to put
non-GDP measures of wellbeing at the heart of government decision-making.
This case provides an example of how using broader measures of success can create
the right incentives for a shift towards long-term investment approaches within
government (see Section 6.1).

••

Embed long-term health considerations in legislation and policy across the
whole of government. Mechanisms could include development of legislation such
as the Well-being of Future Generations Act for Wales and the use of independent
bodies to scrutinise and advise on health, in the way the Children’s Commissioner
does for England (see Section 6.2).

••

Prioritise investment in people’s health as one of the nation’s greatest
assets. This will involve rebalancing investment towards health-creating areas of
spending such as children’s services, housing and social security (see Section 6.3).
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Investment should begin with reversing cuts to the public health grant and making
a commitment to maintain its value as a proportion of total health spending. In the
longer term, finding ways to measure and monitor the balance between preventative
versus reactive spending across government will be important to aid rational,
long-term decision-making.
••

Enable the NHS to play a stronger role in prevention (see Section 6.4),
particularly as the integration of health and social care is set to progress rapidly
in the coming years.

••

Ensure that national policy enables coordinated, place-based approaches
to improving health that involve communities and local government. Local
government can provide leadership with other public-sector bodies but creating
healthy social, economic, environmental and commercial conditions will only
be possible with full involvement and participation of local communities in
decision-making and action (see Section 6.5).

It will take bold political decisions at national government level and commitment over
the long term to create the conditions for good health. There’s an opportunity now to set
the direction for a healthier, more prosperous future.
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1. Introduction and context
This report has been developed as part of the Health Foundation’s long-term strategy
to improve people’s health in the UK.5 It sits within a broader Healthy Lives programme
of work aimed at focusing policy attention on the wider determinants of health, building
evidence on the social and economic value of health and supporting action to address
health inequalities.
Securing a healthier population over the long term requires a different conversation;
one that focuses on people’s health as one of the nation’s greatest assets, rather than
a preoccupation with the burden that arises from ill health.7
The issues explored in this report are not new. Over several decades, independent reviews
have been undertaken for the UK government that have drawn attention to widening health
inequalities and called for urgent action. This includes the ‘Black Report’ on inequalities in
health published in 1980,1 Sir Donald Acheson’s 1998 Independent Inquiry into Inequalities
in Health,2 and Sir Michael Marmot’s strategic review of health inequalities in England,
which concluded with the Fair Society, Healthy Lives report published in 2010.8
There have also been notable previous attempts to implement health-creating policy change
in England. Between 1997 and 2010, for example, there was a strategic government focus
on tackling the underlying determinants of health and increasing social investment for the
most deprived areas of the country. There is evidence that this approach led to a decline in
geographical inequalities in life expectancy.4 But, such progress has been short-lived. Not
enough has yet been done to create the foundations for a more sustainable framework for
action – one in which people’s health is at the heart of every part of government as a shared
value. The analysis presented in this report shows that recent trends in government spending,
rather than investing in people’s future health, are instead storing up more problems.
This report argues for both investment in people’s health over the longer term and new
mechanisms to embed a whole-government approach to creating good health. Action needs
to be taken across the factors that have the strongest influence on people’s health, such as
transport, education, social security, children’s services, housing and work. The seeds of
a longer term and more holistic approach to health creation are already being sown across
other nations of the UK, with opportunities to learn from the recent steps taken to create
an enabling policy context in both Wales and Scotland. There is also much to learn from
further afield, with New Zealand leading the way on embedding wellbeing at the heart of
government. The consultation around the prevention green paper recently released by the
government, Advancing our health: prevention in the 2020s,6 could provide an opportunity
for progress, but only if supported by more fundamental change across wider government.
Social, economic, commercial and environmental conditions are the strongest determinants
of people’s health. This includes people’s access to homes that are safe, stable and warm;
the quality of their work; the availability of an adequate financial safety net; and a healthy,
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affordable food environment. There is abundant evidence that when the right conditions
are in place, people lead long, healthy and productive lives.8
Individual behaviour is part of the causal chain that links the wider determinants of
health to avoidable illness, but there is strong evidence that people’s behaviour is highly
constrained by their social, economic, commercial and environmental circumstances.
For example, while good diet is a key driver of good health, approaches to changing what
people eat that focus solely or primarily on influencing individual choices have been found
to be extremely limited in their impact. There is good evidence that healthier diets are more
expensive and that meeting basic nutritional guidelines is unaffordable for many families
in the UK9,10 who may face other barriers such as lack of access to healthy foods.
Moreover, there is abundant evidence that inequalities in health between different
social groups are driven primarily by the conditions in which they live.1,2,3 Reducing major
inequalities in health requires improvements in the wider determinants of health, particularly
for people living in the most deprived communities. However, current trends in a number of
areas suggest that conditions may be getting worse for many people rather than better, making
the need for a whole-government approach to health improvement even more pressing.
Creating healthier lives in the UK therefore requires a significant reframing of how
people understand what shapes their health. There needs to be a shift away from the
individualistic ways of thinking that too often dominate discussion. As identified by recent
Health Foundation analysis with the FrameWorks Institute,11 despite extensive evidence for
the impact of wider determinants on people’s health, public discourse and policy action is
currently limited in acknowledging the role that societal factors such as housing, education,
welfare and work play in shaping people’s long-term health.
While bold political decisions will need to be driven forward at national government
level to create the conditions that lead to good health, sustainable change will not take root
without communities also participating in the agenda. The engagement undertaken as part
of the Health Foundation’s Young People’s Future Health inquiry provides one example
of how policy development can begin by developing an understanding of the concerns
of people with lived experience.12
This report begins by outlining the scale of the challenge the nation faces to improve health
and reduce health inequalities, including an assessment of how England fares compared to
other countries (see Section 2). It goes on to demonstrate the social and economic impact
that poor health is having, as well as the potential for far-reaching benefits from improving
health (see Section 3). Every sector in society has a role to play in improving health –
Section 4 outlines the contributions needed from central government, local government,
communities, the health and social care system, and the private sector. Section 5 examines
recent trends in government investment, showing the tendency for short-term priorities
to skew spending away from long-term investments in health towards reactive services.
Finally, Section 6 considers the implications for policy, outlining a range of ways in which
health can be embedded as a shared value across the whole of government and beyond.

8

Creating healthy lives

2. Achieving good health for all:
where are we now?
Key points
••

Since 2010/11, there has been an unprecedented reversal of life expectancy in some
groups, indicating that continuing improvements in health cannot be taken for granted.

••

People born in the most deprived 10% of local areas are expected to live over 18 fewer
years in good health than those born in the least deprived 10% of local areas.

••

Internationally, the UK ranks 22 out of 38 OECD countries for life expectancy.

••

There is a shift in the pattern of ill health towards multiple health conditions.
In 2006/07, one in ten patients admitted to hospital as an emergency had over
five conditions. In 2015/16, the figure was one in three.

2.1 Closing the gap in health inequalities
Life expectancy improvements have slowed
In the post-war period, the UK saw life expectancy increase by an average of about one
year over every five years (a 12.5-year increase over 60 years since 1950) but this has
slowed dramatically in recent years. In Wales and Scotland, life expectancy has started
to decline. Across the UK as a whole, life expectancy trends vary by a person’s level of
deprivation and sex, with certain regions and groups particularly badly affected.
A recent Public Health England review of trends in mortality in England found that,
rather than being attributable to any single cause, the slowdown in improvement is likely
to be the result of a number of factors operating simultaneously across a wide range of age
groups, geographies and causes of death.13
The Health Foundation has commissioned analysis to provide a more detailed
understanding of the causes of the recent stalling of improvements in mortality and life
expectancy in the UK. This work will present a more detailed picture of what is happening
to mortality and life expectancy patterns across different population subgroups, and the
multiple complex drivers at play. Figure 1 shows that, since 2011/13,* female life expectancy
at birth in England has started to decline for girls born in the most deprived 10% of local areas,
while it has continued to improve for those born in the least deprived 10%. Life expectancy
improvements for boys born in the most deprived 10% of local areas also appear to have been
outstripped by boys born in the least deprived 10% over the same period. This reversal of life
expectancy in some groups is unprecedented in modern times and indicates that continuing
improvements in health cannot be taken for granted.

*

The period for which data with consistent definitions is available.
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Figure 1: Life expectancy trends by local area deprivation and sex, England,
2011–13 to 2015 –17
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Source: ONS, Health State Life Expectancies by deprivation decile, England, 2011–13 to 2015–17.

Inequalities in healthy life expectancy are widening
In addition to the inequality in life expectancy across local areas, there are far greater
inequalities in healthy life expectancy (the number of years lived in self-assessed good health).
People born in the most deprived 10% of local areas are expected to live over 18 fewer years
in good health than those born in the least deprived 10% of local areas. The data for women
are shown in Figure 2.
This means that not only can those born in more deprived areas expect a shorter overall life
span, they can also expect a greater share of their life to be spent in poor health and a longer
absolute number of years in poor health. For example, women living in the most deprived
10% of areas have a healthy life expectancy of just 52, but a life expectancy of 78.7, meaning
they can expect to have nearly 27 years of poor health towards the end of their lives.
This difference in healthy life expectancy shows the scope for improvement in health
across the population and the additional healthy life years that could be gained. However,
in the context of current trends, improving these measures of health will be tough. For
example, healthy life expectancy at birth for males in England increased by only 0.4 years
between 2009–11 and 2015–17. If that rate of improvement continued to 2035, healthy
life expectancy would have risen by only a further 1.1 years. Therefore, for men, it would
take 75 years to complete the stated aim of the government’s Ageing Society Grand
Challenge (as set out in the Industrial Strategy) to ‘ensure that people can enjoy at least
five extra healthy, independent years of life by 2035, while narrowing the gap between the
experience of the richest and poorest’. For women, where healthy life expectancy has
slightly fallen in the last six years, there is an even greater challenge in meeting this goal.
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Figure 2: The wide inequality in healthy life expectancy at birth by decile
of deprivation, England, 2015 –17, women (years of life)
Healthy life expectancy
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Source: ONS, Health State Life Expectancies by deprivation decile, England, 2015–17.

International comparisons
Comparing the UK to other countries provides some indication of the potential scope
for improvement. Internationally, the UK ranks 22 out of 38 OECD countries for life
expectancy; Japan is the leader at 84.1 years compared to 81.2 for the UK.14
The UK also has one of the biggest health gaps between the most and least deprived people
compared to many other developed countries across the world. As shown in Figure 3, the
share of the UK population in good health is 24% lower in the lowest income bracket than in
the highest. In contrast, within the top-performing countries such as New Zealand, Greece
and France, there is a gap of only 5–10% between the lowest and highest socioeconomic
groups. Together, this highlights the significant room for improvement in outcomes in
the UK in both an absolute sense and from the perspective of inequality.
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Figure 3: International comparisons of inequalities in good health, difference
in share of population aged over 15 reporting good health between income
quintiles 1 and 5
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Notes: Life expectancy shown is estimated on a ‘period’ measure for 2016, apart from France, Canada and Chile (all 2015).
Health measure is reported in 2016, apart from New Zealand (2014) and Chile (2015).
Source: Health Foundation analysis using OECD.Stat, extracted November 2018.

Local comparisons
There are large differences in health, not only between areas with different deprivation
levels, but also between areas with similar levels of deprivation.
Closing the inequalities gap will improve individual outcomes as well as the national
position. Such a large change may feel extremely challenging. However, looking at variation
within deciles shows that some areas with high levels of deprivation are already performing
well. Figure 4 shows that, even within the most deprived deciles, there is a considerable
variation in health. For instance, if health outcomes across the most deprived half of the
population matched those in the middle of the distribution, there would be an average 3-year
improvement in healthy life expectancy across the whole birth cohort.
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Figure 4: Healthy life expectancy (years) for females in England by deprivation
decile, for each local authority, 2015–17
Healthy life expectancy (years)
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Notes: Isles of Scilly and City of London excluded due to insufficient mortality data for ONS to calculate HLE.
Source: Health Foundation analysis of health state life expectancy at birth and at age 65 by local areas, UK, 2018.

Understanding the causes and drivers of the wide variations that exist in healthy life
expectancy within areas of similarly ranked deprivation would provide useful insights
into how to improve health outcomes. This will be the focus of future work at the
Health Foundation.

2.2 Trends in key public health outcomes
Trends in more specific measures of public health outcomes provide important indications
of where a major shift towards a preventative approach is needed most (trends in specific
disease outcomes have been set out in the 2018 Global Burden of Disease study).15
In considering the challenges facing government, attention needs to be paid to:
••

the growing needs of people with multiple health conditions

••

key prevention service indicators

••

risk factors for poor health.

Addressing the trends in these different types of health outcomes will require action at
different levels (from individual to societal) and strategies that operate on different time
horizons (from short to long term).
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The growing needs of people with multiple health conditions
There is a shift in the pattern of ill health towards multiple health conditions. In 2006/07,
one in ten patients admitted to hospital as an emergency had over five conditions.
In 2015/16, the figure was one in three. Meeting the growing needs of people with
multiple health conditions is also a particular challenge in the most disadvantaged areas.
Recent research undertaken by the Health Foundation found that, in the least deprived fifth
of areas, people can expect to have more than two conditions by the time they are 71 years
old, yet in the most deprived fifth, people reach the same level of illness a decade earlier,
at 61 years of age.16
As the number of people with multiple health conditions grows, the NHS will need
to implement more effective secondary and tertiary prevention strategies that prevent
disease progression and the harm done by long-term conditions. For example, there are
still significant improvements to be made in areas such as cancer diagnosis. While there
is a positive trend towards improvements in cancer survival rates overall, many cancers
are still diagnosed at a late stage, with almost half of all lung cancers diagnosed at the
most advanced stage.17
Trends in prevention service indicators
While some prevention services have shown improvements in outcomes in recent years,
there are worrying signs in others.
Figure 5: Indexed changes in alcohol-specific deaths and drug misuse deaths
per 100,000 since 2001
Age-standardised alcohol-specific deaths
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Source: ONS, Drug-related deaths by local authority, England and Wales, 2018; Alcohol-specific deaths in the UK, 2018.
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Despite drug misuse death and alcohol-specific deaths rates having increased over the
last five years as shown by Figure 5, the number of people receiving treatment for drug and
alcohol misuse is down 11% since the high point in 2013/14. The success rate of treatment
has also been falling: it is now five percentage points lower than it was in 2013/14.
Other areas of concern identified by analysis from QualityWatch were:18
••

The proportion of pregnant women who smoked at delivery fell 5% in the decade
to 2016/17 but has plateaued since.

••

After large improvements in the early 2000s, the proportion of HIV cases diagnosed
at a late stage of infection, when significant health damage may already have occurred
and the infection may have been transmitted to others, increased by 3% between
2015 and 2017.

••

Coverage for all childhood vaccines has declined since 2013/14, and all but one are
below the World Health Organization’s 95% coverage target.

Trends in risk factors for ill health
The decline in the prevalence of smoking in recent years has been a major success in the
fields of public health and prevention. However, levels of obesity remain stubbornly high.
This has implications for people’s overall wellbeing and long-term health and will have
significant implications for future health and health service use.19 Obesity remains one
of the country’s greatest public health challenges, with 29% of adults obese in 2017, up
from 18% in 1997. In children, 20% were obese at age 10–11 in 2017/18, an increase
of 1.7 percentage points compared with 10 years previously. More worrying still is that
growth in child obesity has been driven by increasing rates of obesity among the most
deprived 10% of children, as shown in Figure 6.
Figure 6: Prevalence of obesity (including severe obesity) in year 6 children in
England in most and least deprived deciles, index of multiple deprivation 2015
on County/Upper Authority level
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Loneliness is increasingly recognised as a risk factor for poor health. Although loneliness can
be experienced at any age, it is particularly common in older people. While the proportion
of people aged over 50 in England who say they are often lonely has remained similar over
the last 10 years, population ageing means that the numbers experiencing it are increasing.
If current trends continue, it is estimated that 2 million people aged over 50 will feel lonely
by 2026, up from 1.4 million in 2016.20 This has major implications for health service use.
Health Foundation analysis has found that people aged 65 and older who live alone are 50%
more likely to go to A&E than those who live with someone else. They are also at increased
risk of being admitted to hospital as an inpatient.21
Young people’s mental health is another area of concern, with the latest data22 showing
that 11.2% of 5- to 15-year olds report having at least one mental health disorder in 2017,
up from 9.7% in 1999. This rise has been driven by increased rates of emotional disorders,
particularly anxiety and depression. Emotional disorders are particularly common in
teenagers, with 14.9% of 11- to 16-year olds affected.
One of the most fundamental drivers of good health is having an adequate income. An area
of particular concern is the number of children experiencing poverty. Projections discussed
in Section 5 (Figure 10) indicate that child poverty could rise from 30% in 2017/18 to a record
high of 35% in 2023/24. Much of this is likely to be within working households. The child
poverty rate for working households averaged 20% between 1996/97 and 2013/14, but
is projected to increase to 29% by 2023/24. All of this suggests that, without policy action,
a growing number of children will experience health-damaging poverty.

2.3 Creating the conditions for good health across
the life course
Improving the length of time people live in good health has rightly been the focus of much
recent policy debate. In 2018, for example, the government set out a mission, as part of
the Ageing Society Grand Challenge in the Industrial Strategy to, ‘ensure that people can
enjoy at least five extra healthy, independent years of life by 2035, while narrowing the gap
between the experience of the richest and poorest’.
Recent trends show how big a challenge this will be. Healthy life expectancy at birth for
males in England increased by only 0.4 years between 2009–11 and 2015–17. If that rate of
improvement continued to 2035, healthy life expectancy would have risen by only a further
1.1 years, meaning it would take 75 years for the mission to be completed. For women,
healthy life expectancy has actually slightly fallen in the last six years.
In aiming to improve health, it is important to consider that health-state life expectancies,
which are effectively averages across the life course, tend to be discussed as though years
spent in poor health always occur at older ages. However, that is not necessarily the case.
Periods of poor health can occur at any age, including in the working age population,
particularly for those living in the most deprived areas.
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Figure 7 shows how the share of the population reporting good health deteriorates as
people age. It also highlights that improving health means taking action over the life course
through strategies that improve the living conditions experienced by all age groups. Only
50% of people living in the most deprived 10% of local areas in England report good health
by age 55–59, compared to the same proportion reporting poor health a whole 20 years
later at ages 75–79 for those from the 10% least deprived of local areas.
Figure 7: Population reporting good health by age for males in most and
least deprived areas in England
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Making improvements in health across the life course also raises difficult measurement
issues. There are currently several different measures for understanding how long people
stay healthy. Disability-free life expectancy (DFLE), which will be used to measure progress
towards the target contained in the Industrial Strategy,23 is based on a narrower definition
of people reporting whether they have a disability or limiting illness24 than the alternative,
healthy life expectancy (HLE), which is based on people reporting on the wider definition
of whether they are in good health.25
Both tell similar stories about years of health and inequalities, but HLE can capture
a broader picture of health. The DFLE metric could lead to policies becoming more focused
on the deterioration of health at older ages and extending workforce participation, rather
than looking at strategies to enable people to stay healthy across the life course.
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3. What is the social and economic
impact of poor health?
Key points
••

Poor health has significant social and economic consequences for society
and individuals.

••

Health is one of the strongest contributors to people’s wellbeing and poor health can
limit people’s participation in communities.

••

People with a long-term health condition have an economic activity rate of 68% –
a fifth lower than for those without a long-term health condition.

••

The Community Life Survey (2017/18) found that disabled people or those with
long-term limiting illness were less likely to have someone to socialise with or feel
they belong to their neighbourhood.26

••

Poor health results in high costs to a range of public services, estimated at £200bn
or 7% of GDP in 2016/17. These costs have risen considerably in recent years.

3.1 Impact of health on wellbeing
The health of its population is one of any nation’s greatest assets. Good health improves
people’s wellbeing, their productive capacity and their ability to participate in society. As such,
it is an important contributor to a successful economy and a thriving society.
However, a study by Newton et al estimated that around 40% of health care provision in the
UK is used to manage conditions that are potentially preventable.27 This is a lost opportunity
for individuals and society.
Repeated studies have found that people’s health status affects their subjective wellbeing.28
Indeed, comparisons across countries show that health status has one of the largest impacts
on a nation’s wellbeing.29 In the UK, people with ‘good’ self-rated health are more likely to
be satisfied with life, less likely to be anxious, and more likely to be happy and feel that life
is worthwhile.

3.2 Impact of health on communities and society
Good physical and mental health allows people to play an active role in society and their local
communities. For example, the Community Life Survey (2017/18) found that disabled
people or those with long-term limiting illness were less likely to have someone to socialise
with or feel they belong to their neighbourhood.26 The same survey found that 13% of
disabled people or those living with long-term illness often or always felt lonely, compared
to 3% of people living in good health.26 A number of studies have also highlighted the often
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profound effects of living with multiple health conditions, finding that people living with
multiple health conditions have poorer quality of life, difficulty with everyday activities
and often experience isolation as a result of reduced mobility.16,30,31
There is some evidence, too, that inequality can damage communities. For example, income
inequality, which is closely linked to health inequality, is linked to higher rates of crime and
lower social cohesion.32 It is important to recognise that these inequalities do not simply arise
from different levels of education or employment, other barriers (such as discrimination) can
limit people’s ability to access good employment and housing.

3.3 Economic impacts of poor health on workforce
supply and productivity
Poor health has significant economic consequences for both society and individuals.
For individuals, poor health can mean they are unable to participate in the labour market
altogether, or it can limit the amount or nature of the work they do.
Figure 8 highlights the scale of the gap in economic activity between those who report
a long-term health condition and those who do not, by age. In 2018, 31% of the working
age population (aged 16–64) report that they have a long-term health condition. People
with a long-term health condition have an economic activity rate of 68% – a fifth lower
than for those without such a condition. As might be expected, it is a gap that gets wider
with age, increasing from 5% for those aged 16–24 to 20% for those aged 55–64.
Figure 8: Employment rates for people with and without a long-term health
condition, by age group, UK, 2019
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Poor health can affect an individual’s productivity through missed days of work or
reduced performance. Analysis by the Health and Safety Executive shows that there were
26.8 million working days lost to work-related ill health in 2017/18.33 Although this was,
on average, just under one day lost per worker across the entire population, this was not
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evenly distributed; those who were absent for health-related reasons were, on average,
likely to miss 16.5 working days. Stress, anxiety and depression accounted for 15.4 million
lost working days, with those affected missing an average of 25.8 days of work. A large
proportion of the illnesses causing a loss of working days are likely to be avoidable.27
‘Presenteeism’ – turning up to work when unwell – can also reduce productivity at work
or lead to lower quality of work because people spend less time on tasks compared to those
who are well.34 The European Working Conditions Survey 201535 found that 59% of workers
in the UK reported working when sick at some point in 2015.
Poor health can also compound economic difficulties for the individual. For example, people
who have excellent health have been shown to earn 4–7% more than those with average
health after controlling for other characteristics,36 while people experiencing health shocks
(measured by large declines in an index of different health measures) have been found to
be more likely to enter retirement at younger ages.37
Differences in employment because of people’s health status have consequences for individual
incomes. For example, analysis from the Institute for Fiscal Studies has shown that those of
working age in poor health are 50% more likely than healthy individuals to experience income
poverty. Health status also has important implications at an aggregate level for the national tax
base and economic dependency ratios (the number of non-working people for each person
in paid employment). A population that is supported to remain fit, healthy and working
for longer can both increase tax revenues through a larger, more productive workforce
and can reduce the costs of supporting an ageing society.
Figure 9: Mortality rate by age and Townsend deprivation quintile, men
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Health inequalities are not simply an injustice for the individuals affected but are also a lost
opportunity for the national economy. Less productive local areas of the economy are
related to areas with poorer health.7 The causal links between low productivity and health
in local areas are complex and poorly understood at present. A previous Health Foundation
publication – The nation’s health as an asset7 – outlined a programme of research that is
currently underway at six research institutes across the UK to try to improve understanding
of these issues.38 However, a population’s health is an important determinant of potential
labour supply. As Figure 9 shows, by 65 years of age, 21% of men from the most deprived
fifth of areas in England and Wales will have died: more than twice as many as men from
the least deprived fifth (9%).

3.4 The cost of poor health to the public sector
Avoidable poor health carries a high financial cost for the state, manifesting across several
different areas of government spending, including the costs of treating illness in the NHS,
the costs of supporting people whose poor health means they need assistance from the
social care system, and the costs to the social security system through a range of benefits.
In analysis for the Chief Medical Officer’s annual report, the Institute for Fiscal Studies
estimates the total cost of all of these at around £200bn or 7% of GDP in 2016/17.39
Moreover, the costs across these different areas of spending have been rising both in absolute
terms and as a proportion of GDP. As recently as 2001, the cost was lower at about 5%
of GDP, or £80bn in 2016/17 prices.
While not all these costs can be avoided, poor levels of health in a population have major
economic and social impacts. Comparisons between areas with better and worse health
give some indication of the scale of that impact. For example, there is greater entitlement
to Employment Support Allowance (ESA), an ill health income-replacement benefit, in the
most deprived 10% of areas – with 7.7% of the working age population in England in 2018
in those areas in receipt, compared to 3.3% of those in the least deprived areas.40
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4. Government, communities
and business: the role of all sectors
in creating health
Key points
••

Giving people the best possible chance to lead a healthy life requires organised efforts
across all sectors, including central and local government, the health and social care
system, the voluntary sector, communities and the private sector.

••

Central government has a responsibility to set a tone that prioritises the population’s
health as a core measure of success and uses its levers of taxation, regulation, spending
and information provision to this end.

••

The power of place in influencing people’s health outcomes indicates that
a comprehensive and integrated place-based approach, underpinned by national
investment needs, is central to improving people’s wellbeing and health.

••

In addition to the services that local government directly delivers or funds, it has
an important role as a convener and leader in local areas.

••

An effective whole-government approach to health creation requires a commitment
to invest in policies that build and strengthen local communities and enable those
communities to fully participate in shaping their local areas and the services
they receive.

4.1 The role of central government
Creating healthy social, economic, commercial and environmental conditions for people’s
lives is a responsibility shared across all levels of government. Key determinants of health
include housing, education, transportation, work, the environment and the quality of
a person’s physical surroundings.
Taken together, it is clear that many parts of central government have a role to play across the
spectrum of activity to maintain and improve health. Many factors are also the responsibility
of more than one government department. For example, poverty has long been recognised
as cutting across several policy domains and is itself a common factor underlying many
of the conditions that result in avoidable illness.
Often policy success stems from a combination of policy levers and joint cross-government
action to achieve a shared aim (see Case Study 1 on smoking legislation for an example).
There are four main channels of government influence, which in the UK tend to be delivered
from the centre, and to a lesser, but increasing, degree through forms of local government:
1.

Taxation: Taxes are well known to affect the behaviour of companies and individuals
through their effect on the prices of the goods and services they are levied on. Some
taxes are designed specifically to reduce consumption (such as the high rate of tax
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imposed on tobacco products or, more recently, the soft drinks industry levy).
Evidence suggests that taxing unhealthy foods, tobacco and alcohol can be beneficial
to health and health equity.41
2.

Regulation: The control of particular goods, services or activities have proved
to be highly effective for tackling public health issues, especially on a national scale.
The 2007 smoking ban exemplifies the large health impact such legislation can have
(see Case Study 1) but this also includes road safety measures, work standards,
and gambling and alcohol licensing.42

3.

Spending: This can take two main forms, the first being direct transfers to
redistribute income, which from a health perspective can be important in alleviating
poverty and reducing inequality. Second, directly funded service provision or
investment in infrastructure can play a redistributive role, such as the provision
of universal education. The balance of spending between proactive, health-creating
services and reactive services is an important lever explored in detail in Section 4.

4.

Information: The provision of information can help people, businesses and other
institutions to make more informed choices about the types of activities they engage
in, or the goods they consume. However, it is important to understand the constrained
choices people can be faced with when seeking to influence their behaviours.

An effective strategy to maintain and improve people’s health will need to maximise the
use of all four of these levers in a concerted fashion. However, over and above the technical
levels of government, it is the tone it sets for the national discourse that is important.
This will require governments to frame their measures of success in terms of investing
in the long-term health outcomes of the population and reducing health inequalities,
and will also require them to put in place coherent policy frameworks that span central
and local government, communities, business and voluntary sectors. Potential approaches
are discussed further in Section 5. Other practical attempts to improve health and health
equity through cross-sector action are also explored in the Health Foundation’s case study
collection, Implementing health in all policies: lessons from around the world.43
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Case Study 1: Legislating to reduce smoking
For decades, smoking has been the leading cause of death and illness in the UK and the biggest
contributor to the gap in life expectancy between the richest and poorest parts of society
Since the 1960s, successive tobacco control measures have been introduced nationally
including taxation, advertising bans and consumer protection policies.44 As a result, over the
past four decades, the share of adults who smoke has fallen from 39% to 15%.45,46
Primary legislation is one of the most powerful levers government has for creating
health-promoting conditions. On 1 July 2007, smoking was banned inside public places
in England under the 2006 Health Act. The government’s aim was to protect people from
secondhand smoke and reduce smoking-related harm, and they had the public’s support
for a legislative approach.
The ban’s effects were immediately apparent. Within a year the number of people giving up
smoking increased47 and hospital admissions for heart attacks fell by 2.4%; 1,900 fewer adults
were admitted to hospital for asthma each year for three years following the ban.48
The legislation made an important impact on smoking in the UK. The evidence of its success has
also supported other countries considering smoke-free laws and has furthered understanding
of how smoking and other health risks can be tackled globally.

4.2 The role of place-based approaches led
by local government
While place may not be an absolute determinant of outcomes, it profoundly shapes
experience, expectation and opportunity, and has implications for long-term health
and wellbeing. The extent to which people have access to the spaces, services and social
networks they need to lead healthy lives varies considerably across the UK. The power of
place in influencing people’s health outcomes indicates that a comprehensive and integrated
place-based approach, underpinned by national investment – particularly for those areas
experiencing the greatest deprivation – needs to be adopted as a core component of any
strategy to improve people’s wellbeing and health.
Alongside the development of an enabling national context that regulates and invests to
lay the foundations for good health across the country, local authorities have a pivotal role
to play in creating health in their communities. They have responsibility to deliver many
of the local services that support good health and the devolution agenda means that there
is increasing opportunity for locally determined policy. For example, local authorities
can do the following:
••

Deliver early years services that bring long-term benefits for children through
creating healthy educational and social environments at crucial points in their
lives. By supporting a child’s early physical, social and cognitive development,
these services in turn influence their school-readiness, educational attainment,
economic participation and adult health.

••

Design transport systems that are accessible, affordable and support those least able
to travel. This also has the potential to transform a place and enable healthier lives,
opening up access to jobs, markets and goods, social interaction, education and
a range of other services.
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••

Provide public services such as libraries, which can create a wide range of
health-promoting conditions, such as encouraging reading and literacy, supporting
local businesses and providing spaces for people to meet and socialise. Research suggests
that people who use libraries frequently report better wellbeing and visit the GP less.49

••

Provide financial support for services such as Citizens Advice that help resolve
benefits, debt and housing problems, as well as offering information and advice
on health issues. Citizens Advice estimates that, for every £1 invested in the service
in 2018, it saved the government and public services £1.88 and generated over £11
in public value.50

••

Through their economic development role, create inclusive economies,
that work for everyone.51 Places can do this by using data to understand the ways
in which local economies influence health and health inequalities in their local
population (for example, by developing interventions that address health-related
barriers to employment, and by working to ensure that the jobs being created
locally are beneficial to health). As Case Study 2 illustrates, large organisations
can act as anchor institutions – using their procurement, employment and estates
to deliver added benefit to their local community and economy in line with the
Social Value Act 2012.

In addition to the services that it directly delivers or funds, local government has an important
role to play as a convener and leader in local areas. Local government can promote health
through working differently with local businesses and voluntary, community and social
enterprise organisations. For example, civic leaders can encourage businesses with a strong
record on workforce wellbeing and procure services from local organisations that benefit the
community. A key part of the role of local authorities, therefore, is creating the conditions
in which other sectors can flourish and make a positive contribution to health.
The current focus on rolling out social prescribing schemes that enable workers to connect
with local groups and support services – as advocated within The NHS Long Term Plan and
referenced within the Prevention is better than cure vision – should also be viewed within
this context. While social prescribing services may have an important preventative role
to play, such schemes will not be sufficient on their own to ensure action across the wider
determinants of health and must be underpinned by wider place-based approaches led by
local government. Indeed, many social prescribing services provided by the voluntary sector
are directly supported by local government, with cuts to local authority budgets likely to have
a harmful impact on their ability to support and empower local communities.
It is vital that national strategies should not impose top-down priorities on local areas where
they may be inappropriate. Similarly, at local level it is vital that strategies to improve health
should be co-created with local communities rather than being imposed by officials. Local
authorities have a critical role to play, therefore, in working alongside local communities
to plan and design effective local responses to improve their health and wellbeing and
to tackle inequalities.
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Case Study 2: Partnering for greater impact – the role of anchor
institutions in a place
Anchor institutions are large organisations such as local councils, hospitals and universities
whose long-term sustainability is tied to the wellbeing of the populations they serve. The role
of the NHS as an anchor institution is explored below (see Section 4.3 of this report and the
Health Foundation’s publication, Building healthier communities: the role of the NHS as an anchor
institution). Anchors get their name because they have ‘sticky capital’ (ie their strong connections
to the local population mean that they are unlikely to move) and have a significant influence
on the health and wellbeing of a local community through their sizeable assets.
Working as anchors, these organisations have the potential to influence their local economy,
improve the health of their local community and develop their local environment. They can do this
through their roles as large employers, purchasers and land owners, and by taking a leading role
in championing environmental sustainability. While individual organisations can make progress
through embedding anchor approaches in their own operations, it is the combined weight of
working in partnership with other anchors that offers the scale of opportunity for impact.
For example, in the Leeds City Region, the Joseph Rowntree Foundation (JRF) analysed the
scale of impact that anchor organisations have when working together. In the region, 70 large
anchors employ more than 200,000 people and have budgets in excess of £11bn. As part of
its analysis, JRF found that, if 10 anchor institutions (including the local council, universities
and hospitals) shifted 10% of their total spending to the local economy, this could drive
an additional £168–196m into the local community.
A key challenge to collaborative working across anchor institutions is bringing together complex
and multi-faceted organisations with different cultures, often working with different populations
and with different pressures and demands. A key to the success of the anchor collaboration in
the Leeds City Region case was the development of a shared framework that allows the different
anchor organisations to assess their baseline activity across a range of domains and measure
progress using shared metrics.52 JRF observed that, in the UK, local government has a critical
role to play in convening and enabling other anchors across a place.53

4.3 The role of communities
A whole-government approach is needed to create good health, but it would be a mistake
to think that government alone can create the conditions needed for healthy lives. The
approach needs to extend well beyond the public sector, with communities and families
being a fundamental part of the health environment. Not only are strong communities and
families a vital contributor to people’s wellbeing, it is also important for the public sector to
acknowledge that local communities are often best placed to know what is needed to shape
their local environment. An effective whole-government approach to health creation requires
a commitment to invest in policies that build and strengthen communities and enable local
communities to fully participate in shaping their local areas and the services they receive.
Relationships are a vital part of people’s lives and there is growing evidence of their
importance for health. Loneliness is known to be a strong predictor of poor health and living
alone is associated with increased health care use.54 By contrast, people with high levels of
social capital (ie strong networks of relationships) are likely to have better health.55 However,
there is evidence that individual social capital seems to be a significant contribution to health
only when people live in regions with sufficiently high community social capital.55 This
highlights the importance of building strong communities that have high levels of trust
and strong social connectedness.

26

Creating healthy lives

The role of government in building strong and healthy communities is two-fold. First,
investing in community infrastructure has been found to improve social relations and
wellbeing in a community.56 Community infrastructure – places designed for people to
meet – includes public places and spaces where people coincidentally meet such as squares,
parks, play areas, village halls and community centres. Other places that have a dual role
in allowing people to meet include libraries, schools and places of faith and spirituality.
Recognising the value of these to individual and community wellbeing and investing
in community infrastructure is an important part of a whole-government approach
to creating health.
Equally important, however, is the need to give local communities a meaningful role
in shaping the places where they live. Local government has an important part to play in
facilitating co-production of its services and its place-making by working in partnership
with communities,57 while central government needs to put in place an enabling policy
environment to support co-production and community participation in decision-making.

4.4 The role of the health and social care system
Last year in England there were 307 million GP practice appointments,58 93.5 million
outpatient appointments59 and 24.8 million A&E attendances.60 Many of these appointments
and interactions with the health service were for conditions that are largely preventable, and
which have a significant direct cost to the NHS. In addition, the NHS is the largest employer
in the UK (employing 1.6 million people)61 and has a significant economic influence across
most regions of the UK. All of these factors provide an opportunity for health care services
and organisations to do more to focus on prevention and contribute to improved health
for local communities.
Too often, the NHS is seen solely as a sickness services, and a prevention strategy should
recognise and support the wider impact the NHS can have on prevention and population
health. Not only does there need to be more coherent and systematic implementation of
cost-effective preventative interventions and services, but all care pathways and services
need to emphasise prevention. Nor can the NHS operate without greater awareness of how
people’s circumstances affect their ability to be full partners in their care. Services need
to understand and address this wider context. Examples of such interventions funded
by the Health Foundation include: a community-based clinic to reduce social isolation
and anxiety for people with severe chronic obstructive pulmonary disease; a physical
health intervention for young people with psychosis; and a youth violence intervention
programme based in hospitals.62
Beyond provision of services, local NHS providers and commissioners need to find
opportunities to participate in initiatives that shape the wider community within which
they operate and ensure they are advocates for health creation.
Prevention and population health are central to greater integration of health and care at
a place-based level and need to involve working in collaboration with partners across local
government and the wider public sector. There is more scope for the development and use
of linked data in local planning systems. The linking of electronic health records to data
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from local authorities, mental health providers in schools, and other providers of health
and care services (including voluntary sector) can improve understanding of inequalities in
access, care quality and outcomes across the full range of services that can impact on health.
This will enable better monitoring of people’s health and enhance understanding of the
relationship between health outcomes and wider determinants.
As the country’s largest employer, the NHS has a responsibility to act as a role model
to provide good physical and psychosocial working conditions, as well as to advocate for
improved health and wellbeing of its staff and communities. More locally, the NHS is often
the largest economic force in local communities (an anchor institution). The NHS can have
far reaching impact by intentionally leveraging its resources and activities to maximise social
value and contribute to wider economic and social wellbeing in a place in order to create
healthy local areas. The roles it can fulfil are as a:
••

Major employer: The NHS can act as an important ‘ladder into employment’,
particularly for underserved or disenfranchised populations.

••

Large purchaser: Procurement and commissioning practices can be used to build
community wealth and derive greater social benefit for local populations by shifting
more spending locally, and working with suppliers that help achieve broader social
and economic objectives.

••

Significant owner of capital estate and property: Using its buildings and lands
in a way that maximises population welfare.

••

Leader on environmental sustainability: Using its position to influence others
and adopting practices to improve environmental sustainability.

••

Partner across a place: Working collaboratively with others, the NHS can learn,
spread good practice and model civic responsibility to have a greater impact on
community development.

4.5 The role of the private sector
While the role of government is crucial, the step-change needed to improve the nation’s
health and reduce health inequalities cannot be achieved by the public sector acting alone.
The private sector has an important role to play in creating the conditions that allow people
to live healthy lives. Embedding health creation as a goal for all sectors will be necessary to
see the desired improvements in people’s wellbeing and health.
Businesses have the potential to play either a positive or a negative role in creating
a society that keeps people well and avoids preventable illness. Businesses can influence
health through their role in producing and marketing potentially health-harming products
(including tobacco, alcohol, food and drink) and their role as employers, as well as through
the impact they have on their local – and the wider – environment.
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The role of government regulation and taxation of commercial products is explored above
(see Section 3.3). There is also a wider potential role for government to reward or recognise
good practice in the private sector and to encourage or require further measurement of the
health impacts that businesses have. This would ideally take into account all of the impacts,
from those on consumers to those on employees and supply chains.
Beyond the role and impact of individual businesses, there is a role for government
(at both local and national levels) to design and incentivise inclusive economies that share
the benefits of economic growth with all sections of society.63 Over the long term, reducing
poverty and creating economic opportunities for all sectors of society may be a significant
strategy for addressing health inequalities.
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5. Storing up problems for the
future: the price of short-term
approaches to government spending
Key points
••

Many areas of spending across central and local government influence people’s health –
not just spending on the NHS and social care. These wider areas of government spending
have had their budgets placed under considerable pressure in recent years.

••

Not only has spending on health-creating areas of government fallen, but there has
been a significant shift away from proactive, health-creating areas of spend towards
reactive, crisis management services. This can be seen in areas such as children’s
services and housing, as well as in the health sector where less is being spent on
public health and more on treatment.

••

A real terms increase in the public health grant in 2020/21 will end five years of real term
cuts that had reduced the grant by a fifth, but will fall significantly short of the £1bn
required to reverse them. By failing to match the rate of increase in budget for NHS
front-line services the grant will still represent a shrinking share of overall health spend.

••

Spending on social security has fallen since 2012/13, partly due to falls in unemployment,
but also because of a series of cuts to working age support. Changes introduced in
the Summer Budget 2015 are set to mean further reductions across the rest of this
decade and are likely to lead to rates of child poverty not seen for two decades, with
the accompanying risks to health outcomes.64

••

In a context of fiscal austerity and rising demand, the capacity for local authorities
to focus on the strategies that support better health and wellbeing has been eroded.
There have been substantial reductions in central funding to local authorities
since 2009/10 and cuts have fallen disproportionately on activities that maintain
health and wellbeing.

••

Current spending plans are intended to end the era of austerity with real term increases
for all day-to-day spend of all departments announced in the 2019 Spending Round
and overall departmental spending set to rise on a per capita basis. Comprehensive
spending plans beyond 2020/21 are yet to be set out. Previous commitments for large
increases in NHS funding into the next decade are likely to place pressure on funding
for other departments, which would continue the broad prioritisation pattern of the last
decade and the ensuing risks to the nation’s health.

5.1 How trends in central government expenditure are
storing up problems for the future
Since 2010, reducing the extent to which annual government revenues are exceeded by
spending, and reducing the existing stock of debt, have been a core focus for government.
This has largely been achieved by reducing spending, as opposed to increasing tax revenues,
with net debt falling as a share of GDP since 2017/18.65
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With some areas of spending protected, there have necessarily been larger than average
reductions in spending across other areas of government (see Figure 11). Current spending
plans suggest that this trend is set to continue, with many of these areas playing a crucial
role in creating and maintaining the conditions that lead to good health – such as education
or local government services. Under-investment in such policy areas that create the
conditions for a healthy life risks significant problems being stored up for the future.
Social security
Social security is an example of government spending that helps protect people’s health.
Around 28% of government spending is on social security, and the majority of that support
(excluding most State Pension provision) is targeted at the most vulnerable in society – people
who are out of work, disabled people, people with long-term illnesses and people with low
income. This provision of supplementary income helps to protect the living standards of
the most vulnerable and, in doing so, their health.
Targeted support through the Tax Credit system and Pension Credit has had some success at
reducing poverty among children and pensioners since their introduction in the late-1990s.
However, while pensioner benefits have been protected since 2010, working age support
has been subject to a series of cuts that are set to continue until the end of the decade,
as shown in Figure 10.
Figure 10: The changing generosity of working age welfare and percentage
of children in poverty, index (100=2013/14), constant price terms (GDP deflator)
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Social security spending is measured on a per person basis across the non-pensioner
population; that is, taking into account all those of working age, not just those receiving
benefits. This makes the measurement sensitive to the number of people receiving
benefits. On that basis, social security spending increased in 2009/10 due to a rise
in unemployment and falls in earned income that led to higher overall spending on
unemployment benefit and tax credits. The reduction in spending since 2012/13 – to
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below pre-financial crisis levels – partly reflects further falls in unemployment but also
reflects a series of cuts to working age support. The largest of these were introduced in
the Summer Budget 2015 and will mean further reductions in generosity across the rest
of this decade. Resolution Foundation analysis anticipates that these cuts are likely to
lead to nearly 35% of children living in poverty, a level not seen for two decades, with the
accompanying risks to health outcomes.64 In comparison, pensioner poverty is expected
to remain broadly flat over the period after experiencing significant reductions since the
turn of the century.66

5.2 Likely implications of future government
spending plans
The spending plans set out in the 2019 Spending Round are intended to end the era of
austerity with real term increases for all day-to-day spend of all departments announced
in the 2019 Spending Round and overall departmental spending set to rise on a per
capita basis. However, spending plans beyond 2020/21 are yet to be set out and large
commitments to increase NHS funding are likely to mean that budgets for other
departments will come under pressure, continuing the broad pattern of the last decade
where NHS spend has represented a growing share of government spend (see Figure 11).
Figure 11: The differing impact of austerity across government departments,
2009/10 to 2020/21, real change in departmental resource budgets (resource
Departmental Expenditure Limit per person, GDP deflator)
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Source: Resolution Foundation, Rounding up: putting the 2019 Spending Round into context.
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Even with the increased spend for 2020/21 set out at the 2019 Spending Round,
compared to 2009/10, there have been substantial reductions to most government
department budgets; the exceptions being international development (which accounts for
a relatively small share of spending), the home office (following the 2019 Spending Round)
and health and social care. By 2020/21 per person spending on health and social care is
expected to be 14% higher than in 2009/10, while departments from education to local
government will experience reductions of 11–77%.
There are already signs emerging that the drift away from expenditure that maintains
wellbeing and health is leading to the emergence of considerable public health challenges –
both in the short and long term. Ultimately, this approach creates a false economy.
Underfunding preventative services and inadequate action across the wider determinants
of health will only further increase pressure on the NHS and other crisis services. Such
short-termism cannot continue as the demographic shifts towards an ageing society, which
will bring its own pressures on government finances through both increased demand for
services and pensions for the older population, and a relatively smaller working age population
to provide the revenues to fund that support.
However, governments face a conundrum. The upfront investment required to maintain
people’s health over the long term, while providing enough support to the current population
with acute need – both older and younger – will require higher levels of spending. The next
big debate will need to be about where those revenues come from. Investments in strategies
that maintain and improve the nation’s health should not be considered solely as a ‘cost’.
An effective strategy that places people’s health as a primary asset could in itself help improve
the long-term fiscal picture, with a healthier population reducing future costs of poor
health and increasing the productivity and activity rates of the population to fund those
necessary services.
In a context of fiscal austerity and rising demand, the capacity for local authorities to focus
on the strategies that support better health and wellbeing has been eroded. There have been
substantial reductions in central funding to local authorities since 2009/10. The often
statutory nature of services that are required to meet immediate needs and the discretionary
nature of preventative spending has meant that, to stay within budgets, cuts have
disproportionately targeted activities that maintain and protect health.67
This is most starkly illustrated through the changing patterns in spending on children’s
services and housing. While cases are few relative to the total population, being homeless
or in the care system is associated with considerable health challenges. Cases of severe need
increased at the same time as spending has shifted from prevention to meeting these needs
(Figure 12). This creates the risk of a cycle, whereby prevention spending is cut to meet
crisis need, thus fuelling greater future need.
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Figure 12: Indexed changes in measures of severe need for housing and children’s
services, England, 2010–2018
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Source: Ministry of Housing, Communities and Local Government (MHCLG), Live Tables on Homelessness; Department
for Education, Looked-after Children.

Children’s services
Children’s services encompass a range of activities from proactive early intervention,
such as spending on youth centres, family support and children’s centres, to reactive,
late intervention, which includes youth justice, and support for ‘looked-after’ children.
‘Looked-after’ children experience poor outcomes across a range of measures, including
educational attainment as well as physical and mental health.68
Figure 13 shows that spending by local authorities in England on children’s services
between 2013/14 and 2018/19 has fallen by 2.9% in real terms. At the same time,
the focus of that spending has changed considerably. By 2018/19, the share of spending
on reactive services (children in need or ‘looked-after’) had reached 73%, up from 64%
in 2013/14. There has been an increase in both the total amount spent and the share of
what is an overall smaller budget for children’s services in the period. The share spent
on preventative services has fallen from almost a third (32%) to less than a quarter (24%).
This increase in spending on more acute need appears to be a result of the growth in the
number of children in the care system. With a statutory obligation to provide care, spending
has increased: there were 75,000 children ‘looked-after’ in the year ending March 2018,
up by 2,800 on the previous year and an increase of 7,350 (11%) on five years earlier.69
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Figure 13: The changing pattern of spend on local children’s services, England,
2013/14 to 2018/19, constant 2019/20 price terms (GDP deflator)
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The drift of spending away from prevention has important health implications. For example,
a recently published evaluation of the Sure Start children’s centres programme70 found that it
significantly reduced hospitalisations among children by the time they finish primary school.
Importantly, the benefits of the programme were found to be greatest for children living in
the most disadvantaged areas. The two-thirds reduction in funding for the programme
(from £1.8bn in 2009/10 to £600m in 2017/18) is likely to have had a detrimental
impact on children’s health and health inequalities.
Local housing provision
Rough sleeping is associated with tri-morbidity (physical and mental ill-health combined
with substance misuse) and an average age of death 30 years shorter than the general
population.71 The health care costs associated with homelessness are much higher per
person, for example.72
As well as being harmful to the health of those experiencing severe need, the risk is that cuts
to preventative services will lead to further growth in reactive need and, ultimately, higher
spending. For example, a study looking at the rise of homelessness in local authority areas
found that reductions in local authority housing spending (including prevention spending)
led to higher rates of homelessness.73 It also found a similar effect across a broader range of
programmes not specifically designed to prevent homelessness, such as adult social care
and other areas of social security.
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Figure 14 shows that spending on homelessness activities has increased by a quarter since
2009/10, rising from £1.1bn to £1.4bn by 2017/18 (in 2019/20 real terms). Within that,
however, the greatest increase has been in provision of temporary accommodation – a rise
of £0.4bn since 2011/12 – rather than prevention to avoid homelessness in the first place.
Figure 14: The changing pattern of local authority spend on housing,
2009/10 to 2017/18, constant 2019/20 price terms (GDP deflator)
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5.3 Health spending increasingly skewed away
from prevention
Within the Department of Health and Social Care’s expenditure there has been greater
protection of spending on more severe needs via the NHS, while support to local authority
public health services that help prevent ill health in the first place has been reduced
(see Figure 15). Between 2015/16 and 2019/20, spending on NHS England is expected
to have grown by 8% on a real term per head basis, relative to a 23% cut in the public health
grant since allocations were first set out for 2015/16. This is despite recent analysis that
found 75% of public health interventions reviewed by NICE were either cost-effective or
cost-saving over time.74
The public health grant supports prevention services and enables directors of public health
to influence the determinants of health at a local level by working across other departments
in local authorities.
The public health grant, currently £3.1bn a year, was first introduced in 2013/14. At this
point, responsibility for preventative services – such as sexual health clinics, stop-smoking
support, and drug and alcohol abuse services – moved from the NHS to local government.
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Responsibility for services for children aged 0–5 years was also moved to local government in
the middle of 2015/16, with the annual equivalent of an additional £0.9bn a year of funding.
But the total value of the public health grant has declined (in real terms) since 2015/16.
Figure 15: Growth in elements of health spend per person, 2015/16 to 2019/20,
index (100=2015/16), constant price terms (GDP deflator), England population
(all ages)
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The public health grant allocation for 2019/20 was £850m lower (23% lower in real
terms per person) than when the grant was implemented in 2015/16. The 2019 Spending
Round announced a real term increase in the grant for 2020/21, but this is likely to fall
significantly short of the additional £1bn required to reverse real term per capita cuts since
2015/16. Nor is the increase in the public health grant likely to keep pace with growth
in frontline NHS services.75 The result is that, since 2015/16 the public health grant
represents a decreasing share of total health spend.76
Making the case for public health interventions against health care treatments (in the
context of the share of health spending dedicated to acute or preventative measures) can
be difficult, given that the former tend to be assessed on an overall return on investment
(ROI) basis and the latter in relation to the cost per quality-adjusted life-year (QALY).
Research into the ROI from local-level public health measures suggests a typical return
of 14:177 – that is, society benefits by an average of 14 times the initial investment into
each intervention. There can be a wide range of returns, depending on intervention type
and the geographical level (national or more local) at which it takes effect. For example,
regulatory measures such as smoking bans (typical ROI of 46.5), health protection such as
immunisation schemes (typical ROI of 34.2) and social interventions such as working with
young offenders (typical ROI of 5.6). However, this research indicates that there is a clear
case for greater ‘upstream’ public health investment.
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6. In it for the long term: embedding
health as a shared value across the
whole of government and beyond
Key points
••

A range of measures and structures are needed to ensure that health and addressing
health inequalities are embedded as shared values across the whole of government,
with action taken across the wider determinants and a renewed focus on preventative
activity that stops people from becoming ill in the first place.

••

There needs to be a fundamental shift in the way governments measure success.
This needs to go beyond narrow measures of GDP and encompass wider outcomes
including health and wellbeing.

••

The cycle of short-term decision-making that currently prevails is undermining efforts
to improve people’s health over the long term. There needs to be stronger legislative
frameworks and cross-government bodies in order to encourage and facilitate
long-term decision-making.

••

Investment across government needs to be rebalanced towards health-creating areas
of spending such as children’s services, housing and social security.

••

While the role of government is pivotal in creating the conditions for long-term
investment in strategies to maintain and improve people’s health, reductions in health
inequalities will not be possible unless there is genuine and effective involvement of
communities and place-based approaches.

6.1 Change the way success is measured
Good health is a country’s greatest asset but is not considered a primary measure of
successful government. There needs to be new ways of measuring policy success, moving
beyond traditional economic indicators such as GDP and encompassing wider metrics of
population wellbeing and health equity. This would enable policies to be evaluated in terms
of their contribution to health and wellbeing as well as their economic impacts, and would
incentivise all areas of government to put health and wellbeing at the heart of policy.
A leading example of this approach comes from New Zealand which, in 2019, became the
first country to commit to setting budgets on the basis of wellbeing rather than economic
growth (see Case Study 3). The prevention green paper6 recently released by the government
committed to developing and launching a new ‘Composite Health Index’, a policy that
was originally recommended by the former Chief Medical Officer for England in her 2018
Annual Report.78 This could be a useful tool for embedding health as a shared value, but
will only have the necessary impact if it is based on meaningful measurement of people’s
wellbeing and health. If it is used in policy evaluation right across government, it could
help to embed an approach that views health as one of the nation’s primary assets. Further
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research has also found that public health expenditure is three to four times as productive
at the margin than health care expenditure, adding to the case for greater investment in
public health.79

Case Study 3: Using non-GDP measures to embed health in all policies
New Zealand’s Wellbeing Budget
In 2019, the New Zealand government published its first Wellbeing Budget, in which priorities
are explicitly structured around intergenerational wellbeing. This is part of a strategy to put
current and future generations’ wellbeing at the heart of government decision-making.
‘We’re starting from a position where the received wisdom – that creating economic
wealth makes everyone better off by creating bigger and better businesses, higher
employment, more savings and spending, an increased tax take and a greater ability for
government to support those who are vulnerable or in poverty, ill health or deprivation –
is no longer seen as a guaranteed ticket to a better place.’
David Lovatt, 2018
The budget has five priority areas: taking mental health seriously; improving child wellbeing;
supporting Maori and Pasifika aspirations; building a productive nation; and transforming the
economy. These priorities were selected using expert advice and data from New Zealand’s
Living Standards Framework (LSF) Dashboard. The LSF Dashboard comprises a range
of indicators and analysis for assessing the wellbeing impacts of policies and proposals
across generations.
For the first time, government ministers were required to show how their bids would achieve
the wellbeing priorities, which resulted in many innovative, cross-departmental programmes
being developed. Budget allocations were based on a wellbeing analysis, taking into account
the impact that initiatives would have on economic, social, environmental and cultural
outcomes for current and future generations.80
This is thought to be the first attempt by any country to integrate wellbeing formally into its
national budget-setting processes. This has the potential to fundamentally change the way
government decisions are made, opening the door for health and wellbeing to be considered
a key measure of national success and a contributor to other forms of development.

6.2 Embed long-term health considerations in legislation
and policy for the whole of government
A long-term, cross-government approach is critical to improving health and reducing
health inequalities nationally. However, short-term political cycles act against this. As
outlined in the Health Foundation’s report, Shaping Health Futures, governments in the
UK have often found it difficult to plan and prepare for the future – for health and social
care as well as on infrastructure, tax and other policy areas.81 Legislative frameworks
are increasingly being used in other parts of the UK to help public bodies break out of
short-term decision-making cycles and take a long-term approach to improving health and
wellbeing. For example, in 2015 the Welsh government enacted the Well-being of Future
Generations (Wales) Act, which placed a duty on public bodies to work towards improving
the health and wellbeing of both current and future generations. Case Study 4 illustrates
how public bodies in Wales are working differently since the introduction of the Act,
and what can be learned from their experiences.
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A legislative framework of this kind would need to consider health and wellbeing in the
widest sense, including the social, environmental, commercial and economic conditions
people live in. It could be designed to ensure that government investments are evaluated
in a way that recognises the long-term value of health and wellbeing to society as a whole.
While more could be done to ensure that existing legislation – such as the Public Services
(Social Value) Act 2012 – is used to its full effect, more wide-ranging legislation could
be a powerful tool to drive change.

Case Study 4: Long-term planning for future generations
The Well-being of Future Generations (Wales) Act 2015
In 2015, Wales passed the Well-being of Future Generations (Wales) Act, enshrining in legislation
a vision to create a Wales that people want to live in now and in the future through improving
its social, economic, environmental and cultural wellbeing.
While a legal duty to promote sustainable development had existed since devolution in
1999, the Act strengthened the responsibilities of Welsh government and public bodies to
work together to make it a reality. The Welsh people provided a strong mandate for change,
demonstrating in ‘The Wales We Want’ national conversation their support for improving
wellbeing and planning for the future.
Working jointly and differently
Public Services Boards were set up in each local authority area to deliver the Act’s wellbeing
goals. The Boards have fostered cross-sector collaboration and developed plans for how they
will work together to achieve the goals in their local areas. For example, the Carmarthenshire
Board is reforming local procurement systems to drive the procurement of locally grown food.
By supporting local producers, supply chains and businesses, this work will contribute to wellbeing
in a range of ways, including promoting a low-carbon economy and creating local growth.
Organisations have embraced the principles in the Act and have led by example. Public Health
Wales demonstrated its commitment when it moved to new, sustainable offices equipped with
recycled furniture, employing a local social enterprise to fit recycled carpets and working with
accessibility experts to ensure that the building is fully accessible. This highlighted how every
person and organisation across Wales can play a role in sustainability.
National leadership
The Future Generations Commissioner has raised the profile of the Act and promoted action
across Wales. Through maintaining a focus on the wellbeing of current and future generations,
the Commissioner has shifted the debate on issues such as air pollution, housing and adverse
childhood experiences. For example, the Commissioner is influencing the Welsh government
Housing Innovation Grant to ensure that the Act’s wellbeing goals are embedded in
its programmes.
With the third sector and Welsh government, the Commissioner is also agreeing a definition
of ‘prevention’ to be used in budget setting.
Developing future generations
The Act has provided a stimulus for equipping young people in Wales with the skills they will
need for the future. For example, the award-winning Rethinking Business for a Changing World
initiative at University of Wales Trinity Saint David is offering students the knowledge and skills to
lead sustainable, ethical and responsible businesses aligned with the Act’s wellbeing goals.
Unlike policy approaches that had gone before, the Act has been a powerful way of embedding
long-term prioritisation of economic, social, environmental and cultural wellbeing across the
public sector and beyond.

Legislation on its own, however, is unlikely to be sufficient unless structures are put in place
to support its implementation. For example, it would be helpful to establish a high-level
cross-government working group or committee, ideally with Cabinet-level accountability,
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with responsibility for overseeing the implementation of a whole-government approach
to keeping people healthy and reducing health inequalities.
Similarly, embedding long-term decision-making at the heart of government could be aided
by an independent public body, which is able to scrutinise government policy and provide
independent, expert analysis. Examples of such bodies include the Future Generations
Commissioner in Wales, the Children’s Commissioner for England and the Office for Budget
Responsibility for the UK. Case Study 5 gives further analysis of what can be learned for
existing bodies of this kind. Establishing a commissioner to provide independent analysis of
trends in the nation’s health and advise on the actions required to address health inequalities
could be an important way of embedding health creation across the whole of government.

Case Study 5: Providing expert analysis and advocacy through
an independent public body or commissioner
A number of independent and semi-independent public bodies and commissioner roles
have been established within the UK to support a longer term approach to analysis and policy
decision-making that is unconstrained by more immediate short-term needs and opportunities.
Examples include the creation of the Children’s Commissioner for England role in 2004, the
establishment of an Office for Budget Responsibility in 2011, the Low Pay Commission set
up in 1997, and the Social Mobility Commission established in 2010.
Example: Children’s Commissioner for England82
The Children’s Commissioner for England has a statutory remit that includes understanding
what children and young people think about the things that affect them, and encouraging
decision-makers to take these views and interests into account when making decisions about
children and young people. The Commissioner also has data-gathering powers and powers of
entry to talk with children and gain evidence, with the aim of supporting ‘long-term change and
improvements for children’, particularly those who are most vulnerable. The role is supported by
an advisory group, an audit and risk committee and children’s groups, stakeholders and specialists.
Crucially, the Commissioner is treated as the ‘eyes and ears’ of children in the system and the
country as a whole, and is expected to carry out their duties ‘without fear or favour’ of government,
children’s agencies or the voluntary and private sectors. The Commissioner submits evidence to
relevant inquiries and produces regular reports with key recommendations for government.
Form, function and status of independent or semi-independent public bodies83,84
An audit of 16 different public bodies was undertaken in 2017 by Emma Norris of the Institute
for Government to advise the House of Lords Select Committee on the Long-Term Sustainability
of the NHS about implications for a new health and social care body.
Most independent or semi-independent bodies explored within the audit were found to perform
an analytical and/or advisory function, either adding new expert insight or bringing together
stakeholders and data to establish consensus positions on controversial issues. Some bodies,
such as the Social Mobility Commission, also play a more active advocacy role around a particular
cause, with a mandate to promote that particular cause among a range of different organisations.
The importance of a clearly articulated and widely understood scope and purpose to be agreed for
public bodies was identified by the audit, with a need for the remit of any new body to be carefully
considered – including with regards to the functions it would perform and the permanence of
the body or commissioner role. Effective leadership is also vital, with a need for the requisite
expertise and credibility to establish the body, build strong stakeholder relationships and
ensure independence. Such bodies should also have a sufficiently well-resourced analytical
capability in order to inform decision-making, and attention should be paid to reporting
arrangements with respect to the frequency, initiation, time horizon and purpose of reports.
Certain forms of organisation and the status of the independent body can also guard against
political interference. While it does not entirely remove the risk of political interference, giving
independent bodies statutory powers means that ministers must pass primary legislation to
abolish or substantially change a body.
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6.3 Invest in people’s health as one of the nation’s
primary assets
Government should explicitly acknowledge good health as one of the country’s greatest
assets and prioritise long-term investment in health across the whole of the public sector.
Investment across government needs to be rebalanced towards health-creating areas of
spending such as children’s services, housing and social security. In order to counteract past
and (planned) future trends away from spending that keeps people healthy (outlined in
Section 5), mechanisms are needed to review the balance of health-promoting versus reactive
spending across and within different areas of government. One specific area of investment
that should be addressed is the public health grant (see Section 5.3).
However, changing the circumstances in which people live is not simply a question
of government spending. Other levers, such as social protection through regulation and
taxation, can be used to promote a general shift towards creating health, with particular
attention given to those strategies that most effectively support communities experiencing
the greatest deprivation. Specific areas of focus could include:
••

action to improve the quality of housing by enforcing health-informed minimum
housing standards and addressing the quality of homes built outside of the usual
planning system through ‘permitted development’

••

extending ‘polluter pays’ regulation and taxation of health-harming commercial
products. This could include extending the Soft Drinks Industry Levy to other
products with negative impacts on people’s health

••

supporting early years development including through measures to address child
poverty and re-invest in local early years services, which have seen major funding
cuts in recent years

••

proposing amendments to the UK Corporate Governance Code to require
businesses to report on their impact on the health and wellbeing of employees,
customers and communities.

6.4 Enable the NHS to take a stronger role in prevention
A whole-government approach to creating health also needs to include the NHS. The role
of the NHS is explored in detail in Section 4.4, but key principles for ensuring that health
creation (as opposed to health care) is embedded in the way the NHS works include:
••

ensuring that prevention and population health are at the centre of moves towards
greater integration of health and social care

••

encouraging or requiring NHS organisations to work in collaboration with local
government and the wider public sector to support a place-based approach
to prevention
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••

supporting the development and use of linked data that could be integrated into
local planning systems, to enable better monitoring of people’s health and enhanced
understanding of the relationship between health outcomes and wider determinants

••

systematically implementing preventative interventions that are known to be
cost-effective but are not currently used consistently across the NHS (for example,
smoking cessation services)

••

promoting the role of the NHS as an anchor in communities. NHS organisations
should act as a role model and advocate for the improved health and wellbeing of
their staff and communities, working alongside other anchor institutions including
local authorities, universities and housing associations.

6.5 Enable coordinated, place-based approaches to
improving health and reducing health inequalities
While there is a great deal that can be done by central government, locally-led approaches
are also vital. Central government has a role to play in creating the conditions that can allow
genuinely locally-led approaches to improving health and reducing health inequalities.
The devolution of power and budgets to the Greater Manchester region is a leading example
of this approach (see Case Study 6).
Central government needs to create the conditions for locally-led, place-based approaches to
improving wellbeing and health by giving local governments the responsibility, powers and
funding needed to create healthy living conditions. As outlined in Section 4.3, it is vital that
communities are empowered to be part of the decision-making process and that the value of
community infrastructure is recognised and given appropriate investment. This may require
significant changes in the relationship between local government and residents.
The Wigan Deal is an example of an approach that has successfully engaged local people in
working with the local authority85 through taking an asset-based approach to community
engagement. The Deal is credited with boosting rates of volunteering and recycling in the
borough as well as helping to ease the pressure of adult social care services. Although the
council faced severe budget cuts, as part of the deal £10m was invested in the community
sector to empower hundreds of community groups.
This report shows that the government’s recent short-term spending decisions over the
past 8 years are already widening inequalities in health outcomes and storing up problems
for the future. This position is not sustainable. It will take bold political decisions at
national government level and commitment over the long term to create the conditions for
good health. This is the time to set the direction for a healthier, more prosperous future.
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Case Study 6: Joining up public services
The Greater Manchester Model: Unified Public Services in Greater Manchester
Greater Manchester is reforming its public services to prioritise wellbeing, prevention and
early intervention. In 2019, the Greater Manchester Combined Authority set out plans to
embed prevention in practice through the Greater Manchester Model, which joins up public
services in neighbourhoods, streamlines commissioning and information sharing, and looks
at resources and leadership across Greater Manchester.
We spoke to people working in Greater Manchester to find out what’s happening on the
ground and what they’ve learned along the way.
Joint working
Each neighbourhood will have an Integrated Neighbourhood Function made up of front-line
practitioners from a wide range of local services. These teams will develop new ways of
supporting residents in more holistic and proactive ways. For example, in Wigan, police officers,
housing staff, health and social workers, JobCentre staff and local community groups work
closely together, sharing resources and information to support residents and communities. This
involves working across and beyond traditional boundaries and coordinating services and key
working to ensure that people can access the right support at the right time.
Cross-sector partnerships are also being established over larger geographical footprints.
For example, in partnership with the Department for Work and Pensions, Greater Manchester’s
Work and Health Programme supports people to find and stay in work. Through their GPs,
people who are unemployed and have a health condition or disability can access a specialised
package of support to find work, including talking therapies for people with mental health needs
and an employment skills service to equip people with valuable skills for securing work
and progressing.51
Flexible funding
To overcome siloed budgets hampering cross-sector working, Greater Manchester is working to
create a more flexible approach to funding to enable greater integration of services. For example,
localities are moving towards single commissioning functions. Since 2016/17, Tameside and
Glossop has pooled their local authority, clinical commissioning group and NHS Foundation Trust
budgets in an Integrated Commissioning Fund.84 This enables the locality to use their resources
more strategically and efficiently for working towards a shared goal of improving residents’
health and wellbeing.
Greater Manchester has pooled various budgets in a Reform Investment Fund, which is
designed to be used flexibly to foster local innovation. Neighbourhoods can use funding
to invest resources in activities that will help them reform services to address local needs.
This may include service development, workforce training, funding new roles or creating
information-sharing systems.
Information sharing
To support system-wide working, the Greater Manchester Information Board is developing
governance and processes for sharing information. For example, as part of NHS England and
the Local Government Association’s Health and Care Record Exemplars programme,85 Greater
Manchester is piloting technologies that combine people’s multiple care records into a single
one. This information can be accessed securely by a range of professionals, giving them
a richer understanding of the person’s needs and ability to provide a more joined-up service.
The pilot will initially link health and social care information, but the ambition is to expand
this to a wider range of services, such as housing, employment and policing.
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