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Recent adverse mortality trends: recommendations for action



Rebecca Devine, Lynda Fenton, David Walsh, Elspeth Molony, Gerry McCartney.

Health Scotland, Glasgow Centre for Population Health.



Background

Summary measures of mortality, such as life expectancy and mortality rates, allow us to infer how the health of the population is changing. Life expectancy provides a summary measure of rates of death across a whole population; it does not reflect the usual age of death. From around 2012-14, the rate of improvement in life expectancy and mortality has become substantially slower in the UK, with life expectancy falling in 2015-7 .(1, 2). This has been most keenly felt by those living in the most disadvantaged circumstances, where mortality rates have increased, leading to a rapid rise in inequalities. (3).  Life expectancy is an important marker of overall societal progress and an indicator of rising ill-health in the population. This development is almost without precedent and requires urgent action.



In the UK, the recent slowdown in life expectancy improvement was due to changes in mortality rates across almost all age groups and causes of death and changes in the trends for both men and women.  AWhen analyses have been conducted to examine the keyof certified causes of death show that increases in, it appears that dementia-related deaths,and drug-related deaths alongside a largeand overall reduction in the rate of improvement survival from cardiovascular diseases, have been the largestsignificant contributors to the trends.  Importantly, the broad spread of certified causes is suggestive of a common contributor that is exerting negative influences across a range of groups and causes. The available evidence shows that the most likely causes are economic -specifically as a result of UK Government ‘austerity’ measures -  working through a variety of pathways such as cuts to public services, social security and incomes.[footnoteRef:2] (6–10).   [2:  The scale and regressive distribution of the cuts to social security and public spending, particularly in England, is unprecedented – estimated at £27 billion per annum by 2021-22 (cumulative).(4, 5)] 




This document summarises what would be an appropriate and commensurate response to the recent mortality trends, building upon what we understand as their causes and the existing evidence base on what is most likely to work to improve health and reduce health inequalities. This would involve designing an economy that puts health and wellbeing as a priority, in line with the Scottish Government’s ambitions .(11, 12).   This would mean committing to an end to austerity, increased funding for public services, reversal of the regressive changes to social security benefits, and changes to taxation policy to redistribute income and wealth in order to reduce inequities in health. These actions will need to be implemented alongside effective public health policy enacted across all socioeconomic determinants of health.  We as actors across local and national government, and across the wider Public Health system, all now must work together to reverse these trends, and restore life expectancy trajectory to the levels seen prior to 2012, and to the rates of improvements seen in other countries.



Context

Many of the recommendations in this report centre around the fact that household income impacts on health.  While it is true that studying the nature and direction of the link between income and health can be complicated (both by confounding factors that influence both income and health, and by the potential for health to influence income); nevertheless several longitudinal, experimental studies and natural experiments have sought to examine the linkdemonstrated effects. (13–15)  It has been concluded that “in many circumstances, income does appear to have a causal beneficial impact on health”.(16) Poverty matters for healthand.(17)  Poverty can impact on health in four main ways, as explained in a report by the Joseph Rowntree Foundation (17)(18): 



(i) Material: the ability to purchase material necessities for health e.g. shelter, nutrition 

(ii) Psychosocial: lower social status, lower social support and increased risk of economic stress/ low income that result from poverty are negative for health

(iii) Behavioural: prohibitive monetary cost of healthy behaviours, as well as using unhealthy behaviours as a coping mechanism for income stressors

(iv) Biological: prolonged physiological reaction to stress impacts on immune and cardiovascular systems (allostasis) (19, 20). 



Often, people in the most disadvantaged circumstances have experienced persistent poverty and the risk of cumulative damage is established .(21).  



Our recommendations in this report cover those which are austerity-specific (i.e. relate to cuts to specific social security support), and also broader recommendations aimed at addressing the fundamental economic causes of health inequalities.  A forward-thinking, population health driven government, both centrally and devolved, are the UK people’s best protection from adverse mortality trends.  



Aims 

These recommendations have been produced directly in response to the recent stalled life expectancy trends and aim at restoring the overall trends back to the pre-2012 trajectory and at reducing the associated inequalities in mortality.  However, what public health professionals are reporting now about mortality trends is not entirely new.  The recommendations following from the research into Excess Mortality in Scotland and Glasgow, (published in May 2016 but looking at the inequalities in mortality present for decades), warned that action needed to be taken to mitigate against the effects of “future vulnerabilities linked to UK government policy” .(22).  Only with prompt action, can we stop history repeating itself.





Methods 

A theory of change model was developed to illustrate the mechanisms by which recent political decisions on public spending could directly relate leading to the recent stalling and decline in life expectancy trends (Figure1). (23, 24).  The recommendations included in this report were developed following discussion and analysis of this theory of change model by a small group of public health professionals representing NHS Health Scotland and Glasgow Centre for Population Health who together identified areas for action.  In addition, an online scoping search was carried out to identify existing relevant recommendations, the ideas in which were summarised and synthesised (22, 25–31).[footnoteRef:3]   The final recommendations echo what other respected and influential organisations are proposing would make a difference to the population’s ability to lead long and healthy lives.   [3:  A Scotland without poverty, JRF Briefing; UK poverty: Causes, costs and solutions, JRF Briefing; Poverty in Scotland 2019, JRF Briefing; What Needs to be Done? Child Poverty Action Group Report; An Economy for the 99%, Oxfam Briefing Paper; Even it Up - Scotland’s Role in Tackling Poverty by Reducing Inequality at Home and Abroad, Oxfam Report; Inequality Briefings - NHS Health Scotland.  
] 




They will be tested, discussed, adapted and refined after presentation to the Mortality Special Interest Group and Directors of Public Health group.  
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Figure 1 Theory of Change: visualisation of how cuts to public spending relate to slowdown in life expectancy. [image: ]

Recommendations:



Section 1: Households can meet their material needs



There is good evidence that a key causal factor in the recent mortality trends has been the reduction in household incomes and resulting increase in poverty.  Since 2010 there has been an intensification of the number of changes to the social security system which, it was claimed, would incentivise and support movement into employment but have resulted in decreased incomes and increased conditionality[footnoteRef:4] for low income and vulnerable groups.    The principles of a good social security system have been well articulated by the Child Poverty Action Group: a social security system should (i) prevent and reduce poverty by assisting with costs across the life course, including childcare and the costs associated with having a disability; (ii) provide income security by providing contingencies for adverse circumstances and at all times, in or out of work - no one should be unprotected as a result of sanctions and delays - and; (iii) promote social solidarity and be non-stigmatising.  [4:  Conditionality is when access to certain social security benefits is dependent on an individual agreeing to particular behaviours.] 






At UK level





1. Increase all benefits and tax credits in line with inflation every year, and put in place a one-off increase in benefits and tax credits now for the loss of real income incurred since 2010. This uprating of the value of benefits is required in order to reverse the real terms cuts in benefits since 2010. 

2. Reverse the increases in conditionality in the social security system introduced since 2010 as an initial step towards further reductions in conditionality over time.  Conditions on social security payments have increased since the 1980s, with sanctions being extended to previously exempt groups such as lone parents and sick and disabled people .(32).  Social security conditionality in the form of benefit sanctions is not effective in assisting entry into the paid labour market over time; in evidence to the Commons Work & Pensions Committee inquiry into benefit sanctions, Professor Peter Dwyer stated benefit sanctions are not appropriate for disabled people or universal credit recipients who are in work .(33).

3. Ensure that access to the social security system is seen as a right, and that citizens are always treated with dignity and respect, by clarifying this in the purpose and aims of the DWP, and by embedding these values into the ways of working and organisational culture.  An ideal social security system should be widely understood and supported by the public as mutual societal co-operation, not as charity .(34). In a 2018 report by the United Nations ‘Special Rapporteur on extreme poverty and human rights’, it was explicitly recommended that DWP staff be trained to use “more constructive and less punitive approaches to encouraging compliance.”  All opportunities should be taken to change the culture of the system to one that is focussed on the needs of claimants.  





At Scottish level



4. The Scottish Government should use their fiscal powers to top up UK benefits, reverse UK cuts and reforms and potentially create new benefits to support those in low income households. While it has been stated that “UK government policy has driven much of the history of poverty over the past 20 years” (27), it is also true that Scottish Government has increased its fiscal powers steadily since devolution.  Some social security powers were transferred with the Scotland Act 2016; a set of benefits related to disability and carers and some payments for low income households are in the process of being transferred. (27). As has been recommended previously, this could include reversing the effects of UK government cuts and reforms (e.g. to tax credits, incapacity benefits, housing benefit and child benefits), to provide more efficient safeguards and protection for the most vulnerable in our society. (22). A 50% increase to means-tested benefits rates could improve health and narrow health inequalities with 4.7% predicted fewer premature deaths and 8% reduction in relative index of inequality (unpublished data from Triple I modelling, Scottish Public Health Observatory).  



At Local level



5. Ensure all citizens are in receipt of the benefits they are entitled to through high quality service outreach.  Figures from the Department of Work and Pensions show that up to half a million families in the UK are not claiming the means-tested benefits (income support and employment support allowance) to which they are entitled.(35).  Local authorities and National Health Service Health Boards are major employers across Scotland.  Local authorities should provide guidance on access to benefits and advice for working-age claimants in places of employment by appropriate placement of benefits advisors.  Further income maximisation opportunities could be taken by embedding money advice in frequently used services or introducing an outreach services like the Healthier, Wealthier children initiative. (36, 37). 



Various policies impacting on working conditions have had important implications for health outcomes.  These include those relating to wages, the availability of work, and the security and quality of employment. (38).  It is important to note that 65% of children in poverty in Scotland live in families where at least one adult is in work. (39). 



At UK level



6. Improve the quality of work, by increasing wages and in-work benefits, improving employee control at work and minimising health and safety risks in the work environment.  As has been previously recommended ,(22), UK government should support the vision set out in the Fair Work Framework (40), to ensure that all work in the UK offers security, fulfilment and respect. Providing a guarantee of hours for those who wish them would provide greater income security. 

7. Increase the statutory minimum wage to ensure that it is equivalent to the real living wage as set out by the Living Wage Foundation. Since low pay is a major contributor to in-work poverty, it is crucial that all employees receive at least the Real Living Wage. (41).

8. Provide 30 hours per week of funded, good quality and flexible education and childcare for all children between nine months and five years old.  Quality early years education is good for children.  Good quality universal childcare benefits all children and those from disadvantaged circumstances the most; targeted interventions benefit disadvantaged children still further .(28, 42).  Supporting low income families with free or affordable early years childcare helps parents to obtain employment (43, 44) and therefore increase household income.  

9. Eradicate the restrictions on trade unions. Supporting workers’ organisation would assure a greater balance of power between the owners of wealth and those who work to create it.  Researchers have proposed that industrial relations and workplace regulation are crucial to public health and that weakening unions will contribute to health inequalities in the future. (45).  In addition, the trade unions congress have reported that trade union involvement helps reduce injuries at work and leads to reductions the levels of ill-health caused by work. (46).



At Scottish level



10. Make the improvement of the health of the Scottish population the first priority of the Scottish Government. In order to achieve the aspirations under Public Health Priority 5 of the new Public Health Scotland body “A Scotland where we have a sustainable, inclusive economy with equality of outcomes for all”, then all powers should be used to design an economy around health and social outcomes to reduce inequality.The purpose of government should be to achieve the outcomes desired by the population. Recognising that health and wellbeing outcomes are the ultimate goal of government policy, and that economic policy and activity is in support of such outcomes, would help in prioritising relevant policies and practice.  

11. Use devolved powers to commit to paying workers in the public sector, and public sector procurement, the Real Living Wage. Although employment law remains a reserved matter, the Scottish Government has influence over public sector pay and the supply chain of the public sector.  Scottish Government can support the growth of decent work through the introduction of minimum standards (as described by Oxfam, based on the experiences of low paid workers) .(30).  Care work can be seen as insecure, low-wage, gendered employment. (47).  Scottish Government can work to reverse this unhelpful characterisation by ensuring that public sector care workers in nursing homes and childcare settings are paid at least the Real Living Wage, thereby supporting early years education and social care services.



At Local level



12. Ensure mitigation of inequalities through employment and procurement processes.  Suggestions for action have been outlined in the Health Scotland briefing, ‘Maximising the role of NHS Scotland in reducing health inequalities’ .(48).   These include: (i) providing quality services with allocation of resources proportionate to need; (ii) training the workforce to understand their role in reducing inequalities; (iii) forming effective partnerships with different sectors to help reduce health inequalities; (iv) mitigating inequalities through employment and procurement processes and (v) advocating to reduce health inequalities.

13. Maximise the potential of City Deals.  Consideration should be given as to how to maximise the potential of City Deals investment to help mitigate against the effects of vulnerability in the population. (22).  For example, this could be done through capital investment in social housing or the creation of sustainable high quality employment.





Section 2: The inequality of extreme wealth concentration is reduced



At UK Government level



14. Increase tax progressivity by:

i. introducing more progressive income taxes; 

ii. greater taxation of wealth, assets and corporate profits;

iii. reduce the options for individuals and corporations to avoid and evade tax. 

As Oxfam recommends, “governments must ensure corporations pay…fair taxes and take responsibility for their impact on the planet.” (29). The income generated from these approaches could provide greater resources for public services, including NHS treatment services, public health services and social care services.



At Scottish Government level



15. The Scottish Government should use its fiscal powers to increase progressivity of income tax and replace council tax with a fairer alternative.  Population health may be improved by any policy that increases average household income, but to reduce health inequalities a policy must be progressive, disproportionately increasing incomes in the most deprived areas over those in the least deprived.  Analysis has shown that council tax is only weakly linked to property valuation (being based on property values which are between 15 and 27 years out of date), making it a regressive tax that could be replaced with a fairer alternative .(49).  The money generated could be used to invest in public services.





Section 3: Public services are able to prevent ill-health and premature mortality and provide timely, quality services



After the introduction of austerity in the UK, cuts to public spending led to cuts to NHS treatment services, as well as to local authority budgets overall.  There have been greater reductions in England than in Scotland or Wales. (50). These cuts impact on a wide range of services, including education, leisure, housing and some support services for those with particular needs (e.g. disabilities or substance misuse issues).  



Public funding for social care for adults has fallen considerably; it was cut by 21% between 2009/10 and 2015/16. (51). Adult social care comprises a support system which aims to encourage independence, and support the wellbeing, of those in our communities who have a disability or frailty from increasing age or a long-term condition.  This support can range from providing meals and help with medication at home, to the running of nursing care homes.  In England, Scotland and Wales, local authorities are charged with purchasing and delivering adult social care.  Pressures on such services would only increase when additional external challenges are present, for example a particularly severe winter or a bad influenza season.





At UK and Scottish level



16. Increase NHS funding for preventative services, resist privatisation and ensure proportionate universalism of service provision. Privatisation of health and social care services in the UK increased after the introduction of the Health and Social Care Act 2012; this appears to have increased costs without commensurate improvements in services, but with increased inequalities by age and socio-economic position. (52–54).  We know that where there are market incentives within the health service, the availability of good healthcare tends to vary inversely with the need of the population served (the ‘inverse care law’).  Enhancing provision of health services in areas of greater need (e.g. through longer appointment times and greater support in the most deprived communities/with groups who have higher needs) is likely to help mitigate against inequality (i.e. ‘proportionate universalism’).”.  

17. Reverse the cuts to social care funding and put in place an increase now for the loss of real income incurred since 2010.   There is evidence that cuts to health and social care spending, along with increased service demands and unmet need, may partly explain the recent mortality trends in England .(9, 55, 56).  When financial pressures are coupled with an aging population and associated increased demands, even an uplift in social care spending to restore to pre-2010 levels may not be enough; the social care system will still be underfunded in real terms if that increase does not match the increase in service demand. 

18. Change legislation to reduce drug harms.  Make the necessary changes to the Misuse of Drugs Act 1971 to enable the Scottish Government to pursue their public health approach to drugs policy (including the piloting of a safer consumption facility in Glasgow City Centre) or devolve the powers in this area.  Change legislation to decriminalise possession of drugs for personal use. Review the potential for the legalisation of drugs in order to reduce associated harms.



At Scottish level



19. Increase public services funding back to 2010 equivalent levels as a minimum, particularly for local government.  Increasing available funding will increase the capabilities and resilience of NHS treatment services, public health services, addiction services, housing services and health and social care, all of which support the health of the population.  Any cuts to public services damage people’s health.

20. Support and advocate for a public health approach to drugs services.   Develop effective person-centred multi-agency addiction service delivery models that engage service users as partners in the management of their own health needs in order that an effective whole-system response can be made to problematic drug use in Scotland, and result in lives saved.  We note that Scottish Government’s programme for government states they will  “consult on drug law reform, setting out the changes we would want to make to the 1971 Act in the event that UK Government agrees to devolve the powers in the Act”. (11). We recommended any drug law reform takes a public health approach.  


At Local Level



We recognise that local authorities need to be supported by funding from above to provide a service in line with what is needed, and in line with what was available pre-2012, given that there will be a greater number of older people requiring social care in the future. (57).   









Section 4: The prohibitively high cost of living well is adequately addressed

These next subset of recommendations focus on policy approaches to mitigate to some extent the negative impacts of poverty on health including those related to poor housing and poor nutrition.



At UK and Scottish level

21. Strengthen and grow a social rented housing sector that is accessible, affordable and provides secure tenancies to help prevent poverty. (58). The role of social housing is becoming more prominent in an insecure labour market. As JRF have pointed out “government will need to start to reverse the shift from bricks and mortar to personal subsidies to increase investment in social housing…[but]…this will also reduce long-term spending on Housing Benefit.”.  In addition, the implementation of the JRF’s proposal for a ‘living rent’, whereby social housing rental costs would be directly linked to local earnings, would make housing costs across the country fairer. (59).



22. Make positive changes to the private rented sector. An extension of the Scottish Housing Quality Standards, Welsh Housing Quality Standards and Housing Quality Indicators to the private rented sector and tied housing in Scotland, Wales and England respectively.  



23. Take a human rights based approach to food poverty.  To increase understanding of their prevalence, nature, causes and consequences, food poverty levels should be appropriately monitored and measured.  It should be publically recognised by government that emergency food provision should not replace, or form an integral part of an adequate social security net.  



24. Deliver the vision of a UK where fuel poverty is eliminated. Targeting cold and damp housing and people who struggle to afford fuel by implementing affordable heating, ventilation and quality energy efficiency measures in all housing both new and existing properties (without the need to apply for grants) with a focus on private rented and owner occupied sectors.  

 

At Scottish level

25. Maintain and build on current social housing provision in Scotland.  As JRF have stated “Scotland has a relative advantage in both the type of housing available and the relative cost of this housing and, as a result, poverty rates measured after housing costs are much lower in Scotland than in the rest of the UK overall. To maintain this, the Scottish Government must pay attention to both housing supply and rents, particularly in the social rented sector.” (27).



At a local level



26. Work to reduce the cost of public transport.  The cost of public transport is significant for those living in poverty; particularly for those living in peripheral estates and rural areas.  Transport services may be better managed locally, and free or subsidised transport for those on low incomes could significantly improve accessibility to education, employment and services. Lack of access to transport “contributes to social exclusion by restricting access to activities that enhance people’s life chances, such as work, learning, health care, food shopping, and other key activities.” (60).

 

Section 5: Both public and policy-makers are aware of structural drivers of health and well-being, and recent negative impacts of changes

This recommendation is included to recognise the importance of and prioritise the need to work to further understand deprivation and the mechanisms which are leading to the unprecedented stalling and decline of life expectancy in the UK. 



At UK level

27. Develop and commit to targets to reduce child poverty in England.  These could be at least as ambitious as those detailed in the Child Poverty (Scotland) Act 2017.  By 2030, Scotland aims to have:

i. fewer than 10% of children living in families in relative poverty

ii. fewer than 5% of children living in families in absolute poverty.

iii. fewer than 5% of children living in families living in combined low income and material deprivation

iv. fewer than 5% of children living in families in persistent poverty. 



These plan to deliver on these commitments are detailed in Every Child, Every Chance: The Tackling Child Poverty Delivery Plan 2018-22 .(61, 62).  



At UK and Scottish level



28. Research into the unprecedented stalling and decline in life expectancy across all ages and all causes of death to be prioritised.

  

29. [bookmark: _GoBack]Improve and modernise the measurement of poverty. This could follow the recommendations of the Social Metrics Commission. (21).   



At local level



30. Design of service access as appropriate with proportional universalism.  In the medium term, Health Boards should work together to determine the true needs of the population and design services in accordance to those needs, such that they will address the longstanding  inequalities and improve outcomes, in line with the aspirations in Realistic Medicine by moving away from high cost, low value medical interventions. 





This recommendation is to reflect the importance of the public understanding of the nature of the evidence base around the recent mortality trends and the implications of what we have seen.  

At a UK wide level

31. Acknowledge and respond to the changes in life expectancy trends.  The causes and implications of stalling life expectancy are important to the UK and all devolved governments; collaborative discussion about the background reasons and opportunities for action through policy will remain important until life expectancy trends return to their pre-2012 trajectory.  



32. Public Health advocates to provide strong leadership.  Public Health advocates, including local public health professionals and national bodies should take action to support the public, and wider public health community’s understanding of recent adverse mortality trends. Explicit teaching on the impact of health inequity should be incorporated into training of multi-disciplinary professionals in all relevant areas of health and care training.  
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Allostasis: McEwan explains that while the reasons for the gradient of increasing morbidity and earlier mortality from higher to lower socioeconomic position are “very complex, they are likely to reflect..the
cumulative burden of coping with limited resources and negative life events and the allostatic load that this burden places on the physiological systems involved in coping and adaptation”. (23)

Vulnerability: Whitehead describes how differential exposure and differential susceptibility can act as mediators in the causal pathway between lower SEP and disease risk. She states “Knowledge of
biological mechanisms from epigenetics and stress research indicate that differential susceptibility might be highly relevant in social epidemiology. So too is the concept of differential vulnerability, though the
empirical evidence is still sparse and needs to identify for which exposures differential vulnerability is particularly important.”(24)
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		Broad category		Project title		Brief description		Lead(s)		Progress

		Artefact		Chance  		Examining using Bayes factors the extent to which the trends can be explained by chance		Jon Minton and Rebecca Devine		Early stages

		Austerity		Impact of changes to social security on mortality		Adaptation of Triple I model to estimate contribution of changes to social security to the trends		Martin Taulbut		Analysis done, drafting nearly complete

		Austerity		International analysis 		Analysis of the international datasets based on the austerity protocol		Gerry McCartney		Analysis just started

		Austerity		Intra-UK analysis		Analysis of the impact of varying austerity within UK		Gerry McCartney		Been scoped, not started 

		Austerity		Austerity protocol		Protocol for testing the austerity hypothesis with more up to date data etc. 		Gerry McCartney		Submitted to BMJ Open

		Austerity		Systematic review		Systematic review of the evidence linking austerity to Le trends		Gerry McCartney, Jane Parkinson, David Walsh		Scoped, protocol being developed. 

		Circulatory		IMPACT modelling		Application of the existing IMPACT model to estimate the contribution of health behaviour change to CVD trends		Katie Levin		Early stages

		Co-ordination		Belfast workshop		Workshop co-ordinating LE work across 4 nations. Date tbc, likely October		Adele		n/a

		Descriptive 		Time-indexed age trends		Trend analysis of age-specific trends in mortality rates internationally		Jon Minton		Analysis done

		Descriptive 		Seasonality		What is the contribution of seasonality and high winter peaks in deaths to overall mortality trends?		Jon Minton and Lynda Fenton		Analysis ongoing 

		Descriptive 		Life expectancy and mortality trends		International comparison of trends, breakpoint analysis		Lynda Fenton		Complete, published in BMJ Open

		Descriptive 		Deprivation trends		Description of trends in LE by deprivation		Lynda Fenton		Complete, published in JECH

		Descriptive 		Spatial analysis		Analysis of LE trends by local geographical areas, deprivation and rurality		Clare Campbell		Protocol completed, analysis started

		Descriptive 		Trend monitoring 		Updating the analysis of the trends so that we can detect other changes and/or when the trends return to the previous trends		Eilidh Fletcher		Being scoped

		Descriptive 		Decomposition of LE by deprivation		Decomposition of LE trends by age, sex, cause, deprivation		Julie Ramsay		Analysis done, paper being drafted

		Descriptive 		Decomposition of LE  		Decomposition of LE trends by age, sex, cause		Julie Ramsay		Prepublication online, submitted to JECH

		Dissemination		Media discourse analysis		Analysis of public responses to LE stories on BBC website		Lynda Fenton		Analysis ongoing 

		Dissemination		Visualisation app		App for visualisng the Human Mortality Database resouce		Jon Minton		Completed, published online

		Dissemination		Communications and engagement strategy		Strategy to maximise the impact of the work		Paige Somerville and Gerry McCartney		Live document, not published

		Dissemination		Marmot seminar		Contribution to seminar on 4th November with Michael Marmot and SG minister		Gerry McCartney		n/a

		Dissemination		FPH conference		Contribution to FPH conference (DARE lecture and parallel sessions) on 29th November		Various		n/a

		Dissemination		Belfast conference		Contribution to CMO Northern Ireland conference, date tbc, likely December		Gerry McCartney		n/a

		Dissemination		CMO advisors meeting		Contribution to CMO advisors meeting in Edinburgh, 26th September 2019		Gerry McCartney		Complete

		Dissemination		Framing 		Work to improve how the LE trend work is framed to maximise impact		Paige Somerville  		Not yet started

		Dissemination		ScotPHO webpage		Webpage summarising all the work to date, synthesis and recommendations		Gerry McCartney		Online, constantly being updated

		Dissemination		Summary of mortality workshops		Write up of previous workshops in Cardiff and London to be uploaded or linked from ScotPHO		Colleagues in Cardiff and London		In progress

		Influenza		Influenza contribution		Estimating the extent to which influenza can explain the trends		Arlene Reynolds, Richard Peabody, etc.		Early stages - being scoped

		Limits to LE		Testing of ‘limits to life expectancy’ hypothesis		Ecological analysis of whether the trends in LE are slower in countries with higher LE		Jon Minton and Rebecca Devine		Paper being drafted

		Morbidity		Trends in Healthy Life Expectancy (HLE)		Analysis of the trends in morbidity and HLE 		Grant Wyper		Paper being drafted

		Obesity		Ecological analysis		Analysis of whether countries with greater increases in obesity have seen the greatest slowdowns in LE		Rebecca Devine		Analysis ongoing 

		Services		Service pressures protocol		Analysis of the extent to which markers of health and social care pressures can explain trends in Scotland		Christina Wraw		Protocol drafted  

		Services		Service pressures analysis		Protocol for looking at the contribution of health and social care pressures can explain trends in Scotland		Christina Wraw		Protocol drafted but not yet published
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PH Mortality Special Interest Group

19th Aug 2019 2-4pm

Room 5.5, Meridian Court, Cadogan Street, Glasgow

Teleconference available-Tel: 033 3443 3443 Room: 66386542# Pin: 2920#

Chair: Gerry McCartney





Attended (in-person):

Carolyn Hunter Rowe (CHR)

Ellie Hothersall (EH) NHS Tayside

Gerry McCartney (GMcC) NHS Health Scotland

Jon Minton (JM) NHS Health Scotland

Lynda Fenton (LF) NHS Health Scotland

Rebecca Devine (RDe) NHS Health Scotland

Ryan Hughes (RH) ScotPHN



Attended (by TC):

Andrew Riley (ARY) Scottish Government

Christina Wraw (CW) NHS Health Scotland

Clare Campbell (CC) NHS Fife

Colin Fischbacher (CF) NSS

Fred Nimmo (FN) NHS Grampian

Jim McMeniman (JMcM) Health Protection Scotland

Nicola Beech (NB) NHS Grampian

Roddy Duncan (RDu) Scottish Government 

Sarah Wild (SW) Edinburgh University



Apologies:

Alistair Hook (AH) NHS A&A

Arlene Reynolds (AR) Health Protection Scotland

Chris Robertson (CR) Strathclyde University

Colin Ramsay (CR) Health Protection Scotland

Denise McHugh (DMcH) ScotPHN 

Julie Ramsay (JR) NRS

Louise Wilson (LW) NHS Orkney

Marlene McMillan (MMcM) NHS A&A

Martin Taulbut (MT) NHS Health Scotland





		Agenda Item

		Action/Comments

		Resp.



		1. Welcome

		GMcC welcomed everyone to the meeting and apologies were noted above.



		



		2. Notes from previous meeting 

		The note of the previous meeting was agreed as an accurate record.

		























		3. Reports/Updates 

		Update from London workshop



GMcC updated on the London workshop held 20th June hosted by PHE. The workshop covered the following:

· Testing the austerity hypothesis

· There was consensus on the day that this work should be progressed and some of the evidence was summarised.

· Looking at service pressures

· CW led on this on the day and talked through the approach taken of testing the hypothesis and how to limit – testing in Scottish context. Positive feedback was received.

· Role of influence in trends

· AR led on this on the day. The discussion on the day led to a follow up discussion being scheduled (scheduled 19/9). 

· There is a future workshop TBA on 8th/9th Oct.

· Shared narrative

· There was talks on the day around signing up to a shared narrative. It was easier for people to sign up to a shared description of the problem however the ‘causes of the causes’ was more complex. 



Update to the Scottish Directors of Public Health (June 2019)



The mortality and life expectancy trends update presented to the SDsPH was circulated pre-meeting for information. GMcC assured the group that the SDsPH remain interested in this piece of work and can help identify capacity to achieve the groups’ workplan, if required. 



National Records Scotland Report-Different Causes of death by age group



The reports have now been published. It shows the life expectancy stalling isn’t due a single age group or cause of death. Most notably, increased rate of DRD. The work has been submitted to an academic journal.



CHR to send GMcC contact details on the drug research network coordinated through Stirling University. 



GMcC advised Public Health Scotland is establishing a group on substance misuse. A Public Health Drug special interest group also currently exists under the auspices of the SDsPH.  





The Registrar General’s Annual Review of Demographic Trends 2018



Re-iterated life expectancy trends which were previously supported. GMcC raised concerns the communication lines from NHS Health Scotland and Scottish Government varied.



		













































































CHR



		4. Collaborative project updates 



		Flu (JMcM)



Ongoing discussion with 5 nations and international partners looking at what work is being done in each of the local settings to compare/contrast outputs which have been gathered.



JMcM expressed PHE colleagues were really interested in this work.



European influence surveillance network meeting: the analysis of 2018/19 season shown there was an emerging pattern (from most countries) a description of a season that appeared to have much less impact on the preceding season in terms of indicators for influenza reported. 



A discussion is taking place within the Centre of Diseases Control in Atlanta with oversea colleagues. These discussions are less developed however ongoing.



GMcC advised there was discussions within the London Workshop which AR presented regarding if influenza explains overall trends in life expectancy. It was agreed that the contribution is unlikely to be substantial. GMcC queried how this argument/learning could be written up. JMcM advised there may be some resource to do this with their Specialist Trainees.



Seasonality (LF/JM)



Looking at how deaths are distributed throughout the year by week. The analysis will be developed into a short paper and the first draft circulated to the group in the coming weeks. JM gave out visual aids for those present.



Spatial Analysis (CC)



The second draft was previously circulated to the group and comments have been received. A smaller subgroup will meet to discuss the comments and how to move forward. Once agreed, the protocol will be finalised and circulated to the group with analysis beginning in September. There is a strong interest in the rurality aspect. 



Service Pressures (CW)



The protocol will look at the association between Health and Social care pressures on mortality rates looking at spending.  Looking at absolute difference of mortality rate 2012-2018 and the absolute difference in spending. CW offered to circulate the latest draft protocol for information.

CW to follow up with Brian Ferguson (leads HE section in PHE) re comparable data across the UK.









Austerity (GMcC)



The protocol will focus on an international level with the UK being the unit of analysis. 3 existing papers have been identified which relates to this work.



GMcC asked the group if it is worthwhile pursuing a systematic review or updating the existing papers? In general the group favoured replicating the existing studies – updating/improving. However it was noted the protocols were complex. Alternately, the group were conscious of the SDsPH offer of additional resource.



GMcC thanked the group for their comments and will think over how to proceed.



Decomposition Analysis



Circulated within agenda item 3C pre-meeting for information. The decomposition analysis is being stratified by deprivation. 

GMcC to email JR informing SW has offered to help with this. 
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		5. Updates around the room

		CHR



Holding back on spatial analysis work.



CC



Has received some local media inquiries relating national press releases.  The group spoke around a coordinated approach of how local boards could be made aware of national press releases before they are released. GMcC to explore this idea with Gillian McCartney (ScotPHN) as the SDsPH could be a means to achieve this.



FN



FN updated on disparity of male and female deaths in various countries. Does migration play a role? FN agreed to write up the research questions and hypothesis and circulate to group. 



GMcC advised PHE done work previous work around the migration hypothesis.



LF



Doing qualitative research looking at news reporting on life expectancy stalling and comments made the general public including how these messages are understood by the general public. This could be used to inform future public communications - framing. RD agreed to link in with LF. It was proposed to involve local boards around this and create a SLWG. Method and invitation to contributions to be circulated to the group.







RD



Following on decomposition analysis it was queries what role obesity plays. RD will share this work with the group once available.



A paper around life expectancy limits work (maximum life span?) is also being drafted and can be circulated to the group once available.



JM



Grant Wyper (NHS Health Scotland) doing work on correspondence of slowdown in life expectancy and healthy life expectancy. JM has produced a short paper which weighs the evidence.



GMcC



Katie Levin (NHS GG&C) and colleagues working on trends behind CVD.



ScotPHO webpage on recent mortality trends has been updated with latest evidence and data.



A large number of press enquiries have been received particularly when reports have been released. 
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		6. AOB



		Format of meetings



GMcC queried if the group were happy with the current format of the meetings (board overview of work) rather than specific on certain pieces of work. The group feel they benefited more from a broad overview (current format).



LF suggested a 30min slot for one specific piece of work which can be rotated meeting to meeting. Videoconference would be required.



GMcC suggested a whole day workshop could be organised if required also.



		











Quarterly

Specific Agenda item



		7. DONM 

		7th Nov, 10am-12noon, Meridian Court Room 5.5
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