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Summary
In November 2008, Professor Sir Michael Marmot was asked to advise the Secretary of State for Health on the future development of a health inequalities strategy in England post-2010. In this Review, he was asked to take into account the best global evidence appropriate to England from the WHO Commission on the Social Determinants of Health and other work over the past ten years. The Review Team was asked to liaise with the Department of Health and national and local stakeholders and work to timeframes of what can be achieved in the short to medium and longer term. The Review will report to the Department of Health by the end of 2009 and the final report will be published early in 2010. 
This document sets out the background to the Review (its remit, structure and context), the emerging evidence, the Review teams’ synthesis of the proposals that have so far been put to it and a discussion of the further issues facing the Review.

Recent policies designed to tackle health inequalities and inequalities in the social determinants of health are outlined in section 2 of this paper, along with an analysis of inequalities in health and its social determinants.  In section 3 a thematic analysis of the proposals made by Review task groups is set out.  The nine task groups which contributed to phase 1 of the Review, were based on the nine key policy areas considered to relate most closely to the social factors that give rise to health inequalities (commonly referred to as the social determinants of health).  

The task groups consisted of 3 – 4 experts in each thematic area and additionally an expert on international evidence and policy, who had previously contributed to the Commission on the Social Determinants of Health. The conclusions reached by the international Commission are summarised below. Each task group was asked to assess national and international evidence about interventions and policies from within their policy area, which would plausibly lead to reductions in health inequalities.  The notion of plausibility is important. The Review Commissioners and task group chairs decided that given the existing body of evidence linking social determinants with health inequalities there was no need to comprehensively rehearse the evidence for this within each policy area.  Key features of this evidence are summarised in section 2.  The full evidence presented by the task groups can be found in the reports they presented to the Review: www.ucl.ac.uk/gheg/marmotreview/consultation
Based on this evidence and drawing on their own expertise and the literature and policy reviews undertaken, each task group put forward proposals for policies and interventions to reduce health inequalities. These are included in their reports. The proposals put forward in their reports are summarised in Annex 1 to this report. 
Section 3 of this paper identifies and discusses the key themes emerging from the task group proposals. Section 4 indicates some of the significant and complex cross-cutting challenges in developing recommendations for policies and interventions designed to reduce health inequalities. Views on the issues emerging from this analysis of the evidence are now being sought, through public consultation on this report and other forms of stakeholder engagement. 

Working Committees 2 and 3 were established for the second phase of the Review. They will take the work of phase 1 forward by assessing evidence and proposals in the task group reports, refining them and establishing how they may be delivered and the monitoring processes and targets required to ensure that implementation is successful.  A consultation process will ensure that many stakeholders have opportunity to input into the Review.
Contents


61 Introduction to the Review


102. Overview of the Evidence on Health Inequalities and their Social Determinants


102.1 Evidence from England on Health inequalities


122.2 Policies to Tackle Health Inequalities


142.3 The social determinants framework for tackling health inequalities


162.5 Action on the Social Determinants of Health in England


172.6 Action to reduce inequalities in social determinants


303  Key strategic themes


311 Reducing material inequalities


342 Enhancing potential and empowerment


343 Enhancing social and community capital


354 Sustainability of neighbourhoods, transport and food systems


365 Quality and flexibility of work and security of employment


376 Protecting vulnerable groups


387 Public sector performance and responsibility


399 Strengthening universal preventive activity on health


404 Cross-cutting challenges for the Review


404.1  Reducing the gradient


434.2  Beyond mortality:  Inequalities in “being well” and “well being”


454.3 The role of resilience


464.4  Public Services – Creating the conditions that foster change


494.5  Prioritising recommendations


514.6  The role of regulation




1. Introduction to the Review

In November 2008, Professor Sir Michael Marmot was asked by the Secretary of State for Health to chair an independent review to propose the most effective strategies for reducing health inequalities in England from 2010.  
The Review comes some ten years after publication of the previous Inquiry into Health Inequalities in England, chaired by Sir Donald Acheson. The Inquiry recommendations provided the cornerstone for the national health inequalities strategy, Tackling Health Inequalities: a Programme for Action.
  However, there has been concern that health inequalities in England persist, despite increasing national wealth and despite a plethora of policies and actions designed to narrow health gaps.  
The 2009 Review will build on the findings of the Acheson report and the Programme for Action and propose a series of evidence-based recommendations for reducing health inequalities in England from 2010.   It will also draw on evidence from the Commission on Social Determinants of Health (CSDH) which reported in 2008.  The WHO Commission, also chaired by Professor Sir Michael Marmot, collected and synthesized global evidence on the social determinants of health, clarified their impact on health inequity and made recommendations for action to address that inequity.  Annex 2 outlines the principle recommendations from the CSDH.  It is anticipated that the 2009 Review will also have relevance for other countries developing strategies aimed at tackling health inequalities.

The review of evidence, carried out during the first phase of the Review’s work (January – June 2009) and reported in this paper is based on independent expert assessment and evidence reviews about the causes of health inequalities and about the success of interventions and policies to tackle them which have been implemented in England and internationally. 
Remit for the Review
Professor Sir Michael Marmot has been asked to advise the Secretary of State for Health on the future development of a health inequalities strategy taking into account the best global evidence appropriate to England from the WHO Commission on the Social Determinants of Health and the work of the past 10 years. The Review Team will liaise with the Department of Health and national and local stakeholders and work to timeframes of what can be achieved in the short to medium and longer term.
In particular, the Review was asked to: 
(i) identify, for the health inequalities challenge facing England, the evidence most relevant to underpinning future policy and action 

(ii) show how this evidence could be translated into practice

(iii) advise on possible objectives and measures, building on the experience of the current PSA target on infant mortality and life expectancy

(iv) publish a report of the review's work that will contribute to the development of a post-2010 health inequalities strategy

Organization of the Review

The Commissioners

The Review is shaped by a Commission, chaired by Professor Sir Michael Marmot and comprising ten commissioners. The tasks set down for the Review are largely being undertaken by three working committees, supported by expert-led task groups where necessary. The Commissioners' deliberations are informed by the evidence and recommendations put forward by the committees and task groups. The final recommendations of the Review will be the responsibility of the Commissioners. 
Working Committees

The review will be informed by three working committees: 

Working Committee 1:   Evidence on health inequality reduction 

Working Committee 1 (WC 1) was convened in January 2009 to identify new and review existing evidence in the key policy areas where action is likely to be most effective in reducing health inequalities in the short, medium and long-term.  Its work was taken forward by nine Task Groups, each of which assessed the evidence about the efficacy of interventions to reduce health inequalities in the following policy areas: 

· Early Child Development and Education; 

· Employment Arrangements and Working Conditions; 

· Social Protection; 

· the Built Environment; 

· Sustainable Development; 

· Economic Analysis; 

· Delivery Systems and Mechanisms; 

· Priority Public Health Conditions; and 

· Social Inclusion and Social Mobility. 

There is one additional policy area ‘lifelong learning’, which the Review has also commissioned evidence on.  These policy areas were selected for the Review based on the evidence from the CSDH and elsewhere which showed that they have clear relationships with health inequalities.
The Task Groups have, in each of their policy areas:
i) Adapted the recommendations from the CSDH into the English context and identified new evidence most relevant to future policy and action on reducing health inequalities in England. 

ii) Proposed new policies and strategies based on this evidence for Working Committees 2 and 3 to develop. 
The task group reports and proposals are being scrutinised during phase 2 of the Review (April – Sept 2009) by working Committees 2 and 3.  The reports are being made publicly available at this stage, along with this document, to facilitate public consultation and input from stakeholders.  
Working Committee 2: Monitoring progress

Working Committee 2, which first met in April 2009, is tasked with advising on new targets for improving health equity and the metrics needed to monitor progress both in the short and long term. To do this it will assess the evidence identified by Working Committee 1 and indicate what data sources exist, or could realistically be developed, to measure progress and set targets in the short, medium and long term.  

Working Committee 3: Policy and implementation 

Working Committee 3, which also met for the first time in April 2009, is examining how the evidence produced by the first working committee can be translated into practical and effective policy recommendations. It will assess the best systems and levers for delivery across government and local agencies. There will be close coordination of the work between Working Committees 2 (targets and monitoring) and 3 (policies).
Government support and engagement 

The Department of Health is working with senior colleagues from across government through a health inequalities programme board to support and inform the work of the Review as part of the wider engagement of 
Government Departments with the health inequalities agenda.  

Stakeholder consultation

Running alongside the Review process described above are a series of consultations and events with regional and local public health and local government leaders and other delivery organisations.   A series of policy dialogues are being held to inform the review and to disseminate emerging evidence and review proposals put forward by task groups.  
International work

The review will draw on and inform international efforts to reduce health inequalities, including through the International Collaboration on Social Determinants of Health and the European Commission Expert Group on the Social Determinants of Health and a range of other organisations. These include the European Observatory on Health Systems and Policies, Europe Health Management, and WHO Europe.  The Review is also contributing to the emerging strategies of some other national and regional governments.
Timetable

The review was announced in November 2008. The final report of the Commissioners will be submitted to the Secretary of State in December 2009 and published early in 2010. Two interim outputs are being submitted to the Department of Health. This report is based on the first and a second will be submitted in September 2009; both these reports will contribute to, but not define, the final publication.
Working Committee 1 which ran from January 2009 to April 2009, based on 9 task groups, has submitted evidence and recommendations for this report. Working Committees 2 and 3 began work in April 2009 and will run until September 2009 and their work will contribute to the interim report for September 2009.

Policy dialogues and other stakeholder events are being run from June to August 2009.

2. Overview of the Evidence on Health Inequalities and their Social Determinants

This chapter provides an overview of health inequalities in England and recent policies and debates.   Drawing on a wide body of research it:

· shows the extent of existing health inequalities 

· discusses the policy frameworks which have underpinned health inequality policies over the past decade

· discusses the conceptual framework which underpins the approach and analysis of the Strategic Review of Health Inequalities, drawing on the approach of the Commission on the Social Determinants of Health

· discusses some key trends in relation to critical social determinants of health

2.1 Evidence from England on Health inequalities

Social gradients in health, measured by mortality are not a new phenomenon in England. Figures 1 and 2 provide an illustration (for the years 1971 to 2005) showing that although life expectancy has increased across the social spectrum over the time shown, the gradient in life expectancy for men and women between social groups has persisted, with some widening taking place in the 1980s and 1990s. 

Figure 1  Life expectancy at birth by social class, males, England and Wales, 1972-2005
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Figure 2  Life expectancy at birth by social class, females, England and Wales, 1972-2005
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Differences in mortality exist, not only by social group, but also by area. Social and area differences are closely connected. Figure 3 illustrates the point that while regional gradients in mortality are small for the most advantaged, they widen across the social gradient becoming greatest for the most disadvantaged. That is, place matters more at lower positions in the social hierarchy.  
The pattern observed in Figure 3 can be explained by several potential factors including different levels of unemployment by region, occupational composition within social classes, selective migration and ethnicity.
  However this significant relationship between place, health and socio-economic status is one of the reasons why measures of health inequalities and targets to reduce them (see section 2.2) use variation in outcomes by local authority or socio-economic status (e.g. life expectancy in Spearhead groups, infant mortality by social group).  
Figure 3  Age standardised mortality rates by NS-SEC and region, men aged 25-64, 2001-2003
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There have been many national and local policies, strategies and interventions which have been designed to reduce inequalities in life expectancy and morbidity.  

It is of course difficult to assess the total impact of policy.  As is evident from Figures 1 and 2, everyone can now expect to live longer, but the gap between the best and worst off has not narrowed. Whilst policies may have contributed to health inequalities not rising more significantly, they have not had enough impact to reduce the social gradient in health, or close the gap.  It may be that there has been too little time for policies to impact, or that the policy response and/or implementation have been insufficient to meet the intended goals.   In the following sections we describe some of the main policy efforts to reduce health inequalities
2.2 Policies to Tackle Health Inequalities 
Two reports, the Black Report (1980) and the Health Divide (1987), established the issue of health inequalities within policy discourse but were unable to drive the policy agenda. By contrast, the publication of the Acheson report in 1998 was a catalyst for concerted action over the last decade.   It provided the cornerstone for the national health inequalities strategy, Tackling Health Inequalities: A Programme for Action.
 The strategy addressed four themes: supporting families, mothers and children (including a strong focus on reducing teenage pregnancy); engaging communities and individuals; preventing illness and providing effective treatment and care; and addressing the underlying determinants of health.  It had twin aims: to deliver the national health inequalities target for 2010 (reducing inequalities in infant mortality and life expectancy at birth) and support a long-term sustainable reduction in health inequalities.  
The inequality target is supported by two detailed objectives:
· Starting with children under one year, by 2010 to reduce by at least 10 per cent the gap in mortality between the routine and manual group and the population as a whole

· Starting with local authorities, by 2010 to reduce by at least 10 per cent the gap between the fifth of areas with the worst health and deprivation indicators (the spearhead group) and the population as a whole.

Developments in reducing these gaps are reported annually.   The latest progress report was published in December 2008.
 Based on data for 2005-07 this showed that compared to the previous period (2004-06),  there was a slight narrowing of the infant mortality gap, little change in the gap in male life expectancy and a widening gap in female life expectancy.
  It showed that the infant mortality gap reached a peak of 19 per cent in 2002-4 and has narrowed slightly in each of the subsequent periods, to 16 per cent in 2005-07. However, this latest figure is still wider than at baseline (13 per cent in 1997-99). For life expectancy, the gap has widened slightly for males, by 2 per cent since the target baseline (1995-97), while for females it had grown by 11 per cent. Although the gaps for both life expectancy and infant mortality are wider than at baseline, the Status Report did show that all groups, including those in disadvantaged groups/areas, have shown substantial improvements compared to the baseline periods.
Health Inequalities: Progress and Next Steps (2008) reaffirmed the importance of meeting the 2010 target.  It emphasised the importance of local delivery, leadership and partnership across health organisations, local authorities and others, including third sector organisations. It also set out the strategic challenge, which included building on the evidence base – including that from the WHO Commission on the Social Determinants of Health – and further enhancing the tools, incentives, accountabilities and leadership required to reduce health inequalities.  
Mortality and morbidity and mental health, follow a social gradient.  The higher up the social hierarchy an individual is, the lower their risk of ill health and premature death, and vice versa.
 The causes of the diseases (such as cancer, coronary heart disease, stroke, diabetes) that represent the major disease burden in England are well understood. These include smoking, obesity, excess alcohol consumption, unhealthy diets and lack of exercise.

Health inequalities are characterised by a systematic social grading across a wide range of diverse diseases.  This means understanding, as the WHO commission stated, what are the causes of the causes of ill-health.  The WHO Commission argued that “health inequities are the result of a complex system operating at global, national, and local levels which shapes the way society, at national and local level, organises its affairs and embodies different forms of social position and hierarchy. The place people occupy on the social hierarchy affects their level of exposure to health-damaging factors, their vulnerability to ill health, and the consequences of ill health.”
There is a strong body of research which shows that this global analysis is applicable to the situation in England.  The Acheson Inquiry, which has formed the backbone of the current Government’s approach to health inequalities over the passed decade, drew heavily on Dahlgren and Whitehead’s model of the determinants of health.
   This same model has evolved over the decade, but remained the underpinning of the conceptual framework of the Commission on the Social Determinants of Health. 
In the Commission’s framework, the distribution of health and wellbeing is understood to be caused to tackle them by material circumstances, social cohesion, psychosocial factors, behaviours and biological factors.  These undergo complex interactions, and at times are mediated through the health system.  These circumstances are in turn influenced by social position, itself a factor of education, occupation, income, gender, ethnicity and race; all influence and are influenced by the socio-political and cultural and social context in which they sit.  This is a macro model, highlighting the key forces which drive distributions of health and well-being.  Individuals’ paths across the life course can be understood in these terms, but for each individual, their circumstances and individual characteristics will take a particular path; individuals experience different hazards with varying levels of protection and resilience.

Figure 1
Commission on the Social Determinants of Health Conceptual Framework
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In recent years understanding of the social determinants of ill health has deepened as has knowledge about the challenges in tackling the causes which underlies them.
   In terms of social determinants there is clear evidence around the:

· cumulative effect of hazards and disadvantage across the lifecourse in explaining the finely graded social patterning of disease, 

· way in which early childhood in particular impacts on health and disadvantage across the life course, 

· biological mechanisms which directly and indirectly link stress and peoples levels of control over their lives to negative health outcomes, 

· role of mental wellbeing in shaping physical health and in contributing to life chances

However, evidence about what works to reduce health inequalities through action and interventions in the social determinants, is  relatively limited and it is hoped that the 2009 Review will contribute significantly to the analysis and accessibility of this evidence base.   

2.5 Action on the Social Determinants of Health in England

While the Commission on the Social Determinants of Health set out the importance of tackling social determinants in a global context, the Acheson Inquiry had clearly set out the evidence that inequalities in wider social determinants shaped health in England. The Treasury-led Cross Cutting Review on Health Inequalities (2002) considered the implications of the Acheson Report for Departments across Government and the NHS.  It placed significant emphasis on NHS interventions as more likely to help deliver the PSA target by 2010, but it acknowledged that engagement with the social determinants is crucial for a long-term sustainable reduction in health inequalities.  The Tackling Health Inequalities: 10 Years On report which assesses progress since the Acheson Inquiry, recognises the part played by wider determinants of health in meeting the challenge of narrowing health inequalities. 
 

The CSDH developed a set of indicators in a framework to help analyse the contribution of different social determinants to the overall burden of health inequalities in a national context.  This framework underpinned the 10 Years On report and was based on four CSDH themes 

· The social, economic and political context e.g. social policies, economic and labour system

· Social stratification e.g. economic status, education

· Differential exposures, vulnerabilities and consequences e.g. material circumstances, health-related behaviours 

· Differential outcomes in health e.g. in mortality and morbidity

The status report, Tackling Health Inequalities: 2007 Status Report on the Programme for Action, published in March 2008, observes that almost all the 82 departmental commitments set out in the Programme for Action and due for delivery by the end of 2006 have been reported by the Departments concerned as having been wholly or substantially achieved.
 This then raises questions. For example, were these the wrong policies to reduce inequalities? Were they focused on reducing inequalities that did not have a strong link to the immediate health targets? Will the actions have an impact on health but only in the longer term?  Were they the right policies but not pursued far enough to narrow the health gap? Certainly, the data reviewed here and in the 10 Years On report show that substantial social and economic and health inequalities persist in British society – some of which have not narrowed over the last decade. Against a background of improvements in health for all, including the worst off, this raises the question of what are the main drivers of persistent relative differences in health. And, what actions are now needed to reduce the gap? 
2.6 Action to reduce inequalities in social determinants 
While it is beyond the scope of this report to give a complete picture of recent action on the social determinants of health, this section provides a brief overview of some trends and policy developments across some key determinants of health inequalities: income inequality and poverty, unemployment and the labour market, neighbourhoods and housing, childcare and early years support.  The evidence, from CSDH, Acheson and many other studies, shows that inequalities in social determinants closely relate to health inequalities – the more unequal income distribution, educational outcomes, housing quality are for instance, the more unequal health is.

A review by Hills et al of action since 1997 to creating a more equal society, gave a mixed verdict.
   It argued that there were some notable successes, for example, in relation to reductions in child and pensioner poverty and in the performance of the schools in the poorest areas.  The authors suggest that policy has made a difference in many important areas, but they argue that changes have often been small in relation to the scale of the problems and that much of the progress has stalled in the most recent years.  For example, the proportion of children in workless households has fallen little since 2000 and levels of child poverty have risen since.
 
Income Inequality and Poverty

As figure 4 shows, income inequality in Great Britain, measured by the Gini Coefficient rose sharply in the 1980s, levelling off in the early 1990s, before starting to rise again towards the end of the decade.   Over the last 10 years, inequality initially rose and then declined for several years.  However, the most recent data have shown an upturn once more rising to levels similar to the peak around 2000.  Although the relative position of the UK has improved since 2000 compared to other OECD countries, the gap between rich and poor in UK is still greater than in three-quarters of OECD countries. The UK was ranked 24th out of 30 according to a 2008 OECD report.

Figure 5 shows in more detail how income distribution has changed.    Incomes have grown most for those in the second and third poorest deciles and those towards the top of the distribution.  Those on the lowest incomes, the first decile, many of whom are reliant on out of work benefits, and with weak connections to the labour market, have fared worst. While income inequality has not been addressed across the spectrum, an increase in income tax on those earning over £150,000 was introduced in 2009.  
There has, however, been particular concern with inequality at the bottom which has been articulated through ambitions to end both pensioner and child (or family) poverty. These poverties are primarily measured in terms of the relation between low income and the median, (i.e. to average standards rather than relating to those of the most affluent).

Figure 4  Trends in Inequality: The Gini Coefficient*, Great Britain, 1979-2006-7
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* a high Gini coefficient implies greater inequality

Figure 5  Real income growth by percentile point, Great Britain, 1998-2008
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Source:  New Policy Institute (2008)

Note: Figures relate to net equivalised household income after housing costs
Income distribution is primarily driven by wages, mediated by the net impacts of taxes and social security entitlements.  As figure 6 shows the impact of fiscal reform between 1997- 2008 has been progressive, with the greatest gain at the bottom of the income distribution, losers at the top and the impact in the middle broadly neutral.  Many of those who have gained most have been families with children, pensioners and households in low wage work who receive working tax credits.

Figure 6  The impact of fiscal reforms to date on distribution of income in the United Kingdom in 1997 and 2008
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Note: Figures relate to income after taxes and benefits

Table 1 shows how the impact of both economic change and policy reform differed for different groups.  Poverty has reduced by three percentage points since 1996-7, however, the benefits have been distributed unevenly.
  Child poverty has reduced as has pensioner poverty.  However, there has been an increase in poverty among working age adults without children, which may have long term health consequences.

Table 1
Relative poverty: percentage and number of individuals in households with incomes below 60% median income (after housing costs)  

	
	
	
	Working-age
	

	
	Children
	Pensioners
	Parents
	Non-parents
	All

	
	%
	(million)
	%
	(m)
	%
	(m)
	%
	(m)
	%
	(m)

	1996–7
	34.1
	4.3
	29.1
	2.9
	26.6
	3.3
	17.2
	3.5
	25.3
	14

	1997–8
	33.2
	4.2
	29.1
	2.9
	25.9
	3.2
	15.9
	3.3
	24.4
	13.6

	2000–1
	31.1
	3.9
	25.9
	2.6
	24.7
	3
	16.2
	3.4
	23.1
	13

	2005–6
	29.8
	3.8
	17
	1.8
	24.9
	3.1
	17.6
	4
	21.7
	12.8

	2006–7
	30.5
	3.9
	18.9
	2.1
	25.2
	3.2
	17.6
	4
	22.2
	13.2

	% change

1996/7 to 2006-7
	–3.6
	
	–10.2
	
	–1.4
	
	-0.4
	
	–3.0
	


Source:  Brewer et al (2008) Poverty and Inequality in the UK

Note: 1996-2001 data applies to GB; 2001-2007 data applies to UK

These changes in patterns of poverty and inequality have been driven by a wide range of factors but critical among these have been changing patterns of employment and the distribution of income through tax and benefit policy.  Certain groups have fared relatively well through policy change, in particular lone parent households, unemployed couples with children and single pensioners.  Childless non-pensioner households have fared badly by comparison.  Among the key drivers of poverty reduction for workless households with children has been the increased generosity of universal child benefit and child tax credit.  For pensioners, the introduction of a more generous minimum income guarantee has increased their relative share.   For those in work the introduction of a national minimum wage and its gradual increase has also made a difference.

Changes in social security entitlements for different household types have left those reliant on state support in very different positions in relation to both the poverty line and the Joseph Rowntree Foundation’s assessment of a minimum income standard (as shown in Table 2).  For working age adults without children, their minimum income corresponds to only two fifths of this minimum income standard. For couples and single parents with children, income support levels are roughly two thirds of MIS levels and 80% of the poverty line.   The Review’s task groups on social protection
 and social inclusion have specific recommendations on changes to the benefit system to reduce health inequalities.  
The JRF’s Minimum Income Standard (MIS)
This JRF Minimum Income Standard, published in 2008, aimed to find

out what level of income people in Britain think is needed to afford a socially acceptable standard of living in Britain today and to participate in society. The study compiled household budgets, combining expert knowledge with in-depth consultation with members of the public.  The MIS standard provides a new benchmark to inform future poverty debates and public policy decisions affecting the incomes of those worst off.

Table 2
Income Support levels in relation to poverty thresholds and Minimum Income Standards by family type 2008/9

	
	% of poverty line
	% of MIS1

	

	Single aged 25 no children
	50
	42

	Couple working age no children
	46
	42

	Couple 1 child age 3
	66
	62

	Couple 2 children aged 4, 6
	75
	62

	Couple children aged 3, 8, 11
	81
	61

	Single parent 1 child aged 3
	81
	67

	Pensioner couple aged 60 – 74
	94
	106

	Single pensioner aged 60 - 74
	107
	109


Source: Sefton et al 2009

1 Minimum Income Standard as calculated by Bradshaw (2008)

Unemployment and the Labour Market

Until 2009 there had been reductions in the proportion of workless households across all segments of the working age population, but particularly large decreases for single parents.  This group has benefited most from the introduction of the working tax credit, minimum wage and enhanced childcare support costs as well as programmes such as the New Deal for Lone Parents, during a decade of rising employment. There has been a reduction as well for single adults without children, but small reductions for two adult households – both types of households had relatively few workless households in 1995.    

Figure 7  Percentage of workless households by household type, United Kingdom, 1996-2007
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Over 2008 -9, during recession, the employment rate and the number of people in employment have fallen while the unemployment rate has increased. The number of job vacancies has fallen and the inactivity rate has increased: 

· the employment rate for people of working age was 73.3 per cent for the three months to April 2009, down 1.5 over the year. The total number of people in employment for the three months to April 2009 was down 271,000 over the quarter and down 399,000 over the year - the largest quarterly fall in the number of people in employment since comparable records began in 1971.
· The sector showing the largest fall over the quarter was manufacturing which fell by 78,000 to reach 2.94 million, the lowest figure since comparable records began in 1978.
· The unemployment rate was 7.2 per cent for the three months to April 2009, as the number of unemployed people increased by 232,000 over the quarter and by 605,000 over the year, to reach 2.26 million. 
· The redundancies level for the three months to April 2009 was 302,000, up 36,000 over the quarter and up 191,000 over the year. This was the highest figure since comparable records began in 1995.
· There were 444,000 job vacancies in the three months to May 2009, down 38,000 over the previous quarter and down 230,000 over the year. This is the lowest figure since comparable records began in 2001. Most sectors have shown falls in vacancies over the quarter with the largest fall occurring in finance and business services (down 18,000).
Taking the longer view the labour market continues to undergo structural change with a range of important health impacts.  These are particularly significant if unemployment continues to rise for routine and manual occupations, compounding existing health and mental health inequalities.

The continuing decline of the manufacturing sector has given rise to the dominance of the service sector leading to changes in both the industrial structure of employment and occupational composition. Until employment rates started to decline in the middle of 2008, they had increased fairly steadily over the previous 15 years. However, in 2008 the employment rate was roughly the same as it had been in 1971.

A more detailed examination of the data shows a very different picture for men and women. Between 1971 and 2008 male and female (working age) employment rates show considerable convergence; increasing by 14 percentage points for women and falling by 13 percentage points for men.  This meant that in April 2008, 79 per cent of working age men and 70 per cent of working age women were in employment.  Women are much more likely than men to work part time (40 per cent compared with 10 per cent), mainly to fit employment around caring for their children. These jobs are generally of lower quality (in terms of pay, conditions and status) than full time jobs and this relates to the overall lower position of women in the labour market.  Significant progress has been made in narrowing the pay gap between male and female employees but it remains high (particularly for women working part time).  

Labour market participation, wage growth and fiscal policy are critical drivers of inequality and poverty, and health inequalities.   The Review’s task group on employment arrangements has assessed the evidence and proposed some strategies and actions.  Also important, as described by CSDH and other policy analyses, are policies for neighbourhoods and environments and early years and education.  The following sections describe some recent policy interventions in these areas.
Neighbourhoods and housing

Neighbourhoods and housing matter to health in many ways. This ranges from the physical attributes of housing failing to provide adequate safe, dry, warm and not overcrowded accommodation  to neighbourhoods with concentrated disadvantage, where services are overburdened, basic amenities in short supply, and issues such as high crime, challenging schools and poor transport mar life chances for many.  The 1998 target said that no one should be disadvantaged by where they lived and aimed to close the gap between the 88 most deprived local authorities and the rest.    Significant resources have been invested in area-based policy, much focussed around the neighbourhood renewal strategy.  The flagship policy has been the New Deal for Communities - a £2 billion programme in 39 areas designed to close the gap in 10 years, finishing in 2010.   In these areas a range of other area-based initiatives are also in place e.g. Drug Action Teams, European Regional Development Fund, Youth Inclusion Programme and Sure Start.
   

Allied to this area-based approach, has been a significant investment in improving the quality of social housing stock, in particular the decent homes strategy, with an estimated £40 billion invested.
  This has included a focus on improving energy efficiency standards.  
Figure 8  Proportion of “non decent”
 homes by tenure, England, 1998-2006
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Source:  www.poverty.org.uk
More disadvantaged areas are typically disadvantaged across many domains.   Figure 9 for example looks at the relationship between incomes of neighbourhoods and the quality of the living environment (an index of poor quality housing, air quality and road traffic accidents).  It shows a clear gradient.

Figure 9  Quality of Living Environment by Average income score by vintile (20ths) of on Index of Multiple Deprivation 2007 
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1 Living Environment Score is based on measures of housing in poor condition, an air quality index and road traffic accidents.  Income domain score is based on claimants on means test income related benefits and tax credits and NASS vouchers
There remains a strong association between poverty and place and poor health.  In 1997, 51% of children entitled to free school meals were concentrated in 20% of schools; today it is 55%; of the 10% of local authorities with the highest unemployment rates in 1997, nearly two thirds remain in the bottom 10% today, and over 85% in the bottom quarter; and of the 10% local authorities with the highest percentage of out of work benefit receipts in 1999, 75% remained in the bottom 10% in 2007 and all bar one in the bottom 15%. The Review’s task group on the built environment has further evidence, analysis and proposals. 
The link between place and poor health is shown in the use of an area based target and programme for narrowing the gap in life expectancy.  A spearhead group of 70 local authority areas with the worst health and deprivation indicators, covering 28 per cent of the population, were identified, with the ambition to reduce the gap between life expectancy in these places and the average.  This strategy is currently being evaluated by the National Audit Office.
Childcare and early years support

Reflecting on evidence of successful intervention in the US (such as Perry preschool and Headstart) allied to the need to support an ambitious “welfare to work agenda”, there has been significantly expanded levels of childcare and early years support to families.  Through direct investment and a range of demand side subsidies, a new “early years” arm of the welfare state has essentially been born.   The Sure Start initiative has been subject to a major evaluation.  The first impact study pointed to some adverse outcomes for the most disadvantaged; a more recent study has cautiously suggested modest improvements across several child outcomes.
  It is planned for there to be a Sure Start Children’s Centre in every community in England – 3,500 Centres - by 2010.  Children aged 3-4 are also entitled to 12½ hours up to 38 weeks per year.  Take up of these childcare places is very high.   A new holistic approach to children’s policy has been introduced under the banner of “Every Child Matters”.  This has been welcomed by many in the field, however, there have been concerns that other elements of policy such as targeting and accountability mechanism, intiativitis and workforce issues have inhibited a truly joined up and holistic approach to children’s needs.  The report analysis and recommendations from the Review’s task group on early childhood and education relate to many of these concerns.

In terms of the longstanding divide in education between attainment for lower and higher socio-economic groups, the strategies of targeted interventions were combined with a focus on increasing attainment for all.  At the most recent comprehensive spending review, this was augmented with a particular focus on narrowing the gap in educational outcomes between those in receipt of free school meals and those not.  School funding formulae have been increasingly targeted at children from disadvantaged backgrounds although there have been concerns expressed about the efficacy of the current approach, both in terms of whether the funding is reaching those it is intended for, and whether all those in need are being correctly identified.
   Claims about the extent and nature of the reductions in attainment gaps are controversial; meanwhile the differences in educational outcomes depending on socio-economic background remains large and a recent report concluded that “the importance of family background to children’s early cognitive development may have remained constant” 
 
Figure 10  Percentage not achieving basic standards in English and Maths at 11 by gender and eligibility for free school meals, England, 2007
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Summarising recent action on the wider determinants is complex.  There are few areas where policymakers have not attempted intervention in order to act on social determinants of health: for instance supporting incomes, promoting work and flexible working, and investing in education and neighbourhoods.  That results have not met the level of ambition may reflect a combination of powerful counteracting forces – both social and economic– but may also relate to the policies pursued: the policies may not have always been the right ones, the degree of investment was insufficient, or the existence of significant barriers to delivery may have mitigated against success. The task of the Review will be, based on the best evidence, to propose policies that will reduce health inequalities at the same time as health improves for the whole population. 
3.  Key strategic themes 
Introduction
The purpose of this section is to facilitate and promote discussion on the proposals from the Task Groups and the strength of the evidence base. It does this by summarising the key themes emerging from the proposals put forward by Task Groups.
The remit of the Task Groups was to identify new evidence in the key policy areas where action is likely to be most effective in reducing health inequalities in the short, medium and long-term.  Each Task Group was focused on assessing the evidence in particular policy areas, as follows: 
· Early Child Development and Education; 

· Employment Arrangements and Working Conditions; 

· Social Protection; 

· the Built Environment; 

· Sustainable Development; 

· Economic Analysis; 

· Delivery Systems and Mechanisms; 

· Priority Public Health Conditions; and 

· Social Inclusion and Social Mobility. 

The evidence identified by the task groups and their associated proposals were used to generate the key themes outlined in this section.  These themes are intended to inform the deliberations of the next stage of the review, including Working Committees 2 and 3, the Review Commissioners and the stakeholder consultation.  As part of the process of identifying a prioritised and strategic set of recommendations, these generic themes will contribute to the framework for selecting and developing final recommendations and the more detailed implementation plans and timescales.

Task Group proposals

The proposals put forward by each Task Group (listed in Annex 1) identified the policies and initiatives they considered should be adopted to address health inequalities through social determinants in the thematic areas they covered. Although the proposals were specific to each Task Group’s own area, some cross-cutting and overarching themes emerged.  Many of their proposals were on related issues and in some cases these address the same issue in a consistent way (e.g. the need for open spaces). In others, although similar proposals were made, they related to different groups of people (e.g. minimum income for healthy living for older people and for people living on entitlements). 

Derivation of themes
The approach taken was to identify the cross-cutting thematic areas, where two or more Task Groups made similar proposals, and to then build on these to construct an overarching list of key themes that covered all the proposals from the Task groups.

The key emerging themes, in no priority order, are as follows:

1 Reducing material inequalities 

2 Enhancing potential 

3 Empowerment: enhancing social and community capital
4 Sustainability of neighbourhoods, transport and food systems
5 Quality and flexibility of work and security of employment

6 Protecting vulnerable groups

7 Public sector performance and responsibility 

8 Strengthening the approach to evidence based policy 

9 Strengthening universal health prevention

Further explanation of these eight themes in terms of the Task Groups’ proposals and analyses which underpin these broad areas is given below. Within several of the broad headings, it has made sense to subdivide the proposals to provide greater clarity and more detail on what the interventions might comprise.  For example, quality of employment has been divided into full and flexible employment, work-life balance and a “good” work environment. 

A list of the proposals supporting each theme is in Annex 1. Inevitably, some of the proposals support more than one of the eight themes – for example, those relating to empowerment also support the specific thematic area in which greater empowerment is being proposed (e.g. work, local neighbourhoods).  

Concepts and proposals underpinning each theme 
The concepts and proposed actions that underpin each of the key strategic themes are discussed below.

1 Reducing material inequalities 

The conceptual framework used by the Commission on Social Determinants of Health (CSDH) pointed to inequalities in society being fundamental drivers of inequalities in health. Social and economic inequalities act through the different exposures and vulnerabilities experienced by different groups such as some social and ethnic groups, women and men, and groups marked by vulnerabilities such as disability or experiencing other forms of social exclusion. Exposures are to be found in the conditions of daily life: the circumstances in which people are born, grow, live, work, and age. Hence reduction in health inequalities can be achieved by acting on social and economic inequalities and/or by acting on specific exposures and vulnerabilities.

Relative differences in material resources among different groups were considered by several Task Groups to contribute directly to health inequality. There is not unanimity on the mechanism through which this causal pathway operates. For instance, evidence was put forward by task groups for explanations based on the psycho-social effect of relative position in the social and economic hierarchy or based on the direct effect of differential access to other social determinants through the life course (e.g. area of residence, education, access to amenities and services). Material deprivation (in particular living in poverty) was seen to exclude people (particularly children and old people) from many aspects of social life, leading through isolation and psycho-social stress, to ill health. 

The different causal explanations for the relationship between material well-being and health outcomes lead to quite distinctive proposals for action from task groups. At the extreme, the former explanation (the psycho-social effect of relative position) leads to the conclusion that either there should be reduction in income inequality with consequent reduction in psycho-social disparity and/or a breaking of the link between lower income and worse health by reducing differentials in access to key social determinants of health (exposures in the CSDH conceptual framework) such as environment in early childhood, education, work, green spaces, services. Counter-arguments include the observation that if health inequalities are purely about relative positions, then the size of income differentials is less relevant, in that it takes no account of inter-generational transmission of wealth (e.g. through housing and other forms of capital accumulation) or other means of gaining access to social advantage that leads to improved psycho-social well being (e.g. inter-generational transmission of skills). 

In practice, there is not such a sharp distinction between those who argue for the importance of relative position and those who point to the importance of unequal access to key social determinants and services. If a levelling of this access could be achieved by making these assets (e.g. education, green spaces,) more readily available to everyone then the consequences of income disparity can be addressed without the need to alter income disparity. For example, by increasing access to green space from every home and taking action to make public space in deprived areas less threatening, harmful and stressful, the improvement for those in disadvantaged areas is likely to be proportionately greater than for others. 

Income will be relevant, however. The evidence makes it clear that, at lower levels of income, people simply do not have enough to meet societal standards for healthy living. 

As previously indicated, a key issue in taking forward income-based policies is whether the aim is to move progressively in the direction of equity in net income (possibly at a household rather than individual level) or whether the aim is simply to achieve, in a fixed time period, a step change in the minimum level of income available to a household.  In making proposals to reduce health inequalities through action on social determinants, the Task Groups were required to reflect the available evidence.  Options put forward included a reduction in wage and salary differentials (including those between men and women and between ethnic groups as well as between socio-economic groups), more progressive tax structures and simplification of benefits to ensure greater take up. These could be taken forward as separate alternatives or as a potentially cost-neutral package of measures (e.g. higher minimum wage with higher universal benefits some or all of which was clawed back through higher but more progressive taxes). Another proposal from the task group on sustainable development offered a potential alternative model based on lower but more equal incomes, as part of a low growth, more sustainable economy. 

2 Enhancing potential 

The importance of individuals having control over their everyday lives (e.g. work, social interaction and access to services) was viewed by several Task Groups as central to health outcomes. By gaining appropriate knowledge and skills, the potential that individuals have to exert control over their everyday lives and their life course is enhanced. A number of key pathways operate in relation to this dimension. Early child development and education are important in providing capability, in terms of skills in learning and reasoning, knowledge and social competences. This needs to be achieved across the different dimensions of child development and in the various settings in which a child spends its time (in particular the family, pre-school and school). 

The potential derived from early development is, of course, only realised if it is reinforced across the life course – by employment opportunities, social integration, gaining health literacy and the wider benefits of continued learning. There is strong evidence that “good work” and continued education can contribute to well being in adults.

3 Empowerment: enhancing social and community capital
There are many communities and social networks to which individuals may belong over their life course. The extent of their participation in these, and the added control over their lives that this brings, has the potential to contribute to their psycho-social well being and, as a result, to other health outcomes. Strengthening these resources, particularly among groups who are deprived or isolated (and so suffer from psycho-social stress and lack of control) forms the basis for several proposals. There are several dimensions that need to be addressed.
Social capital describes the links between individuals; links that bind and connect people within communities and those that connect people from different communities.  Social capital provides a source of resilience, a buffer against particular risks of poor health, through social support which is critical to physical and mental wellbeing, and through ties that help people find work, or get through economic and other material difficulties.
Community capital describes the ability of a community to exert influence on policies that affect them and to build individuals’ capacity within the community i.e. capacity from participation in community functions, groups, etc.  It is shaped both by the ability of communities to define and organise themselves, and by the extent to which national and local organisations seek to involve and empower communities. The evidence summarised by task groups showed that it is vital to build community capital at a local level to ensure that policies are both owned by those most affected and are shaped by their experiences. Contact with some services, for example, may be triggered by stressful life events such as bereavement, unemployment, bullying or physical attack. Services need to be part of the solution, not add to the stress.
4 Sustainability of neighbourhoods, transport and food systems
Creating a physical environment in which people can live healthy lives, with a greater sense of well being was identified as important by several groups as a means of reducing adverse spatial and community influences on the social gradient in health (based on the arguments outlined under Themes 1 to 3).  

One dimension of this is to have physical neighbourhoods that foster both thriving individuals and thriving communities. There was a strong view that children and the elderly in particular often feel excluded from public spaces, yet could be using these areas the most.  Interventions to promote safe, accessible environments were proposed, with access to green space and where an appropriate balance between people and vehicles is restored. At present, the absence of these positive features tends to be felt most strongly the greater the level of area deprivation. For instance, green spaces are either absent or are not perceived as safe. Traffic speeds are too great to promote walking and active living and the transport infrastructure inadequate to promote sustainability (e.g. injuries due to traffic accidents, although declining, remain more common in deprived areas).  Individual proposals made by the Task Groups address each of these. The proposals also focus on the need to empower communities in deprived areas, through renewal and actions to encourage and facilitate groups to meet.  

A second dimension is to encourage healthy and sustainable eating and greater physical activity. Of course, the measures to help individuals and communities thrive contribute to this aim. But there are further actions that can be taken to improve the food system to make healthier and more sustainable food choices available to low income groups, promote physical activity and improve the nutrition of mothers-to-be and their babies.

The third and final dimension is the need to ensure adequate housing. The absence of secure and reasonable quality accommodation affects both physical and mental health, particularly among children and the elderly. Proposals addressed poor or inadequately heated/insulated housing to ensure the physical health of children and the elderly, and action on homelessness, to prevent the physical and mental health problems that are concentrated in this group.
5 Quality and flexibility of work and security of employment

The evidence emphasises that work is central to the lives of people for a large part of their life-course. If control over day-to day decisions and the longer term direction of an individual’s life course are important to psycho-social well-being, then participation and empowerment at work and in the choice of work play a significant role in individual’s well-being.  Several groups saw access to “good work” as important in avoiding the negative impact of unemployment and social exclusion. Achieving this in a context of low or negative economic growth was seen as challenging, but achievable through greater flexibility, both in the workplace and in terms of more diverse arrangements for entering and leaving jobs (e.g. supported entry to the labour market, flexible retirement arrangements). 
Three dimensions are highlighted in the proposals. First, moving toward fairer employment by providing greater job security, reducing the cliff edge distinction between being in and out of work and reducing long term unemployment and the detrimental effects this has on mental and physical health. This includes greater flexibility to facilitate the recruitment and retention of vulnerable groups, such as those with physical or mental ill health or disability (see Theme 5 below).  Proposals include a simplification of the benefits system to remove disincentives, a more holistic approach to minimum income levels and action to ensure that more appropriate skills training is delivered.

The second dimension is to ensure a better work-life balance for those in work, both to reduce work-related stress and to make it easier for some groups to be in suitable work (e.g. lone parents).In addition to tailoring the proposals for fairer employment to the specific issues around work-life balance, this would involve building much greater flexibility and support into work and working time. It also includes greater emphasis on limiting working hours and work intensity. 

Third, in promoting the availability of “good work” the proposals focus on participation, control and reward and enforcing protection of workers from physical and psycho-social hazards (e.g. poor management practices, bullying, etc). More specifically some Task Groups also proposed that greater professional autonomy and empowerment of those working in the professions dealing with the care of the vulnerable and the development and education of children, as central to the effective delivery of the services on which many citizens depend directly or indirectly.  

6 Protecting vulnerable groups

While the majority of Task Group proposals are aimed at achieving social justice for all while having a greater proportionate effect with increasing disadvantage, some proposals focused on the most vulnerable in society. While this links with the discussion, under theme 1 and in section 4, , on whether the aim is to reduce the gradient in material circumstances or to target the most deprived, the need to protect the vulnerable was seen as being important under either scenario. The proposals seek to ensure that special measures are taken to ensure that social justice is not denied to individuals who are, either temporarily or permanently, the most vulnerable in society. They relate to broad range of people for whom equality with mainstream society is, or can be, difficult or obstructed. These include those with mental illness, disability or chronic illness, some ethnic minorities, asylum seekers, long term unemployed, homeless people and those on low incomes. 

There are four dimensions to this theme. First, the protection of vulnerable workers. A key element of this is to develop and maintain the labour market attachment of those whose vulnerability puts them at risk of losing their jobs (including the sick, disabled and mentally ill), and if unemployed, attempts to reintegrate them into work. Key tools for this could include ending the cliff edge distinction between “in” and “out” of work benefits (see theme 4 above), simplification of the benefit system and reducing limits on working hours.  

The second dimension to this theme is having a “Minimum Income for Healthy Living”. This standard was seen as important to strengthen the income of those in the poorest paid jobs, as being part of a more reasoned and open process for benefit setting and as being particularly important to the health of older people.

The third dimension is to ensure that vulnerable groups (such as the disabled, asylum seekers and the homeless) have adequate support both financially and in terms of specialist services to meet both their needs for basic living standards and those specific to their circumstances.  

Connected to this, the fourth dimension relates to ensuring adequate preventive and treatment services for those who are in some way vulnerable. While this is a focus of many existing policies, there remains considerable scope for doing more. Specific actions include targeted smoking reduction for those hardest to reach and, for lower socio-economic groups, ensuring availability and access to healthy foods and physical exercise, improved psycho-social well-being and childhood mental health. It also includes improving the detection and treatment of cancer, diabetes and cardiovascular diseases among the vulnerable, improving physical care among those with mental health problems, mental health care among those with physical health problems and increasing the use of contingency management within drug treatment programmes. The Review’s task group on priority public health conditions assessed the evidence and made proposals in this area.
7 Public sector performance and responsibility 

The capacity of public services to address inequity, disadvantage and the needs of vulnerable groups is seen as important by several Task Groups. This was seen as requiring action on two fronts. First, ensuring that the performance of the public sector is directed towards this through a synergy between national and local approaches, based on shared objectives.  Improving the morale, coherence, skills and autonomy of those on the front line is seen as essential to achieve this (linking Theme 4 on quality of employment). The need for a more strategic approach to performance managing the delivery of key long term outcomes was identified as important. In particular, a reduction in recent proliferation of targets and initiatives was seen as essential to a coherent local understanding and delivery of what matters most.  This is discussed further in the next section on the “Cross cutting challenges for the Review”. It also links to the issue of quality of employment of front line staff (Theme 4).

The second area of change seen as necessary in the public sector is in relation to its corporate responsibilities. Public services, particularly the health service, 

should promote sustainability nationally and in terms of its global responsibilities, and all local agencies should use their employment and purchasing powers to benefit local communities. Agencies, in particular the health service, should assess the global impact of their activities in undermining sustainability and widening health inequalities. 
8 Strengthening the approach to evidence based policy 

The strength of evidence for the existence of causal links and effective interventions has developed considerably since the Acheson Report was published. Nonetheless, some clear gaps in the evidence base and in the application of evidence to policy are identified in the proposals from Task Groups. These particularly relate to the evaluation of the impact of policies and interventions, the comparative costs and effectiveness of different initiatives (e.g. early child interventions), assessment of the equity of policies and the impact of interventions on inequality including for lone parents, ethnic minorities, disabled children, homelessness and evidence about the effectiveness of greater empowerment. A task for the Review will be to identify where such improvements will make a real difference to future policy.
9 Strengthening universal preventive activity on health

While many of the proposals of the Task Groups focus on targeting vulnerable groups or on devoting progressively more resources on groups with increasing levels of disadvantage, there was a recognition that universal preventative activity on health does impact on inequality. At the most general level, this includes ensuring that the health system has the ability to take a population perspective and is delivered in a sustainable way. Specific proposals included improving maternal and infant nutrition and the early detection of conditions that were a major cause of mortality (cancer, diabetes and cardiovascular diseases). A number of universal initiatives that would impact progressively across the social gradient, were proposed on the basis of the evidence. These included having a minimum price for alcohol, lowering the legal limit for blood alcohol, early childhood interventions and early prevention and treatment of childhood mental health problems.  
4. Cross-Cutting Challenges for the Review

The Review has begun to assess particular areas where action may be required for policy change.
 In developing the Review recommendations on the basis of this evidence and analysis, it is clear that there are some particularly challenging cross-cutting issues that need to be addressed. In this section, these challenges are set out and ideas on how these challenges may be addressed are proposed.  The aim is to stimulate discussion between the Review and stakeholders, to help achieve clarity in the final recommendations of the Review. 

1. Reducing the gradient

2. Beyond mortality:  Inequalities in “being well” and “well being”

3. The role of resilience
4. Public services – creating the conditions that foster change

5. Prioritising recommendations
6. The role of regulation
Some of the key issues are outlined below for discussion.

4.1  Reducing the gradient

The evidence shows that there is a gradient in health, with a progressive reduction in health status from the most advantaged individuals to those experiencing disadvantage. This holds for a range of health outcome measures (life expectancy, health expectancy, stress-related morbidity, violence, etc) over a range of indicators of relative social advantage and status (occupational and other measures of status, geography, parental background, education, income).
 These relationships can be found across the life course. In each case, the differences in health are progressive across the gradient. They are not simply attributes associated with extremes of advantage or disadvantage.

Making progress towards social justice requires that society makes efforts to take action across the social gradient. The ubiquity of the relationships points to the need to address these gradients through their social determinants. From a policy perspective that raises challenges, in particular over the balance of universal and targeted policies.

	Examples of Universal and targeted policy

	
	
	

	
	Universal
	Targeted

	Fiscal Policy
	Child benefit

Basic State Pension

VAT
	Income Tax

Income Support

Child Tax Credit

	Public Services
	NHS
	Social Housing

	Regulation
	Ban on smoking in public spaces
	


Universal and targeted policies have different merits.

Typically arguments in favour of targeting suggest that: 

a)
Scarcity of public resources means that public goods must be targeted at those most in need

b)
Some groups of people require interventions of a different/greater intensity to achieve the same outcomes as others

c) 
The more advantaged in society are better placed to take advantage of universal services to the detriment of those who need them most.

d)
Universal services can widen inequalities as they better fit the needs of more advantaged groups

Arguments in favour of universal policies argue that:

a) Targeted services, particularly for the poor, often become residualised with a detrimental impact on the quality of provision -“a service for the poor is a poor service.”  By contrast universal services maintain the stake for all in society. 

b) Targeted services, particularly for the poor often become stigmatised, resulting in low take up 

c) Targeting often means that key groups miss out as is the case with area based approaches to deprivation; most people on low incomes live outside the most deprived areas.

d) Targeting views the world through a static lens, whereas universal services lend themselves much better to a dynamic view of peoples lives, where peoples situation changes

e) Targeting policies can have significant administrative costs – particularly around individuals means tested financial support

All the arguments have some merit.  A progressive universal approach seeks to draw on the strengths of both: a universal approach progressively enhanced towards the needs of the most disadvantaged. In times of sound economic growth this ensures that all gain to some degree from increased investment.  However, there are some short and medium term pressures which affect what may be feasible. In England in 2010 and beyond, there will be spending constraints. This will create significantly tougher choices for policy makers, particularly in terms of trade-offs between short-term solutions and investment in long-term strategic improvements. Both the universal underpinning and sufficient enhancement of resources towards the more disadvantaged may come under threat. This can be illustrated from the perspective of health and education services. 

Health services

The NHS is a universal service. However there are some targeted elements within this (e.g. exemptions when charges are made) that are framed within  wider universal service provision. Specifically, the NHS aims to treat people on the basis of need, and in so far as need is graded, the NHS treats according to the gradient, assisted to some degree by setting target funding allocations progressively towards more deprived areas.  This means that across the service, both the benefits and drawbacks of a largely universal service are experienced

a) There is very high take up of the services provided by the NHS

b) The architecture of the universal service is shaped and influenced by the more advantaged, On the one hand this provides an important commitment of taxpayers to the service and a force for improving the quality of universal provision.  On the other hand, expressed demand from the relatively advantaged may drive the focus of services towards their priorities (e.g. reduced waiting times) and away from unexpressed needs (e.g. for preventative services or dealing with the more complex requirements of those with multiple problems that arise from accumulated disadvantage over the life course).

In this context, unmet need may occur for a variety of reasons but critically, in determining the resource allocation funding targets, “need” is largely derived from “utilization” of services after accounting for differences in the local supply of these services.  “Unexpressed need”, in terms of both prevention and treatment, tends to be insufficiently accounted for.

This raises certain considerations for the review.  If the NHS is going to do all it can to tackle health inequalities:

a) “Unexpressed need”, in both prevention and treatment, must be recognised as clearly as “expressed need” or “demand” in determining funding and targeting resources.  

b) A more holistic approach, based on ”overall need” is required to address inequalities. NHS and wider health-related services need to be planned and delivered in a way that shapes provision in line with “overall need”.

Education

Education is a largely universal service. As with health there is a small privately funded component available to the most affluent, and a range of targeted mechanisms to deliver greater school financial resources to more deprived students.
Although everyone has right to free compulsory education, there are disparities in the quality of education, experienced across the social gradient.
  This is true both in the quality of school performance (as rated by Oftsed assessments) but probably more strongly evident in individual performance, reflecting the disparities in the depth and breadth of social and educational challenges of pupils. A combination of catchment areas and so-called “selection by mortgage”, allied to social selection polices and streaming within schools has tended to concentrate advantage and disadvantage. 
While steps have been taken to address the issue of social mix, extra targeted funding has been used to mitigate this effect, on the basis that schools with extra social and educational challenges have greater resource requirements to deliver a comparable level of academic input. A targeted or more sharply progressive approach may be needed to reduce inequality in outcomes. 

4.2  Beyond mortality:  Inequalities in “being well” and “well being”

The focus of much health inequalities work in England, in particular the current PSA target, has been on inequalities in mortality (expressed in terms of inequalities in life expectancy and infant mortality).  These are undeniably important policy goals – both reflect the shortening of life that results from ill-health, poverty and social disadvantage.  However measures of mortality have two potential drawbacks as the sole drivers of policy around health inequality.  Firstly, as targets they may focus policy too squarely on increased treatment of the most proximal causes of death such as hypertension  (where short term extensions of life can be most easily be achieved), at the expense of more distal preventative interventions which would prevent the onset of medical problems. Secondly they capture inequalities in life threatening ill health, but not necessarily in the experience of good health and well being across the life course.
  

If the focus of attention of health inequalities is to include outcomes that precede mortality and to begin to capture inequalities in peoples’ quality of life, it creates many challenging issues   Do we approach physical health and mental health in similar ways?  How do we approach measures of health that are less objective and more difficult to quantify than death (for example because they depend on consistency in the processes that lead to diagnosis, are simply a marker of risk or are based on an individual’s perceptions or cultural constructs)?  How do we treat the relationships between psychological distress and broader notions of psychological well being?

While recognizing ongoing definitional debates around these issues, one helpful distinction may be between “being well”
 and “well-being”, where

“Being well” equates to the absence of physical or mental illness

and

“Wellbeing” is “positive physical, social and mental state; it is not just the absence of pain, discomfort and incapacity, it requires that basic needs are met, that individuals have a sense of purpose, that they feel able to achieve important goals and participate in society”
  
Seeking to impact on either well-being or being well could transform national policy on health inequalities from one focused on the beginning and end of life, to one concerned with peoples lives throughout the life course. However, there is some debate about what measures of well being show gradients in health and socio-economic status or whether some constructs of well being have a different distribution.  A health inequalities and social justice perspective puts the focus on those issues that are most associated with social determinants and are most pernicious in their impact on quality of life. Where inequality in well being is rooted in “social” causes, it may be amendable to “social” solutions. 
4.3 The role of resilience

The research evidence on health inequalities points to a broad range of influences across the life course that predispose individuals with more experience of adverse circumstances to poorer health outcomes than others. Nonetheless, as is usually the case, the known risk factors do not explain all the variability between individuals. There are also protective factors and many people who, having experienced a life of adversity adapt to these, to the extent that they appear to experience better health outcomes than would be expected from known risk factors.  In attempting to identify ways of reducing the magnitude of health inequalities, the experience of these individuals may offer valuable insights. Is it possible to isolate factors, in the individuals or in the communities in which they live, which weaken the relationship between adverse social and health outcomes?

Resilience refers to “the process of withstanding the negative effects of risk exposure, demonstrating positive adjustment in the face of adversity or trauma, and beating the odds associated with risks.”
   

In trying to understand what helps some people “beat the odds”, it is useful to clarify concepts.  “Resilience” is sometimes used simply to describe positive influences that are unaccounted for (or unmeasured) in the standard model of risk factors.  However it can also refer to particular kinds of influence, perhaps individual-level psychosocial factors (mental capital), or access to social support and social networks (social capital).  It can refer to community-level resources, such as strong networks, community based institutions or physical infrastructure such as access to green space or transport.  

It is also important to distinguish where the concept of resilience adds value beyond where it simply to the opposite of “risk factors”.  One dimension is in the ability of policymakers, practitioners and activists to move from a model that focuses on what is lacking in people’s lives (a “deficit” model) to one the builds on individual and community strengths in addition to tackling vulnerabilities (an “asset” model) in work with disadvantaged people and communties.
  This may be less stigmatising.
An additional domain may be that of psycho-social support. This may be achieved through strengthening social networks (family, friends or acquaintances), more formal mentoring or the use of therapies such as CBT, which assist individuals to cope with their situations (without necessarily changing the situation or the conditions in which they are originated).  However there are more upstream approaches as well, For instance, the Review’s Task Group report on work and employment outlines how consideration should be given to employees work demands, autonomy and control over work, the support they receive and the kinds of relationships which are fostered.  Through these types of approaches resilience can be enhanced.

4.4  Public Services – Creating the conditions that foster change

The Commission on the Social Determinants of Health emphasised the need to ensure that health equity is embedded in all policies, systems and programmes. In England, the existing health inequality targets are recognised to be targets for all of Government and there are numerous interventions, programmes and policies which have improving or protecting the health of the most vulnerable as one of their aims.  However system barriers to improved public services are widely recognised by those who focus on either equity or efficiency.  These barriers impact particularly on those further down the social gradient who are more likely to be reliant on public services (e.g. social housing, public transport, the benefit system, social care). The needs of people using multiple services for a complex range of issues are less likely to be met than those requiring only a single service. 

Reviews often look to for new “interventions”, particular policies that may help turn the corner or make significant impact in improving service quality.  However a handful of initiatives may not achieve as much as could be achieved by shaping the hundreds of billions already spent within public services around a health equity agenda. Key aspects of such an approach might involve:

1) Breaking out of silos to work on holistic solutions

2) Setting and working to longer time horizons and goals

3) Creating conditions that foster high performance and innovation

4) Making health equity a part of every policy

5) Shared vision and agendas

Breaking out of silos to work on holistic solutions 
There is nothing new about the call for Government and public services to work more effectively in a joined up way and joined up working and partnership have become an increasing part of the architecture of public service delivery. A commitment to working across silos has underpinned the approach to the health inequalities agenda. However, many public services – both from a national and local perspective - still remain largely delivered through silos with narrow perspectives and differing performance management regimes and funding arrangements  A social determinants approach to health inequalities highlights how it is the intersection between different domains that is critical – health and work, health and housing and planning, health and early years education – yet from the perspective of health, the overwhelming majority of resources are focussed on treating illness, in clinical settings when presented.  Similarly whilst we know that what takes place at home has the most powerful impact on children’s educational outcomes, almost all of education funding is spent on schools and other institutions working directly with children; engagement with parents, the home learning environment and home-school partnerships represent a tiny fraction of where investment goes.

Going beyond silos and addressing the intersections between domains, enables policymakers to focus on upstream, preventative measures.  Within health, resource allocations to PCTs in England will reach £84 billion pounds in 2010/11. How should that be balanced between treating sickness, undertaking health promotion and prevention and addressing the causes of health inequalities? How should partners (local authorities, other areas of government, voluntary organisations or the private sector) be involved in spending this budget, as well as their own, in a way that is more focused on addressing the social determinants of health?  How can we harness the effort and resources of those sectors that impact on health and its determinants, to directly consider health equity in their objectives? This may require a more holistic approach to the allocation and use of resources across silos (e.g. health, transport, communities, education, social protection).

Setting and working to longer time horizons and change goals

Nationally set targets and performance management of delivery organisations have tended to focus on narrowly defined short term objectives and targets, at the expense of broader and longer term aims. 
Many of those involved in delivery have argued that, to tackle health inequalities requires a commitment to longer time scales. Critical components in delivering reductions in health inequalities (such as community development and capacity building, partnership working, professional development, and local institution building) need ongoing investment and time to mature.  By contrast regular structural change, staffing shortages, fragmented and short term funding streams risk making change harder. 

Longer term outcomes of interventions are harder to evaluate; isolating the impact of a particular mechanism or approach over time is very difficult. For policy makers keen both to impact, and demonstrate impact, these challenges and longer time horizons can become prohibitive.  It is therefore necessary to link long term goals to shorter term stepping stones, but ensuring those interim goals are sufficiently nuanced, so as not to themselves undermine the long term objective.

Conditions that foster performance and innovation

The performance and innovation agenda has been a major driver of policy implementation across health and other public services. A key debate is around the balance between a centralised and devolved approach to service development.  The current system of public service delivery has been described as follows:  “The centralised system of managing public services is based on the concept of a ‘delivery chain’, whereby targets and policies are centrally defined and are then transmitted downwards through central and regional managers to the frontline providers who actually implement the reforms in their daily work, while lines of management and oversight (including monitoring the achievement of targets) feed up the chain in the opposite direction.” 
 

The Review’s Task Group on early child development and education argued that an increasingly centralised management system denudes professionals of their professional autonomy, impacts on morale and ownership of public service systems, limits the development of local solutions for local problems, and hinders genuine innovation. Addressing this would, of course, require alternative models of accountability for delivery.  
Where there are shortages of trained professionals required to deliver the basic functions of services necessary this is of course a major impediment to successful interventions and public service delivery.  While there have been significant increases in some public sector professions (doctors, nurses, teachers) other critical workforces, such as health visitors, are under pressure.    There are also concerns that as fiscal constraints bite, it is frontline workers, particularly those that lack political and popular support (e.g. social workers and jobcentre staff) may be cut.  At the same time where there are concerns that while substantial upskilling of the workforce is vital – as for childcare workers for instance – there may not be the resources to this.

Ensuring health equity is part of every policy

The CSDH emphasises the need to ensure that health equity is embedded in all policies, systems and programmes across the whole of government.  It argued to: “Place responsibility for action on health and health equity at the highest level of government, and ensure its coherent consideration across all policies, including recommending: 
- Parliament and equivalent oversight bodies should adopt a goal of improving health equity through action on the social determinants of health, as a measure of government performance;

- Institutionalise the monitoring of social determinants and health equity indicators and the use of health equity impact assessment of all government policies including finance.” 

Health equity audits and impact assessments are important tools to enable this but changing the way policymakers think and act is also critical.  If, for example, those responsible for transport, housing and energy policy were as concerned with maximising health as they were with economic goals that could have very positive impact on health equity.

Shared vision and agendas

Effective joined up working around the social determinants of health, requires commitment to shared visions and agendas.  These means effective collaboration across departments and agencies (both centrally and locally) not just agreed objectives but with a willingness to work differently and take alternative approaches.  In the context of PCTs and local authorities working together this means not simply agreeing shared goals around reducing the causes of health inequalities, but a willingness to on both sides not to be tied to their own traditional approaches.

While shared targets alone do not necessarily bring partners out of their silos, targets which are based on shared objectives, and driven through relationships based on mutual respect and appreciation of the logics which drive different players, stand a better chance of helping to influence the social determinants of health inequalities.  

4.5  Prioritising recommendations

Each policy choice represents a trade off, using resources – both financial and human – towards one goal rather than another, focussing efforts on one constituency instead of another.  Ideally, developing “win/wins” and synergies - creating virtuous cycles where small investments create large dividends and change is catalysed - is the most effective form of policy development.  However, none of this is easy to achieve and to deny that there are political and financial choices with implications and trade offs is disingenuous.  

Approaches to priority setting can be broadly categorised into those that are based on criteria relating to efficiency and those based on maximising equity. Economists argue that efficiency-based criteria are concerned with gains, rather than final outcomes. A key issue is who values the gains and how that valuation is undertaken. From a welfare perspective, the gains are valued by the individual. In ‘non-welfare’ perspectives, the gains are valued by a social planner. In the narrowest sense, efficiency is increased if some individuals gain and no-one loses as a result of an initiative. In terms of cost-effectiveness, an initiative is considered to have increased allocative efficiency if the incremental gain in health, as valued by the social planner, exceeded the incremental costs. 

In an environment in which costs matter, assessing the cost effectiveness of policy interventions is important. As resources become scarcer, this perspective becomes increasingly critical.  This raises particular challenges for a review with a strong focus on health equity and the social gradient:

a) What is our measure of gain?   Is a simple change in one dimension of health sufficient if there has been little commensurate effect on broader standard of living, and therefore on the range of alternative health disparities that will stem from them?  Does life expectancy, healthy life expectancy or even QALY capture the full range of gains that we should be looking for in outcomes?

b) Is impact at different positions of the social gradient equally important?   Should the impact on someone higher up the social gradient be valued as highly as a comparable impact on someone lower down or should they be valued differentially?  If so, how do we quantify the difference?  Should an intervention that only acts on part of the social gradient be considered efficient in terms of re-allocation? Should gains be valued in a way that would treat as efficient an initiative that acted uniformly across the social gradient (i.e. led to improvements across the board, but no change in relative inequalities)?  What assessment of efficiency should be ascribed to those whole population initiatives that have a greater uptake among the most advantaged than among the most vulnerable?  How is this assessment influenced by differential valuation of gain?  A proposal by Review commissioner, Professor Tony Atkinson puts forward an indicator that values both improvement in overall health and reduction in the social gradient in health. It does this by assigning progressively larger weights to health improvements as the social hierarchy is descended.

c) Do we have the tools and data to estimate the impact of complex upstream interventions?  Do we, equally, have an understanding of how long term gains from upstream interventions should be weighed against the potentially quicker wins from those further downstream? If we lack any of these, are we likely to take a reductionist approach that effectively gives greater priority to simpler, medicalised interventions, even when the evidence base tends to support the former.

d) To what extent can cost effectiveness analyses take account of “real world” complexity?  Can they really account for implementation issues in radically different kinds of interventions (e.g. early years development versus priority health conditions in later life). There are also a number of complex quantification issues e.g. true costs, uncertainties over likely effects, the difficulties of translating pilots into the mainstream, scaling up good practice and other “softer” issues to the scale required at the national level?
4.6  The role of regulation

Government regulation can have a powerful influence on the behaviours of organisations and individuals.  At times this may be seen as the Government over regulating and acting as a nanny state.   However, many of the most effective advances in public health have come from regulation, such as sanitation, food hygiene, control of asbestos, compulsory seat belts and smoking restrictions. The effectiveness of regulations may derive either from the controls they impose, the powers they grant to take action or the moral climate created, for instance drink driving. Across the wider determinants of health regulation often raises concerns about unintended consequences.  However, it is a potentially critical tool, for example through the introduction of the national minimum wage.

Regulation applies universally but does not necessarily have uniform impacts across the social gradient.  Regulation of drink driving may have substantially reduced the numbers of deaths and seriously injured across the social gradient, but may have left a steeper relative gradient thereafter.  Regulation around issues of low wages or household overcrowding by contrast, while applying to all, would have the greatest impact on the poorest. 

In assessing the potential use of regulation in areas such as health behaviour, employment conditions and environmental sustainability, policymakers need to consider whether other methods such as support and incentives proved ineffective and whether the cost (to the individuals or organisations) justifiable in terms of the potential gains.
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