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SUMMARY

The first interim report of the IPPR Commission on Health and Prosperity showed
that the UK is getting poorer and sicker. This report - the third major commission
paper - shows how this trend is not equal across the country: poorer and sicker
areas are getting poorer and sicker the most quickly. Our analysis shows a ‘double
injustice’, whereby places with poorer health also experience lower household
income, higher poverty and lower wealth. Most tangibly, we show an association
between places with high levels of sickness and economic inactivity — suggesting
that this fiscal threat is not felt equally across the country. People living in

the most deprived local authorities are one and a half times more likely to
experience economic inactivity and are twice as likely to be in poor health.

To help develop a path forward, IPPR held a series of multi-day deliberative
workshops across the country - each exploring people’s understanding of
health, its relationship with prosperity, and priorities for change. We found that
people wanted better health to be a priority and had a clear sense of how their
local environment, neighbourhood and community impacted their health. They
also had a clear sense of what should change but felt powerless to take control
of the reins when it came to their health.

There were four key themes:

- People see safety, security, opportunity and stability as the foundations of
a healthy life: this encompasses the quality of local jobs, safety from crime
and opportunities to improve their lives through and beyond education.

- Spaces, places and relationships are key priorities: public spaces and places
were seen as the anchor for improving relationships, ensuring connection
and community, and having a profound impact on people’s mental health,
happiness and enjoyment of their place.

«  Power and community cohesion are central: people want an active role in
determining their health, but currently feel disempowered - as individuals
and as communities.

*  Good health should be everyone’s business: participants noted the limits
of individual responsibility and saw the role of business (big and small),
central, regional and local government, the NHS, and communities in
delivering better health.

Based on these priorities, we have developed a new framework: ‘Seven for Seven’
- or seven foundations for seven healthy life years — which aims to improve the
conditions that sustain health and economic inequality within places. There is
currently a seven-year disability-free life expectancy gap between the most and
least deprived local authorities in this country. Seven for Seven aims to close this
gap by building the foundations for healthy lives everywhere.
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SEVEN FOUNDATIONS FOR A HEALTHIER, MORE PROSPEROUS AND FAIRER COUNTRY

A safe
home

Healthy
bodies

We should all have a place to Everyone should be able to We do not control the air we Good work and a fair wage
call home that is conductive afford and access a healthy, breathe. We should strive to have a strong relationship to
rather than harmful nutritious diet and the chance ensure the air in the UK is not our health. The opportunity to
to our health to exercise safely toxic to human health. geta good job, and to get on in
careers, is of central
importance

Sl Freedom from A great start
SEELOR L S addiction to life
community

'Deaths from smoking,
alcohol and addiction are
completely avoidable. We must
unpick the causes of addiction
and offer trauma-informed
bespoke care plans'

We are solely reliant on others
in our first two years of life. We
should take every opportunity
to make everyone's start to life
as healthy as possible

Having good relations -
and chances to engage
meaningfully with community -
are integral to good mental
and physical health

Source: Authors' analysis

The seven foundations are anchored in what people told us during our deliberative
research and have been verified through a comprehensive review of research on
the social determinants of health.

For each of our foundations, this report identifies examples of transformative
place-level interventions, either in the UK or internationally, which are already
making a difference. Each suggests that real change is possible at the place-level,
and that there is a lot that existing leaders can do to make substantive progress on
health and prosperity. However, the fact that these schemes are often isolated and at
limited scale raises an equally important question: why is public health innovation
not diffusing by default, wherever there are people who would benefit? This is the
central challenge the policy recommendations in this report look to address.

Specifically, we recommend the creation of Health and Prosperity Improvement
Zones (HAPI) - as a new mechanism to diffuse innovation to support the seven
foundations across the country, targeted at places where need is highest. These
zones would contribute to the Commission on Health and Prosperity’s core mission:
that the UK should strive to be the world’s healthiest country in a 30-year period.
Simply put, they would do for our health what targeted approaches like Clean

Air Zones have done for climate and health, in providing a place-based delivery
mechanism for the achievement of a bigger, national and long-term mission.

Our proposed delivery plan for Health and Prosperity Improvement Zones works
as follows:

< Design the footprints: HAPI footprints should be designed according to need -
based on health outcomes, economic outcomes, and any specific inequalities
faced by communities with characteristics protected by the Equality Act 2010.

¢ Co-design the plan: as opposed to top-down health inequality targets and
deliver frameworks, we recommend HAPIs - with local authorities in the
driving seat — should have control over their overall priorities, and their plans
to make progress. This should include meaningful co-creation with residents,
based on the principle: ‘nothing about us, without us’. The agreement of each
plan should be finalised in a forum of national government, local government,
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health stakeholders from Integrated Care Systems (ICS) and Primary Care
Networks (PCN), relevant businesses, and civil society stakeholders and
citizens - helping coordinate activity and align local and national priorities.

Create the right institutions: missions require evidence and accountability.
To support this, we recommend a new What Works Centre to curate evidence
on health inequalities and support the translation of ideas into practice. We
also propose the new Office for Local Government is given powers to hold
Local Authorities to account for HAPIs — to ensure action, and to learn from
success and failure. This should include extensive use of the Health Index
to identify new opportunities and monitor success.

Provide strategic resource: meaningful long-term progress will require short-term
investment in capacity. We recommend a new local health creation fund, with
£3 billion investment created by national levies of health harming industries in
the first instance. As a supplement, recognising that some local places may want
to go further than central funding allows - or may want to include fiscal tools
in their specific health creation strategy - we suggest a range of levies of health
harming industries are devolved locally to enable additional revenue. While we
recognise that any revenue creation is likely to be regressive, we posit that the
income benefits of prevention are so significant as to make this highly justifiable
- particularly where those who pay the levies are also those who benefit from
increased spending.

Crowd-in partners: business, civil society, employers, and a wide range of
public services, all hold real influence over public health. To crowd in their
support, we recommend refining the Social Value Act to include health more
explicitly, and to incentivise businesses that create good health; a health hub
in every HAPI to coordinate public services; social investment programmes to
create thriving health eco-systems; and a new Health Volunteering Service to
help enable communities to take action.
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1.
A DIVIDED KINGDOM

The First Interim Report of the IPPR Commission on Health and Prosperity showed
that the UK is becoming poorer and sicker (Thomas et al 2023). It also showed that
these are not unrelated trends: rising inequality is making the UK sicker, and poor
population health is making the UK poorer in turn.

This new evidence supports a growing consensus that good health is not only a
precondition for the things that make life worthwhile - maintaining relationships
with friends and family, taking part in the community, and engaging in passions
and hobbies - but is also vital for our economic lives (Bambra et al 2018, Bryan et al
2022). In the context of the UK’s comparatively poor population health - in relation
to similar countries - this suggests good health is the country’s clearest untapped
path to greater wellbeing, happiness and prosperity (Health Foundation 2023,
Times Health Commission 2023).

WHAT IS ‘GOOD HEALTH’?

This report takes a broad view of good health. We do not define it as simply
the ‘absence of a health condition’ — but rather, as a state in which our
health enables us to lead a good, happy and flourishing life. This might be
because we don’t have a health condition, or it might be because we have the
support and care needed to lead a good life alongside a long-term condition
or impairment. Equally, someone without a clinical diagnosis might not be
‘healthy’ if they are in an environment that puts them at significant risk of
sickness — damp, cramped housing or a high-stress low paid job.

However, a risk with any national analysis is that it can obscure important local
trends and inequalities. This, in turn, can lead to one-size-fits-all solutions that
do not tackle place-based' challenges. This report focuses on local trends in
health and prosperity.

There are significant health inequalities across the UK, as shown in figure 1.1 and
figure 1.2. Figure 1.1 maps healthy life expectancy? (which can be defined as the
average number of years that a person can expect to live in ‘good’ health) and life
expectancy by local authorities in England. It shows that as many as a quarter of
local authorities have a female healthy life expectancy below 58 years old, while
another quarter of local authorities have a female life expectancy over 67.4 years: a
gap of nearly 10 years. For men, the gap between the top and bottom quartile of local
authorities is also nearly 10 years of healthy life expectancy. This indicates that the
place where we are born is still important in shaping our expected health outcomes.

1 Theterm ‘place’ is common in public policy, but rarely defined. For the purposes of this paper, we define
‘place’ as a defined spatial area with shared social connection, history and community. We further define
places as ‘practices’ —areas within which people grow, play, work and learn in their day-to-day lives (see
Cresswell 2009).

2 The average number of years a person can expect to live in ‘good health’- estimated using a combination
of mortality rates, historic data and self-reported health status.
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FIGURE 1.1: HEALTH OUTCOMES DIVIDE THE COUNTRY
Variation in healthy life expectancy at birth by local areas in the UK, 2017-2019°
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Note: Local areas are upper-tier local authorities in England, local authorities in Wales and council areas
in Scotland.

Source: Authors’ analysis of ONS (2022a)

Figure 1.2 compares the average, quartile and min/max life expectancy of ‘Middle
Super Output Areas’ (MSOAs) within each English region and British nation. It shows

3 Similar patterns can be observed in 2018-20 data, with the healthy life expectancy gap between the
healthiest and least healthy local authorities standing at 23.5 years for women and 21.2 years for men.
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that even within the same regions, life expectancy can vary by as much as decades.
Levels of inequality in health outcomes are highest in Scotland, the North East, the
North West, and Yorkshire and the Humber.

FIGURE 1.2: HEALTH INEQUALITY IS SUBSTANTIAL WITHIN PLACES
Difference in life expectancy by MSOA, years different to average, 2016-2020
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Note: A boxplot showing the deviation from the mean life expectancy of each region in Great Britain.*
The boxes indicate where 25-75 per cent of the data points lie. The whiskers indicate the other data
points that are at the extremes of the distribution. The dots represent outliers which are MSOAs that
have extreme values of life expectancy. *Scotland’s unit of analysis is not at the MSOA level but at the
intermediate zone, which means that results are not fully comparable as they are at slightly different
units of analysis.

Source: Authors' analysis of ONS (2021) and Public Health Scotland/National Records of Scotland

We also find that health inequalities correlate with levels of multiple deprivation.®
Figure 1.3 shows the gap in healthy life expectancy between the most and least
deprived parts of the country in England, Scotland and Wales. While inequality is
slightly lower in Wales, it is substantial in all three nations - with a nearly 22-year
healthy life expectancy gap between people living in the most and least deprived
places in Scotland.

4 Data for Wales is unavailable at this level of geography, but there is evidence of large variations in health
in Wales (see Public Health Wales 2022). Moreover, these inequalities are widening.

5  Using the government’s Indices of Multiple Deprivation (IMD).
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FIGURE 1.3: PEOPLE LIVING IN MORE DEPRIVED PLACES EXPERIENCE WORSE HEALTH

Differences in healthy life expectancy at birth between most and least deprived areas, by
gender and nation
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Source: Authors’ analysis of ONS (2022¢)

Economic disparities equally divide the country. Figure 1.4 shows a substantial
inequality in productivity by English region and UK nation. By comparing Gross
Value Added (GVA) per head between regions and UK nations with the UK average,
it shows that the South East and London are the only two regions with above
average productivity. It also shows that the gap between high productivity and
low productivity regions has increased markedly over the last 15 years.

FIGURE 1.4: LESS HEALTHY REGIONS HAVE LOWER LEVELS OF PRODUCTIVITY

GVA per head (balanced) by English region and UK nation, difference from UK average in
selected years (five-year intervals 2006-21 (latest data)
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Source: Authors’ analysis of ONS (2023a)
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We observe a similar trend when looking at material deprivation. There are large
differences in the proportion of children and adults living in material deprivation
across the UK. We find that in the North East, 25 per cent of adults and 23 per cent
of children are living in material deprivation, compared with 14 per cent of adults
and 10 per cent of children in Northern Ireland (figure 1.4).

FIGURE 1.5: THERE IS SIGNIFICANT DISPARITY IN LEVELS OF MATERIAL DEPRIVATION
ACROSS THE UK

Proportion of children and working age adults in material deprivation, 2019-22
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Note: Material deprivation is defined as adults and children in families who are unable to afford certain
items or activities that are widely considered essential. Data is the average of 2019/20 and 2021/22, with
2020/21 omitted due to pandemic-related data issues.

Source: Authors’ analysis of DWP (2022)

WORSE HEALTH AND WORSE ECONOMIC OUTCOMES CLUSTER IN THE SAME
PLACES (‘THE DOUBLE INJUSTICE’)

Not only does the UK have high levels of health and economic inequality, but

we also find that health and economic disparities cluster in the same places.
IPPR has previously termed this the ‘double injustice’ - or the tendency for
health and economic inequality to occur concurrently.

THINKING THROUGH CAUSALITY

The relationship between poor health and economic outcomes is
bidirectional. As the work of Michael Marmot and others has shown, poor
economic prospects and poverty lead to worse health outcomes. But poor
health outcomes limit economic opportunity and outcomes. In other words,
health and economic inequality exist in and create a vicious cycle.
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Our analysis with LCP has shown how poor health and poor economic outcomes
tend to cluster in the same types of place. First, our analysis identified four types
of clusters:

e Cluster 1: Northern cities and surrounding areas, Midlands cities, coastal cities
e Cluster 2: rural places

e Cluster 3: inner city London boroughs, urban Bristol and Brighton

¢ Cluster 4: home counties and wealthier London boroughs

This analysis shows some clear trends. Clusters 1and 2 (and in some cases 3) had
the lowest levels of life expectancy, healthy life expectancy, disability that impacts
daily activities and depression. They also had high numbers in receipt of personal
independence payments, lower wealth, lower household income per head, worse
early years development scores and lower rates of NVQ4+ qualifications.

FIGURE 1.6: POOR HEALTH AND BAD ECONOMIC OUTCOMES CLUSTER IN THE SAME KINDS
OF PLACES

Cluster analysis of selected economic, social and health variables (2019 data)
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Even tackling this broad level of inequality could have a significant impact.

We estimate that if health outcomes in the clusters of places with worse health
outcomes were improved to the levels seen in the home counties, healthy life
expectancy would increase 3.3 years, depression would reduce by three percentage
points, and childhood obesity would decrease by three percentage points (for technical
methodology see Thomas 2021).

There is perhaps no more topical example of the ‘double injustice’ than the
relationship between place, health, and economic inactivity. As economic
institutions like the Office for Budget Responsibility (OBR) and the Bank of
England have highlighted regularly, weakness in the UK labour market - and
particularly, high levels of ill health-related inactivity - is one of the most
profound fiscal threats faced by the UK (eg, OBR 2023). It also illustrates
how health inequalities can undermine prosperity in places.

Figure 1.7 reports on new linear regressions exploring the relationship between
health and economic inactivity within local authorities. It shows that the level
of this inactivity is closely correlated with the level of poor health in each place.
Indeed, a one per cent increase in the number of people reporting bad or very
bad health is associated with a 2.1 per cent increase in the proportion of
working age people who are economically inactive.

FIGURE 1.7: POOR HEALTH PREDICTS HIGHER OVERALL ECONOMIC INACTIVITY (ALL
REASONS) AT THE LOCAL AUTHORITY LEVEL

Per cent of local authority population who are in bad or very bad health activities and
those of working age who are economically inactive in England and Wales.
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Source: Authors’ analysis of ONS (2022f, 2023b)

Table 1.1. expands on the level of inequality between places. Wales has 1.5 times
the proportion of people in bad or very bad health compared to the South and 1.2
times the proportion of people who are economically inactive. This suggests that the
overall challenge of high economic inactivity in the UK — and the specific challenge of
economic inactivity due to sickness - has a strong relationship with place. In turn,
itis likely to need local responses, as well as national policy, to fully reverse.
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TABLE 1.1: THERE ARE WIDE DISPARITIES IN HEALTH AND ECONOMIC INACTIVITY

Proportion of English and Welsh population in bad or very bad health and those who are economically
inactive (16-64) by region 2021 (n = 329)

Per cent economically inactive  Per cent bad or very bad health (age standardised)

London 24.84 5.63
Midlands 23.33 5.35
North 25.62 6.16
South 21.91 447
Wales 26.82 6.74
Average 23.60 5.28

Note: City of London and Isles of Scilly excluded due to missing data. The North East, the North West
and Yorkshire and Humber constitute the North, the East and West midlands constitutes the Midlands,
the East of England, the South West and the South East constitute the South.

Source: Authors’ analysis of ONS (2022f, 2023b)

We also find that the clustering of sickness and inactivity tends to be highest in
more deprived parts of the country. Using Indices of Multiple Deprivation data (and
therefore reducing the scope of our analysis to England, we show people living in
the most deprived parts of the country are more than twice as likely to report being
in poor health than people living in the most affluent - and that they are around
40 per cent more likely to report economic inactivity (for any reason). While this
is a correlative rather than causal analysis, this commission has already shown a
strong relationship between sickness and labour market outcomes, controlling for
other confounding factors (see Thomas et al 2023).

TABLE 1.2. THERE ARE WIDE DISPARITIES IN HEALTH AND ECONOMIC INACTIVITY

Proportion of English population in bad or very bad health and those who are economically
inactive (16-64) by region 2021, by deprivation quintile

IMD Quintile Proportion Inactive (Census 2021) Proportion in bad or very bad health
1 201 3.5
2 21.4 4.3
3 22.9 5.0
4 24.6 5.9
5 28.3 72

Note: City of London and Scilly Isles dropped due to missing data.

Source:
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Based on the levels of health and economic inequality observed between places,
this paper explores how the UK can create better health in the places that most
need intervention. We aim to put forward a blueprint for healthier, more productive
places - in support of the Commission’s challenge that the UK should strive to be
the healthiest country in the world over a 30-year period.

Chapter 2 describes the results of our participatory research, grounding this report
in how people themselves understand health, its relationship to prosperity, and
what they want for the future.

Chapter 3 outlines the building blocks for better health - exploring what can be
done at the place level to support better health and greater prosperity. It outlines
the most transformational case studies, both internationally and in the UK,
providing a repository of examples for local leaders.

Chapter 4 explores the question: if we can identify isolated examples of
transformational approaches to health inequality, why are these not being widely
adopted by default in places that would benefit? To deliver on a twin aspiration
to supercharge innovation and tackle health inequalities, we propose creating
new Health and Prosperity Improvement Zones that would set an aspiration to
deliver the foundations of healthy, prosperous places, backed by new resource,
capacity and the right institutions, and that would explicitly look to work beyond
government to optimise good health.

16 IPPR | Healthy places, prosperous lives



2.
WHAT ARE THE
PEOPLE’S PRIORITIES?

In chapter 1, we demonstrate the ways that health and economic inequality clusters
within places. We now need to consider the question, is there an alternative? To
address this, IPPR held a series of multi-day deliberative workshops across the
country: in Lambeth, London; Salford, Greater Manchester; and Leith, Edinburgh.®

METHODOLOGY
IPPR ran multi-day deliberative research across the UK. We chose Leith,
Lambeth and Salford because they shared some key similarities:

< Every location had a history of poverty, with continued high levels
of deprivation in various parts, but was also experiencing a wave of
demographic change through the new economic opportunities and
developments that had been underway in recent years.

< All areas had a history of public health challenges, from food poverty
to addiction.

¢ All local and combined authorities representing these areas were
attuned to these needs and had undertaken innovative approaches
to make this shift - ie, Salford’s asset-based approach, Lambeth’s
mental health model and the Scottish government’s public health
strategic plans.

To ensure demographic representation, we used the most recent census
data and recruited across ethnicity, income, gender and how they voted
in the most recent general election (2019). We worked with a recruitment
agency to ensure each group was representative of the demographic
makeup of each area.

Each workshop was spread over two-day weekends within those places.

The activities combined pair, small and large group activities to delve into
discussions around what people enjoy about their place, what makes their
place healthy and supportive of their wellbeing, and what they would change/
adjust to better suit their own health needs and those of their local community.

All workshops were undertaken in three urban areas: Lambeth, Leith and
Salford. As of 2022, 56.2 million people in the UK live in urban areas (Statista
2022). Therefore, urban areas present unique challenges for public health
and need urban-focused policy solutions.

Each workshop featured the following sessions:

< What are the things, places, activities, that make you feel healthy
and happy in your area?

¢ Would you like to get involved or become more involved in
opportunities to make your place healthier?

6

Our choice for urban areas is explained in the methodology box.

IPPR | Healthy places, prosperous lives
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< A creative exercise where every participant was able to cultivate
and design a healthier, alternative place that would support health
and wellbeing.

«  Who has power over our health in your area?

»  Would you like these powerful individuals/groups to use their
power differently? How and why?

¢ What would you like them to keep doing? Why?

Each session was followed by reflection exercises to share how participants
found the discussion, and to hear from other pairs and groups to identify
similarities and differences in their experiences and perspectives.

IPPR designed the research around non-extractive principles. Firstly, we
ensured that among researchers in the room, we guaranteed that at least

one was also a resident who lived and/or worked in that area. We also
ensured that all participants were renumerated for their time, and food and
travel expenses were provided for all. We also used a range of participatory
methods — from discussion to small group work, and highly visual methods -
to cater for the whole group. Finally, we ensured the sessions were designed
around participants as capable agents — with capacity to diagnose their
political challenges and define solutions, in line with Hammond 2019.

Overall, our deliberative research showed that people prioritise health, have

a keen understanding of what drives good health and wellbeing - including its
relationship with prosperity - and want to see health prioritised by politicians,
communities, large and small businesses, and other power holders and partners.
This chapter outlines the common principles that sat behind that vision.

“You had the right to buy and now it has had a knock-on effect
on social housing.”

Safety, security, and opportunity were expressed as the healthy foundations
required to live a healthy and prosperous life. Safety was expressed as the risk
of becoming victims of crime such as anti-social behaviours and violence -
including, and particularly, violence against women and girls. But participants
also went further and discussed home and road safety, from the standard and
size of their homes to cycling lanes that make active travel safe and a healthy
mode of travel for living locally.

Security referred to the types of contractual agreements people may have with the
council, their landlord, employer, or even mortgage lenders. A desire for affordable
housing was a consistent theme throughout our research, with the housing crisis
discussed as a core barrier to blocking secure, healthy lives.

Secure lives were often seen as pivotal to people’s capability to have a family and
stay within their locality over an extended period. The lack of that security led to
changing demographics, and many being pushed out of town to more affordable
places offering more opportunities.

“Because obviously now with the cost of living and the struggle to
provide a visa, imagine your job security.”

18 IPPR | Healthy places, prosperous lives



People expressed the quality of their jobs via their contractual agreements with
their employer, their work benefits, and flexible working options that impact their
health and wellbeing. It was widely understood that well-paid, secure jobs were
deeply linked to a person’s ability to have a joyful and secure life.

Opportunities were not simply identified as lacking but were seen as not being equally
accessible to people living locally. This was expressed across the locations regarding
education - ie, further and higher education and work opportunities, whether that
was starting new businesses or being employed locally as the result of new jobs
being created.

“What we appreciate most is the camaraderie, the family spirit within
the community. Lovely public houses and the people that are in there.”

Communities expressed that they often feel left out of the key decisions made
about their health. But there was also a sense of pride in place and community
relationships being strong, even when excluded from high-level decisions that
impact their place, health, wellbeing and quality of life. Much of what was described
to us when discussing local relationships could be understood as the Community
Spirit Level (CSL) (Royal Society for Public Health (2022). CSL is defined as the quality
of relationships, a sense of belonging, social cohesion and collective action (ibid).
There was significant value in these relationships, but they were expressed as
volatile in nature due to growing wider inequalities.

Across all three locations, people identified that they had collective power which
could be used when local leaders fail to respond to local needs. The following
anecdote shows how this happened in Leith, Edinburgh, where the council were
not responding to complaints about a contracted housing association.

“The housing associations have neglected a number of their assets
in the area, but these different community groups have gone to
them and got the council and said you need to put pressure on
those employers to fix it.”

People have a clear vision of what health and prosperity mean. They have
an intuitive understanding of the relationship between the two and - even
in different places — a common sense of the barriers which prevent that
relationship being optimised. But as this chapter shows, there is often a
sense of disempowerment in achieving it. People did not feel that local
authorities valued or cared about their input in democratic processes.

“They don't look at us as being able to have power to say anything.
They look at us like we are no one, and that they are bosses, and
why should they listen to us when they already have a plan.”
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Spaces and places were often discussed as the heart of what constitutes the social
fabric of communities. It is the place where people meet, play and socialise.

Participants expressed a view that communal places were in decline, whether
because they had been closed or they had become inaccessible.” Yet the very
relationships that people discussed were often the source of pride and identity

for the place they live in, and therefore the decline of local spaces and places was

a threat to the culture, heritage and identity that often makes communities unique.

“My mum is from Mauritius yea, and she has a lot of Guyanese friends
and people of other ethnicities and they all used to go to the bingo
hall. It’s quite good but a lot of them have closed like the one in
Elephant and Castle and the ones they used to go to, so they don't
have that community space anymore.”

Lambeth

When exploring what makes a place feel healthy, many participants expressed
green spaces as key, and negative feelings were more associated with the lack of
upkeep, pollution, fly-tipping or lack of safety that persisted across their parks,
docks and pedestrianised spaces. The repetition of the same gyms or services
on every corner isn't necessarily what people want. The new spaces and places
needed to reflect a shared identity of who people are and what they want their
place to look and feel like.

“Nowadays you see a gym on every corner, and that’s good for the
youth. But it’s all the green spaces they’ve taken away now.”

Salford

Having a variety of spaces and places alone was not enough without the enabling
conditions to support access, affordability and comfort. Feeling safe getting to and
from these spaces was as important as having a variety of options.

“I'm a cyclist and I feel very unsafe, and the roads have put me off.
I have seen people knocked down. The cycling infrastructure is not
properly built.”

Lambeth

“It's not that safe in the dark for women especially.”
Lambeth

“It's not clear how from the lowest level of the politician, what they're
doing to make sure that they've got their finger on the pulse of what'’s
going on in their community.”

Leith

Health policy has often been defined by a split between those who advocate for big
state - that government should do everything, and small state - that responsibility
for health should lie with individuals (‘personal responsibility’). Both have had
significant bearing on policy: the principles of the former are hardwired into the
NHS, while the principles of the latter have defined much public health policy
over the last four decades (Theis and White 2022).

7  For example, a leisure centre closing, but several high price gyms opening
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But the visions outlined by participants in our deliberative research did not see good
health as either the responsibility of the state or, particularly, the responsibility of
individuals. Rather, they saw health and prosperity as a relationship impacted by
multiple stakeholders — from schools to local leaders, to communities, to businesses
big and small. And they wanted each of these actors to do more to deliver better
health within places.

Participants valued public services within their community. Schools, hospitals and
other services were often seen as integral to delivering health and prosperity:

“Having that hospital, | wouldn’t want to go to any other hospital.
That’s how I used to feel. What's it’s like now? I don’t really know, but
it was amazing, so that was sort of comfort blanket in terms of your
health, how you felt having that hospital on your doorstep.”

Participants had less trust in politicians, local and national. They felt there
was little transparency and accountability around decision making — and there
was a disillusionment about the ability of the democratic process to deliver on
their priorities.

Businesses were seen as integral to delivering good health: through what they
produce, their employment practices, and their ability to intervene in public
health directly (eg, supermarkets giving food waste to food banks). But there
was also a feeling that corporate structures had too little accountability to
communities themselves, and a desire for greater action and transparency
from a full range of businesses.

People saw themselves and their communities as having the least amount of power.
Indeed, there was a feeling that health and prosperity would require a substantial
redistribution of power towards people, communities and local representatives.

“Could you get a group of just say 10 people from Leith, like a church
minister, the GP, a head teacher from school and create a group of
10. Then they are given a say and more power because the danger in
giving individuals power is they may have an ulterior sort of motive.”

“You see more activists now, people now having a political stance,
or if there’s a new consultation going on at that school or a new
development, you see a lot of interest in that now, I never saw that
before. I think people are more connected to what is happening
around them.”

Any approach to health and prosperity is likely to benefit from a collectivist approach
- what we have previously called a ‘whole society approach’ (Hochlaf and Thomas
2020) - with people and communities in the lead.

The rest of this report explores how - guided by the priorities and themes
expressed in our deliberative research — we can do better at bringing people
to the forefront of place-based health interventions, ensuring local leaders
are accountable to people, and that people are governed by consent with
real institutional power to make decisions over their lives.
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DELIBERATIVE VISIONS OF PRINCIPLES FOR HEALTHIER PLACES
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3.
SEVEN FOUNDATIONS

In their belief that change is both necessary and possible, our deliberative research
participants are backed by the best wider evidence. There is good reason to believe
policy can support significant progress in creating healthier, more prosperous places:

1. International examples: Some comparable countries have much lower levels of
health inequalities than the UK. Indeed, international evidence suggests the UK
has among the largest health inequalities of any advanced economy. In some
cases, other countries have moved towards greater equality very quickly, such
as in Germany following reunification (Bambra 2016; 2022; 2009).

2. Domestic precedent: The UK has managed to close health inequalities
previously, albeit only with sustained and cross-government effort. Evaluation
shows that the 1997-2010 health inequalities strategy is one of the few examples
of a successful government approach to reducing inequalities (Barr 2017).

3. What works evidence: As this report has already argued, there is an extensive
evidence base on what variables are causally linked to health inequalities, and
what change might be needed to support healthier, more prosperous places.

To help translate that into insight that can support change, this chapter presents a
new framework for action, which we call seven foundations for seven years of extra
good health or ‘Seven for Seven’.

Seven for Seven is rooted in our finding that if Disability Free Life Expectancy
(DFLE) were the same in every local authority (or UK equivalent) as it is in Surrey,?
the average local authority would gain seven years’ extra DFLE (slightly more among
women, slightly less among men). In turn, it suggests seven core foundations that
every place should be able to offer every person, in delivering the fundamentals for
a healthy life - and in giving people and communities back some control over both
their health and prosperity.

8  Chosen as the highest performing authority for DFLE for men and women, excluding outliers.
9  Authors’ analysis of ONS (2022)
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TABLE 3.1 SEVEN FOUNDATIONS FOR HEALTHY PLACES, PROSPEROUS LIVES

A safe
home

Healthy
bodies

Good work and a fair wage
have a strong relationship to
our health. The opportunity to
get a good job, and to get on in
careers, is of central
importance

We do not control the air we
breathe. We should strive to
ensure the air in the UK is not
toxic to human health.

Everyone should be able to
afford and access a healthy,
nutritious diet and the chance

to exercise safely

We should all have a place to
call home that is conductive
rather than harmful
to our health

Strong Freedom from A great start
SRR A Ee addiction to life
community

'Deaths from smoking,
alcohol and addiction are
completely avoidable. We must
unpick the causes of addiction
and offer trauma-informed
bespoke care plans'

We are solely reliant on others
in our first two years of life. We
should take every opportunity
to make everyone’s start to life
as healthy as possible

Having good relations -
and chances to engage
meaningfully with community -
are integral to good mental
and physical health

Source: Authors' analysis

In many parts of the country — namely, healthier, more prosperous and more affluent
parts - most people already benefit from each of our seven foundations. Many have
access to strong social networks, secure work, and an affordable, nutritious diet. In
other parts of the country, many of these things are much harder: a precarious, low
paid job might put healthy food or a secure home out of reach; in turn, people might
be at greater risk of material deprivation, child poverty, mental health problems,
social isolation or addiction. In particular, mental health conditions can be the by-
product of the worsening standards of a person’s life, making them more vulnerable
to substance abuse, economic inactivity and broken relationships.

Given that, it is easy to see why some people and communities feel broadly powerless
over their health. Seven for Seven is a plan to put in place the fundamentals that
give communities the foundations needed to exercise agency and autonomy over
their lives.

There is a significant prize for getting this right. If in the first interim report of the
Commission on Health and Prosperity we recommended a new mission to make the
UK the world’s healthiest country in 30 years, then it is worth acknowledging that
if every local authority was as healthy as Wokingham, Buckinghamshire, Surrey, or
Aberdeenshire - to name a few - then we would have achieved this goal.”

10 Based on the four-year current healthy life expectancy gap between the United Kingdom and Japan (the
best performing nation).
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FIGURE 3.1. SEVEN FOR SEVEN'S ASPIRATION

Physical health: Enviroments that
do not lead to people falling sick,

and where people with long term
conditions can live thriving lives

a foundation
for

The UK
becoming
the world’s

S supporting

entitlements

Mental health: Making where we
live, work, play and grow support
rather than harm our mental health

healthiest
country over
a 30-year
period

for seven
healthy
life years

Social health: Our ability to engage
meaningfully in our communities,

passions, hobbies, families and build
meaningful relationships

Source: Authors’ analysis

This report makes two contributions to operationalising Seven for Seven as a policy
intervention. First, in this chapter, we set out the evidence behind each part in our
Seven for Seven framework. Most importantly, we provide a collection of case studies
of best practice within local communities, to give local leaders inspiration and
tangible ideas for implementing changes to support health and prosperity.

However, we also recognise that finding isolated examples of transformative
case studies sparks the question: why isn't this happening everywhere already,
automatically? That it is not indicates that places do not have the resources,
capacity, accountabilities or powers they need to make change autonomously,
and based on their most salient needs. Given this, it would be an oversight to
simply document case studies. The fourth and final chapter of this report engages
with what is needed to enable the spread of the most innovative, exciting public
health programmes across the whole country — and to make Seven for Seven a
genuinely viable concept in every city, town and community across the country.

IPPR | Healthy places, prosperous lives 25



A SAFE HOME

‘ ! Focus group participants in

I think people are stuck

in a rut; if you move than
you’ll face landlords who
want a bigger deposit, and
rents have gone higher,
bills have gone higher

Leith (left) and Salford (right)

THE PROBLEM WE FACE

Homelessness

There are 300,000 people experiencing ‘core
homelessness’ in Great Britain this year (Crisis
2022). Core homelessness is higher in England
than Scotland or Wales (lbid).

People experiencing homelessness have ten
times the mortality rate of wider population,
and a 30-year lower life expectancy (National
Institute for Health and Care Excellence 2021).

Shelter found that one in five British adults said
a housing issue has negatively impacted on their
mental health (Shelter 2017).

Sub-standard and expensive housing

Over 3 million occupied homes in England did
not meet the decent homes standard. 2.2 million
had serious hazards for damp (DHLUC 2020).

Damp, mould and poor insulation are causally
linked to a range of health conditions including
asthma and respiratory infections, and prevalence
is higher in the most deprived areas.

17,000 people in England died in 2018 because
they were unable to heat their homes (ibid),
while the 2022 heatwave periods in July and
August 2022 saw an excess mortality of 3,271
(ONS 2022b).

Supported and accessible housing shortages
Accessible homes which enable independent
living contribute savings for the NHS and social
care worth over £3,000 per year.

Poor housing increases the risk of falling at
home, a major source of hospital admission.
Each year, 1.6 million people over 80 experience
a fall at home (Housing LIN 2019).

Only 9 per cent of UK homes have accessibility
features, meaning 400,000 wheelchair users

in England live in homes not adapted to their
needs (Each Other 2022; Equality and Human
Rights Commission 2018).

GETTING IT RIGHT

FIGURE 3.2: PRIVATE RENTERS ARE MORE LIKELY TO BE IN
HOUSES THAT POSE A SERIOUS AND IMMEDIATE RISK TO
THEIR HEALTH AND SAFETY

Prevalence of non-decent homes by housing tenure.
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under the HHSRS (a hazard that is a serious and immediate risk to a
person’s health and safety).

Source: DHLUC 2023

FIGURE 3.3: PRIVATE RENTS ARE PARTICULARLY HIGH IN THE UK

Share of private renters spending more than 40 per cent of
disposable income on rent, 2020 or latest year
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/Housing First (HF): Helsinki, Finland

Housing First is simple: it gives
homeless people a home. The
programme has the tenth lowest
rate of homelessness in Europe
(Greater Change 2022).

In 2020, the Finnish Government
developed a strategy to eradicate
homelessness by 2027. This included
house building, health and social
services. The programme offers a
permanent home from the start
rather than a long and costly ladder
of progression from shelters to
temporary accommodation and

on to a permanent home.

The initiative, co-created by the
Y-Foundation, has provided over
3,000 units in Helsinki since 2008.

People are given a high level of
autonomy and are encouraged
to work towards sobriety and
find employment to develop
independence and consequently
contribute to the local economy
(World Habitat 2023).

The Housing First model has been
built on previous housing policy. For
example, the municipality of Helsinki
owns 70 per cent of the land in the
city and maintains a policy that 6,000
units must be built per year. Housing
laws ensure that there is at least 25
per cent of social housing across
every district (World Habitat 2023).

Mental health and physical health
are key components in eradicating
long-term homelessness in the city
(Kirsi Raitakari and Ranta 2022).

Since 2008, there has been a 76 per
cent reduction in homeless people
in hostels or boarding houses
(Housing First Europe no date). The HF
programme has saved up to €15,000
every year per homeless person who
is now in permanent housing.

.

J

Helsinki

Community Land Trusts — Lewisham, Oxford, Glendale
Gateway Trust (Northumberland), and the UK
Community Land Trusts (CLTs) are a democratic not-for-
profit organisation that buys and develops land to build
new homes within a community. They are considered
‘community-owned’, not owned by an individual or
private company.

Members have an affordable monthly membership and are
consulted on decisions. Today, there are 350 CLTs across
England and Wales, with a further 209 currently being
explored. The sector has changed over time with most
CLTs now being in large towns and cities.

There is significant market opportunity to expand CLTs which
could be up to 278,000 homes built or renovated, coming
into community ownership. This would increase its national
value from £550 million to £47 billion. (Community Land Trust
2023). This can only happen with the use of partnerships and
collaborative working between local governments and the
private sector (Community Land Trusts 2023).

They have a broad social and economic value: to support
communities at risk of displacement and create a shared
asset among communities to ensure ‘affordability in
perpetuity’ (New Economics Foundation 2018).




FREEDOM FROM ADDICTION

‘ Focus group participants in Leith

THE PROBLEM WE FACE

4,860

Deaths from drug poisoning in England
and Wales in 2021 (A 6.2% from 2020)

Overdose

There were 4,860 deaths from drug poisoning in
England and Wales in 2021 - 6.2 per cent more than
2020 (ONS 2022c¢). While drug deaths in Scotland
fell in 2021 (National Records of Scotland 2022),
they remain among the highest in Europe (Euro
news 2023).

Scotland, Wales and - to a lesser extent — England,
observe much higher deaths from drug overdose
than G7 peers (Global Burden of Disease 2020). Over
the last decade, heroin-related deaths have more
than doubled and cocaine-related deaths have
grown fivefold (The Health Foundation 2022a).

A 27.4%

More alcohol-related deaths
in 2021 compared to 2019

Alcohol

The pandemic also saw an increased demand
for support with alcohol and substance related
problems (Roberts et al 2021).

Since 2019, there has been a large increase in
alcohol-specific mortality in England and Wales
(27.4 per cent more deaths in 2021 compared to
2019) (ONS 2022d). In 2021, there were 20,970
alcohol-related deaths in England, with the highest
mortality rate in the North East of England (Office
for Health Improvement and Disparities 2023).

DrinRing in pubs is not
due to the lack of space
or facilities, it’s cultural

1/2

Half the difference in life expectancy between
the richest and poorest people in the UK is
explained by smoking

Tobacco

Smoking explains half the difference in life
expectancy between the richest and poorest people
in the UK (Action on Smoking and Health 2022).

Cancer Research UK analysis shows that the most
deprived 10 per cent of the population in England
won’t be smoke free for over 27 years - 20 years
behind the government target (Wedekind 2023).

500

Up to 500 deaths by suicide each
year are related to gambling

Gambling

Gambling disorders increase mortality for
individuals aged 20-74 years old compared to the
general population, and an even higher probability
increase in suicide mortality (Karlsson and
Hakansson 2018).

Up to 500 deaths by suicide each year are related
to gambling. The societal cost of these years lost
is estimated at between £241.1 million and £961.7
million (Public Health England 2023).

Gambling can have a range of other impacts on
health; people who gamble are more likely to have
lower self-esteem, develop sleep disorders and
have poor appetites and diets (Royal College of
Psychiatrists no date).

GETTING IT RIGHT

Minimum Unit Pricing (MUP) in Scotland

In May 2018, the Scottish government used devolved powers to set the minimum price of alcohol
at 50 pence per unit.

Five years on, evaluations indicate the policy had a positive impact on health outcomes. Alcohol
sales in shops and supermarkets fell by 1.1 per cent but rose in England and Wales over the same
period by 2.4 per cent. There was no impact on the volume of sales in pubs and restaurants.

This policy has been associated with a statistically significant reduction of 13.4 per cent in deaths
wholly attributable to alcohol consumption (Wyper et al 2023).

Research by Alcohol Focus Scotland now shows widespread support for increasing the minimum
unit price to 60 pence (Alcohol Focus 2021) - with other research showing the higher rate would
likely be even more effective (Alcohol Focus 2021b).

Evaluations have also indicated that MUP has not harmed the economic performance of the
alcoholic drinks industry in Scotland, which has reacted to the regulation through product
reformulation and investment in new categories (eg, ‘low and no’ alcoholic beverages).

Overdose prevention centres (Drug consumption
rooms) (Across Europe, highest number in the
Netherlands, Germany and Switzerland and mostly
recently, Glasgow)

Drug consumption centres are harm reduction
centres providing safe controlled environments
for consumption, while ensuring monitoring to
prevent overdose. These rooms are for those at
very heightened levels of drug addiction, where
trained professionals can intervene and offer
medical support in the case of an overdose.

The success of these centres cannot be determined
solely by a fixed study as they require community
support and further care for people struggling with
substance abuse.

This service has been introduced on a global scale,
across 14 countries, with around 130 sites (Holland et
al 2022). Drug consumption rooms in Denmark have
supported a reduction in stigmatisation, and this
preventative approach opens the path for discussions
on treatment and referrals to clinics and social
services (Kappel Toth and Tegner et al 2016).

In neighbourhoods with high rates of overdose,
these centres have been proved to reduce the
number of people dying as well as the number of
dangerous drug consumption behaviours such as
the use of unclean and broken needles (Holland
et al 2022).

Recent studies have shown that businesses and
residents have reported less public drug use after
the introduction of these rooms (Tran Reid Roxburgh

and Day 2021).
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STRONG RELATIONSHIPS AND COMMUNITIES

‘We need network support,
not just family support but
neighbourly. Now most
people don’t even know
each other

Focus group participants in

Leith (left) and Salford (right)

THE CHALLENGE

Loneliness and social isolation are impacting the most vulnerable
The UK experienced a sharp increase in social isolation during
the pandemic and we are still living with the aftermath of many
local spaces and businesses closing or struggling to function. By
February 2021, around 3.7 million adults were socially isolated
(Mental Health Foundation 2022).

People aged 16-29 are more than twice as likely to report
loneliness than those over the age of 70 (Campaign to End
Loneliness 2023).

However, those who draw on social care also experience
particularly heightened loneliness - most notably people
living in care homes (NIHR 2022).

Third spaces and community infrastructure are disappearing

Youth funding has been cut by 70 per cent in the last decade, and
informal spaces away from home and school are scarce (YMCA 2020).

In 2019 The UK Civil Society Almanac found that in England, the
voluntary sector consisted of 166,854 voluntary organisations,
and that although 83 per cent of them had incomes less than
£100,000, nine in 10 UK households have accessed a service
delivered by one of them.

IPPR has recently shown that young people in wealthier areas
are more likely to have extracurricular activities and have a wider
curriculum within school (Quilter Pinner et al 2023).

IPPR North estimates that £15 billion worth of local assets have
been sold since 2010, including public land, community centres,
libraries and swimming pools.

Focus group participant in Lambeth

People feel more disconnected from others and from their community

Despite research showing that social connection
to friends, family and community supports health
(see text box), people feel more disconnected
from others in the 21st century (see Mental
Health Foundation 2022).

HOW DO RELATIONSHIPS

AND COMMUNITY RELATE

TO HEALTH?

Relationships and community are
among the most powerful - and
understated - drivers of health
through the life course. Studies show:

Relationships - both number

and quality - have been linked
with better health outcomes.
Strong relationships with parents,
spouses, parents, adult children
and siblings each have a notable
evidence base (Thomas et al 2017).

Strong community spirit has been
linked to better health outcomes.
Indeed, strong community has
been found to have a protective
effect on the impact of poverty
and other social disadvantage

on health (The Health

Foundation 2022b).

Trade union membership has been
linked with reducing mortality
when compared to non-union
groups (Eisenberg-Guyot 2021).

Church membership and
attendance has been associated
with lower stress and lower
mortality. Churchgoing has

been associated with longevity
gains of four years in average

in United States studies (Wallace
et al 2018).

The transition of social engagement and community
groups online, notably through social media, has
been shown to heighten the experience of weakening
friendships, ostracism and heightened loneliness
for some (Ryan et al 2017).

Mutual aid, Covid-19 pandemic (UK wide)

During the onset of the 2020 Covid-19 pandemic, mutual aid groups
were created up and down the country to support people living with
additional needs who had to self-isolate due to the heightened clinical
risk to their health.

GETTING IT RIGHT

A study was undertaken among 32 organisers of these mutual aid
groups, which found several shared factors that not only supported
people in their communities, but also proved to be an integral part
of strengthening government strategy in tackling the pandemic.

For example, mutual aid groups offered to do everyday tasks such
as grocery shopping and collecting prescriptions, but also offered
translation services, and provided information, advice and emotional
support helplines (Fernandes-Jesus 2021).

Covid-19 groups were able to sustain their collective action over
time, which may have had positive impacts on their health and

Amsterdam 8 \ve(lbeing during the pandemic. There is significant evidence to show
the health benefits of volunteering. The value of the VCSE (voluntary,
community or social enterprise) sector is important to our econo