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SUMMARY

The term the ‘sick man of Europe’ is often used to describe countries going through
severe economic turmoil or social unrest. In Britain, today, it has become a more
literal reality. We lag our peers on health outcomes, the number of people with

a long-term condition is rising, and people are spending longer proportions of
their lives in poor health. In fact, health is worsening throughout the life course

- bringing real challenges for children, adolescents, working age adults and those
who have retired.

That is, the nation’s health challenges have reached historic proportions. Change
is needed. Led by an understanding that the boldest health reforms only come
when there is a strong social and economic case for them, this commission has
spent the last three years testing one, simple idea: that better health is Britain’s
greatest untapped route to prosperity.

At a time when pessimism would be easy, this - the final report of the IPPR
Commission on Health and Prosperity - finds that better health is exactly the
medicine our economy needs. Reporting on three years of analysis, qualitative
work, commissioner debate and stakeholder engagement, we find that better
health could help meet the UK's biggest, specific economic challenges.

«  Labour supply: We find that 900,000 workers were missing from work due
to sickness - compared to what we would have otherwise expected on pre-
pandemic trends - at the end of 2023. Economic inactivity due to sickness could
breach 4 million by the end of the parliament, if post-pandemic trends continue.

+  Productivity: People with one or multiple health conditions are as much
as twice as likely to take sick days or experience lower productivity due
to working through sickness. Productivity impact of sickness is linked to
to poor job design, work culture or financial means to take sick days when
they are needed.

- Earnings: Better health has the potential to significantly boost people’s
earnings, after nearly two decades of stagnant real wage growth. Indicatively,
we find that avoiding a preventable long-term condition is worth up to £2,200
in annual earned income.

= Public finances: Poor health means avoidable expenditure in the NHS and
welfare system, and lower tax receipts (as fewer people are in work). We find
that the 900,000 missing workers due to sickness (above) mean a loss of an
estimated £5 billion in tax receipts per year, and that better population
health could save the NHS £18 billion per year by the mid-2030s.

- Regional balance: The UK is a highly unbalanced economy — with growth,
disposable income and productivity concentrated in London and the South
East. We find better health would benefit the economy everywhere but would
disproportionately boost the labour market and wages in the North of England
and Wales.

Put simply, if the UK needs new and innovative strategies to revitalise the
economy, then we contend that better health could be exactly the strategy
required. And in reducing the costs associated with sickness, we could also
build a fairer, more inclusive and happier nation.

We will not revitalise the health of the nation by persisting with today’s health
policy status quo. Demonstrably, our current approach is not leading to healthier
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lives. This report’s central contention is that better health will only be possible if
we move from a sickness model of health policy to a health creation one.

It is achieving this shift that should define the implementation of the new
government’s health mission.

We define the sickness model as one in which government avoids intervention while
people are ‘well’ - instead, considering ‘health’ a matter of personal responsibility
- and that only decisively intervenes once someone experiences highly acute need
(i.e. through the NHS, at the ‘point of delivery’). This might have been appropriate
when need was often acute, but today it severely limits our scope for health creation
and our ability to meet the defining health challenges of the 21st century: chronic
conditions, multiple morbidity, worse mental and social health outcomes, and
higher proportions of lives spent in sickness.

A health creation system would make healthier lives a cross-society, cross-
economy mission — and would focus intervention on the places where people
really spend their time. While we might spend a few weeks or months of our lives
in hospitals, we'll spend tens of thousands of hours in work, thousands of hours
in schools, and most of our time in our homes, communities and with friends or
loved ones. It is in and through these spaces that a health creation system should
be founded, which would support us through our lives - from ‘cradle to grave’,
rather than just ‘at cradle’ and ‘at grave’.

We set out five foundational pillars for a new, British health creation system - as
bold a health agenda for the 21st century’s specific challenges, as the NHS was for
the 20th.

From From
From work tolerating waiting From places From
that harms health for that make reactive
health... harms... sickness... us sick... services...

...to ...toan ...to health ...to ...to
work that active creation at empowered, preventative,
creates it industrial the start healthy primary

strategy of life communities care-led
for health healthcare

Progress could be measured through an expanded version of the ‘health index’ -
playing the equivalent role for health that GDP does for the economy.

This paper is an abridged version of the final report of the Commission on Health
and Prosperity. It draws from the key analysis of the commission to date. A fuller
account of the evidence for our assessment of Britain, on the value of health and
on our policy proposals can be found in the full final report.
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1.

HEALTH AND
PROSPERITY
IN BRITAIN
TODAY




1.1.
BRITAIN IS GETTING SICKER

The ‘sick man of Europe’ is a phrase often used describe nation states experiencing
severe economic or social unrest. In 21st century Britain, it has become a more literal
reality. On a range of indicators and measures, Britain is doing worse on health than
other, comparable countries.

FIGURE 11

The UK lags other comparable countries on health outcomes
Health scorecard, G7 nations, 2023 or latest data

Life expectancy Health spending
USA UK (6th) Japan Italy UK (6th) USA
64 66 68 70 72 74 p 85 P 10.5 P 125 P 145 P 16.5
Health adjusted life expectancy (years) Per cent of GDP
Avoidable mortality Obesity
Japan UK (6th) USA  Japan UK USA

120 150 180 210 240 270 300 330 4% 9% 14% 19% 24% 29%  34%

Deaths per 100 000 inhabitants Per cent of population living with obesity
Children in relative poverty Gini coefficient
Germany UK (5th) USA France UK (6th) USA
10% 15% 20% 25% 0.320 0.370 0.420 0.470
Per cent of children Gini coefficient

Source: IPPR analysis of OECD 20243, 2024b and IHME 2024

Britain is also getting sicker in absolute as well as relative terms. The UK is
experiencing a sharp rise in the prevalence of many long-term conditions. This
is not solely about population ageing: indeed, children, teenagers and working
age people are also getting sicker, as well as people in retirement.
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FIGURE 1.2

The number of people with a health condition is rising - most sharply among the working
age population
Proportion of adults aged 30 - 69, with a long-term health condition, 2010, 2019, 2030 and 2040
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Source: IPPR analysis of Watt et al 2024

This trajectory is not set in stone. Much of Britain’s ‘disease burden’ is avoidable
- whether through prevention or treatment. And even when it is not, designing
services and society around the needs of people with long-term conditions and
disabled people could enable us to do much better on ensuring people have
every chance of a healthy, happy, prosperous life.

TABLE 11

Many health conditions can be prevented. Others can be more effectively and quickly
treated, or better managed

Proportion of disease burden causally attributable to known risk factors, select major
conditions, UK, 2023

Condition How much is preventable? (%)
CvD 69.5
Neoplasms 43.5
MSK 23.4
Diabetes and chronic kidney disease 99.8
Chronic respiratory disease 44.5
Digestive conditions 30.2
Substance misuse 100
Unintentional injury 321

Source: IPPR analysis of IHME 2024

IPPR | Our greatest asset Final report of the Commission on Health and Prosperity - summary 9


https://vizhub.healthdata.org/gbd-compare/

1.2.

SYMPTOMS OF BRITAIN’S
RISING SICKNESS

Worse health has wide ranging consequences - on our individual lives, and on our
community and national institutions.! Perhaps most obviously, it means many more
of us are waiting - and waiting longer - for the healthcare we need. More sickness
means more NHS pressure. And in the last decade, that has been visible in rising

queues for elective and emergency care, diagnostic tests and a range of life saving
treatments are on the up.

FIGURE 1.3

Demand for NHS services is rising, putting it under increasing pressure

Index of selected NHS demand indicators, 12 month rolling average, Index 100 = July 2011,
England
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Source: IPPR analysis of NHS Digital 2024a, 2024b, 2024c

But the impact of sickness is not just limited to our experience of healthcare. In
lieu of better health and employment support, rising sickness has led to more
people leaving work. And that has meant a sharp rise in the number of people
in receipt of health-related benefits — across the entire working age population.

1 We do not ascribe this cost to people’s difference but rather - in keeping with the social model of
disability - to how structured our society is to prevent need where it is avoidable, and to ensure
flourishing, prosperous lives for disabled people and people with long-term conditions.
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FIGURE 1.4

Numbers receiving health-related benefits are rising at every age
Share of population receiving any health-related benefit by age in 2019 and 2023 in England
and Wales

20%
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5%\/7
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== November 2019

Note: Health benefits included are personal independence payment, disability living allowance,
attendance allowance, UC-health, employment and support allowance, incapacity benefit, severe
disablement allowance, and income support for those claiming on the basis of incapacity.

Source: IPPR analysis of DWP 2024 and ONS 2024a

But it is not just that sickness is forcing more people out of work — people in work
are also sicker. People in all kinds of work and workplaces are more likely to have
a long-term condition that just a decade ago. And in some parts of the economy,
there is very little support or adaptation for their health needs.
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FIGURE 1.5
Sickness is rising in-work - not just among people outside it
Estimates of the expected number of people working with long-term conditions by
company size
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Source: IPPR analysis of ONS 2024b

Children are also facing more health challenges. In recent years, children have
been facing worsening physical and mental health - we are seeing increasing rates
of obesity, and mental health problems. This can undermine school attendance,
learning and exam results — that is, it can have a lifelong impact on opportunity
and aspiration.
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FIGURE 1.6

Mental health is getting worse among children and young people
Proportion of children with a possible or probably mental health condition in England
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Source: IPPR analysis of NHS digital 2023

FIGURE 1.7

Obesity rates continue to increase among children
Proportion of children living with obesity or overweight, England 2006-22
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1.3.
BETTER HEALTH: MEDICINE
FOR OUR ECONOMIC MALAISE

Britain has been getting sicker in the last 15 years - but it has also been getting
poorer. Alongside the worsening health of the nation, Britain has deep-seated
economic challenges: low growth, stagnant productivity, depressed wages,
falling living standards and (more recently) falling workforce participation
rates. Our contention is this: our concurrent health and economic challenges

are not simple coincidence.

THE EARNINGS CHALLENGE

Real wages are £14,000 lower
today than they would have been  FIGURE 1.8

if pre-2008 financial crash trends  The onset of sickness impacts people’s annual
continued. Our commission has earned income

found that the falling sick leads Regression analysis of impact of a long-term
to a fall in annual earned income  health condition or mental illness on individual
of up to £2,200 and household earnings 2014-2019

0

-500
-1,000
-1,500
-2,000
-2,500
Chronic Mental health
illness event

Source: IPPR analysis of ISER 2023
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THE LABOUR MARKET CHALLENGE

The UK labour market has been uniquely
impacted by Covid-19. Where most other
nations have recovered, participation in work
in the UK has not returned to pre-pandemic
levels. There are as many as 900,000 ‘missing
workers' due to sickness now, compared to
where we'd have expected to be.

FIGURE 1.9

Economic inactivity due to sickness has risen sharply compared to what we’d have
expected on pre-pandemic trends
Excess economic inactivity since 1999 (compared to previous trajectories)
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Source: IPPR analysis of ONS 2024b
Since the 2008 global financial
crisis, annual productivity
growth has been about half The onset of a health condition has a productivity
what it was before the financial impact at work
crash. This commission has The predicted number of hours of sick leave taken
found people in work are per week by sex and type of long-term condition
getting sicker, and that this
5 5 . . 2.0
impacts both their productivity
in work - and their likelihood 16 I
of taking sick days. I
1.2 I
I
0.8
0.4 = =

0
No long-term  Physical Mental
condition

Source: Recreated from IPPR analysis in O’Halloran and
Thomas (forthcoming)
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THE REGIONAL INEQUALITY CHALLENGE

In Britain, growth and
wealth are concentrated  FIGURE 1.11

in London. Health Economic and health inequality cluster in much the
inequality is a major same places
reason why other Index of poor health and levels of economic inactivity

regions and nations
have lower growth,
lower productivity,

less opportunity and
weaker labour markets.

Source: Recreated from Poku-Amanfo et al 2024
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1.4.
OUR ‘SICKNESS’ MODEL OF HEALTH
POLICY IS NOT WORKING

Britain has inherited a model of health policy from the 20th century - one we call ‘the
sickness model’ Under it, health is considered predominantly a matter of personal
responsibility before we get sick — with intervention limited to moments of acute
need. This reactive approach leaves the NHS to ‘go it alone’. One consequence of
this approach has been a long-term concentration of government expenditure in
the NHS: its budget has increased twelvefold since it was founded.

FIGURE 112

The NHS’ share of government expenditure has risen
Share of total government expenditure explained by selected public services
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Source: IPPR analysis of IFS 2023

Healthcare is vital to our health. We should strive to give people the fastest access
to the most innovative medicines, treatments and diagnostics possible. But we
should also recognise more NHS funding and more NHS staff — alone - has not
meant better health in the 20th century.
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FIGURE 113

In the 21st century, NHS spending has been detached from health outcomes

Indexed change since 2011 in the amount of spending on healthcare, number of active
physicians, healthy life expectancy (three year rolling average) and years of life lost in the UK
(Index 100 = 2011)
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Source: IPPR analysis of OECD 2024a and ONS 2023a
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1.5.
WE NEED TO FOUND A NEW
HEALTH CREATION SYSTEM

We are not the first generation to face a reckoning on population health. The
Victorians reacted to infectious disease outbreaks with major public health
programmes, while post-war Britain reacted to rising acute need by founding
the NHS. We need a similarly bold ‘once in a century’ realignment of health
policy to meet 21st century health challenges.

This commission contends we need a health creation system, that works alongside
our existing sickness service. Our health creation system would keep us well, giving
the sickness service the space to deliver the best, most accessible and most
innovative treatment and support when we fall sick.

A sickness service supports patients. A health creation system would support
people - focused on where they actually spend their time and their lives. People
spend a few weeks or months in hospital during their lives. But they spend 90,000
hours in work, 14,000 hours at school, huge periods of time in their homes and
communities, and 71 per cent of their leisure time with other people. It is through
workplaces, within communities, in shops, and through social relationships that
the health creation service would work.

A health creation system wouldn’t be a national service. Instead, it would be a
whole-society system — where those with the means to improve health, do so.
The Health Creation Service wouldn’t be staffed by doctors and nurses: rather, it
would be a mission led by employers, communities, public services, businesses,
civil society and investors.

Most immediately, we propose five founding principles for the health creation
service: work that creates health; healthy industrial strategy; a health guarantee at
the start of life; the foundations of health in every neighbourhood; and proactive
healthcare through the NHS.

From From
From work tolerating waiting From places From
that harms health for that make reactive
health... harms... sickness... us sick... services...

...to ...to an ...to health ...to ...to
work that active creation at empowered, preventative,
creates it industrial the start healthy primary

strategy of life communities care-led
for health healthcare
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FIGURE 114
From a sickness service to a health creation system

From...

Individuals

Patients

Source: IPPR analysis
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2.1.
WORK THAT CREATES HEALTH

It is widely believed that some people deserve to be paid more than others
because of the job they do. But do some people deserve to fall sick, experience
poorer health and die younger because of their job? That is the reality in Britain
today. Indeed, the number of people with a health condition caused or worsened
by the work they do has risen 600,000 since 2010/11.

FIGURE 21

The number of people made sick by work is increasing
Change in the rate per 100,000 finding that their work is causing illness or making their
current condition worse since 2010/11 by health condition.
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Source: IPPR analysis ONS 2024b

Much health policy has focused on the merits of employment over unemployment.
But it is increasingly clear that job quality has a major impact on your health - and
particularly, your mental health. So, it is a problem that the UK’s high employment
rate has been dependent on the kinds of jobs that make us sick: insecure, low
autonomy, low flexibility jobs.
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FIGURE 2.2

Poorer quality work poses a risk to our mental health
Additional likelihood of being in poor mental health (GHQ >3) by select job quality indicators
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Job insecure -

Informal inflexibility |
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Source: IPPR analysis of ISER 2024
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6%

We need a shift from jobs that make us
sick, to work and workplaces that keep
us well. The first principle of our health
creation service is work that creates
health, across all industries, the length
and breadth of Britain.

IPPR | Our greatest asset Final report of the Commission on Health and Prosperity - summary

23



2.2.
HEALTHY INDUSTRIAL STRATEGY

The composition of the economy impacts our health. If - when we travel through
our communities or walk down our highstreets - the adverts, windows, shops and
shelves are full of things that harm our health — and if those are the only enticing
and affordable options — the nation’s health will be worse. Given we have shown
health is a key determinant of the economy, this means the two can exist either
in lockstep or in friction.

Previous governments have done too little to transform industries dependent
on products that harm our health - and too little to ensure the goods that create
health are at the heart of our strategy for growth. That is why, today, unhealthy
food, alcohol and tobacco industries make over £50 billion more revenue than

is ‘safe’ — and why their products are linked to one in three deaths in Britain.

FIGURE 2.3

A high proportion of deaths and disease burden in Britain are linked to bad food, too much
alcohol and tobacco

Deaths and disability adjusted life years (DALYs) associated with poor diet, tobacco use

and excess alcohol consumption in the UK (2023), and excess revenue made by alcohol,

tobacco and food industry compared to expected revenues at government recommended
consumption levels

Deaths (%) Excess revenue
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Source: IPPR analysis of IHME 2024, ASH et al 2024

24 IPPR | Our greatest asset Final report of the Commission on Health and Prosperity — summary



We need a healthy industrial strategy. Part of that will be about what we need

to transition away from - and how we innovate, to ensure industries like food or
alcohol do not thrive only at the expense of our health. And part of that is about
what we do to enable health vital industries — active leisure and transport, the life
sciences, healthy food - to be at the heart of our strategy for growth.

We have not done enough to ensure UK
industry delivers both health and growth.
3 Our second shift is the implementation
° } of a modern industrial strategy for health.
Sh lft 2 ; That about transforming the industries
:‘ that harm health - and giving people a
genuine healthy choice. And it's about

unleashing industries that create it - at
the heart of the UK'’s plan for growth.
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2.3.
CREATING HEALTH AT
THE START OF LIFE

Since at least the mid-18th century, we have grown accustomed to children living
much healthier, longer and better lives than their parents. Each new generation
has benefitted from the public health measures, the innovation and the increased
access to healthcare achieved during their lifetimes - and has in turn contributed
to this legacy for future generations.

That trend of longer, healthier, happier lives look to have stalled in 21st century
Britain. Most notably, life expectancy and healthy life expectancy at birth have
flatlined in recent years. Elsewhere, children are facing health challenges including
worse mental health, higher rates of diabetes and severe asthma, rising obesity
levels and even higher infant mortality. Below, we show how much better children’s
health might be today, had trends of progress continued rather than stalled in the
last 10 to 15 years.

FIGURE 2.4
Weak progress on childhood health has eroded this generation’s ‘health inheritance’
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Source: IPPR analysis of IHME 2024, NHS Digital 2024d and ONS 2023a, 2023b
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No one would doubt that education is critical not only to a child’s immediate
wellbeing, but their life prospects. Good health works in the same way. That
is why children’s health is such an important pillar in health and prosperity.

We need to create health from the very
start of life. Our third shift is towards
prioritising children’s long-term health -
by investing in the services and support
that will give them the best prospects
and greatest opportunity through their
whole lives.

Shift 3
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2.4.
HEALTHY PLACES

There are significant inequalities across the UK: where you live defines both your
health prospects and level of economic opportunity. As this might suggest, health
and economic inequality tend to cluster in the same places: with sickness locking
many out of opportunity, and low opportunity heightening their risk of sickness.
Health and prosperity means breaking this ‘double injustice’.

FIGURE 2.5
We can identify, at a highly local level, the neighbourhoods where health and economic

inequality cluster
Lambeth -

Highest Lowest
ranked ranked
Hartlepool Salford

Source:

We need to create places and communities
with the capability for health and
prosperity. This means devolving power
and resource to places themselves -

and ensuring they have the permission,
funding and infrastructure to support
healthier lives for all.
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2.5.
PROACTIVE HEALTHCARE

While healthcare is not everything that matters for our health — it is still absolutely
vital. And healthcare has a huge role in any health creation system.

1. As asource of prevention: The NHS has huge potential for prevention, but it
is not being realised.

2. Because treating sickness matters: Good health will continue to rely on brilliant
treatment in the coming decades. Yet, an NHS run hot is struggling to deliver
the best access to the most innovative tests, screening and treatment

Striving for an NHS that is both preventative — and world leading on treatment - is
not a contradiction. Prevention can help give the NHS’ acute settings the headspace,
time, resource and room they need to deliver better, safer and more accessible
treatment. And yet, it is curative and rehabilitative care rather than preventative
care that have seen their budgets rise the fastest.

It has long been recognised that achieving prevention through the NHS requires
more investment in screening, immunisation and general practice. Yet, the money
has not followed. Indeed, the proportion of the NHS' budget spent on hospitals
reached the highest level in at least a decade in 2022 - accounting for more than
half of all UK NHS spending. In the same year, spending on general practice and
prevention - buoyed in 2020 and 2021 by spending on Covid-19 - fell sharply. Or in
other words, we moved to prevention and community care during the pandemic,
but do not look set to make that shift permanent.

FIGURE 2.6

Despite reform priorities to the contrary, acute dominance of the NHS budget is rising
Proportion of NHS spending by function 2013-22, UK
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Healthcare is not everything that matters
i to our health - but it is still vital. The NHS
° has huge preventative potential, and we
Shlft 5 | need to harness it. Health creation also
demands brilliant treatment. Achieving
that relies on a plan for NHS reform and

modernisation that works for ‘public
health and public finances’

30 IPPR | Our greatest asset Final report of the Commission on Health and Prosperity — summary






3.1.
HARDWIRE HEALTH
ACROSS GOVERNMENT

o Targets

NHS lgOH]g C(_)mmtaml:llagd orientated on
it alone control le acute care, not
on health by targets and meaningful
creation guidance outcomes

Crowding-in a Guiding star Mission as
whole society ‘mission’, a model of

approach articulated delivery - not
through an around healthy just signal of
enabling state life expectancy intent

Health policy has a proliferation of targets - mostly, orientated around acute need.
That is, health targets orientate around things like how long we should wait in A&E,
between cancer diagnosis and seeing a consultant, or for an elective operation.
These are important, but a proliferation of acute targets tie us to a sickness model
of health policy.

We need a more singular, meaningful aspiration - that speaks to people’s
priorities. A health creation system needs the state to reconsider its role - from
top-down delivery of a standardised healthcare offer, to enabling everyone in
society and the economy to contribute to health creation. That rests on the state
articulating a ‘guiding star’ aspiration that speaks to outcomes people care about -
and that can motivate civil society, businesses, investors, employers, communities
and individuals to push in the same direction.

We should treat health like climate by setting an equivalent of net-zero and
building a mission infrastructure around it. A new ‘healthy life expectancy’ mission
could help crowd-in the vast array of actors we need to deliver on health creation.
But while guiding starts are important, missions work best when they are systems
of delivery, not just signals of intent. Progress to net-zero has relied not only on
setting a target - but on the CCC as a mission delivery board, on carbon budgets
that coordinate action, and on infrastructure to invest in the mission.

We propose that government does the following.

< Legislate an aspirational mission: Having already specified a focus on healthy
life expectancy in their health mission, we propose government now legislate
a 30-year goal of adding ten years to healthy life expectancy.

e Build delivery infrastructure: Alongside a health mission board with broad
membership - from major employers, government departments beyond
health, local government and innovators - we suggest a new body modelled
on the Climate Change Committee to drive accountability, coordinate delivery
(including across but also beyond government) and break down the mission
into five-year plans.

¢ Test investment on health: Much like the OBR helps model the impact of fiscal
events, we suggest government publishes assessments of how fiscal events will
impact progress towards a health mission. They should use (an expanded) health
index — a ‘GDP for health’ - to make these assessments.
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3.2.
A HEALTHY FUTURE OF WORK
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support - employment,
including a including in
‘right to try’ the NHS

Work can support good health - by providing financial security and a sense of
purpose. At its best work can offer us fulfilment, social networks, learning and
progression - all of which support wellbeing.

But poor-quality jobs can also un undermine our health. And having fallen since
the 1990s, sickness caused by work is once again rising. New types of insecure
work have massaged the UK’s headline employment rate, but are causing sickness
- particularly, mental health problems.

When people leave work due to sickness, there is too little support to find
appropriate work. While the UK'’s disability caseload has risen sharply, there is
still too little specialist employment support for disabled people and those living
with long-term conditions. Employment services are prone to pushing people
(often coercively) into ‘any work’, but often not appropriate work.

We propose that government does the following.

¢ Introduce a new Fair Work Charter: setting out standards for healthy
work. To support uptake of these higher standards, it should introduce a
wellbeing premium - providing a time limited tax incentive to employers
who move towards these standards. Meeting fair work standards could
also be a condition for winning government contracts.

< Further disincentivise insecure work where it is not appropriate: by increasing
the minimum wage for uncontracted hours by 20 per cent. This would dissuade
employers from using these contracts where they are not needed.

¢ Commission specialist employment support for disabled people and people
with long-term conditions. It should also introduce a ‘right to try’ for anyone
on sickness, disability or incapacity benefits — guaranteeing a right to return
to previous benefit award within six months of entering work or training, and
introducing a gradual tapering of means tested benefits as a claimant moves
to work.

¢ Set up NHS Healthy Work Programme: a nationwide scheme of supported
employment within the NHS. This would begin to realise the NHS’ potential
as an anchor institution.
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3.3.
HEALTHY INDUSTRIAL STRATEGY

Proliferation of Reticence within Too little
(and economic government to support to grow
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Good health is important to economic and industrial success. It is a determinant
of growth and earnings; of productivity and economic participation; and of regional
balance and strong public finances.

But it is equally true that the composition of our economy can influence our health.
If our shop shelves, billboards, smart phones and high streets are dominated by
products that harm our health — and if these products are uniquely appealing,
affordable and available - our health will inevitably suffer.

Industrial strategy is a bridge to the economy of the future - and we propose that
a health-creating economy should be integral to what UK industrial policy tries to
achieve. Such an idea is very familiar in climate - where what we should transition
away from (e.g. fossil fuels) and towards (e.g. green energy) is clearly defined. Going
for health and growth in Britain demands similar. We need to imagine a future
economy less dependent on lethal products, and where growth is achieved through
‘health vital’ industries like healthy food and agriculture, active transport and the
life sciences.

We propose that the government does the following.

*  Embeds polluter pays: When products cause harm, the polluter should pay.
New levies on unhealthy food, tobacco, vapes, gambling and alcohol could
raise over £10 billion per year by the end of the decade, while serving as a
powerful incentive for reformulation.

< Takes the best examples of health regulation internationally - Germany’s
gambling watershed, Chile’s food packaging warnings, Yukon's alcohol warning
labels - to help improve consumer information and make the healthy choice
the easy choice.

< Delivers a comprehensive healthy industrial strategy, focusing on the health
growth industries of the future: the life sciences, healthy food, active leisure
and transport, and healthy homes. It should invest in and support research
and development to ensure a pipeline of innovation — and then work through
the National Wealth Fund to ensure that innovation can be scaled and rolled
out in the UK.
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3.4.
CREATE HEALTH FROM
THE START OF LIFE
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We have grown accustomed to each generation living a longer, healthier, and more
prosperous life than their parents. Since the mid-1800s, every generation has left

a ‘health inheritance’ for future ones: in the form of children living both longer and
healthier lives than their parents. But in 21st century Britain, this has been eroded.

Children today can still expect to live longer lives than their parents, but only
barely. Elsewhere, healthy life expectancy at birth is in decline for women and is
rising only marginally for men (see figure 4.4). The prospect is a slightly longer life,
but a higher proportion of that life spent in poor health.

No-one would doubt that education is a vital foundation for lifetime prospects
- and that if education outcomes were to get worse, our economy would suffer
severely. We should see childhood health in much the same way - and invest in
it on that basis.

We propose that government does the following.

Restarts Sure Start - given the extensive evidence on its education and

health benefits. That should mean restoring funding and infrastructure to 2010
levels. Support through Sure Start should incorporate family support services,
nutrition, employment services, debt and financial advice and postnatal mental
health support.

Introduces free school meals: Poor nutrition and obesity are the biggest public
health threats facing children. In other countries like Finland, free school meals
have been a long-standing part of the welfare state. Given new evidence on
return on investment, we propose the government funds the introduction

of universal free school meals for all primary school children - including a
nutritional premium to boost their quality.

Takes immediate action on childhood poverty: There are few better ways of
reducing poverty than abolition of the two-child limit.
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3.5.
BUILD HEALTHY PLACES
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The cost of avoidable or treatable illness on prosperity is not equal. Poor

health and economic outcomes cluster around much the same places - often
more deindustrialised, urban, and deprived parts of the country. There, sickness
locks people out of opportunity, and a lack of opportunity locks them into sickness.

There is no lack of local willingness to tackle this problem. Nor is there any lack of
evidence on what works — whether Leeds’ approach to obesity, Greater Manchester’s
approach to work or homelessness, the Wigan Deal or the Preston Model. The
challenge is the resource and power to scale innovation and best practice.

Yet, even with those powers, local areas will need to reckon with the loss of
community infrastructure during the last fifteen years. Local government assets
have been sold, other local assets lost, and community pride and social networks
diminished. Good health means rebuilding the assets and strengths local areas
need to tackle health inequalities.

We propose that the government does the following.

¢ Empowers local governments to designate new ‘Health and Prosperity
Improvement Zones' (‘HAPI’ Zones) in places where poor health and economic
outcomes cluster. These would be locally led initiatives to spread the best
place-level health innovations. Each zone should be backed by a share of a
£3 billion/year annual investment fund - and supported by new powers. And
each should work with their communities to co-design long-term health and
prosperity creation plans. And each should be given 10 years and supported by
evaluation to deliver lasting, transformative change.

¢ Uses HAPI Zones to restore local health-vital infrastructure - from libraries, to
leisure centres, to green spaces and street lighting. Restoring these assets will
mean new investment - but restoration will need more than just more money.
It will also rely on empowering local people to identify the infrastructure they
want and need, to protect the infrastructure they already value, and to take
greater ownership of community assets and spaces.
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3.6.
A PROACTIVE NHS
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Healthcare is not everything that matters to our health. Yet, it is still the single,
biggest driver of our health outcomes - and little would be as damaging to health
and prosperity as the continued erosion of access and quality in the NHS.

We need reform. Healthcare is currently delivering worse outcomes at higher
costs. Public dissatisfaction reached record levels under the last government -
driven by challenges around access, quality and experience. Modernisation — so
the NHS works for public health and public finances - is necessary. And that this
reform should focus on prevention, a new approach to productivity (not just
‘efficiency’), a shift to community and personalisation is well established.

The 10-year plan is a ready-made vehicle for reform - but it will need to understand
why previous reform has failed. Previous governments have all landed on broadly
similar reform proposals in recent decades: more integration, more prevention, more
personalisation, more care in communities, more partnership. All have failed - with
the NHS showing a high capacity to maintain the status quo. A different result will
demand this government understanding the determinants of reform.

We propose that the government does the following.

«  Starts with why reforms have failed - namely, that the NHS is simply not
organised in a way that makes change possible. Changing where the NHS is
led from, creating a Neighbourhood structure and giving the NHS a funding
deal with a 10-year profile are priorities to change this.

¢ Leaninto ICSs. That the work of setting up ICSs is done is a piece of luck for
the new government. But that they exist does not mean their working. In fact,
system working will only work when the relationship between the centre and
places is fixed. Real autonomy and power for ICSs means reducing targets and
reforming top-down, blame-orientated central bodies like the CQC - which
should be more data-led and learning orientated.

< Create Neighbourhood structures: PCNs are not working to put primary
and community care in the lead of the NHS’ future. We need to found
the neighbourhood NHS - by investing in a hub and spoke model of
general practice, and by setting up Neighbourhood Care Providers to
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lead strategy, invest in population health and revitalise the NHS’ relationship
with real communities.

A 10-year funding profile: This commission has not sought to comment on what
specific funding the NHS needs. We do, however, believe that reform will only
be possible through double running. And that is incompatible with the NHS’
feast and famine funding model. The government should top-load investment
with the firm expectation that NHS spending becomes sustainable thereafter
(stops rising as a proportion of total government expenditure); that spending
shifts from hospitals to prevention; and that investment in productivity is
ruthlessly prioritised.
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