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Key messages
••

Substantial improvements in health over the past 100 years mean that people
are living longer and healthier lives than ever before.

••

Despite these improvements, England lags behind other countries on many
key health outcomes, increases in life expectancy have stalled and health
inequalities are widening.

••

The NHS has a critical part to play but these challenges cannot be met by
the health and care system alone; a much broader approach that pays more
attention to the wider determinants of health and the role of people and
communities is required.

••

Our vision for population health is to reduce inequalities and achieve health
outcomes on a par with the best in the world. We have developed a framework
for population health based on four pillars:
◦◦ the wider determinants of health
◦◦ our health behaviours and lifestyles
◦◦ the places and communities in which we live
◦◦ an integrated health and care system.

••

Achieving our vision will require action at national, regional and local levels,
drawing on the assets of people and communities. Improving population health
is a shared responsibility and progress also depends on supporting people to
live healthier lives.

••

Political leadership is essential to ensure that population health is a key priority
for the health and care system and across government. This should include
setting ambitious and binding national goals to improve health outcomes and
developing a new cross-government strategy to reduce health inequalities.

••

Local system leaders and politicians should champion population health.
Local authorities have a key role to play working with the NHS and other
partners including through health and wellbeing boards, sustainability and
transformation partnerships (STPs) and integrated care systems (ICSs).
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••

National and local accountability for improving health is fragmented and
unclear. The roles of NHS England and Public Health England in particular
should be clarified. As part of this, the role of Public Health England should
be reviewed to ensure it has the authority to provide effective leadership
and challenge to government.

••

Funding for public health should be restored in the Spending Review as the
first step towards re-balancing spending across the four pillars.

••

Building on the success of the Soft Drinks Industry Levy, the government
should be bold in using taxation and regulation to support health improvement.

••

In recent years, The King’s Fund has played a key role in promoting integrated
care and supporting place-based systems of care. This report marks the next
stage in our journey and signals that population health will be a key focus
of our work in future.
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Introduction

This report sets out The King’s Fund’s vision for population health, our reasoning
behind why such a vision is urgently needed and the next steps on the journey
towards achieving it.
Taking the long view, we have never been healthier. As Professor Sir Angus Deaton
has elegantly set out, the Western world has made a ‘great escape’ from the misery
of infant death and short malnourished lives (Deaton 2013). This has been due
to economic growth and improved living conditions, scientific discovery and its
quicker dissemination and implementation, and strong institutions, including, in
the UK, a comprehensive welfare state that has included the NHS but goes way
beyond it (Timmins 2017).
Despite the ‘great escape’, we stand on the edge of a precipice. Progress against
many key health measures has stalled and risks going into reverse. Data from the
Global Burden of Disease Study for England shows that there has been little or no
improvement since 1990 in how long people live with illness and disease (morbidity)
(Public Health England 2016). On many measures of health outcomes, the UK is
no more than average.
Improvements in life expectancy have ground to a halt and in some parts of the UK
it has been falling (Office for National Statistics 2018c). This drop in the growth rate of
population life expectancy is spread across age groups, but is mostly seen in older
people (Raleigh 2018). Severe mental ill health continues to reduce life expectancy
by 10 to 20 years – equivalent to or worse than reductions caused by heavy
smoking but without the same level of policy priority given to smoking (Chesney
et al 2014).
After 100 years of continuous improvement, infant mortality has begun to rise and
lags significantly behind comparable countries. Our obesity rates are among the
worst in Western Europe (Organisation for Economic Co-operation and Development
2017). And despite universal health care that is free at the point of use, health
inequalities in England are widening.
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The NHS remains, at heart, a treatment service for when people become ill. There
is a greater recognition of the importance of wider determinants of health, of
communities as assets as well as collections of needs, and much rhetoric about
the need for a ‘radical upgrade in prevention’ (NHS England et al 2014, p 3) or to
‘improve the health of the poorest, fastest’ (HM Government 2010, p 4). We lack
a comprehensive approach to keeping us well – although encouragingly, the
government has now committed to publishing a Green Paper on prevention in
2019. Stronger political leadership – both nationally and locally – is essential.
This report sets out an overarching vision for improving population health, with
recommendations for action. There are four key steps that are needed to accelerate
progress and realise the vision:

••

setting out the case

••

articulating a vision

••

developing a framework for population health to help conceptualise,
operationalise and prioritise what will deliver the vision

••

supporting changes to help a population health system to develop.

In this report we draw on the work of The King’s Fund and many others in seeking
to follow these steps.

Introduction

6

A vision for population health

2

1

3

4

5

6

7

Setting out the case:
the population’s health
and the challenges ahead
2

We are healthier now as a country than we have ever been judged by life expectancy
(Figure 1). This ‘great escape’ was driven initially by massive reductions in childhood
mortality associated with improvements in sanitation and nutrition. Public health
interventions such as immunisation and vaccination contributed subsequently.

Figure 1 Life expectancy at birth, England and Wales, 1841–2011
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Since around 1950, many factors have played a part including:

••

the introduction of free health care for all through the NHS together with
developments in treatment (for example for heart disease)

••

policies to reduce smoking

••

increases in living standards brought about by post-war economic growth

••

improvements in housing and economic security associated with the
welfare state (Timmins 2017).

Yet despite progress as a society we face persistent and growing challenges.
The King’s Fund, the Nuffield Trust, The Health Foundation and the Institute for
Fiscal Studies carried out a joint assessment of the NHS for its 70th anniversary,
which showed that it compares very well with health systems in other countries
on some measures (Dayan et al 2018). For example, it protects people from heavy
financial costs when they are ill, it is efficient (in terms of low administration costs,
cheaper generic medicines and overall costs) and it performs well in managing some
long-term illnesses. But this assessment and others, such as the Global Burden of
Disease Study (Public Health England 2016), have shown that as a society we are
distinctly average in how healthy we are across a wide range of health conditions
compared with similar countries (Figure 2).
We are also seeing a continuing and important shift in the burden of disease,
from mortality to morbidity. As long ago as 2003 the ‘years of life lost to disability’
(defined as having one or more chronic condition or long-term illness) surpassed
the ‘years of life lost’ (premature mortality) in England (Steel et al 2018). As the
most recent Health Profile for England sets out (Public Health England 2018a), the
biggest health burdens in our population now are deterioration or injuries in the
musculoskeletal system (such as back pain and arthritis) and mental ill health.
Much of the burden, be that morbidity or mortality, is preventable. For example,
two-thirds of the improvements to date in premature mortality are related to
reductions in smoking rates, cholesterol and blood pressure, and a third due to
‘treatment’ (Capewell and O’Flaherty 2011). As Steel et al (2018) argue, ‘Health
services need to recognise that prevention is a core activity rather than an optional
extra to be undertaken if resources allow.’
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Government has a huge role in preventing ill health and keeping us well. While
the NHS has a key role to play in encouraging people not to smoke, and local
authorities even more so, government interventions such as taxes, advertising
restrictions and the ban on smoking in public places, also have a significant and
essential impact. Government action needs to have a stronger focus on social
policies and place-shaping, helping us to lead healthier lives, not just longer ones.

Figure 2 Rank of countries in EU15+, by disability-adjusted life years (DALYs)
(age-standardised), 2013 (females)
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Our mediocre standing masks the way in which our society continues to suffer from
significant inequalities in health, on virtually every measure, despite seminal reports
including the Marmot, Acheson and Black reports (Marmot et al 2010; Acheson 1998;
Department of Health and Social Security 1980). As Figure 3 illustrates, the latest
data from the Office for National Statistics (ONS) shows that, after a period
when the gap between the most and least deprived areas narrowed, rates for
age‑standardised ‘avoidable’ mortality (which we know is amenable to the actions
of the health care system and wider prevention measures) stabilised and have
started to widen in more recent years for females (Figure 3) and males.

Figure 3 Age-standardised avoidable mortality rates for females, England, 2001–16
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ONS analysis also shows that between 2014 and 2016 males born in the leastdeprived areas could expect to live almost a decade longer than those in the most
deprived areas (9.3 years), while for females the gap was 7.4 years. The gap is even
wider for healthy life expectancy (the proportion of life spent in good health): the
most-deprived males spend 18.5 years of their lives less healthy than the least
deprived; for females it is longer still, at 18.9 years. People living in the most
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deprived areas spend almost double the proportion of their shorter lives in poor
health, compared with the least deprived.
This is the double jeopardy of inequalities in health – far shorter lives spent in far
poorer health (Office for National Statistics 2018b). Inequality is not just experienced
between rich and poor areas of England – it is experienced within those areas, too.
For example, Westminster’s 2018 local health profile shows that life expectancy
is 12.5 years lower for men and 7.5 years lower for women in the most-deprived
neighbourhoods compared with those in the least-deprived ones (Public Health
England 2018b).
The clustering of different forms of deprivation in the same communities is a
significant cause of these differences. We carried out a detailed analysis of life
expectancy in 6,700 English communities between 2006 and 2010 and estimated
the impact of the following forms of deprivation which tended to cluster together:

••

every 10 per cent increase in the proportion of older people in an area
claiming pension credit was associated with a reduction in life expectancy
of six months

••

every 10 per cent increase in involuntary unemployment was associated with
a reduction in life expectancy of a year

••

every 10 per cent increase in an area where housing was deemed unfit was
associated with a two-month reduction in life expectancy

••

every 10 per cent increase in the frequency of binge drinking in an area (for
males having consumed eight or more units on the heaviest drinking day in
the last week, for females six unit or more) was associated with four months
lower life expectancy (Buck and Maguire 2015).

A recent analysis shows a worrying sharp relative rise in deaths in younger people
from cardiovascular disease, alcohol and drug misuse in the north compared with
the south of England (Kontopantelis et al 2018). The authors suggest that this may be
linked to increasing psychological distress, despair and risk-taking among young and
middle-aged adults, particularly outside London.
There is now overdue recognition of how important mental health is to overall
health. People with mental health problems often have worse physical health that is
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not adequately prevented or treated (Centre for Mental Health undated). For some
people, including young women, mental health has been getting worse (NHS Digital
2016). We welcome the fact that policy-makers are paying more attention to mental
health, including public mental health (see, for example, Public Health England 2017b),
but parity of esteem with other health services has not yet been achieved.
Along with musculoskeletal problems, mental health issues are the leading cause
of morbidity in the population and need to be given higher priority. Many problems
start in childhood, which is why the Mental Health Policy Commission has made
policy recommendations for strengthening the resilience of young people (Burstow
et al 2018). If we do not act more coherently, we will be in danger of slipping further
behind our international peers, as the Royal College of Paediatrics and Child Health
has recently warned (Royal College of Paediatrics and Child Health 2018).
Last, but by no means least, since around 2010, improvements in life expectancy
and in mortality rates have started to slow down (Figure 4) and as noted in
section 1, in some parts of the UK, life expectancy has fallen. The reasons for this
Figure 4 Age-standardised mortality rates, all ages, UK, 2001–16

Number of deaths per 100,000 population

1,600

1,400

1,200

1,000

800

16
20

15
20

14
20

13
20

12
20

11
20

10
20

09
20

08
20

07
20

06
20

05
20

04
20

03
20

02
20

20

01

600

Year
Male

Female

Male trendline

Female trendline

Source: Office for National Statistics (2018e)

Setting out the case: the population’s health and the challenges ahead

12

A vision for population health

1

2

3

4

5

6

7

are complex and other countries have also been affected, but the UK and the US
have seen the greatest slowdown in life expectancy at birth (Office for National
Statistics 2018a).
These issues cannot be addressed through the health and care system alone,
although the system needs to play a fuller part than it does now. To tackle them
we need to act across society, across all the levers and drivers of our health
as a population, in the spirit of the ‘Health 2020’ strategy of the World Health
Organization’s Regional Office for Europe, to which the UK is a signatory (World
Health Organization 2018a). This is why we need a new vision for population health,
and a framework and actions to achieve it.

The scope of population health: beyond the NHS and integrated care
The first task in addressing these challenges is to understand what drives our health.
Dahlgren and Whitehead’s (1993) well-known framework (Figure 5) remains helpful
in showing how our physiological characteristics, health behaviours and lifestyles
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affect our health. It also shows that our health is influenced directly and indirectly
(particularly in terms of our health behaviours) by our social and community
networks and the physical, social and economic contexts in which we live. Some
of these we have elements of choice over; others we don’t.
Just how much each of these factors contributes to our health is hard to measure
precisely due to the different methods, data and time periods of different
studies, and because it is innately difficult to disentangle empirically what may
be clear conceptually.
Figure 6 shows the high-level results of various studies on the contribution of
determinants of health (see McGovern et al 2014 for a more detailed review). The
estimates shown in the figure are less important than the overall message that
socio-economic and environmental determinants of health (in general, those in the
outer rings of Figure 5) taken together are the prime drivers of our health, followed
by our health behaviours (for example, whether and how much we smoke and/or
drink alcohol, what we eat and how physically active we are), health care, and
finally genetic and physiological factors. To improve population health, we have
to focus as much on those factors that lie outside the health and care system as
those within it.
We need to ask more of the NHS than we currently do. Bunker et al’s (1995) study,
in contrast to the other studies included in Figure 6, was based on what was possible
through health care if we implemented all that was known to be effective for all
those who required it. This is important, because often studies can be used as an
excuse for why it is ‘too difficult’ to tackle population health or health inequalities
through the health care system (see Bentley 2008 for more on this).
Equally, we need to recognise the impact of government policies on population
health – not just health policies. For example, socio-economic factors are estimated
to account for around half of health outcomes. Poverty rates in low- to middleincome families have increased by a third since the mid-1990s (Corlett et al 2018).
Tax and benefits policies are projected to reduce the incomes of the poorest
households by 10 per cent between 2015 and 2020 compared to a small rise for
the wealthiest half of the population and a fall of 1 per cent for the wealthiest
10 per cent (Waters 2017).
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Figure 6 The relative contribution of major determinants to our health
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Early evidence about universal credit – the ‘safety net’ benefit to safeguard against
poverty – shows that it is associated with significant growth in foodbank use
(National Audit Office 2018b). Two implications of these wider policies are that:

••

it is indefensible if government policies do not take account of their impact
on population health

••

impacts may be indirect or unintended and there is a need to assess them
systematically across the full range of government policy.

Population health, public health or population health management?
The box below sets out more clearly what we mean by ‘population health’. We
recognise that there is no single accepted definition, and that there are several
other terms that are often used in the context of discussing population health and
which overlap (see, for example, Hunter et al 2010; World Health Organization 2001).
We see ‘population health’ as the broadest overarching concept, encompassing
what is currently defined as the ‘public health system’ in England, and ‘population
health management’ as a specific tool. Our definition of population health is an
unpacking of Acheson’s (1998) definition of the purpose of public health, ‘the
science and art of promoting and protecting health and wellbeing, preventing
ill-health and prolonging life through the organised efforts of society’. It also
encompasses the notion of differences, or inequalities, between groups, namely
‘the health outcomes of a group of individuals, including the distribution of such
outcomes within the group’ (Kindig and Stoddart 2003, p 380).
We use the term population health to distinguish it clearly from the profession and
discipline of ‘public health’, which, although important in the pursuit of population
health, should not be seen as synonymous with it, or the only profession that can
or should be responsible for pursuing it.
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Population health, public health and population health management
Population health (and system) is an approach aimed at improving the health of an
entire population. It is about improving the physical and mental health outcomes and
wellbeing of people within and across a defined local, regional or national population,
while reducing health inequalities. It includes action to reduce the occurrence
of ill health, action to deliver appropriate health and care services and action
on the wider determinants of health. It requires working with communities and
partner agencies. How all these contributions connect and work together defines
a population health system.
Public health (and system) was originally associated with the battle against infectious
diseases, brought about through improvements in sanitation and the quality of
water and air in the 19th and early 20th centuries. More recently, the public health
system has most often been thought of as the functions of local government that
relate to supporting people to live healthily (such as smoking cessation, weight loss
support and sexual health services) as well as some elements of what the NHS
delivers (such as immunisation and vaccination against preventable diseases). The
public health profession is trained to plan, design and deliver preventive policies and
interventions. Each English local authority has a public health director and team.
Population health management is one of many tools for using data to guide the
planning and delivery of care to achieve maximum impact on population health.
It often includes segmentation and stratification techniques to identify groups of
patients (and sometimes wider population groups) at risk of ill health and to focus on
interventions which can prevent that ill health or equip them to manage it. Integrated
care systems (ICSs) here and abroad often use population health management in this
sense when deciding how best to allocate resources to different groups of patients
(Noble et al 2014).

As a concept, population health is not new, and many parts of the framework for
a future population health system that we set out in this report are in place. Our
contention is that they are neither well-balanced – health policy continues to be
too focused on treatment rather than ensuring action to address what really drives
our health – nor are they working systematically and coherently together.
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Our vision for population
health and national goals
3

Our vision
Put simply, our vision is:
Health outcomes and inequalities in health in England will be on a par with the
best in the world. This will be achieved by a consistent and coherent focus on
population health locally, regionally and nationally.
Achieving this vision will require the marshalling, systematically and at scale,
of all the forces that contribute to the population’s health. That will rely on the
contribution of the NHS, social care and local and national public health bodies,
but will also go far beyond them.
It will need to call on the skills and knowledge associated with the public health
profession, but the wider workforce also has an important part to play. And it
will need to recognise the contribution and responsibilities of local and national
government, and the ability of places – neighbourhoods, towns and cities – to
shape our health. To know whether we are achieving the vision, it will also require
measurement against national, regional and local goals.

High-level goals
In recent years, health policy has prioritised efforts to make the health and
social care system work better and to manage increasing demand within a finite
budget. For example, responsibilities for commissioning and other functions
were reorganised, new models of better integrated care were introduced and the
regulation of the quality of services strengthened.
These are all important issues, but there has been too little focus from government
and system leaders on the state of the population’s health itself, what drives and
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shapes it, and what that means for the role of the government and the rest of
society. One of the reasons for this is the absence of binding high-level goals for
the nation’s health, as opposed to the performance, organisation and funding of the
health and care system.
This has not always been the case. In the past, governments have issued a set of
overarching and specific health goals, for example through the Health of the nation
strategy (Department of Health 1992), or public service agreements and associated
targets (HM Government 2000), which included targets for health inequalities
(Department of Health 2009). Currently, where targets exist they focus on particular
challenges such as childhood obesity, and there is no overarching set
of goals for the health of the population as a whole.
A small set of clear, time-limited, binding high-level national goals for population
health is required, especially as population health cannot be represented by a single
indicator. These goals need to be challenging but chosen on the basis of where
action can have a direct impact and national leadership can support action regionally
and locally, with adequate resources, to help achieve them. They should focus on
the difference it could make for population health and shift the public debate about
health away from only focusing on waiting times and access targets.
The goals should cover a range of population groups (eg, children and young people
as well as the population as a whole), particular risk factors and wider determinants
of health that are amenable to preventive interventions, and mental health and
wellbeing as well as physical health. They should make clear that neither the NHS,
nor local authorities or Public Health England can achieve them on their own: a
broad collaboration is necessary. Crucially, the goals should have a strong focus on
inequalities. They should also reflect that there is a shared responsibility for health
as we argue in a new report (Ham et al 2018).
In appendix 1 we put forward a set of goals that could be chosen, with our
reasoning as to why they are important to population health and inequality
reduction, with suggested time limits.
The government has shown that it is ‘in the market’ for such goals, and we welcome
its commitment to ‘ensure that people can enjoy at least five extra healthy,
independent years of life by 2035, while narrowing the gap between the experience
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of the richest and poorest’ as part of its industrial strategy’s ‘grand challenges’
(Department for Business, Energy & Industrial Strategy 2018). Its commitment to
prevention was confirmed in Prevention is better than cure, which signposts further
policy development on prevention in 2019 and beyond (Department of Health and
Social Care 2018).
The rest of this report develops a framework for reaching a set of population health
goals, and in describing it further sets out the case for priority being given to a
‘population health system’.
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Towards our vision for
population health: the four
pillars of our framework
4

Population health needs to be rooted in what drives our health, and what can
improve and maintain it over time. Given this, and given the evidence discussed
in the previous sections, it should be no surprise that the four ‘pillars’ we see as
crucial to this are the wider determinants of health, our health behaviours and
lifestyles, an integrated health and care system, and the places and communities we
live in and with (Figure 7). A comprehensive approach to population health must be
able to work across all four pillars.
Figure 7 The four pillars of a population health system
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The wider determinants of health
In section 2 we set out the evidence that the wider determinants of health are the
most important driver of whether we are healthy or not. Of course, our levels of
wealth and personal and family income help to determine our health at the individual
and community level (Benzeval et al 2014). Beyond this, many other factors such as
housing, transport and leisure also make a big contribution. Regulatory controls and
decision-making relating to these factors are in the hands of local government rather
than the NHS locally, and departments other than the Department of Health and
Social Care nationally.
Below we set out some of the impacts related to the major determinants of health
in more detail (Table 1). These are partial and focus only on specific examples within
sectors; the overall impacts across sectors as set out in Figure 6 above show that in
total they outweigh the contribution of other factors such as health care.

Table 1 Selected impacts of wider determinants on health and public services
Sector

Examples

Income

• Evidence shows that income plays three roles in determining health: managing on a
low income is stressful, which has physiological impacts on the body and its regulatory
systems; a low income is related to unhealthier behaviours (emerging neuroscience
suggests that this is due to changes in how people make decisions); and income gives us
the ability to buy health-improving goods (from food to exercise equipment).
• Poor health can also lead to a low income (reverse causation). For example, it can
prevent people from taking paid employment, while poor childhood health can affect
educational outcomes and therefore future earnings.
• Poorer children have worse cognitive, social-behavioural and health outcomes
independent of other factors that have been found to be correlated with child
poverty (for example, household and parental characteristics). Children growing up in
disadvantaged circumstances have a higher risk of death in adulthood across almost all
conditions that have been studied, including mortality as a result of stomach cancer,
lung cancer, haemorrhagic stroke, coronary heart disease, respiratory-related problems,
accidents and alcohol-related causes.
Source: Wickham et al (2016), Benzeval et al (2014) and Mullainathan and Shafir (2013)
continued on next page
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Table 1 Selected impacts of wider determinants on health and public services
continued
Sector

Examples

Housing

• There are more than 2 million visits to accident and emergency (A&E) departments
every year by children following an accident in or around the home.
• Death rates rise 2.8% for every Celsius-degree drop in the external temperature for
those in the coldest 10% of homes, compared with 0.9% in the warmest homes.
Source: Greenfield and Marsh (2018), Buck (2018b), National Institute for Health and Care
Excellence (2015)

Environment

• In the UK, air pollution is estimated to contribute to the early deaths of around
40,000 people a year.
• Areas with more accessible green space are associated with better mental and physical
health among the local population and with reducing the impact of income inequalities
on health.
Source: Royal College of Physicians and Royal College of Paediatrics and Child Health (2016),
Wentworth and Clarke (2016)

Transport

• Each year, traffic accidents cause around 250,000 casualties and kill almost
3,000 people. Those living in the most-deprived areas have a 50% greater risk of
dying from a road accident compared with those in the least-deprived areas.
• Cycling to work reduces the relative risk of mortality by almost 40% through reducing
the risk of cardiovascular disease and obesity and improving general health, and results
in lower absenteeism.
Source: Burgess (2013), Hendriksen et al (2010), Power et al (2010)

Education

• Four more years of education reduces mortality rates by 16% – equivalent to the
life-expectancy gap between men and women – and reduces the risk of heart disease
and diabetes.
• Those with less education report being in poorer health. They are more likely to smoke,
to be obese and to suffer alcohol-related harm.
Source: Cutler and Lleras-Muney (2006)

Work

• Being unemployed is bad for people’s health, leading to a higher rate of mortality
(including from cardiovascular disease, lung cancer and suicide) and risk factors such as
hypertension. It is also linked to poorer mental health and psychological wellbeing and
a higher use of health care resources.
• Good-quality work is good for people’s health through income and wider personal and
social benefits. Meanwhile, ‘poor-quality’ work (for example, work that involves adverse
physical conditions, exposure to hazards, a lack of control and unwanted insecurity) is
bad for people’s health.
Source: Public Health England and Institute of Health Equity (2015), Buck and Gregory (2013),
Waddell and Burton (2006)
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The tables below summarise our review of a broad range of evidence on the wider
determinants of health outcomes (Table 2) and on how they inter-relate (Table 3)
(Buck and Gregory 2013).

Table 2 Direct impacts of actions on health outcomes
Area

Scale of problem
in relation to
public health

Strength of
evidence of
actions

Impact on
health

Speed of
impact on
health

Contribution
to reducing
inequalities

Best start in life

Highest

Highest

Highest

Longest

Highest

Healthy schools
and pupils

Highest

Highest

Highest

Longer

Highest

Jobs and work

Highest

Highest

Highest

Quicker

Highest

Active and safe
travel

High

High

High

Quicker

Lower

Warmer and
safer homes

Highest

Highest

High

Longer

High

Access to green
spaces and
leisure services

High

Highest

High

Longer

Highest

Strong communities,
wellbeing and
resilience

Highest

High

Highest

Longer

High

Public protection

High

High

High

Quicker

High

Health and
spatial planning

Highest

High

Highest

Longest

Highest

Source: Buck and Gregory (2013)
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Table 3 Indirect impacts of actions on health outcomes
Impact on…

Impact
from…

Warmer Access
Active
to green
and safe and
spaces
safer
travel
homes and
leisure
services

Public
Strong
communities, protection
wellbeing
and resilience

Highest

Lower

Lower

Lower

Higher

Lower

Highest

Lower

Lower

Lower

Higher

Lower

Lower

Higher

Lower

Higher

Lower

Lower

Higher

Lower

Higher

Lower

Higher

Lower

Higher

Higher

Best start Healthy Jobs
in life
schools and
work
and
pupils

Best start
in life

Highest

Healthy
schools and
pupils

Lower

Jobs and
work

Higher

Higher

Active and
safe travel

Lower

Lower

Lower

Warmer and
safer homes

Higher

Lower

Higher

Lower

Access to
green spaces
and leisure
services

Lower

Lower

Lower

Highest

Lower

Strong
Lower
communities,
wellbeing
and resilience

Lower

Higher

Lower

Lower

Lower

Public
protection

Lower

Lower

Higher

Lower

Higher

Lower

Lower

Health
and spatial
planning*

Lower

Lower

Higher

Highest

Highest

Highest

Highest

Lower

Highest

* NB: Spatial planning is not represented as an area that is affected by the others, since it ‘sits outside’ those
areas; its crucial impact is in terms of how objectives of activities in the other areas are planned and delivered
through spatial planning.
Source: Buck and Gregory (2013)
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We developed these two tables as a starting point for local discussions about
priorities for health. Lower ‘scores’ do not reflect that the areas of action are ‘poor
performers’ – the evidence shows that all areas listed in the tables are strong
candidates for action to improve population health. But they do show how action
in one area can magnify the effects on health through having an impact on action in
another area.
Taking the early years (‘best start in life’) as an example, the evidence highlighted
here suggests that interventions in this area can have significant impacts in terms of
improving population health and reducing inequalities, but they will require specific
investment and may take time to deliver results (Table 2). Much of the impact
on health will be longer term, through improving people’s subsequent access to
education and employment (Table 3).
It is worth noting that among areas with similar characteristics including deprivation
patterns, some have much better health than others (Buck and Maguire 2015,
Steel et al 2018). The reasons for this are complex but it shows that the association
between deprivation and poor health is not inevitable. The leadership of population
health improvement, aligned with the broader leadership of local authorities’ roles
in place-shaping and social and economic development, is an important factor
in those areas that manage to do better than their peers. We discuss system
leadership further in section 6.

Our health behaviours and lifestyles
The Health Profile for England 2017 (Public Health England 2017a) summarises
how behaviours and lifestyles affect mortality. It breaks down risks to health into
behavioural risk factors (such as smoking, drinking too much alcohol and unsafe
sex), metabolic risk factors (such as high body mass index – BMI – and high
cholesterol) and environmental risk factors (such as air pollution).
The behavioural risk factors estimated to account for the highest proportion of
deaths in England in 2013 were diet and tobacco smoke, which contributed close
to 40 per cent of deaths between them (Figure 8). But patterns are different at
different ages. For example, the main cause of death in younger adults was alcohol.
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Figure 8 Attribution of deaths to risk factors, by broad cause of death, England, 2013
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Common infectious diseases
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Source: Public Health England (2017a)

The Health Profile for England 2018 (Public Health England 2018a) reports on the
top 20 risk factors associated with morbidity (as measured by years of life lost)
in England in 2016 and how they have changed over time (Figure 9). High BMI,
smoking and high fasting plasma glucose remain the leading causes in 2016 as
they were in 1990. These are associated with many of the most common physical
causes of morbidity, including cardiovascular disease, musculoskeletal conditions,
respiratory disease, diabetes and most cancers.
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Figure 9 Morbidity rate attributed to risk factors, England, 1990 and 2016
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The good news is that tobacco’s contribution has declined in absolute terms due
to a fall in smoking rates; the bad news is that the morbidity burden of BMI has
increased due to increases in obesity rates (Government Office for Science and
Department of Health 2007). Obesity rates have increased because of individual
factors such as psychology, food consumption, physical activity and biology,
but also societal influences including changes in the range, marketing, price and
accessibility of energy-dense foods, which make it ‘harder to avoid’ obesity. The
government has started to respond to this complexity with a stronger societal
approach, not relying solely on providing more information for individuals (Buck
2018b), although much remains to be done (Murray 2018a).
As Public Health England states:
… the presence of these leading risk factors in the population continues to pose
a challenge to the health of the nation. While there have been some decreases in
prevalence of risk factors, notably in tobacco smoking, there has been little change
in other risk factors such as excess weight, physical inactivity and diagnosed
hypertension. Recent estimates suggest that almost two out of three adults in
England are either overweight or obese.
(Public Health England 2017a)

An integrated health and care system
The King’s Fund has been at the forefront of arguing for and supporting the
development of a more integrated health and care system (Ham and Curry 2010;
Ham 2018; The King’s Fund undated).
This reflects the increasing complexity of people’s health experience and the need
to make this complex system work better for patients traversing the boundaries
between multiple service providers, for example as they are seen by a GP, referred
to hospital, discharged to reablement and then to home care. In the past 10 years
alone there has been a doubling of the number of hospital inpatients with a
chronic condition and around a 60 per cent increase in those with multiple chronic
conditions (‘multi-morbidity’) (Johnson et al 2018). This increases the need to
integrate services so that they are designed around individuals’ needs, rather than
around separate organisations.
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Multi-morbidity does not affect all population groups equally: people living in
deprived areas are more likely to have multiple long-term conditions than people in
the least-deprived areas, and the onset of multi-morbidity is around 10 to 15 years
earlier (Barnett et al 2012). The statutory duties to promote integrated care in the
Health and Social Care Act 2012 created twin requirements to improve quality
of care and to reduce inequalities in health. The second of these must not be
forgotten: it is a core purpose of integrating services.
Despite some progress, health and social care systems in England remain poorly
designed to support people with multiple conditions, as The King’s Fund (Ham et al
2012) and many others including the Richmond Group of Charities have argued
(Aiden 2018). Those with multi-morbidity are in contact with multiple health
professionals, and are more likely than those with a single condition to report care
co-ordination problems and suffer problems in transitions of care due to poor
communication and data flows. This disrupts their wider lives and compounds the
impact on their wellbeing.
The worst year I had for appointments – 52 weeks in a year and I had
68 appointments. Different departments, different check-ups. That was doctors,
GP, hospital, diabetes check, eye checks and everything else. I had to give up
work because of it.
Lynda, 61, Brixton (Guy’s and St Thomas’ Charity 2018, p 35)

A significant minority of what lies behind the use of primary care services in
particular is linked to social not medical need, as Citizens Advice has documented
(Citizens Advice 2015), which is why integration needs to focus on social models
of health as well as medical ones (Alderwick et al 2015).

The places and communities we live in, and with
There is now a greater recognition of the importance of ‘place’ and that the
communities in which we live shape our health (Ham and Alderwick 2015). National
and local policy that affects the health of the population, and the delivery of NHS,
social care and other health impacting public services (such as housing and local
planning decisions), all ‘happen’ in neighbourhoods, towns and cities. Furthermore,
those around us, and our environments (for example, the accessibility of fast food,
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the quality of ambient air or how much advertising for alcohol we are exposed to),
influence our health behaviours. Decisions at this level therefore have an impact on
our health – one reason why local authorities and the roles they have (beyond their
specific public health budgets) are so important. Furthermore, the move to more
devolution of decision-making and resources from Westminster to local areas has
huge potential for population health.
Whatever place we happen to live in, the communities we belong to support and
nurture our health. The evidence is stacking up that social relationships, norms and
community networks – or the absence of them – have an impact on our health
and wellbeing and on our resilience (South et al 2018). Good social relationships
and support are protective of health, being associated with a reduced risk of
premature mortality post-retirement (Steffens et al 2016). In size, the effect has
been estimated to be comparable to the impact of stopping smoking on the risk of
mortality (Holt-Lunstad et al 2010). These factors have also been shown to have an
impact on the development of and recovery from specific health problems such as
heart disease (Kim et al 2014) and on wider wellbeing – participation in ‘community
assets’ (for example, membership of community, resident, religious or other
voluntary groups) is associated with a substantially higher quality of life (Munford
et al 2017).
The role of communities in supporting good mental health is critical, from help
during a crisis through to wider public mental health support across the whole
population and for at-risk groups, such as young girls and their risk of self-harm
(The Children’s Society 2018). We know that our place in social hierarchies and the
wider role of communities (both negative and positive) are an important factor in
the psychosocial pathways to mental health and wellbeing (Public Health England
2017c). Studies in the UK and elsewhere have shown that inequalities in mental
health and wellbeing are driven more by material and psychosocial factors than by
behavioural factors (see Scottish Government 2005 for an overview) and communitylevel psychosocial stressors, such as nuisance from neighbours, drug misuse in the
area and rubbish on the streets, have been shown to be associated with fair to
poor self-rated health (Agyemang et al 2007). As part of the growing recognition
of the importance of community support, social movements for mental health
are developing, examples of which include the ‘Thrive’ movements in London and
New York (Thrive LDN undated).
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There are many ways in which more community-centred approaches to health,
wellbeing and public mental health can contribute to improving population health,
from asset-based models that focus on a community’s capabilities rather than its
needs, to volunteering. The former approaches seek to identify and strengthen the
assets within a community – such as associations, informal networks, skills and
leadership – to help the community to have more control over the conditions that
affect its health. To see some examples, The Health Foundation has compiled case
studies (Rippon and Hopkins 2015), including Forever Manchester, which employs
trained ‘community builders’ to support people to take community action at the
neighbourhood and street level. ‘Well North’ continues this approach (Well North,
undated). Meanwhile, Public Health England has reviewed the evidence for each of
these community-centred approaches and set out a helpful typology (Public Health
England 2015b) (Figure 10).
Figure 10 Community-centred approaches for health and wellbeing
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Source: Public Health England (2015b, p 17)
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***
Each of the four pillars of the framework is essential to population health and any
approach that does not focus on all four can only be a partial solution. To improve
population health it is essential for policy-makers to recognise this and then act
on it. But this is not sufficient. It also requires a stronger focus on how policy and
intervention under each of the pillars are reinforced through connections with the
other pillars – in short, there needs to be a conscious focus on viewing the pillars
as interconnecting parts of a single population health system.
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Towards a population health
system: connecting the pillars
5

Understanding systems
Given the reality of how our health is determined, our vision for population health
needs to be delivered through a coherent system. The Oxford English Dictionary
defines a system as ‘a set of things working together as parts of a mechanism or
an interconnecting network; a complex whole’.
One focus of health policy over the past 10 years and more has been on making the
NHS ‘system’ work better, primarily through integrated care, as set out in section 4.
The same level of effort needs to be expended on the population health system,
of which the NHS is part. In many ways, policy thinking on population health is in
the same place as it was on the NHS 10 and more years ago – that is, there is wide
acknowledgement that the key parts, or pillars, of the population health system
exist and they are important to health. But these pillars are not connecting well
as a system, locally, regionally or nationally.

A population health ‘system’ and connecting the pillars
Even if resources and focus were more aligned with what drives our health, that
would still go only some way towards fulfilling the potential of a true population
health system. This is because we would still have a system that operated in silos.
It wouldn’t really be a system at all in the sense of the definition set out above.
Figure 11 is a simple way of visualising the inter-connectedness of the four pillars
that we showed in Figure 6. A population health system needs to recognise and
maximise the activity in the overlaps between the pillars, as well as develop activity
in, and rebalance activity between, the four pillars themselves. This forces us to
ask the question, what is happening in the shaded ‘rose’ in Figure 11 as the overlap
between the pillars?
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Figure 11 A population health system that recognises and maximises the activity
in the overlaps between the pillars
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This simple diagram is a flexible framework to think through the activity and
connections that are currently taking place that help to define a population health
system – at local, regional or national levels – and what more could be done to
move towards a better and more coherent population health system. It focuses
questions about the boundaries between organisations, sectors and actors, and
how knowledge, ambitions, structures and policies in one space relate to and
influence those in others. The framework also helps to define the opportunities and
dynamics of the ‘complex adaptive system’ (The Health Foundation 2010) that is a
population health system.

Mapping out the population health system framework: examples
of connections across the pillars
There is no set recipe for a population health system, but having a good answer
to the question of what is going on, and what could go on, within the ‘rose’
is a prerequisite for those claiming to be leading or developing a population
health system.
In this section we set out four examples of what that answer could include.
They illustrate that a population health system can and should include:

••

national action, such as taxation policy

••

regional action, such as place-based partnerships

••

local action, such as work to involve local communities.

The examples are drawn from what is already happening in England and elsewhere.
But it is not happening everywhere, and it is not happening coherently at scale.
Below we map out the examples in relevant parts of the ‘rose’ (Figure 12).
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Figure 12 Examples of activities that could help to constitute a population
health system
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Example 1: The NHS as a wider determinant of health
The NHS is a wider determinant of health, not just a provider of treatment and
prevention. Below we set out some of the ways it influences health through this
route in more detail (Figure 13).
Figure 13 How the NHS influences the wider determinants of health
Income
distribution

Benefits
in-kind

The direct
relationship
between the NHS
and health
NHS

Commissioning

Health

Poverty

Employment

Source: Derived from Buck and Jabbal (2014, p 73)

One powerful way in which the NHS has an impact in terms of the wider
determinants of health is its role in mitigating income inequalities, which are strongly
linked to inequalities in health. The Organisation for Economic Co‑operation and
Development has calculated that because NHS services are free at the point of use,
the UK’s income inequality is 13 per cent less than it would be if citizens had to pay
directly for the health services that they use (NHS Health Scotland 2018a).
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The NHS is also by far the largest economic entity in the country, accounting for
more than £140 billion of UK government spending (more than 7 per cent of UK
Gross Domestic Product) in 2017/18 (Stoye 2017) and employing around 1.5 million
people across the UK (Full Fact 2017). The NHS is an economic giant and a part of all
local economies, but it is more economically important in those parts of the country
with higher levels of poverty, for example contributing up to nearly 16 per cent of
employment in some areas in the north-east of England. Who the NHS employs,
and on what wages, has an impact on income and poverty and therefore on health,
locally and overall at a national level.
There are welcome signs that NHS organisations are increasingly understanding
their role in the wider determinants of health, in particular seeing themselves as
‘anchor institutions’: that is, they are rooted in places and therefore have an impact
on and responsibility to those places, beyond the delivery of treatment and care
(RSA 2017; Stott 2017; NHS Confederation 2017). For example, Guy’s and St Thomas’
NHS Foundation Trust targets apprenticeships and work placements on long-term
unemployed people, and Sandwell and West Birmingham Hospitals NHS Trust
is working with partners to make use of unutilised buildings on trust grounds
to provide housing through its apprenticeship programme, which targets young
people at risk of or facing homelessness (The Health Foundation 2018). There is also
increasing recognition of the importance of health systems to wider economic and
fiscal objectives nationally (Cylus et al 2018) and locally.
Sustainability and transformation partnerships (STPs), ICSs and health and
wellbeing boards at regional and local levels, are in principle ideally placed to
develop more strategic partnerships between the NHS and other sectors that drive
our health, such as housing and education. The Montefiore health system in New
York offers a powerful example of how they can develop this role (Collins 2018).
However, despite some recent welcome signs of change, there has been little
progress overall. We have set out what the NHS working with wider determinants
of health could look like in practice, taking the example of what an STP that took
housing seriously as a way of improving the local community’s health would do
(Buck and Gregory 2018). This example reveals a number of short-term priorities –
discharge from hospital, the use of surplus NHS estates for housing, and supporting
mental health in the community – and opportunities for improving health across the
life course in the long term.
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In the UK context, ‘inclusive growth’ and devolution are key to how public sector
anchor institutions contribute to local economic wellbeing (RSA 2017; Stott 2017).
The NHS Confederation has taken a lead for the NHS contribution to inclusive
growth through its Local Growth Academy (NHS Confederation 2017) and a number
of NHS organisations, particularly hospitals, are actively developing roles as anchor
institutions (The Health Foundation 2018).
Example 2: Tax and price as health behaviour policy
The choice of what products to tax (and how), how to levy tax rates, and other
pricing mechanisms – such as the minimum unit pricing of alcohol – are powerful
and direct tools in policy-makers’ hands that affect the behaviour of consumers,
retailers and producers that in turn affect health. In some cases these mechanisms
may directly fund health services or prevention programmes (‘hypothecation’),
although doing so is not straightforward and brings with it a further set of policy
considerations (Murray 2018b). We set out the case for a more proactive approach
to these so-called ‘sin taxes’ below.
One justification for taxing certain products at a higher rate than others is that
the private costs of consuming them are lower than the social costs. For example,
passive smoking is a cost to others rather than the individual smoker, and there
are significant costs associated with violence and crime linked to excess alcohol
consumption. More generally, research and polling into public attitudes shows
a willingness to pay more taxes for health and the NHS (Evans 2018). While
tobacco products have – rightly – faced a tax escalator linked to compensating
and correcting the social or health effects, this is not so for other products.
We believe that the government should give further attention to four areas
in particular:

••

alcohol

••

high fat, salt and sugar (HFSS) products

••

subsidies for healthy products

••

multiple unhealthy risk factors.
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The way that alcohol is currently taxed makes no sense from a health or social costs
perspective. Those who drink alcohol to excess tend to consume alcohol at higher
strengths – in particular ciders and spirits – and the tax system should reflect this if
it aims to discourage excessive consumption and compensate for health and wider
social costs. But tax is lowest on high-strength cider and the real level of excise
duty on spirits has fallen by 50 per cent since the late 1970s (Griffith et al 2017a).
It is clear that this needs to change if the health and wider social costs of alcohol
are to be reduced (Griffith et al 2017b), whether through taxation or a minimum unit
pricing of alcohol units, as introduced in Scotland in 2018 (Scottish Government
2012) and recently approved in Wales (Welsh Government 2018).
The taxation and pricing of HFSS products, particularly soft drinks, has attracted
significant political and public debate, leading to the introduction of the soft
drinks industry level (SDIL) in April 2018. The levy works by taxing soft drinks at
differential rates according to their sugar content, from 18p per litre if they contain
more than 5g of sugar per 100ml, to 24p per litre if they contain more than 8g per
100ml. While the long-term impacts of this are yet to be seen, it is clear that it has
had a significant impact on industry: producers reduced the sugar content in more
than half of all relevant soft drinks in order to avoid the new levy (Triggle 2018).
The arguments for taxing other HFSS foodstuffs are gaining popularity given
the challenges of obesity. There are also arguments for subsidising or individual
incentives for eating healthier food (Belot et al 2016). Some models suggest that
subsidising healthy foods would provide the best balance of direct effects on both
obesity and income for the exchequer (Flores and Rivas 2016).
The World Health Organization has carried out a meta-review of systematic
reviews on fiscal policies with the potential to improve diets and the main findings
are summarised below (Table 4).
Health behaviours often have an impact in combination, rather than in isolation
from one another. Our previous analysis has shown that seven in ten people do
not comply with at least two government guidelines on alcohol, tobacco, diet or
physical activity (Buck and Frosini 2012). Studies have shown that increasing the
price of one risk factor, such as tobacco, leads to a decline rather than an increase
in the consumption of another, such as alcohol, because people use the risk factors
as complements rather than substitutes (Tauchmann et al 2008).
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Table 4 Summary of the main findings of a World Health Organization
meta-review of systematic reviews on fiscal policies on diet
Food/beverage taxes

Nutrient-focused
taxes

Subsidies

Effect on consumption

Strongest evidence
for sugar-sweetened
beverage taxes – reduce
consumption by same
percentage as tax rate.

Reduce consumption
of target but may
increase consumption of
non‑target nutritients;
may apply to core
foods; better if paired
with subsidy.

Subsidies increase
healthy food intake.
Strongest evidence
for fruit and
vegetable subsidies.

Effects on body weight/
disease outcomes

Substitution will affect
total calorie intake.
Most effective to
target sugar‑sweetened
beverages. Limited
evidence for
disease outcomes.

Disease outcome
affected by
substitution – nutrient
profile taxes less likely
to have unintended
effects than single
nutrient-based taxes.

Subsidies may also
increase total calorie
intake and body
weight. Very likely
to reduce dietary
non‑communicable
disease risk factors.

Differential effects

May be most effective
for low-income
populations; may have
greater effect on those
who consume most.

May be more likely to
have regressive effects
as more likely to apply
to core foods.

Mixed socio-economic
status effects for
population subsidies;
may benefit wealthy.
Targeted low-income
subsidies effective.

Source: World Health Organization (2016, p 13)

Changing the relative tax or price of important goods that affect our health is a
key policy lever in pursuing any vision for population health. A comprehensive
fiscal approach to behaviour changes would make use of these effects to maximise
influence on behaviour change. The government should co-ordinate its taxing and
pricing policy across food, soft drinks, alcohol and tobacco.
Example 3: An integrated health and care system and communities
In our view, STPs and ICSs will not be successful if they do not engage seriously with
the role of communities in improving and sustaining good health. One way to think
about this is set out below, showing the different service and community emphases
of different ways of involving communities in health and care services (Figure 14).
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Figure 14 An integrated health and care system and communities

CUSED
O
F
ICE
RV
E
S

Expanding the scope of
services the health system
is able to provide, to include
social as well as medical
models of care

Communities and
service design
Involving communities
directly in the choice
and design of services

FO
CU

Community
development

D
SE

Communities in
pathways of care

COMM
UN
ITY

Strengthening
communities, so that
they can improve
their own health

Community
commissioning
Communities have
greater control over
the commissioning of
services they receive

Source: Reproduced from Buck and Wenzel (2018)

Community development (such as asset-based community development) and
community commissioning support communities to improve their health themselves.
One good example is how the Morecambe Bay Health and Care System has been
working more closely with communities (Knox 2018). This has included working with
schools on healthy eating and exercise, seed funding for local mental health cafes,
and churches setting up ‘listening services’ in GP centres. Clinical teams are also
taking more of a coaching approach in consultations in supporting people to learn
more about their conditions.
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The health and care system can also do more to involve communities in service
design and pathways of care (Shared Future 2017) and in community commissioning
(Local Government Association 2018). The former gives communities greater control
over the design and delivery of health, care and other services they receive and
involves them in understanding needs, setting priorities and agreeing solutions.
In the latter, community members decide how resources are allocated and help
to scrutinise the decisions made afterwards. For example, some local authorities
(Cheshire West and Chester undated) have consulted local residents on where to make
budget savings and how to spend local budgets (Local Government Association 2016).
We have set out a range of examples in our recent report on community services
(Charles et al 2018a).
Greater Manchester has one of the most well‑established (although still developing)
approaches to working with communities. We describe some key aspects of
its approach later in this section. Surrey Heartlands ICS also has a notably
well‑developed approach to engaging local citizens to gain a better understanding
of how to design new services. In addition, it has a citizen panel, with thousands
of local people registered to receive surveys to gather their views on NHS services
on a regular basis. The ICS has been leveraging its links with the county council to
run this work, recognising that much of the drive and expertise for engaging with
communities can come from local authorities.
Other areas are also looking to make closer links between NHS services and
community assets. For example, the Advice on Prescription partnership between
South Liverpool Citizens Advice and Liverpool Clinical Commissioning Group
was set up to help GPs deal with patients with high levels of distress due to debt,
housing problems and job loss, and it has now been extended across Liverpool
(South Liverpool Citizens Advice and Liverpool Clinical Commissioning Group 2017).
Wigan Council has been working with its local communities and NHS organisations
since 2011, based on a fundamental rethink of the relationship between the council
and its residents. Wigan’s approach includes a clear and explicit deal between the
council and residents (Figure 15), with significant investment in involving people,
acting on the things that they say are important (such as green spaces), and training
more than 3,000 staff. At the time of writing, Wigan has 13,000 residents who are
‘health champions’ (including heart, cancer and alcohol champions, young health
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champions and dementia friends) in a population of 323,000 people. Evidence shows
that population health outcomes are improving with reductions in smoking rates,
suicides and premature deaths from heart disease and cancer (Ardern 2016).
Figure 15 Wigan’s Deal for Health and Wellness

Support families to give children the
best start

Lead a healthy lifestyle and be a good
role model

Create training opportunities and jobs

Take advantage of training and job
opportunities

Provide seven day access to
GP services
Help communities to support each other
Help you to remain independent for as
long as possible
Provide leisure facilities to help keep
you healthy and active

Register with a GP and go for regular
check ups
Get involved in your community
Support older people to be independent
Make the most of leisure facilities and
be active

Source: Wigan Council (2018)

Example 4: Devolution and place – cities as population health systems
Our cities have enormous potential to be health-generating places by connecting
up the four core pillars of a population health system. However, they also face
considerable challenges and realising this potential is not straightforward.
In the UK, more than eight out of every ten people live in an urban area and
most of the remainder live within the economic, social and cultural influence of a
nearby town or city. For many health conditions, cities are where inequalities are
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greatest – but also where the greatest expertise and other assets to tackle them
exist. The breadth of cities’ roles in complex social and economic issues, and their
ability to learn from each other through a growing array of networks, make them
well placed to provide leadership across population health approaches.
Our recent work on cities and health (Naylor and Buck 2018) explored how
international cities are doing this, and what lessons we can learn in England.
From Amsterdam’s work on childhood obesity, to Paris’s support for community
decision‑making and Mexico City’s city innovations lab, we found a number of
common roles for cities that have made strides in improving population health
(Table 5).
Table 5 Roles for city governments in population health
Role

What can city governments do?

Co-ordinating
system-wide action

• Ensure there is co-ordination of activity on population health and adequate
investment in central programme management.
• Use an explicit methodology for collaborating effectively and achieving change.

Promoting innovation

• Make full use of the assets available in a city, including universities, businesses
and the philanthropic sector to address the social determinants of health.
• Explore ways of stimulating innovation, for example, using innovation labs,
challenge prizes or innovation funds.
• Develop mechanisms for sharing learning and spreading successful innovations
across the city.

Using regulatory and
legislative levers

• Be evidence-based and clearly articulate the scientific rationale for introducing
new regulation.
• Know the law and have ready access to expert legal advice.
• Use regulatory approaches as one component of a broader strategy to improve
population health, rather than in isolation.

Mobilising the
population

• See communities as one of the key assets in a city and empower citizens
to lead small-scale local change to improve the communities they live in.
• Explore different tools to engage people in civic decision-making, such as
online portals or participatory budgeting.

Using planning
powers to create
healthy places

• Draw on published guidance and evidence about using spatial planning
processes to create health-promoting places.
• Ensure the city has the data it needs to make informed decisions about cycling,
walking and the use of public spaces.

Source: Reproduced from Naylor and Buck (2018)
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The co-ordination function is particularly important, helping to bring all the relevant
sectors and actors together across the four pillars. Cities and the NHS each have
their own separate systems of leadership, funding and governance. Cities need to
develop their role in population health in co-ordination with STPs/ICSs and local
NHS organisations.
These functions vary widely in how well they are developed in English cities. For
example, London has many assets to draw on in improving population health and
has the potential to become a world leader in areas such as healthy transport
strategies. But it also faces significant challenges. Chief among these in our view are
its complex and fragmented governance arrangements, which can create problems
for co-ordinating activities across the city and for accountability. As well as the
recent devolution agreement and the Mayor of London’s new health inequalities
strategy (Mayor of London 2018), London’s STPs offer potential but need to do much
more on prevention and population health with their partners (Ham 2018; Kershaw
et al 2018).
By contrast, Greater Manchester Combined Authority (GMCA) has focused on
creating the conditions for inclusive economic growth (for its initial powers, see
HM Treasury and Greater Manchester Combined Authority undated). As part of this
overarching goal, it used delegated powers from NHS England and Public Health
England to develop a specific Greater Manchester population health plan (Greater
Manchester Health and Social Care Partnership 2018; Rouse 2017). The plan includes:

••

quick wins implemented at scale across the GMCA

••

more standardised approaches across local areas with the same priorities

••

high return on investment delivered through community-centred approaches,
across the lifecourse

••

linking population health to wider GMCA plans for transport, housing,
economic growth, planning and integrated health.

The GMCA is doing this within a locality delivery model based around
neighbourhoods of between 30,000 and 50,000 citizens, rather than around
themes, policy areas or organisations. Each neighbourhood is served by an
integrated place-based team, with co-located professionals from all public services
working together.
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As the Mayor of Greater Manchester, Andy Burnham, has said:
As Secretary of State for Health, you can have a vision for health services. As Mayor
of Greater Manchester, you can have a vision for people’s health. There is a world
of difference between the two.
When I was elected, I thought the challenge was all about integrating the NHS
with social care. And, yes, it is partly about that.
But as Mayor of the only city-region with health devolution, it has become
increasingly clear to me that the unique opportunity Greater Manchester has is
to integrate health with everything – early years, education, community safety,
housing and employment.
And we are all determined to take it.
(Burnham 2018)

Cities have the capability and the clout to plan, co-ordinate and deliver population
health at scale while managing to retain the local responsiveness and agility that
national policy-making can sometimes lack. The leaders of cities and city regions are
set to become increasingly prominent political actors in the UK. There will be growing
opportunities for them to exercise leadership in relation to population health.
***
The four examples we have given in this subsection are not meant to be exhaustive
or comprehensive – there are many examples of other connections. Rather, this
is an illustration of how our framework of the four pillars and the connections
between them could be used to develop what a population health system means to
different actors in their context. As well as government, local authorities and health
and care systems, that could include other sectors at national and regional levels
(for example, housing) and research organisations.
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Supporting the journey
towards a population
health system: what needs
to change?
6

We want to see major improvements in population health. Leadership – especially
political leadership, at both national and local levels – is of critical importance to
bring this about. There also needs to be greater clarity on roles and accountabilities,
and on funding and funding mechanisms.
Our recommendations span national, regional and local levels with immediate,
short-term and longer-term timescales. They are summarised in appendix 2.

Required changes to system leadership for population health
The case for stronger national leadership on population health and
health inequalities
National system leaders – for example, in NHS England and Public Health
England – have an essential role in achieving our vision. Stronger political leadership
is also essential to influence across different sectors and bring them together, to
win hearts and minds, and to keep population health at the top of the priority list.
The current Secretary of State for Health and Social Care, Matt Hancock, identified
prevention as ‘mission critical’ and one of his three top priorities. The strategy
Prevention is better than cure (Department of Health and Social Care 2018) is a welcome
signal of his willingness to provide direction and leadership for prevention and
population health, across the health and care system and beyond. It recognises the
fundamental importance of focusing on the wider determinants of health to deliver
the vision.
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Previous ministers – not least, Andrew Lansley – have also arrived in office with
good intentions and talked up the importance of public health and prevention, only
to end up not delivering as short-term challenges consume their time and political
capital. It must be different this time. Population health and health inequalities
must be at the very heart of the Secretary of State’s role with support from the
Chief Medical Officer and co-ordinated action across government.
The first priority for the promised Green Paper should be a new cross-government
strategy on health inequalities. We now have convincing evidence that the last
health inequalities strategy (Department of Health 2003, 2008), active until 2010
under Labour, had an impact, through a combination of NHS and cross-government
actions (Barr et al 2017).
Key factors in the strategy’s success included clear targets and priorities, both for
health (eg, life expectancy, infant mortality) and for broader social policy (eg, child
and pensioner poverty). All government departments were engaged, resulting in
82 commitments ranging from housing standards to employment levels, with robust
monitoring and a support unit. Additional NHS resources were targeted to deprived
areas, with a measurable impact on reductions in mortality and a narrowing of the
life expectancy gap with the rest of England.
These improvements went into reverse once the strategy ended (Barr et al 2014,
Barr et al 2017). The messages are clear.

••

Inequalities in health are persistent and stubborn to shift, but with clear focus,
resources and a long-term approach they can be shifted.

••

The NHS has an essential role but the approach needs to be much broader,
across all four pillars of our framework and with strong accountability and
support to keep efforts on track.

••

A weakening of effort, as has happened since 2010, has resulted in health
inequalities widening again which underlines the need for constancy
of purpose.

A new strategy on health inequalities must be at least as ambitious, broad and
committed as the previous one, and draw on the learning about what made that
one effective. It should go further in exploiting the opportunities that we now
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have from more integration and devolution of services and to reflect evidence
about the growing importance of morbidity as well as mortality – especially
musculoskeletal morbidity and mental health (Steel et al 2018).
England can learn from other countries including those close to home. Scotland
has developed a human rights approach to policy on population health and health
inequalities (NHS Health Scotland 2018b). The Well-being of Future Generations
(Wales) Act 2015 set seven national goals for wellbeing in the broadest sense, with
strong and transparent accountability, in line with the national goals and stronger
accountability that we have called for in this report. The Public Health (Wales) Act
2017 requires health impact assessments for all substantive policies. We believe
that England should develop equivalent legislation.

Recommendations for national leadership
••

Population health should be central to the Secretary of State’s role including the
lead responsibility for health inequalities.

••

The government should announce a new cross-government strategy on health
inequalities and ensure that it is being implemented within three years.

••

The government should establish robust cross-government arrangements for
co‑ordinating leadership, monitoring and accountability for population health
goals and health in all policies.

••

Within three years there should be a requirement that all relevant government
policies have a health impact assessment and this should be fully implemented
within five years.

The case for stronger local system leadership
In principle, arrangements for local system leadership of population health are in
place. In local authorities there are health and wellbeing boards, while STPs and
ICSs are a means to link in the NHS and services that are the responsibility of local
authorities. However, these structures have overlapping roles and their relationship
is unclear. Neither provides consistently effective leadership for population health
and in some cases they are ineffectual (Local Government Association 2017; Kershaw
et al 2018; Hunter et al 2018).
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Who the system leaders are will vary from one area to the next. Different
approaches are likely to work for different areas and topics, such as:

••

a combination of clinical and public health leadership (Baylis et al 2017)

••

leadership through STPs and ICSs (Fell 2017)

••

leadership by elected mayors (Buck 2018a)

••

‘Marmot Cities’ (taking forward the recommendations of the 2010 Marmot
review into health inequalities as their framework) (Pearce 2018)

••

local authorities developing a new relationship with communities (Wigan
Council 2018).

Our research shows that system leaders need to develop the capacity for a
systematised, programmatic approach, such as a central team who co-ordinate
system-wide action, rather than just relying on committed individuals (Naylor and
Buck 2018). As noted in section 4 of this report, local action can make a difference
in reducing inequalities in health. Improvements in educational attainment, which
are linked to improvements in health, are a good example of how local leadership
and constancy of purpose are key (Marmot et al 2010). Areas like Wigan where the
council has transformed its relationship with local people demonstrate that health
outcomes can improve where local leaders draw on all the assets that exist.
Effective system leaders for population health will need to give attention to those
they seek to lead. This will include investing in the core public health workforce to
develop technical and relational skills, but there is also a larger and wider workforce
with vast potential to improve population health. The Royal Society for Public
Health (2015) consider this to include more than 3 million people in roles such
as home care workers; teachers; the wide range of support workers in hospitals
or care homes; fire and police officers; welfare and housing staff; and sports and
fitness coaches.
Many in these roles are already making strong contributions to population health.
The Local Government Association has published a range of case studies (Local
Government Association 2015), but this opportunity is not yet being realised
everywhere. Engaging this wider workforce is about realising a shift into a broader
culture of population health in which everyone has a role to play.
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Recommendations for local system leadership
••

Local and regional partnerships should use our population health framework to
review their activity on population health (including where there are gaps) and to
map out leadership responsibilities.

••

Local and regional system leaders and politicians should champion population
health and ensure that, within three years, there is clear leadership for
population health and plans are in place which are co-ordinated across the area
and across those responsible for the wider determinants of health.

••

Local and regional system leaders should put plans in place to develop the wider
population health workforce.

Required changes to roles and accountability
Accountability for population health is inherently complex because it depends on
co-ordinated action by different sectors and organisations. Following the Health
and Social Care Act 2012, the accountability landscape in and around the public
health system has become even more complicated (Figure 16) with no one agency
in a clear leadership role.
Here we set out key considerations for making the accountability framework more
effective, and for designing it on principles that require progress rather than only
reacting to problems (Guerin et al 2018).
The case for greater clarity over national bodies’ roles and accountabilities
with the rest of central government
Accountability at a national level needs to start with clear expectations that people
can be held to – the sort of binding national goals that we called for in section 3
of this report and appendix 1. These goals need to be owned by the government,
not just the Department of Health and Social Care. Given the complexity of roles
and accountabilities, setting the goals will need to be accompanied by a high-level
review of who will be responsible for what in order to achieve them.
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Figure 16 Key accountability frameworks and relationships in ‘and around’
the public health system, England
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The Secretary of State for Health and Social Care must play a strong leadership
role and have clearer accountability for population health, to follow through on
his recent vision for prevention (Department of Health and Social Care 2018).
Cross-government co‑ordination will be needed to ensure that health
considerations are included in all policies. Among national bodies, the roles and
accountability of the Department of Health and Social Care, NHS England and
Public Health England in support of this leadership arrangement must be clarified
to avoid duplication and make best use of the expertise they possess.
NHS England has some statutory public health functions, for example relating to
vaccination and screening programmes. It also contributes to population health
through clinical strategies for different conditions (eg, children’s and young people’s
mental health) and sectors (eg, primary care) and has been a champion in some
wider areas (eg, the Healthy New Towns programme). Hopes are high that the
forthcoming long-term plan for the NHS will have a stronger focus on prevention,
especially given the strong indications in Prevention is better than cure (Department
of Health and Social Care 2018).
NHS England’s role needs to develop so that prevention is recognised as core
business. It also needs to acts in partnership with other bodies with prevention
responsibilities at both national and local levels. The recent roll‑out of its
pre‑diabetes prevention programme has not engaged with the role of local
government in supporting healthy lifestyles, illustrating opportunities for
more effective coordination among the different agencies working to improve
population health.
Public Health England is well regarded internationally (Public Health Institutes of
the World 2017) although at home it has also been challenged on some recent
decisions (Weaver 2018). It is formally an executive agency of the Department of
Health and Social Care, and accountable to the Department and the Secretary of
State for Health and Social Care. Public Health England could take on a stronger
role in assuring progress towards national goals – both overall and the relative
contributions of individual local authorities, STPs and ICSs and other sectors – if it
had the powers and status to do so.
There is a parallel with the work of the Care Quality Commission (CQC) in reporting
on the quality of health and social care in England. The CQC annual reports on the
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state of care provide independent and authoritative updates on how the quality
of care is changing and commentary which draws on the breadth of its insight into
progress, risks and priorities.

Recommendations for greater clarity over national bodies’ roles
and accountabilities
••

The government should develop and set meaningful high-level national goals for
population health and health inequalities.

••

Alongside that, the government should map out the roles and expectations
for achieving those goals, including in particular the roles of NHS England and
Public Health England.

••

The government should review Public Health England’s national and regional
roles, including its status and powers to enable it to be effective across
government as a whole.

The case for greater clarity over the accountabilities for regional and local
population health outcomes
Accountability is also inadequate at local and regional levels. In between local
elections, local authorities’ ongoing accountability for public health outcomes is
largely limited to developmental peer review, with self-regulation of follow-up
(Local Government Association undated). As long ago as 2013, MPs expressed
extreme concern about this weakness of accountability (Buck 2013; House of
Commons Draft Local Audit Bill ad-hoc Committee 2013). There is also little sign that
STPs have been held to account for their contribution to population health so
far. NHS England’s performance dashboard on their performance does not assess
public health services, wider determinants of health or population health outcomes
(NHS England 2017).
The regional level – STPs, ICSs, devolved authorities – should have a particularly
important role in population health by mediating between national goals and
local actions in a way that avoids either top-down prescription or a bottom-up
free-for-all. The planned second iteration of STPs in 2019, alongside the proposed
Green Paper on prevention and the forthcoming long-term plan for the NHS,
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provide opportunities to clarify the role and expected impact on population health
of these partnerships.
Adopting a population health approach will mean re-focusing and aligning existing
health and well-being strategies and making connections to a wider range of
partners. Whether it is through health and well-being boards, STPs, ICSs or other
bodies, local politicians and system leaders must ensure there is clear accountability
for improving population health at local level.

Recommendations for greater clarity over the accountabilities for
regional and local population health outcomes
••

Local bodies such as devolved authorities, ICSs and the second iteration of STPs
should ensure clarity from regional partners and leads over population health
roles and accountabilities. As these develop, they should ensure a clear line of
accountability between national goals and local decisions.

••

Local authorities and NHS bodies should work together in identifying and
implementing priorities for their areas, being clear how these relate to national
goals. In doing so they should ensure that accountability goes beyond public
health teams and health and care services, to join up with those responsible
for wider determinants of health.

Required changes to funding levels and funding mechanisms
Despite the evidence that shows it is the wider determinants of health that are
most critical, followed by our health behaviours, political attention has mainly
focused on the NHS and resources have, unsurprisingly, flowed to follow this focus.
A population health approach will call this historical pattern into question.
The case for more spending on prevention and public health and wider spending
that supports population health
The increases announced in NHS funding are less than The King’s Fund (2018) and
others have called for, but they do represent a significant increase relative to other
government departments. Local authorities, on the other hand, have experienced
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a 49 per cent real-terms cut in central government funding between 2010/11
and 2016/17 (Figure 17), leading to a 28.6 per cent reduction in their spending
power (National Audit Office 2018a). As a result, spending on activities that support
population health has fallen.
There needs to be a rebalancing of resources between the four pillars to address
this. Doing that is easier said than done, but the forthcoming long-term plan for
the NHS is a key opportunity (Ham and Murray 2018). It should commit the NHS to
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Figure 17 Change in spend by service area, all local authorities in England,
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Notes
1. Data shown is net current expenditure. However, for adult social care transfers from health care bodies
are also included. This includes the element of the Better Care Fund received and used by local authorities.
2. GFRA is the General Fund Revenue Account. This provides revenue funding for the bulk of local authority
services and is funded primarily by government grants, business rates and council tax. It is separate to the
housing revenue account which is used to maintain local authority housing stock and is funded primarily
through rental income.
Source: National Audit Office (2018a)
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seeing population health and health inequalities as core priorities, and therefore
part of its investment decision processes, and to working alongside key partners
such as local authorities (Buck 2018a).
Local authority spending per head on key prevention services is on track to fall by
almost a quarter in real terms between 2014/15 and 2019/20 as a result of cuts to
the public health grant and wider local authority budgets (Finch et al 2018), despite
clear and strong evidence of the economic case for investing in health promotion
and disease prevention (McDaid et al 2017). This has been estimated as a real cut of
around £690 million (Appleby 2018).
Separately, The Health Foundation has estimated the required funding to both
reverse the public health cuts and to remove the existing variation in spending
between areas, assuming that no area is allowed to experience a cut in funding; an
extra £3.2 billion, of which £2.5 billion arises from this ‘levelling up’ of local funding
(Finch et al 2018).
In our view, the minimum requirement is to restore local authority spending on
public health to its highpoint in 2015/16, uprated for inflation and population
change. This funding also needs greater protection: over decades we have seen
resources cut when budgets are tight, then reinstated for a period, before more
cuts. This short-termism, reinforcing a mindset that prevention and public health
are optional, needs to change.
We need a better understanding of what constitutes ‘sufficient’ funding for
population health. Alongside that, given the current weakness of accountability
arrangements, greater assurance will be needed that the tools available to check
value for money are used fully and consistently – such as the ‘RightCare’ initiative in
the NHS, and Public Health England’s guidance for assessing return on investment
in public health.
There is a need to think broadly about options for funding population health,
including public health budgets as part of that – tinkering at the edges will not be
enough. Other current proposals which should be considered include a ‘prevention
transformation fund’ (Plotkin 2018); a broader ring-fenced transformation fund
(Ham and Murray 2018); and separate budget lines for prevention in the same way
that capital is currently separated from revenue (Burstow et al 2018).
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In addition, as we described in section 5 of this report, the government has provided
a case study of how fiscal policy can incentivise reductions in risk factors and at
the same time raise income that can be invested in population health, while still
commanding public support. Learning from experience of the soft drinks industry
levy, it should go further and develop new ways of using differential taxes, levies
and charges to influence both individuals’ behaviours and products and services.

Recommendations for spending on prevention and public health and
wider spending that supports population health
••

The government should use the forthcoming spending review to restore public
health grants to local authorities to at least 2015/16 levels (at least £690 million)
and to move to multi-year settlements.

••

The government should act now to understand the impact of cuts to wider local
government funding on population health, for example by commissioning analysis
of the effects of existing cuts, their likely longer-term impacts, and testing the
likely impact of planned cuts.

••

Within the next three years the government should assess how much local authority
funding is required for population health (including but by no means limited to
public health grants), and within five years it should be ensuring that level of funding
is provided. This should begin with the forthcoming spending review.

••

Local authorities and NHS bodies should ensure that they are making full use of
the tools available to target population health spending on effective interventions.
The NHS long-term plan should make it clear that prevention is a core part of the
role of NHS organisations and invest resources accordingly.

••

The forthcoming spending review should set out how, within three years, the
government will trial new funding mechanisms for prevention, such as a prevention
transformation fund, and implement successful mechanisms nationally within
five years, to deliver the amount of local authority funding needed for population
health (as in the recommendation above).

••

Within three years, the government should make more use of ‘sin taxes’ and
regulation to reduce health risks, building on the lessons from the soft drinks
industry levy. Health improvement should be the core purpose of all such measures
and tax structures should be designed accordingly.
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Conclusion

Over the course of the 20th century, this country and many others made the
‘great escape’: life expectancy increased by more than 30 years in the 100 years to
2010. But today, we do not perform well on many health outcomes compared with
similar countries, and health inequalities are persistent and widening. Increasing
spending on the NHS and social care will not change this on its own.
In this report we have set out the case for a new approach, one that better reflects
what determines our health as a population. This requires stronger national action,
including new binding national goals and a national health inequalities strategy. It
also requires concerted, systematic and coherent effort across the four pillars of
a population health system: the wider determinants of health, our behaviours and
lifestyles, an integrated health and care system, and the places and communities
we live in and with. We have set out a framework to achieve that, a framework
that places far more emphasis on the connections between the pillars, that is, what
defines a population health system.
We have argued for the need to focus on changes to funding, and clearer and
stronger accountability for population health. We have emphasised the need for
stronger system leadership at local, regional and national levels, including political
leadership and engagement with places and communities themselves. The set of
changes we propose will make the journey towards a population health system
faster and the realisation of our vision that:
Health outcomes and inequalities in health in England will be on a par with the
best in the world. This will be achieved by a consistent and coherent focus on
population health locally, regionally and nationally.
The need for action is now, and we have set out a framework and a path forward
over the next five years to help bring about a shift to a population health system.
At The King’s Fund we will continue our work in this area, making the case for
change through our policy work and supporting and developing the system
leadership to make it happen. We will do this through stepping up our work with
and through others, across the pillars of population health. We hope that others
will join us on the journey to a healthier future.
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Appendix 1: A menu of
possible national goals
for population health
Improving population health
Table A1
Goal

Why?

By when?

• Our life expectancy and healthy
life expectancy match the best of
our international peers.

Life expectancy and healthy life expectancy (the
proportion of life spent in good health) are good
summary measures of the overall health of the
population. We currently do averagely compared
with our peers.

2030

• Our avoidable mortality rates
are the lowest among our
international peers.

Avoidable mortality – and its amenable and
preventable mortality components – are good
summary measures of health and care system
performance and wider population health. We
currently do poorly compared with our peers.

2030

• People with mental health problems
are as equally well physically as
those without, with no difference
in the incidence or prevalence of
conditions or life expectancy.

The physical health outcomes of people with
mental health problems are unjustifiably poorer
than those without, across a wide range of
conditions and diseases. This is preventable and
requires co-ordinated action across the NHS and
local and national government.

2030

• English children have the best early
life experience compared with their
international peers (for example,
fewer adverse child experiences,
lower infant mortality and best
readiness for school).

Early life experience is predictive of future health
and wider social outcomes. This measure depends
on the contribution of many sectors working
coherently together.

2025

Appendix 1: A menu of possible national goals for population health
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Reducing inequalities in population health
Table A2
Goal

Why?

By when?

• There is a reduction in health
inequalities between and within
local authorities in life expectancy
and healthy life expectancy
of 15% by 2030.

This is similar to the previous Labour government’s
health inequalities target. It will require significant
and concerted action but is achievable.

2030

• There is a significant reduction in
health inequalities between and
within local authorities in avoidable
mortality (and its components).

This goal makes the health and care system, and
its partners, have a more proportionate response
to need and prevention.

2025

• Inequalities in smoking rates
between social groups
are eliminated.

The government believes that smoking rates
are the largest single cause of inequalities in
health (Department of Health 2017). If so, then
this must be a critical goal for a national health
inequalities strategy.

2030

• The 15-year gap in the onset of
multiple morbidities (such as
diabetes, mental health problems
and hypertension) between the
poorest and wealthiest sections of
the population narrows to five years.

This inequality is driven by inequalities in many
factors, and accounts for much of the inequality
in healthy life expectancy. Achieving the goal will
require actions across society.

2025

• The five-fold gap between the
highest and lowest social groups in
the experience of having three or
four multiple health behaviours (in
terms of smoking, excess alcohol
consumption, poor diet and low
physical activity) is eliminated.

Having three or four risk factors is predictive of
premature mortality. In 2008, there was a five-fold
gap between the highest and lowest social groups
in the proportion of the adult male population who
had three or four risk factors.

2030

Appendix 1: A menu of possible national goals for population health
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Appendix 2: Summary of
recommendations
System leadership and the workforce
Table A3

National

Immediately

Within 3 years

Within 5–10 years

• Government should
announce a new crossgovernment health
inequalities strategy.

• Implement crossgovernment strategy on
health inequalities.

• Core government policies
routinely pass a health
impact assessment test.

• Ensure cross-government
arrangements for
co‑ordination, monitoring
and accountability for
population health goals
and health in all policies.
Regional

• Use our population health
framework to review
activity on population
health (including gaps)
and map out leadership
responsibilities.
• Ensure that plans are
in place to develop
the wider population
health workforce.

Local

• Use our population health
framework to review
activity on population
health (including gaps)
and map out leadership
responsibilities.
• Ensure that plans are
in place to develop
the wider population
health workforce.

Appendix 2: Summary of recommendations

• Introduce a requirement
for all relevant government
policies to have a health
impact assessment.

• System leaders and
politicians ensure that,
however activity is
structured in their area,
there is clear leadership
for population health and
plans are in place which
are co-ordinated across
the area and across those
responsible for the wider
determinants of health.
• System leaders and
politicians ensure that,
however activity is
structured in their area,
there is clear leadership
for population health and
plans are in place which
are co-ordinated across
the area and across those
responsible for the wider
determinants of health.
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Roles and accountability
Table A4

National

Immediately

Within 3 years

• Government should
develop and set high-level
goals for population health.

• Following on from the
wider mapping of roles
and expectations, review
Public Health England’s
national and regional
roles, including its status
and powers to enable it
to be effective across
government as a whole.

• Map out the roles and
expectations for achieving
those goals, including in
particular the roles of
NHS England and Public
Health England.
Regional

• Local bodies such as
devolved authorities, ICSs
and the second iteration
of STPs ensure clarity
from regional partners
and leads over population
health system roles and
accountabilities.

• Make sure that there is a
clear line of accountability
between national goals,
ambitions or targets and
regional systems.

Local

• Local authorities and NHS
bodies should co‑ordinate
on identifying and
implementing priorities
for their areas, being
clear how these relate to
national goals.

• Ensure greater clarity on
and stronger accountability
for population health
outcomes.

• Ensure that accountability
goes beyond public health
teams and health and care
services, to join up with
those responsible for wider
determinants of health.

Appendix 2: Summary of recommendations

Within 5–10 years

• Draw up locally led
priorities and actions, with
clarity on their relationship
to national goals.
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Funding and funding mechanisms
Table A5

National

Now

Within 3 years

Within 5–10 years

• Use the forthcoming
Spending Review to restore
public health grants to
local authorities to at least
2015/16 levels (at least
£690 million) and to move to
multi-year settlements.

• Assess how much local
authority funding is
required for population
health (including but
by no means limited to
public health grants).
This should begin
with the forthcoming
spending review.

• Ensure the required levels
of local authority funding
for population health.

• Review the impact of cuts
to wider local government
funding on population health,
for example by commissioning
analysis of the effects of
existing cuts, their likely
longer-term impacts, and
testing the likely impact of
planned cuts.
• The NHS long-term plan
should make it clear that
prevention is a core part of
the role of NHS organisations
and invest resources
accordingly.
Regional

• Local authorities and NHS
bodies should ensure that
they are making full use of the
tools available to target their
spending on population health
to effective interventions.

Local

• Local authorities and NHS
bodies should ensure that
they are making full use of the
tools available to target their
spending on population health
to effective interventions.

Appendix 2: Summary of recommendations

• Implement successful
mechanisms for funding
prevention nationally.

• Trial new funding
mechanisms for
prevention, such
as a prevention
transformation fund.
• Make more use of
‘sin taxes’ and fiscal
incentives to reduce
health risks, building on
the lessons from the
soft drinks industry levy.
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Over the past century, overall health has improved greatly, and we
are living longer and healthier lives. How can we make sure these
improvements continue? England is behind other similar countries
on many key health indicators, with obesity rates among the highest
in Western Europe. Inequalities in health are widening, resulting in
some people living shorter lives in poorer health.
A vision for population health presents an overarching approach to
improving mental and physical health, promoting wellbeing and
reducing health inequalities across England. It has four ‘pillars’:
••

the wider determinants of health, such as income, education,
housing and leisure

••

our health behaviours and lifestyles, including smoking, drinking
alcohol, exercise and diet

••

an integrated health and social care system, reflecting growing
needs for complex and longer-term care

••

the role of places and communities, including local environment
and social relationships.

Our research finds that efforts across these four areas are not well
balanced. We argue also that we should make better connections
between the different pillars. This report includes examples of how
to do this and provides recommendations on what needs to change.
We recommend action at local, regional and national levels, and in
three key areas:
••

stronger leadership for population health, with key roles for
political leaders such as elected mayors

••

clarity of roles and accountability, especially at national level
concerning NHS England and Public Health England

••

funding and funding mechanisms, for example through the
restoration of public health funding, support for preventive
services and bold use of taxation.
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