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Consideration of trends helps us plan for the
future. Spotting new patterns of disease, or the
causes of disease, in the population can enable
us to put in place preventive interventions. One
of the best examples of a courageous preventive
intervention was by Dr Jon Snow – who was
concerned about the large number of deaths
from cholera occurring in London in 1854. He
plotted the deaths on a map and by looking at
the pattern of cases in the Soho area he surmised
that the cause of the cases of cholera was infected
water being drawn from a water pump on
Broad Street. His preventive intervention was to
remove the handle from the Broad Street pump,
thus removing the source of the disease, and
with spectacular results. Known as the father of
modern epidemiology, his methods are still used
today to examine disease clusters.
In the last century, in another piece of classic
epidemiology, Richard Doll and Austin Bradford
Hill researched the significant increase in men
dying from lung cancer, publishing a paper in
19541 which found a significant risk factor for lung
cancer – smoking. Over the following years, Doll
and Peto published research reports that showed
that half of smokers die from a tobacco-related
disease and that they also die younger (Doll and
Peto, 19762, 19943, 20044) – information which
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today forms the basis of stop smoking campaigns.
And it was the emergence of increasing numbers
of cases of Kaposi’s sarcoma in the early 1980s,
a very rare form of cancer, which heralded the
recognition of the Auto Immune Deficiency
Syndrome (AIDS) and eventually the discovery of
the causative factor, the Human Immunodeficiency
Virus (HIV).
Today’s deaths also reveal worrying changes in
disease patterns – the most striking one is the
increase in deaths from alcoholic liver disease. This
end point of a long period of the abuse of alcohol
is one we should be concerned about – and points
to the need for more moderation in alcohol intake
in our local population. Unlike smoking, which
offers no health benefits, there is considerable
evidence that a small daily amount of alcohol
– particularly red wine – can be good for you,
and there is a U-shaped (or, more accurately, a
J-shaped) curve which indicates that non-drinkers
are at higher risk of premature mortality than
moderate drinkers5. The issue is one of excess,
and those people who may be using alcohol as a
treatment for psychological or emotional problems
or who are susceptible to buying cheap alcohol are
at greater risk of becoming heavy or dependent
drinkers.
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Susceptibility to advertising or marketing strategies
or unknowingly consuming products which
are unhealthy is a major public health issue. If
we consider the growing problem of obesity in
England – both in adults and young children
– we need only look west towards the United
States of America to see the shape of things to
come. American cultural influence on the United
Kingdom is strong – the spread of shopping malls,
fast food outlets, rap music, Hallowe’en trick or
treating, end of term school proms – and is also
reflected in health trends. There is now research
which shows how obesity has spread across the
United States like an infectious disease6 and
has moved across to Britain, in the same way as
dietary and lifestyle changes, with a time lag of
five to ten years. So if we want to see what our
local obesity prevalence will look like in five years’
time, we can look at the United States now. The
interconnection of these lifestyle factors with
social networks appears to be important7 so that
friendships or family links are associated with
similar levels of obesity. From a public health
perspective, this means that interventions to
reduce obesity aimed at individuals are less likely
to be effective than ones where families and
friendship groups are targeted. And this is against
a backdrop of the relentless marketing of highcalorie snacks.
A recent World Health organisation report
considered the impact of lifestyle changes and
noted that “the obesity epidemic has built up in
recent decades as a result of the changing social,
economic, cultural and physical environment
and poses one of the most serious public health
challenges in the World Health organisation
European Region”. A particular concern is how
overweight and obesity most affect people in
lower socioeconomic groups, and this therefore
contributes to a widening of health and other
inequalities8.
Associated with the increase in overweight and
obese adults are a number of diseases – diabetes
mellitus (Type 2), osteoarthritis, high blood
pressure, varicose veins and haemorrhoids, and
some cancers as well as depression. Heart disease,
strokes, kidney disease, blindness, dementia,
poor mobility – can come as a consequence of
these. Each of these creates a dependency on
the NHS and Social Care and results in escalating
costs for both the statutory sector as well as for
the community and voluntary sector and informal

carers. The pattern of mortality associated with
poverty and infectious disease seen in the previous
two centuries has been replaced by chronic
disease.
The development of some chronic disease may
be unavoidable as life expectancy increases, but
avoiding the early onset of chronic disease with its
attendant problems and preserving older people’s
independence is the goal. We know that this
is currently the case – the Newcastle 85+ study
looked at a group of elderly people and found
that 90% of them were living independently and
over three-quarters rated their health compared
with others of the same age as good, very good
or excellent. Over half of the group had high
blood pressure, over half had osteoarthritis, and
over half had hearing impairment. Just over a
third had visual impairment and a fifth had urinary
incontinence. 94% had had contact with their GP
in the previous year9. There are therefore good
opportunities for GPs to diagnose problems early
and support older people and help keep them
independent. Research has shown that the effect
of good mental health and emotional wellbeing
on mortality through positive social relationships is
significant10 so mental health is just as important
as physical health.
However this study looks at things as they are
now and while large sections of the current
ageing population will be better off with the
benefit of occupational pensions in addition to
their state pension, and greater mobility than
their predecessors, we can expect to see a
greater proportion of people with earlier onset
of obesity-related conditions11. In the United
States, overall health care spending for a person
with one chronic condition is almost three times
greater than spending for someone without any
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chronic conditions, and spending is about 17 times
greater for someone with five or more chronic
conditions12. Traditional age thresholds are not as
helpful for planning purposes as an understanding
of the spread of disease in the population13, and
it is primary care services which will largely be
in contact with this population. There is also
some evidence that hospitals aiming to reduce
readmissions are better working with their
health and social care communities to implement
strategies that reduce all readmissions rather than
attempt to focus on particular clinical diagnoses,
again reinforcing the importance of good quality
health and social care support in the community
post-admission14.
If we are to prevent the earlier onset of many of
these chronic conditions and their attendant costs
and effects on people’s independence, then it is
essential to invest in public health interventions
aimed at the primary prevention of disease as
well as secondary prevention (intervening to
prevent the development of the disease). It is the
prevention of the development of multiple chronic
conditions (multi-morbidity) that we need to focus
on and promoting people’s independence and
wellbeing, increasing healthy life expectancy.

Recommendations
R3.1

Invest in evidence-based population
interventions to combat obesity and
promote physical activity.

R3.2

Target preventive interventions at those
populations consuming alcohol above
safe levels.

R3.3

Identify those at risk of developing
multiple chronic conditions for
secondary prevention interventions.

R3.4

Remove environmental factors that
encourage the consumption of
unhealthy food or drink.

R3.5

Promote the health benefits of positive
social relationships through schemes to
connect communities or by encouraging
volunteering.
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