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aƻŘŜƭƭƛƴƎ ǘƘŜ ƛƳǇŀŎǘǎ ƻŦ ŀƴ ŀƎŜƛƴƎ ǇƻǇǳƭŀǘƛƻƴΣ 
ǇǊŜǾŜƴǘŀǘƛǾŜ ƘŜŀƭǘƘŎŀǊŜ ŀƴŘ ŦǳǘǳǊŜ ƭƛŦŜ ŜȄǇŜŎǘŀƴŎȅ  

 
After a successful planning meeting in February, this workshop moved the Challenge forward by 
identifying the insights that modelling can offer national and local policy on ageing. The aim of the 
workshop was to discuss the extent to which current policy questions are answerable given what 
we already know, and how they could be answered with further research.  
 
 

Summary of Workshop 1: 23 June 2014  
 
Moira Faul, Head of CSaPΩǎ tƻƭƛŎȅ /ƘŀƭƭŜƴƎŜǎ tǊƻƎǊŀƳƳŜ began proceedings by outlining CSaPΩǎ 
aims with respect to the Policy Challenges Programme. Jonathan Mant (Professor of Primary Care 
Research of the Primary Care Unit), the lead on the modelling strand of the Ageing and Public 
Health Policy Challenge, then described the ideal outcome that he would like to achieve: an in-
depth discussion about modelling and ageing that could be fed into policy decisions.   
 
The workshop opened with presentations from Professor Kay-Tee Khaw, Dr Petra Klepac, Dr Louise 
Lafortune, Dr James Woodcock, Mr David Nuttall and Dr Liz Robin. Subsequently, the workshop 
participants addressed 7 national and 5 local policy questions, posed by David Nuttall and Liz 
Robin respectively: 
 
 
National policy concerns 
1. What do we know about how future older people will need/want to access services? 
2. What ŀōƻǳǘ άƘŜŀƭǘƘȅ ŀƎŜƛƴƎέ ƛƴǘŜǊǾŜƴǘƛƻƴǎΣ ǿƘŀǘ Řƻ ǿŜ ƪƴƻǿ ŀōƻǳǘ ǿƘŀǘ ǿƻǊƪǎΚ 
3. Informal carers, families and communities in the future ς what role might they play? 
4. Should there be a common set of assumptions for models? 
5. How far ahead is it feasible to model? 
6. How feasible are local models for local policy given current emphasis on national models and 
national policy? 
7. How much of the data needed are available



Ageing and Public Health Policy Challenge: Modelling, Workshop 1                                          23 June 2014 

  2 

Local Policy Concerns 
1. Balance between longer ƭƛŦŜ ŜȄǇŜŎǘŀƴŎȅ ŀƴŘ Ψōŀōȅ ōƻƻƳΩ ƛƴ ƻǳǊ ǇƻǇǳƭŀǘƛƻƴΚ 
2. Are there consistent trends in the relationship between morbidity and age (is 80 the new 70)? 
3. Should we be focusing on expected deaths, not age?  
4. Should we model demography or rather trends in service use and acuity ς are people 
surviving longer with more severe conditions?  
5. Will there be social shifts ς more elderly people without children as carers?  
 
 

Group discussion outcomes 
 
The discussion focused on three national and three local policy issues (in bold above and 
summarised below). There was consensus that methods other than modelling, such as 
ethnography, would be more appropriate to investigate social shifts and the future role of 
informal carers, families and communities. The information to be gained from such research was 
deemed necessary to develop models with improved external validity. 

1. National Policy Concerns 
 

N4. Should there be a common set of assumptions? 

 
There was consensus that we need many models based on different assumptions to address the 
same issue. As the example of modelling the foot and mouth epidemic showed, we can have a 
greater degree of confidence in projections when different models produce similar results. Using 
one set of assumptions across different models would increase systematic error, decreasing the 
chances of arriving at accurate projections. Triangulating the outputs of different models which 
use different assumptions allows the possibility of validating one result against another. Local 
authorities also need different models which clearly report their sensitivity analyses, so that their 
projections can be analysed and compared. This would enable them to plan for a range of possible 
scenarios, discern how they could be addressed, and decide how to invest their budget.  

N5. How far ahead is it feasible to model?  

 
It is feasible to model far ahead. However, the more long-term the projection, the less certainty it 
warrants, because social conditions are likely to change. Different questions necessitate different 
parameters (e.g. modelling resources and demand for local clinics vs modelling the effects of a 
national influenza epidemic on the elderly). The research questions should guide the selection of 
an appropriate time-frame for the model. Although local authorities need to be able to model 5 
years ahead, having a range of both short and mŜŘƛǳƳ ǘŜǊƳ ǇǊƻƧŜŎǘƛƻƴǎ ƛǎ ǳǎŜŦǳƭΦ ¢ƘŜ ƳƻŘŜƭǎΩ 
contextual frameworks can be assessed in order to determine which are working. 

N6. How feasible are local models for local policy given current emphasis on 
national models and national policy?   
 

Data collection for most healthcare models is usually done on a national level, meaning that only a 
very small sample from each county may be represented within the data. This does not provide a 
relevant basis on which to build local policy, especially given different population structures in 
different parts of the UK (e.g. inner city Manchester/rural Sussex). It is important to develop local 
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models for local policy because social care and health services are delivered locally, not nationally, 
and funding may come from different streams. 
 
In order to be useful, local models must include information about social care, which calls for the 
need to address the challenge of accessing data about individual service use, not just for social 
care but across the continuum of care. It was argued that in the case of cardiovascular disease, 
micro-interventions (health warnings, advertising smoking cessation clinics) have not been as 
effective as macro, national level, policies (cigarette taxation, banning smoking in public places) in 
terms of changing behaviour and bringing down the level of CVD. If we take national policy 
initiatives as natural experiments, we could learn and extrapolate from their effects to different 
policy areas (e.g. alcohol advertising and pricing, the placement of healthy and unhealthy options 
in supermarkets, food labelling).  Comparative studies using different local policies as natural 
experiments could provide insights into complex questions which could not be answered using 
randomised controlled trials.  
 

2. Local Policy Concerns 
 

L3. In the modelling of healthcare costs, should the focus be on expected deaths, 
not age?  
 

Age is a better proxy for modelling healthcare costs than death. Health costs are concentrated in 
the last 12 ς 18 months of life and increase with proximity to death. Costs appear to increase with 
age because more people die in older age. However, healthcare costs for someone who is at the 
end of life aged 65 are much higher than for someone aged 85, because 85 year-olds do not access 
healthcare in the same way as 65 year-olds. In contrast, the social costs of supporting 85 year-olds 
are high.  Modelling death instead of expected age would not show social care costs rising on a 
national level as the population ages, however, they would increase dramatically on a local level. 
This is particularly significant because funding streams for services provided by the community, 
hospitals and hospices are different.  Investing in social care, for example ǎǳǇǇƻǊǘƛƴƎ ŀ ΨƭǳƴŎƘ ŎƭǳōΩΣ 
could create savings in another area, such as end-of-life healthcare. Develop a joined-up health 
system may better maximise health and social care benefits at the same time as minimising 
ineffective investment.  

L4. Should we model based on demography or rather trends in service use and 
acuity ï are people surviving longer with more severe conditions (multi-
morbidities)?  

 
Currently, most models are based on demography rather than service use, because data about 
service use are difficult to procure. It would be necessary to obtain a single identifier for each 
ǇŜǊǎƻƴΩǎ bI{ Řŀǘŀ ŀƴŘ ǇŜǊƳƛǎǎƛƻƴ ŦǊƻƳ ŜŀŎƘ ƛƴŘƛǾƛŘǳŀƭ ŦƻǊ ǘƘŜƛǊ Řŀǘŀ ǘƻ ōŜ ǳǎŜŘΦ ¢Ƙƛǎ ƛǎ ŦǳǊǘƘŜǊ 
complicated by the fact that part of the population pay for healthcare and do not use the NHS. 
Using retrospective data to study service use would side-step the issue of permission, however, 
such data are incomplete and of low quality. Modelling service use with retrospective data is also 
best avoided because historic trends are unlikely to have much applicability to future usage due to 
behavioural shifts.  
 
Multi-morbidity is an important issue. Current models are not very good at predicting multi-
morbidity. There is a need for the development of more sophisticated models that would be able 


