1I&DEA

improvement and developme

The social determinants of health
and the role of local government

iIntroduced and edited
by Fiona Campbell

b4

bt
XN

b oo o

part of the LGA group



Disclaimer

This publication was edited and introduced for the Improvement and Development
Agency by Dr Fiona Campbell. The IDeA receives funding from the Department of
Health (DH) for this work.

The views expressed in the publication are those of the editor and the contributing
authors and do not necessarily reflect the views of the Improvement and Development
Agency or those of DH.

Dr Campbell is a consultant on public sector policy and governance and an Associate at
the Local Government Centre, University of Warwick

Acknowledgements

We are very grateful to the contributors of individual articles and to the following for
their assistance:

¢ Oonagh Aitken for the section on children’s services

¢ Martyn Allison for the section on culture and sport

¢ Dr Adrian Davis and Adam Dodgshon for the section on transport and planning
e Trevor Hopkins for advice on community development

¢ Liam Hughes for policy advice

¢ Ines Newman for the section on work, worklessness and the local economy

¢ Mona Sehgal for advice on adult social care

¢ Martin Seymour and Julia Sherfield for editorial and policy advice

¢ Janet Sillett for advice on housing

¢ Steve Waller and Denny Gray for advice on environmental services



contents

Foreword by
Professor Sir Michael Marmot

Introduction
Fiona Campbell

Section 1 - exploring the issues

1

What makes people healthy and what
makes them ill?
David Hunter

Using the concept of ‘place’ to understand
and reduce health inequalities
Danny Dorling

Making a difference: using NICE guidance
and embedding evaluation
Michael P Kelly and Tessa Moore

The changing public health workforce
Alan Maryon-Davis

Section 2 - taking a corporate approach

5 Greenwich — health is everybody’s business

John Nawrockyi

North East Lincolnshire — integrating public
health with local government

Tony Hill

Embedding health in a vision of ‘Total Place’
Martin Seymour

Local government — what does it mean for

the frontline?

children’s services

adult social care

planning and transport

housing

environmental services

culture and sport

work, worklessness and the local economy

1
"

16

26

31

35
37

39

41

43

43
45
47
48
50
51
53

Section 3 - tools for healthy communities

9

10

11

12

13

14

15

Local public health intelligence
Fiona Campbell

Inequalities, assets and local government —
opportunities for democratic renewal
posed by the global economic crisis

John Ashton

Integrating social marketing into what
we do
Clive Blair-Stevens

The enforcement role of local government
as a tool for health
Charles Loft

Health Impact Assessment
Adrian Davis

Using scrutiny to improve health and
reduce health inequalities
Su Turner

The local authority as employer
Fiona Campbell

57
59

62

65

68

70

72

74

The social determinants of health and the role of local government 3




Foreword

In 2008, | was asked by the Secretary of State for Health to
chair an independent review to propose the most effective
strategies for reducing health inequalities in England from
2010.

In undertaking this review, we are identifying evidence
and making recommendations in the key policy areas — the
social determinants of health - where action is likely to be
most effective in reducing health inequalities. These are:

early child development and education

e employment arrangements and working conditions

social protection

the built environment

sustainable development

e economic analysis

e delivery systems and mechanisms
e priority public health conditions

e social inclusion and social mobility.

In every single one of these areas, local government has

a significant role to play in working with the NHS and
other partners in improving health. The biggest area of
local government spending is on education and early
years. Local authorities can not only improve and protect
working conditions through their environmental health
role; they can also contribute to the economic development
of their areas and, in almost every area of the country, are
themselves among the largest employers. In collaborative
working with other key players, they can develop and
implement strategies towards the sustainable development
of the communities they serve. They can be part of the
safety net that protects and supports people who need
benefits and social services.

Through their planning powers, management of traffic,
parks and open spaces, leisure and cultural services,

they can contribute to the quality of the built and social
environment. They have specific duties and powers to
promote equality and social inclusion and social, economic
and environmental well-being. They work in partnership
with the NHS and other agencies such as the police to
support public health. In short, they make a very important
contribution to weaving the social fabric of their areas and
seeking to create and sustain healthy places for people to
be born, grow, live, work and age.

No review of health inequalities and measures to reduce
them in this country can afford to ignore the role of local
government. | hope, therefore, that this timely publication
will encourage elected members and council officers to
reflect on their role in reducing health inequalities and
creating the conditions for people to lead flourishing lives
and to contribute to the review. | hope also that it will act
as a catalyst for others both in the NHS and in government
concerned with health, to explore the enormous potential
in working alongside local government in tackling what |
and others have called ‘the causes of the causes’ of health
inequalities.

Professor Sir Michael Marmot

Chair of the World Health Organisation Commission on
Social Determinants of Health

Chair of the Strategic Review of Health Inequalities in
England post-2010




Editor's introduction

“This ends the debate decisively. Health care is an important
determinant of health. Lifestyles are important determinants
of health. But... it is factors in the social environment that
determine access to health services and influence lifestyle
choices in the first place.”

(WHO Director-General Dr Margaret Chan, at the launch
of the final report of the Commission on the Social
Determinants of Health).

The social determinants of health have been defined as:
“the socio-economic conditions that influence the health of
individuals, communities and jurisdictions as a whole. These
determinants also establish the extent to which a person
possesses the physical, social and personal resources to
identify and achieve personal aspirations, satisfy needs and
cope with the environment.”

(Raphael, 2004)

The publication in 2008 of the World Health Organisation
(WHO) Global Commission on the Social Determinants

of Health report and the subsequent commissioning by
the Secretary of State for Health of the Review of Health
Inequalities Post-2010 in England (the Marmot Review) has
raised the profile of the social determinants of health and
of the importance of addressing the conditions of everyday
life that lead to health inequities. The WHO Commission
argues that for reasons of social justice, action to achieve
health equity is imperative. It says that attempts to reduce
health inequity must be predicated on addressing the
wider social and economic determinants, such as levels of
education, economic status, and power relations. In order
to address health inequalities it is necessary to address
inequities in the way society is organised.

“This requires a strong public sector that is committed,
capable and adequately financed. ... In a globalised world,
the need for governance dedicated to equity applies equally
from the community level to the global institutions.”

(World Health Organisation 2008)

The diagram below shows the widening circles of

influence on people’s health. These circles are, of course,
interpenetrable. For example, your lifestyle ‘choices’ are
influenced, even to a large extent constrained by the social,
economic and environmental conditions in which you live,
as the quotations from Chan and Raphael acknowledge
above. Even the difference made by your gender or your

age or hereditary factors relating to your ethnic origin will
be influenced by the kind of society or community you

live in — how it treats older people and women, whether it
understands and responds to the health needs of people
whose ethnic group is in a minority in that society, and so
on. And, of course, people, individually and collectively,
influence the circles by the personal and political action
they take and the choices they make.

To anyone who knows even a little about the work of

local government, it will be clear that local government
must be part of the ‘strong public sector’ invoked by the
WHO Commission. The actions of local authorities have an
influence, sometimes big, sometimes small, in every one of
the circles illustrated below and therefore on the health of
their residents. The lower half of the diagram shows only
some of the local government activities that impact on the
social determinants of health in each one of the circles of
influence. Some services, of course, such as the planning
function, have an influence in more than one circle — in this
case potentially impacting on biodiversity, the ‘liveability’ of
the environment and opportunities for physical activity and
recreation. Local government can also make an impact on
what the WHO calls the “unfair and avoidable differences
in health status” — the inequities in health — between
individuals, groups and communities.

In recognition of the role of local government in health
improvement and in tackling the kind of inequities referred
to by Marmot, the Department of Health has funded the
Improvement and Development Agency (IDeA) to develop a
Healthy Communities programme of work which aims to:

* raise awareness among local government elected
members and officers of health inequalities and the
social determinants of health and of the role of local
government and its key partners in addressing these

¢ build capacity, capability and confidence in local
government to address the social determinants of health

e ensure local government across England is aware of
the Marmot review into health inequalities and the
social determinants of health and is able to contribute
effectively to consultation

e disseminate knowledge and learning to all local
authorities and their partners.
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This publication is part of that programme. Its purpose is
to provide an introduction to and an exploration of health
and health inequalities in England and a consideration,
through the views of different writers, of the role of local
government in addressing health inequalities through
action on the social determinants of health. It is illustrated
with practical examples and directs readers to sources

of further information and support. Many of the case
studies that illustrate the text can be found on the Healthy
Communities website of the IdeA.

The publication takes the form of a collection of articles
by distinguished practitioners of public health, academics
with research interests in the social determinants of health
and health inequities and local government professionals.
Some of the articles are deliberately challenging and
provocative; some of them present a picture of what

is already happening in local government to tackle the
social determinants of health; some of them look to

what more local authorities could do in the future, either
with additional powers or by using their existing powers
and remit. The aim of the publication is to reach beyond
those elected members and officers of local government
with a specific health remit and to engage with a broad
cross section of local government, primary care trusts
(PCTs) and the partners who make up local strategic
partnerships (LSPs). It will be the forerunner to a short series
of pamphlets which look more specifically at aspects of,
and professions within local government and their role in
addressing health inequalities.

The articles in the first section explore some of the issues
with which local government needs to grapple if it wants
to make a positive impact on the health of the citizens it
represents and on reducing inequalities in health between
different communities of identity and place:

¢ Professor David Hunter gives an overview of the social
determinants of health and the potential role of local
government

¢ Professor Danny Dorling takes apart the much-discussed
concept of ‘place’, looking at it with a geographer’s
eye, and discusses what it would really mean for local
authorities to be the ‘place-shapers’ they aspire to be

¢ Mike Kelly and Tessa Moore look at sources of evidence
to which local government can turn in devising effective
interventions and emphasise the importance of local
authorities collecting and evaluating their own evidence

e Professor Alan Maryon-Davis looks at the developing
roles of directors of public health and other public health
professionals as they come almost full circle to take their
place at the heart of local government.

Section 2 considers the strategic and operational
implications for local authorities on the ground of the issues
discussed in Section 1.

¢ John Nawrockyi discusses a pioneering course in
Greenwich which takes literally the mantra that ‘health is
everyone’s business’ in the local authority

¢ Dr Tony Hill describes his experience of seconding the
whole public health team from the PCT to the local
authority

¢ Martin Seymour looks at practical implications of the
‘Total Place’ programme for health, in bringing together
all the resources for an area

¢ The final chapter in this section briefly discusses individual
local government service areas and their potential impact
on health and health inequalities. (These service areas
will be among the subjects of a forthcoming series of
publications from the IDeA.)

In Section 3, a number of different, but not necessarily
incompatible approaches to the work of local government
are considered in relation to their potential role as tools for
health.

¢ In the most radical and challenging chapter, Professor
John Ashton asks us to re-imagine traditional approaches
to community development, based on experience in the
USA which has influenced President Barack Obama.

e Clive Blair-Stevens explores how marketing approaches
initially devised in the commercial world can be harnessed
by local government and its public sector partners to
meet health objectives.

¢ Charles Loft discusses some of the new and imaginative
ways in which local authorities are using their
enforcement roles in licensing, trading standards and
environmental health as tools for health improvement.

¢ Adrian Davis describes the important and increasing
use of health impact assessment as a means both of
raising awareness of health issues and of evaluating
interventions for their effects on health.

e Su Turner considers the increasingly creative ways in
which local authority health overview and scrutiny
committees are carrying out their work.

e Finally, there is a reminder that local government is in
a position to have a direct impact on citizens' health
through its role as a major employer across the country.



The context for local government

At the beginning of the Labour Government’s
administration in 1997, a shared priority was agreed
between central and local government on the need to
reduce health inequalities. This priority has been maintained
throughout political changes in the control of local
authorities and their representative bodies. All the major
political parties now recognise the need to tackle health
inequalities and the role of local government in doing so.
The specific mandate for local government involvement

in addressing the social determinants of health has come
through various policy documents, including successive
public health and local government white papers and

the strategy document ‘Tackling Health Inequalities: A
Programme for Action’ and associated reports, culminating
in the commissioning of the Marmot Review to look
beyond 2010.

At the same time, a number of reviews of health services,
including that of Wanless (2002) and more recently, Lord
Darzi's (2008) review of the NHS, reported in High Quality
Care for All have supported a shift in effort and focus
towards prevention of ill health. Similarly, there has been an
increased emphasis in policy on social care and support on
taking action to prevent people needing services. This policy
focus provides opportunities for local authorities and the
NHS to work together to tackle the ‘upstream’ causes of
wider social, economic and environmental determinants of
ill health and inequalities.

The concept of local government as a ‘place shaper’ was
developed by Sir Michael Lyons in his influential report,
Place-shaping: a shared ambition for the future of local
government. Lyons defines place shaping as “the creative
use of powers and influence to promote the general
well-being of a community and its citizens” (Lyons 2007,
p.60). He says that local authorities must use their ability
to bring together local stakeholders and develop a vision
for their area. From the perspective of addressing health
inequalities, it can be seen how galvanising this concept of
the local authority as place shaper could be. As Professor
Hunter in Chapter 1 puts it, health inequalities bring
together a number of complex and intractable issues which
demand new approaches in respect of tackling them. Their
complexity requires the involvement of many partners,
working together to attack the issues on many fronts. And
this kind of partnership at the local level requires the kind
of vision and leadership that local authorities can provide as
place shapers.

Partnerships of various forms and at many levels between
the NHS, local government and the voluntary sector are
now the norm. Every overarching LSP now has a sub-

partnership with a remit for the health and well-being of
the area — although, of course, because of the nature of the
wider determinants of health, all of the local partnership
bodies have a role to play in health improvement. Over

80 per cent of directors of public health (DsPH) are jointly
appointed between PCTs and local authorities. PCTs and
local authorities work together on the Joint Strategic Needs
Assessments for their areas on which short and long-term
objectives for health improvement and well-being should
be based. In every local authority area, there are numerous
work programmes and individual projects that involve both
health, local authority and voluntary sector staff working
together, often working out of the same offices.

In recent years, there has been an increasing focus on the
collection of evidence to inform interventions that are
intended to improve health outcomes, as well as those
that have a different primary purpose but which are likely
to have a health impact. Local authorities, regional public
health observatories, the public health directorates of PCTs
and university research departments have begun to work
together to collect evidence and evaluate interventions.

Individual health profiles for each area of the country have
been developed which give local authorities information
about the health of their own residents. They also provide
a ‘benchmark’ from areas with similar levels of deprivation
or affluence to their own, against which they can judge
progress in their own area towards reducing inequalities
between geographical areas of the kind discussed by
Professor Dorling in Chapter 2. There is also more data
available about health inequalities between different
groups, such as men and women, older and younger
people, people from different ethnic groups, which
enables local authorities to look within their own areas to
interventions targeted at improving the health of groups
most in need and thereby reducing inequalities.

As bodies with specific responsibilities to promote equality
and social cohesion and as elected representatives of often
hugely diverse communities, local authorities have begun
(recently with the support of research led by the regional
public health observatories) to understand more about how
diversity within their communities relates to health. There is
greater disaggregation of data accompanied by increased
understanding of the correlation between different factors
such as poverty, housing, education and environment and
health, including the fact that black and minority ethnic
groups, especially those of Pakistani and Bangladeshi origin
(being among the most deprived) have the worst health
and the lowest life expectancy.

Effective and appropriate use of information is one of the
themes of this publication. Dorling believes that we already



have enough information to indicate some very clear
areas in which local authorities could be making inroads
in reducing health inequalities — measures to reduce traffic
accidents being one example. At the same time, he points
to the importance for local authorities for developing a
greater understanding of the role that geography plays in
inequality.

Paradoxically, despite interest in the place-shaping role of
local government following the Lyons report, there has
also been increased emphasis in addressing interventions
to individuals rather than to places. This is partly because
of evidence that addressing public health interventions to
a whole population can increase inequalities. For example,
people from social class v respond less to anti-smoking
campaigns than those from social class 1, with the result
that such a campaign can lead to greater inequality (albeit
in the context of a reduction in overall smoking levels).
Interventions carefully targeted at individuals hope to avoid
increasing inequality in this way.

Dorling’s article is a persuasive argument to local authorities
to complement approaches targeted at individual
behaviour with a response that also recognises the
geographical basis of inequality — an acknowledgement
of the interdependence of places and people. This
interdependence was referred to by the Prime Minister in
his announcement of the Marmot Review for England.
Gordon Brown pointed out that that “Life expectancy
here in London falls by one year for every underground
station you stop at from Westminster to Canning Town”
and described this as “the geography of inequality, the
geography of injustice”. This emphasis chimes very well
with the place-shaping model for local government.

Dorling also points to the importance of using the right
geographical units to develop the kind of revelatory maps
for which his work is known. And this will no doubt
become an increasingly important issue as more attention
is given to developing a robust evidence base for health
interventions. The importance of evidence and evaluation is
the topic of the article by Mike Kelly and Tessa Moore. With
colleagues at the National Institute for Health and Clinical
Excellence, Kelly has been using what evidence there is on
public health interventions to produce guidance for local
government and its partners. Kelly and Moore strongly
reiterate the importance of local authorities contributing

to the nascent evidence base through their own rigorous
evaluation of their work. Professor Maryon-Davis also

takes up this theme in his article, advocating a marriage of
public health specialists’ skills in data collection and analysis
together with local authorities’ strong record of community
engagement in developing new evaluative methods.

Working together to understand their communities’ health
profiles and their underlying causes, local authorities and
their public health colleagues in PCTs have also begun

to recognise the changing nature of a population’s il
health. Health conditions relating to poor sanitation

and overcrowding have, to some extent, given way to
conditions arising from poor food, lack of exercise and the
cycle of poor life and health chances associated with the
children of teenage parents. This means that, as Professor
Hunter notes in Chapter 1, to a certain extent, the local
authority functions which can potentially impact most on
health have also changed. For example, from sanitation and
waste disposal to school meals, social care and support,
leisure facilities and accident prevention. This is not to say
that the former can be ignored — indeed overcrowding is
rising and is once again associated with tuberculosis in the
east end of London, as Dorling points out. So although
there are new areas in which local authorities can have

a health impact, they still have to keep an eye on the
traditional social determinants of health — to be watchful
and active on all fronts.

There is no doubt that, despite the many activities of local
government and its health partners, some of which are
illustrated here, there is still huge scope for further work
at a local level to tackle the social determinants of health
and reduce health inequalities. Most people — even people
in local government and even people in public health — still
think of the NHS when they think of health services. Part
of the purpose of this publication is to help change that
thinking, so that local authority councillors, the officers
who support them, the health professionals who work
with them and the people who elect them will widen their
understanding of what really makes people healthy, what
really makes them ill and what causes them to die.

When we focus on the social determinants of health,
rather than the medical cause of some specific disease, we
see that local government services are health services. It

is no exaggeration to say that without local government,
adults and children would die sooner, would live in worse
conditions, would lead lives that made them ill more often
and would experience less emotional, mental and physical
well-being than they do now.

Nonetheless, despite overall gains in life expectancy across
all socio-economic groups, health inequalities are widening
and there is always more that local government can do.
The chapters that follow show something of the vast range
of possibilities that await those with the imagination and
energy to harness local government to the service of the
population’s health — the public policy issue that most
people care most about.



References and further reading

Barton, H. and Grant, M. (2006) ‘A health map for the
local human habitat’ in Journal of the Royal Society for the
Promotion of Health Vol 126, No 6

Darzi, A. (2008) High quality care for all: NHS Next Stage
Review final report, Department of Health:
www.dh.gov.uk/en/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH_085825

Improvement and Development Agency, Healthy
Communities Website: www.idea.gov.uk/idk/core/page.
do?pageld=77225

Lyons, M. (2007), Place shaping: a shared ambition for the
future of local government, Department of Communities
and Local Government

Raphael, D. (2004) Social Determinants of Health: Canadian
Perspectives Toronto, CSPI

Wanless, D. (2002) Securing Our Future Health: Taking a
Long-Term View, HM Treasury: www.hm-treasury.gov.uk/
consult_wanless_final.htm

Whitehead, M. and Dahlgren, G. (1991) ‘What can be done
about inequalities in health?’ The Lancet 338 pp1059-1063

World Health Organisation (2008), Closing the gap in a
generation: Health equity through action on the social
determinants of health: www.who.int/social_determinants/
thecommission/finalreport/en/index.html

Website of the Strategic Review of Health Inequalities in
England Post 2010 (Marmot Review): www.ucl.ac.uk/gheg/
marmotreview


www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085825
www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_085825
www.idea.gov.uk/idk/core/page.do?pageId=77225
www.idea.gov.uk/idk/core/page.do?pageId=77225
http://www.hm-treasury.gov.uk/consult_wanless_final.htm
http://www.hm-treasury.gov.uk/consult_wanless_final.htm
www.who.int/social_determinants/thecommission/finalreport/en/index.html
www.who.int/social_determinants/thecommission/finalreport/en/index.html
www.ucl.ac.uk/gheg/marmotreview
www.ucl.ac.uk/gheg/marmotreview

Section 1 — Exploring the issues

1T What makes people healthy and what makes them ill?

David J Hunter
Professor of Health Policy and Management
Durham University

The factors contributing to health and, conversely ill-
health are multiple and complex and the subject of much
earnest debate among policy-makers, practitioners and
academic researchers. But there is now sufficient evidence
and agreement to be able to assert with reasonable
confidence that promoting good and sustainable health
requires particular actions both on the part of individuals
and of various bodies and groups engaged in a range of
activities and providing a range of services. Occupying a
pivotal role among these agencies are local authorities
whose contribution to improving health and tackling
health inequalities is considerable. Yet, for various reasons
and with some important exceptions, local authorities

as a whole have not seen their health-enhancing role as

uppermost in their thinking or central to their core business.

This mindset is changing but, as we enter challenging and
difficult territory as far as future public spending goes, it
needs to change more quickly.

This chapter examines the social determinants of health
and why they remain important. It also explores the puzzle
that, despite governments expressing a real desire to tackle
these, their efforts are generally disappointing and not up
to the task. Too often they end up as lifestyle interventions
that target individuals and their health problems whether
it is obesity, the effects of alcohol misuse, or growing

stress and mental ill-health. Such problems have been
termed ‘wicked problems’ because of their complexity and
intractability and because they demand new approaches in
respect of tackling them. This chapter then examines the
critical role local authorities have in impacting upon these
social determinants which goes far beyond their traditional
concern with health and safety and environmental health,
important though these functions are and will remain. But
there is a great deal more that local government can, and
must, do if we are serious about tackling health inequalities
and improving the health status of our most disadvantaged
communities.

There is probably no better or persuasive analysis of

the contemporary state of affairs in regard to the social
determinants of health and health equity than the final
report of the World Health Organisation’s Commission

on Social Determinants of Health. Chaired by Professor

Sir Michael Marmot, the Commission’s final report was
published in mid-2008 (WHO, 2008). The Commission’s
remit was to gather the evidence on what can be done to
promote health equity, and to foster a global movement
to achieve it. The Commission adopted a holistic view of
the social determinants of health. Essentially, it argued,
poor health is the result of the unequal distribution of
power, income, goods, and services. It commented on

the widespread ‘unfairness in the immediate, visible
circumstances of people’s lives — their access to health care,
schools and education, their conditions of work and leisure,
their homes, communities, towns, or cities’ — all of which
diminished ‘the chances of leading a flourishing life’.

The Commission went on to make it clear that there was
nothing immutable about these developments — such
health-damaging experiences are not an unavoidable
‘natural’ phenomenon. Rather, they are ‘the result of a
toxic combination of poor social policies and programmes,
unfair economic arrangements, and bad politics’. In
addressing this heady cocktail of factors and remedying the
deficiencies identified, national and local governments have
a major leading role.

A major misconception that hampers progress is the

belief that anything to do with health and ill-health is
surely the business of the health sector and, primarily, the
NHS. Certainly, the health sector has a vital role to play in
tackling the maldistribution of services and access to them
(the so-called ‘inverse care law’) as this is one of the social
determinants of health. But the key drivers that account for
people’s poor health in large part lie, as the Commission
points out, in the ‘conditions in which people are born,
grow, live, work, and age’. Action on poor and unequal




living conditions must involve a range of organisations,
including local government, and policies and programmes
must embrace all sectors of society and not just the health
sector. We know, for instance, that where people live has
a major impact on their health. Commonsense alone tells
us that healthy places result in healthy people. We know,
too, that fair employment and decent working conditions
are major contributors to health and well-being. And

the evidence testifying to the importance of early years
development and education, through initiatives like Sure
Start, while not complete, is good enough in terms of
pointing to where investment might be made. In each of
these areas, local government has a key role to play. It often
does play it — though not always for reasons to do with
improving health and well-being.

Despite what seems like an endless stream of well-
researched descriptions and analyses of the problem, and
eloquent and well-intentioned statements of the need

to tackle the social determinants of health, successful
political action has been less impressive. On this score,

the most recent Department of Health review of progress
in England over the 10 years since 1998 makes rather
depressing reading (Department of Health, 2009). It insists
that much has been achieved over this period but there is
no disguising the underlying message that though health
overall has improved for everyone, including the poor and
disadvantaged groups, the gap between these groups and
the rest of the population has remained. Indeed, the report
states, ‘the gap is no narrower than when the targets
were first set’. Other evidence suggests that the gap may
be widening and with the future economic prospects
looking bleak, there are serious worries that the position
could deteriorate further. It is an issue the Marmot review,
established by ministers at the end of 2008 to consider
post-2010 strategy for tackling health inequalities in
England, is well aware of, as it prepares its final report for
submission to the Secretary of State for Health by the end
of the year.

But whatever the commitment to social justice and tackling
the social determinants of health enshrined in successive
policy statements, the default position has been the need
for individuals to take more responsibility for maintaining
their health, enabled by government and others through
the provision of advice and information to inform healthier
choices. The phenomenon has been termed 'lifestyle

drift’. It is not so much that such a focus is wrong as that
it is, by itself in isolation, insufficient to address the deep-
seated and persistent inequalities which exist. Looking
ahead, the report highlights that progress against the
social determinants of health will be crucial to a long-term,
sustainable reduction in health inequalities. Effective action

on health inequalities demands action in a wide range of
policy areas but in particular on education, employment,
transport and the environment. Unless the policy responses
in these and other areas are aligned, they have the
potential to widen, unintentionally, the health gap.

A key reason for poor progress may be the absence of a
strong evidence base in respect of evaluations of wider
public health interventions and in particular those policies
which affect the social determinants of health and health
inequalities. A recent report from the Public Health
Research Consortium reviewing evidence from systematic
reviews concludes that there is ‘some suggestive evidence
that certain categories of intervention may impact positively
on inequalities, in particular interventions on the fields

of housing and employment, though further evidence is
needed’ (Bambra et al, 2009). Despite gaps in the evidence
base, the review pointed out that the most important
determinants of health and health inequalities are the
wider, "upstream’ determinants. This raises the possibility
that government policies in sectors other than health,
including housing, education, transport and employment
offer real opportunities to improve health and reduce the
health gap. In each of these areas, local government has

a critical role although one that often requires working in
partnership with others since the issues are too complex
for any single organisation to resolve. Such issues are often
known as ‘wicked problems’.

Wicked problems are those which are difficult to define,
which straddle many organisations and professions, and for
which there are no clear, simple or even known solutions.
The problems are complex, multi-causal and multi-
dimensional and require action at all levels by numerous
bodies and agencies. An excellent in-depth analysis of
such an issue in the context of obesity is provided by

the Government Office for Science’s Foresight report
(Butland et al., 2007). It concludes that by 2050 around
two-thirds of the population will be obese and that this
will put considerable strain on health and other budgets.
There is an urgent need to tackle the problem, but it
requires engagement and action on the part of all sections
of society. Because the causes of obesity are complex,
encompassing biology and behaviour, the report says the
responsibility for such a state of affairs cannot be pinned
on individuals and their lifestyles. It asserts that we have
created an ‘obesogenic environment’ that requires action
from government and communities at various levels. ‘A
bold whole systems approach is critical’ and one that
requires integrated policies and actions on the part of a
range of stakeholders, including local government. Obesity



is not an isolated case and has much in common with other
public health challenges.

But like other such challenges, and as noted in the previous
section, it is very easy to slip from a concern with the social
determinants of health to a narrow focus on individual
lifestyle. Regardless of the intentions of government, either
national or local, to move ‘upstream’ and focus on the
structural and social determinants of health, interventions
all too often end up as small-scale projects or initiatives
aimed at changing individual lifestyle behaviour and, in the
process, failing to tackle the underlying health determinants
on the scale needed to make a sustained impact at a
population level. The ban on smoking in public places is

a good example of an upstream intervention designed to
tackle the problem on the scale required. Initial assessments
of its impact suggest it has done more to improve people’s
health at a stroke and reduce hospital inpatient admissions
than any number of local smoking cessation interventions.
This is not to decry the useful work often achieved through
such measures, but to recognise that, on their own, their
impact on the problem is likely to remain marginal. Obesity
is another case in point whereby action that tackles the
manufacturing and marketing of certain foods needs to go
hand in hand with measures which try to help people eat
sensibly and exercise appropriately.

Traditionally, local government has played a crucial role in
public health through its work on sewers and sanitation,
food hygiene and environmental health. Such concerns
figured prominently in the ‘golden age’ of public health in
the 19th century when huge gains in health were made

as a result of bold action on the part of key individuals like
epidemiologist, John Snow, and William Duncan, the first
Director of Public Health to be appointed in Liverpool. Local
government was at the forefront of many of these gains.
But with the advent of the NHS and the transfer of much
public health activity from local government to the NHS in
1974, local government has often taken a back seat when
it comes to improving health and well-being. Anything to
do with health has been the preserve of the NHS. But, as
we have seen, the contemporary challenges posed by the
so-called ‘diseases of comfort’ require action of a different
kind and achieved through other means. These actions
rage from cycle routes and vehicle speed limits to anti-
smoking measures, leisure services and so on. The NHS has
a limited role to play in these areas while local government
has a major one. This is recognised by the LGA's Health
Commission when it states:

‘local authority staff across a wide range of activities

— education, transport, planning, leisure, housing,
environmental health and social care — have a key role to
play in the partnership approach to public health’.

(LGA, 2008).

It goes on to point out that ‘addressing the problems of
relatively poor health among deprived sections of society
clearly has a local dimension’.

The Local Government Act 2000 gave local authorities the
power to promote social, economic and environmental
well-being, thereby placing a renewed emphasis on the
role of public health in local government. In recognition

of the important and growing role of local government

in improving health and well-being, there has been a
move since 2006 to appoint directors of public health

who are jointly accountable to both the NHS and to local
government and who work across the two agencies. While
a welcome move, little is known about how such posts are
impacting on health. Such posts are challenging in terms
of the demands made upon them and the skills required to
discharge them effectively (Hunter (ed), 2008). Not all local
authorities have favoured such a single post on the grounds
that the job is too big and complex for just one person to
undertake. Birmingham City Council and Sheffield City
Council, for example, have opted to appoint their own
health directors to work alongside the DPH located in the
NHS. Whatever the preferred arrangement, those leading
public health in local government work closely with the
local authority director of adult social services and director
of children’s services whose responsibilities also have a
significant health dimension.

Whereas general support for local government’s public
health role has remained, until recently, rather weak and
tentative, this is no longer the case. The Faculty of Public
Health (FPH), UK Public Health Association (UKPHA), NHS
Confederation and other important advocates for health
acknowledge unequivocally that in tackling the wider
determinants of health and reducing health inequalities
the role of local government is fundamental. It has
available to it far more scope and power than the local
NHS to promote healthy environments, job opportunities
and stable communities. As the president of the FPH put
it: “[Local government] can join-up housing, transport,
schools, community safety and environment to improve
the community’s health and well-being”. Links can then
be made to the health sector through LSPs and LAAs. In
a paper calling for a renewed political commitment to
health as a public and not just an individual good, the
LGA, UKPHA and NHS Confederation stated that local
government has the capacity to tackle public health in the



following ways:

e as an employer

e through the services it commissions and delivers
e through its regulatory powers

e through community leadership

e through its well-being power.

The paper considers that this ‘vital role’ has been ‘both
obscured and undermined by the policy fragmentation which
has separated policy on healthcare from the wide range of
policies determining the conditions in which health can be
sustained’ (LGA, UKPHA, NHS Confederation, 2004). Since
2004, there has been a more explicit recognition of local
government’s important role in this area which allows local
authorities the opportunity to take a lead.

Some functions within local government are more aware
of their health role than others. Obviously, those working
in environmental health have always been aware of the
contribution they are able to make to improved health.
But other departments, such as those concerned with
urban planning and place-shaping, are perhaps less aware,
although the situation is beginning to change. There is
growing awareness that sustainable healthy communities
require good urban planning and a commitment to what
has been termed liveability’ for healthy communities.

There are other sound reasons for regarding the wider
public health and assault on health inequalities as being
key functions for local government. A problem with much
public health thinking and practice, especially those aspects
rooted in a medical model of illness and disease, is that
they focus on deficits rather than assets. Many, though
not all, public health practitioners, especially those with
medical backgrounds, have tended to place an emphasis
on identifying the problems and needs of populations
that require professional resources and high levels of
dependence on health care and other services. In addition,
much of the evidence base in pubic health remains
dominated by a biomedical approach to understanding
‘what works'. It therefore results in policy developments
that in turn focus on the failure of individuals and local
communities to avoid disease rather than their potential to
create and sustain health. Deficit models have their place
but the danger is that, coupled with the powerful vested
interests of those who subscribe to and actively promote
such views, they effectively dominate policy discussions

to the neglect of asset models that have more to do with
maintaining health.

The target regime operating in the English NHS over the
past decade or so has reinforced this bias. For example,

in order to meet the looming 2010 target for narrowing
the life expectancy gap in England by 10 per cent, there
has been considerable effort and investment in secondary
prevention, with effort focused on pharmacological
interventions, notably statins prescribing among those aged
in their fifties and sixties, and other measures to reduce
deaths from the big killers such as stroke and cancer. There
is, of course, a place for measures of this sort targeted

on groups who have been overlooked or neglected in the
past. Indeed many areas, notably Sheffield but elsewhere
too, have made impressive inroads into tackling health
inequalities as a consequence of such means. But these
measures focus on treating symptoms rather than getting
to grips with underlying causes and can hardly be regarded
as evidence of good public health.

The focus on individuals has also been reinforced by a shift
since the publication of the national strategy, Choosing
Health: making healthier choices in 2004 from upstream to
downstream action with a stress on personal responsibility
and promoting individual behavioural approaches. This
renewed focus on individuals also chimes with a biomedical
downstream approach. Ideally, a more balanced policy
response is required and it is in achieving this that local
government has an especially critical role to play. An asset
model such as that discussed by John Ashton in Chapter

9 would take as its starting point the need to identify

and build on the positive features of individuals and
communities, utilising such capacities and capabilities as
exist to further empower them.

At the risk of being over-simplistic, the NHS deals with the
negative outcomes of people’s health experience (it is, after
all, a sickness service) whereas local government eschews
‘quick fixes' and looks for positive patterns of health in
respect of strengthening those social bonds and ties that go
far in sustaining health, even in the face of disadvantage.
Assets can operate not just at the level of the individual
but, importantly from a local government perspective, at
the level of the group, neighbourhood, community and
population. These assets can be social, financial, physical,
environmental, educational, employment-related and so on.
Conceived of in these ways, they relate directly to the social
determinants of health discussed at the start of the chapter.
Worth recalling, too, are the recommendations of the
Acheson inquiry into the inequalities of health published

in 1998. Of the 39 recommendations put forward, only

3 directly concerned the NHS or were within its power

to influence directly. This rather makes the point that,

when it comes to the wider health agenda, the NHS has a
somewhat limited role.



Health inequalities between the least well-off and the
better-off are growing in the UK despite the government's
commitment to tackling them. Part of the mismatch
between the policy goal and the reality in practice is a failure,
for numerous reasons, to get a proper grip on the social
determinants of health. Tackling health inequalities through
the NHS and secondary prevention, though important and
necessary, will not in themselves be sufficient to narrow

the health gap. Rebalancing health policy to accord a

higher priority to the wider public health requires local
government, as well as national government, to assume a
greater responsibility for enhancing the health status of their
communities. Much good work has already been achieved,
or is in hand. Some of this has been documented by the
IDeA’s healthy communities initiative. But there remains a
concern that local government has a great deal more to
contribute to the health agenda than has yet been realised.
Paradoxically, the gloomy economic outlook from 2011

also brings with it hope for a step change in how local
government regards its role in improving health and well-
being. As Barack Obama’s Chief-of-Staff, Rahm Emanuel put
it: ‘Let’s not waste a good crisis’.
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2 Using the concept of ‘place’ to understand and reduce health

inequalities

Danny Dorling
Professor of Human Geography
University of Sheffield

“Health-related behaviour is all about resolutions to give up
the things you do not want to give up and to do the things
you do not want to do. You cannot do that; you cannot
make the resolutions and stick to them, unless you are
feeling on top of life.”

(Richard Wilkinson giving evidence to the House of
Commons Health Select Committee, 2008)

It is hard to feel on top of life if you know that where you
live is looked down upon, if you know that you are treated
less well because of where you live, if you know people
think less of you because of where you live.

In the report of his recent review of local government, Michael
Lyons’ states that “The concept of ‘place-shaping’ is intended
to explicitly recognise the fact that local government is not an
agency, responsible for delivering a specific set of statutory
services. Rather, it is a unit of government, responsible for

the well-being of a community and a place, and independent
of, whilst also being connected to, the wider system of
government. Local government’s role should therefore be
about engaging with and representing communities, building
coalitions, and influencing the actions of other public, private
and voluntary sector organisations, as well as delivering or
commissioning local public services” (Lyons, 2007). Given this,
understanding in detail the social and economic characteristics
of geographical areas is an important tool for local
government in influencing the health profile of their areas.

Since at least 1968 in the UK, inequalities in local service
delivery have contributed to growing spatial social
polarisation. There is a very long tradition of work that
demonstrates how poorer services are provided to people
in poorer areas. This work continues today, repeatedly
showing that the most qualified teachers and the highest
number of doctors are more likely — on average — to be
working where there is less need for their services, even
when funding for their provision is entirely controlled by
government. This has become known as the ‘inverse care
law’ which David Hunter refers to in Chapter 1.

What has not been shown clearly to date is how these
inequalities exacerbate local inequalities by encouraging
people to segregate more and more by wealth, both
locally and nationally. We have yet to prove that these

correlations are at all helpful even to the people who
appear superficially to benefit most - those who gain access
to medical staff more easily because there are more staff
where they live, or whose children are taught by ‘better’
teachers. And we have yet to show that we have the ability,
collectively, to address these problems.

It is very possible that living in an unequal society hurts
everyone, including those who appear to benefit from
being a resident of the leafy suburbs. Suburbs that rank
similarly in more equal affluent countries than the UK are
home to people who have better levels of health, education
and well-being than those of the British and Northern

Irish despite (or perhaps because) of the fact that they

less beggar their neighbours. These better-off suburbs are
found in the majority of OECD countries, as most OECD
countries are more equitable than the UK (Wilkinson 2009).

The relationship between the various scales of geographical
inequalities and health is not always well remembered.
Within any country there are health inequalities that are
differentiated geographically. Even in quite equitable
countries these tend to be stark, if less wide. That is
because better-off people do so much better, and tend to
enjoy so much better health in more equitable countries, as
compared to better off people in more unequal countries.
Pretty much all the social determinants of health discussed
in this publication are geographically differentiated.

What makes an area more desirable? Many things. People
often say that, if they had a choice over where to live, they
chose their home because they liked the look of the house,
the décor, it was on a 'nice road’, had the right number

of bedrooms, ‘felt right’. However, when house prices

are modelled a series of local factors are usually found to
matter greatly. Chief among these are the following five,
most of which directly or indirectly relate to good and poor
local services or environments:

¢ Perceived quality of local schools (raising house prices by
private school fee amounts in areas with the ‘best’ state
schools)

¢ Amenity of local services such as health and social care




(areas without stretched services do well)

¢ Housing type (for example detached) and ‘the
neighbours’ (owner occupiers are preferred to, say,
students)

¢ The availability of employment — which is key to the
gradient in prices away from many cities

¢ A sense of safety, and community. Does the area appear
to have little crime, safe roads, less graffiti, less mess on
the streets?

For many people some of the most important aspects of
these services are provided by or strongly influenced by
local government. All of them are also determinants of
health. And when services are not very good, they both
help maintain inequalities and can increase them. Here are
some of the ways.

Ninety three percent of children go to state schools and
they now come in as many varieties as there are of Heinz
tinned goods. People have become more polarised over
time between areas as they fight for better schooling

for their children. The creation of an apparent market in
local state schools makes it appear to parents even more
important than it was a few years ago to try to live in the
best ‘catchment area’. Scotland provides a model of how
good local education can be better spread than England
has managed to achieve.

Well over 93 percent of people use the NHS for iliness that
really matters; 100 per cent use the NHS for accident and
emergency. GP centres matter most. There are still most
GPs where they are least needed, where people have the
best health. Conversely, almost every social services user is
either someone whose future health is threatened by the
conditions in which they live, or someone who is already
suffering from some form of ill health which affects their
daily life (Bywaters, 2009). The geographical spread of social
services users can be estimated by considering the spread of
those working in social services and knowing the direction of
their commute to work from the census — the service users
are heavily concentrated in the poorest areas. Financially
the bulk of the money spent on social services goes on the
salaries of those who provide the services who mostly live
(and whose spending is mostly) outside of these areas.

Social housing has a much larger influence on concentrating
those who are ill, or become ill, than many think. A local

authority audience may realise this but the bulk of the
population do not. Some five million will soon be on

waiting lists to be housed nationally; most do not expect

to be. Roughly a fifth of households are in local authority
tenure; its absence serves as a magnet attracting people
with money to live where social housing is absent, again
increasing spatial social polarisation and, consequently health
polarisation. The numbers of other registered social landlords
and the wholesale transfer of much local authority housing
muddies the waters a little, but again this housing tends to
be concentrated in poorer areas. Government does have

a scheme for transferring from owner occupation to social
housing tenure, but by mid 2009 this had resulted in the
transfer of fewer than a dozen homes in the country. The
right-to-buy has polarised areas by tenure over time. Lack

of an effective 'right-to-sell” your home to a social landlord,
to stay put and become a tenant rather than be evicted for
mortgage arrears is one of the key missing mechanisms that
ensure spatial social polarisation and hence geographical
inequalities in health continue.

A 'right-to-sell” is the right to sell owner-occupied housing
to the local authority or another registered social landlord.
The former home owner becomes a tenant and avoids
repossession. This would quickly diminish the cachet of
owner occupied ghettos. If enacted carefully so that the
right was dependent on the home not being too large for
your family, then this would also make better use of the
overall housing stock.

Within some cities, especially London, overcrowding

has become much worse over the last 20 years. This will
have had a detrimental effect on people’s mental and
physical health. It is likely to have contributed to the recent
increase in tuberculosis, for example, in the East End of
London. It will also have contributed to the geographical
concentration of deprivation and poverty. “Over one million
children are now trapped in overcrowded housing, a rise

of 54,000 in the last two years” (Shelter 2009). Children

in overcrowded housing are up to 10 times more likely

to contract meningitis than children in general, Shelter
notes. These infectious diseases such as meningitis and

TB are then greater risks to all. It is simply in the interests
of everyone in Britain not to see overcrowding of poorer
families occur as it has. The only reason why overcrowding
has increased is that a greater proportion of the overall
floor space of housing in Britain has been consumed by the
best- off over the course of the last two decades. There has
been no overall decrease in housing supply.

At the same time, the way in which we currently use
housing so inefficiently in the private sector means that
there has been a great lack of investment in new build by
local government. Private sector inefficiency results in those



who have most money having most floor space and in
some cases owning many homes, many of which are mostly
empty. Government is currently consulting on a new system
for council housing finance which could return a greater
direct role in building to local government. This is an
opportunity for a ‘facelift’ for some of the worse off areas
and is also an opportunity to spread social housing around
more geographically, so as to avoid creating ghettoes of the
future. Allowing mortgagees facing eviction the right-to-sell
to become tenants would quietly and very efficiently begin
to break up the owner occupied ghettos we currently have.

Direct state employment matters. Median wages are higher
in the public than private sectors. Of all workers, 20 per
cent are directly employed by the state. Local government
negotiates wages and terms and conditions of employment
with trade unions, as well as having requirements to
promote equalities, whereas private employers, now
competing for lucrative local government contracts,

often do not. Successive Governments have forced local
authorities to outsource many services, with this inequality
becoming exacerbated year after year. Reversals only occur
in times of crisis. In many areas, a local authority will be
the second highest employer (often after the NHS). Local
authorities provide work closer to people’s homes than
they might otherwise find. This can be in schools, waste
disposal, neighbourhood offices, and various enforcement
and inspection roles. As an employer the local authority role
in reducing geographical inequalities often gets overlooked
— employment is highly correlated with health and well-
being. When a local authority in summer 2009 suggested
reducing the incomes of men who collect rubbish bins so
as to equate them with women, the authority was thereby
suggesting reducing incomes in many of the poorest areas
of the city, where disproportionate numbers of bin men
live. If two successive Mayors of London from two different
major political parties agree that the Greater London
Authority and any of its contractors pay the London living
wage then no one else has an excuse to be ineffective.

In terms of safety, and how it is perceived geographically,
the local public sector has direct input via the police (and
now through crime and disorder reduction partnerships),
but the police do little to make one area safer than another.
In particular they do very little to reduce the perception
that certain areas are very dangerous. When the police
disseminate crime statistics they rarely say how unlikely

you are to be burgled, even in the poorest of areas, as
compared to your chances of other misfortunes. Crime
statistics are routinely released to local bodies and appear

in ‘area newsletters’, typically revealing the number of cars
that were broken into the previous month.

A better statistic might be to tell people that their chances
of having their car broken into were one in five hundred
last month, and say how low that is compared to their
chance of being involved in a road accident. Everyday car
drivers - rather than the vicious criminals of fiction - are the
greatest killers of people in Britain. Of any single cause,
the greatest killer of people aged between five and 35 is
car accidents (Shaw et al. 2008). Most children who die,
die at the hand of a stranger who was just driving to work.
It is only local government that can take effective action

to reduce this. Almost all local road speed reduction and
traffic management is directly done by local authorities.
Cars travelling at 20mph rarely kill children they hit. Cars
travelling around 30mph or more often kill and very
severely injure.

Anyone working in local government who thinks they have
little power should ask themselves who has the most power
to stop the way in which most physical suffering and early
death occurs to children in Britain when they are hit by a
car. Five to seven times as many children are killed by cars
in the poor quarter of cities as compared to the rich. But in
the rich areas children are no longer allowed out to play so
they suffer in other ways too from the way we run our local
environments. Oxford, where | was brought up, is likely to
be the first all 20mph city. Not only will that save lives in
Oxford; but poor areas in that town will increase slightly

in amenity, while living in a twee village out of town will
reduce in value just a little, so the speed limit will have an
equalising effect.

Area-wide traffic calming schemes are one of the few
pedestrian injury prevention strategies for which there is
documented evidence of efficacy (Davis 2009, National
Children’s Bureau 2004). Traffic calming, design which
encourages cycling and discourages car use and parking in
the least affluent areas are all part of the contribution local
government can make to improving health and reducing
health inequalities. Telling local people that you are going
to reduce the greatest risk to the lives of local young adults
and children would alter ideas such as the perception of
crime and safety. We know this is a determinant of how
people see their area and also contributes to mental well-
being. Supposing local authorities said to people in their
poorest wards that they were no longer going to allow the
rich from outer suburbs to speed at 40mph through the
inner city? Everything from that to graffiti and dog dirt are
part of local government’s environmental responsibilities,
and all are issues that contribute to people’s perception of
crime and safety.



Before government controlled pollution it was often the
areas to the north east of towns which were the most
effected by smog. These are still often the poorest areas
and the south west still often the richest. And although

we don’t have smog any more, pollution from vehicle
exhausts and noise remain environmental issues which local
government has powers to regulate. The closer you live

to a main road the more pollution you will suffer and, in

general, poorer areas have worse air quality (Mitchell 2003).

Rates of recycling are higher and rates of pollution,
including green houses gases, are lower in more equal
countries. To give a simple example, in a more equitable
country the affluent feel less need to drive their children
across town in a four-by-four to go to a school that
avoids them having to mix with other children who are
much poorer. Reducing local inequalities within any town
reduces the felt need for such anti-social behaviour. Local
authority-financed state schools are least used in Inner
London, Oxford and Bristol because these are some of
the most unequal of British cities, and so early morning
car congestion and pollution has become endemic in
parts of these cities. States schools are used more often,
including walking to the nearest state school, in more equal
countries.

Of all the 25 richest countries in the world, the US and UK
rank as 2nd and 4th most unequal respectively when the
annual income of the best-off tenth of their population is
compared with that of the poorest tenth. In descending
order of inequality the 10%:10% income ratios are:

17.7 Singapore, 15.9 United States, 15 Portugal, 13.8
United Kingdom, 13.4 Israel, 12.5 Australia, 12.5 New
Zealand, 11.6 ltaly, 10.3 Spain, 10.2 Greece, 9.4 Canada,
9.4 Ireland, 9.2 Netherlands, 9.1 France, 9 Switzerland,
8.2 Belgium, 8.1 Denmark, 7.8 Korea (Republic of), 7.3
Slovenia, 6.9 Austria, 6.9 Germany, 6.2 Sweden, 6.1
Norway, 5.6 Finland, and 4.5 Japan (UNDP 2009, excluding
very small states).

Japan has the most mixed communities of all these
countries, the lowest levels of pollution, highest rates of
recycling, lowest car use and the most children walking to
their nearest school. We should stop looking so often to
the US for ideas on how to make local communities and
health better.

Here is one example of what is being done with school
meals:

“The vision for the Online Free School Meals (FSM) project
is of an ‘end-to-end’, citizen-focused service that transforms
the way in which eligible partners are supported in ensuring
that their children receive a free school meal. The project,
which has involved Hertfordshire CC, Tameside MBC and
Warwickshire CC in developing proof-of-concept models, is
a genuine opportunity for government to demonstrate, in

a key area, that it can work collaboratively to make services
simpler, and quicker to access and deliver.”

(IDeA 2008, p37)
We could also add the example of ‘breakfast clubs’:

“Some UK clubs have managed to attract children from
disadvantaged backgrounds without stigmatising the
children. Success has been attributed to an inclusive
approach and hard work on the part of teaching staff,
parent volunteers and other service providers to ensure that
‘joining the club’ (as opposed to ‘attending a school-based
service') was seen as a positive choice for those attending
and their families.”

(National Children’s Bureau 2004).

Eating breakfast has been associated with improved
academic outcomes, improved concentration, increased
school attendance, decreased school lateness and improved
mood at school, thus contributing simultaneously to both
health and educational goals. It would also help if local
authorities as employers tried to make sure that they
enabled their employees who are parents to have breakfast
with their children. Employing more people at school
friendly hours, including term time only, could be cheaper
than employing them nine to five.

The obvious solution is simply to have school meals,
including breakfast, free to all who want them. Introduced
after the Boer War, means-tested free school meals were

a solution for another age. We don’t have free school
chairs or tables for means-tested children while others pay
for their chairs and tables or bring them in from home.
Free schools meals for all has been extensively trialled and
found to work in Scotland. In England all primary school
children in County Durham and the borough of Newham
are finally now being given free school meals in a trial for a
nationwide scheme (Teachernet 2009).



In a city like Sheffield, it is much better state schools, better
access to services such as doctors, not having to live near
tenants, massive state employment, and a huge amount of
traffic calming and management that makes the south west
of the city attractive. Over the years, Sheffield and most
other cities in Britain, have slowly become more socially
polarised as a result.

The ability that local authorities have to save the lives of
children by simply putting up 20 mph signs is just the tip

of a great pyramid of actions that can increase well-being.
In short, the most important levers affecting the desirability
of different residential areas and, consequently, their health
profiles, are in the hands of government and especially local
government.

If living in the suburbs did not bring with it better schools; if
the commute to work was much slower by reduced speed
limits through inner city areas; if people in the suburbs could
become council tenants by exercising a ‘right-to-sell’; if living
in the suburbs were not so much more preferable to living in
the city in terms of the local services provided by the state,
then would local social polarisation continue to increase as it
has for forty years? If you could get to see a GP just as easily
by living in the middle of town; if your local primary school
had an extra assistant in each class because of the needs of
its intake; if enough streets were shut off to allow your kids
to play outside, and traffic in others slowed down; if they
paid you a decent wage for collecting the bins, why not stay
on that street rather than leave when you can?

The national government can decide whether tax and
benefit systems should be continued so that the UK is a
more unequal country in terms of income than another 20
of the 25th richest countries on earth (including even being
more income inequitable than Israel). But local government
holds most of the cards when it comes to what is needed
to reduce spatial social polarisation. It has tremendous
power to make people’s lives better, through measures as
varied as the living wage, air quality management, school
meals and speed limits.

The social polarisation taking place on local levels is a
strong trend that is also driving national-level inequalities.
A group of colleagues from the University of Sheffield

and | have recently explored this polarisation as part of
the ‘Changing Britain’ project, funded by the BBC'. We
mapped a series of social trends from as far back as 1945,
according to BBC TV and radio areas.

As local authorities engaged in activities at regional and
other levels and as partners such as the NHS are aware,

it is not always helpful to think of local areas in terms of
local authority boundaries. The regions covered by local TV
news and the cities covered by local radio stations tend to
have better local identities than do smaller council areas.
The BBC's TV areas look like this (the map on the right is a
cartogram with area drawn in proportion to population):

Figure 1

In the map on the right each hexagon is a parliamentary
constituency.

The BBC radio areas look like this (the map on the right is a
population cartogram)?:

The equivalent population cartogram for local government
is very complicated and messy and not very useful for
looking at inequalities across the country. So | invite readers
to think ‘BBC area’ instead for the next few pages.

By using this geography as a basis, you can see very simply
how population has changed over time in Britain and where



Figure 2

Figure 3

we are sharply diverging — be it by population size, age or
wealth, poverty or health. For example, Figure 3 presents
population movement between 1981 and 2006.

Notice that, when shown by radio area, it is mainly within
the south that population growth has occurred. Such
change has had the effect of sharpening up the north-
south divide when the largest increases have been near that
border.

There was little a single local authority in the North West
could do to attract more migrants from abroad when it
needed them, once migrants had learnt there was more
money to be made in London. But maps like this show how
national policy affects local areas, their character and needs
and why, therefore, local government should understand its
impact. The overall pattern of population change has over
the longer term been very smooth, geographically. Monies,
posts and aspirations have followed this pattern, but it was
not a natural move to the south. Successive governments
supported the move. It was reinforced by the growth in the
finance industries and the decline of manufacturing. But
there is no inevitability that this will continue. It all depends
one what we choose. Whether we build third runways or
support a ‘defence’ industry based mainly in the south,
with faster rail lines into London. Or do something a little
more imaginative. Currently government is choosing to
reduce £300 million of spending in the North of England to
spend most of it mainly bolstering the housing market in
the south (Audit Commission 2009). | would be interested
if anyone can find a clearer example of how action by

central government helps maintain the north-south divide.

Figure 4 (overleaf) shows the geographical picture of
population spread by age, just for 2006. Note also that, by
2006, London became the place to be up to age 44, and
the place to leave most clearly after that age.

It is not just as simple as population movement, and the
divergences between where old and young live. The gaps
have also been growing according to wealth and poverty
and health between different parts of the country - as well
as within cities.

The maps below give the latest detailed picture we can
create of social inequalities prior to the release of the 2011
census data. Complex methods of combining censuses and
surveys are used to draw these maps and to chart the slow
and steady polarisation of people by poverty and wealth
(and, consequently, health) between areas.

The important point to make when we look at these kinds
of cleavages is not simply that the totals are increasing,

but that the differences between areas are growing more
extreme. People and places in Britain are not characterised
just by standard understandings of poverty and wealth and
all that correlates with them. They are other key cleavages,
such as loneliness — a negative indicator of mental health

— which is also growing more extreme in some areas more
than others. We have found that, between different, small
areas, loneliness rates have diverged over time (Dorling and
Gunnell, 2003). Loneliness would be a good measure against
which local authorities could assess their communities’ sense
of well-being in their annual quality-of-life surveys. These
kinds of measures of social fragmentation are an attempt to
quantify social glue and social atomisation. In the case of the
latter, measures are rising.




Figure 4

In the run up to the 1997 general election there was

an upwelling of feelings of community, of ‘all being in

it together’. From 1997 to at least 2005 that sentiment
declined as Figure 6 shows, with selfishness winning again

Figure 5

by 2005. But by early 2007 the position had reversed again.

Long before former certainties began to crash around us
(of financial and social stability), people at the very first
signs of trouble began to say again that looking after the
community should come first.

People are beginning to change their priorities slightly in
light of issues such as rising potential loneliness, stress,

and because in many ways we have now become affluent
enough to cover our basic needs and are realising that we
should be looking for more from life than simply trying

to earn more or live further away from our neighbours.
Consider how The Futures Company Planning for Consumer
Change found attitudes to work to be changing at the very
start of the current down turn:

Today we see some core British and American values
(materialism, individualism) being drawn into question.
Consider how attitudes to consumer choice are changing:

This research into perceptions reveals a public appetite

for the state to play a bigger role in improving people’s
increasingly unequal lives, to reduce the uncertainties in life,
to reduce inequalities.

The ‘place-shaping’ role of local government could take
advantage of this appetite for change to bring about
greater levelling up between areas. Local authorities are the
planning authorities for their areas and, as such, have huge
opportunities to influence both the infrastructure and the



Figure 6

services provided in an area and how they in general ‘feel’
as a pleasant, or otherwise, place to be.

Local authorities are now using the planning function to
design in walking and cycling routes and opportunities
for exercise, to cut down car use, ensure that health and
social care facilities are put in place in large developments,
and build in safety factors (and safety perception factors)
such as street lighting. Again, just think of a single child
saved from injury and suffering by a 20 mph sign. Local
government decision makers really do have the power of
life and death in their hands.

% Agreeing | would take a lower paid job if it meant less stress

Figure 7

Within Britain, differential migration, year by year, slowly
adds to the social division within and between local
authorities. The perpetuation of old state systems such
as free school meals for a few and perceptions of social
housing as low-quality, maintain the engine of divisions.
And all of these maintain and increase inequalities in
health.

% Agreeing you can never have too much choice in life

Figure 8

The state needs to be brave and to devise new ways of
doing things to slow down growing spatial inequalities.
The implication for local government is a commitment to
increasing services and increasing resources most in the
poorest geographical areas: differential treatment to correct
the ‘inverse care’ law. Otherwise the impact of the social
determinants of health will continue to increase health
inequalities between geographical areas, increasingly
poor mental health and worse overall health for all. If the
national government concentrates resources in the south
of England through housing market packages and bank
bailouts, this is unlikely to reduce overall geographical
inequalities in Britain.

The work presented here has involved some speculation,
but also a great deal of background reading and the use

of the comment as above re writers style work of many
others (Dorling 2010). More precisely it also requires
bespoke methods for estimating poverty, wealth and health
locally — otherwise we would not know that the country is
slowly dividing between rich and poor areas and, therefore,
between healthier and sicker areas. We need innovative
research, as Mike Kelly and Tessa Moore argue in Chapter
3, and we need to pull together the enormous range of
evidence already out there more imaginatively.

Local authorities have, since 2008, been required to
work with the local PCT in producing a joint strategic
needs assessment (JSNA) for their area. This is supposed
to produce a profile of the area, along the dimensions

| have been discussing, including, obviously, health and
social care needs. It is supposed to inform the ‘LAA’, that
is, the set of indicators and targets that ‘partners’ locally
agree to work on. The requirement for the JSNA, and
the general requirement for local government and the



regional public health observatories, to understand their
populations emphasises the importance of doing the kind
of mapping, charting and graphing illustrated here — it
will increase as the authorities’ own understanding of the
links between health and other social/economic factors
increases and will also increase the understanding of the
populations themselves and their elected and community
representatives and, perhaps most importantly, help set
priorities for design and provision of services.

With colleagues we have been looking in great detail
recently at inequality within the city of Sheffield, with
results published on the web in November, 2009 (Thomas
et al 2009). Slowly, surely, it is possible to use the concept
of 'place’ to understand, and suggest it is possible to
reduce, health inequalities. Just because we have been

so bad at this in Britain in the past four decades does not
mean that doing better is not possible.

This chapter was based on a report for IIPS, first title:
"Working towards better outcomes in local service delivery’.
| am very grateful to Dr Fiona Campbell for her great
patience in dealing with several drafts of this chapter and
very many helpful suggestions she has made.
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3 Making a difference: using NICE guidance and embedding

evaluation

Michael P Kelly
Director of the Centre for Public Health Excellence,

National Institute of Health and Clinical Excellence (NICE)

Tessa A. Moore

Head of School Improvement at the London Borough of Richmond

Local government has a fundamental role to play in the
promotion of health and the prevention of disease. In
Britain, public health originated in local government.

The history of public health in nineteenth century Britain
and the corresponding improvement in the health of

the population is closely linked to the history of local
government reform and improvement. From the care of
the needy and destitute to the provision of clean water
and sanitation, local government played a pioneering role
(Gairdner, 1862; Frazer, 1947). Indeed the case has often
been made that the efforts of local government did more
to improve the health of the population than the activities
of the medical profession through most of the nineteenth
century (McKeown, 1976).

To this day the actions of local government can ameliorate
the impact of the wider determinants of health, promote
good health and prevent disease. Whether it is housing,
education, environment, planning or regulation, the local
authority has a contribution to make. The actions of local
authorities impact on the everyday lives of ordinary people.
The places we live in, work in and relax in are critically
regulated, managed, controlled and/or monitored in
various ways by local government. Some of the potential
hazards that surround us are often critically moderated, or
sometimes made worse, by the actions of local authorities,
for example dangers linked to alcohol and fast foods. This
paper considers how local government can make the best
use of the guidance produced by NICE on these and other
issues as a way of making a difference to the health of local
populations. It also makes the case for local government to
do more and better evaluation of interventions.

NICE began its public health work in 2005. It has since
produced a range of guidance aimed specifically at various
parts of local government. NICE's guidance is also aimed
at the NHS but the focus here is what NICE says to local
government.

The published portfolio of NICE public health guidance is
extensive. It majors on the kinds of public health problems
that produce a considerable burden of disease, that show

a strong social class variation, and which are amenable
to action designed to prevent, detect and protect from
disease. Topics include:

e physical activity

¢ smoking and tobacco

e sexual health

e alcohol

e drugs

e maternal and child health

e health and work

e older people’s health

e cancer

e immunisation

e accidental injury

® obesity

e mental well-being

e cardio vascular disease

e diabetes

e communicable disease prevention.

The NICE public health guidance (see box below) on a
range of issues is of particular relevance to local authorities.
Also of interest will be the upcoming guidance on child
accident prevention, preventing heart disease and diabetes,
schools and the prevention of the uptake of smoking,
spatial planning, transport policies to promote walking and
cycling, looked after children and personal social and health
education.

NICE published its guidance on obesity in 2006. It
contained a considerable number of evidence-based
recommendations about obesity prevention of direct
relevance to local authorities. The guidance addressed the
ways that schools should be involved in obesity prevention.
The recommendations dealt with building layout,
recreational spaces, catering, vending machines, physical




education, the curriculum, school travel plans, staff training
and the overall healthy schools approach. Of course the
guidance acknowledged the considerable degree of
independence which schools enjoy from local authorities,
but as a framework for Children’s Services, as a set of
guidance of relevance to the school advisory service, the
guidance provided the most up to date and evidence-based
assessment of the key ways to tackle obesity in schools.
The guidance also dealt with early years settings where it
discussed improving levels of physical activity.

The guidance encouraged local government to take
responsibility for managing obesity in its own workplaces.
This included developing policies and plans relating to
healthy eating, physical activity and safe environments,
encouraging active travel, promoting and supporting
physical activity, promoting healthy foods and developing
community-based programmes to help to achieve these
ends. The guidance contained advice on working with self
help and commercial organisations. Local authorities were
encouraged to think about building design, for example
making stair use more readily and easily available and by
having changing facilities and showers readily available.

To get a flavour of the issues dealt with in the other
guidance, see for example the work on community
engagement. This details the importance of setting

realistic timescales, putting proper funding in place and
ensuring proper evaluation is conducted. The guidance
majored on issues of power, trust, culture, training and
partnership working. The guidance on physical activity

and the environment focused on transport, public open
spaces, buildings and schools. The guidance on physical
activity and young people considered the evidence and
made recommendations about active travel, the curriculum,
space, facilities and equipment, policies and evaluation. In
the guidance on mental well-being and older people, one
of the elements considered is how best to get older people
physically active by walking and getting involved in walking
schemes of various kinds.

One of the very important things the NICE public health
guidance does is focus on health inequalities. This

can be helpful for local authorities. As this publication
demonstrates, the relationship between the wider
determinants of health and general patterns of health
and health inequalities is very well established (Marmot
& Wilkinson, 2006). At a general level the importance

of social justice, fairness, basic standards of service, and
adequate levels of income can be described quite easily.
But the imperative for local government to deliver on the
health inequalities agenda and the importance of targeting
services effectively requires more than general principles.
The NICE guidance builds a detailed consideration of

health inequity into its assessment of the evidence and the
recommendations.

This is important because interventions designed to tackle
the problem of health inequalities are particularly tricky.

In order to maximise the effectiveness of interventions
designed to deal with health inequalities several
considerations must be borne in mind. Different segments
of the population respond in different ways to similar
interventions. Therefore the whole health gradient, not
just the most disadvantaged, needs to be factored into

the intervention. To maximise health improvement we
need the health of the population as a whole to improve,
but the health of the most disadvantaged to improve at a
more rapid rate (Graham & Kelly, 2004). To do this requires
a good understanding of the nature of the different
segments in the population and their different needs. This
is where the NICE guidance can provide useful frameworks
for action.

NICE guidance on public health

Guidance aimed at various parts of local government:
http://guidance.nice.org.uk/PHG/Published

Forthcoming guidance on child accident prevention,
preventing health disease and diabetes, schools and

the prevention of smoking uptake, spatial planning,
transport policies to promote walking and cycling, looked
after children and personal social and health education:
www.nice.org.uk/Guidance/PHG/InDevelopment

Prevention, identification, assessment and management
of overweight and obesity in adults and children: http://
guidance.nice.org.uk/CG43

Community engagement: http://guidance.nice.org.uk/
PH9

Physical activity and the environment: http://guidance.
nice.org.uk/PH8

Physical activity and young people: http://guidance.nice.
org.uk/PH17

Mental well-being and older people: http://guidance.
nice.org.uk/PH16

Methods for development of NICE public health
guidance: www.nice.org.uk/media/FB9/59/
PHMethodsManual2006.pdf

The way in which public health guidance is produced is by
searching for and synthesising all the evidence relating to
a particular issue. The evidence is assessed to determine
its quality. Then, independent advisory committees use the
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evidence to craft recommendations. Assessing the evidence
in this way disentangles the things that improve the health
of the population and things which determine inequalities
in health.

As NICE has produced public health guidance there have
been several challenges. Most obviously local government
and education have not traditionally looked to NICE

to provide this kind of advice and guidance. But more
fundamentally the nature of the evidence relating to these
issues is much more complex than that relating to medical
interventions. It is sometimes argued that determining the
effectiveness of interventions in education, social care or
even environmental health is impossible. This is because the
kind of evidence that is thought to be needed, especially
randomised controlled trials, cannot be undertaken.
Therefore it is alleged there is not an evidence base that can
be turned to with confidence.

This argument is wrong on several counts. First, NICE takes
a broad approach to evidence relating to public health
and does not confine itself to data derived from trials. It
considers the best available evidence. Second, although
the systems of local delivery are complex, and the ways
the wider determinants of health operate are complicated,
that does not mean that it is impossible to make evidence-
based recommendations. The NICE public health guidance
has identified many actions at local, community, individual
and national level which, if implemented properly, would
lead to health improvement and to reductions in health
inequalities. Of course, more and better evidence would
make the task easier, but there is still a great deal that can
be taken from the evidence as it currently stands.

To produce better evidence, a number of actions by
teams on the ground would help enormously and here
local government has a potentially very important role

to play. Local authorities must think very seriously about
evaluation and contributing to the evidence base in a way
that will make it possible to do better and more effective
interventions.

There are a number of important principles for evaluation.
All interventions should be evaluated routinely (NICE
2007). An evaluation is not some afterthought tacked
onto the end of an intervention. It is an integral part of the
intervention. It is not really ethical to plan an intervention
without including proper evaluation at the same time.
Wherever possible when an intervention is implemented,
comparisons with other groups or areas not receiving the
interventions should be made. For example, in the project
on a Greenwich housing estate described in the box below,
‘Feeling good about where we live’, comparisons will be
made between the estate on which the interventions take

place and another estate on which no interventions are
planned. When it is not possible to collect comparative
information it is still very helpful to collect data before and
after the intervention. It really is not much use to collect
information when the intervention is all over or is half way
through.

Another very important part of local evaluation is to
describe as far as possible the evidence relating to linkages
along the pathway from the intervention to the outcome.
When an intervention is planned and implemented, there
should be a clear and explicit model in the minds of the
planners about why they have reason to believe that the
intervention will work. There will be a theory about the
ways in which the different elements in the programme
connect with each other. In the Greenwich example
described below the theory is that various improvements to
the environment within the estate and to the homes on the
estate will assist in improving the mental health of those
who live there. This should be made explicit and should be
used to guide evaluation (NICE 2007). The idea behind this
is called ‘realistic evaluation’. Realistic evaluation seeks to
determine for whom an intervention works and in what
circumstances (Pawson, 2001; 2006). The focus in a realistic
approach is on the programme mechanisms, that is, on
each part in a causal chain, in order to provide a better
chance of addressing these as they occur. The following
diagrammatic representations illustrate the point.

Let us assume that we introduce free entrance to gyms run
by the council. Let’s call that X. The idea behind this is that
some change in behaviour (B) will follow from X and will
lead to the outcome Y which is greater gym use.

xS ——mm> B ——> )

The realistic approach would start not by trying to measure
the impact of X on Y by for example using a questionnaire
or counting the number of people attending the gym, but
would break down the all the links in the causal chain from
X to Y and consider how they might work. Similarly, in the
Greenwich example in the box below, the realistic approach
would not initially attempt to measure directly the overall
impact of interventions on the mental health of residents,
but would look at any changes following the 13 different
interventions proposed.



Thus:

X)) ——> A —> B) — (O —(¥)

So in simplified form changing the entrance charge (X) is
based on the theory that the price determines people’s
behaviour. No doubt it does, but so too does the amount
of time they have to go to the gym, whether they like the
thought of doing exercise, whether they believe exercise
will do them any good, whether the gym is in a convenient
location and so on. So A in the diagram is the complex

of factors which will determine the degree to which the
reduction in price will lead to a change in behaviour.

And of course even if the change in behaviour does take
place, C in the diagram represents all those factors which
will determine whether the behaviour is maintained and
becomes a habit. The road to the gym is paved with many
good intentions and there are all sorts of other outcomes
that may arise. So in the next diagram, T is the outcome
for the person who goes out and buys a new set of gym
clothes and trainers but never wears them to go to the gym
and never actually does any exercise.

The principle is simple, but what an evaluation must do

is describe very clearly what these different steps are,

seek to be clear about the reasons why the steps along

the pathway may get interrupted and try to evaluate the
outcome using as much information about these steps as

is possible. In the Greenwich example, using the estate
where no interventions are planned as a control enables the
project initiators to see whether the changes might have
happened anyway, even without the interventions.

This sort of information is absolutely vital in order to
develop and improve the evidence base and so do better
interventions. Some of this sort of information is readily
available and NICE makes good use of it. But more of this
would provide an even better basis on which to proceed.
Local government is ideally placed to collect it.

Making a difference to health inequalities and improving
population health can be done on the basis of evidence.
Much can be done now and the implementation of NICE
public health guidance is one important way that local
authorities can do this. But looking further into the future,
more and better data collected by local authorities would
undoubtedly be hugely beneficial.

Feeling good about where we live: what can a local
council contribute?

‘Feeling Good About Where We Live' is an initiative
by the London Borough of Greenwich. It focuses on
improving people’s environment and living space with
the aim of improved mental health among residents.

This three-year project, developed by Greenwich Council
and PCT, focuses on two estates in deprived areas of
Greenwich. One is a control where no interventions will
take place. Both are in the bottom 10 per cent of the
index of multiple deprivation. The first half of the project
— 18 months — will involve consulting residents and
implementing changes. People will then be questioned
six and 18 months later about the changes. After that
the project will assess any improvements to residents’
mental health.

The project has six main themes:

® home comfort
e peace and quiet
® room to move

e feeling safe

e what's on

e liking where you live.

It also has a set of 13 related factors in the physical
environment that can be used as predictors of poor
mental health.

For the past two years, Greenwich PCT has funded

the engineering and consultancy firm Arup to explore
what small-scale physical and social interventions might
make a difference. For example, there is evidence that
wildflower planting can help people to enjoy their
immediate surroundings more. This is one of 13 factors
identified by the project.

Other interventions may focus on specific dwellings, for
example, installing bunk or desk spaces in bedrooms

so that young people have a space to study at home.
There will also be interventions designed to get people
together, such as events on the estate, to help meet
some of the social aims of the project.

Significantly, the project intends to work within
mainstream budgets and adjust them where necessary.
The department of neighbourhood services at Greenwich
Council is keen to test different uses of mainstream
resources to see if this makes a difference to people’s
sense of well-being.
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4 The changing public health workforce
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A decent home, clean water, good nutrition, a proper
education, sufficient income, healthy habits, a safe
neighbourhood, a sense of community and citizenship —
these are the fundamentals for improving public health
and well-being and reducing inequalities. And there’s
no question that most of the key levers are with council
services.

Public health specialists know this full well. They are
especially skilled at looking at the ‘bigger picture’ and
acting as catalysts to promote healthy lifestyles and
environments, prevent disease, protect and improve
general health, as well as improving healthcare services.
Much of their work is focused ‘upstream’ — the much-
guoted analogy of helping to prevent people from being
thrown into the river in the first place, rather than the
more traditional healthcare role of fishing them out
downstream, coughing and spluttering. In other words,
they are usually more concerned with tackling the causes
than the consequences of ill-health — especially the social
determinants, the causes of the causes

Specialist public health professionals, directors of public
health (DsPH) and their teams, who since the great
schism of 1974 have been mostly based in the local NHS
health authority (latterly the PCT), know full well that
they can never hope to achieve lasting reductions in
health inequalities without effective partnership with local
government. In recent years, the breadth of the public
health role has been recognised in that accreditation

as a specialist is open to applicants from a wide range

of backgrounds, medical and non-medical, who wish

to become a consultant in public health, a director of
public health (DPH) or other consultant-level public health
professional. We are now beginning to see a number of
directors of public health (DsPH) being appointed with a
background largely in local government, bringing different
experience and skills to the mix.

Even within the clinical health professions, there is an
increasing understanding of the social determinants of
health and the need to work "upstream’. For example,

a nurse who trained within a traditional medical model
of health 20 years ago, working on hospital wards, may
now be part of a supportive public health team, working
to reduce health inequalities through a community

empowerment approach — carrying out health needs
assessments for maternity or alcohol services, evaluating a
domestic abuse project, talking to community pharmacists
about sexual health services for young people or piloting
work on community health trainers. And all this will involve
close relationships with colleagues in local government or,
increasingly, employment by a local authority itself.

Now, thanks to recent central policy, over 80 per cent of
DsPH are joint appointments between the NHS and local
authorities, acting as shared expert, catalyst and critical
friend. The joint DPH should be well placed to enhance
well-being and tackle inequalities through joint health
promotion initiatives, community projects and programmes,
joint strategic needs assessments, the local strategic plan
and local area agreement. The DPH is also a key resource
for the council’s overview and scrutiny function. And a
raft of targets and performance indicators shared jointly
between the NHS and local authority should mean that
effective integration of public health professionals and
council officers is an absolute must-have. We're all in this
together.

But how well is this fusion working? Are we seeing a true
marriage of hearts and minds?

My impression is that, although it's sometimes less than
optimal, there's a wealth of vibrant joint working between
public health and council services, and in many places

really well integrated joint teams. This publication gives

lots of examples of good practice, and many more can be
found on your council’s and local PCT's websites. The great
majority of such initiatives are steered by integrated joint
NHS/local authority teams, usually with voluntary sector and
commercial partners, and often driven by the DPH.

What do public health professionals bring to the party?
Demographic and epidemiological data to map, focus and
evaluate various interventions. Advice on the evidence base:
what works? what's value for money? Shaping a social
marketing campaign or health fair. Acting as the public face
or media spokesperson. Providing leadership to drive the
whole initiative.

Public health specialists are trained in all these skills
and many others. They are drawn from a wide range of
disciplines and professional backgrounds — health and




non-health. As well as driving health improvement, they

are also experts in health protection (working closely with
environmental health practitioners and emergency planners)
and service quality (working alongside commissioners and
providers in local government as well as healthcare).

So your local DPH, with his or her team, is an incredibly
versatile resource which | hope is being put to best use in
your area as leader, advisor, catalyst and, at times, critical
friend. Sadly, for various reasons, this is not so everywhere.
| have come across quite a few councils where the links
with their local DPH are minimal and the potential gains
unrealised.

Why is this? A common reason is a lack of awareness
among council officers and elected members regarding the
skills and expertise public health professionals have, or a
lack of understanding as to how these attributes can help
the council deliver its strategies and services. These can be
remedied by a more assertive ‘selling job’ by the DPH — but
also by a more positive and welcoming attitude on the part
of the council.

On the local authority side, the DPH should be afforded
sufficient status in the management structure, at chief
officer level, reporting directly to the chief executive — and
where appropriate given responsibility for key services such
as the information hub, special housing or environmental
health. The NHS side too should fully recognise the
potential benefits and, together with the local authority,
provide the DPH with a properly resourced, well-trained
team with enough capacity to take on the extra work
arising from a much wider span of responsibility.

There will be a need for public health specialists for as
long as there is a need to promote and protect the health
of the people, prevent avoidable health problems and
reduce health inequalities. The nature of practice has
changed to adapt to new public health challenges. Where
once the main threats were from infectious diseases and
malnutrition, our agenda is now dominated by long-term
conditions and obesity. But the pendulum swings back
and forth. The bugs are biting back — with pandemic flu,
E coli 157, multiple-drug-resistant TB, MRSA, C diff and
many more. And sustainability and carbon-reduction are
increasingly becoming major public health issues.

This means that we need all the allies and support we

can get within local government. Many of the larger local
authorities, such as Birmingham and Manchester, now
employ their own health teams who work closely with

the joint Director of Public Health and the public health
specialists in the PCT. There are also some interesting
secondments and appointments of public health specialists
to various local authority departments, such as planning

and transport, to help these departments see their core
services through a ‘health lens’. My own team in the
London Borough of Southwark comprised a vibrant mix of
local authority and PCT staff, and gained much energy from
those relationships. | would like to see this trend continuing
and being built upon.

We need to develop an approach that recognises that
more or less the whole of the public sector workforce are
potential contributors to public health. Chapter 5 contains
an account of a course run by the London Borough of
Greenwich called ‘Health: Everyone’s Business’ which

has been attended by a wide range of council staff from
directors to those on the ‘frontline’. When | gave a talk to
the course members a while ago | was most impressed by
the sheer variety of ‘non-health’ people attending — almost
every council service was represented. This is the message
we need to send to the whole of local government — health
is everyone's business — although | would expect them to
embrace this idea much more readily than many of my
healthcare colleagues, still locked in the ‘medical model’ of
health.

Every local authority chief executive and every director of a
council department should regard themselves as having as
much responsibility for the health of the population they
serve as they do for their own named service area, be it
transport, environmental services, education, urban or rural
planning or sports and cultural services.

| know that there are many in local government who
already have this understanding and that it is beginning to
inform policy-making and operational planning across the
public sector. For example, within the crime and disorder
partnerships that now exist in each area, you are just as
likely to find a public health specialist as a borough police
commander or a town centre manager from the local
authority, all of whom are beginning to see that reducing
drug- and alcohol-related crime, preventing the injuries and
ill-health caused by problem drinking, and town planning,
are inextricably linked.

And it should be no surprise if a head of planning initiates
health impact assessments before all major planning
decisions, since planning decisions are also, ultimately,
health decisions. We have largely gone beyond the days
when planning for new towns assumed that car use would
be the norm. But we have not reached the achievements
of some of the northern European countries which have
incentivised cycling and walking, through sophisticated
planning, to an admirable degree. If we are to change
what the Foresight Report on obesity calls our obesogenic
environment, this is the kind of thinking we need. To
achieve it, we have to foster the increasing mutual



understanding of the public health and local government
roles.

I would also like to s