











Figure 10 Populations living in areas with, in relative terms, the least favourable environmental
conditions, 2001-6
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Policy Objective F
Strengthen the role and impact of ill-health
prevention

Priority objectives

I

Prioritise prevention and early detection of
those conditions most strongly related to
health inequalities.

Increase availability of long-term and sus-
tainable funding in ill health prevention
across the social gradient.

Policy recommendations

Prioritise investment in ill health prevention
and health promotion across government
departments to reduce the social gradient.

Implement an evidence-based programme
of ill health preventive interventions that are
effective across the social gradient by:
Increasing and improving the scale
and quality of medical drug treatment
programmes

Focusing public health interventions such as
smoking cessation programmes and alcohol
reduction on reducing the social gradient
Improving programmes to address the caus-
es of obesity across the social gradient.

Focus core efforts of public health depart-
ments on interventions related to the social
determinants of health proportionately
across the gradient.

Many of the key health behaviours significant to
the development of chronic disease follow the social
gradient: smoking, obesity, lack of physical activity,
unhealthy nutrition. An example is shown for obes-
ity in Figure 11. Each of the five policy areas of our
recommendations are targeted at preventing the
social gradient in incidence of illness. In addition,
reducing health inequalities requires a focus on these
health behaviours.

The importance of investing in the early years is
key to preventing ill health later in life, as is investing
in healthy schools and healthy employment as well
as more traditional forms of ill-health prevention
such as drug treatment and smoking cessation pro-
grammes. The accumulation of experiences a child
receives shapes the outcomes and choices they will
make when they become adults.

Prevention of ill health has traditionally been the
responsibility of the NHS, but we put prevention
in the context of the social determinants of health.
Hence, all our recommendations require involve-
ment of a range of stakeholders. LLocal and national
decisions made in schools, the workplace, at home,
and in government services all have the potential to
help or hinder ill-health prevention.

At present only 4 per cent of NHS funding is
spent on prevention. Yet, the evidence shows that
partnership working between primary care, local
authorities and the third sector to deliver effective
universal and targeted preventive interventions can
bring important benefits.
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Figure 11 Prevalence of obesity (>95th centile), by region and deprivation quintile, children aged 1011
years, 2007/8
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Delivery systems

Even backed by the best evidence and with the most
carefully designed and well resourced interven-
tions, national policies will not reduce inequalities
if local delivery systems cannot deliver them. The
recommendations we make depend both on local
partnerships and on national cross-cutting govern-
ment policies.

Central direction, local delivery

Where does responsibility for action lie? There is no
question that central, regional, and local government
all have crucial roles to play. As we conducted this
Review, we formed partnerships with the North
West region of England, and with L.ondon; both
regions are seeking to put the reduction of health
inequalities at the centre of their strategy and
actions.?® They will be joined by several other local
governments, Primary Care Trusts, and third sector
organisations.

The argument was put to us that local practition-
ers want principles for action rather than detailed,
specific recommendations. L.ocal areas suggested
they will exercise the freedom to develop locally
appropriate plans for reducing health inequali-
ties. The policy proposals made in this Review are
intended to provide evidence of interventions that
will reduce health inequalities and to give directions
of travel without detailed prescription of exactly
how policies should be developed and implemented.
Similarly, the Review has proposed a national frame-
work of indicators, within which local areas develop
those needed for monitoring local performance
improvement in their own areas.

Individual and community empowerment

Linked to the question of whether action should be
central or local is the role of individual responsibil-
ity, often juxtaposed against the responsibility of
government. This Review puts empowerment of
individuals and communities at the centre of action
to reduce health inequalities. But achieving indi-
vidual empowerment requires social action. Our
vision is of creating conditions for individuals to take
control of their own lives. For some communities this
will mean removing structural barriers to participa-
tion, for others facilitating and developing capacity
and capability through personal and community
development.

There needs to be a more systematic approach
to engaging communities by Local Strategic
Partnerships at both district and neighbourhood
levels, moving beyond often routine, brief consulta-
tions to effective participation in which individuals
and communities define the problems and develop
community solutions. Without such participation
and a shift of power towards individuals and com-
munities it will be difficult to achieve the penetra-
tion of interventions needed to impact effectively on
health inequalities.

Strategic policy should be underpinned by a lim-
ited number of aspirational targets that support the
intended strategic direction, to improve and reduce

inequalities in life and health expectancy and moni-
tor child development and social inclusion across the
social gradient.

National health outcome targets across the

social gradient

It is proposed that national targets in the

immediate future should cover:

— Life expectancy (to capture years oflife)

— Health expectancy (to capture the qual-
ity of those years).

Once an indicator of well-being is developed

that is suitable for large-scale implemen-

tation, this should be included as a third

national target on health inequality.

National targets for child development across

the social gradient

It is proposed that national targets should

cover:

— Readiness for school (to capture early
years development)

— Young people not in education, employ-
ment or training (to capture skill devel-
opment during the school years and the
control that school leavers have over
their lives).

National target for social inclusion

Itis proposed that there be a national target
that progressively increases the proportion
of households that have an income, after tax
and benefits, that is sufficient for healthy
living.

National and regional leadership should promote
awareness of the underlying social causes of health
inequalities and build understanding across the
NHS, local government, third sector and private
sector services of the need to scale up interventions
and sustain intensity using mainstream funding.
Interventions should have an evidenced-based
evaluation framework and a health equity impact
assessment. This would help delivery organisations
shape effective interventions, understand impacts
of other policies on health distributions and avoid
drift into small-scale projects focused on individual
behaviours and lifestyle.

Conclusion

Social justice is a matter of life and death. It affects
the way people live, their consequent chances of
illness and their risk of premature death.

This is the opinion of the Commission on Social
Determinants of Health set up by the World Health
Organisation. Theirs was a global remit and we can
all easily recognise the health inequalities experi-
enced by people living in poor countries, people for
whom absolute poverty is a daily reality.
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Itis harder for many people to accept that serious
health inequalities exist here in England. We have
a highly valued NHS and the overall health of the
population in this country has improved greatly
over the past 50 years. Yet in the wealthiest part of
London, one ward in Kensington and Chelsea, a man
can expect to live to 88 years, while a few kilometres
away in Tottenham Green, one of the capital’s poorer
wards, male life expectancy is 71. Dramatic health
inequalities are still a dominant feature of health in
England across all regions.

Buthealth inequalities are not inevitable and can
be significantly reduced. They stem from avoid-
able inequalities in society: of income, education,
employment and neighbourhood circumstances.
Inequalities present before birth set the scene for
poorer health and other outcomes accumulating
throughout the life course.

The central tenet of this Review is that avoidable
health inequalities are unfair and putting them right
is a matter of social justice. There will be those who
say that our recommendations cannot be afforded,
particularly in the current economic climate. We
say that it is inaction that cannot be afforded, for
the human and economic costs are too high. The
health and well-being of today’s children depend on
us having the courage and imagination to rise to the
challenge of doing things differently, to put sustain-
ability and well-being before economic growth and
bring about a more equal and fair society.
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List of abbreviations

DEfRA  Department for Environment, Food
and Rural Affairs

DFLE Disability Free Life Expectancy

GCSE General Certificate of Secondary
Education

GHQ General Health Questionnaire
MIHL Minimum Income for Healthy Living
NHS National Health Service

NS-SEC National Statistics Socio-economic
Classification

ONS Office for National Statistics
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