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Executive Summary

Individual behaviours contribute significantly teetmajor sources of morbidity and mortality
in our society, including cancer, heart diseasekst diabetes, and kidney and liver diseases.
Although the relationship between individuals’ bebars and the factors that underlie them
Is complex, the way in which economic incentives structured can play an important role in
behavioural responses.

There are few good theories as to why individuatgagie in excess behaviour. But it is clear
that one of the main problems that face both imigls and the government or other agencies
tasked with improving the health of those indivildua thatthe costs of most unhealthy
activitiesimpact in the future, whereas the benefits from them occur in the present. Policies

have to be developed either that bring some otdisés from unhealthy activities (or the
benefits from healthy ones) back from the futurahat reduce some of the benefits from
unhealthy activities (or reduce the costs of hgatties) in the present.

In this paper, we review some of what is known d@ls@eonomic incentive schemes and also
consider the potential role of agencies involvedaficy that directly or indirectly affect
health in these areas. We apply five criteria p dentify the relative strengths and
weaknesses of different schemes: their effectivgrtaeir cost relative to effectiveness, their
impact on equity, their feasibility and their impaa individual and local autonomy.

We consider schemes targeted at NHS commissiontées, government agencies, providers,
employers and individuals. A summary of the perfange of the schemes against the criteria
is presented in Table 1 at the end of the paphrs Juggests that the following do well:

» Central government support wiaatching grants to commissioners (PCTs and
Practice-Based Commissioners) who fund health ptimigor disease prevention
programmes

* Matching grants to employers (although this propabbuld do little to help
reduce health inequalities)

» Direct payments or other subsidies to individuals to engage inthgaomoting
activities

* Taxeson unhealthy behaviours.

But other ideas are also well worth considering:

» Libertarian paternalist policies also score well on all the criteria, but the ssore
here are more speculative.

» If measures for obtaining long term health gain lsardefined as investment in the
stock of health or human capital, thitwe PCT capital budget can be a source of
funds. If defining preventive health care this viialyinges conventional
accounting rules, this may score low on feasibilityt it scores well everywhere
else.

* Influencing GPs by adapting tigOF also scores well on most criteria but low on
feasibility.



Ring-fenced allocations to PCTs or changing the surplus rules for Practice Based
Commissioning do not score exceptionally well on our criteriat iwould be desirable on
other grounds such as low administrative cost aadibility. Local schemes to work within
LAAs to target vulnerable groups do well on the eqaiiterion, but their effectiveness
depends heavily on the overall effectiveness otitiaerlying partnershipsPayment By
Results could encourage providers to engage in prevesgveces but, under current
institutional arrangements, probably only to unaleetsecondary prevention. Various forms
of social marketing may have potential, but scogngial marketing properly suffers from an
almost complete lack of information on costs, leha on cost-effectiveness.



1. Introduction

There is a growing recognition that many of thelthgaroblems that confront governments in
modern developed societies have their root in idd& behaviour of one kind or another.
Smoking, excessive alcohol consumption, lack of@se, poor diet, illegal drug taking: all
are individual behaviours that are widespread msogiety and all contribute significantly to
the major sources of morbidity and mortality in gociety, including cancer, heart disease,
stroke, diabetes, and kidney and liver diseases.

There is also an increasing recognition that, alifmounderstanding individuals’ behaviours,
and the factors that lie behind them, is a higligplex undertaking, those behaviours can be
significantly affected by the structure of economicentives that individuals or households
face. It has long been known that raising theepofccigarettes or alcoholic beverages can be
a powerful instrument for reducing smoking or esoes drinking. But there is also an
increasing interest in less familiar forms of ecmmincentive schemes, such as paying
people to undertake screening programmes or ssbgidyym membership.

Moreover, this interest in incentives is not coatirto those that affect individuals, but also in
the structure of incentives that affect those wteothe agents for delivering policy that
directly or indirectly affect health. These incbludNHS commissioners such as Primary Care
Trusts or Practice-Based Commissioners; healthpraneders, such as GP practices, hospital
trusts and pharmacists; government departmentsiding not only the Department of

Health, but also others that deliver policies impagron health, such as the Department of
Work and Pensions and the Department for Childramilies and Schools; local authorities,
and their partners in local area agreements; astlput not least, organisations and
institutions outside of government, such as empkgad voluntary organisations. All of
these face incentive structures that could wothketp deliver health promoting policies - or
that could work against them. In principle at tehgsre may be changes in these incentive
structures, too, that could change behaviour irdtfextion of promoting long-term health
gains.

In this paper, we review some of what is known a@ls@enomic incentives in these areas and
offer some ideas for ways forward. We have neitherspace or time to be fully
comprehensive, and so have had to be selectiveifisp#ty, we begin with an analysis of the
problems that confront governments trying to inoese different kinds of behaviour. Then
we lay out the criteria that an incentive schemedseo fulfil if it is to be reasonable policy
option. This is followed by a discussion of vasquolicy proposals for incentivising
commissioners, providers, employers and individuatduding an assessment of their
performance against the criteria. The concludirajige provides a table summarising the
performance of the proposals against the criteria

2. The Problems

There are a number of fundamental problems thatr@ots any attempt by government to
encourage healthy behaviour (including the takipgoti preventive care) and to discourage
unhealthy behaviour.

! Useful discussions that cover ground similar &t tovered by some of the material in this Repant lne
found in Sassi and Hurst (2008). See also Le G(2008).



One of the problems is that we do not have a phpaveloped theory as to why people
engage in unhealthy behaviours, or do not undettaadthy ones. Avner Offer in his book
The Challenge of Affluence (2006) suggesthie problems arise from the absencendividual
self-control. Oswald and Powdthavee (forthcomihgye suggested that it may be due to
people’s relative position in the distribution detrelevant factor. So, for instance, people’s
decisions with respect to their food consumptiorth@ir exercise may be due less to their
absolute weight than their ‘relative’ weight: that their weight as compared to that of the
people around them. This is supported by recenkwm the US suggesting that social
networks do appear to be important in ‘transmittotgesity (Christakis and Fowler 2007).

Another, contrasting, set of theoretical explana&iargues that any focus on individual
behaviour is misplaced and that the risks to th&oma health actually arise from
fundamental flaws in the structure of society: frdme persistence of long-term poverty and
the growth of inequality, through to the existenoé powerful private corporations
aggressively marketing tobacco, alcohol and fastl fisee, e.g., Siddigi and Hertzman 2007,
Davey Smithet al 1999). The solution to the problems involved yirtg to change individual
behaviour therefore require nothing less than fomet#al changes in the nature of the
economy and society.

A recent illustration of this view, or least onatltomes close to it, is the Foresight Report on
obesity (Government Office for Science, 2007)argues that the ‘fault’ for the behaviours of

excess does not lie in the individual; rather ithis fault of the wider society and the context
in which individuals finds themselves. In the casebesity, the Foresight Report calls this

context the 'obesogenic environment'.

Now there is clearly something to this. Obesityl arther health problems resulting from
excess behaviour do clearly have multiple sociakea that are difficult to untangle. Also a
simple focus on the individual can lead to unhdlpttempts to allocate blame. And the result
of that is to emphasise simplistic solutions, sashelling people that their health difficulties
are their own fault, and that all they need to @aniprove their health is to pull themselves
together.

But analyses that place causality entirely witlia frame of society are also often not very
helpful. One of their dangers is that they preseatproblem as so enormous and so complex
that its resolution seems daunting at best, ana$siple at worst — impossible, that is, short
of a revolution. A heavy emphasis on the scale @mdplexity of the fundamental causal
mechanisms — and the message often accompanyiingt ithere is no silver bullet that will
resolve it all - can mean that people stop looKorgany kind of bullet, silver or otherwise.
And that would be undesirable. For the fact is thdividual behaviours can and do change,
positively or negatively, in relatively short spacaf time without social revolution: witness
the decline in smoking in the 1970s and 1980s, araie recently, the falls in the amount of
exercise that people take.

There are simpler analyses that can help us uradershe problems of individual behaviour
with respect to their health and take forward tegelopment of policy. In fact, there &
fundamental problem that bedevils the adoption edsares designed to improve the nation’s
health, but it is not that of the nature of socidtys the inexorable fact — which would be true
in any society, feudal, capitalist, social demacrair socialist — thathe costs of most
unhealthy activities impact in the future, whereas the benefits from them occur in the present.



So, for a 20 year old, the smoking of a cigarettéhe eating of a hamburger now has an
immediate pay-off in terms of taste sensation xagian or hunger satiation; while the cancer
or heart disease that may follow is probably astié¢lairty years away. Given that the future is
uncertain, it is then perfectly rational for riskease individuals concerned to ‘discount’ those
benefits: that is, to place a lower weight on titean if they were to occur in the present.

There are a variety of sources of this uncertairalyd therefore of discounting. The
individuals may die of something else in the meauaati alternatively, there may be medical
advances that mean that cancer or heart disedseotvide the killers that they are now. Then
there is the question of individual physiognomy:npmwamokers or heavy eaters do not in fact
contract lung or heart disease, and the potentiakser or hamburger eater may be one of the
lucky ones.

Another reason for discounting the future is themmenon that economists and others call
myopia: that, even in a world where there was nuamainty, people often seem to prefer
pleasure now to that in the future. Even if teiseagarded as ‘irrational’, it is understandable.
Most people find it difficult to conceive of beirthirty years older than their present age:
twenty year olds may perceive themselves as bédffereht people from their fifty year old
selves, and hence thus may not weight these ‘otteghier alien, people’s interests as much as
their own immediate onés

This problem — the long time gap between the benfbm the activity and the possible onset
of its costs — also applies to policy-makers anter involved trying to curb unhealthy
activities and promote healthy ones, but in revefSser them the costs of whatever
intervention they are trying to undertake are imraieq whereas the benefits will not accrue
until a long time in the future - if at all.

For instance, consider Primary Care Trust (PCT)masioners faced with the choice of
either introducing a resource intensive exercisg@mme designed to promote their citizens
long-term health, or of bailing out the local hdapitrust that has got into financial
difficulties. If they go for the health promotiggrogramme, they will incur considerable
financial costs. But also, as the local hospital teaclose its doors, they will incur substantial
political costs as well. Quite apart from the st of the hospital staff and patients (actual
and prospective), the commissioners will have tefthe hostility of the local media and
community. And they may get a rap on the knuckiesnfthe Strategic Health Authority at
best, or lose their job at worst, for not keepimg hoise down.

Of course, if the health promotion programme islwhlbsen, it should deliver significant
benefits for the health of the local population hish, in the long run, as well as being
socially and economically desirable, could deligeest savings for the PCT. But, given the
fact that health service staff, like those in @iey occupations, move on, get older, retire and
so on, the PCT commissioners are unlikely stilb&in their present roles, or even in the
same organisation, when these benefits come ideeith, given the pace of change within the
NHS, the organisation itself might not be thera.tHat situation, there is no need to invoke
psychological explanations of discounting to explathy they might choose to fund the
deficit and not the exercise programme. It is mopsgsing that a recent survey of PCTs found
that less than 10% used their public health allonafor the purposes for which it was

% See Le Grand (2006), pp 88-91, for a developmetiti® argument



intended, with most axing public health programmnaegay for overspending on trust budgets
for hospitals and GPs

What are the implications of all this for governmenolicy? It implies that something has to
be done to change the incentive structure facethdhyiduals — and indeed that faced by
commissioners. Policies have to be developed ¢ither bring some of the costs from
unhealthy activities (or the benefits from healtnes) back from the future, or reduce some
of the benefits from unhealthy activities (or redube costs of healthy ones) in the present.
This is not easy but not impossible; some poligaglinvolving various kinds of economic
incentives aimed at these changes are discussaa.bel

3. Criteria

Before discussing policy ideas, however, it is 8saey to spell out the criteria that an
economic incentive scheme designed to change thavimir of either commissioners or
individuals should fulfil if it is to be properlysaessed. Here we identify five that seem to be
among the most important: the scheme’s effectivenescost relative to its effectiveness, its
impact on equity, its feasibility and its impactiodividual and local autonorfly

The most obvious criterion is that effectiveness. The incentive scheme should work: that is,
it should actually succeed in changing the behavafuthe relevant agent in the desired
direction, and do so to the desired extent.

A criterion of almost equal importance is thatld scheme’sost relative to its effectiveness.

Obviously the cost of most immediate concern toGeernment is the impact on the public
purse; a scheme that is highly effective but vesgessive in terms of public expenditure may
be less desirable from the Government’s perspettiae one that is marginally less effective
but with a much lower expenditure requirement. B cost in terms of public spending
should not be the only consideration. There mayther costs of particular policies — to
individuals and households, to employers and engasy- that need to be taken into account.

A third criterion is that of social justice equity. A number of possible concerns come under
this heading, but perhaps the most important cfethie terms of current government priorities
is the impact on health inequalities. As we have seen earlier in this Report, onénefrhost
distressing aspects of unhealthy behaviours, #ssiociated risk factors and the consequent ill
health is how much of all of them are concentraeng the less well off: smoking, lack of
exercise, obesity, diabetes, most forms of mornpidihd premature mortality are all
significantly more pronounced in lower social gredpan higher ones.

Almost equally problematic is the fact that manylphealth interventions designed to try
and change behaviour, such as health educati@an béve more impact on the better off than
the less well off. Hence, although such measureg eoatribute to an improvement in the
average levebf health, they also widen its distributienor, in other words, widen health
inequalities. Other things being equal, a goocmige scheme should impact at least as
much as on the less well off as on the better @ifie-indeed preferably more.

% The Guardian 19 October 2007, p.8

4 Schmidt (2008) uses a similar list of criteria &msessing the desirability of bonuses in Germatithe
insurance systems. They include solidarity; equitiyusiveness; attributability and opportunity frhoice;
evidence, rationale and feasibility; affected ttpatties; and coherence.



A fourth criterion should be to take account of Htheme’seasibility. This needs to include
political as well as administrative feasibility. seessment of a scheme’s political feasibility
should involve considering its broad popular acakiity, as well as the various interest
groups affected by the scheme (both positively aedatively). Administrative feasibility
will depend on the complexity of the scheme, thell@and number of staff and the amount of
other resources required to run it, the numberovkeghment departments involved (in many
cases more than one), and the extent of involverokenther agencies (outside contractors
and so on).

Last, but not least, is the question of the nartiates- or, put less tendentiously, the impact of
state intervention on individuautonomy. The most powerful arguments against a public
health intervention often come from critics coneghrwith the intervention’s impact on the

autonomy of individuals: their right to make thewn decisions about matters that affect only
themselves, without the interference of the statendeed of any other agency — no matter
how well-meaning that intervention might be. Oreesl not have to accept all the tabloid
strictures about the horrors of the nanny statactmmowledge that there is something to this
argument. Most of us do not like being told whatld (by nannies or anyone else), and feel
that we have a right to make our own minds up catidigood or bad for us.

There is a similar argument relating to commissiené\ key part of government policy with
respect to NHS commissioners is to encourage laggdnomy, on the grounds that local
communities are the best places to decide upoi heels. Other things being equal, it is as
desirable to avoid central government diktat inljgubealth or preventive care as it is in other
areas of health service commissioning.

Having established some of the criteria for assgssiconomic incentive schemes, let us
examine some of the schemes themselves. In whHaivf) we discuss schemes targeted at
NHS commissioners, providers, other government @igenemployers and individuals.

4. Targeting NHS Commissioners

There is little evidence concerning the effectivenef different measures for incentivising
commissioners such as Primary Care Trusts or BeaBtased Commissioners, perhaps
because the idea of doing this is relatively neWence here we discuss some specific
proposals that could be developed for each kindoaimissioner, and that could perhaps be
piloted to assess the proposals’ overall costs edfettiveness. These include changes in
funding formulae, matching grants, redefinitions aaipital investments, and, for practice-
based commissioners, retention of budgetary swgplus

4.1 Primary Care Trusts

In theory, Primary Care Trusts should be alreadymntivised to provide preventive services
or health promotion activities. If they offer relely cheap preventive care or undertake
cheap forms of health promotion, and the resudt isduction in demand for relatively costly
secondary care, then they should save resourcegs-enabling them better to meet all the
other many demands for care of various kinds.



However, there are a number of problems with thisst, preventive care is not always
cheaper than secondary care. Even though each dgfifgteventive care, say a mammogram
for women aged 40-50, may be cheap, the fact tieatetsts have to be offered to the whole of
the relevant population may drive up total costg] make the procedure less cost-effective
than curing the relatively few cases that wouldfdnend if the tests were not undertaken
More importantly, as we saw earlier, the benefitsrf even cost-effective preventive care or
health promotion often accrue a long time in there — at a time well beyond the job tenure
of the current post-holders or indeed even beybadifetime of the institution itself.

So the question to ask is whether there are wagsdofcing the costs of preventive care to the
PCT relative to the costs of their other activitiasd/or of bringing forward some of the
benefits of this care.

Formula Funding

PCTs receive funding through a weighted capitaftomula. This is currently being reviewed
under the auspices of the Advisory Committee oroRe® Allocation (ACRA). ACRA were
given the remit by the previous Secretary of Statdevelop a new formula that “gave equal
opportunity of access for people at equal risk” amgb served as an “instrument to reduce
avoidable health inequalities”. The first is abawhieving equity in access. The second is
about moving toward more equity in outcomes. ACRALsrent thinking is that the two
objectives are best met by two separate formulaes dpproach would be more explicit and
transparent than the current formula, which striedsit both objectives simultaneously.

Total allocation would be split into two pots of ney. The first would be allocated according
to a new formula that models age and morbidityteelaneed simultaneously. The second pot
would be allocated according to a direct measurkealth inequality (e.g. avoidable SMRs
for the under 75s or healthy life expectancy).

This proposal meets the feasibility criterion (batiministrative and political) and, in terms
of cost, would be within current allocations. Wldt effectiveness in actually changing
behaviour? If the health inequalities allocatioargvring-fenced to preventive services, then
the PCT would have an incentive to spend up tdithie and, provided the right programmes
were chosen, this could be an effective mechan@meifcouraging spending on preventive
care. But ring-fencing of any kind offends agaiting principle of local autonomy: that local
agents should decide upon how to allocate spertdimgeet local needs. On the other hand,
if the allocation were not ring-fenced, or if it kgeonly ring fenced to ‘health inequalities’,
then there would be no guarantee that the extraress would be spent on preventive care —
although it would set the expectation that a certavel of resources should be dedicated to
reducing health inequalities.

Options in between ring-fencing and no ring-fencimguld include the rigorous monitoring
of spending on preventive care, and the performanaeagement of outcomes, with an
automatic challenge if investment in preventionlag and outcomes are not improving.
However, the ‘performance management is likelyirigolve elements of compulsion or
command and control, and is damaging to local aurton

® As indeed has been argued for this example (GisdrGotzsche 2001). Other cases where preventieenes
been shown to be not cost-effective are annual celngmsive screening for men (Chacko and Andersoi)20



The High Quality of Care for All: NHS Next Stage \Raw Final Report (2008) intends to
ensure that PCTs have financial allocations forrteet two years. An operating framework
will be published in the fall of 2008 and PCTs wik charged with publishing a strategic
five-year plan in the early 2009 for the populatibay serve. (This may, of course, all change
in the light of the current economic downturn). n@eally these local level initiatives are an
important step; but, on their own, they cannot gosre that more money will be spent on
preventive care unless additional measures ofitieetk be discussed below are undertaken.

Matching Grants

An increase in resources would be welcome to cosiomsrs, but, as we have seen, unless it
is accompanied by some form of ring-fencing, therease will only incentivise preventive
spending (if at all) through an ‘income effect’. i@missioners will not observe any
differences in relative costs of preventive andcatiue care they offer, but rather simply have
a larger budget from which to draw resources — Wwimay result on increased spending on
preventive care along with increases in everytleisg, but, given the often pressing nature of
demands elsewhere, may well not.

One way of changing relative costs, and thus oberaging spending on preventive care,
would be to use central funds to set up a seriemaithing grants: say, offering to match
every £1 spent on specific preventive programmds i from the centre. This would reduce
the costs of these programmes relative to otheraddsi on PCT resources and thus
encourage spending on them. The matching grantd be targeted on specific programmes
that would benefit less well off groups, thus megtihe equity criterion.

This could be an effective means of encouragingidipg. Moreover, it would not reduce
local autonomy, in that PCTs would still be freealtocate their resources as they wished.
The principal difficulty is a feasibility one: inrder to fund the scheme, resources would have
to be held back at the centre, or top-sliced fro@T Rillocations. But the sums involved
would not necessarily be very large. Moreovers ihot clear that it is necessary to have a
pound for pound matching rate to provide enougtentige; the matching rate could be
lowered to, say, 50p per pound, which would furtfegtuce the overall costs of the scheme.
All'in all, this seems to be a proposal worth sesiconsideration.

Human Capital Investment

A more ambitious idea has been suggested by a Buardber of Health England. This is
that, since preventive services are a means dibgilup the stock of health or human capital
in an area, they could be viewed as a form of eapivestment. In that case, expenditure on
preventive services could be ‘charged’ to the edfiidget. PCTs receive an allocation for
capital but this amount is almost always under-spbence this change could release
significant funds without affecting current sperglin

This could be an effective means of increasing dipgnon preventive care. It does not
interfere with local autonomy (at least no morenttdo current restrictions on virement
between capital and current revenue accountsyvolild also fall within current allocations
and would therefore cost the NHS nothing. Thera tanger that it could divert spending



from other capital projects; but, since PCTs’ apliudgets are often under-spent anyway,
this is likely to be a minor concern.

However, administrative feasibility is clearly asue. In particular, it would be necessary to
explore under what circumstances accounting rulesldvpermit this. Also the new capital
created would not belong to the PCT in the senagertbrmal capital investments by the PCT
would.

4.2 Practice-Based Commissioners

Under practice-based commissioning (PBC) GP prestieceive a firm indicative budget

from the PCT that, in theory at least, they useaimmission and directly manage the delivery
of services. Services cover primary and secondarg.c The actual budget is held by the
PCT. Any savings arising from the entire commissgigrbudget are split between the practice
and the PCT. Practices are in theory allowed @imet0% of the savings with the remaining
30% claimed by the PCT.

Most of the above arguments and policy proposaidiegpto PCTs could also be applied to
practice-based commissioners. In theory, undéaiceconditions as with PCTs, PBC should
contain incentives to shift resources into prewanticare. Indeed, practice-based
commissioners have a further incentive in that ttey retain some of any surplus they make
on their budget. If the offering of relatively clpepreventive care to their patient population
results in a reduction in the demand for relativedgtly secondary care, then the practice’s
surplus will increase — to their own and their @ats’ benefit.

However, there are problems with the use of thidgletiretention as a lever for incentivising
the commissioning of preventive services. Prastae required to identify how the savings
will be used at the start of each financial peridtis process is not straightforward, and
requires approval from the Professional Executieen@ittee (PEC) of the PCT. The PEC
then makes a recommendation to the Board to ustutius arising from savings. This is a
clumsy process and one that often discouragesitiiens. Hence many GP practices do not
see the retention of surpluses as a powerful inaenif this is to be used as an instrument for
incentivising preventive care, the rules will hagdoe reconsidered.

A further factor that works against the use of Bisps as a means of changing behaviour is
that the budget for PBCs is usually an indicatine,ovith much of the risk from a practice
overspending impacting on the PCT rather than thetge itself. Converting these indicative
budgets to hard budgets might serve to focus PB&aten more on the potential savings
that might accrue from spending on preventive care.

Finally, it might be noted that the twin formulapapach discussed above under formula
funding could, in theory, be devolved to practieeth indicative or hard budgets set for
treatment and prevention. The advantage of dewsiuaf the twin formula approach to
practices is that the money would be allocatedetlts the problem and be in the hands of the
agents, GPs and primary care staff, who are watlgul to tackle the problem.

5. Targeting Providers



What are the possibilities for incentivising theedt providers of health care, such as GPs for
primary care, and hospitals and other trusts, dradrpacists? There is some evidence here
that suggests that monetary incentives may worgeitings that involve simple preventive
measures at least. First, we review that evidefi¢ten we consider various ways of
incentivising GPs through the Quality and Outcorfrasnework (QOF), pharmacists and
hospital trusts via Payment by Results (PbR).

5.1 Evidence

Most of the evidence comes from the US and derives studies that targeted only
physicians; other health care practitioners suchuases or pharmacists were not targeted.
The types of physicians targeted included familyacgtioners (GPs), internists and
paediatricians. All studies took place either ifosor group practices. Studies looked at
simple preventive measures. Most examined immuarsat with the remainder looking at
prenatal care, child visits, cancer screening dmalesterol screening. The patient population
in half of these studies were vulnerable populatidpatients of low socioeconomic status
(e.g. drug users, teen mothers) were most frequstutlied for simple preventive care.

Most studies used bonuses as reward, with a fewdawgponly the top performing practices
in a tournament style. Of those studies that repothhe monetary amounts, bonuses ranged
from $50 to a tournament bonus of $4,682. Detdilpayments frequency and timing were
not reported; nor were the costs the physicianrmecuto establish the procedures to support
production and behavioural changes. Therefore #teeffect of the incentive’s financial
benefit could not be assessed, and no informati@s wollected on the physicians’
expectations of receiving a bonus. Physicians wéHormance bonuses were linked to the
study outcome, which were primarily measured ag#reent of charts in compliance with a
target outcome. Documented charts were classifsedoanpliant irrespective of whether the
physician or his/her staff completed the chart.9Nalies addressed cost-effectiveness but one
did calculate the marginal cost of immunisation) (@uides, Bennett et al. 1998).

Among the studies reviewed, findings were mixedir fout of the nine found positive effects
(Morrow, Gooding et al. 1995; Kouides, Bennettletl@98; Fairbrother, Hanson et al. 1999;
Fairbrother, Siegel et al. 2001) and five foundefflects (Ritchie, Bisset et al. 1992; Fox and
Phua 1995; Grady, Lemkau et al. 1997; Hillman, &ipét al. 1998; Hillman, Ripley et al.
1999). The findings suggest that improvement inrtckl@cumentation accounted for the
positive effects of the interventions. Not all seslreported size effects or provided adequate
information to construct relative risk ratios buteview of the evidence suggests that the
effect size was moderate (Kane, Johnson et al.)2@de study in receiving economic
incentives was associated with a 7.1 percent isereaimmunisation rates (Kouides, Bennett
et al. 1998). Modest incentives such as coupoms e#ective but bonuses did not appear to
work well (Fairbrother et al. 2001). There is soevdence that incentives were effective in
group practices versus solo practices, but the @daéa unavailable to disentangle the
underlying causes (Morrow et al. 1995). It is uaclehether incentives were paid directly to
physicians or to group practices and whether tivesmntives led to improvements in staff and
resources in group practices.

A review of the studies stresses that organisdtidmwaamics affect the financial incentives
and the rules under which physicians practice (Kdoanson et al. 2004). Paying providers
on health outcome measures rather than on thegzea# have implications on how well the
incentive is linked to a physician’s behaviour apanThere will be differential effects on the



physician’s motivation and information content. Acentive system on a widespread scale
has not been adopted, and little is known about hange such incentives should be.
Appropriateness and efficacy of financial incergivieve only recently begun to be subjected
to examination through either experimentation oll-@designed studies.

5.2 GPs and the Quality and Outcomes Framework

One financial lever to target GPs to be more inedlin preventive care could be introduced
within the contractual arrangements of the QOF (Quand Outcomes Framework). The
quality and outcomes framework (QOF) is an incentind reward programme for GPs. The
QOF was intended to give GPs the professional ineetb decide which standards they wish
to aspire to and to organise their work to meettheis outlined in the box below.

Box 1 — The Quality and Outcomes Framework

The QOF is a voluntary process for all surgerieEmgland and was introduced as part of the GP
contract in 2004, the first year of operation w&42005. Payments under the QOF amount to
around 15% of expenditure on primary medical sewiand an even greater percentage of net
reward to practices.

The QOF rewards practices in four domains of quafior meeting clinical, organisational and
patient-experience standards, and for offeringtamdil services beyond the contractual minimum.
The clinical domain covers 19 disease areas; thanisational domain rewards good pra&ice
patient experience collects information on consiglta length and patient surveys; and the
additional services domain covers cervical scregii@g. percentage of patients who received a
cervical smear), child health surveillance, matgrservices and contraceptive services. Practices
earn entitlements to payment under the QOF by agtaimg points for meeting national targets.
The value of each point is determined nationallsodigh a complex formula which rewards,
generally, practice size more than it rewards gese of disease, but rewards are paid by local
PCTs.

In the area of primary prevention, the clinical domhas points for maintaining registers for
obesity and learning disability. The clinical doma&iovers management and secondary prevention
for 15 of the major long term conditions (e.g. stopoking strategy). There are also organisational
points such as recording blood pressure in pati@regs 45, and recording smoking status in adults.
Practices are remunerated for providing immunisati high risk groups (e.g. children, influenza
and pneumococcal)

The QOF was one of two new funding streams intreduio the GP contract. The second new
stream offered payments for enhanced services ramtipes that carry out functions beyond the
minimum requirements (e.g. to specialise in certelinical areas). This allows practices to
specialise in certain clinical areas and contralkhioad.

There is some evidence emerging on how the QORffested GP behaviour and delivery of
care. One study found that financial incentivesehaet had a negative effect on GPs’ internal
motivation (McDonald, Harrison et al. 2007). Thetudy also considered nurses who
welcomed the increase in responsibility for delivgron targets in disease areas but, relative

® Some examples include record keeping, informabomatients, education and training, practice ng@neent
and medicines management
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to GPs, nurses expressed greater concern abothdhge in their clinical role. Another study
found that the QOF contributed to improved carectmonic disease management of asthma
and diabetes, while management of coronary headade, that had already experienced
improvements before QOF was introduced, continudtieasame rate (Campbell, Reeves et
al. 2007). A very recent study found that the prtpa of patients for whom the relevant
targets for 48 clinical activities in the QOF wexghieved increased faster in practices in the
most deprived localities than those in the leagjgssting that financial incentives could help
reduce inequalities in health care (Doran, Fullwebdl. 2008).

Within the QOF, the additional services domain adseincludes some preventive services,
such as cervical cancer screening and some vaiceiraatd immunisation programmes. These
could be expanded include other forms of preventae, such as such risk assessment and
the primary prevention of disease.

However, there are particular challenges for intiag indicators in QOF for health and
wellbeing. Few indicators currently relate to pmetton, and addition of new indicators
depends on negotiation on the General Medical 8esviContract, the priorities of the
negotiating parties and the resource availablestivel new indicators. Lack of agreement on
the overall contract framework precluded change20d7/08. Further, one of the principles
behind QOF is that indicators should, where possité based on best available evidence for
the health benefit likely to result; but there aignificant gaps in the evidence base for
primary prevention interventions in primary medicate.

Further, if such measures were included, they woaltlnecessarily meet equity concerns

since the most vulnerable patients may not prebemselves to a GP. Moreover, currently,

full payment under the QOF is not conditional onsi patients most at risk, because there
are no incentives built in to reward treatmenthtose from the most vulnerable groups or with

the most complex cases — although the study refeilweabove does suggest that it has
reduced some inequalities in care overall (Doratiweod et al 2008)

One of the key problems highlighted earlier is tbhincentivising providers to engage in
preventive measures in the present even thougbehefits to patients’ health will only be
observed in the long run. A challenge with the entrarrangement of the QOF is that it does
not yet consider implications for providing longftecare. In particular, even though there
has been an introduction of new registers for smgkind obesity, the current incentives do
not exist for advice and follow up. The introductiof any preventive measures that would
require follow up would need to be integrated itite current arrangements so that GPs are
encouraged to offer advice, and provide refermlsdunselling services. For instance, more
weighting given to disease prevalence in QOF comdentivise case funding and greater
weight could be given to encourage reaching patierdst difficult to reach.

Finally, there is a disconnection between the fomancycles of PBC and the QOF; they do
not complement one another but run in separatendiah cycles. There is a further
disconnection in the use of information: this isiagnot complementary because of the vastly
different information standards between hospital @OF data.

So a number of broad considerations remain:

* How to secure the release of resources from thstiegi QOF to match the
Government’'s commitment to health and well-being
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* How to rebalance the disease-based QOF to accoatebeéalth and wellbeing risk
assessment

* How to attain the standard of evidence required dbrthe specific health and
wellbeing priorities

* How to frame and evidence an “all-risk” approacto ione new QOF domain.

But, in spite of these challenges, there is paaemt influence changes in the longer term.
The recent High Quality of Care for All: NHS Nexta§e Review Report (2008) identified
that there is potential in the QOF to incentivisg/gcians in primary prevention. This is a
welcome step.

5.3 Pharmacists

Incentives for pharmacists could be better integtamto an overall preventive care strategy.
The involvement of pharmacists in preventive s@&wits a new area of possible policy
development but evidence as to whether such pshegk does not yet exist.

There is a growing debate on increasing the rol@harmacists towards a more clinical
orientation. The traditional role of dispensing basome less complex for pharmacists and as
a result, pharmacists are an untapped potentigldiTand Carter 2002). Their knowledge of
medicines and management of disease could be was¢arget certain health prevention
activities, including screenings for chronic coraiis such as diabetes screening (sugar level
checks), and hypertension screening (blood pressunteol).

There are proposals to develop pharmacist involwenmethe area of preventive care such as
health checks. If accepted, these measures wouidtégrated into the Pharmacy Contract.
The effectiveness of simple preventive measurekidmimonitored.

A recent report on how to better integrate pharnssryices into the NHS identifies a number
of areas where pharmacists could be involved iagirive care (Secretary of State for Health
2008). The report is an important step to addresduture role of pharmacists, but it is not
clear on the incentives for pharmacists to be wel. Furthermore, it is unclear how this
integration would address the possible perceivedepsional threat of pharmacists in greater
preventive roles working alongside physicians amces.

A greater reliance on pharmacists could possikdy I a greater number of poorer people
accessing preventive services than would otherhase visited a GP, thus possibly reducing
health inequalities and promoting equity. Patiemsuld have to be reassured that a
pharmacist is capable and competent to carry ailt services.

5.4 Hospital Trusts and Payment by Results

Financial incentives for activity already exist &@condary care services. Payment by results
(PbR) has been introduced, whereby payment isdin&eactivity and adjusted for case mix.
This approach to hospital funding replaced contbasted commissioning.

The Department of Health is working on how to expdme current coverage of PbR. The
team is considering developing quality markers amigk adjusted capitation model to create
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mini budgets for long-term conditions. This coutdate incentives for a trust in receipt of the
relevant budget to engage in secondary prevertia;is, in activities that would prevent the
condition getting worse, at least within the timeripd of the contract. However, it would

only incentivise longer-term secondary preventiotivdies if the trust expected the contract
to continue until those benefits were realisedwdiuld do nothing to incentivise primary

prevention: that is, activities that prevent theetrof the condition in the first place.

One of the main challenges of expanding PbR taxtary’ preventive services is that most
preventive services are not yet priced. In the Wislands, there is activity underway to
look at developing tariffs for treating smoking atr@dining programmes. However, the
effectiveness of implementing such a policy is lelesar because the relevant incentives are
not linked to trust behaviour. That is, even ifftarwere developed for primary preventive
care, it is not clear how this would incentivisests, unless they were providers of such care.
The existing financial levers between PCTs andtdr@® not complement one another
because there is no incentive to transfer fundede trusts and PCTs. If the trust accrues
any savings from preventive care, the savings adathe PCT rather than going to the trust.

The question is, therefore, whether trusts showddirnrentivised to undertake primary
preventive care. But this raises issues of thegg@te division of functions between the
providers of primary and secondary care that ayeiwk the scope of this paper. Suffice it to
say that under current institutional arrangememeset is relatively little scope for using PbR
to incentivise providers to engage in primary preésa. However, there are opportunities for
encouraging them to deal with secondary preventguth as under the risk-adjusted
capitation scheme for long-term conditions menttbabove.
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5.5 Other Health Professionals

The recent review by Dame Carol Black on the wiagp focussed on policy options to
enable workers with health problems to stay at vaorét to help those not employed to enter,
or to return to work (Black 2008). The report sugjgethat a model of integrated care that
involves interaction and management by a case wotkework with the patient's GP and
referral services under thet for Work programme. An integrated approach would highlight
the multidisciplinary nature of many health intartiens—these in particular, could also
address those currently not working and receivimgad-work benefits. Such measures could
better integrate the role of GPs along with otheallth professionals, with the use of a clear
accountability framework of the role and respongibof providers.

The review also calls for greater expansion of pational therapy to be funded and
supported under NHS health provision. Occupatitweallth is increasingly being recognised
as an important policy lever to address health aodkplace concerns. Strengthening a
professional body of occupational therapists isra lterm investment, which will require the
establishment of clear standards, practice andeditation. These steps are important to
consider. The development of contracts with the N#t®uld include positive financial
incentives to encourage health provision in théeaar

6. Working Across Government

A more comprehensive approach to preventive cavelias various actors in different
capacities. A government-wide effort to addresscped concerning preventive care implies a
different approach to existing institutional arrangents. There is a need for greater
coordination between government bodies whose pasliechfluence health through joint
budgeting arrangements so they have a greatertimeen implementation (Srivastava 2008).
There is some evidence from Sweden, where expetimgenwith joint budgeting
arrangements between sickness funds, health amal smgurance began in the 1990s. This
shows that these arrangements led to improved dioairon across sectors (Hultberg,
Lonnroth et al. 2003). Any measures for intersedtaork should be supported by law with a
clear accountability framework. For example, recsffdrts are underway in the Netherlands
(see Annexe A).

Recent local government initiatives have been tach® include more input and activities in
the area of preventive care. A local area agreerfigfd) is an agreement between a local
area and the central government to identify locabrgies and the development of
programmes. The LAA is negotiated between the Ist@tegic partnership (LSP) and the
regional Government Office (GO). The LSP consi$taliahe key players in a local area who
deliver services. The local authority is the leamtper in the LSP. The local authority
negotiates the LAA on behalf of its LSP and is tbaly body accountable to

government. Other key players in a LSP includepbléce and the Primary Care Trust. The
role of PCTs has recently been strengthened sifdes Rire required to work with LAAS to

undertake their joint strategic needs assessment.

The LAA allows services to be delivered through ioyed coordination by bringing together

partners from the public, private and voluntarytsex It pools the streams of funding each
partner into a single pot. This avoids duplicatfiiprt and wasting money.
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The actual impact of LAAs is unclear, partly be@ismay be too soon to observe changes
during the transition and start-up phase. It igetsvery early days; many LAAs are evolving
in structure and have yet to take on their finahfo However, there are a few positive signs.
The development of LAAs in London have involvedntiying many preventive measures
such as smoking cessation, improved nutrition, i@edease in physical activity (Strategic
Health Authority, Regional Public Health Group -rdmn et al. 2007).A report by the Office
of Public Management (OPM) found that LAAs are h®dpto strengthen governance
arrangements at local level, but that both the rekrgovernment and local partners had
unrealistic expectations of how soon the impadtAfs would take effect (Office of Public
Management 2006). A survey of LSPs reported that rtfajority had developed a joint
strategy and activity on health related activiteasd that just under 45% had achieved
measurable outputs and outcomes (Geddes M, Fullet @l. 2007). The OPM report,
however, found that in general, there are diffiegltof attribution to evaluate the marginal
impact of LAASs initiatives.

Developing stronger ties between the partners nmayepfruitful for more outreach related
work to target vulnerable populations and thosé tmanot present themselves to the GP.
Outreach related work with the voluntary sectortipalarly for patient counselling and
advice could be beneficial but proper coordinatasd management of such interventions
would be necessary.

With respect to economic incentives, in theory LA&suld be targeted by the use of
matching grants, as with other commissioners. That is, the cemjoglernment could offer to
match LAA expenditure on preventive activities ajiwen rate (such as 50p or £ for £). The
pros and cons of this approach in terms of ouregatare the same as for the other
commissioners considered. However, there is antiaddl complication in that the
effectiveness of the scheme will in large part depen the effectiveness of the underlying
partnership.

7. Targeting Employers

Most employers are not involved in delivering pwlithat affects health (directly or
indirectly). But they do face incentive structurdmt could work to help deliver health
promoting policies among their staff. Indeed, sdiasinesses have become more engaged in
making healthy workplaces as part of their busimesdel.

A recent report developed in conjunction with theodd Economic Forum’s Working
Towards Wellness Initiative highlighted the growimged for businesses to engage in
prevention measures in the workplace to avoid adveffects on productivity, to remain
competitive and to attract new talent (Pricewatage@Coopers 2007). A conservative
estimate of the benefits of improving the generalimess of a workforce indicates an annual
return of three to one or more. In addition, tBpart noted that there is growing consensus
among business leaders that governments alone tdammesponsible for the health of people
due to persistent under-spending on public healthaiives.

One example of a recent initiative in this aretha of Unilever UK. The firm measured the

difference in productivity between its healthy anthealthy employees and found that those
who had a low score on their health risk assessrasd performed at a lower level over
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time. The company offered interventions to a grotiptaff to manage stress, cope with pain
and sleep more soundly. They were found to be 8risf¥e efficient at work and less liable to
take time off. In contrast, absenteeism rates enctintrol group rose over this period (Vielife
2005).

A more general review of current research in tleadound that most of the companies focus
their efforts on healthy eating and physical exardPricewaterhouseCoopers 2007). Among
the multinational companies surveyed, many compgatagor wellness programmes to suit
different types of employees. One programme maydoon specific factors for senior
management and a more broad-based approach farestioyees. Evidence from the US
shows that a regular employee health assessmedt fpai by employers can inform
individuals and the employer about risks to healtld possible measures for risk reduction.
The most common wellness schemes in the US indiedéh risk assessments, followed by
smoking cessation activities, on-site workout fées, diet groups, cafeteria with health food
options, gym membership, diet counselling and egertdreaks. The company PepsiCo
launched a HealthRoads Programme and found thatdd@& employees who completed the
assessment were found to be at risk and were edféora health coach. About one quarter of
those who participated in the company’s wellnesgyamme experienced improvements in
health.

Similar gains have occurred among companies irJtkevho incorporate wellness into their
business strategy to target executives, developltare and invest in their employees. A
description of programmes among UK companies isgimed in the box below.

Box 2 — UK Employers involved in wellness activitie

Leadership. Unilever UK promotes active leadership of seniomagement in wellness
initiatives that were piloted in the UK before irapiented globally. The programme involves
personal coaching to help executives remain ensiigand involved physical exercise, and
eating healthy such as having healthy food at boaegtings. The company runs this
programme as a business initiative not a healtimiive to generate support among senior
leadership.

Culture change. Cadbury Schweppes have wellness activities thatisfoan physical
inactivity, poor nutrition and smoking. In someitsf markets in countries outside the UK, the
company has programmes that extend to HIV/AIDS miathutrition prevention. In the UK,
the programme Fit for Life covers all of its empt@g (6,000). Within its business strategy,
wellness is an integral part of its business calt@@mployees are asked to consider how they
can contribute to the overall values of the busingwough, for instance, team sport
participation, and, once agreed, this forms a emhtbetween the employee and the line
manager.

People. GlaxoSmithKline conducted research on its employaes found that employees
with mental ill-health were likely to be absentrfrovork 7.5 times longer than those with
physical iliness. The company targets mental he¢algupport the well-being of its employees
and includes a personal programme, health profesisioavailable to provide health

information, and a 24-hour confidential help lineaidable with additional counselling for

individuals.
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The report prepare by PriceWaterhouseCoopers (#ateehouseCoopers 2007) concludes
that based on the available evidence of best pes;tiemployers should consider the
following:

. Assess the health of their employees

. Encourage a culture of health that is linked todbempany’s objectives

. Help employees to change and sustain improvemenidgefeloping programmes for
them to follow

. Collaborate with health programmes in the wider camity

. Encourage senior management to lead by examplstana that they are dedicated to
living well

However, it has to be recognised that many empsoyerthe UK do not invest in health
because although they incur the costs in full,ibeefits do not necessarily accrue to them.
This in turn is because (a) they generally do @yt for their employees' healthcare costs, and
therefore do not benefit from reduced use of thaltheservices; and (b) employees often
leave their employment before the health benefgsfally realised. Any economic incentive
scheme needs to recognise this by helping empldgesse the benefits more immediately,
and/or by splitting the costs between all partids wenefit - the employer, the individual,
and the government funded health services.

One way of doing splitting these costs is agaimigematching grants. Government could
provide matching grants to employers who undertakerelevant activities. The grant could
be at a £1 for £1 rate, or less. The costs waduld fointly be born by government and
employers: an outcome that would be both fair amogige the right incentives.

A less direct way to support such activities wourldolve the National Insurance system.
Rebates to employers could be offered for certeiitviies such as an exercise hour offered at
work.

Also, organisations actively involved in health mmation could be targeted. The measures
could include tax relief or grants for leisure asbrt companies to establish gyms and
encourage a higher density of gyms, or for comathat advise firms on how to create a
healthier workplace. The effectiveness of such messwould depend on the relationships
developed with partners such as sport companieffd@oservices on site with trainers to offer
health risk assessments, offer coaching programmessubsidise the development of
activities offered on site. Government support $ach programmes would address a wider
population of those working but such measures waoelguire development of long-run
sustainable support structures. If feasible, acselember of companies could be targeted as
pilot programmes to identify the most effective sw@@s.

The recent review by Dame Carol Black on the wa&pl focussed on policy options to
enable workers with health problems to stay at vwaott to help those not employed to enter,
or to return to work (Black 2008). The report sugfjgeghat government, health professionals,
employers and trade unions should consider a ngnoaph to address healthy workplaces.
One proposal is that government should initiate usiness-led health and well-being
consultancy service geared towards smaller bussse&uch proposals could be developed
through matching grants as outlined above, anddcalnbw on existing expertise from
companies that currently advise firms on how tawdealthier workplaces.
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It is difficult to assess all these incentive measun terms of the remainder of our criteria.
They probably serve to increase the autonomy df botployers and individuals. Politically,

they would be popular among both companies ane& twatbns; but they would have negative
effect on tax revenue and they might run into EWceons over state aid. Administrative
feasibility is an issue — especially the costs ahitoring businesses which are likely to be
considerable.

Finally, although not an economic incentive, itnsrth noting that government departments
and the NHS itself could lead by example and eragmihealthy workplace activities among
their employees. Such measures would signal an riaqostep that the government is
interested in the health of its employees and magiive in its desire to engage with
businesses to encourage healthy workplaces.

8. Targeting Individuals’

It will be recalled that we are assessing the iticea for changing individual behaviour
against five criteria: effectiveness, cost, equieasibility (political and administrative) and
autonomy. Here we examine a number of possibleswayincentivising individuals to

change their health-related behaviour and assess likely performance against those
criteria.

8.1 Positive Economic Incentives

These are measures that encourage people to ureléralthy activities, or to discourage

them from undertaking unhealthy ones, by offeringmiediate rewards of some kind to

change their behaviour. This could take variousfordirect cash payments, vouchers, price
subsidies, tax relief or some other non-financrdentive. An example of the last is the

scheme offering ‘rewards’ of extra methadone oindapressants to drug addicts by the
National Treatment Agency (NTA) for clean urine gé@s that was recently reported (Easton
2007).

Rewarding people in this way clearly brings forwaheé benefits of undertaking desirable

activities (from a health perspective), or of nadartaking undesirable ones. In addition, it

does not directly threaten autonomy in that peapéefree to accept the reward or not, and so
are still free to perform, or not to perform, thetiaties concerned. Indeed, some of these
incentive schemes, such as those involving dirash gpayments, could in one sense be
thought of as increasing autonomy, in that theyease individuals’ disposable incomes over
what they would have been and hence the opporgrofpen to them.

In terms of our effectiveness criterion, there st a lot of evidence that subsidising or
directly paying people to undertake preventive theedre of various kinds can be effective —
and, moreover, more effective than alternativesffrida and Torgerson (1997) reviewed

eleven randomised trials concerning the effectsnahcial incentives on patients’ compliance
to undertake preventive care and heed medical adVitrey show that some form of financial
incentive promoted compliance better than any atlternative in ten of the studies identified
(Weingartenet al., 2002). Another systematic review of the evidenoacluded, positively

" Another useful review of some of the materialiis tReport is provided in Jochelson (2007).
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though more guardedly, ‘economic incentives [fatiwduals] are effective in the short run
for simple preventive care and well defined, didtibehavioural interventions. However,
there is insufficient evidence to say that economuentives are effective for long-term
lifestyle changes required for health promotionai¢et al. 2004, p.5). A Cochrane review
of incentives for smoking cessation found that positive effect of incentives dissipated in
the longer term once rewards were no longer off@dey and Perera 2008)

To take an example for obesity, in Jeffetyal. (1993) 202 men and women were randomly
assigned to no treatment, standard behaviouraintezd (SBT), SBT plus food provision,
SBT plus financial incentives, or SBT plus food\pston and incentives. One major finding
was that food provision significantly enhanced weidoss — weight losses with SBT
averaged 7.7, 4.5, and 4.1 kg at 6, 12, and 18 mpnespectively, compared with 10.1, 9.1,
and 6.4 kg, respectively, at the same intervalsceMimportantly however, is the comparison
between the “incentive groups” (which also recei&RIl and/or food provision) with those
groups that only received SBT and/or food provisidhe “incentive groups” had 1.5 times
greater chance to achieving an@intaining weight loss. While food provision provided
respondents with a well-informed plan to guide thantheir food choices so that they may
improve their quality of diet and nutrition knowbtpslin general, it was financial rewards that
enhanced the compliance to maintain these heakhterg habits.

Another study by Harlandt al. (1999) compared the effectiveness between tHtemative
combinations of methods to promote physical agtiint Newcastle. 523 British adults were
randomised to one control group and four inter@ntiroups that consisted of either a brief
(one interview) or intensive (six interviews oveér Weeks) motivational interviewing, with or
without financial incentives (30 vouchers entitlifrge access to leisure facilities).The most
effective intervention was the one involving six thaational interviews and a financial
incentive: 55% of these participants had incregdegical activity scores, compared to 35%
in the group that only received intense motivationgerviewing.

A recent systematic review of financial incentitesreduce obesity found that at 12 and 18
months follow-up, the use of financial incentive®rer not statistically significant. The
authors found in further sub-group analysis thatway in which incentives were delivered
and the amount of incentives were statisticallygnisicant but produced interesting results.
For example, there was a preference for rewarddébiaviour change rather than weight,
rewards based on group performance rather thannébvidual performance and rewards
delivered by non-psychologists than by psycholsgi$here was a non-significant effect if
rewards were more than 1.2% of disposable incorael{Pbhohimhen and Avenell 2008).

Experiments are under way in the UK. A local headdtithority in Dundee, Scotland has
introduced a scheme for 12 weeks where smokersbeiljiven £12.50 a week if they have
not smoked, conditional on a carbon monoxide ®B{J 2008). The money will be credited
on to an electronic card that could be used towgrdseries but not towards cigarettes or
alcohol. The Young Foundation Health Launch padi Binmingham East and North PCT are
setting up a social enterprise in which enrolledip@ants will receive points for engaging in
healthy activities, where the points can be redekefoea package of benefits such as sports
equipment, shopping vouchers, free access to &eisemtres, and football and cricket match
tickets. The social enterprise will be piloting teeheme with four cohorts of the public:
people with long term conditions, pregnant womeale® over 40, and teenagers. The pilot
will enrol 800 people and will be independently leaded to assess the effectiveness of the
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initiative®. Recently, a pilot scheme has been launched itNdréh East Essex primary care
trust targeting those in deprived areas (BBC 20B8jticipants will receive cash or vouchers
to attend health checks.

Most of the studies have concerned rewarding pefspte undertaking healthy behaviour.
Few have investigated rewarding individuals for notlertaking unhealthy behaviour. Can
these financial incentive ideas be applied to ultlngdehaviours? That is, could people be
offered payments or rewards to stop smoking, taicedover-eating or to cut back their
drinking? Anecdotally, this appears to be somethimt parents do with their adolescent
offspring: most of us have probably come acrostantes of teenagers being offered rewards
of various kinds (usually money) if they do notdalkp smoking before a certain age. And the
NTA claimed that its drug scheme was based on U&gee of the effectiveness of similar
schemes.

But there are problems in applying this more widdly particular, there would be difficulties

of monitoring. Parents often find it difficult to anitor their teenage children’s behaviour
even though they are living with them. But theiplgems in this respect would pale into
insignificance when compared with those of somel loh outside authority trying to check

whether adults are in fact complying with their qise not to smoke, or over-eat (though
over-consumption of alcohol might be a little eastemonitor since those who over-consume
to the point of drunkenness often come to the atterof the authorities anyway!).

Positive financial incentives to stop the behawowof excess would also encounter the
problem of moral hazard. That is, people mightaoévely encouraged to take up - or
threaten to take up - unhealthy behaviour in theeetation of getting some kind of reward if
they then give up or reduce the behaviour concerieghin monitoring or checking this kind
of reaction might be difficult.

All that said, it is worth noting that interestirgand apparently effective - ideas for individual
incentive schemes for both encouraging healthy \aeba and discouraging unhealthy one
have been applied in other countries and otheiosect Bonuses and rewards for healthy
behaviour are a prominent feature of German sbealth insurance: see Box 3 below. In the
UK, private health insurance companies such as &alilhi and Humana have engaged in
measures to encourage their members to live healifestyles; they are described in Box 4
below.

Box 3 — Positive Incentives in German Health Insunace

Bonuses for health-related behaviour are a kewfeatf German health insurance systems.
They are offered for both primary and secondarygméve activities. The bonuses for
primary prevention are offered for, inter alia, itek part in check-up programmes, dieting,
smoking cessation, participating in yoga sessions active membership of a sports ch
The bonuses take the form of points of a nominalev#éhat can be redeemed for a range of
items including sports equipment and health bo&ksnetimes the points can be redeemed
for cash, of for a reduction in social insurancetdbutions. The bonuses for secondary
prevention are offered for, inter alia, adhering pi@viously agreed treatment plans and
participation in special care plans. The bonusaslly take the form of reductions in co-
payments (Schmidt 2008).

8 http://launchpad.youngfoundation.org/fund/hia/paitf/project/healthy-incentives
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Box 4 — Private health insurance activities: PruHelth and Humana
PruHealth has been operating in the UK for three years awvd covers 135,000 people. The
company’s approach is encapsulated in its Vitapipgramme which has four main
components:

« Provide members with the right level of personalizédormation

- Offer a range of subsidized deals with partnerg. (screening, smoking cessation,

health and fitness clubs)
« Award members with Vitality points for a range @fiched health activities
« Incentivising healthy choices via reduced premiamsash payments

Activity is focussed on screening, smoking cessatimutrition, education and exercise. A
third of its customers claim to have changed behavio earn Vitality points. The largest
gains across the age spectrum are attributed taisge followed by education then smoking
cessation (PruHealth 2006).

Humana Europe is a subsidiary of Humana Inc, a private healdurance company in the

US. The company has developed incentivised heatiigrammes to engage and motivate
individuals for taking responsibility for their owhealth. These include HealthMiles, an
incentive-based wellness programme which offersigiggants tools to track their progress
and stayed motivated in the workplace. As partitipgorogress, they are rewarded with
points which can be exchanged for a variety of pot&l (Humana 2007).

In terms of our criteria, all these kinds of pagtincentive measures obviously have a cost to
the public purse. But few of the studies concergied much information about their actual
costs. It seems likely that they are quite resmumtensive - which would affect
administrative feasibility as well as cost, espkgciaf rolled out on a national scale.
Monitoring behaviour on a national scale might betipularly difficult. However, given that
most other methods investigated seem to have noited effectiveness, they are also likely
to be relatively cost-effective.

In terms of political feasibility, subsidy measure§ this kind seem unlikely to cause

problems with powerful interest groups, except ofirse those directly involved in the

production of unhealthy commodities or serviceghsas tobacco manufacturers and fast
food outlets. Indeed, the providers of healthyvéieds (such as gym owners) who may be
subsidised are likely to offer strong support.

There might be a more general political problenthiat incentive schemes of this kind might
raise moral concerns: ought we to ‘bribe’ peopleldosome things that after all are in their
own interests to do? Certainly ministers had dewlver the NTA rewards mentioned above,
although these seem to have been more concernkedhgitform that the reward took in this
case (prescription drugs) than necessarily the rgengrinciple of rewarding healthy
behaviour.
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8.2 Negative Economic Incentives

A promising area for incentivising individuals rtotundertake unhealthy behaviour is the use
of various charging strategies, or policies thderohegativefinancial incentives. Specific
ideas here are raising existing taxes on tobacdalohol, and a new tax on the fat, salt and
sugar content of food.

There is a large volume of evidence that raisingegror taxes on unhealthy activities, or on
the commodities associated with those activitiegn effective means of changing behaviour.
Analysis of the impact on starting and quitting &mg using British data shows that a 5%
increase in tobacco duty would lead, on average, reduction in years of smoking between
2% and 3.5% (Forster and Jones 2001). More ddtaN@ence on the price sensitivity of
demand for cigarettes suggests that price elgstgisomewhat inelastic, at an average of
around -0.45 (Chaloupka and Warner 2000), but tindysestimates have a wide range (from
-3.12 to 1.41, (Gallet and List 2003). The respossess varies with respect to age and
income, with youth more responsive to prices thengopulation at large (DeCicca, Kenkel
et al. 2002), and lower income groups are moreorespe to price. This latter finding is
particularly interesting because it suggests thaharease in taxes on cigarettes may not be
regressive (may indeed even be progressive); far ilccome individuals reduce their
consumption by more than high income ones do, wiead with higher cigarette prices
(Gruber and Koszegi 2002; Gruber, Sen et al. 20@3yerall, policies to increase tobacco
duty appear to have substantial benefits in dissgging smoking activities.

Similarly, evidence on the effect of alcohol prices consumption suggests that the demand
for alcohol is responsive to shifts in prices wastimates of price elasticity having a mean of
-0.5, although again there is significant variatiireung and Phelps 1993; Gallet 2007).
Differences are observed among certain demograpbigps. Price responsiveness decreases
among heavy drinkers but this depends on healtmrrdtion: heavy drinking among the most
informed consumers is much more price elastic tharderate drinkers (Kenkel 1996).
Adolescents are price responsive and some studiesfound that both alcohol participation
and binge drinking are responsive to alcohol prig@saloupka and Wechsler 1996; Saffer
and Dave 2006). Older adults aged 55 and over lacepaice responsive and are found to
have higher tax elasticities than younger adulesv@and Saffer 2007).

There is no evidence on the effectiveness of taasomes on consumption of foods likely to
contribute to obesity since they have not beerdtrieowever, there is indirect evidence,
showing the effect of a fall in price leading tacreased consumption. For instance, using
data from the U.S. 1984-1999 Behavioural Risk Ha&orveillance System, Chost al
(2004) show that reductions in convenience andftast restaurant prices, and increases in
the number of fast food restaurants raised calmresumption and increased both BMI and
obesity. They found that this “food price” compahaccounts for 12% of the trend in weight
outcomes. Some care has to be taken about argt diference from this kind of evidence
that, because consumption increases as price fladlg, it will decrease at the same rate as
price increases. This is not always the caseirstaince, smoking has been found to be twice
as responsive to price reductions as to price &sa® (Pekurinen, 1989).

In terms of our remaining criteria (cost, equitgasibility and autonomy), these kinds of
measures do not cost the public purse anythingeeiddhe reverse, in that they are revenue-
generating. However, they do impose a financiat cm individuals — especially those who
carry on with some or all of the activity concerraaat pay the tax. It should be noted that
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there is also a (non-financial cost) to the indints who do change their behaviour, in that
they no longer undertake an activity (or do notarteke as much of an activity) that they
previously enjoyed. For individuals for whom thaiaty is a health risk, this welfare loss

could, however, be outweighed by the welfare gaithem from the improvement in their

health.

The last point only applies to those for whom tlavity is in fact a health risk. This may
apply to almost everybody for smoking, but mostd&taffs and even alcohol to which these
taxes might be applied are harmless or benign idemate quantities. It is hard to design a tax
that only kicks in when consumption is immoderated up till that point the welfare cost
from taxation needs to be taken into account. (&@tge affects the politics of such imposts.)

The fact that there is a financial cost to thos® whntinue with the activity raises another
issue with respect to our equity criterion. Givaatt as was noted above, a large proportion
of the unhealthy behaviours are undertaken by tlmosbe lower social groups, might not
these measures be regressive? That is, might dasures concerned not take a larger
proportion of the income of the poor than the bedf&? And might not this in turn lead to
poorer groups cutting back on other perhaps mosadthe activities, thus worsening their
health yet further?

Interestingly, for smoking at least, this would rappear to be a problem. For, as we have
seen, estimates suggest that the less well off &dorgher price elasticity for tobacco than the

better off. In other words, a price rise causesoportionately greater reduction in the poor’'s

use of tobacco than in use by the rich. So theepige would be progressive in its impact,

with beneficial consequences for reductions inthaakequality.

With respect to the other criteria, it would sedmattautonomy is preserved in that the
individuals are still free to undertake the activibncerned, albeit they have to pay more if
they do. Most of the measures seem to be adnatiistly feasible, although stopping the
development of black markets and smuggling in wedagommodities may be difficult (as
indeed it has proved to be in the case of cigaredtal alcohol). Aside from the pressures
from the industries engaged in the production diaaithy activities, the principal political
difficulty is probably the sheer unpopularity ofxtancreases of whatever kind; this could
perhaps be overcome by concomitant tax reductizesvbere.

8.3 Libertarian Paternalism

The idea of libertarian paternalism, also knownhes‘nudge’ agenda recently expounded by
Richard Thaler and Cass Sunstein (Sunstein andeff28l03, Thaler and Sunstein 2008),
builds on the fact established by behavioural eocoo® experiments that ‘defaults’ and

‘starting points’ matter. So, for instance, if Wers are automatically enrolled in a pension
scheme, but with the freedom to opt out if theyhyimost stay in. But if they are not

automatically enrolled, but have to make a conscidecision to opt in, then most stay out
(Madrian and Shea 2001). If one is required toycan organ donation card to permit one’s
organs to be used for transplants in the eventnefsodeath, there will be fewer organs
available for transplant than if the ’'default’ is\@ where permission is assumed to be
automatically given, unless one is carrying a aedyingpermission (Gimbel, Strosberg et

al. 2003; Johnson and Goldstein 2004).
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So, at least in these cases, policy-makers canewahihe ends they want, while still
preserving individual autonomy, by adjusting théad# position. In Sunstein and Thaler's
terms they will be ‘nudged’ in a particular direxti one that should promote their long-term
interests or welfare. But the individuals concerséll have the freedom to reject the policy
concerned; to choose whether or not to continule thig activity.

Libertarian paternalist ideas applied to preventrariude the ideas adeparate alcohol sales
outlets; requirements for supermarketspat healthy foods on eye level shelves where they
are more likely to get purchasdtie omission of salt from all forms of processed foods (thus
allowing people to add salt if they wished); aa exercise period where employers are
require to offer a time during the working week foeir employees to exercise, but which
employees could opt out of if they wisRed

How do these kinds of ideas fare with respect tooniteria? We do not know how effective
or how costly they are likely to be, although expece with these kind of applications in
other areas (for instance those with pensions aganodonations) suggest that effectiveness
could be high and costs low. The issues concgredquity and administrative feasibility are
much the same as with those that arise from tamdssabsidies. Politically, these kinds of
measures might be viewed by full-blooded libertasiaas a subtle and hence even more
dangerous form of paternalism: paternalism squabedthe other hand, choices and hence
freedom of action would be preserved, which shocdohtribute to increased political
acceptability.

8.4 Social Marketing

There are varying definitions of social marketimgce this term was first used in the 1970s.
For instance, the National Social Marketing Cefi8MC 2006) defines it as the systematic
application of marketing alongside other conceptsl @aechniques to achieve specific
behavioural goals, for a social or public good (NSEDO6).

The NSMC carried out a review of the effectiveneshealth-related social marketing. The
report’s main findings were as follows (NSMC 2006):

° For some further discussion of these ideas se®raad (2008)
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Physical Activity

Twenty-two studies on physical activity were reveglvMost studies (19) looked at physical
activity within a range of cardiovascular risk faxst (e.g. diet, blood pressure, physical
activity, and smoking). Only 3 looked exclusivelly @hysical activity. Interventions were
implemented in a range of settings: schools, wadgd, youth centres, and community. The
interventions used a variety of approaches but mestl multiple strategies: fitness classes,
media materials, pamphlets, training of staff teegadvice and training or coaching on
physical activities.

Ten out of the 22 interventions showed positiveee. These results showed changes in
attitudes and perceptions, and positive changearttsrincreased levels of physical activity.
For example, a seven year community interventiadystvas carried out among low income
adults in US involved counselling, worksite acied, weight loss contests (Gans, Assmann et
al. 1999). There was increased knowledge of phlysaddivity as a risk factor for
cardiovascular disease. A community based campaignomote walking in sedentary adults
in the US involved paid media, public relationsd gublic health activities over an eight-
week period (Reger, Cooper et al. 2002).The stumynd that there was an increased
knowledge of the benefits of physical activity.

Four studies found improvements in physiologicaltcomes. For instance, a 25-year
community based project for residents in Finlangbimed media campaigns, fithess classes,
training of health and other professionals. Theas an overall 75% reduction in the annual
mortality rate of coronary heart disease and aifsignt reduction in cholesterol levels
(Puska 2002). However, others found no improvenrehtard end points such as changes in
BMI, cholesterol and blood pressure. For examplee study carried out on children in
schools in the US involved school environment amdiculum components (Luepker, Perry
et al. 1996). The study found increased levelshyfsjral activity in the treatment group but
no change in BMI levels.

Nutrition

In the area of nutrition, 31 studies were reviewkderventions included in the review
included fruit and vegetable consumption, fat comstion and consumption of fibre and
processed meats. Interventions were broad (e.g.ahiethnic groups, geographical area)
while others were more narrow (e.g. black fematmagers).

Interventions were effective in areas such as &md vegetable intake, dietary knowledge and
psycho-social variables. For instance, 10 out eflid interventions that examined fruit intake
had a positive effect. An illustration is a studya school setting that consisted of curriculum
education, peer-led sessions, and changes in theolsenvironment (e.g. food service
changes) (Birnbaum, Lytle et al. 2002). Studentsewecentivised to win a reward if they
completed a booklet of behavioural coupons. Stigdehb were recruited as peer leaders and
those that received both the curriculum educatioth the food service changes showed an
increase in fruit and vegetable consumption. Stisdemo only received school environment
changes and those in the control group showed aogeh

Nine out of 11 studies which were aimed at incregsiietary knowledge were effective. For
example a one-year follow up study in a churchregttonsisted of tasting foods, distribution
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of self-help materials, motivational interviewingdatraining (Resnicow, Jackson et al. 2001).
The study showed that motivational interviewing royed knowledge of health benefits of
fruit and vegetable consumption among church mesaber

Thirteen out of 17 studies reported a positiveaften psychosocial variables. A school based
study over three years was conducted in selectedtat8s involved classroom curricula and
food service changes (Caballero, Clay et al. 200Bgre was a positive effect on attitude
change even though there was no change in BMI ame@dhresults in a reduction in fat
intake. There was modest evidence for reductiofainintake (Delichatsios, Hunt et al.
2001), and other dietary behaviours (Havas, Anléteal. 2003). There was limited positive
effect on physiological variables such as BMI, ldgowessure and cholesterol (Beech, Klesges
et al. 2003). Interventions that targeted severaaswere as effective as those that were
narrower.

Alcohol, Tobacco and Substance Abuse

Thirty-five studies concerning alcohol, tobacco aubstance abuse were reviewed . Most
were school based programmes while a few were adfutties targeting minority ethnic
communities. The majority involved a one to two ryedlow up. The studies reviewed had
modest evidence of the effectiveness of social etargg. About half reported positive effects
which sought to prevent youth smoking and alcolsel. ievidence on adult smoking cessation
and illicit drug use had mixed effects. In genethgé majority of short term studies showed
positive effects while medium to long term studi@sl mixed results.

One short term study (18 months) was carried oat hool-based intervention and involved
class curriculum, home learning activities witheyds, and interactive activities (Ellickson,
McCaffrey et al. 2003). The treatment group sholeeger uptake of smoking, and marijuana
use.

A school-based project was developed in the la894%nd disseminated in the 1990s in the
Netherlands was examined (Cuijpers, Jonkers e2(2). The treatment groups involved
school curriculum and home activities and were a@rathat 1 year, 2 years and 3 years after
follow-up. Intervention students had lower uptakeloohol use even after three years. There
was lower uptake of smoking after one year but ifierénces after three years. There was
lower use of marijuana immediately after the inéetvon but no differences at later follow-
ups.

The review identified a small number of studied tsed social marketing to target retailers
as well. A community-based intervention involveddiaeadvocacy, and retailer education
(Biglan, Ary et al. 2000). Over a six month perioglsults showed a reduction in illegal sales
from 57% to 22%.

The report notes that Cochrane Reviews in thessesaiso found mixed results. A review of
primary prevention for alcohol misuse in young deogoncluded that 20 out of 56 studies
were ineffective (Foxcroft, Ireland et al. 2002)ass media interventions for preventing
smoking in youth found that 4 out of 6 were inefilee (Sowden and Arblaster 1998), and a
review of school-based programmes for preventingksng found 7 out of 15 studies were
ineffective (Thomas 2002).
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With respect to our criteria, social marketing wbatore well on feasibility (e.g. areas where
there is good evidence such as nutrition and phlsictivity), and well designed measures
could address equity concerns. The extent to wimdividual autonomy would remain intact
would depend on the types of social marketing pestused. However, the evidence on
effectiveness is mixed and there is virtually nfioimation on cost; hence there is no clear
evidence on the cost-effectiveness of such inteéimes This is an area that is badly lacking
research.

Overall, there may be scope for the government 4¢e wsocial marketing techniques,
particularly in the area of nutrition and physieattivity. The recent report by Carol Black
(2008) also recommends that the government shooltqte the relationship between health
and work among employers, health professionalsthadublic. Social marketing practices
that have proven to be effective from nutrition gritysical activity campaigns could be
drawn on to develop this area of public knowledge engagement.

9. Conclusion

By way of conclusion, we present a summary tabtevieing how each of the ideas discussed
above fare against the criteria. The scores rémoge 1 (largely fails to meet criterion) to 5
(largely succeeds to meet criterion). The actuatescare only indicative, and are based on
subjective judgements by the authors. Two totatescare provided, one simply adding the
scores on each criterion (and thus giving eachlage@ht), the other giving effectiveness a
double weighting as the most important criterion.

The table suggests that scoring well at least ost wicthe weighted criteria are:
* Matching grants to commissioners
* Matching grants to employers (although this propatbuld do little to help reduce
health inequalities)
» Direct payments or subsidies to individuals fotairkinds of healthy activities
* Taxes on unhealthy behaviours

Libertarian paternalist policies also score wellit inevitably the scores here are more
speculative.

The human capital investment accounting rules pgapscores badly on feasibility, but well
everywhere else; in the absence of accounting adthe feasibility score is really unknown.
Adapting the QOF scores well on most criteria, isuet down by feasibility. Ring-fenced
allocations to PCTs scores quite well, but not poeally so. Changing the surplus rules for
Practice Based Commissioners does not score particwell, but may be desirable on other
grounds. Schemes for incentivising LAAs may wdki as yet we know little about the
effectiveness of the underlying partnerships. €hare no specific ideas for subsidising
pharmacists, but there is potential here for furttevelopment. Payment by results could be
an effective way of incentivising providers but,den current institutional arrangements,
probably only to undertake secondary preventiorariais forms of social marketing may
have potential, but scoring social marketing prhpsuffers from an almost complete lack of
information on costs, let alone on cost-effectisme
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TABLE 1

Economic Incentive Schemes: Criteria for Assessment

Scheme EffectivenessLow | Equity | Feasibility | Local or Total score Total

Cost Individual | (unweighted) score
Autonomy (weighted)

PCT formula 4 4 3 4 1 17 21

funding with ring

fencing

PCT formula 2 4 3 5 4 18 20

funding  without

ring fencing

Matching grants tq 5 5 4 3 5 22 27

commissioners

Human capita 4 5 3 1 4 17 21

investment rules

PBC surplus rules 1 4 1 4 5 16 17

GP and QOF 5 2 3 1 4 16 21

Pharmacists 4 2 3 4 4 17 21

PbR 2 5 2 1 4 14 16

LAAs 3 3 4 5 4 18 21

Matching 5 2 1 3 4 18 23

grants/NI or tax

rebates td

employers

Direct 5 2 4 4 5 22 27

payments/subsidies

for healthy

behaviour

Taxes on 4 5 4 3 5 21 25

unhealthy

behaviour

Libertarian 4 5 4 2 5 20 24

paternalism

policies

Social Marketing 3 2 4 4 4 17 20

Scoring range: 5 — largely meets criterion. 1-déydails to meet criterion
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11. Annexe A — Monitoring and evaluating public healthpolicies

Sweden Finland

Denmark

The Netherlands

 National programme started « Monitoring across .
in 2003. sectors takes place at

the national level.

» The National Institute of
Public Health (NIPH) is
responsible to report on
progress every four year.

e Annual surveys are
conducted; research
institutions contribute
to public health
research (STAKES
and KTL).

The NIPH presented its first
report in 2005.

Some of the areas the report Progress reports are ¢
identified include: planned every four
years on the health of
the population and
factors associated

with certain health
problems. The most
recent report was
published in 2006.

inequitable living conditions
contribute to mental health;
improve safety of elders
who fall experience falls;
improve quality of youth
clinics;

limit access to alcohol
among youth.

* The report identified
that some of the main
public health
problems include:

* diabetes

« alcohol related harm

« and functional
limitations among the
older people.

Previously, monitoring
towards achieving
national targets will be
coordinated by the
Ministry of Health.

To date, no evaluation
of public health
interventions have
taken place.

A new Ministry of
Health and Prevention
was established in late
2007 so it is too early
to know how
monitoring and
evaluation of health
interventions will be
implemented.

* Previously there
has been
evaluation of
interventions
targeting health
inequalities.

Public health
policy is found in
the public plan
2007-2010. The
plan introduces a
legal framework
for responsibility
at the local and
central level of
government,
which will

include reports
every 4 years on
how achievements
are being made.

The report
identified the
following areas
for action:

» smoking

* alcohol

* overweight

* diabetes

* depression

Source: (Swedish National Institute of Public He&005)

Source: (Hultberg, Lonnroth et al. 2003)
Source: (Allin, Mossialos et al. 2004)
Source: (KTL 2006)

Source: (Ministry of Health and Prevention 2008)
Source: (Ministry of Health Welfare and Sport 2006)
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