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Is this for me? 
– Yes, if you wish to find up to date high-level information on the state 

and drivers of England’s health 

 
What will I find in it? 
– A commentary on the basics of how healthy we are in England, the 

main drivers, how this varies and is expressed in inequalities, and 
relevant comparisons with other countries 

– You won’t find detailed statistics and information on every public 
health issue, or our views on public health reform and policy 

 
How up to date is it? 
– Data varies, especially for international comparisons and where 

information is from published academic studies, but we have tried to 
be as current as we can and linked to main sources 

– We aim to refresh this slidepack periodically, please visit again 

 

This slidepack sets out some basic facts on the 
state of the English population’s health 



Links to resources 
– There are many resources on how the population’s health is doing in 

England. We link to some of the main ones at the end of this slidepack 

 
Glossary and definitions 
– Inevitably we use specialist terminology in this pack. We include a 

guide to the main terms in an annex 

 
 

 

Resources and glossary 



 
How healthy are we?  
 
 
 
 
 



One key measure of health, life expectancy, continues to grow for 
all local authority areas, including the most disadvantaged areas 

 

Life expectancy is improving 

Male life expectancy: England and Spearhead authorities 1995-97 to 2008-10 

Source: Derived from http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_130738.pdf 

Life expectancy for 
men in the most 
disadvantaged areas 
grew by 3.8 years 
between 1995-97 and 
2008-10 



... although there are large inequalities in life 
expectancy, the gap is hard to shift 

Life expectancy – and other health measures – are generally 
worse in more deprived communities 

 
 

 

Quintiles of deprivation (2007) and life expectancy in male adults (2007-09) in lower tier authorities 

Source: Derived from www.healthprofiles.info mapping tool.  

Areas with high 
derivation (on the left 
in darker colours) are 
also the areas with 
lower life expectancy 
(on the right in lighter 
colours) 



... this is true for measures of morbidity and 
quality of life too 

Measures of morbidity or quality of life are similarly socially 
patterned 

 

Source: Olatunde, O. et al  (2010) Life expectancy and disability-free life expectancy estimates for Middle Super Output Areas; England 1999-
2003. Health Statistics Quarterly 47 pp.33-65. 

Areas with high 
derivation (on the left 
in darker colours) are 
also the areas with 
lower disability free life 
expectancy (on the 
right in darker colours) 



... and the health of some groups remains 
shocking 

Recent work for the Department of Health and Cabinet Office has 
shown the health of some specific groups is dreadful 

 
 

 

Source: http://www.marmotreview.org/AssetLibrary/resources/new%20external%20reports/cabinet%20office%20-%20inclusion%20health%20report.pdf 

Rough sleepers are 
35x more likely to 
commit suicide 



England performance differs for men and 
women internationally in terms of inequalities 
in length of life 

The Gini coefficient is a measure of inequality, 0 being perfect 
equality and 1 perfect inequality, the graph shows gini’s for age at 
death by country. 

 
 

 

Source: Department of Health evidence pack for Healthy Lives, Healthy People available at, 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_122088   

Age at death varies 
less in England for 
males than in many 
other countries but 
more so for women 



...but inequalities in self assessed health 
status are worse than in many other countries 

Source: Machenbach, J.P. et al (2007) Economic implications of socio-economic inequalities in health in the European Union.  Available at, 
http://ec.europa.eu/health/archive/ph_determinants/socio_economics/documents/socioeco_inequalities_en.pdf  

A review for the EU placed England towards the top of the range in the 
impact of educational, occupational and income inequalities on self-
assessed health 

Educational inequalities in self-assessed health amongst women in 19 countries* 

* The y axis is the relative index of inequality .  The higher the bar the larger the inequalities between the lower and more highly educated. 

 
The most educated 
women in England 
report more than 50% 
higher self-assessed 
health than the least 
 

 



 
What are the main drivers of our 
health?  
 
 
 

 
 



Lifestyle behaviours, wider determinants of 
health, and our exposure to threats all matter 

 

 
 

 

Beyond our genetics our health is determined by: 
 

Exposures to health threats in our food, water and air and 
communicable disease 
The specific health lifestyles and behaviours we adopt, are 
stuck with or manage to change 
Our access to, and benefit from, health care 
Our position in society and the wealth and position of our 
parents, who and where we live, whether we work and what 
are occupations are – known as “the wider determinants of 
health” 
 

None of these drivers are immutable, and can be changed in order 
to improve our health 
 



The 20th century saw a steep decline in health threats due to 
reduction in exposure to communicable disease in developed 
countries not least due to successful whole-scale immunisation 
and infectious disease control 
 
These actions need to be maintained in order to protect our health 
since new diseases arise over time and old diseases re-emerge 
 
We are exposed to other threats and externalities including those 
in our food, water and air, climate change and human directed 
actions such as terrorism 
 
There is a role for individuals, society and government’s in 
reducing the impacts of these health exposures 
 

Reducing health exposures remain critical 



Communicable disease threats remains serious and some are 
growing 

Communicable diseases are an ever-present 
threat 

Source: Health Protection Agency (2011) Annual Report and Accounts.  Available at, http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1296689072308 

Tuberculosis and other 
threats such as hepatitis B 
and C rates have 
increased over the last 20 
years. The rate of TB is 3x 
higher in London than the 
national average 



Food, water and airborne disease risks are 
likely to grow as climate changes 

Source: Marmot Review support evidence annex 2 on sustainability.  Available from, 
http://www.marmotreview.org/AssetLibrary/pdfs/full%20tg%20reports/sustainable%20development%20appendix%202.pdf 
  
 



Health behaviours 

As the spectre of communicable disease has waned in rich 
societies, so the chronic “diseases of affluence”  such as cancers, 
heart disease and diabetes have become the major causes of 
illness and mortality 
 
These conditions are highly correlated with the lifestyles and 
health behaviours we adopt 
 
There are different trends in lifestyles, some are improving some 
becoming more of a problem but lifestyles as key drivers of 
“diseases of affluence”, and in reality, are clustered in the least 
affluent in our society 

 
 



Lifestyles, and diseases related to lifestyles 
cause preventable death 

Recent research from the US has quantified the impact 
attributable to individual risks 

 
 

Source: Derived from Figure 1 in Danaei, G. et al (2009) The preventable causes of death in the United States: Comparable risk assessment of dietary, 
lifestyle and metabolic risj factors. PLOS Medicine.  Available from, http://www.plosmedicine.org/article/info:doi/10.1371/journal.pmed.1000058#s5  

Tobacco, obesity, poor 
diet and exercise and 
alcohol kill over 1mn 
Americans every year 



Tobacco use has dropped and we compare 
well internationally 

England’s smoking prevalence has fallen consistently over the 
last 10 years, although there are signs of plateauing out 

 
 

Smoking prevalence in 8 countries 

Source: Department of Health (2011) Healthy Lives, Healthy People: A tobacco control plan for England.  Available at, 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_124917 

Smoking rates in 
England have fallen 
from 27% to 21% 
over 10 years 



... but tobacco is still the biggest preventable  
killer 

 
 

 

Smoking is the primary cause of preventable morbidity and 
premature death, causing 18% of all deaths in those aged 35 or 
over 

 
 

 

Source: NHS Information Centre for Health and Social Care (2010). Statistics on Smoking: England 2010. 

Smoking kills 
80,000 people 
in England 
every year 



Alcohol deaths are increasing over time, but 
there has been a dip in the latest figures 

 
 

 

Source: Statistics on Alcohol: England 2011 and ONS snapshot of alcohol trends.  Available from, 
http://www.ic.nhs.uk/webfiles/publications/003_Health_Lifestyles/Alcohol_2011/NHSIC_Statistics_on_Alcohol_England_2011.pdf  
and  http://www.statistics.gov.uk/cci/nugget_print.asp?ID=1091 
 

Alcohol-related death rates by gender in England, 1991-09 

 
In 2009, there were 
6,584 deaths directly 
related to alcohol, 20% 
up on 2001 and over 
1mn alcohol-related 
hospital admissions  
 

http://www.statistics.gov.uk/cci/nugget_print.asp?ID=1091�


Patterns of drinking are more complex than 
for many other health behaviours 

Alcohol consumption in adults reverses normal social patterns of 
“poor” health behaviours 

 
 

Percentage of adults drinking at various frequencies in the last week 
by usual gross household income 2008 

Source: Derived from Table 2.11,  http://www.ic.nhs.uk/webfiles/publications/alcohol10/Statistics_on_Alcohol_England_2010.pdf 

Adults with higher 
incomes drink alcohol 
more frequently and 
at higher than 
recommended levels 
compared to lower 
income adults 

http://www.ic.nhs.uk/webfiles/publications/alcohol10/Statistics_on_Alcohol_England_2010.pdf�


Children’s experience of drinking is complex 

Source: http://www.ic.nhs.uk/webfiles/publications/sdd08fullreport/SDD_08_%2809%29_%28Revised_Oct_09%29.pdf 

 
 

Drinking by children 
has dropped over the 
last 10 years 

Children are 6x more 
likely to have drunk in the 
past week if their 
household includes 3 or 
more drinkers 



Adults and children have been getting more 
obese but this seems to be levelling off 

Rapid rises in adult obesity seem to have levelled off and child 
obesity is falling slightly 
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Source: National Obesity Observatory.  Available at, http://www.noo.org.uk/gsf.php5?f=10928&fv=11474  and 
http://www.noo.org.uk/gsf.php5?f=10929&fv=11475 
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Three-year averages child obesity prevalence* 

*BMI≥95th percentile of the UK90 growth reference 

1 in 4 adults 
and 1 in 6 
children are 
obese 

http://www.noo.org.uk/gsf.php5?f=10928&fv=11474�


...but deprivation remains closely linked to 
obesity 

Obesity is systematically higher in more deprived areas 

Prevalence of obesity by deprivation decile in children* 

*BMI≥95th percentile of the UK90 growth reference.  Deprivation deciles assigned using the Index of Multiple Deprivation 2010 
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Source: National Obesity Observatory.  Available at, http://www.noo.org.uk/gsf.php5?f=10929&fv=11475 

Obesity is almost 
twice as high in the 
most deprived 
children compared to 
the least deprived 



Lifestyles are not spread evenly across the 
population 

“Poor” lifestyles cluster in the poorest members of the population  

 
 

 

Source: Department of Health (2008) Health inequalities: Progress and next steps.  Available at, 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085307  

The poorest women are 4 
times more likely to have 
multiple poor lifestyles 
than the richest 



This is critical in sustaining inequalities in 
health 

A study following 20,000 over time in Norfolk shows the effects of 
multiple risky health behaviours 

 
 

 

Source: Kay-Tee Khaw et al (2008) Combined impact of health behaviours and mortality in men and women: the EPIC-Norfolk prospective 
population study. PLoS Med Jan 5 (1):e12. Available at, http://www.plosmedicine.org/article/info:doi/10.1371/journal.pmed.0050012 

Clustering of healthy lifestyles and its impact on survival over time 

Having multiple poor 
health behaviours can 
reduce life expectancy 
by 14 years 



...and preventable morbidity 

Source: Derived from table 3, Myint, P.K. et al (2011) Lifestyle behaviours and quality-adjusted life years in middle and older age. Age and Ageing 40 
pp.589-595. 

Mean quality-adjusted life-years to follow-up in survivors (aged 40-79 at baseline) 
according to prevalence of 4 healthy behaviours* in the EPIC-Norfolk study 1993-2007. 

0                   1                  2                     3                     4 

Further analysis of the same study has shown that multiple risky 

behaviours are also related to increased morbidity 

Having multiple poor 
health behaviours 
reduces quality-adjusted 
life expectancy 



Primary care is an important determinant of public health 
especially in terms of primary and secondary prevention. 

 
– Effective primary prevention helps patients to avoid health 

problems before they occur. While prevention in childhood 
provides the greatest benefits, it is valuable at any point in 
life. 

– Secondary prevention is based on a range of interventions that 
are often highly cost-effective and that, if implemented at 
scale, would rapidly have an impact on life expectancy. 

 
In the short-term, systematic and scaled-up action from the NHS 
is the quickest way to reduce inequalities in health 
 

Access to health services can improve public 
health and reduce inequalities 



Good treatment in primary care is the best way to quick wins in 
narrowing life expectancy gaps 

Focused secondary prevention in primary care 
is the fastest way to reduce health inequalities 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/@sta/@perf/documents/digitalasset/dh_109468.pdf 

 
Inequalities in life 
expectancy can be 
narrowed by at least 
10% by good 
primary care 
 



Wider determinants of health 

Our health is heavily influenced by our circumstances at 
conception and throughout our lives 
 
Our physical, social and economic environments all have 
important effects on physical and mental health. Our 
environments also effect our resilience to exposures and ability to 
take control over our lifestyles 
 
Again, the poorest in society tend to be most exposed to health 
risk through exposure to negative environments 

 
 

 



What happens to us as young children is 
critical to our health and wellbeing 

There is strong evidence that early life experience effects our 
future health 

 
 

 

Source: , Image, Perry B,D. (2002) Childhood experience and the expression of genetic potential: what childhood neglect tells us about nature and 
nurture. Brain and Mind, 3: pp.79–100. Used as front page image in Allen, G. (2011)  Early intervention: The next steps.  An independent report to 
Her Majesty’s government. London: HM Govt. Fact source, McWilliams LA and Bailey SJ (2010) Associations between adult attachment ratings 
and health conditions: evidence from the National Comorbidity Survey Replication. Health Pscyhology 29(4): 446–53, quoted in same. 

Insecure attachment in 
childhood is linked to 
higher risk of strokes, 
heart attacks high blood 
pressure, and suffering 
pain, for example from 
headaches and arthritis 



...and our health is heavily influenced by the 
social position of our parents 

 

 
 

 

Source: Kuh, D., et al. (2002) Mortality in adults aged 26–54 related to socioeconomic conditions in childhood and adulthood: post war birth cohort 
study. British Medical Journal 325 pp.1076–80, quoted in, Graham, H. and Power, C. (2004) Childhood disadvantage and health inequalities: a 
framework for policy based on lifecourse research. Child: Care, Health and Development 30 6 pp.671-78.  

Cumulative death-rates age 26-54 by father’s social class at birth for men and women in the 1946 birth 
cohort study 

You are twice as likely to 
die in middle age if your 
father is a manual worker 
than if your father is an 
office worker 



...our income, education and place in the 
social hierarchy directly effects our health 

Those in the poorest neighbourhoods die sooner and spend more 
of their lives in poor health 
 
 

Source: Bernstein, H. et al (2010) Enabling effective delivery of health and wellbeing: An independent report. For Department of Health, available at 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_111692 

* Specifically, the spread between the 95th percentiles of life expectancy and disability-free life expectancy in both cases 

Living in the poorest 
places reduces your 
length of life by 7 years 
and the time spent living 
healthily by 17 years 
compared to living in the 
wealthiest 



...higher levels of social capital and 
“connectedness” is linked to lower mortality 

Studies in different communities in the US and Scandinavia have 
looked at mortality differences between places with higher and 
lower social integration 

Level of social integration and mortality in five prospective cohort studies 

Source: House, J.S. et al (1988) Social relationships and health. Science, 241 PP.540-45, quoted in Wilkinson, R. and Marmot, M. (2003) 
Social determinants and health: the solid facts. Copenhagen: WHO 
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Mortality rates are 
lower in areas of high 
social integration 



...and is protective of health 

In the UK analysis of the British Household Panel Survey has 
shown social capital is related to mental illness and resilience, but 
the effects vary for people in different circumstances 

Source: Pevalin, D.J. and Rose, D. (2003) Social capital fo r health: Investigating the links between social capital and health using  
the British Household Panel Survey. London, Health Development Agency. 
http://www.gserve.nice.org.uk/nicemedia/documents/socialcapital_BHP_survey.pdf  

Social support and recovery from mental illness 
Social support increases 
women’s recovery from 
mental illness by 60% 



...but social capital and connectedness are 
lower in poorer areas 

Improving the strength, cohesiveness and civic involvement of 
communities is likely to be positive for health 
 

Source: http://www.statistics.gov.uk/downloads/theme_social/Peoples_perceptions_social_capital.pdf 



Conclusion 

We are healthier than ever as a country but inequalities in 
mortality, morbidity and quality of life are persistent and exist in 
all our communities. Our performance varies internationally. 
 
The main drivers of our health include exposure to infectious 
disease and other factors, the lifestyles we adopt and how they 
cluster, and the wider determinants in our environment including 
income, our place in the social hierarchy and social capital. 
 
The poorest and least well off in our society tend to be more 
exposed to all these threats, which explains why inequalities in 
our health are so persistent despite overall improvements for 
almost all of us. 
 

 
 

 



Resources 

Some of the websites and related publications we currently use on 
public health and health inequalities include: 
– http://www.dh.gov.uk/health/2011/07/healthy-lives-healthy-people/ 
– http://www.ic.nhs.uk/statistics-and-data-collections/population-and-

geography/public-health 
– www.marmotreview.org 
– www.healthprofiles.info 
– http://www.fph.org.uk/ 
– http://www.lho.org.uk/LHO_TOPICS/ANALYTIC_TOOLS/HEALTHINEQUALI

TIESINTERVENTIONTOOLKIT.ASPX 
– http://www.dh.gov.uk/en/Publichealth/NationalSupportTeams/HealthIneq

ualities/index.htm 
– http://ec.europa.eu/health/social_determinants/policy/index_en.htm 

 

You can follow our Senior Fellow in Public Health and Health 
Inequalities views on public health issues on Twitter @davidjbuck 
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Selective glossary 

Term Meaning 
Spearheads Those areas that were the focus of the previous Labour government’s targets on health inequalities.  

Primarily, urban deprived inner city boroughs with a combination of high preventable mortality and 
deprivation 

Life expectancy The number of years an average person is expected to live if current patterns of mortality continue 
to apply.  Can be defined relative for gender, socio-economic position or other factors. 

Disability-free life 
expectancy 

A measure of how healthy we are during our lives.  DFLE is the average number of years an 
individual is expected to live free of disability (as proxied by various measures e.g. presence of 
chronic disease) if current patterns of mortality and disability continue to apply.   

Deprivation A measure of individual and community material circumstances.  Often measured by the Index of 
Multiple Deprivation (IMD) which includes factors such as income, employment, health, proximity to 
local services, crime and housing conditions. 

Lower tier 
authorities 

An area of local authority administration in England.  Includes the shire counties but excludes single 
tier authorities (primarily but not exclusively urban centres) 

Gini coefficient A statistical measure of how concentrated a particular problem is in a given population.  It lies 
between 0 and 1.  A score of 0 implies perfect equality on the issue measured (for instance age at 
death), a score of 1 implies perfect inequality.  In practice scores will lie between these extremes. 

PUFA and SFA Polyunsaturated (saturated) fatty acids. 

Attributable risk This is the difference between the rate of a condition between an exposed population and an 
unexposed population.  For instance, the incidence of lung cancer for a smoking versus a non-
smoking population. 

BMI (body mass 
index) 

A measure of healthy weight that relates height to mass.  Defined as a persons weight in 
kilogrammes divided by height squared in metres (kg/m2).  For an adult population a score of >30 is 
widely accepted as the definition of obesity.  For children BMI is related to age and gender, and a 
BMI above the 95th percentile for a given age and gender is widely considered obese. 

Odds ratio The ratio of the odds  of an event occurring in one group to the odds of it occurring in another 
group, for example, recovery from illness. A ratio greater than 1 indicates that a given event is more 
likely to occur in the first group compared to the other one. 
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