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Glossary
Anchor institution: A large organisation with significant assets and resources that can be
channelled in different ways to support community regeneration. Such organisations are
called ‘anchors’ because they are unlikely to move – they are rooted in place.
Degrowth: The idea that economic growth is not compatible with environmental
sustainability and that decreasing resource consumption is required to achieve human
wellbeing in the long term.
Economic development: Proactive approaches to shaping economic progress. Local
economic development activities in the UK are often carried out by organisations such as
local authorities or local enterprise partnerships.
Economic growth: Increases in GDP over time. There is an association between GDP and
health outcomes, though the relationship between them is complex.
Green growth: Economic growth and development which is environmentally sustainable
and creates the conditions that are good for people’s health.
Gross domestic product (GDP): The market value of goods and services produced
by a country in a particular time period; often used as a major indicator of economic
performance and success.
Gross value added (GVA): A regional indicator used to measure added value. GVA is not
directly translatable to GDP or productivity.
Health inequalities: The difference in health outcomes across population groups, often
due to differences in social, economic, environmental or commercial factors.
Inclusive economy: An economy in which there are opportunities for all and prosperity
is widely shared.
Inclusive growth: A way of thinking about and pursuing economic development that
emphasises the importance of giving everyone in society a stake in economic growth by
ensuring its benefits are fairly distributed.
Industrial strategy: A collection of economic policies that a national, regional or
local authority commits to pursuing, which aims to achieve objectives that may not
only be economic.
Local enterprise partnerships: Organisations in England made up of local authorities
and businesses that promote local economic development.
Postgrowth: Moving beyond a focus purely on economic growth to pursue sustainable
human wellbeing.
Wider determinants of health: The social, cultural, political, economic, commercial and
environmental factors that shape the conditions in which people are born, grow, live, work
and age. They may be called 'structural' or 'upstream' factors.
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Executive summary
This report sets out how economic development can be used to improve people’s health
and reduce health inequalities in the UK. Its lessons are timely and relevant, with the
coronavirus (COVID-19) pandemic showing us that people’s health and the economy
cannot be viewed independently. Both are necessary foundations of a flourishing and
prosperous society.
Health inequalities are growing in the UK.1 Since 2010, life expectancy improvements have
slowed and people can expect to spend more of their lives in poor health.2 How healthy a
population is depends on more than the health care services available to them – it is shaped
by the social, economic, commercial and environmental conditions in which people live.3
Creating a society where everyone has an opportunity to live a healthy life requires action
across government. While social protection measures – such as income replacement
benefits, pensions, free school meals, social housing – are widely recognised as a core
mechanism for reducing inequalities, the impact of structural inequalities in the economy
itself has generally received less attention. This report contains case studies of economic
development strategies which look beyond narrow financial outcomes as measures of
success, and instead aim to enhance human welfare.
The evidence base in this field is at an early stage, but it already points towards
people’s health and wellbeing being promoted by inclusive economies. This means
economies that support social cohesion, equity and participation; ensure environmental
sustainability; and promote access to goods and services which support health, while
restricting access to those that do not. A wide variety of economic development
interventions are available to local and regional bodies to create this kind of economy and
the report examines these in detail.
An inclusive economies framework for improving health
This report provides a framework for practitioners to consider the interventions available
and implement strategies most appropriate to their local situation. Local, regional and
central government all have roles to play in shaping economies in ways that are beneficial
for people’s health.
Based on the existing evidence base and the case studies developed for this report,
we identify six areas that are important in facilitating local and regional approaches to
developing inclusive economies:
1.

Building a thorough understanding of local issues – using robust analysis of
both routine and innovative data sources, as in the case study on Scotland’s inclusive
growth diagnostic tool.

2.

Leadership providing long-term visions for local economies – and designing
these economies to be good for people’s health, as in the case study on Plymouth
City Council’s long-term plans.

Executive summary
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3.

Engaging with citizens – and using their insights to inform priorities and build
momentum for action, as in the case study on the Clyde Gateway regeneration
programme in Glasgow.

4.

Capitalising on local assets and using local powers more actively – as in
the case study on economic planners’ efforts to capitalise on Leeds’ medical
technology assets.

5.

Cultivating engagement between public health and economic
development – building alliances across sectors, as in the case study on economic
development and health in various levels of government in Scotland.

6.

Providing services that meet people’s health and economic needs together –
as in the case study on Finland’s one-stop guidance centres for young people.

Cross-cutting lessons from local to national level
Four of the themes emerging from the case studies highlight the responsibilities that run
across local, regional and national government and need to be embedded in thinking at
every level of the system:
1.

Promoting economic conditions that recognise the needs of groups facing
inequality – as in the case study on parental leave allowances in Sweden.

2.

Including health and wellbeing in the measurement of economic success –
as in the case study on New Zealand’s Wellbeing Budget.

3.

Actively managing technological transitions and responding to economic
shocks – with support for those most affected by structural shifts in the economy,
as in the case study on Leeds City Council’s digital inclusion programme.

4.

Promoting standards of good work and wide labour market participation – as
in the case study on tailored support to workers facing redundancy in Sweden.

Figure 1 demonstrates how economic development activity and the implementation of the
report’s key recommendations could support improved health outcomes.
Figure 1: Simplified theory of change following implementation of this report’s
main lessons
Activities

Outputs

Outcomes

Implementation of the
report’s lessons for:
national government
local and regional
bodies responsible for
economic development
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National and local economies
that create the conditions
people need to live healthily

Improved health and
reduced health inequalities
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What next?
While there is ample evidence to act on now, the existing evidence base does need to be
strengthened. But the challenge here is that economic development policies are linked
to health outcomes often through long chains of events, which are difficult to study.
Understanding what the potential health impacts of economic development policies
are requires clarity on the mechanisms through which these policies influence people’s
health. The Health Foundation is contributing to further developing knowledge in this
field by supporting a funding programme called Economies for Healthier Lives* in 2020.
This report is being published as we move into the next phase of pandemic recovery,
with the government focusing on how to ‘build back better’. It also comes as the
UK faces considerable economic challenges linked to Brexit, decarbonisation and
technological transitions. With a focus on future economic resilience, there is an
opportunity for government at all levels to embed health and wellbeing in economic
policies. In doing so, policymakers should aim to reduce existing inequalities and
prevent their further entrenchment.
In the short term, this research report recommends the government’s priorities should be:
•

Broadening the focus of economic policy beyond GDP to promote more inclusive
and socially cohesive policies at a national level.

•

Ensuring that the COVID-19 response measures do not lead to a widening of
the attainment gap in educational outcomes, which could exacerbate existing
inequalities and hold individuals and communities back in the future.

•

Investing in lifelong education and skills development. Given the pandemic’s
unequal impact on jobs and workers, this should mean focused investment in
employment support and career guidance for young people entering the workforce,
those in sectors facing the most financial instability and those who may need to
change jobs due to being at higher risk of complications from COVID-19.

•

Introducing local and regional measures of equitable and sustainable economic
development against which to assess progress in ‘levelling up’ opportunities across
the country and between socioeconomic groups.

•

Targeting growth incentives towards sectors that contribute to sustainable
development and growth in high-quality jobs and, in parallel, promoting better
quality of jobs for workers in low-paid and insecure roles.

•

Devolving more investment funding for cities and local authorities, so that
local strategic investments are fully informed by local context and investing
in the capability and capacity of local enterprise partnerships to create
inclusive economies.

*

www.health.org.uk/funding-and-partnerships/programmes/economies-for-healthier-lives
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All these actions need to be driven forward and supported with strong system leadership
across the various levels of government. Their implementation would be best considered
as part of a whole-government approach to improving health and wellbeing. Levelling up
health outcomes needs a new national cross-departmental health inequalities strategy.
Times of economic transition offer opportunities as well as risks. There are opportunities
to build economies that work better for everyone, enhance people’s health and reduce
inequalities. The lessons from this report will support policymakers, researchers and
changemakers in contributing to the action that is needed to do this.
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1. Introduction
This report comes at a time when both the nation’s health and its economy are in the
spotlight. As the COVID-19 pandemic has shown, people’s health and the economy
cannot be viewed independently. Both are necessary foundations of a flourishing and
prosperous society.
The health of a population depends on more than the health care services available to
it – it is shaped by the social, economic, commercial and environmental conditions in
which people live.3 People’s economic circumstances are shaped by their income, pay
and wealth, whether they have a job and the type of work they do. As the UK emerges
from the immediate crisis, attention has rightly turned from protecting the NHS to
rebuilding the economy. This creates an opportunity to address long-run inequalities in
economic opportunity.
The UK entered the pandemic with significant inequalities in people’s health. Health
Equity in England: The Marmot Review 10 Years On – published less than a month
before the national lockdown – found that people living in the UK in 2020 can expect
to spend more of their lives in poor health than they could have expected to in 2010.2 It
also highlighted that life expectancy improvements, which had been steadily climbing,
have slowed for the population as a whole and declined for the poorest 10% of women.
Health inequalities linked to income level (the difference between the health outcomes
that the least and most socioeconomically deprived people can expect to experience)
have increased. These pre-COVID-19 trends are not only true of the UK. There has been
a slowdown in life expectancy improvements across most European countries while
in the US, life expectancy has fallen for 3 years in a row – due in part to the dramatic
growth in the number of ‘deaths of despair’ – those caused by suicide, drug overdose and
alcoholism, which disproportionally affect the most deprived communities.4 However,
the slowdown has been faster and sharper in the UK than in most other countries, except
the US.
The recent Marmot Review partially attributed these trends to weakened social protection
in the UK as a result of government austerity over the 2010s.2 As explained in Mortality
and life expectancy trends in the UK, however, these trends are likely to result from several
factors and the complex interactions between them.1 In particular, with life expectancy
closely associated with living standards, it is important to view this stalling in the context
of the economic shock of the 2008 financial crisis and subsequent severe stagnation in
living standards, with little improvement in average household incomes in the UK over
the last 10 years. At the same time income inequality, though largely unchanged over this
period, has remained high – a consequence of rapidly rising inequality in the 1980s.5
This report focuses on how economic policy can be reshaped so that the proceeds of
economic progress can be more equitably distributed. It covers policy action that seeks to
influence the economic determinants of health and it comes at an important moment in
terms of national policy direction for four reasons.

1. Introduction
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First, the COVID-19 pandemic has brought issues of job security and the crucial link
between the economy and health to the fore. It has highlighted the number of people in
the UK who are living in, or close to, poverty and food insecurity. This report can inform
local and national government efforts to support recovery from the pandemic, from both a
health and an economic perspective.
Second, following the 2019 general election, there was a shift in the policy context with
the government’s commitment to ‘levelling up’ – reducing the economic disparities
between regions of the UK. This was seen in the emphasis on skills development and
improved infrastructure to link the north and south of England in the Spring 2020 Budget.
There are opportunities to focus economic development in disadvantaged areas to help
create more quality jobs and support people who have been economically inactive but want
to get into employment. Wider government commitments include further devolution
of economic development; a Shared Prosperity Fund post-Brexit; and work to develop
wider measures of economic success, including metrics that track wellbeing as part of
implementation of the Industrial Strategy.6
Third, global factors present new challenges to the current structure of the UK economy.
The nature of work is set to change radically in the near future – with growing automation
of existing jobs and changes in the types of jobs available. This is likely to cause disruption
to many workers but could also present opportunities if higher-quality, more productive
roles are created. National and regional choices have to be made about the type of economic
development that is pursued, the jobs that are created and the policies that surround the
labour market.
Finally, there is the backdrop of the climate crisis. Economic activity is one of the most
important determinants of carbon emissions.7 Carbon emissions influence people’s health
through the impact of air pollution, climate breakdown and more.8,9,10 The declaration of
a climate emergency by many local authorities has brought a renewed sense of urgency to
this issue.11 The current government pledged in its general election manifesto to reach net
zero carbon emissions by 2050 through investment in clean energy solutions and green
infrastructure.12 UK business and industry are likely to shift further towards ‘green’ sectors
and away from carbon-heavy activity, which will have widespread implications for the
economy as a whole.
This report draws on case studies from the UK and around the world that provide practical
insights into ways local and regional economic development can create the economic
conditions to enable people to lead healthy lives. It is intended to inform the work of
economic development professionals who want to improve people’s health, public health
professionals who want to strengthen economies and their partners in the private or the
voluntary sectors.
The Health Foundation is supporting the adoption of the lessons presented in this report
through an upcoming 2020 funding programme, Economies for Healthier Lives, which
will support local action and capacity-building on initiatives that seek to improve the
economic determinants of health.
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2. The role of economic development
2.1 Why consider health outcomes as part of economic
development work?
A strong economy can mean high average incomes and good living standards, conditions
which contribute to people’s health and wellbeing. Over the last decade, we have seen a
lengthy economic shock, characterised by recession and then a slow restoration of living
standards, with sustained weak productivity growth and stagnation of wages, alongside
austerity policies. Nationally, inequality in wealth distribution has increased over the
last decade.13 Poverty remains a persistent challenge; overall levels have stayed relatively
constant for more than 15 years, with government data showing that in 2018/19, 22% of
the UK population were living below the poverty line* (after housing costs).14 Though
unemployment was low before the COVID-19 outbreak and accompanying lockdown,15
this did not translate into financial stability for many people given the extent of in-work
poverty in the country. 20 years ago, around 39% of people living in poverty in the UK
were in a working family – before the lockdown, that figure was 56%.16
Low household income and lack of wealth can cause insecurity, stress, lack of material
resources, unaffordability of healthy products and services, and more. These experiences
have measurable consequences for people’s health outcomes. High income or existing
wealth, by contrast, provides financial security, access to good housing and healthy food,
education opportunities and other factors likely to promote good health. This is reflected
in the life expectancy and healthy life expectancy at birth for men living in different
economic circumstances (Figure 2).
Figure 2: Male life expectancy and healthy life expectancy at birth by decile of
deprivation, England: 2016–18
Life expectancy
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Source: ONS, Health state life expectancies by decile of deprivation, England: 2016-18

*

Where ‘poverty line’ is the threshold beyond which a household is in relative low income, which is 60% of the
median household income in the UK (not adjusted for inflation). In 2018/19, this was £308 per week.14
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Over and above income and wealth levels, recent Health Foundation analysis has
shown that better job quality is associated with better self-reported health, which has
not improved despite high employment levels.17 It has also shown that one in three UK
employees report having a low-quality job in which they feel stressed and unfulfilled, that
people in these roles are much more likely to have poor health, and that they are twice as
likely to report their health is not good.
Good health is not simply an output of a fair and thriving economy. It is a vital input into
a strong economy. Good health improves people’s wellbeing, their productivity and their
ability to participate in society. People who are experiencing poor health have more limited
opportunities to participate socially and economically. This represents a lost opportunity
for our economy. For example, Health Foundation analysis has shown the association
between health status and labour productivity.18 Poor health has been estimated to cost the
UK economy £100bn per year in lost productivity.19
National and local governments (and the partners they work with) can make conscious
choices about the type of economy they promote. The choices they make will materially
affect the long-term health outcomes for their populations.
There is growing interest in rethinking the fundamental purpose of the economy and
challenging assumptions about how it works for everyone in society.20,21 Organisations
such as the Organisation for Economic Co-operation and Development (OECD) and the
RSA have championed the concept of ‘inclusive growth’, where the goal is to ensure that
the benefits of economic progress are enjoyed by the whole of society.22,23 The RSA has
also highlighted the influence of structural imbalances in the economy’s growth model
on disparities in living standards across social and geographic groups in the UK.23 Other
organisations suggest a focus on inclusive growth alone is inadequate and instead advocate
‘inclusive economies’, a concept which focuses on addressing the fundamental causes of
economic and social inequality.24
Creating an economy that works for everyone raises questions about how policy and
economic success are measured. The output of the economy has been traditionally
measured in GDP; rising GDP has been the primary measure of a strong economy and has
often been assumed to be good for a population’s health, though in reality the relationship
between the two is more complex. In the first half of the 1900s, increases in GDP were
associated with significant growth in life expectancy. In the latter half of the 20th century
and beginning of this century the association was not as strong, and in the last decade there
has been sluggish growth in GDP and life expectancy improvements have stalled.
A continued focus on GDP growth statistics directs attention on policies that aim to
affect the overall level of economic activity. These policies in turn shape patterns of who
benefits from growth. To build economies which promote health, we believe there is a
need to look beyond GDP figures to understand who benefits from growth. For example,
we know that a person’s life expectancy and healthy life expectancy are closely correlated
with their income and wealth. Figure 2 shows that men living in the most deprived tenth
of areas in England were expected to live 18 fewer years in good health than men from the
least-deprived tenth of areas. Tragically, this pattern has been repeated in the COVID-19
pandemic, which has had a far harsher impact on deprived communities than wealthy
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ones.25 Our national success is not only indicated by traditional economic indicators,
but should also be judged on the extent to which people in the UK experience good
health and wellbeing, and whether there is a high degree of inequality in the health and
wellbeing experienced by different groups. We therefore need to consider wider indicators
of population wellbeing, health equity and the economic conditions that affect people’s
ability to live healthy lives.

2.2 The role of economic development in improving
people’s health and reducing health inequalities
Local economic development activities are typically led by local government bodies such as
local authorities or local enterprise partnerships. These aim to shape economies through,
for example, promoting the growth of particular types of business, supporting people into
work or addressing gaps in workforce skills.
The economic determinants of health – including income level, employment status, job
quality, wealth and pay – have a strong influence on people’s opportunities to live healthy
lives.2 Yet many opportunities to use economic development to improve people’s health
may be missed because economic development and public health strategies tend to be
designed separately. Specialists in economic development may not see improving health
outcomes as a priority, while public health professionals may lack the mandate, technical
knowledge or relationships needed to contribute to economic development strategies. A
2017 report found that over 85% of economic development departments in local councils
in England were not as engaged as they could be in tackling the determinants of health.26
There are examples in the UK where health considerations are being included within
economic development strategies. In England, the Local Government Association has
highlighted the role that economic development can play in improving people’s health,
providing insight into key issues and practical guidance for public health teams and
councillors.27 Prosperity for All, the Welsh government’s national strategy, considers
workplace health a business outcome.28 The Scottish government considers a sustainable
and inclusive economy to be a public health priority.29 In 2017 the Northern Irish
government consulted on a draft Industrial Strategy that considers health a broader
economic outcome.30 There are also some local examples of closer working between public
health and economic development professionals.31
Despite these initiatives, more needs to be done before the contribution to improving
health is treated as a core objective of economic development work.

2. The role of economic development
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3. What type of economic
development is best for
people’s health?
The economy is pivotal in ensuring that people thrive by offering them the potential for
security, dignity and fulfilment. Evidence suggests that an economy that places the health
and wellbeing of its population at the centre needs to achieve the following objectives:
•

Promote social cohesion, equity and participation. Economic systems which
promote very high levels of economic inequality can increase health inequality,
damage social cohesion and prevent society as a whole (and deprived communities
in particular) from thriving.32 More equitable distributions of wealth and a more
inclusive labour market are generally better for people’s health than wide inequality
and high levels of unemployment, poverty and low-quality jobs.19 If citizens can
participate in policymaking and priority-setting it makes the system more inclusive
and can make policies and programmes more context-sensitive.

•

Encourage access to products and services that are good for people’s health.
Options to spend money on healthy products and services can be encouraged by
the conditions in which these products are produced, sold and consumed.33 For
example, taxes that restrict the availability of health-harming products and services
(like sugary drinks) and laws that change the pattern of consumption of unhealthy
foods, alcohol and tobacco (like the ban on smoking in enclosed workplaces) can
encourage healthier consumption.

•

Be environmentally sustainable. Many interventions that seek to reduce
carbon emissions produce other health and economic benefits. For example,
improving the infrastructure for active travel (such as cycle lanes) or public
transport can reduce air pollution and increase physical activity,34 while connecting
people with new employment opportunities.

3.1 Innovative approaches to economic development that
promote health
Based on work developed by the RSA, Table 1 sets out how an inclusive economy
differs from ‘business as usual’ and could positively influence people’s health. While
more evidence is needed concerning these interventions, this framework provides a
working hypothesis.
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Table 1: The key features of conventional and inclusive economic development
Conventional economic development

Inclusive economic development

Focused on inward investment by large,
conventional corporates.

A focus on ‘growing from within’: supporting
locally-rooted enterprises to grow and
succeed, especially those that pay well and
create good jobs.

Informed by a narrow set of goals, principally
maximisation of GVA and job numbers, rather
than ‘quality’ of growth.

Informed by multi-dimensional goals and
success measures, from productivity to
wellbeing, and a concern for the ‘quality’
of growth.

Led by economic development specialists
or consultants.

Informed by cross-sector priorities and
collaboration, and citizen priorities.

Using narrow tools of influence to attract
investment (subsidies, tax incentives).

Using a range of policy and financial
tools to actively shape markets, from
procurement, planning and public asset
management to workforce development
and business pledges.

Lack of attention on distributional effects of
policies or investments.

Ensuring that opportunities flow to groups
and places that are excluded.

How this influences people’s health in
a local context

How this influences people’s health
in a local context

May not benefit local health outcomes because:

May benefit local health outcomes because:

•

the wealth generated through local activity
may ‘leak out’ of localities or regions

•

•

there may be little (if any) alignment with
health and social priorities

the more holistic approach to and
definition of economic development
provides opportunities for alignment with
social and health priorities

•

strategies focused narrowly on inward
investment may not create sustainable
opportunities for local people

•

•

it focuses mainly on economic growth
without considering broader dimensions of
social progress

it actively shapes markets to prioritise
activity that promotes good jobs, living
wages, skills development and economic
security, thereby influencing the wider
determinants of health

•

it is more likely to generate local assets
and businesses that are sustainable and
rooted in place, increasing resilience
against economic shocks that are harmful
to people’s health

•

it recognises the importance of social
infrastructure – including health assets –
to economic development.

•

a potential lack of attention to distributional
concerns may mean inequality persists

•

local action may not reflect a
thorough understanding of citizens’
needs and priorities

•

it may underestimate the importance
of social infrastructure – facilities
that contribute towards quality of life
(including education, community, sports
and faith facilities).

3. What type of economic development is best for people’s health?
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3.2 What economic development levers are available?
The scope to influence economic conditions differs at UK national, local and regional levels.
The full range of UK government powers can be used to support a more inclusive economy
including legislation, regulation, fiscal policy, monetary policy, spatial policy, budgeting and
welfare provision. They can be used to reduce the risk of economic crises, promote improvements
in living standards and ensure that quality job opportunities are available. National government
also has a role in setting the context for local economic development strategies. This context is
set through establishment of a national strategic direction that prioritises improved health and
wellbeing as a core objective and through supporting local and regional bodies to deliver on that
direction, partly through devolution of powers.
Based on the case studies researched for this report and informed by the broader literature, we have
identified the following opportunities for local economic development strategies to create the
conditions needed for healthy lives:
•

Infrastructure: The physical environment can be shaped to enable people to live
healthy lives, in a way that also supports the economy to thrive. For example, economic
infrastructure such as public transport systems, housing and digital infrastructure could
all be designed to support better health. The planning framework provides a lever through
which infrastructure can be shaped.

•

Capital, grants and procurement expenditure: Subsidies, public money and supply
chains can all be used to create an economy that is good for people’s health. The Public
Services (Social Value) Act 2012 (applicable to England and Wales) offers a framework for
using these levers to benefit communities.* For example, requirements may be set around
the quality of work in public procurement, or to favour businesses that pay a living wage.

•

Regulation including licensing: Devolved, local and regional governments all have some
regulatory control. Local governments in England have powers around wellbeing and a
general power of competence.† The devolved nations also have some (varying) control of
domestic legislation and regulation. These powers can be applied to economic development,
for example through limited licensing of businesses that may be harmful to people’s
health. Local and regional bodies can also use informal regulatory initiatives, like local good
employment charters, to promote standards which support inclusive economies.

•

Education, skills and lifelong learning: A variety of policy avenues can be used
to provide opportunities for people to access training and education over their
lifetime, to help them access and remain in good quality work; return to work after
a period of unemployment or time spent out of the labour market; and to increase
their potential.

*

The Public Services (Social Value) Act came into force for commissioners of public services in England and Wales on 31
January 2013. The Act requires commissioners to consider the how procurement could secure not only financial value,
but also wider social, economic, and environmental benefits. See www.gov.uk/government/publications/social-value-actinformation-and-resources/social-value-act-information-and-resources

†

The general power of competence was brought into force for local authorities in England on 18 February 2012. It enables
them to do ‘anything that individuals generally may do’ for the wellbeing of people within their authority, meaning they
have general powers over and above their statutory responsibilities.
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•

Labour market programmes: Interventions that promote labour market inclusion
by helping people enter or remain in good quality jobs can enhance people’s health.
For example, return-to-work interventions could be tailored for people with health
conditions that act as barriers to employment. These can run alongside initiatives
to boost job quality, ensuring employers give consideration to job security, job
design, management practices and the working environment. Anchor institutions,
as large employers with an interest in their communities, are ideally placed to run
these kinds of programmes. This is particularly true in deprived areas with limited
economic opportunities, where anchor organisations are often in the public sector.

•

Financial systems and approaches to investment: Access to and control over
investment allows bodies to use their financial influence flexibly and across sectors
and businesses that promote people’s health and equity. For example, public bodies
could commit not to invest in health-harming sectors.

3.3 The current evidence base
Developing an evidence base in this field is challenging. Economic development
policies are often long-term initiatives that are linked to health outcomes through long
chains of events. Understanding their potential impact requires clarity on the assumed
mechanisms through which economic development approaches are expected to influence
health outcomes. Given that these mechanisms operate through multiple factors across a
complex system, traditional approaches to evidence building will not always be possible
or appropriate.35
Economic development policies tend to act on intermediate outcomes such as income
and employment status, which themselves influence health. Figure 3 brings together
the findings of key commissions and reviews, to inform a systems overview of how the
economy influences health outcomes.
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Figure 3: A systems overview of how the economy affects people’s health
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Source: Drawn from the WHO Commission on Social Determinants of Health, 2010,36 Dahlgren and Whitehead, 1993,37
and Naik et al, 2019.38
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Recognising the complexity involved, recent systematic reviews have brought together
the evidence base around the economic factors and interventions that affect people’s
health.39 Naik et al, 2019, reviewed the evidence on the influence of high-level
economic factors such as markets, finance, the provision of welfare, labour markets and
economic inequalities on people’s health and health inequalities.38 The authors found
evidence that the risk of dying from any cause is significantly higher for people living in
socioeconomically deprived areas than for those living in areas with high socioeconomic
status. They also found good evidence that wide income inequality is associated with
poor health outcomes. The review showed that action to promote employment and
improve working conditions could help to improve health and reduce gender-based health
inequalities. Likewise, the review suggests that market regulation of food, alcohol and
tobacco is likely to be effective at improving health and reducing health inequalities.
In contrast, there was clear evidence that reductions in public spending and high levels of
unaffordable housing were associated with poorer health outcomes and increased health
inequalities. The review also found clear evidence that economic crises (acute shocks
that involve changes to employment and GDP, such as the 2008 financial crisis) have
been associated with poorer health outcomes and increased health inequalities. This final
point is highly relevant as we move into recovery from the COVID-19 pandemic and the
economic impact.
Despite increasing evidence about key economic factors that influence people’s health
and health inequalities, the knowledge base regarding which interventions are beneficial
for health and how specific interventions affect health outcomes could be improved.
This report draws on the best available evidence and examples of good practice in the
UK and elsewhere; in parallel, the Health Foundation is investing in strengthening the
evidence base by funding the SIPHER programme* (through the UK Prevention Research
Partnership), which aims to model the systems implications of inclusive growth policies,
including on health outcomes. Similar work linked to local practice is needed. The Health
Foundation will also be supporting local action and capacity-building in this field through
the Economies for Healthier Lives funding programme in 2020.

*

See https://sipher.ac.uk
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4. Learning from UK and
international case studies
The Health Foundation worked with the RSA and Demos Helsinki to produce several UK
and international case studies exploring the evidence and practice on economic approaches
to improve health and reduce health inequalities. These have highlighted a series of
common local and national enablers– as well as showing where further work is required.
The Appendix provides brief background information on the case studies used in this
report. Each case study provided a rich picture of approaches taken to link economic
development to improvements in health. While this report highlights specific lessons,
more detailed descriptions of the case studies will be published separately by the RSA.
Six themes were identified as important in facilitating local and regional approaches to
developing inclusive economies:
1.

build a thorough understanding of local issues with robust analysis of both routine
and innovative data sources

2.

provide local leadership in developing long-term visions for local economies that
are good for people’s health

3.

engage with citizens to inform priorities and build momentum for action

4.

capitalise on local assets and using statutory and discretionary powers
more actively

5.

cultivate direct engagement between public health and economic
development actors

6.

provide services that meet people’s health and economic needs together.

4.1 Build a thorough understanding of local issues with
robust analysis of routine and innovative data sources
Economic strategies need to be grounded in good quality data, rigorous analysis and
an understanding of how economic conditions are affecting local people if they are to
influence people’s health outcomes.
At present the breadth of data available is limited and patchy. While economic indicators
(such as unemployment and employment levels) are routinely produced by the Office
for National Statistics (ONS), they can lack the granularity needed to understand who is
and who is not benefiting from economic activity. Local governments will generally have
data on the number of jobseekers in their area but may not be using data sources such as
Employment and Support Allowance records to understand the number of people who
struggle to find work due to poor health. Other indicators, which are not routinely tracked,
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may also provide valuable insights. These include measures such as the quality of local
jobs,17 the percentage of procurement expenditure spent locally or the number of people
receiving the living wage.
Where data does exist, more robust analysis could contribute to building evidence on
the relationship between local and regional economic development interventions and
health outcomes.
Case study example: Scotland
Scotland has a national inclusive growth agenda, which aims to achieve economic growth
through promoting good quality jobs, equality, opportunities for all and regional cohesion.
To aid this agenda, localities are using an inclusive growth diagnostic tool to understand the
interaction between the economic and social challenges in their area.
The inclusive growth diagnostic tool is an interactive data platform that brings together
indicators of health outcomes (such as life expectancy at birth) and economic performance
(such as the number of businesses and total exports).40 Indicators fit within five categories:
productivity, labour market participation, population demographics, people’s health and
skills, and natural and physical resources.40 They are available for every one of Scotland’s 32
local authorities. Some indicators can be broken down by protected characteristic, such as
gender, allowing places to develop a detailed understanding of local needs.
The tool enables local authorities to assess their performance through benchmarking on
a range of indicators against neighbouring local authorities, the national average and the
best-performing area for each indicator. Authorities can then identify areas in which their
place is underperforming.
The tool prompts users to identify environmental and social conditions that may be
contributing to this underperformance from a comprehensive list.40 It also allows places
to prioritise areas for targeted interventions, through ranking the identified constraints
based on their impact and deliverability of interventions to alleviate them. It therefore
supports places to prioritise between economic development interventions, as relevant to
local need.
Scotland’s Centre for Regional Inclusive Growth – a partnership between government and
academia – has produced the inclusive growth diagnostic tool. It supports local authorities
in making evidence-based policy to build and deliver inclusive growth in Scotland and, in
turn, generates insights to build the evidence base.40 As the tool is relatively new, there is a
lack of evidence about resulting changes in practice.

4.2 Provide local leadership in developing long-term
visions for local economies
At the local level, there are significant opportunities for leaders across sectors to collaborate
on shared long-term visions for economies that have health and wellbeing at the centre.
The 2017 UK Industrial Strategy required local enterprise partnerships and mayoral
combined authorities in England to develop local industrial strategies.41 This requirement
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provides a platform for places to develop their locally relevant long-term economic visions,
with input from leaders from across sectors. More recently, places are considering how
to rebuild their economies after the damage of the COVID-19 crisis. Local and regional
governments should include leaders from across multiple sectors in the development of
strategies for restarting local economies.
Taking an inclusive approach to developing these strategies can be a slow process. However,
if a wide range of leaders are included in the development of plans, they are more likely
to adopt the shared vision and to implement the economic development policies and
practices that contribute to it. Once in place, the shared understanding these strategies
create can be helpful when local leaders inevitably face difficult trade-offs between the
economy and health. For example, they may need to decide whether to provide a licence
to operate to a business that could negatively affect people’s health but could bring
employment opportunities to their area (such as alcohol retailers or gambling shops). A
shared understanding of the kind of economy that places are aiming to create provides a
unifying framework for these decisions.
Case study examples: Plymouth and Burlington
The Plymouth Plan 2014–2034 is a vision for the future that prioritises health and growth
as two core objectives of local policy.42 The local authority has taken the role of system
leader and facilitator of cross-sector collaboration on the economy and health within the
remit of this plan. Central to this is the Inclusive Growth Group responsible for creating an
‘economy to truly serve the wellbeing of all the people of Plymouth’.43 This group brings
together representatives from across the NHS, manufacturing, education, the city council,
retail and technology. They have developed a set of interventions to support inclusive
growth in the city, one of which is a charter mark for local businesses and organisations
that make a commitment to supporting inclusive growth, including health and wellbeing
outcomes. Another is a leadership programme that will upskill local changemakers from
across the local public, private and third sectors to tackle social and economic inequalities.
In Plymouth, the council has made a commitment to double the size of the local
cooperative economy (the number of businesses owned and run cooperatively).44 There
is some evidence to suggest that cooperatives may promote the health of employees, for
example through greater control over their employment and better job retention in times
of economic recession,45 though further research is needed.
The US city of Burlington is another example of where the economy and health have
benefited from a long-term vision and strong leadership. In 1984, the city’s Community
and Economic Development Office published Jobs and People, its 25-year strategic
blueprint for the city’s economic development.46 The strategy was supported by six core
principles that continue to guide economic development in the city today:47
•

encouraging economic self-sufficiency through local ownership and the maximum
use of local resources

•

equalising the benefits and burdens of growth

•

using limited public resources to best effect

20

Using economic development to improve health and reduce health inequalities

•

protecting and preserving fragile environmental resources

•

ensuring full participation by populations normally excluded from the political and
economic mainstream

•

nurturing a robust ‘third sector’ of private, non-profit organisations capable of
working in concert with government to deliver essential goods and services.

The research for this case study found that resulting economic development initiatives
were seen to have fostered social capital and created a sustainable, locally rooted economy
that is less prone to shocks. Its business models provide good jobs, skills development
and liveable wages, healthy and sustainable food systems, quality housing and improved
public infrastructure. The city has been recognised for its success in promoting health – in
2008 it was named the healthiest city in the US by the Centers for Disease Control and
Prevention.48 It has also been recognised by the United Nations as a regional centre of
expertise in sustainable development.49
There are more tangible health outcomes in Burlington than in Plymouth because the
Burlington approach has been implemented consistently over many years. It is too early
to see health effects from the more recent work in Plymouth and further research will be
needed to understand the impacts that this work will have.

4.3 Engage with citizens to inform priorities and build
momentum for action
While it is becoming more common for local governments to seek community feedback
through consultations, it is not routine for local governments to include citizens in
generating economic policy. As a result, economic decision-making may not always
consider citizens’ needs or match their expectations – such as skills programmes that do
not align with people’s aspirations to work in certain sectors, or employment interventions
that fail to address locally relevant barriers to work.
The direct consequences of inequality and uneven wealth distribution underline the
importance of involving local citizens in economic policymaking.50 Citizens are less likely
to view their lives in silos than public services are, so public engagement may encourage
policies and programmes that are better integrated and more relevant to local contexts.
Citizen engagement may also ensure that decisions around economic policy reflect the
needs of the most deprived populations.
Case study examples: Glasgow and Auckland
The Clyde Gateway regeneration programme in the east end of Glasgow, which is a
relatively deprived part of the city, is one example of when citizens have been extensively
engaged in identifying their own needs. The work of the regeneration programme
is steered by a community residents’ committee and has been shaped by multiple
community engagement events over the years. By 31 March 2019, these events included
7,848 community participants.51 Through this engagement, activities of the programme
are directed by community priorities that, for the first 10 years, included job creation,
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investment in community assets and a restoration of pride in local neighbourhoods. The
programme has also worked with local communities, schools and businesses to develop
career pathways and support for residents to access and hold new jobs being created in the
area. Local people have taken up over 900 new jobs since the programme began in 2008.51
The Southern Initiative (TSI) in South Auckland, New Zealand, is a place-based model of
social and economic development and a quasi-independent body of Auckland Council.
Compared to the area of Auckland as a whole, the southern part of the city has relatively
large Polynesian and Māori populations, a lower average age, lower average income and
lower levels of formal education.52 The population also has a higher proportion of people
living with one or more disability in comparison to the city as a whole.52
TSI explicitly recognises the importance of economic circumstances to people’s health
outcomes and seeks to make systematic and grassroots changes to ensure South Auckland
community members can lead healthy lives.53 The team works with a range of formal,
informal and grassroots organisations to design, prototype and apply innovative,
community-led responses to complex social and economic challenges. TSI promotes
community ownership of interventions that seek to reduce deprivation and disadvantage.
Therefore, the team actively seeks out and supports a wide range of community initiatives
that broaden prosperity, foster wellbeing, promote innovation and technology, and
develop healthy infrastructure and environments.53
TSI offers financial, administrative, network-building and skills-training support, but
the team also helps with organisational development. The initiative has used social
procurement and social wage strategies to support and engage businesses that are locally
rooted and create good quality jobs. TSI has also established an intermediary organisation
to link Pacific Islander and Māori-owned businesses to clients and buyers. Over 2019,
NZ$4m worth of contracts were awarded to businesses registered with this organisation.54

4.4 Capitalise on local assets and use local powers more
actively to shape inclusive local economic conditions
While formal powers can be used to shape their economic conditions, every place has
opportunities to capitalise on its own local assets – such as local industrial sectors, the
natural environment, cultural heritage and anchor institutions.55
To improve the economic circumstances that shape people’s health through cross-sector
interventions, places need to increase their innovative use of the powers and assets available
to them. In the UK, national procurement systems are focused primarily on reducing costs,
with relatively limited local or regional ability to choose suppliers for other reasons, such as
the value they add to the local community by supporting local jobs. However, in England
and Wales the Public Services (Social Value) Act 2012 gives a legislative responsibility for
public authorities to engage in procurement and related activities with consideration of
economic, social and environmental wellbeing. This approach could be widened to form
the basis of locally relevant social value frameworks that extend beyond pure economic
measures of social progress and are used in all key decisions.

22

Using economic development to improve health and reduce health inequalities

Given the diversity of the assets and powers that places may choose to draw on,
robust evaluation of the impact of these approaches is challenging. This is an area for
further research.
Case study example: Leeds
Leeds has a strong history in medical technology innovation and has many health care
institutions, including teaching hospitals, research centres and national NHS bodies.
This gives the city an advantage in developing innovative approaches to the challenges of
health and inclusive growth, and related employment opportunities. Leeds City Region
Enterprise Partnership (LEP) is currently seeding 250 health tech small and medium
enterprises from within this ecosystem. It has announced that its local industrial strategy
will focus on harnessing the potential of Leeds’ health care assets.56
This work is supported by local networks, including the Leeds Academic Health
Partnership – a collaboration between three universities in Leeds, NHS organisations
and third sector partners. The project pools funding to cover an eight-strong team that
is tasked with embedding learnings from academic research into practical action that
supports economic growth, specifically in the health and social care sector.57 There is also
an Academic Health Sciences Network, which in collaboration with the LEP leads on
drawing international investment and engagement into the city, through commercialising
the intellectual property derived through NHS research and innovation. The University
of Leeds heads the Grow MedTech partnership, a consortium of six academic institutions
in Yorkshire that offer specialist support for innovation in medical technologies. The
consortium was established in 2018 with £9.5m in funding from Research England.58
While this combination of industries is unique to Leeds, the premise of engaging with
existing work and infrastructure within the city is applicable across the UK.

4.5 Cultivate direct engagement between public health and
economic development
There are many barriers to collaboration between economic development and public health
teams, including the fact that they are often seen to ‘speak different languages’, they may
have different goals and there may not be strong relationships between these teams. A
further factor to consider is that local government in the UK is under significant pressure,
with much smaller budgets than in the past and therefore restricted ability to intervene
in the economy and health.59 However, there is also increasing recognition that significant
potential may be realised by building collaborations between public health and economic
development and broader coalitions of organisations and actors.
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Case study examples: Leeds and Scotland
Leeds City Council has aligned the health and inclusive growth agendas through two
core strategies that are formally connected by an overarching narrative. The health and
wellbeing strategy has the ambition of ‘a strong economy with quality local jobs’60 and
the inclusive growth strategy has the ambition of Leeds being ‘the best city for health
and well-being’.61 In Leeds, case study research found that collaboration between public
health and economic development was good at senior levels, but that interaction is limited
by capacity. Joint appointments across health and local government were seen as good
practice, with public health leadership providing technical expertise and advocacy.
In Scotland, formal links between economic and health policy and practice have been
created through joint committees and cross-sector priorities. NHS Scotland is actively
involved in informing regional growth deals. Scotland’s Council of Economic Advisers
advises Scottish ministers on improving the competitiveness of the Scottish economy
and reducing inequality. It has nine members, including Sir Harry Burns, Scotland’s
former Chief Medical Officer. Scotland’s Chief Social Policy Adviser has a public health
background and collaborates closely with key economic policy officials. Local and regional
coordinating structures (such as regional health boards, community planning partnerships
and city region partnerships) are increasingly enabling health and economic development
to be considered together. This includes the creation of joint posts explicitly to consider
economic development and health together – for example, in Glasgow City Council. Case
study research found that this was particularly effective in relation to key agendas, such as
fair work, employability and child poverty.

4.6 Provide services that meet people’s health and
economic needs together
Disjointed services can present a barrier to positive outcomes in people’s lives. Someone
in difficult circumstances may need to access a range of services to fulfil their needs, for
instance income support, health care, job centres and digital access points like libraries.
Often these services are separate (physically and institutionally), which may cause
barriers to access. Holistic approaches to wellbeing are being increasingly adopted in
health care, such as social prescribing and integrated care systems. It is important that this
move towards service integration includes economic services, such as those supporting
access to employment.
Case study examples: Plymouth and Finland
In Plymouth, community economic development trusts – organisations owned and led
by the community – aim to bring long-term social, economic and environmental benefits
by supporting the growth of local businesses, helping local people into good jobs and
fostering community initiatives. Plymouth has opened four wellbeing hubs co-located
with these trusts. Designed as part of a ‘one system, one aim’ approach, the hubs are
intended as places where people can go for support and to connect with a range of services
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and activities.62 They aim to improve the health and wellbeing of local people and reduce
health inequalities, to improve people’s experiences of care and support in the health and
care system.
Every wellbeing hub offers at least: advice on wellbeing, employment, debt, and accessing
health services; support in health care decisions; mental health support and referrals; and
opportunities to volunteer. Other services provided by individual centres include CV
and interview support, a friendship café and parenting support. Co-locating these centres
within community economic development trusts means that people with health and
economic needs can access support in one place. The first hub was established in 2018 and
the network is still under development, so an evaluation of the impacts is not yet available.
In Finland, there are now 70 one-stop guidance centres where people younger than
30 years of age can access help on issues related to work, health, education and everyday
life.63 They aim to support young people to transition into successful adulthood through
finding pathways into education and employment. The centres are staffed by employees
of organisations from a range of sectors, including recruiters from the private sector, skills
trainers from the third sector, youth and employment counsellors, social workers, nurses,
psychologists and outreach workers.64 Their services are designed to be as accessible as
possible – young people can visit without an appointment or access services online and
over the phone.
Services provided at the centres include career and education counselling, training (in
social skills and skills required for everyday life, like housework and cooking) and support
with tax, housing and welfare. The social workers and health care staff can also provide
counselling for health and social security issues. If a visitor has long-term needs, they
will be matched with a professional who is given responsibility for ensuring they access a
programme of support.
Key performance indicators are still being developed to evaluate the impact of these
centres. Their very nature makes them difficult to evaluate – they are designed to be
informal, with minimal data gathering, and act as referral centres, which makes it
challenging to track visitor outcomes.65 However, case study research for this report found
that the approach has formed a new culture that bridges silos and prioritises visitors’ needs.
Research on visitors’ experiences has also found that the initiative gives people a feeling of
agency and provides useful support.64
These are examples of integrating health and social support with services that help people
into better economic circumstances. In doing so, the initiatives ensure that services
address the health issues affecting people’s ability to work, and the employment issues
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affecting their health. While these case studies showcase two possible models for such
services, research may be needed to explore different working arrangements and inform
best practice.

BOX 1: Summary of lessons for local and regional bodies
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•

Draw on the expertise of public health teams to use routine and innovative data
sources to build a picture of how the economy influences health and health
inequalities locally. Innovative data sources could include health care data, registers
of approved food businesses,66 licensing or even retail data. Invest in analytic
capabilities across teams to embed data-driven decision-making.67

•

Use data to evaluate interventions and inform strategies to support scaling-up. Better
evaluation will strengthen the evidence base, which will in turn help to increase the
use of economic development policies to promote the conditions that are likely to
benefit people’s health and reduce health inequalities.

•

Engage local leaders (across all sectors) in developing a shared vision that recognises
the strong connections between economic development and health. Ideally, these
local visions should be formalised by including them in long-term strategic plans.

•

Engage citizens in local economic development – from ambitious and extensive
processes that give communities a role in co-production, to targeted efforts to gather
policy feedback from the most excluded and disadvantaged communities.50 Use
established methods and provide adequate resourcing.68

•

Make more active use of the Social Value Act to develop social value frameworks
that extend beyond pure economic measures of social progress. For example,
prioritising inclusive business models and employers who are committed to their
place, who pay liveable wages and create quality jobs that benefit local people –
especially those who tend to be excluded from the labour market.

•

Cultivate collaboration between public health teams and economic development
professionals through complementary departmental strategies, joint appointments,
combined policymaking processes and shared cross-sector action plans. In a local or
regional context in England, pay attention to how health and wellbeing boards and
local enterprise partnerships could benefit from these types of engagement. Framing
health as an asset to society and the economy may be a core part of winning support
on this agenda.69

•

Ensure that the integration of health services is part of a wider integration with
services to meet people’s economic needs; designing services and service pathways
that address these needs appropriately, conveniently and effectively.
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5. Cross-cutting lessons from local
to national level
Some themes emerging from the case studies highlight wider societal responsibilities that
run across local, regional and national level and need to be embedded in thinking at every
level of the system. These include:
•

promoting economic conditions that recognise the needs of groups
facing inequality

•

including health and wellbeing in the measurement of economic success

•

actively managing technological transitions and responding to economic shocks

•

promoting standards of good work and encouraging wide labour
market participation.

5.1 Promote economic conditions that recognise the needs
of groups facing inequality
Inclusivity is a policy agenda that cuts across different dimensions of inequality,
including gender, ethnicity and socioeconomic group. Despite increasing awareness
of the importance of diversity and inclusion throughout society, there are still groups
who are systematically and enduringly economically disadvantaged. For example, from
October to December 2019, the seasonally adjusted unemployment rate for people of
white ethnicity in the UK was 3.4% – but for people of black ethnicity, or Pakistani and
Bangladeshi backgrounds, this figure was 8%.70 Unemployment rates also vary by gender
in the UK. National unemployment rates tend to be higher for men than for women –
but more women than men are classed as ‘economically inactive’ (not in employment
and not unemployed), mainly because they are looking after family.71 A truly inclusive
economy should ensure equality of opportunities across all of these different groups and
account for how multiple dimensions of inequality (such as those linked to ethnicity and
gender) may interact.
The case studies from Sweden and Burlington, US, highlight examples where efforts
have been taken to support labour market participation in a pre-pandemic context. The
COVID-19 pandemic and the wider governmental and societal response has further
exposed the existing health inequalities in our society.72 There is emerging evidence that
some groups within the population are being disproportionately affected by COVID-19
and a Public Health England review found the greatest risk factor for dying with COVID-19
is age.72 The risk was also higher among those living in more socioeconomically deprived
areas, among black and minority ethnic groups, and in certain occupational groups.73 As
we begin to recover from the pandemic and face considerable economic uncertainty, there
needs to be long-term thinking to avoid exacerbating existing inequalities. Preventing such
an outcome will require a national cross-departmental health inequalities strategy.
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Case study examples: Sweden and Burlington
Sweden’s labour market is characterised by its comparatively equal gender participation.74
In January 2012, the country implemented the dubbeldagar (‘double days’) reform. This
enables both parents to take paid full-time, wage-replaced leave simultaneously. Parents
can use it for up to 30 days in the child’s first year of life, either all at once or staggered
throughout the year. Research into the effects of this reform has found consistent evidence
that fathers’ access to workplace flexibility improves maternal postpartum health.75 One
study compared the health of mothers who had their first-born child in the 3 months
leading up to the reform with those who had their first-born child in the first 3 months
after the reform. When looking at the first 6 months postpartum for both groups, it found
that mothers who gave birth after the reform were 26% less likely to receive an antianxiety prescription. They were also 14% less likely to make an inpatient or outpatient
visit to hospital for childbirth-related complications and 11% less likely to receive an
antibiotic prescription.76
Separate research has indicated that leave policies influence people’s employment
opportunities and decisions76 and that ‘family-friendly’ leave policies (which seek to help
workers to balance employment with family life) may be at least partially responsible for
high levels of employment for women in Sweden.77
The Champlain Housing Trust (CHT) in Burlington, Vermont, US is an example of this
approach in action locally. CHT is a pioneering community land trust that manages land
and housing for long-term community benefit. CHT’s strategy for 2020–2022 includes an
inclusive human resources objective, which is to attract ‘a staff of talented, dedicated, and
highly motivated individuals from a wide variety of backgrounds, races, and ethnicities
representative of the communities it serves, who are committed to carrying out CHT’s
mission, vision, and values’.78 CHT has sought to achieve this objective by placing its job
advertisements at its rental housing sites, on the internet and on local job boards to attract
members of more disadvantaged communities. In 2019, CHT reported that 85% or fewer
of its staff identified as white (Vermont’s population is 94.33% white 79).

5.2 Include health and wellbeing in the measurement of
economic success
‘What gets measured, matters’ is a truism that applies to definitions of economic and social
progress.80 Several indicator sets are available for measuring economic performance (for
example, work by the Joseph Rowntree Foundation with the University of Manchester81
and the Centre for Progressive Policy82). However, there is a lack of consensus around which
metrics should be used to understand the relationship between economic development
and people’s health or health inequalities. This problem is compounded further by a lack of
clarity around what the mechanisms are through which these effects may occur, and by the
long timescales that are involved in the relationship.
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Case study examples: Scotland and New Zealand
Scotland’s National Performance Framework provides a shared template for promoting
wellbeing in the country, supported by an overarching purpose and a set of strategic
objectives, national outcomes and national indicators and targets.83 The framework has
evolved to enable local and national policymakers to:
•

structure services and manage their performance in a way that prioritises outcomes
over outputs

•

align policy and promote collaboration across departmental and agency silos

•

develop policymaking processes and tools (such as logic models) that more
explicitly link strategies, actions and programmes to desired outcomes.

These tools are seen to have helped to align policy and practice across organisational
boundaries and to introduce health considerations into economic decision-making. Yet
the case study research suggested that, despite its inclusive growth ambitions, the Scottish
government may still be prioritising conventional economic development activities.
In New Zealand, the scope of economic policy has widened over the past few years to
promote wellbeing rather than just GDP. The Treasury’s Living Standards Framework
was developed in the early 2010s as a wellbeing-oriented, multidimensional, empirical
policy analysis toolkit that measures and analyses a range of indicators across four assets,
described as ‘capitals’: natural capital, human capital, social capital, and financial and
physical capital.84
As outlined in the Health Foundation’s Creating healthy lives report,85 in 2019, the
New Zealand government’s Wellbeing Budget put the Living Standards Framework at
the heart of its policy agenda.86 Under the new budget process, priorities are explicitly
structured around intergenerational wellbeing. This case study provides an example of
how using broader measures of success can create the right incentives for a shift towards
long-term investment approaches within government. However, there are technical
challenges in putting this into practice. Quantifying the costs and benefits of policies
is far more difficult when prioritising between the four capitals. This makes it difficult
to weigh trade-offs between, for example, productivity and inclusiveness. The thorny
issue of ‘discount rates’ – where future benefits are given a lower value than immediate
benefits – also highlights the difficulty of balancing long-term investment in preventative
approaches with the need for short-term impact.

5. Cross-cutting lessons from local to national level

29

5.3 Actively manage technological transitions and
respond to economic shocks
The coming years will present technological transitions that will reshape local economies
with significant opportunities and risks for population health. For example, automation
may lead to negative, as well as positive, changes in the nature of work and quantity of
work available.87 It is vital that government, businesses and other stakeholders make
coordinated efforts to capitalise on opportunities and mitigate any negative effects of
these changes for people’s health.
The COVID-19 pandemic has also tested local and regional ability to deal with economic
shocks. While it will take time to fully understand the implications of this current shock,
the general principle of responding to support those most affected by structural shifts in
the economy is key.
Case study examples: Leeds and Saarland
One example of this type of action is the Smart Leeds programme from Leeds City
Council, which aims to identify and deliver new technologies and innovative solutions.88
It also aims to secure full digital inclusion in the city and has rolled out the UK’s largest
tablet lending scheme, which is open to those without access to the internet or who lack
basic digital skills. This move pre-empts the increasing digitisation of services, such as the
online Universal Credit portal, and the negative effects this could have by further isolating
digitally excluded people.
Another example, which demonstrates how devolution of power away from national
government can support locally relevant management of an economic transition, is
that of Saarland. The area is an old mining and steel region in south-west Germany,
which faced an economic crisis in the 1970s and 1980s as its traditional industries
collapsed. However, compared to post-industrial regions of the UK and US, the region
was able to avoid much of the social trauma associated with deindustrialisation. A key
factor in creating economic resilience to this transition was strong regional governance
arrangements. The German federal structure had more devolved powers than the UK and
US in the 1970s and 1980s. At the same time, Saarland – as with all regions of Germany –
had considerable powers and finances, enabling it to determine where to put money and
what to prioritise.
These factors enabled Saarland to take a proactive approach to managing and mitigating
the effects of structural economic change. Rather than drastic or immediate action to
close mines or steelworks, these workplaces were kept afloat by the regional government
for as long as possible, meaning the jobs they provided were preserved. This allowed a
gradual transfer of workers, people, technology and skills to alternative sectors, mainly the
automotive industry and engineering. It therefore avoided mass unemployment and the
potential impact that this may have had on people’s health.
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5.4 Promote standards of good work and encourage wide
labour market participation
The availability of good work in the population is likely to affect health and wellbeing.
Good work, as defined by the RSA in 2020, is that which provides people with enough
economic security to participate equally in society; does not harm their wellbeing; allows
them to grow and develop their capabilities; provides the freedom to pursue a larger life;
and nurtures their subjective working identity.89 Access to good work provides access
to basic living standards and the opportunity for community participation. Inadequate
pay, unemployment and insecure, low-quality work are well known to negatively affect
people’s health through the influence of deprivation, social isolation, work-related injury
risks and exposure to poor working conditions.17,90 Government can influence the quality
of work through standards, guidelines, conditional business support and regulation. It
also has influence over the distribution of work through targeted interventions to increase
employment – including developing national employment and education strategies for
particularly disadvantaged groups, such as prisoners.91
Case study examples: Scotland and Sweden
Scotland has adopted a variety of ways of actively influencing the quality of work. These
include voluntary approaches, such as ‘fair work’ business pledges and business support
to boost productivity and worker wellbeing. Another approach includes a condition
attached to loans from Scottish Enterprise that businesses taking out loans must provide
quality work, defined as paying ‘the Living Wage, with no inappropriate use of zero hours
contracts or exploitative working patterns’.92 In 2018/19, Scottish Enterprise reported
creating 9,489 new jobs paying at least the real living wage.93
In Sweden, labour market participation has been helped by job security councils – nonprofit (and non-state) organisations set up by collective agreements between employers
and social partners in various sectors. These have existed since the 1970s. Whenever
a company covered by a collective agreement announces layoffs, the councils provide
employees with tailored re-employment coaching, counselling to cope with sudden job
loss, competency development training and activity plans. They are funded by social
partner contributions and companies in collective agreements, with a contribution of
around 0.3% of the company’s payroll.
The results of the job security councils are encouraging:
•

over 85% of displaced workers find new jobs within a year

•

60% find a new job with equal or better pay

•

around 50% take on jobs with similar skill requirements, 24% with higher and 17%
with lower requirements

•

a mere 2% end up relocating.94
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These results are significantly better than for most other OECD countries.95 The success
of the councils stems from their ability to offer services and guidance rapidly, and in a
personalised manner to the sector and to the employee. Legislation is also key to their
success; Sweden has a mandatory advance notification period of 6 months for redundancy,
during which employers allow the job security councils to support workers. Early
intervention aims to minimise the time during which a worker will be unemployed.
Given that a quick return to work may minimise the adverse health effects of sudden
unemployment, this intervention may benefit people’s health.
This example demonstrates the capacity of non-state actors to provide rapid assistance to
workers affected by structural change, particularly when supported by legislation.
BOX 2: Summary of lessons on cross-cutting issues

32

•

Promote economic conditions that meet the needs of diverse population groups.
For example, this may include promoting access for population groups that have
previously been less able to participate, or implementing progressive policies
around parental leave.

•

Adopt a broad approach to measuring economic and social progress. Be
explicit about the precise mechanisms through which economic development
interventions may affect health outcomes. Using intermediate outcomes (that is,
variables that link economic performance and health outcomes) can help.

•

Create and maintain the institutional structures and capabilities that will help in
navigating complex economic transitions. It is important to pre-empt changes as
much as possible – to be proactive, rather than reactive.

•

Promote a positive relationship between employment and health by enacting
measures to increase the quality of work – including pay and other benefits,
job security, job safety (for mental and physical health and wellbeing), support
available in work and work-life balance – and ensure maximum participation in the
labour market.

Using economic development to improve health and reduce health inequalities

6. Ongoing challenges
The topics explored in this report are complex. It is not surprising, therefore, that
significant uncertainties remain in how economic development can best be used to
improve people’s health. This chapter highlights three of the most pressing challenges:
•

how to use economic development in a way that is good for people’s health and
environmentally sustainable

•

the need to strengthen the evidence base

•

resolving the tension between market efficiency and economic localisation.

6.1 Using health-promoting, environmentally sustainable
economic development
Latest evidence suggests that avoiding catastrophic climate change requires a rapid
transition to decarbonise the economy.96 Therefore, a major challenge for the coming years
is how to develop an economy which both creates conditions that are good for people’s
health and is environmentally sustainable.97 This issue is recognised in the UK Industrial
Strategy, which identifies clean growth as a key challenge and focuses on developing a UK
zero-carbon industrial sector.98
Several approaches have been proposed to achieve this. One commonly referenced
approach involves the idea of a circular economy: where all materials are recycled through
the system to minimise waste.99 However, this approach is unlikely to represent a
complete solution and there is debate about the extent to which it is likely to lead to the
required changes.100 The Green New Deal has received attention and proposes a package
of solutions including investment, job creation and large-scale decarbonisation.101
Another proposal that has gained traction is that of a 'just transition' – a move to a low- or
zero-carbon economy that protects workers (in terms of job security, pay, pensions and
trade union recognition).102
Debate continues about whether green growth is possible. ONS analysis before the
COVID-19 pandemic showed that the UK has succeeded in reducing its carbon emissions
in recent years despite increases in GDP, although this analysis also highlights that the
continued demand for manufactured goods may limit this trend across the world.103
Some argue that it is not possible to totally separate GDP from energy and resource
consumption,104 and have suggested alternative paradigms such as degrowth105 and
postgrowth106 as appropriate goals for national economies, rather than constant growth.
There remains a lack of consensus or convincing evidence regarding the likely feasibility or
the effects on people’s health of these different approaches. What is clear is that this is an
important area for policymakers to consider and the economic impact of the COVID-19
pandemic is likely to bring these debates to the fore. Major transitions in energy production
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and resource consumption are going to be essential to protect the health of future
generations. Further work is needed to establish greater clarity on how to achieve economic
development that improves lives now, without damaging lives in the future.

6.2 Strengthening the evidence base
This report has described an emerging evidence base for how economic development can
be used to improve the conditions that influence people’s health. There is a risk that some
of the approaches described in this report will not have the desired effect or will be difficult
to replicate in some contexts. Economic development strategies which aim to enhance the
conditions that influence people’s health need to be closely monitored and, where possible,
their effects robustly evaluated to strengthen the evidence further.
Failing to consider how economic circumstances influence health when developing and
implementing economic development strategies is likely to mean missing opportunities
to shape local, regional and national economies in ways which promote people’s health.
However, further research is required into the effects of innovative economic development
interventions on health outcomes. Particularly important areas for research include the
potential benefits of social enterprises, cooperatives and anchor institutions on people’s
health and health inequalities. In addition to understanding the effects of different
interventions, it is important that future research also develops a better understanding of
the mechanisms through which these interventions can influence health outcomes.

6.3 Resolving potential tensions associated with
economic localisation
One common feature of inclusive economic development approaches is the idea of
‘localising’ economies. This includes, for example, using public sector procurement to
develop local economies by giving preference to local suppliers and businesses. However,
the benefits of this approach are a matter for debate. Localising economic activity may risk
losing the benefits of being part of an open and competitive economy.107 It is possible that
a more open approach to economic activity may lead to greater innovation and increases in
GDP, which can be reinvested in public health, and health and social care services.
Despite the benefits of economic localisation being a matter for debate, it remains the case
that the UK Industrial Strategy and growth deals aim to promote economic activity within
places. However, it may be that localisation is more appropriate for some parts of the
economy than others. Some industries and sectors may benefit from localisation by cutting
down on supply chains and increasing resilience, while others may require specialist
suppliers and cluster effects to thrive. For example, laundry services used by health and
social care may benefit from being near to the point of use whereas technology sectors
may thrive in areas with a high number of technology enterprises. More work is needed to
determine the most effective strategies for localising economies.
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Conclusions
The drivers and motivations for national economic policy are complex, but building back
the economy after the COVID-19 pandemic and the UK government’s focus on ‘levelling
up’ regions present opportunities to create more inclusive economies.
The themes identified in this report have largely been drawn from local and regional
examples. These sit within the context of national policies, which can act to encourage
and support more inclusive approaches to economic development. There are some
existing developments which could be supported to aid further progress towards more
inclusive economies.
For example, the proposed Shared Prosperity Fund108 and Towns Fund109 present
opportunities to extend powers to regional bodies to increase their responsibility for
economic policymaking and their ability to act. This could allow tailored responses
to economic shocks, like the COVID-19 pandemic, and the economic transitions of
the coming years: automation and de-carbonisation. Government local funding offers
could be used to create models and incentive structures that encourage place-based
economic partnerships to assess the potential effect of their activities on people’s health
and wellbeing.
There is also an opportunity to adapt existing frameworks that inform investment and
to prioritise decisions to promote wellbeing and integrated social, health and economic
policy. For example, governments’ cost-benefit analysis tools and business-case models
could be adjusted to incorporate ‘social’ benefits (such as health outcomes) and to allow
for investments with longer-term paybacks. HM Treasury has updated its Green Book to
more explicitly place wellbeing at the centre of economic appraisal, which is a step in the
right direction. Recent analysis has indicated that there are high levels of public support
for prioritising improved social and economic outcomes over economic growth when the
COVID-19 crisis ends.110
These actions need to sit within an overall national approach to health and wellbeing, such
as a cross-government health inequalities strategy. As outlined in the Health Foundation's
Creating healthy lives report,85 this could be supported by a wellbeing budgeting approach
that changes the way success is measured: moving beyond GDP and evaluating policy on
the basis of health and wellbeing as a primary measure of successful government. Here the
UK can learn from the Wellbeing Budget adopted in New Zealand and the Fairer Scotland
Duty. COVID-19 has shown that people’s health and economic prosperity are interwoven.
Now is the time to unify them in revised measures of success that go beyond traditional
GDP and include indicators of health, wellbeing and natural capital.
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Figure 4 summarises the lessons in this report and is an expanded version of Figure 1.
Figure 4: How economic development can create conditions that are good for
people’s health and reduce health inequalities
Activities
National, regional and local government can:
• Promote conditions that meet the needs of groups facing different dimensions of inequality
• Measure economic success with regard to health and wellbeing
• Actively manage technological transitions and respond to economic shocks
• Promote national standards of good work and encourage wide labour market participation
Local and regional bodies can:
• Build understanding of local issues and draw on new data
• Provide local leadership in developing long-term visions for local economies
• Engage citizens in this work
• Capitalise on local assets and use powers more actively
• Cultivate direct engagement between public health and economic development actors
• Provide services that meet people’s health and economic needs together

Outputs
A more health-enhancing economy, characterised by:
1. Social cohesion, equity and citizen participation in policymaking
2. Policies that encourage access to healthy products and services
3. Environmental sustainability

Outcomes
Improved health and reduced health inequalities

The economic conditions in which we all live affect every other aspect of our lives. Over
the coming decade, major economic transitions are inevitable as society grapples with
climate breakdown and the consequences of COVID-19 and adapts to rapid technological
innovation. The evidence suggests that, in the face of major economic transitions, it
is important to be prepared and actively shape the way local economies adapt. The
agenda presented in this report is broad and long term. However, as local and national
governments restart the economy following the COVID-19 lockdown period there are
some areas to prioritise in order to promote inclusion and build future resilience.
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Recommendations for government:
•

Broaden the focus of economic policy beyond GDP to promote more inclusive and
socially cohesive policies at a national level.

•

Ensure that the lockdown period does not lead to a widening of the attainment gap
in educational outcomes, which could exacerbate existing inequalities and hold
individuals and communities back in the future.

•

Invest in lifelong education and skills development. Given the pandemic’s unequal
impact on jobs and workers, this should mean focused investment in employment
support and career guidance for young people entering the workforce, those in
sectors facing the most financial instability and those who may need to change jobs
due to being at higher risk of complications from COVID-19.

•

Introduce local and regional measures of equitable and sustainable economic
development against which to assess progress in ‘levelling up’ opportunities across
the country and between socioeconomic groups.

•

Target growth incentives towards sectors that contribute to sustainable
development and growth in high-quality jobs and, in parallel, promote better
quality of jobs for workers in low-paid and insecure roles.

•

Devolve more investment funding for cities and local authorities, so that local
strategic investments are fully informed by local context, and invest in the capability
and capacity of local enterprise partnerships to create inclusive economies.

All these actions need to be driven forward and supported with strong system leadership
across the various levels of government. As discussed in this report, their implementation
would be best considered as part of a whole-government approach to improving health
and wellbeing, with a focus on levelling up health outcomes through a new national crossdepartmental health inequalities strategy.
Times of economic transition offer opportunities as well as risks; there are opportunities
to build economies which work better for everyone, which enhance people’s health and
reduce inequalities. The lessons from this report will support policymakers, researchers
and changemakers in contributing to the action that is needed to do so.
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Appendix: Background
information on case studies
and methodology
UK case studies were selected in collaboration with the RSA to address the aims of this
report. International case studies were selected in collaboration with the RSA and Demos
Helsinki, and an advisory group, to include:
•

places with consistently good performance on measures of inclusivity and
health outcomes

•

places which were seen to have succeeded in improving their economic
performance and inclusiveness from a precarious starting point

•

places adopting innovative approaches to the alignment of economic prosperity
and population health.

In 2019, the research team (of Health Foundation, RSA and Demos Helsinki staff)
interviewed between eight and 15 participants for each case study area, apart from
Saarland where they interviewed only three due to logistical issues and Leeds where they
interviewed 30. Participants included senior policy and practice representatives from
across national and local government, economic development, health, public services,
research and academia, business and the third sector. The insights from UK cities were
tested at a roundtable and those from international case studies were tested with an expert
advisory group.
Leeds
In 2018 Leeds had an estimated population of just over 789,000.111 Leeds recovered well
from the economic downturn in 2008 and experienced an economic transition from a
manufacturing to knowledge economy.61 However, poverty remains a pressing concern.
Plymouth
In 2019 Plymouth had a population of around 260,000.112 The closure of many
of Plymouth’s dockyards in the mid to late 20th century left the city with high
unemployment. The city struggles with a life expectancy lower than the national average,
particularly in ex-dockyard areas.113
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Glasgow
In 2019 the population of Glasgow was nearly 1.7 million across its greater region.116 In
the 1960s the city saw the closure of steelworks, coal mines, engine factories and other
heavy industries, leading to mass unemployment and high levels of urban decay. There are
currently wide health inequalities, exemplified by a 15-year gap in male life expectancy
at birth across Glasgow’s neighbourhoods and an equivalent 11-year gap in female life
expectancy (in the period 2008–12).117
Scotland
Life expectancy in Scotland has increased over the past three decades, but like other parts
of the UK has stalled in recent years.114 There are significant geographical variations. For
example, the so-called ‘Glasgow effect’ describes the significantly lower life expectancy and
health of residents in Glasgow compared to the rest of Scotland and the UK.115
Finland
Once one of the poorest countries in Europe, Finland is now a top performer in wellbeing,
ranking highly in many wellbeing indexes, including life expectancy118, income equality119
and prosperity.120
Sweden
Sweden has a robust welfare state and a population of around 10 million people (as of
February 2020).121 The country has done consistently well on measures of inclusivity,
social progress and health, although significant inequalities in self-reported good health
remain between social groups. Sweden experienced a deep economic recession with
negative growth in the beginning of the 1990s, but the plunge was not as dramatic as in
Finland, and the recovery was faster.122
Burlington, US
Burlington is the largest city in the state of Vermont, US. The economy transitioned in the
20th century from a focus on lumber, boatbuilding, freight and rail transport, to education,
health and social care, retail and utilities.123 Income inequality is lower in Burlington than
the national average, as are the poverty and unemployment rates.124 Chittenden County, of
which Burlington is a part, has among the highest life expectancies in the US today at 81.4
years, which is higher than the national (79.1) and state (80.2) figures.125

Appendix: Background information on case studies and methodology

39

Saarland, Germany
South Saarland is an old mining and steel region in south-west Germany that faced
an economic crisis in the 1970s and 1980s as its traditional industries collapsed.
However, the region was able to avoid much of the social trauma associated with
deindustrialisation. Today, Saarland has a high life expectancy; it has increased steadily
over the years, from 77.4 in 2000 to 80.2 in 2015.126
However, the area has been less successful in weathering more recent economic storms.
The economy of the area has suffered since the 2008 recession, performing weakly on
GVA and employment in comparison to most other regions in the European Union.127
New Zealand
In 2019 New Zealand had a population of around 5 million.128 Life expectancy differs
considerably between social groups; life expectancy at birth from 2012 to 2014 for
non- Māori men and non-Māori women was 83.9 and 80.3 respectively, compared
to 73.0 for Māori men and 77.1 for Māori women.129 New Zealand shares a similar
(market liberal) political economy to the UK, but it ranks higher than the UK in
measures of inclusivity.130

40

Using economic development to improve health and reduce health inequalities

References
1.

Marshall L, Finch D, Cairncross L, Bibby J. Mortality and life expectancy trends in the UK: stalling progress. Health
Foundation; 2019 (www.health.org.uk/publications/reports/mortality-and-life-expectancy-trends-in-the-uk).

2.

Marmot M, Allen J, Boyce T, Goldblatt P, Morrison J. Health Equity in England: The Marmot Review 10 Years On.
Health Foundation and Institute of Health Equity; 2020 (www.health.org.uk/publications/reports/the-marmotreview-10-years-on).

3.

Bibby J, Lovell N. What makes us healthy? An introduction to the social determinants of health. Health
Foundation; 2018 (www.health.org.uk/publications/what-makes-us-healthy).

4.

Case A, Deaton A. Deaths of Despair and the Future of Capitalism. Princeton University Press; 2020.

5.

Corlett A. Charting the UK’s lost decade of income growth. Resolution Foundation; 2020 (www.
resolutionfoundation.org/comment/charting-the-uks-lost-decade-of-income-growth).

6.

Industrial Strategy Council. Measuring the Success of the Industrial Strategy: Research Paper. Industrial Strategy
Council; 2019 (https://industrialstrategycouncil.org/measuring-success-industrial-strategy-research-paper).

7.

Lane J. CO2 emissions and GDP. International Journal of Social Economics. 2011; 38: (11) 911–918
(https://econpapers.repec.org/RePEc:eme:ijsepp:v:38:y:2011:i:11:p:911-918).

8.

Kovats S. (ed.) Health Climate Change Impacts Summary Report Card. Living With Environmental Change; 2015
(https://nerc.ukri.org/research/partnerships/ride/lwec/report-cards/health).

9.

Paavola J. Health impacts of climate change and health and social inequalities in the UK. Environ Health. 2017;
16:1(113) (https://doi.org/10.1186/s12940-017-0328-z).

10.

Cameron G, Alderwick H, Bowers A, Dixon J. Shaping Health Futures. Health Foundation; 2019
(www.health.org.uk/publications/reports/shaping-health-futures).

11.

Climate Emergency. List of Councils Who Have Declared a Climate Emergency [webpage]. Climate Emergency;
2020 (www.climateemergency.uk/blog/list-of-councils).

12.

Conservative Party. Get Brexit Done, Unleash Britain’s Potential: The Conservative and Unionist Party Manifesto
2019. Conservative Party; 2019 (www.conservatives.com/our-plan).

13.

Office for National Statistics. Total wealth in Great Britain: April 2016 to March 2018. ONS; 2019
(www.ons.gov.uk/peoplepopulationandcommunity/personalandhouseholdfinances/incomeandwealth/
bulletins/totalwealthingreatbritain/april2016tomarch2018).

14.

Department for Work and Pensions. Households Below Average Income: An analysis of the UK income
distribution: 1994/95–2018/19. UK Government; 2020
(www.gov.uk/government/statistics/households-below-average-income-199495-to-201819#history).

15.

Office for National Statistics. Unemployment [webpage]. ONS; 2020 (www.ons.gov.uk/
employmentandlabourmarket/peoplenotinwork/unemployment).

16.

Joseph Rowntree Foundation. UK Poverty 2019/20. JRF; 2020 (www.jrf.org.uk/report/uk-poverty-2019-20).

17.

Tinson A. What the quality of work means for our health. Health Foundation; 2020 (www.health.org.uk/newsand-comment/blogs/the-quality-of-work-and-what-it-means-for-health).

18.

Marshall L, Finch D, Cairncross L, Bibby J. The nation's health as an asset: Building the evidence on the social
and economic value of health. Health Foundation; 2018 (www.health.org.uk/publications/the-nations-healthas-an-asset).

19.

Black C. Working for a healthier tomorrow. TSO; 2008 (https://assets.publishing.service.gov.uk/government/
uploads/system/uploads/attachment_data/file/209782/hwwb-working-for-a-healthier-tomorrow.pdf).

20.

Jacobs M, Mazzucato M (eds.) Rethinking Capitalism. Wiley-Blackwell; 2016.

21.

Raworth K. Doughnut Economics: Seven Ways to Think Like a 21st-Century Economist. Random House
Business; 2017.

22.

OECD. Opportunities for all: OECD Framework for Policy Action on Inclusive Growth. OECD Publishing; 2018
(www.oecd.org/inclusive-growth/resources/Opportunities-for-all-OECD-Framework-for-policy-action-oninclusive-growth.pdf).

23.

Inclusive Growth Commission. Inclusive Growth Commission: Making our Economy Work for Everyone.
RSA; 2017 (www.thersa.org/discover/publications-and-articles/reports/final-report-of-the-inclusivegrowth-commission).

24.

Burch D, McInroy N. We need an inclusive economy not inclusive growth. CLES; 2018 (https://cles.org.uk/
publications/we-need-an-inclusive-economy-not-inclusive-growth).

25.

Office for National Statistics. Deaths involving COVID-19 by local area and socioeconomic deprivation: deaths
occurring between 1 March and 31 May 2020. ONS; 2020 (www.ons.gov.uk/peoplepopulationandcommunity/
birthsdeathsandmarriages/deaths/bulletins/deathsinvolvingcovid19bylocalareasanddeprivation/
deathsoccurringbetween1marchand31may2020).

26.

Terry L, Gilbert A, Tjoa P, Vaughan C. Reaching Out: Influencing the Wider Determinants of Health. New Local
Government Network; 2017 (www.nlgn.org.uk/public/2017/reaching-influencing-wider-determinants-health).

References

41

27.

Campbell F. Nobody left behind: maximising the health benefits of an inclusive local economy. Local Government
Association; 2018 (www.local.gov.uk/sites/default/files/documents/22.15%20inclusive%20growth_04.1.pdf).

28.

Welsh Government. Prosperity for All: economic action plan. Welsh Government; 2019 (https://gov.wales/sites/
default/files/publications/2019-02/prosperity-for-all-economic-action-plan.pdf).

29.

Scottish Government, Convention of Scottish Local Authorities. Public Health Priorities for Scotland. Scottish
Government; 2018 (www.gov.scot/publications/scotlands-public-health-priorities).

30.

Department for the Economy. Industrial Strategy for Northern Ireland [webpage]. Northern Ireland Executive;
2017 (www.economy-ni.gov.uk/consultations/industrial-strategy).

31.

Toleikyte L. Local wellbeing, local growth: Implementing Health in All Policies at a local level: practical examples.
Public Health England; 2016 (https://assets.publishing.service.gov.uk/government/uploads/system/uploads/
attachment_data/file/560593/Health_in_All_Policies_implementation_examples.pdf).

32.

Pickett K, Wilkinson R. The Spirit Level: Why Equality is Better for Everyone. Penguin; 2010.

33.

Thaler R, Sunstein C. Nudge: Improving Decisions About Health, Wealth and Happiness. Penguin; 2009.

34.

Hirst D, Dempsey N. Active travel: Trends, policy and funding. House of Commons; 2020
(https://commonslibrary.parliament.uk/research-briefings/cbp-8615).

35.

Rutter H, Glonti K. Towards a new model of evidence for public health. The Lancet. 2016; 388:S7
(https://doi.org/10.1016/S0140-6736(16)32243-7).

36.

Solar O, Irwin A. A conceptual framework for action on the social determinants of health: Discussion Paper Series
on Social Determinants of Health, no.2. World Health Organization; 2010 (www.who.int/social_determinants/
publications/9789241500852/en).

37.

Dahlgren G, Whitehead M. Tackling inequalities in health: what can we learn from what has been tried?
Working paper prepared for the King’s Fund International Seminar on Tackling Inequalities in Health, September
1993, Ditchley Park, Oxfordshire. King’s Fund; 1993. Accessible in: Dahlgren G, Whitehead M. European
strategies for tackling social inequities in health: Levelling up Part 2. WHO Regional office for Europe; 2007
(www.euro.who.int/__data/assets/pdf_file/0018/103824/E89384.pdf).

38.

Naik Y, Baker P, Ismail S, Tillmann T, Bash K, Quantz D et al. Going upstream – an umbrella review of
the macroeconomic determinants of health and health inequalities. BMC Public Health. 2019; 19:1678
(https://doi.org/10.1186/s12889-019-7895-6).

39.

McCartney G, Hearty W, Arnot J, Popham F, Cumbers A, McMaster R. Impact of Political Economy on
Population Health: A Systematic Review of Reviews. American Journal of Public Health. 2019; 109: e1–e12
(https://doi.org/10.2105/AJPH.2019.305001).

40.

Scotland’s Centre for Regional Inclusive Growth. Home [webpage]; SCRIG; 2020 (www.inclusivegrowth.scot).

41.

Department for Business, Energy and Industrial Strategy. Local Industrial Strategies: policy prospectus. UK
Government; 2018 (www.gov.uk/government/publications/local-industrial-strategies-policy-prospectus/localindustrial-strategies-policy-prospectus).

42.

Plymouth City Council. The Plymouth Plan 2014–2034. Plymouth City Council; 2019 (www.plymouth.gov.uk/
sites/default/files/PPRefresh%20with%20covers.pdf).

43.

Plymouth Growth Board. People, Communities and Institutions Flagship: PCI Progress Report 2016–17.
Plymouth City Council; 2017 (www.plymouth.gov.uk/sites/default/files/pgb_inclusive_growth_050617.pdf).

44.

Plymouth City Council. Doing it Ourselves: A strategic action plan to double the local co-operative economy
in Plymouth by 2025. Plymouth City Council; 2018 (www.visitplymouth.co.uk/dbimgs/Doing%20it%20
Ourselves%20-%20Nov%202018.pdf).

45.

McQuaid R, Hollywood E, Bond S, Canduela J, Richard A, Blackledge G. Fit for Work? Health and Wellbeing of
Employees in Employee Owned Business. Employee Ownership Association; 2012 (https://employeeownership.
co.uk/wp-content/uploads/Fit-for-Work.pdf).

46.

Industrial Cooperative Association. Jobs and People: A Strategic Analysis of the Greater Burlington Economy.
Community and Economic Development Office, City of Burlington, Vermont; 1984 (https://hdl.handle.
net/1813/40515).

47.

The City of Burlington. Legacy Action Plan. The City of Burlington; 2019 (www.burlingtonvt.gov/Sustainability/
Legacy-Action-Plan).

48.

Community and Economic Development Office. How Burlington Became an Award-Winning City. CEDO; 2008
(www.burlingtonvt.gov/sites/default/files/CEDO/Business/How%20Burlington%20Became%20an%20AwardWinning%20City.pdf).

49.

Global RCE Network. RCE Greater Burlington [webpage]. Institute for the Advanced Study of Sustainability,
United Nations University; 2015 (www.rcenetwork.org/portal/rce-profile-detail/rce-greater-burlington).

50.

Tiratelli L, Morgan C. Cultivating Local Inclusive Growth: In Practice. New Local Government Network; 2020
(www.nlgn.org.uk/public/2020/inclusive).

51.

Clyde Gateway. Clyde Gateway Annual Report 2018–19. Clyde Gateway; 2019 (www.clydegateway.com/wpcontent/uploads/2019/08/CLYDE-GATEWAY-ANNUAL-REPORT-2018-19-DIGITAL.pdf).

52.

Stats NZ. Ōtara-Papatoetoe Local Board Area [webpage]. New Zealand Government; 2018 (www.stats.govt.nz/
tools/2018-census-place-summaries/otara-papatoetoe-local-board-area).

53.

The Southern Initiative. Home [webpage]. Auckland Council; 2020 (www.tsi.nz).

54.

The Southern Initiative. Year in Review 2019. Auckland Council; 2020 (www.tsi.nz/our-reports).

42

Using economic development to improve health and reduce health inequalities

55.

Reed S, Göpfert A, Wood S, Allwood D, Warburton W. Building healthier communities: the role of the NHS
as an anchor institution. Health Foundation; 2019 (www.health.org.uk/publications/reports/building-healthiercommunities-role-of-nhs-as-anchor-institution).

56.

Leeds City Region Enterprise Partnership. LEP puts health at the heart of Local Industrial Strategy after extensive
consultation [webpage]. Leeds City Region Enterprise Partnership; 2020 (www.the-lep.com/all-news-and-blogs/
lep-puts-health-at-the-heart-of-local-industrial-strategy-after-extensive-consultation).

57.

Leeds Academic Health Partnership. Home [webpage] Leeds Academic Health Partnership; 2020
(www.leedsacademichealthpartnership.org).

58.

University of Leeds. New £10m plan to develop Yorkshire medical technology [webpage]. University of Leeds;
2018 (www.leeds.ac.uk/news/article/4209/new_10m_plan_to_develop_yorkshire_medical_technology).

59.

Harris T, Hodge L, Phillips D. English local government funding: trends and challenges in 2019 and beyond.
Institute of Fiscal Studies; 2019 (www.ifs.org.uk/publications/14563).

60.

Leeds Health and Wellbeing Board. Leeds Health and Wellbeing Strategy 2016–2021. Leeds City Council;
2016 (www.leeds.gov.uk/docs/Health%20and%20Wellbeing%202016-2021.pdf).

61.

Leeds City Council. Leeds Inclusive Growth Strategy 2018–2023. Leeds City Council; 2018 (www.
leedsgrowthstrategy.co.uk/wp-content/uploads/2018/06/Leeds-Inclusive-Growth-Strategy-FINAL.pdf).

62.

Plymouth Newsroom. Partners in Plymouth launch new Four Greens Wellbeing Hub [webpage]. Plymouth City
Council; 2018 (plymouthnewsroom.co.uk/partners-plymouth-launch-new-four-greens-wellbeing-hub).

63.

Määttä M (ed.). One-Stop Guidance Center (Ohjaamo) – Ready to offer multi-agency services for the
young. Kohtaamo (Meeting Site); 2018 (www.doria.fi/bitstream/handle/10024/162148/OneStopGuidance.
pdf?sequence=5).

64.

Savolainen J. One-Stop-Shop Guidance Centres for young people (Ohjaamo). European Commission; 2018
(https://ec.europa.eu/social/BlobServlet?docId=19409&langId=en).

65.

Adams E. Integrating services to promote youth employment: Lessons from Finland. ESF Youth Employment
Thematic Network Sharing Paper No. 1. European Commission; 2017 (https://ec.europa.eu/esf/transnationality/
content/sharing-paper-no-1-integrating-services-promote-youth-employment-lessons-finland).

66.

Food Standards Agency. Approved Food Establishments [webpage]. UK Government; 2020
(https://data.food.gov.uk/catalog/datasets/1e61736a-2a1a-4c6a-b8b1-e45912ebc8e3).

67.

Steventon A. Data analytics for better health – realising the potential for all. Health Foundation; 2020
(www.health.org.uk/news-and-comment/blogs/data-analytics-for-better-health-realising-the-potentialfor-all).

68.

Involve. Efficiency and Effectiveness of Services, Projects and Programmes [webpage]. Involve; 2020
(www.involve.org.uk/resources/knowledge-base/what-impact-participation/efficiency-and-effectivenessservices-projects).

69.

Finch D. Prioritising the nation’s health as an asset. Health Foundation; 2018 (www.health.org.uk/blogs/
prioritising-health-as-an-asset).

70.

Francis-Devine B, Foley N. Unemployment by ethnic background. House of Commons; 2020
(https://commonslibrary.parliament.uk/research-briefings/sn06385/#fullreport).

71.

Francis-Devine B, Foley N. Women and the economy. House of Commons; 2020 (https://commonslibrary.
parliament.uk/research-briefings/sn06838).

72.

Public Health England. COVID-19: review of disparities in risks and outcomes. Public Health England; 2020
(www.gov.uk/government/publications/covid-19-review-of-disparities-in-risks-and-outcomes).

73.

Office for National Statistics. Coronavirus (COVID-19) related deaths by occupation, England and Wales: deaths
registered up to and including 20 April 2020. ONS; 2020 (www.ons.gov.uk/peoplepopulationandcommunity/
healthandsocialcare/causesofdeath/bulletins/coronaviruscovid19relateddeathsbyoccupationenglandandwales/
deathsregistereduptoandincluding20april2020).

74.

OECD. Closing the Gender Gap: Act Now – Sweden. OECD Publishing; 2012 (www.oecd.org/sweden/
Closing%20the%20Gender%20Gap%20-%20Sweden%20FINAL.pdf).

75.

Persson P, Rossin-Slater M. When dad can stay home: Fathers’ workplace flexibility and maternal health.
Stanford Institute for Economic Policy Research; 2019 (https://siepr.stanford.edu/sites/default/files/
publications/19-012_0.pdf).

76.

Hegewisch A, Gornick J. The impact of work-family policies on women's employment: a review of research
from OECD countries. Community, Work & Family. 2011; 14(2): 119–138 (https://doi.org/10.1080/13668803.
2011.571395).

77.

Hagqvist E, Nordenmark M, Pérez G, Trujillo Alemán S, Gillander Gådin K. Parental leave policies and time use
for mothers and fathers: a case study of Spain and Sweden. Society, Health & Vulnerability. 2017; 8:1, 1374103
(https://doi.org/10.1080/20021518.2017.1374103).

78.

Champlain Housing Trust. Strategic Plan 2020–2022: Building for the Future. Champlain Housing Trust; 2019
(www.getahome.org/Default.aspx?PageID=15810598&A=SearchResult&SearchID=5946199&ObjectID
=15810598&ObjectType=1).

79.

World Population Review. Vermont Population 2020 [webpage]. World Population Review; 2020 (https://
worldpopulationreview.com/states/vermont-population).

References

43

80.

Stiglitz JE, Sen A, Fitoussi JP. Report of the Commission on the Measurement of Economic Performance and
Social Progress (CMEPSP). The Commission on the Measurement of Economic Performance and Social
Progress; 2009 (www.researchgate.net/publication/258260767_Report_of_the_Commission_on_the_
Measurement_of_Economic_Performance_and_Social_Progress_CMEPSP).

81.

Rafferty A, Hughes C, Lupton R. Inclusive Growth (IG) Monitor 2017: Local Enterprise Partnerships. Inclusive
Growth Analysis Unit, University of Manchester; 2017 (www.jrf.org.uk/report/inclusive-growth-monitor-2017).

82.

Norman A. Inclusive Growth: it’s time to measure what we value. Centre for Progressive Policy; 2019 (www.
progressive-policy.net/publications/inclusive-growth-its-time-to-measure-what-we-value).

83.

Evans L. Improving outcomes – Scotland’s National Performance Framework, 10 years on. Civil Service; 2018
(https://civilservice.blog.gov.uk/2018/08/23/improving-outcomes-scotlands-national-performance-framework10-years-on).

84.

The Treasury. Our living standards framework [webpage]. New Zealand Government; 2019 (https://treasury.govt.
nz/information-and-services/nz-economy/living-standards/our-living-standards-framework).

85.

Elwell-Sutton T, Tinson A, Greszczuk C, Finch D, Holt-White E, Everest G, Mihaylova N, Wood S, Bibby J.
Creating healthy lives. Health Foundation; 2019 (www.health.org.uk/publications/reports/creating-healthy-lives).

86.

The Treasury. The Wellbeing Budget. New Zealand Government; 2019 (https://treasury.govt.nz/sites/default/
files/2019-05/b19-wellbeing-budget.pdf).

87.

Naik Y. Five big questions about how the increasing automation of work will affect our health. Health Foundation;
2019 (www.health.org.uk/news-and-comment/blogs/five-big-questions-about-how-the-increasing-automationof-work-will-affect).

88.

Data Mill North. Smart Leeds [webpage]. Leeds City Council; 2020 (https://datamillnorth.org/smart-leeds).

89.

Lockey A, Wallace-Stephens F. A blueprint for good work: Eight ideas for a new social contract. RSA; 2020 (www.
thersa.org/discover/publications-and-articles/reports/blueprint-good-work).

90.

Stauder J. Unemployment, unemployment duration, and health: selection or causation? European Journal of
Health Economics. 2019; 20:59–73 (https://doi.org/10.1007/s10198-018-0982-2).

91.

Ministry of Justice. Education and Employment Strategy 2018. UK Government; 2018 (www.gov.uk/government/
publications/education-and-employment-strategy-2018).

92.

Scottish Enterprise. Scottish Loan Scheme [webpage]. Scottish Enterprise; 2020 (www.scottish-enterprise.com/
support-for-businesses/funding-and-grants/accessing-finance-and-attracting-investment/scottish-loan-scheme).

93.

Scottish Enterprise. Scottish Enterprise Annual Report and Accounts: For the year ended 31 March 2019.
Scottish Enterprise; 2019 (www.scottish-enterprise.com/media/3250/se-annual-report-and-accounts-2019accessible.pdf).

94.

Apolitical. Sweden’s job centres are the best in the world – and they’re private. Apolitical; 2017 (https://apolitical.
co/solution_article/sweden-job-centres-best-in-the-world).

95.

OECD. Back to Work: Sweden: Improving the Re-employment Prospects of Displaced Workers. OECD Publishing;
2015 (https://read.oecd-ilibrary.org/employment/back-to-work-sweden_9789264246812-en).

96.

Intergovernmental Panel on Climate Change. Special Report: Global Warming of 1.5°C. IPCC; 2018
(www.ipcc.ch/sr15).

97.

Faculty of Public Health Sustainable Development Special Interest Group. Knowledge Resource 2:
Sustainable Economy. Faculty of Public Health; 2019 (www.fph.org.uk/media/2534/k2-fph-sig-sustainableeconomy-final.pdf).

98.

Department for Business, Energy and Industrial Strategy. Industrial Strategy: building a Britain fit for the
future. UK Government; 2018 (www.gov.uk/government/publications/industrial-strategy-building-a-britain-fitfor-the-future).

99.

World Health Organization Regional Office for Europe. Circular Economy and Health: Opportunities and Risks.
WHO; 2018 (www.euro.who.int/__data/assets/pdf_file/0004/374917/Circular-Economy_EN_WHO_web_
august-2018.pdf?ua=1).

100.

Zink T, Geyer R. Circular Economy Rebound. Journal of Industrial Ecology. 2017: 21; 593–602 (https://doi.
org/10.1111/jiec.12545).

101.

Green New Deal Group. A Green New Deal: Joined-up policies to solve the triple crunch of the credit crisis,
climate change and high oil prices. New Economics Foundation; 2008 (https://greennewdealgroup.org/wpcontent/uploads/2019/06/a-green-new-deal.pdf).

102.

Page T. A just transition to a greener, fairer economy. Trades Union Congress; 2019 (www.tuc.org.uk/researchanalysis/reports/just-transition-greener-fairer-economy).

103.

Office for National Statistics. The decoupling of economic growth from carbon emissions: UK evidence.
ONS; 2019 (www.ons.gov.uk/economy/nationalaccounts/uksectoraccounts/compendium/economicreview/
october2019/thedecouplingofeconomicgrowthfromcarbonemissionsukevidence).

104.

European Environmental Bureau. Decoupling Debunked: Evidence and arguments against green growth as a sole
strategy for sustainability. EEB; 2019 (https://eeb.org/library/decoupling-debunked).

105.

Kallis G. Degrowth. Agenda Publishing; 2018.

106.

Jackson T. The Post-growth Challenge: Secular stagnation, inequality and the limits to growth. Centre for the
Understanding of Sustainable Prosperity; 2018 (www.cusp.ac.uk/wp-content/uploads/WP-12-The-Post-GrowthChallenge-1.2MB.pdf).

44

Using economic development to improve health and reduce health inequalities

107.

Romero J, Schwartzman F. Inequality in and across Cities. Federal Reserve Bank of Richmond; 2018
(www.richmondfed.org/publications/research/economic_brief/2018/eb_18-10).

108.

Jozepa I, Brien, P. The UK Shared Prosperity Fund. House of Commons; 2020 (https://commonslibrary.
parliament.uk/research-briefings/cbp-8527/#fullreport).

109.

Ministry of Housing, Communities and Local Government. Towns Fund: Prospectus. UK Government;
2019 (https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/
file/843843/20191031_Towns_Fund_prospectus.pdf).

110.

Youel S. New Polling: Only 12% want UK to prioritise economic growth over wellbeing. Positive Money; 2020
(https://positivemoney.org/2020/05/new-polling-only-12-want-uk-to-prioritise-economic-growth-over-wellbeing).

111.

Leeds Observatory. Population of Leeds [webpage]. Leeds Observatory; 2020 (https://observatory.leeds.gov.
uk/population).

112.

Data Plymouth. Economy [webpage]. Plymouth City Council; 2019 (www.dataplymouth.co.uk/economy).

113.

Macleod, S. Life Expectancy in Plymouth: 2001–03 to 2012–14. Public Health, Plymouth City Council; 2016
(www.plymouth.gov.uk/sites/default/files/LifeExpectancyReport.pdf).

114.

National Records of Scotland. Scotland’s Population – 2018: The Registrar General’s Annual Review of
Demographic Trends. Scottish Government; 2019 (www.nrscotland.gov.uk/statistics-and-data/statistics/stats-ata-glance/registrar-generals-annual-review/2018).

115.

Walsh D, Bendel N, Jones R, Hanlon P. Investigating a ‘Glasgow Effect’: Why do equally deprived UK cities
experience different health outcomes? Glasgow Centre for Population Health; 2010 (www.gcph.co.uk/
assets/0000/0087/Investigating_a_Glasgow_Effect_for_web.pdf).

116.

World Population Review. Glasgow Population 2019 [webpage]. World Population Review; 2019 (https://
worldpopulationreview.com/world-cities/glasgow-population).

117.

Understanding Glasgow: The Glasgow Indicators Project. Health: Overview [webpage]. Glasgow Centre for
Population Health; 2019 (www.understandingglasgow.com/indicators/health/overview).

118.

Global Health Observatory data repository. Life expectancy and Healthy life expectancy: Data by country
[webpage]. World Health Organization; 2018 (https://apps.who.int/gho/data/node.main.688).

119.

OECD Data. Income inequality [webpage]. Organisation for Economic Co-operation and Development; 2018
(https://data.oecd.org/inequality/income-inequality.htm).

120.

The Legatum Prosperity Index™. Finland [webpage]. Legatum Institute Foundation; 2019 (https://www.
prosperity.com/globe/finland).

121.

Statistics Sweden. Population Statistics [Webpage]. Swedish Government; 2020 (www.scb.se/en/findingstatistics/statistics-by-subject-area/population/population-composition/population-statistics).

122.

Jonung L, Hagberg T. How costly was the crisis of the 1990s? A comparative analysis of the deepest crises in
Finland and Sweden over the last 130 years. European Commission; 2005 (https://ec.europa.eu/economy_
finance/publications/pages/publication692_en.pdf).

123.

Community Economic Development Office. History [webpage]. The City of Burlington; 2019 (www.burlingtonvt.
gov/CEDO/History).

124.

Data USA. Burlington, VT [webpage]. Data USA; 2019 (https://datausa.io/profile/geo/burlington-vt/#economy).

125.

U.S. News. Healthiest Communities. Overview of Chittenden County, VT [webpage]. U.S. News; 2020 (www.
usnews.com/news/healthiest-communities/vermont/chittenden-county).

126.

Eurostat. Life expectancy at birth by gender and NUTS 2 region – years [webpage]. European Commission;
2018. (https://ec.europa.eu/eurostat/tgm/table.do?tab=table&init=1&language=de&pcode=tgs00101&plugin=1).

127.

Milio S. Impact of the Economic Crisis on Social, Economic and Territorial Cohesion of the European Union.
Volume I. Study. European Union; 2014 (www.europarl.europa.eu/RegData/etudes/etudes/join/2014/529066/
IPOL-REGI_ET(2014)529066_EN.pdf).

128.

Stats NZ. Population [webpage]. New Zealand Government; 2019 (www.stats.govt.nz/topics/population).

129.

Ministry of Social Development. The Social Report 2016: Health: Life expectancy at birth [webpage]. New
Zealand Government; 2016 (http://socialreport.msd.govt.nz/health/life-expectancy-at-birth.html).

130.

World Economic Forum. The Inclusive Development Index 2018: Summary and Data Highlights. World Economic
Forum; 2018 (www3.weforum.org/docs/WEF_Forum_IncGrwth_2018.pdf).

References

45

The Health Foundation is an independent charity committed to bringing
about better health and health care for people in the UK.
Our aim is a healthier population, supported by high quality health care
that can be equitably accessed. We learn what works to make people’s lives
healthier and improve the health care system. From giving grants to those
working at the front line to carrying out research and policy analysis, we
shine a light on how to make successful change happen.
We make links between the knowledge we gain from working with
those delivering health and health care and our research and analysis. Our
aspiration is to create a virtuous circle, using what we know works on the
ground to inform effective policymaking and vice versa.
We believe good health and health care are key to a flourishing society.
Through sharing what we learn, collaborating with others and building
people’s skills and knowledge, we aim to make a difference and contribute
to a healthier population.

The Health Foundation
8 Salisbury Square, London EC4Y 8AP
t +44 (0)20 7257 8000
e info@health.org.uk
@HealthFdn
www.health.org.uk
ISBN: 978-1-911615-48-4
Registered charity number: 286967
Registered company number: 1714937
© 2020 The Health Foundation

