[image: image3.wmf]
SECOND INTERNATIONAL SYMPOSIUM ON THE EFFECTIVENESS OF HEALTH PROMOTION

THE EFFECTIVENESS OF POLICY IN HEALTH PROMOTION

1. Introduction

The purpose of this paper is to examine, first, how the idea of healthy public policy has evolved in the years between the first symposium on the effectiveness of health promotion and today, and, second, the state of the evidence base on approaches to improving health using public policy levers.

The viewpoint is an English one, as Wales, Scotland and Northern Ireland are increasingly developing distinctive approaches.  The paper looks in particular at efforts by the UK government in England to coordinate – or ‘join up’ in the current jargon – social policy initiatives, and at two different types of review of evidence of effectiveness.  

Issues discussed include definitions of healthy public policy; the significance of political context and will for healthy public policy; whether it is essential for policy to be framed with health in mind for it to qualify as healthy public policy; the nature of the evidential input into policy making and how that squares with a scientific view of evidence; and the as yet unsolved problems of evaluating public policies and creating an evidence base. 

2. Background

In considering the effectiveness of public policy at the second symposium on the effectiveness of health promotion it seems appropriate to look back to the issues raised in the first.  

In his paper for that event Edwards puzzled over an ‘elusive’ concept - healthy public policy
.  His literature search had produced nothing under the combination of healthy public policy and effectiveness, except for material on the effect of pricing policy on the consumption of alcohol and tobacco, which, he noted, contained the bulk of health-related policy evaluations.  He queried whether policies in these areas should be distinguished as healthy public policy: ‘In evaluating the effectiveness of something, the first point is to get clear on what that thing is, and I was troubled to determine whether there was some unique thing that was healthy public policy per se.’

Edwards found some consensus on the idea that healthy public policy was characterised by a ‘horizontal quality’ (i.e. it is explicitly intersectoral) and that there were other criteria of effectiveness in addition to direct health impact – for example, public participation in development and implementation, and a focus on social equity.  

Edwards used the term ‘big picture’ as a way of suggesting what healthy public policy should be about, as distinct from what were, essentially, prevention policies directed at familiar risk factors.  ‘Big picture’ policies expressed health and social equity aspirations and were concerned with, for example, income inequality, action to counter poverty and other determinants of health.  He suggested that the charge of utopianism could only be refuted if the ‘big picture’ vision could be translated into manageable components.

The starting point for Whitehead’s paper
 was the Adelaide recommendations, which characterised healthy public policy as:

‘an explicit concern for health and equity in all areas of policy and an accountability for health impact.  The main aim of healthy public policy is to create a supportive environment to enable people to lead healthy lives.’

Its components included legislation, fiscal measures, taxation and organisational change.  Whitehead rejected the charge of utopianism.  She argued that evidence on the effectiveness of pricing policy in reducing tobacco consumption had influenced ministers of finance, and that the World Bank had reconsidered some structural adjustment policies because of evidence on the positive and negative health consequences of macro-economic and social policies.  Nonetheless, she recognised that the durability of the concept of healthy public policy depended on meeting the evaluation challenge of assessing how healthy public policy had fared in practice.  

Both Edwards and Whitehead were clear that the effectiveness of healthy public policies had to be seen in the political and social context of those policies. 

3. Defining healthy public policy

The main points to be picked up from Edwards and Whitehead are that healthy public policy should be ‘big picture’; that, in line with the Adelaide recommendations, it should have certain components, namely legislation, fiscal measures, taxation and organisational change, and display an explicit concern for health and equity; and that it should have an intersectoral quality.

There are at least two issues here that deserve further consideration.  How explicit does the concern for health have to be for the policy to count as healthy public policy?  As this paper illustrates later, policies directed at the determinants of health with equity as a goal can promote health, even if the policy makers don’t have health in the forefront of their thinking.  No doubt one reason why policies about the price of tobacco and alcohol are always cited as examples of healthy public policy is that the impact of change is relatively easy to monitor.  But another may be that they are the only policies in the ‘big picture’ category that are explicitly about health.

On the question of the intersectoral quality of policy, does this mean that a policy in one sector only – about, say, housing or employment – cannot qualify as healthy public policy?  Is the intersectoral requirement really an issue of principle or simply an issue of efficiency? As the Acheson Report (the 1998 report of an independent inquiry into inequalities in health established by the UK Department of Health)
 put it: ‘It is less likely to be effective to focus solely on one point if complementary action is not in place which influences a linked factor in another policy area.’

The Acheson report talks of ‘upstream’ and ‘downstream’ policies’ and these terms may be useful in clarifying the definition of healthy public policy.  ‘Upstream’ policies deal with wider influences on health inequalities such as income distribution, education, public safety, housing, work environment, employment, social networks, transport and pollution.  

‘For instance, a policy which reduces inequalities in income and improves the income of the less well off, and one which provides pre-school education for all four year olds are examples of “upstream” policies which are likely to have a wide range of consequences, including benefits to health.’

Policies such as providing nicotine replacement therapy on prescription or providing better facilities for physical activity are ‘downstream’ interventions, having an explicit health purpose and a narrower range of benefits.

Much of this is to restate points made by Milio 15 years ago when she argued that, ‘If the health of Americans is their response to the interlinked dimensions of their environments, then policy that helps create those environments has a health-important dimension.’
  Perhaps the problem is less in pinning down the concept than in realising it in specific social and political contexts.  The following sections look at a relatively favourable context for the development and implementation of healthy public policies.

The policy context in England

The change of government in the UK in 1997 brought an immediate change in the philosophy behind health policy – from a focus on the individual towards a social model of health.  The following depiction of the ‘broader factors affecting health’ sums up the new view
. 
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This change has to be seen in the context of broader policy themes.  The first of these themes is that policy and implementation have to be ‘joined up’ – in other words, coordinated and coherent.  The UK Treasury has imposed on other departments a corporate, outcomes-based approach, not just as a way of getting value for public money, but, more importantly, as a way of achieving overarching goals concerned with social and economic regeneration.  Appendix 1 encapsulates the links between policies, objectives and goals in the current annual review of government spending plans
.  The connections between the policy ground covered in the spending review and the factors in the above model are obvious - the shaded box on the right adds the link to health outcomes never made explicit in the review document. 

A second theme is social exclusion, the heading under which policy-making about equity has been largely subsumed.  A new and dynamic arm of government - the Social Exclusion Unit – has promoted policies in areas such as rough sleeping, pupil exclusion from school, and teenage pregnancy, but its main product has been the national strategy for neighbourhood renewal, a cross-government, intersectoral initiative that, arguably, is the most important current public health initiative in the UK.

A third theme is partnership, a pre-requisite for ‘joining up’ policy and, in the government’s eyes, essential to the implementation process.  A consequence is a major programme of organisational development and change aimed at achieving coordinated strategic planning at regional and local levels.  

A fourth theme is evidence-based policy making.  The government is insisting that policies be based on ‘what works’.  The nature of this evidence is the subject of the next sections, which look at two examples of influential processes for gathering evidence for policy formulation.  The first of these was the Independent Inquiry into Inequalities in Health, referred to above; the second, the process used by the Social Exclusion Unit to develop the national neighbourhood renewal strategy.

4. Independent Inquiry into Inequalities in Health 

In 1997, the Public Health Minister commissioned Sir Donald Acheson, formerly the government’s Chief Medical Officer, to review the latest available information on health inequalities and to identify, in light of scientific and expert evidence, priority areas for future policy development.

The inquiry process included initial consultation on the major issues of health inequalities, commissioning of topic papers from academics and experts in various fields, presentations to the inquiry’s Scientific Advisory Group, and additional peer review of inputs by a separate Evaluation Group.   

The inquiry took as its starting point two models: the Dahlgren/Whitehead model of health determinants and a model from the International Centre for Health and Society at the University of London depicting how differential exposure to risks associated with socio-economic position interconnect and relate to health outcomes.  With a focus on equity and a health brief, the Acheson report can be seen as the most comprehensive current summary of the evidence for healthy public policy and a source of guidance on the specific policies that should flow from that evidence.  

The inquiry reviewed a mass of material reflecting ‘a wealth of descriptive data documenting inequalities in health and a growing quantity of research exploring mechanisms’.  The report notes, however, that controlled intervention studies were rare:

‘Indeed, the more a potential intervention relates to the wider determinants of inequalities in health (i.e. “upstream” policies), the less the possibility of using the methodology of a controlled trial to evaluate it.’

Thus the inquiry evaluated ‘many different types of evidence’ in forming its judgement.

The report of the inquiry provoked some debate about the nature and quality of evidence.  In a paper for the British Medical Journal
, the members of the inquiry’s Evaluation Group described the process they had used to evaluate policy recommendations.  They had found that they could not use the evaluation criteria they had devised (see box below), because the submissions they had received lacked sufficient information.  For example, there was little empirical evidence of effectiveness; submissions did not adequately describe methods; there was little discussion of harms, costs and priorities; and the evidence for effectiveness was usually clearer for more specific ‘downstream’ proposals focused on individuals than for macro level ‘upstream’ proposals. 

Criteria for evaluating evidence

· Supported by systematic, empirical evidence 

· Supported by cogent argument 

· Scale of likely health benefit 

· Likelihood that the policy would bring benefits other than health benefits 

· Fit with existing or proposed government policy 

· Possibility that the policy might do harm 

· Ease of implementation 

· Cost of implementation

The authors lamented the lack of empirical evidence available for government despite the large UK research ‘industry’, and the readiness of researchers to recommend policies about whose effectiveness little was known.

The Evaluation Group had also released their own selection of evidence-based ‘health gap remedies’ before the publication of the inquiry report (see box below).

Health gap remedies

Nicotine gum and patches free on the NHS: double the chances of stopping smoking. 

Preschool education and child care: strong evidence that it improves long term prospects for children. 

Fluoridation of drinking water: cuts tooth decay. 

Accident prevention (eg fit cars with soft bumpers): accidents are principal cause of deaths in young people. 

Drugs education in schools: prevents pupils becoming hooked. 

Support round childbirth to promote breastfeeding and mental health: good evidence of long term benefits. 

Improved access to NHS for ethnic minorities (eg by appointing link workers) 

Adding folate to flour: prevents spina bifida in babies, and early evidence suggests it may prevent heart disease and Alzheimer’s disease 

Free school milk 

Free smoke alarms: good evidence they save lives. 

In an editorial in the same issue, Davey Smith and colleagues criticised the Evaluation Group’s approach, essentially for applying inappropriate criteria to the evidence
.  They argued that evidence-based assessments were largely restricted to individualised interventions and that the Cochrane Library was ‘unlikely ever to contain systematic reviews or trials of the effect of redistributive national fiscal policies, or of economic investment leading to reductions in unemployment, on health’.

Arguments about methodology and the relative rigour of various approaches are perennial in the field of health promotion evaluation.  As the evidence-based assessment movement stakes out new territory in the policy domain, controversy of this sort is likely to become more general.  This can be illustrated by comparing the position of Davey Smith and colleagues with that of MacIntyre in her recent evidence to a parliamentary inquiry into public health
.  The former imply a domain of political decision-making where the rules of evidence-based thinking scarcely apply:

On the general question of what sort of evidence is useful to set policy in the public health domain, it is helpful to think back to earlier eras.  In the first half of the 19th century there were no “evaluation groups” to point out the lack of evidence from controlled intervention studies showing the health benefits of, for example, stopping children under 9 from working in cotton mills, fencing off dangerous machinery, or reducing the number of hours children could work to only 10 a day.  With an evaluation group, implementation of the Factory Acts could have been resisted.’

By contrast, MacIntyre suggested to the parliamentary inquiry that randomised control trials could be employed to assess the efficacy of particular interventions: 

‘You could take all the bad areas and give half of them one initiative each and the other half lots and then another group none and see what happens and then we shall know and we shall also measure the harm.’ 

The parliamentary inquiry concluded that there was merit in MacIntyre's suggestion that area-based interventions should be subject to far more rigorous analysis, but that they were not convinced that randomised controlled trials were necessarily practical. 

One underlying issue here is about the significance of political context when reflecting on the question of evidence for healthy public policy.  One might argue that the Evaluation Group and MacIntyre are rather remote from the reality – and dynamic – of policy-making and implementation.  For example, the Evaluation Group’s ‘Health gap remedies’ are a disparate collection of interventions rather than something that could be presented, politically, as a coherent programme.  As to MacIntyre’s suggestion to the parliamentary inquiry, experience indicates that the political attention span is too short for genuine experiments and, in any case, that politics just doesn’t work in this way.

Another issue is about the degree to which the rationale behind exercises in evidence gathering and synthesis for policy-making purposes is explicit.  The Evaluation Group was very clear about its methods.  The Acheson inquiry was less clear.  Although the report describes its processes, it does not present a model or theory to explain how the inquiry turned very diverse inputs into policy recommendations.  In this respect Acheson was part of a grand tradition of using committees of the ‘the great and the good’ to help resolve policy problems.  But, given the importance of scientific evidence in its remit, it might have been reasonable to expect more explanation of its decision-making strategy, given the absence of much clear-cut evidence of successful approaches.

5. The Acheson findings – where does the evidence point?

Acheson makes over 70 (more or less) evidence-based policy recommendations.  These recommendations are, in the independent inquiry’s view, what is likely to work in tackling health inequalities.  The report is easy to use in that it deals with each subject according to a common format: an analysis of the problem; a discussion of the relevant aspects of health inequality; a summary of the evidence; and a description of the likely benefits.  Also, there is a comprehensive index and 529 references.

The evidence presented covers both evidence about the problem (i.e. analysis of the patterning of the health- and health inequalities-related effects of particular determinants and about possible pathways between the two) and about solutions.  The former predominates.

The recommendations cover both ‘upstream’ and ‘downstream’ policies.  This section concentrates on its upstream recommendations, choosing examples that give a flavour of Acheson’s approach.

Poverty, income, tax and benefits

‘We recommend policies which will further reduce income inequalities, and improve the living standards of households in receipt of social security benefits. Specifically: 

· we recommend further reductions in poverty in women of child-bearing age, expectant mothers, young children and older people should be made by increasing benefits in cash or in kind to them. 

· We recommend uprating of benefits and pensions according to principles which protect and, where possible, improve the standard of living of those who depend on them and which narrow the gap between their standard of living and average living standards. 

· We recommend measures to increase the uptake of benefits in entitled groups.’


In the context of a government that was attempting to establish a tax system that would help the less well off who were in work, the Acheson inquiry decided to focus on families with children and pensioners, two groups strongly affected by inequalities who were not benefiting from current policy changes.

It found a lack of experimental evidence that increasing financial resources resulted in measurable health gain, apart from one randomised controlled trial carried out in Gary, Indiana in the 1970s.  A review under the auspices of the Cochrane Collaboration had not been able to find other evaluations of sufficient quality.

The recommendations are mainly based, therefore, on ‘empirical evidence’ from research ‘demonstrating that people living on low incomes, including those whose income consists entirely of state benefits, have insufficient money to buy items and services necessary for good health’. 

Education

‘We recommend the provision of additional resources for schools serving children from less well off groups to enhance their educational achievement. The Revenue Support Grant formula and other funding mechanisms should be more strongly weighted to reflect need and socioeconomic disadvantage. 

We recommend the further development of high quality pre-school education so that it meets, in particular, the needs of disadvantaged families. We also recommend that the benefits of pre-school education to disadvantaged families are evaluated and, if necessary, additional resources are made available to support further development.’



The inquiry found that although the extent to which education has an independent effect on health status, and the mechanisms by which it does so, were not fully understood, it did appear to have an important influence, an influence that was both ‘potentiating’ and ‘protective’.  It was ‘convinced’ that the education sector had important opportunities to reduce inequalities in health.  Furthermore, recent research had shown that there was variation in the effectiveness of secondary schools even taking into account measures of disadvantage of pupils.  It concluded that ‘logic and equity’ argued that children most in need should receive increased resources for their education.

On pre-school education, the inquiry leant on a systematic review of RCTs (all conducted in the USA) of non-parental out-of-home day care before the age of five years.  It concluded that the evidence suggested that pre-school education or day care might be especially effective in improving the achievement and health of the most disadvantaged children.  (See also the box, ‘health gap remedies’, above.)

Employment

‘We recommend policies which improve the opportunities for work and which ameliorate the health consequences of unemployment. Specifically: 

· we recommend further steps to increase employment opportunities. 

· We recommend further investment in high quality training for young and long-term unemployed people. 

We recommend policies to improve the quality of jobs, and reduce psychosocial work hazards. Specifically: 

· we recommend employers, unions and relevant agencies take further measures to improve health through good management practices which lead to an increased level of control, variety and appropriate use of skills in the workforce. 

· We recommend assessing the impact of employment policies on health and inequalities in health.’



The inquiry presented extensive evidence on the connection between unemployment and health, but cites only evaluations of policies aimed at increasing levels of skills among young people, which it found inconclusive.

With regard to the quality of jobs, the inquiry was able to point to a review of international case studies on improving psychosocial health in the workplace, good practice guidance from the UK’s Health and Safety Executive, and Scandinavian evidence on the promotion of good practice.

Housing and environment

‘We recommend policies which improve the availability of social housing for the less well off within a framework of environmental improvement, planning and design which takes into account social networks, and access to goods and services. 

We recommend policies which improve housing provision and access to health care for both officially and unofficially homeless people. 

We recommend policies which aim to improve the quality of housing. Specifically: 

· we recommend policies to improve insulation and heating systems in new and existing buildings in order to reduce further the prevalence of fuel poverty. 

· We recommend amending housing and licensing conditions and housing regulations on space and amenity to reduce accidents in the home, including measures to promote the installation of smoke detectors in existing homes. 

We recommend the development of policies to reduce the fear of crime and violence, and to create a safe environment for people to live in.’



As with education, the inquiry’s recommendations on the quality of housing were based mainly on ‘logic and equity’.  The only evaluation cited is on the effectiveness of smoke alarms in reducing deaths from fires.

On crime and the social environment, the inquiry used ‘incomplete evidence’ on the link between income inequality, social cohesion and crime to suggest that the most effective approaches to crime prevention were likely to be those that were integrated with wider social and economic policies for reducing health inequalities, including pre-school education and measures concerned with the welfare needs of young people.

Government commissioned the Acheson inquiry, but, while the inquiry was deliberating, the government was pressing forward on several policy fronts.  This meant that Acheson could only have an oblique influence.  (A new project funded by the Joseph Rowntree Foundation will assess how Acheson’s recommendations have been incorporated into policy.)  The next section describes an approach to ‘what works’ that is more fully integrated into the government policy-making process.

6. Another approach – the neighbourhood renewal strategy

Prime Minister Tony Blair set up the Social Exclusion Unit (SEU) in December 1997.  Its remit is to help improve government action to reduce social exclusion by producing ‘joined up solutions to joined up problems’.  Most of its work is based on specific projects chosen by the Prime Minister following consultation with other Ministers and suggestions from interested groups.  It is staffed by a mixture of civil servants and external secondees.  Secondees come from a number of government departments and from organisations with experience of tackling social exclusion - the probation service, housing, police, local authorities, the voluntary sector and business.  The SEU does not cover issues which are dealt with by one Government department only, or duplicate work being done elsewhere. 

The SEU has produced highly influential reports on topics ranging from rough sleeping to teenage pregnancy.  It deserves study as an agent of change within government, but the interest here is in its approach to gathering evidence of what works.

The SEU’s most ambitious project has been the development of a strategy and action plan to tackle the ‘unacceptably bad conditions in the country’s poor neighbourhoods’.  The vision of the strategy is:

· In all the poorest neighbourhoods, to have commons goals of lower worklessness and crime, and better health, skills, housing and physical environment.

· To narrow the gap on these measures between the most deprived neighbourhoods and the rest of the country. 

Its public health relevance is obvious.

The SEU has managed to create a dynamic approach to policy making: ‘a focus on better coordination between [government] departments, more strategic approaches, better use of evidence, more partnership working and a bottom-up approach that empowers individuals and communities to help themselves.’  It is pragmatic about what counts as evidence of what works: 

‘In preparing its reports, it draws extensively on research, external expertise, good practice and promising ideas. Members of the Unit visit and consult widely with local authorities, business, the voluntary sector, faith groups and other agencies, and people who have a direct experience of social exclusion.’

While using syntheses of research evidence, it leans heavily on case studies, good practice examples, and expert opinion, particularly the opinions of organisations and individuals ‘on the ground’.  The use of the term ‘key ideas’ to float the proposals in its first consultation document on the neighbourhood renewal strategy gives a flavour of the eclecticism of its approach.

7. Evaluating the impact of healthy public policy

The report of the parliamentary inquiry on public health endorsed the HDA’s view that the inter-relationship of several major strands of government policy needed to be made much clearer
:

‘Each has its own goals and targets and measures of success.  People need to be able to understand the relationships among them (and the links between goals to do with economic success, social regeneration, eliminating child poverty, sustainable development, quality of life, well being and health).’

The idea that health, environmental and other impacts of government policy should be assessed at a formative stage and retrospectively is now well accepted by government in the UK.  The challenge is to solve technical problems in such a way that the process and results of impact assessments are useful to decision-makers at the various levels of governance.  But an even bigger challenge is to assess the net impact of a constellation of policies.

An illustration of the scale of the latter challenge are the public service agreements through which all government departments are required to state their ‘aims, objectives and the targets against which success will be measured’
  Public service agreements are ‘a clear commitment to the public on what they can expect for their money’.  But more than this, by focusing on outcomes, they are meant to be another mechanism for promoting ‘joined up’ working in government.

At present, there are 160 public service agreement targets covering the key areas of government.  The date by which targets are to be met varies between 2002 and 2020, but for most the deadline is 2004.  Appendix 2 presents a sample of these targets but related to some of the determinants of health rather than to departmental categories.  It highlights the range of policies with potential health impact and poses questions about how their combined effect might be assessed.

8. Conclusions

This paper confirms that:

· healthy public policy is about the ‘big picture’ and can only be understood in its specific social and policy context.

· it draws on many types of evidence, but, given a favourable political climate, ‘logic and equity’ are important factors in decision making.

· engagement in the process of developing healthy public policy requires a pragmatic rather than a doctrinaire approach to evidence.

· the more the development of healthy public policy relates to the political process the more it is likely to be influential.

· Assessing the impact of combinations of policies is a major research challenge.
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