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Terms of Reference

Terms of Reference
1. To moderate a Department of Health review of the latest available information on inequalities of health, using data from
the Ofﬁce for National Statistics, the Department of Health and elsewhere. The data review would summarise the evidence
of inequalities of health and expectation of life in England and identify trends.
2. In the light of that evidence, to conduct - within the broad framework of the Government's overall ﬁnancial strategy - an
independent review to identify priority areas for future policy development, which scientiﬁc and expert evidence indicates
are likely to offer opportunities for Government to develop beneﬁcial, cost effective and affordable interventions to reduce
health inequalities.
3. The review will report to the Secretary of State for Health. The report will be published and its conclusions, based on
evidence, will contribute to the development of a new strategy for health.
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Preface

Preface
This Report addresses an issue which is fundamentally a matter of social justice; namely that although the last 20 years have
brought a marked increase in prosperity and substantial reductions in mortality to the people of this country as a whole, the
gap in health between those at the top and bottom of the social scale has widened. Yet there is convincing evidence that,
provided an appropriate agenda of policies can be deﬁned and given priority, many of these inequalities are remediable. The
same is true for those that exist between the various ethnic groups and between the sexes.
In July 1997, I was invited by the Secretary of State for Health to review and summarise inequalities in health in England
and to identify priority areas for the development of policies to reduce them. To accomplish this task, I have been aided by a
small group of scientists. This Report is the result of our work together.
In this work, we have consulted widely and drawn on the expertise of a range of colleagues whose names are acknowledged
in the Report. We also acknowledge and have built on the work of those who have gone before us. We mention in particular
Sir Douglas Black's ground breaking report "Inequalities in Health". We have also found inspiration in the work of the World
Health Organisation which, in its European "Health for All" Policy, gives precedence above all other objectives to the
promotion of equity in health within and between countries.
There have been many relevant developments between the appointment of the Inquiry and our submission of this Report to
Ministers. From its earliest days in ofﬁce, the Government has expressed its concern about inequalities in health and in
February 1998 translated this concern into a central premiss of its consultation paper "Our Healthier Nation". This has been
followed not only by the 1998 Budget but by a succession of consultation documents and White Papers relevant to our
inquiry.
As our work developed, it has become clear that the range of factors inﬂuencing inequalities in health extends far beyond the
remit of the Department of Health and that a response by the Government as a whole will be needed to deal with them.
We believe that the policies and areas for policy development which we have identiﬁed from the available evidence,
comprise an effective agenda. Its components are congruent and mutually reinforcing. We are convinced that if this agenda is
implemented it will make a major beneﬁcial impact on inequalities in health. We hope that it will also provide a sound basis
for policy development well into the next millennium.
At this point, the scientiﬁc work of the Inquiry is done. We commend the Report to the elected Government as a signiﬁcant
contribution to social equity worthy of urgent consideration. It is now for the Government to decide the rate of
implementation and the affordability of our recommendations.
Sir Donald Acheson
September 1998
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Synopsis

Synopsis
Our task has been to review the evidence on inequalities in health in England, including time trends, and, as a contribution to
the development of the Government's strategy for health, to identify areas for policy development likely to reduce these
inequalities. We carried out our task over the last 12 months, drawing on scientiﬁc and expert evidence, and peer review.
Although average mortality has fallen over the past 50 years, unacceptable inequalities in health persist. For many measures
of health, inequalities have either remained the same or have widened in recent decades.
These inequalities affect the whole of society and they can be identiﬁed at all stages of the life course from pregnancy to old
age.
The weight of scientiﬁc evidence supports a socioeconomic explanation of health inequalities. This traces the roots of ill
health to such determinants as income, education and employment as well as to the material environment and lifestyle. It
follows that our recommendations have implications across a broad front and reach far beyond the remit of the Department
of Health. Some relate to the whole Government while others relate to particular Departments.
We have identiﬁed a range of areas for future policy development, judged on the scale of their potential impact on health
inequalities, and the weight of evidence. These areas include: poverty, income, tax and beneﬁts; education; employment;
housing and environment; mobility, transport and pollution; and nutrition. Areas are also identiﬁed by the stages of the life
course - mothers, children and families; young people and adults of working age; and older people - and by focusing on
ethnic and gender inequalities. We identify possible steps within the National Health Service to reduce inequalities. In our
view, these areas offer opportunities over time to improve the health of the less well off.
There are three areas which we regard as crucial:
all policies likely to have an impact on health should be evaluated in terms of their impact on health inequalities;
a high priority should be given to the health of families with children;
further steps should be taken to reduce income inequalities and improve the living standards of poor households.
These areas form the basis of our ﬁrst three recommendations.
We hope our report will provide a sound basis for policy development well into the next millennium.
Donald Acheson
David Barker
Jacky Chambers
Hilary Graham
Michael Marmot
Margaret Whitehead
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Part 1

Part 1
Introduction
Our Task
Our task is set out in the terms of reference and the commissioning letter from the Minister for Public Health (annex A). It
consists of two parts. The ﬁrst is to review the latest available information on health inequalities and "summarise the
evidence of inequalities of health and the expectation of life in England and identify trends". This review would be based on
data from the Ofﬁce for National Statistics (ONS), the Department of Health (DH) and elsewhere.
The second is to identify, in the light of the review, "priority areas for future policy development . . . likely to offer
opportunities for Government to develop beneﬁcial, cost effective and affordable interventions to reduce health inequalities".
These policy proposals are to be based on "scientiﬁc and expert evidence" and "within the broad framework of the
Government's ﬁnancial strategy".
Bearing in mind the commissioning letter and terms of reference, we have considered the work of the Inquiry to be scientiﬁc.
We have limited our recommendations to those based on scientiﬁc and expert evidence.
The short timescale of the Inquiry, combined with the broad nature of inequalities in health and their determinants,
prohibited a very detailed and comprehensive review. We acknowledge at the outset of this report that there are areas which,
given a longer period of time for our work, we would have reviewed in more detail. Other areas of work were omitted
because they were not included in our terms of reference.
So, although we recognise that the setting of targets concerned with reducing inequalities in health is an important area for
policy development, we were advised that consideration of this issue was not within the Inquiry's remit. We do, however,
welcome the setting up of the Chief Medical Ofﬁcer's working group which will consider targets, including those which
address inequalities in health, as part of the work on "Our Healthier Nation"1. In addition, we decided at an early stage not to
consider recommendations for research and development, although the need for further research and development is implicit
in many sections of the report.
A key objective of our report is to contribute to the development of the Government's strategy for health and an agenda for
action on inequalities in the longer term. The publication on the 5 February 1998 of the consultation paper "Our Healthier
Nation; a Contract for Health"1 was an important landmark. It identiﬁed the need "to improve the health of the worst off in
society and to narrow the health gap" as an overriding principle. This principle also underpins consultation papers on public
health from Scotland, Wales and Northern Ireland2-4.
Our report takes account of the main features of "Our Healthier Nation" as they affect inequalities. We discuss tackling
inequalities in the settings of schools, the workplace and neighbourhoods. Our section on the NHS includes an element on
the reduction of inequalities through local partnerships taking account of plans for Health Improvement Programmes and
Health Action Zones. It also takes into account the changes outlined in the White Paper "The New NHS: Modern and
Dependable"5.
Structure of the report
Our report is divided into two sections. Part 1 sets out the approach which we adopted in considering the causes of
inequalities in health, and some of the principles which have guided our work. This is followed by a summary of our review
of data on inequalities in health, "The Current Position". Part 2 is our review of the evidence from which we identiﬁed areas
for future policy development, and contains our recommendations. This section also adds to, and ampliﬁes, some of the data
presented in Part 1. In each of the identiﬁed areas for future policy development, we have summarised the inequalities that
exist, the evidence that indicates areas for policy development, and the beneﬁt which might result from such development. A
complete list of our recommendations, including cross references, is given at the end of Part 2.
Our approach

Historical context
Our report needs to be seen in its historical context, as an extension of scientiﬁc and policy development in this country over
more than a century. There is a long tradition in Britain of analysing national statistics to shed light on the nature and causes
of social inequalities in health6. This goes back at least to William Farr in 1837, when the General Register Ofﬁce was set
up. Farr, as the ﬁrst Superintendent of Statistics, clearly believed that it was the responsibility of the national ofﬁce not just to
record deaths, but to uncover underlying linkages which might help to prevent disease and suffering in the future7.
Firm foundations were set at that time which have allowed the documentation and monitoring of health inequalities over the
past 150 years to a much ﬁner degree than in many other countries. Social and public health reformers since then - from
Chadwick in the 1840s to Rowntree at the turn of the century and Titmuss and colleagues in the Depression and post-war
period - have carried on the tradition, bringing the evidence into the light of day for public debate and action.
Evidence on social inequalities and of inadequate access to health care in Britain also played a key role in pressure to set up
the welfare state in the post-war period, with the landmark Beveridge Report of 1942 setting out a national programme of
policies and services to combat the "ﬁve giants of Want, Disease, Ignorance, Squalor and Idleness"8.
It was an assessment in the mid-1970s that Britain was slipping behind some other countries in health improvement, despite
30 years of the welfare state, and speculation that persisting health inequalities were to blame, that led to the setting up by
the Government of the Research Working Group on Inequalities in Health in 1977, chaired by Sir Douglas Black. The
resulting Black Report9 presented in 1980, shortly after a new Government took ofﬁce, was a rare example, perhaps the ﬁrst
anywhere in the world, of an attempt authorised by Government to explain trends in inequalities in health and relate these to
policies intended to promote as well as restore health10.
The thrust of the recommendations in that seminal report were concerned with improving the material conditions of life of
poorer groups, especially children and people with disabilities, coupled with a re-orientation of health and personal social
services. Although there was little sign that the report's recommendations were given any ofﬁcial priority in Britain
throughout the 1980s, ripples from the report spread out far and wide, to be inﬂuential in research and public health debates
in many countries. For example, the Black Report played a part in inﬂuencing the decision of the member states (including
the UK) of the European Region of the World Health Organisation to agree a common health strategy in 1985, with equity in
health as a theme running right through it, and reduction in inequities as the subject of the ﬁrst of 38 targets to be achieved
by the year 200011. This in itself has proved a signiﬁcant development on the international front. In 1987, an update of the
evidence in the Black Report was commissioned and published under the title of "The Health Divide"12. This stimulated
widespread debate and led to renewed calls for greater priority to be given to the issue of inequalities in health10.
It was not until the 1990s, however, that signiﬁcant movement on the issue was perceptible. The Chief Medical Ofﬁcer for
England set up a sub-group under the auspices of "The Health of the Nation" national health strategy, to look into what the
Department of Health and the NHS could do to reduce variations in health13. The report of the sub-group was published in
1995, and in the same year, the King's Fund published an independent analysis of the wider policy options for tackling
inequalities in health in relation to housing, family poverty, and smoking as well as the NHS14. These initiatives, together
with a growing body of evidence from a great many in the public health ﬁeld, were inﬂuential in convincing the new
Government in 1997 of the need to set up the current Independent Inquiry.
Socioeconomic model of health
We have adopted a socioeconomic model of health and its inequalities. This is in line with the weight of scientiﬁc evidence.
Figure 1 shows the main determinants of health as layers of inﬂuence, one over another15,16. At the centre are individuals,
endowed with age, sex and constitutional factors which undoubtedly inﬂuence their health potential, but which are ﬁxed.
Surrounding the individuals are layers of inﬂuence that, in theory, could be modiﬁed. The innermost layer represents the
personal behaviour and way of life adopted by individuals, containing factors such as smoking habits and physical activity,
with the potential to promote or damage health. But individuals do not exist in a vacuum: they interact with friends, relatives
and their immediate community, and come under the social and community inﬂuences represented in the next layer. Mutual
support within a community can sustain the health of its members in otherwise unfavourable conditions. The wider
inﬂuences on a person's ability to maintain health (shown in the third layer) include their living and working conditions, food
supplies and access to essential goods and services. Overall there are the economic, cultural and environmental conditions
prevalent in society as a whole, represented in the outermost layer.
The model emphasises interactions between these different layers. For example, individual lifestyles are embedded in social
and community networks and in living and working conditions, which in turn are related to the wider cultural and
socioeconomic environment.
Socioeconomic inequalities in health reﬂect differential exposure - from before birth and across the life span - to risks

associated with socioeconomic position. These differential exposures are also important in explaining health inequalities
which exist by ethnicity and gender. One model of how these risks interconnect is shown in ﬁgure 2.
This model has been used to guide research. The research task is to trace the paths from social structure, represented by
socioeconomic status, through to inequalities in health. This can be done in stages, for example showing that work is related
to pathophysiological changes such as raised blood pressure or biochemical disturbances which are in turn related to disease
risk; or showing that the social environment in which people live is related to their health behaviour, such as patterns of
eating, drinking, smoking and physical activity.
The model also illustrates various intervention points. Medical care, for example, might intervene at the level of morbidity to
prevent progression to death, or earlier, at the level of pathophysiological changes to interrupt transition to morbidity.
Preventive approaches might act at the level of attempting to change individual risk, by encouraging people to give up
smoking or change diet. Interventions in the workplace or the social environment might encourage a climate which promotes
healthy behaviour or improved psychological conditions. Interventions at the level of social structure would reduce social
and economic inequalities.
Our approach is shared by the Government which, in "Our Healthier Nation", has expressed its determination to tackle "the
root causes of health". The Prime Minister emphasised this approach in his answer to a Parliamentary Question on low
income, inequality and health (11th June 1997).
". . . It is for that reason that the Secretary of State for Health has asked Sir Donald Acheson to conduct a further review
into inequality and the link between health and wealth ............... These inequalities do matter and there is no doubt that
the published statistics show a link between income, inequality and poor health. It is important to address that issue, and
we are doing so. The purpose of the windfall tax is to address that matter on behalf of young people and the long-term
unemployed. We are also addressing the issue by introducing the minimum wage, which will help those on low
incomes, and with welfare measures, particularly those designed to get single parents back to work"17.
Need to intervene on a broad front
The socioeconomic model also dictates the breadth of our review. A broad front approach reﬂects scientiﬁc evidence that
health inequalities are the outcome of causal chains which run back into and from the basic structure of society. Such an
approach is also necessary because many of the factors are interrelated. It is likely to be less effective to focus solely on one
point if complementary action is not in place which inﬂuences a linked factor in another policy area. Policies need to be both
"upstream" and "downstream".
For instance, a policy which reduces inequalities in income and improves the income of the less well off, and one which
provides pre-school education for all four year olds are examples of "upstream" policies which are likely to have a wide
range of consequences, including beneﬁts to health. Policies such as providing nicotine replacement therapy on prescription,
or making available better facilities for taking physical exercise, are "downstream" interventions which have a narrower
range of beneﬁts.
We have, therefore, recommended both "upstream" and "downstream" policies - those which deal with wider inﬂuences on
health inequalities such as income distribution, education, public safety, housing, work environment, employment, social
networks, transport and pollution, as well as those which have narrower impacts, such as on healthy behaviours. We describe
the impact of these on health at the various stages of the life course, by ethnicity and by gender.
Absolute and relative inequalities
The health gap between socioeconomic groups can be considered in both relative and absolute terms. An example of a
relative measure would be the ratio of the death rate in the lowest social class to that in the highest class. Death rates could
be, for example, twice as high in the lowest as in the highest social class. The equivalent absolute measure would subtract the
death rate in one group from that in another to give the rate difference. This could be expressed as, for example, the death
rate in the lowest social class is 50 deaths per 100,000 population greater than the rate in the highest social class.
Both relative and absolute measures have important implications. However, it may be argued that absolute measures are the
most critical, particularly with respect to identifying the major problems which need to be addressed. This is because an
absolute measure is determined not only by how much more common the health problem is in one group than another, but
also how common the underlying problem - for example the death rate in a particular population - actually is. A doubling in
social class V of the rate of occurrence of a rare disease is not as signiﬁcant as a doubling in the rate of occurrence of a
common disease. Major gains in attacking health inequalities are most likely to derive from addressing those health problems
which occur reasonably frequently, even if less common diseases may in relative terms demonstrate a steep gradient,
occurring, say, ten or twenty times more often in social class V than I. Relative measures are particularly useful for assessing

the relative importance of different causal factors, and are important tools in aetiological enquiry.
The penalties of inequalities in health affect the whole social hierarchy and usually increase from the top to the bottom.
Thus, although the least well off may properly be given priority, if policies only address those at the bottom of the social
hierarchy, inequalities will still exist. Accordingly, our approach addresses the socioeconomic determinants of health as they
affect the whole social spectrum.
Social environment, social support and health
The economic and social beneﬁts of greater equality seem to go hand in hand. The quality of the social environment is worst
where ﬁnancial deprivation is greatest, such as the inner cities. Recent research suggests that, in addition to the ill effects due
to absolute poverty, societies in which there is a wide gap between the rich and the poor suffer additional social problems, for
instance, through high rates of violence and crime, and truancy18. It has also been suggested that people with good social
networks live longer, are at reduced risk of coronary heart disease, are less likely to report being depressed, or to suffer a
recurrence of cancer and are less susceptible to infectious illness than those with poor networks19.
This work opens up a range of policy options. Policies to reduce social inequalities and to promote social networks are part
of a strategy to reduce inequalities in health in just the same way as action on economic inequalities or improvements in the
material environment of disadvantaged communities. These include, for instance, policies which reduce unemployment in
areas of social need, those which improve the availability of social housing for families close to their social networks, and
the provision of family support services which help parents protect their children from the effects of disadvantage. Freedom
from prejudice or discrimination, a respect for individual worth and a sense of belonging to society will help to reduce the
manifestations of exclusion, such as crime, violence, self-harm and isolation.
Priority for parents and children
While remediable risk factors affecting health occur throughout the life course, childhood is a critical and vulnerable stage
where poor socioeconomic circumstances have lasting effects. Follow up through life of successive samples of births has
pointed to the crucial inﬂuence of early life on subsequent mental and physical health and development20. The fact that the
adverse outcomes, for example, mental illness, short stature, obesity, delinquency and unemployment, cover a wide range,
carries an important message. It suggests that policies which reduce such early adverse inﬂuences may result in multiple
beneﬁts, not only throughout the life course of that child but to the next generation.
Another line of research, which concentrates on the effects of a mother's nutrition on her child's later health, has shown that
small size or thinness at birth are associated with coronary heart disease, diabetes and hypertension in later life. As two
principal determinants of a baby's weight at birth are the mother's pre-pregnant weight and her own birthweight, the need for
policies to improve the health of (future) mothers and their children is obvious21. It also follows that, among migrants who
move from a poorly nourished to a well nourished community, there will be implications for fetal growth and adult health for
more than one generation.
Taking into account these ﬁndings and the view expressed in "Our Healthier Nation" that "good health is the supreme gift
parents can give their children", we take the view that, while there are many potentially beneﬁcial interventions to reduce
inequalities in health in adults of working age and older people, many of those with the best chance of reducing future
inequalities in mental and physical health relate to parents, particularly present and future mothers, and children.
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Part 1 continued

Inequalities in Health: The Current Position
Socioeconomic inequalities in health and expectation of life have been found in many contemporary and past societies. In
England although information based on an occupational deﬁnition of social class has only been available since 1921, other
data identifying differences in longevity by position in society have been available for at least two hundred years. These
differences have persisted despite the dramatic fall in mortality rates over the last century6.
Inequalities in health exist, whether measured in terms of mortality, life expectancy or health status; whether categorised by
socioeconomic measures or by ethnic group or gender. Recent efforts to compare the level and nature of health inequalities
in international terms indicate that Britain is generally around the middle of comparable western countries, depending on the
socioeconomic and inequality indicators used22. Although in general disadvantage is associated with worse health, the
patterns of inequalities vary by place, gender, age, year of birth and other factors, and differ according to which measure of
health is used23.
General trends in health
Death rates in England have been falling over the last century, from a crude death rate of 18 per thousand people in 1896 to
11 per thousand in 199624,25. Over the last 25 years, there have been falls in death rates from a number of important causes
of death, for example lung cancer (for men only), coronary heart disease and stroke25.
Life expectancy has risen over the last century26, but not all life is lived in good health. Healthy life expectancy - the
measure of average length of life free from ill health and disability - has not been rising; the added years of life have been
years with a chronic illness or disability27.
The proportion of people reporting a limiting long standing illness has risen from 15 per cent to 22 per cent since 1975. The
proportion reporting illness in the two weeks previous to interview has nearly doubled from 9 per cent to 16 per cent. There
is a slight increase in the proportion of people consulting the NHS28.
Measuring socioeconomic position
A number of different measures can be used to indicate socioeconomic position. These include occupation, amount and type
of education, access to or ownership of various assets, and indices based on residential area characteristics. There has been
much debate as to what each indicator actually measures, and how choice of indicator inﬂuences the pattern of inequalities
observed. For example, measures based on occupation may reﬂect different facets of life for men compared to women, and
for people of working age compared to older people or children.
Choice of measure is often dictated by what is available. In Britain occupational social class is frequently used, especially for
data collected nationally. Table 1 shows examples of the occupations in each social class group.
Mortality
Over the last twenty years, death rates have fallen among both men and women and across all social groups25,29. However,
the difference in rates between those at the top and bottom of the social scale has widened.
For example, in the early 1970s, the mortality rate among men of working age was almost twice as high for those in class V
(unskilled) as for those in class I (professional). By the early 1990s, it was almost three times higher (table 2). This
increasing differential is because, although rates fell overall, they fell more among the high social classes than the low social
classes. Between the early 1970s and the early 1990s, rates fell by about 40 per cent for classes I and II, about 30 per cent for
classes IIIN, IIIM and IV, but by only 10 per cent for class V. So not only did the differential between the top and the bottom
increase, the increase happened across the whole spectrum of social classes29.
Both class I and class V cover only a small proportion of the population at the extremes of the social scale. Combining class
I with class II and class IV with class V allows comparisons of larger sections of the population. Among both men and
women aged 35 to 64, overall death rates fell for each group between 1976-81 and 1986-92 (table 3). At the same time, the
gap between classes I and II and classes IV and V increased. In the late 1970s, death rates were 53 per cent higher among
men in classes IV and V compared with those in classes I and II. In the late 1980s, they were 68 per cent higher. Among
women, the differential increased from 50 per cent to 55 per cent30.

These growing differences across the social spectrum were apparent for many of the major causes of death, including
coronary heart disease, stroke, lung cancer and suicides among men, and respiratory disease and lung cancer among
women29,30.
Death rates can be summarised into average life expectancy at birth. For men in classes I and II combined, life expectancy
increased by 2 years between the late 1970s and the late 1980s. For those in classes IV and V combined, the increase was
smaller, 1.4 years. The difference between those at the top and bottom of the social class scale in the late 1980s was 5 years,
75 years compared with 70 years. For women, the differential was smaller, 80 years compared with 77 years. Improvements
in life expectancy have been greater over the period from the late 1970s to the late 1980s for women in classes I and II than
for those in classes IV and V, two years compared to one year31.
A good measure of inequality among older people is life expectancy at age 65. Again, in the late 1980s, this was
considerably higher among those in higher social classes, and the differential increased over the period from the late 1970s to
the late 1980s, particularly for women31.
Years of life lost
Premature mortality, that is death before age 65, is higher among people who are unskilled. Table 4 illustrates this with an
analysis of deaths in men aged 20 to 64 years. If all men in this age group had the same death rates as those in classes I and
II, it is estimated that there would have been over 17,000 fewer deaths each year from 1991 to 1993. Deaths from accidents
and suicide occur at relatively young ages and each contribute nearly as much to overall years of working life lost as
coronary heart disease. Death rates from all three causes are higher among those in the lower social classes, and markedly so
among those in class V32,33.
These major differences in death rates and life expectancy between social classes do not just apply to those people already
well into adulthood. Infant mortality rates are also lower among babies born to those of higher social classes. In 1994-96,
nearly 5 out of every thousand babies born to parents in class I and II died in their ﬁrst year. For those babies born in to
families in classes IV and V, the infant mortality rate was over 7 per thousand babies. As with mortality at other ages, infant
mortality rates in each class have been decreasing over the last twenty years. However, there is no evidence that the class
differential in infant mortality has decreased over this period34.
Morbidity
Although death rates have fallen and life expectancy increased, there is little evidence that the population is experiencing less
morbidity or disability than 10 or 20 years ago. There has been a slight increase in self-reported long standing illness and
limiting long standing illness, and socioeconomic differences are substantial. For example, in 1996 among the 45 to 64 age
group, 17 per cent of professional men reported a limiting long standing illness compared to 48 per cent of unskilled men.
Among women, 25 per cent of professional women and 45 per cent of unskilled women reported such a condition. These
patterns were similar among younger adults, older men and among children28.
In adulthood, being overweight is a measure of possible ill health, with obesity a risk factor for many chronic diseases. There
is a marked social class gradient in obesity which is greater among women than among men35-37. In 1996, 25 per cent of
women in class V were classiﬁed as obese compared to 14 per cent of women in class I. For men, there was no clear
difference in the proportions reported as obese except that men in class I had lower rates of obesity, 11 per cent, compared to
about 18 per cent in other groups. Overall, rates of obesity are rising. For men, 13 per cent were classiﬁed as obese in 1993
compared to 16 per cent in 1996. For women, the rise was from 16 per cent to 18 per cent37.
Another indicator of poor health is raised blood pressure. There is a clear social class differential among women, with those
in higher classes being less likely than those in the manual classes to have hypertension. In 1996, 17 per cent of women in
class I and 24 per cent in class V had hypertension. There was no such difference for men where the comparable proportions
were 20 per cent and 21 per cent respectively37.
Among men, major accidents are more common in the manual classes for those aged under 55. Between 55 and 64, the nonmanual classes have higher major accident rates (ﬁgure 3). For women, there are no differences in accident rates until after
the age of 75 when those women in the non-manual group have higher rates of major accidents37.
Mental health also varies markedly by social class. In 1993/4, all neurotic disorders, such as anxiety, depression and phobias,
were more common among women in class IV and V than those in classes I and II - 24 per cent and 15 per cent
respectively38. This difference was not seen among men. However, there were striking gradients for alcohol and drug
dependence among men, but not women. For example, 10 per cent of men in classes IV and V were dependent on alcohol
compared to 5 per cent in classes I and II, (ﬁgure 4)38.

Trends in socioeconomic determinants of health
Income distribution
Over the last twenty years, household disposable income per head of population has grown both in actual and in real terms.
Between 1961 and 1994, average household disposable income (in real terms) rose by 72 per cent39. However, this was not
experienced to the same extent across the whole of the income distribution.
The median real household disposable income, before housing costs, rose over the period 1961 to 1994 from £136 per week,
to £234 per week (ﬁgure 5). The top decile point more than doubled, from £233 per week to £473 per week. The bottom
decile point rose by 62 per cent from £74 per week to £119 per week.
Households below average income
The proportion of people whose income is below average has been at about 60 per cent for the last 35 years (ﬁgure 6).
However, the proportion of people below half of the average income (the European Union deﬁnition of poverty) has grown
over this period from 10 per cent in 1961 to 20 per cent in 1991. It has decreased since then and was at 17 per cent in
199540.
Education
Since the early 1970s, the proportion of children aged 3 or 4 who attend school has trebled from 20 per cent to nearly 60 per
cent40. The proportion who attend school (as opposed to playgroups) varies from 84 per cent in the North East to 43 per cent
in the South West41.
Educational attainment - as measured by the proportion of children gaining 5 or more GCSEs at grades A star to C - has risen
from less than 25 per cent in 1975/76 to about 45 per cent in 1995/9640,42. This measure of attainment varies not only by
gender, but also by geographical area and by measures of deprivation.
As well as looking at the future workforce and their qualiﬁcations, it is useful to look at the educational attainment of those
presently of working age40. In 1997, 16 per cent of men and 21 per cent of women of working age had no qualiﬁcations.
There were also large differences between ethnic groups (ﬁgure 7).
Employment
The seasonally adjusted unemployment rate for those aged 16 and over stood at 6.2 per cent in summer 1998, almost three
times the level of 30 years ago43. Although rates have been falling since 1993, there have been changes in the patterns of
unemployment over the last thirty years, well beyond what might have been expected from seasonal and cyclical variations
(ﬁgure 8). Youth unemployment is still at higher rates now than it was in 1991 and unemployment rates are four times higher
among unskilled workers than among professional groups44.
Across different ethnic groups, there are very different rates of unemployment (table 5). Those from minority ethnic groups
have higher rates than the white population. Black men have particularly high unemployment rates as do Pakistani and
Bangladeshi women45.
Housing
Over the last sixty years, the number of dwellings has doubled from 10.6 million in 1938 to 20.7 million in 199746,47.
Housing tenure has also changed dramatically over this period with a doubling of the proportion of owner-occupied
dwellings46,47 and a dramatic fall in the proportion of privately rented dwellings (table 6).
There has also been a growth in the number of one-person households over the last ten years from 4.4 million in 1984 to 5.5
million in 1995/9648. The proportion of all households which had only one person rose from 25 per cent to 28 per cent over
this period. In 1984, 46 per cent of one-person households were owner occupied. By 1995/96, this had grown to 54 per cent
(table 7).
Between 1991 and 2016, the number of households is expected to rise from 19.2 million to 23.6 million - a rise of 4.4
million households49.
Conditions of the housing stock vary considerably. In 1996 about 14 per cent of all households were living in poor
conditions. About 8 per cent of dwellings in England were unﬁt, and about 7 per cent of households were living in unﬁt
dwellings. The proportions of households in unﬁt dwellings varied with the type of tenure, from 4 per cent in the Registered
Social Landlord sector to 18 per cent of households who rented from private landlords. In urban areas, 8 per cent of
dwellings were deemed unﬁt whereas in rural areas, 5 per cent were deemed unﬁt50.
Homelessness

Between 1982 and 1992, there was a steep increase in the number of households accepted by Local Authorities as homeless.
Since then, there has been a decrease of about a quarter. Of the 166,000 households classiﬁed as homeless in 1997, over
103,000 were accepted by local authorities to be unintentionally homeless and in priority need. Over half of households
accepted by local authorities as homeless had dependent children and a further tenth had a pregnant household member51.
Public safety
The crime rate has nearly trebled since 1971. In 1996, the crime rate in England was nearly one crime for every ten
people40. Crime rates were highest in areas with large conurbations - the North East, Yorkshire/Humberside and London41.
There were also different crime rates in different types of areas - lowest in afﬂuent suburban and rural areas and highest in
council estates and low income areas (table 8).
Different areas of the country have very different rates of particular types of crime. London has the highest rate of fraud and
forgery, robbery and sexual offences. The North East has the highest rate of criminal damage and the lowest rate of sexual
offences. Yorkshire and the Humber has the highest burglary rate. The East has the lowest overall crime rate41.
Transport
Access to private means of transport has increased in recent years. In 1996, 70 per cent of households had access to a car or a
van. This compared with just over half of households in 1972. About a quarter of households had access to two or more cars
and vans compared to only 9 per cent in 1972 (ﬁgure 9)28,52,53.
Those with access to two or more cars or vans were not only more likely to be economically active, but also tended to be in
the higher socioeconomic groups. Only seven per cent of households had access to two or more vehicles when the head of
household was economically inactive compared to 36 per cent of households with an economically active head28. In 1991,
those who lived in the social rented sector had the highest proportion with no access to a car, 68 per cent, while those in the
owner occupied sector had the smallest proportion with no access, 19 per cent52.
How people travel to work differs depending on whether the areas in which they live are urban or rural54. In England in
1991, 60 per cent of people travelled to work by car in urban areas and 69 per cent in rural areas. Rail and bus accounted for
17 per cent of journeys to work for those in urban areas but only for ﬁve per cent for rural areas. A higher proportion of
people work at home in rural areas, 12 per cent compared to four per cent in urban areas (table 9).
Health related behaviour
Over the last twenty years, the proportion of people who report that they smoke cigarettes has fallen. In 1974, roughly a half
of men and two ﬁfths of women smoked cigarettes, compared with less than 30 per cent of men and women in 1996. The
trends in drinking alcohol are broadly unchanged over this period. However, the proportion of women who drank more than
14 units of alcohol a week rose from 9 per cent in 1984 to 14 per cent in 199628.
There is a clear social class gradient for both men and women in the proportion who smoke. In 1996, this ranged from 12 per
cent of professional men to 41 per cent of men in unskilled manual occupations and from 11 per cent to 36 per cent for
women28. In spite of the major class differences in dependence on alcohol in men38, there are very small differences in the
reported quantities consumed. This is not the case among women where higher consumption is related to higher social
class28.
Among women, there are no differences in levels of physical activity across the social classes. Among men, higher
proportions in the manual classes have a high level of physical activity than in the non-manual classes. However, some of
this difference is due to work related physical activity. Men in non-manual occupations have higher rates of leisure time
physical activity35.
People in lower socioeconomic groups tend to eat less fruit and vegetables, and less food which is rich in dietary ﬁbre. As a
consequence, they have lower intakes of anti-oxidant and other vitamins, and some minerals, than those in higher
socioeconomic groups35,55-58.
One aspect of dietary behaviour that affects the health of infants is the incidence of breastfeeding. Six weeks after birth,
almost three quarters of babies in class I households are still breastfed. This declines with class to less than one quarter of
babies in class V. The differences between classes in rates of breastfeeding at six weeks has narrowed slightly between 1985
and 199559.
Trends in health differences between minority ethnic groups
There are many indications of poorer health among the minority ethnic groups in England. For example, people in Black
(Caribbean, African and other) groups and Indians have higher rates of limiting long standing illness than white people.

Those of Pakistani or Bangladeshi origin have the highest rates. In contrast, the Chinese and "other Asians" have rates lower
than the white population60.
Although in analysing mortality rates we have to use country of birth as a proxy for ethnicity, a similar pattern emerges61.
There is excess mortality among men and women born in Africa and men born on the Indian sub-continent and men and
women born in Scotland or Ireland (table 10).
Many women from minority ethnic groups giving birth in the 1990s were born in the United Kingdom. Because country of
birth of the mother, and not ethnicity, is recorded at birth registration, it is not possible to estimate infant mortality rates by
minority ethnic group. However, among mothers who were born in countries outside the UK, those from the Caribbean and
Pakistan have infant mortality rates about double the national average. Perinatal mortality rates have also been consistently
higher for babies of mothers born outside the UK. The differences between groups have not decreased over the last twenty
years34.
Trends in health differences between the sexes
Death rates have been falling for both males and for females (ﬁgure 10). Since 1971, these have decreased by 29 per cent for
males and by 25 per cent for females, narrowing the differential in death rates very slightly. Cancers and coronary heart
disease account for 55 per cent of the deaths of men and 42 per cent of the deaths of women25.
At each age in childhood, and on into adulthood, the age-speciﬁc mortality rates for boys is higher than for girls (ﬁgure
11)62. For the under 5s, nearly half of the difference is due to external causes, in particular accidental drowning and
submersion. For children aged 5 to 14, external causes, chieﬂy motor vehicle trafﬁc accidents, account for nearly 70 per cent
of the difference25.
Although the life expectancy gap between males and females is decreasing26, this is not the case for healthy life expectancy.
Healthy life expectancy of females is only two to three years more than that of males27. Overall, there is little difference in
the proportions of males and females reporting a limiting long standing illness53. Women report more illness of many
different types than men during the reproductive years53.
For both children and adults of working ages, males have higher major accident rates than females (ﬁgure 12). At older ages,
women have higher major accident rates than men37.
The proportion of smokers is higher among girls than boys63. By adulthood, the proportions of men and women smoking are
about the same (29 and 28 per cent), compared with 51 per cent of men and 41 per cent of women in 197453. For both
children and adults, males are more likely to drink alcohol heavily than females53.
Conclusion
Inequalities by socioeconomic group, ethnic group and gender can be demonstrated across a wide range of measures of
health and the determinants of health. Analysis of these patterns and trends in inequalities has informed the development of
areas for future policy development, which are considered in Part 2.
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Part 2
Reducing Inequalities in Health
Introduction: assessing the evidence
We have sought to ensure that our recommendations are based on scientiﬁc and expert evidence. To this end, we have
consulted with a wide range of experts and incorporated a process of peer review. In summary, we commissioned a series of
input papers from experts broadly to match the sections of the report. Most of these experts consulted widely amongst other
researchers in their ﬁeld. For each of these commissioned papers, we obtained an independent scientiﬁc commentary. We
also sought and received a considerable volume of material from institutions and individuals with expertise or experience
relevant to inequalities in health, including scientiﬁc reviews and papers. A separate Evaluation Group was convened to
consider the commissioned papers with associated commentaries and asked to report on the quality of the evidence on which
the recommendations in the papers were based, and to identify gaps64. A more detailed description of the process is given in
annex B.
All this material was considered and discussed within the Scientiﬁc Advisory Group. The material reﬂected a wealth of
descriptive data documenting inequalities in health and a growing quantity of research exploring mechanisms. However,
controlled intervention studies are rare. Indeed, the more a potential intervention relates to the wider determinants of
inequalities in health (ie "upstream" policies), the less the possibility of using the methodology of a controlled trial to
evaluate it. We have, therefore evaluated many different types of evidence in forming our judgement. The following sections
incorporate our assessment of the full spectrum of evidence which we reviewed.
Cross-Government Issues
If future inequalities in health are to be reduced, it will be essential to carry out a wide range of policies to achieve both a
general improvement in health and a greater impact on the less well off. By this we mean those who in terms of
socioeconomic status, gender or ethnicity are less well off than average in terms of health or its principal determinants - such
as income, education, employment or the material environment.
The impact of policies designed to improve health may have different consequences for different groups of people which are
not always appreciated. Some policies will both improve health and reduce health inequalities. The introduction of the NHS
beneﬁted the health of all sections of the population, particularly women and children, many of whom were excluded from
previous arrangements under the National Insurance Act.
A well intended policy which improves average health may have no effect on inequalities. It may even widen them by having
a greater impact on the better off. Classic examples include policies aimed at preventing illness, if they resulted in uptake
favouring the better off. This has happened in some initiatives concerned with immunisation and cervical screening, as well
as in some campaigns to discourage smoking or to promote breastfeeding. More recently, the Government's welcome
decision to provide a pre-school place for every child aged four in the country is likely to beneﬁt health on average but could
have the unintended effect of increasing inequalities. This would happen if the children of the better off made more effective
use of the service.
These examples highlight the need for extra attention to the needs of the less well off. This could be accommodated both by
policies directed at the least well off and by an approach which would require the need for inequalities to be addressed
wherever universal services are provided, such as publicly funded education and the National Health Service, and where
other policies are likely to have an impact on health.
A broader approach of this kind which explicitly addresses inequalities could provide a new direction for public policy. It is
our view that, in general, reductions in inequalities are most likely to be achieved if policies are formulated with the
reduction of inequalities in mind.
1. We RECOMMEND that as part of health impact assessment, all policies likely to have a direct or indirect effect on
health should be evaluated in terms of their impact on health inequalities, and should be formulated in such a way
that by favouring the less well off they will, wherever possible, reduce such inequalities.

This proposal for a systematic impact assessment of policy on health inequalities is a signiﬁcant extension to the steps
already taken by Government to apply impact assessments to its policies1, and to ensure better coordination across
Whitehall.
We suggest that this proposal needs to be supported by a small and effective unit with a pan-Government view. Such a lead
by Government would allow action on inequalities to be both reviewed and promoted. It would also serve to further
encourage the steps being taken to strengthen coordination at both central and local level.
1.1 We recommend establishing mechanisms to monitor inequalities in health and to evaluate the effectiveness of
measures taken to reduce them.
The effects of future policies will need to be monitored at regular intervals. For this purpose, the Government will require
authoritative statistics on inequalities in health and the factors inﬂuencing them at national and local level. These will also be
needed in order to set targets for reduction of health inequalities. A number of concerns about the presently available data
have been raised with us. These include the scope for monitoring inequalities among older people, when many data sources
have an effective cut-off point of age 64. There are continuing inconsistencies in the treatment of males and females in the
census and at death registration, where married women are still mainly classiﬁed by the social class of their husband. There
is also a need for greater consistency between data from the census, from vital registration and from other sources.
1.2 We recommend a review of data needs to improve the capacity to monitor inequalities in health and their
determinants at a national and local level.
We have emphasised the priority we will be giving to parents and children in the report as the best way of reducing future
inequalities in physical and mental health. This issue is relevant across Government.
2. We RECOMMEND a high priority is given to policies aimed at improving health and reducing health inequalities
in women of childbearing age, expectant mothers and young children.

Areas for Future Policy Development
1. Poverty, Income, Tax and Beneﬁts
Poverty and income
Inequality
Inequalities in health are of long standing and their determinants are deeply ingrained in our social structure. Since 1980,
although health and expectation of life have generally improved, the social gradients of many indicators of health have
deteriorated or at best remained unchanged. Although this period was also marked by substantial economic growth, income
differentials widened to a degree not seen since the Second World War. It also saw the reversal in the trend to greater equality
seen in the 1960s and 1970s. Average incomes grew in real terms by about 40 per cent between 1979 and 1994/5, but this
growth was far greater (60-68 per cent) amongst the richest tenth of the population. For the poorest tenth average income
increased by only 10 per cent (before housing costs) or fell by 8 per cent (after them). There has been some improvement in
the relative position of the poorest groups in the period since 1992 but income inequality is still pronounced and is worse
than in many other developed countries65.
The differences in incomes between those on means-tested beneﬁts and those with other sources of income are a major
determinant of income inequality in the United Kingdom. Among the poorest ﬁfth of the population, the majority have
incomes set by the level of means-tested beneﬁt65. People on low income, deﬁned as below half average income, are more
likely to be unemployed, lone parents and their children, people with disabilities or pensioners and to live in social housing.
Some minority ethnic groups, especially Pakistanis and Bangladeshis, are over-represented in the poorest ﬁfth of the income
distribution65-69.
A similar picture emerges if poverty is deﬁned as the receipt of Income Support. Almost a quarter of all households include
at least one person receiving Income Support70. Measured over a two year period, this ﬁgure rises to more than a third. The
number of people receiving Income Support has risen from just over 4 million in 1979 to 9.6 million in 199671.
Comparisons over time are difﬁcult but recent work has shown that the proportion of the population with below half average
income has more than doubled since 1979, to reach 18 per cent in the mid 1990s72.
Many studies and analyses have demonstrated the association of increasingly poor health with increasing material
disadvantage. For instance, all cause mortality is correlated with Townsend deprivation score, an index which combines

disadvantage. For instance, all cause mortality is correlated with Townsend deprivation score, an index which combines
indicators of unemployment, lack of car, not being an owner occupier and overcrowding. The highest mortality rates for both
men and women are found among those who live in areas with the highest scores (most deprived), and the lowest in those
from areas which are least deprived73. People living in households with incomes of £350 or more per week have
signiﬁcantly lower rates of self-reported long standing illness than those living in households with an income of £200 per
week or less74. However, available evidence is insufﬁcient to conﬁrm or deny a causal relationship between changes in
income distribution and the parallel deterioration in inequalities in some areas of ill health. Nevertheless, we take the view
that these changes are likely to be related. In addition to being responsible for part of the burden of morbidity and mortality,
they probably contribute to the persistence of the steep, unfavourable socioeconomic gradients in smoking and in the
consumption of important nutrients such as antioxidants. Perhaps even more important is the damage persistent family and
childhood poverty does to the health of future generations.
We welcome the Government's declared intention to redress income inequalities through the establishment of a national
minimum wage, "Welfare to Work" and other measures. This approach should be accompanied by efforts to redistribute
resources, in cash or kind, to those who, for reasons such as age or disability, are unable to work, and to those families for
whom work is not available or appropriate. We consider that without a shift of resources to the less well off, both in and out
of work, little will be accomplished in terms of a reduction of health inequalities by interventions addressing particular
"downstream" inﬂuences.
Tax and Beneﬁts
A fairer tax system will help the less well-off who are in work. It can boost the incomes of those in low paid work, neutralise
the poverty trap for those able to work and reduce inequalities. Recent changes, such as "Welfare to Work" and the
announcement of the Working Families Tax Credit Scheme in the 1998 Budget, explicitly recognise the link between tax and
beneﬁts for working families. It is too early to assess the effects of these changes and they will need to be kept under review.
It is our view that more may need to be done. Over the last 20 years a greater proportion of total taxation has been raised by
indirect taxes75, notably through VAT but also through excise duties. We note the Government's pledge not to extend VAT to
food, children's clothes and public transport fares, and the action it has taken to reduce VAT on domestic fuels in a direct
effort to help poorer and older people. Shifting the tax burden from regressive to more progressive forms of taxation and
ﬁscal policies which take account of the combined impact of direct and indirect taxation on the living standards of lower
income groups, would help mitigate the effects of income inequalities.
For the least well-off members of society, however, it is the beneﬁt system which is the principal determinant of living
standards. A comprehensive review of the social security system and its implications for health are beyond the capacity and
competence of the Inquiry. Welfare reform is, however, on the Government's agenda. We believe it is important that, over
time, beneﬁt and pensions levels are set at a level sufﬁcient to pay for items and services necessary for health and for
participation in society.
We have decided to focus on two groups where we believe the current system fosters major inequalities in health and which
will not reap the full beneﬁts of the Government's recent, work-related reforms. These groups are families with children and
pensioners.
Evidence
Poverty falls disproportionately on children. In the mid 1990s, around one in four of the total population in Britain were
living in poverty (below 50% of average income after housing costs). Among children, the proportion was one in three76. In
1996, 2.2 million children were in a family receiving Income Support77.
A child, and additional children, has a much greater impact on the standard of living of poorer than better-off households78.
Yet current levels of beneﬁts are not generous, either relative to average incomes or to levels found in much of continental
Europe79. Income Support falls signiﬁcantly short of the level that independent experts determine to be the modern
minimum. In 1992/3, the income of a single pensioner, owner occupier on Income Support fell £8 per week short of the
standard; a couple with two children needed £34 more beneﬁt to reach the standard80,81. Depending on age, Income Support
rates meet between 67 per cent and 90 per cent of minimum needs of children, as assessed by a representative cross-section
of parents82. Another study found that Income Support levels are insufﬁcient to meet the costs of an adequate diet for
expectant mothers, particularly single women under the age of 2583. Studies of the cost of meeting the basic needs of
children of different ages suggest not only that the income provided by Income Support is insufﬁcient but that the personal
allowances for children understate the costs of younger children (especially those under 2 years) relative to older
children65,84. Independent and expert assessment of basic needs also indicates that the personal allowances paid to one- and
two-parent families underestimate the relative cost of providing a basic standard of living for one-parent families78,84,85. It

is estimated that a lone parent with two children would need 93% of the amount required by a couple with two children to
achieve the same "modest but adequate" standard of living85. The 1998 Budget with above inﬂation increases in the beneﬁt
rates for younger children, childcare tax credit for working parents and the working families tax credit will contribute to the
narrowing of these discrepancies. Substantial improvement will require sustained action but this is an important start which
goes some way to narrowing these discrepancies but will not eliminate them.
The switch to link beneﬁts to prices rather than earnings in the early 1980s has meant a relative deterioration in the position
of groups who rely on beneﬁts, including pensioners (ﬁgure 13)65. The poorest pensioners are those wholly dependent on
the State Retirement pension and although this is designed to be supplemented by Income Support, some one million - or
around one in four of state retirement pensioners - do not claim support to which they are entitled86,87. A number of factors
may operate, including lack of knowledge of entitlement, a perception of being stigmatised by the receipt of beneﬁt and
physical or other difﬁculties in the processes of claiming. Possible ways of overcoming some of these problems are the
establishment of new organisations or agencies: a pensioner's agency as a way of achieving "one-stop" provision of
welfare88: a citizen's bank88: or a welfare "counsellor" in primary care centres in disadvantaged areas89,90. A further
suggestion to the Inquiry has been that an Income Support "top-up" could be paid automatically to bring the poorest
pensioners up to Income Support levels.
There is a lack of experimental evidence that increasing ﬁnancial resources results in measurable health gain. A rare
exception is a randomised controlled trial carried out in Gary, Indiana, USA between 1970 and 1974. The intervention group
received an expanded income support plan which guaranteed a minimum income to a group of mothers with low income.
Mothers at high risk of adverse pregnancy outcome had heavier babies if they had received the income support plan91.
However a review, which is being carried out under the auspices of the Cochrane Collaboration, has not been able to identify
other evaluations of ﬁnancial support interventions which include health outcomes, meeting review quality criteria64.
Thus the bulk of the empirical evidence comes from research demonstrating that people living on low incomes, including
those whose income consists entirely of state beneﬁts, have insufﬁcient money to buy items and services necessary for good
health. Studies of the budgeting arrangements of poor families show that the money for food is often used as the reserve to
iron out ﬂuctuations in income and meet emergencies92. Mothers often shop alone to curtail expenditure and shop frequently
to prevent food being available at home and therefore at risk of being consumed before it is essential. Spending is much
reduced in the second week of the beneﬁt cycle. Families can and do go short of food during this time because of shortage of
money and, more often than not, it is the mother who goes without93-95. Some mothers have nutritionally deﬁcient diets,
although they are usually successful in protecting the diets of their children94. Older people are particularly at risk of "fuel
poverty" and may under-heat their homes because they cannot afford to buy fuel96,97. Poverty may also act as a barrier for
older people to services and care and to an adequate diet.
Beneﬁt
Policies which increase the income of the poorest are likely to improve their living standards, such as nutrition and heating
and so lead to improvements in health. This can be done by improving social security beneﬁts, speciﬁcally for families with
young children and pensioners, by increasing employment opportunities and through changes in the tax system. We have
already noted that what is affordable in this area is a matter for the Government rather than the Inquiry.
At a population level, improvements in income and living standards are clearly associated with improvements in health and
life expectancy98. As the effects of such interventions on individual health have not been tested, any possible harmful side
effects are unknown, if unlikely.
3. We RECOMMEND policies which will further reduce income inequalities, and improve the living standards of
households in receipt of social security beneﬁts. Speciﬁcally:
3.1 we recommend further reductions in poverty in women of childbearing age, expectant mothers, young children
and older people should be made by increasing beneﬁts in cash or in kind to them.
3.2 We recommend uprating of beneﬁts and pensions according to principles which protect and, where possible,
improve the standard of living of those who depend on them, and which narrow the gap between their standard of
living and average living standards.
3.3 We recommend measures to increase the uptake of beneﬁts in entitled groups.
We recommend further steps to increase employment opportunities (recommendation 8.1).
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2. Education
Education plays a number of roles in inﬂuencing inequalities in health, if health is viewed in its widest sense. Firstly, it has
an important role in inﬂuencing inequalities in socioeconomic position. Educational qualiﬁcations are a determinant of an
individual's labour market position, which in turn inﬂuences income, housing and other material resources. These are related
to health and health inequalities. As a consequence, education is a traditional route out of poverty for those living in
disadvantage.
Secondly, education has a role in preparing children for life, in particular in ensuring that they have the practical, social and
emotional knowledge and skills to achieve a full and healthy life. These include knowledge of the wider determinants of
health, not just health related behaviour, skills in developing relationships and dealing with conﬂict, and practical skills such
as budgeting and cooking.
Thirdly, education has a social role in preparing children to participate fully in society. This includes making children aware
of their democratic rights and responsibilities, educating them about using services, co-operation and working together and
enhancing greater understanding of other groups in society. The role of the school as part of the local community is an
important component in achieving these outcomes.
Fourthly, the education system should protect and promote the current health of children, by providing an environment and
culture which is safe, healthy and conducive to learning99-101.
We recognise that a group of children at particular disadvantage are those who are excluded from school or who are frequent
truants. These children and young people include disproportionate numbers with special educational needs, from minority
ethnic groups, and who are looked-after by local authorities. School exclusion and truancy are associated with increased
involvement in crime, as victims and perpetrators, substance misuse and other dangerous activities. In the long term, school
exclusion and truancy are associated with unemployment, imprisonment, homelessness and teenage pregnancy. Measures to
enable local education authorities to reduce truancy and exclusion are essential if the educational opportunities of this
vulnerable group of children are to be protected. We note the recent report from the Government's Social Exclusion Unit on
this topic. In view of its special recommendations to education and other authorities, we have not made recommendations in
this area. We believe that the policy areas we recommend in this report which support parents and children at home and
school will address the "upstream" factors which lead to exclusion and truancy. These policy areas should complement those
recommended in the Social Exclusion Unit's report102.
This section is based on the recognition of the roles of education in reducing inequalities in health. Our recommendations in
this area relate to increasing the resources for schools serving the less well off, further development of pre-school education
and health promoting schools and improving nutrition at school.
Increasing resources for schools serving the less well off
Inequality
The roles of education set out above imply a range of outcomes which are not readily measurable. However, inequality is
observed when looking at educational achievement. Children from disadvantaged backgrounds, as measured by being in
receipt of free school meals, have lower educational achievement than other children. Local education authorities (LEAs)
with a high percentage of pupils eligible for free school meals (an indicator of poverty) have a low percentage of pupils with
5 or more passes at GCSE levels A star to C (ﬁgure 14). Higher proportions of pupils in the south of England gain 5 or more
passes at GCSE grades A star to C than in the north-east41. Higher proportions of girls than boys achieve 5 or more passes at
these levels (49 per cent for girls, 40 per cent for boys)40. Examination results of pupils attending special schools are
signiﬁcantly worse than for pupils in "mainstream" schools103.
Evidence
Cohort studies show that those with low levels of educational achievement have poor adult health104,105. There are a
number of interpretations of this relationship, which are not mutually exclusive. Level of education may act as a marker for
other inﬂuences such as socioeconomic status, occupational level or lifestyle106. Educational attainment may be the route
through which there are differential opportunities for income and employment, with their consequences on health107.

Education may have a direct inﬂuence on health related behaviour: children who do well in education tend to report healthier
behaviour in adult life in relation to diet, smoking and exercise108. In summary, although the extent to which education has
an independent effect on health status, and the mechanisms by which it does so are not fully understood, it does appear to
have an important inﬂuence. This inﬂuence may be seen as both potentiating, providing the trigger for healthier lifestyles and
behaviour, and protective, providing access to employment opportunities and life chances that can protect individuals from
disadvantage later in life.
However, those living in disadvantaged circumstances, who are most in need of the beneﬁts of education, may be least able
to gain access to them. Analyses suggest that inequalities in resource allocation to schools and provision for the renewal of
school buildings have widened over the last two decades109. Schools in disadvantaged areas are more likely to be restricted
in space and have the environment degraded by litter, grafﬁti, and acts of vandalism. This contributes to more stressful
working conditions for staff and pupils. Children coming to school hungry or stressed as a result of their social and economic
environment will be unable to take full advantage of learning opportunities. And stress, depression and social exclusion may
reduce parents' capacity to participate in their children's education.
Whilst we recognise the constraints on what education can achieve due to unfavourable inﬂuences outside school, we are
convinced that the education sector has important opportunities within its grasp to reduce inequalities in health. Furthermore,
recent research has shown that there is marked variation in the effectiveness of secondary schools, as measured by
educational attainment, even when measures of disadvantage amongst pupils have been taken into account110. Logic and
equity argue that children most in need should receive increased resources for their education. Arrangements already exist
through the Revenue Support Grant Formula to take account of deprivation. We consider that the effectiveness of the current
resource allocation mechanisms should be reviewed and the distribution of educational resources should be more ﬁnely
calibrated to the levels of disadvantage in the school.
Beneﬁt
Enhanced education is likely to lead to health gains both directly, for instance through the adoption of health promoting
behaviours and indirectly, for instance through a greater likelihood of employment.
4. We RECOMMEND the provision of additional resources for schools serving children from less well off groups to
enhance their educational achievement. The Revenue Support Grant formula and other funding mechanisms should
be more strongly weighted to reﬂect need and socioeconomic disadvantage.
Developing pre-school education
Out-of-home day care and pre-school education are two services which overlap in providing learning and care for those
below current statutory school age. There is no clear and logical dividing line between them, as both must secure and
promote children's healthy physical, emotional and intellectual development. The evidence which supports the effectiveness
of out-of-home day care and pre-school education in promoting children's health and development also overlaps. It is
presented in full here and summarised at recommendation 21.1 (on day care).
Inequality
Currently the provision of out-of-home day care and pre-school education services varies by area. Often the services are only
available for those who can pay the full or subsidised fees111. A 1990 survey carried out by the Department of Health found
that over 40 per cent of mothers of three and four year olds not attending day nursery would like their children to do so112.
Evidence
Assessment of the most rigorous evaluations is found in a systematic review of randomised controlled trials of non-parental
out-of-home day care before the age of 5 years113. This assessed 8 trials, all conducted in the USA. In total over two
thousand children were randomly allocated to a group who received day care or to a group who did not. In 4 studies the day
care started when the children were infants. Length of follow up ranged from 6 months to 27 years. Most of the studies
targeted families of lower socioeconomic status, and nearly all included an element of home visiting and targeted parental
training. The formal educational component varied, although all were concerned with the attainment of cognitive concepts.
The review was not able to determine the effects of different parts of the programmes.
Although all studies showed that IQ was increased by participation in day care, this effect did not persist much after the end
of this care. However, measures of educational performance tended to be persistently higher in the groups who received day
care. Furthermore, there were no adverse effects of day care on behaviour. Other advantages included better educational,
employment and ﬁnancial achievement amongst mothers whose children received day care shown in some but not all of the
studies. In one of the studies, the Perry Project (later called Highscope), follow up to 27 years of age showed that the people
from the day care group were more likely to have advantageous social outcomes such as high school graduation,

employment, fewer arrests, higher earnings, fewer teenage pregnancies and owning their own home. Furthermore,
investment in pre-school provision in this project was associated with ﬁnancial gain to society in the long term. Few
outcomes measured health directly. Although the results of observational studies or cross-country comparisons have not
always been consistent with those from experimental trials, weaknesses in design and evaluation have led to some of the
apparently contradictory ﬁndings111.
Overall the evidence suggests that pre-school education or day care may be especially effective in improving the
achievement and health of the most disadvantaged children, although this will not necessarily bring them up to the level of
their more advantaged contemporaries. The content and quality of the programmes are crucial. Social and emotional, as well
as cognitive, objectives should be included, and high quality, including in the educator's own training, must be assured. Preschool education may be a particularly good opportunity to involve parents in their children's education and to develop their
own, particularly in enhancing parenting skills114,115.
Beneﬁt
Greater provision of high quality out-of-home day care and pre-school education should increase choice to use these
services. Beneﬁts include improved educational and social achievement in the children and perhaps for parents.
5. We RECOMMEND the further development of high quality pre-school education so that it meets, in particular, the
needs of disadvantaged families. We also recommend that the beneﬁts of pre-school education to disadvantaged
families are evaluated and, if necessary, additional resources are made available to support further development (see
also recommendation 21.1).
Developing health promoting schools
In the next two sections, we focus more speciﬁcally on the role of the education sector in protecting and promoting the
current health of children and preparing them for life. We adopt a concept of the health promoting school in line with that of
the World Health Organisation/Commission of the European Communities and Council of Europe initiative:
"The health promoting school aims at achieving healthy lifestyles for the total school population by developing
supporting environments conducive to the promotion of health. It offers opportunities for, and requires commitments to,
the provision of a safe and health-enhancing environment"101.
The three main components encompass:
enhanced education for health through the formal curriculum,
improvements in the physical and social environment for pupils and staff to work in, including paying attention to
how the organisation of the school encourages or inhibits healthy living,
expansion of school/wider community links99.
Inequality
As already outlined, schools in more disadvantaged areas are more likely to have a poor physical environment for both
pupils and staff and resource allocation may not be matched adequately to their greater need. The capacity of schools to
provide a supportive environment for children, particularly those experiencing disadvantage, has been eroded over the past
15 years, through such measures as the deregulation of school meals of a minimum standard and subsidised price, reduction
of entitlement to free school meals116 and the reduction of access to playing ﬁelds, as school land has been sold off for
housing development109.
Cigarette smoking by school-aged children may be used as an indicator of health-promoting behaviour, although it is
imperfect for this purpose. There is little social class gradient in the proportion of children who have ever smoked, although
the average consumption of cigarettes is higher in lower socioeconomic groups117. However cigarette smoking in
adolescence may be a marker of socioeconomic trajectory i.e. of where young people are going (class of destination) rather
than where they have come from (class of origin)118. Thus there is a strong link between educational disadvantage and
smoking status, with those leaving school at the minimum statutory age and without qualiﬁcations having higher rates of
smoking in adolescence and early adulthood than their educationally advantaged peers. The association remains after
parental socioeconomic status and parental smoking status are taken into account118,119. Drinking alcohol over the adult
safe limit is reported more often by children in lower socioeconomic groups, although they are actually less likely to be
regular or occasional drinkers than those in higher socioeconomic groups117.
Evidence
With the important exception of children who are excluded or who truant, schools are one of the few contexts in which

health promotion interventions can reach most children and young people.
A recent evaluation of health promoting schools found that this approach to health promotion can lead to gains in pupils'
knowledge, attitudes, self-esteem and health behaviours, particularly in primary schools120. However, there is no evidence
yet that these approaches differentially improve health in disadvantaged pupils or are particularly effective in disadvantaged
areas.
Reviews of health promotion have tended to be topic-based. Although this approach is limited, the evidence of such reviews
may be used to illustrate more general principles for implementation. Three examples are considered here. They are the
promotion of life management skills, the prevention of substance misuse, and sex education.
The promotion of life management skills: emotional development and mental health may be enhanced by programmes which
aim to increase competence in various areas, including problem-solving, communication, decision-making, and coping with
emotions. An example is the "Life Skills" approach promoted by the World Health Organisation121. Such programmes have
been associated with improved behaviour and social relationships122,123. Despite the importance of parenting in protecting
and enhancing the health of families, many young people leave school without acquiring the knowledge and skills which
enable them to plan and achieve becoming a successful parent. Parenthood education should be started at school and be
based on the values of caring for children and the importance of relationships124. For life management skills in general,
interventions with a number of components and within the context of a well-run and supportive school are more effective
than single interventions125,126.
Substance misuse: a recent review of interventions to prevent substance misuse among young people found that there were
few rigorously evaluated interventions. However, the evidence reviewed did permit some broad conclusions which are
relevant to school based health promotion programmes. These conclusions were, ﬁrstly, that programmes should recognise
the speciﬁc needs of individuals and groups of individuals, and the differing social and cultural contexts in which substance
misuse is engendered, initiated and maintained. Secondly, programme intensity should be high, 15 hours or more, with
"booster" sessions to reinforce gains. Thirdly, the content of the programmes should include normative education which
seeks to reduce perceptions of prevalence and acceptability of use. Fourthly, programmes should have a mix of elements
which could include social inﬂuence and skills training. Of relevance to the approach of health promoting schools, the
review found that programmes needed to have consistency of approach and context127. In addition, early programmes,
delivered in primary schools, may be successful in the prevention of substance misuse128.
Sex education: Features associated with successful education programmes include: timing, which should precede the onset of
sexual activity; a combined approach to education and information about the provision of contraception; integration with
psychological approaches and with other life management skills; context, emphasising responsible and caring relationships
and a recognition of social inﬂuences and pressures; a focus on speciﬁc aims, such as delayed intercourse and safe
intercourse; and the tailoring of the programmes to the needs of the group they are intended to serve129,130.
These examples illustrate some principles of successful health promotion in schools. These include: early education; taking
account of wider inﬂuences on health-related behaviour; and a supportive school setting. Some of these principles of
successful interventions could be achieved by strengthening Personal, Health and Social Education (PHSE) within primary
and secondary schools. In particular, the need for sex education to start before the onset of sexual activity indicates that it
needs to start in primary schools.
Beneﬁt
Successful health promotion at school should increase "life skills" with resultant improvements in many aspects of physical,
mental and social health. Health promoting schools could also provide a supportive environment and be a context for
building social cohesion and for community development. For health promotion in school settings to decrease inequalities in
health, there must be attention to the particular needs of children experiencing disadvantage. Children who are excluded, or
exclude themselves, from school are at high risk of adverse health outcomes and may be least able to beneﬁt from schoolbased health promotion interventions.
6. We RECOMMEND the further development of "health promoting schools", initially focused on, but not limited to,
disadvantaged communities.
Improving nutrition at school
Inequality
Compared with those from non-manual backgrounds, the diet of children aged 11/2 to 41/2 years from manual backgrounds
has less emphasis on fruit juice, fruit and fresh vegetables (especially vegetables) and whole grain cereals and more emphasis

on sweet foods and confectionery131. Comparable recent data are not available for school aged children.
Evidence
Children in families on Income Support or on income-based Job Seekers Allowance are entitled to free school lunch. About
15 per cent of pupils in England receive a free lunch and about a further 27 per cent pay for it132. School lunch is thus an
important component of the diet of children from disadvantaged families. For this reason, and for nutrition education
purposes, school lunches should reach reasonable nutritional standards. These should attempt to redress inequalities in the
diet, such as fruit and vegetable consumption131. There is evidence that some members of poorer families go without food
because of lack of money, although this is much more likely to be mothers than children93,94. The characteristics and extent
of those at risk of such "food poverty" have not been fully determined. When they are, there may be a case for extending
provision of free school lunches to include children from poor families who are not currently entitled, in order to relieve
overall pressure on the family food budget, and improve the nutrition of other family members. Breakfast clubs are another
promising innovation, but they have not been systematically introduced or evaluated. They may be linked with out of school
activities and day care as well as being a vehicle for improving nutrition in deprived areas. Their use for the latter purpose
needs to be evaluated.
Nutrition education is not only about the nutritional value of food, but about budgeting for food, and choosing, preparing and
cooking it. These elements should be included in the curriculum. Nutrition provided at school and nutrition education are
likely to be enhanced if there is a school food policy set in the context of a health promoting school99,101,120. Such a
policy might, for instance, support the provision of healthy eating choices by avoiding the use of confectionery vending
machines. The provision of free school fruit to reduce socioeconomic inequalities in fruit consumption has not been
evaluated. Successful schemes may rely as much on the restriction of alternatives as on the provision of fruit per se133. The
practicality of widespread application of such schemes is also unknown. School fruit might have as much a role in forming
attitudes to future fruit consumption as in present consumption.
Beneﬁt
Improvements in the nutrition of school-children should result in decreased levels of obesity and nutritional deﬁciencies, and
in healthier eating patterns in adult life. In turn, this may decrease the risk of some chronic degenerative and other diseases of
adult life, without increasing the risk of other conditions.
7. We RECOMMEND further measures to improve the nutrition provided at school, including: the promotion of
school food policies; the development of budgeting and cooking skills; the preservation of free school meals
entitlement; the provision of free school fruit, and the restriction of less healthy food.
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3. Employment
Employment plays a fundamental role in our society. People are often deﬁned, and deﬁne themselves, through what they do
for a living. Sociological studies emphasise that not only is employment a primary source of status in industrialised countries
like Britain, but it is also signiﬁcant in providing purpose, income, social support, structure to life and a means of
participating in society134. It has been called "the glue that keeps our society together"135. In such a context unemployment
and stressful or hazardous working environments are potentially major risks to health for the population of working age and
their families.
There are four main policy areas to address employment and health issues, which form the basis for our recommendations:
ameliorating the health damage among people who experience unemployment, through ensuring adequate income
levels for unemployed people and their families, for example; and matching services to the greater need related to
unemployment;
increasing training and education opportunities for population groups at greatest risk, to help prevent
unemployment in the future;
removing barriers to employment through, for example, the provision of adequate child care, family-friendly
employment policies and employment generation;
improving the employment conditions and health-enhancing quality of the work environment for people in
employment.
Reducing unemployment and its effects on health
Inequality
By the International Labour Ofﬁce (ILO) deﬁnition, two million people were unemployed in the UK in 1997, about 7 per
cent of the economically active population of working age. Around half of all unemployed men and just under a third of
unemployed women had been unemployed for one year or more40. The risk of being unemployed is much higher for young
adults, people from minority ethnic groups, disabled people and for people in less skilled occupations and with fewer
qualiﬁcations40,45. For example, unemployment rates are four times higher among unskilled workers than among
professional groups44, and three times higher for disabled than non-disabled people136. In addition to those recorded
ofﬁcially as unemployed, there are nearly 8 million people of working age in the UK who are classed as economically
inactive because of long term sickness, for instance, or because they are looking after a family or have become discouraged
in their search for work. A third of these report that they would like a job40. Many of the jobless households contain
children, who share the consequences and living standards of their parents not being in employment. For example, of a total
of 13.3 million dependent children in the UK in 1994-95, 4.1 million lived in households with no full-time worker, three
quarters of whom were living in poverty (in a household below half of average income, after housing costs)72.
Evidence
For a small minority, unemployment appears to lead to an improvement in health. But for the majority it tends to have a
signiﬁcant adverse effect on both physical and mental health. Unemployment is an important determinant of inequalities in
the health of adults of working age in Britain, with people lower down the social scale being hardest hit137-139.
Unemployed people are found to have lower levels of psychological well-being, ranging from symptoms of depression and
anxiety to self-harm and suicide140,141. In relation to physical health, unemployment carries a higher risk of morbidity and
premature mortality. In the latest analysis from the Longitudinal Study covering England and Wales, for example, mortality
from all major causes was consistently higher than average among unemployed men. Among younger men, mortality from
injuries and poisoning, including suicide, was particularly high. Unemployed women had high mortality from coronary heart
disease and injuries and poisonings, including suicide142. The wives of unemployed men have been found to have an excess
risk of death143. Even after taking account of the more disadvantaged circumstances of unemployed people, an excess risk
of death of more than 20 per cent remains142.
Explanations for how unemployment leads to poorer health centre on four main mechanisms: through increased poverty and
hardship; through social exclusion (isolation, stigma); through changing health related behaviour; and through disrupting
future work careers (people who experience a spell of unemployment are at greater risk of becoming unemployed again

within the next two years)144. In relation to hardship, the ﬁnancial consequences of unemployment are often instant and
dramatic. Cohort studies of people entering unemployment show that, for many, their income was cut by half as they
switched from wages to social security beneﬁts145,146. The largest British cohort study in the 1980s showed that two thirds
of unemployed people had a week's notice or even less, and only 1 in 10 received any form of redundancy payment. Two
thirds were under 35, and most came from manual or lower service occupations, at the lower end of the pay scale and with
low or no educational or technical qualiﬁcations144. Families with an unemployed head are at the highest risk of
poverty147. Studies of the adequacy of state beneﬁts identify unemployed households with dependent children as being
particularly badly off148-151.
Some of the excess morbidity and mortality associated with unemployment may be a result of people in poorer health being
more likely to become unemployed, rather than vice versa. The evidence suggests that selection of unhealthy people into
unemployment does indeed occur, but it is not the dominant factor explaining the observed relationship between
unemployment and excess risk of ill-health. It does, however, illustrate the double disadvantage that people with chronic
sickness or disability may face: their ill-health puts them at greater risk of unemployment, and the experience of
unemployment in turn may damage their health still further.
Unemployment is associated with lower levels of educational attainment152 and other skills. The lack of such skills may
prove a barrier to obtaining employment153 reinforcing earlier or other disadvantage. For example, Labour Force Survey
Data indicate that 41 per cent of disabled people of working age have no educational qualiﬁcations, compared with 18 per
cent of non-disabled people154. Unemployment is particularly high amongst young people. The rates of unemployment
among people up to the age of 25 years are about twice as high as for all adult workers155. Schemes to raise levels of skills
amongst people without a job, particularly young people, have been important components of Government policies over the
last 20 years or so. Evaluations of policies that have aimed to increase levels of skills among young people have reached
differing conclusions. Some have concluded that such training increases likelihood of "a good job", whilst others have found
that such success is very limited156-160. In particular, such schemes may fail the most disadvantaged by not addressing
other problems, such as homelessness or lack of social support, which may present greater barriers to employment than lack
of skills161. "Foyer" schemes are an example of a broader approach to disadvantage amongst unemployed young people.
They consider the need for housing and social support as well as training and employment, but have yet to be thoroughly
evaluated162,163.
Many jobless households contain children, the majority living in poverty. Parents, especially lone parents, who wish to take
up work may face several barriers. These include a lack of affordable child care, limited ﬂexibility in parental leave and
leave to care for sick children, and excessive and unsociable working hours. By comparison with many other member states
of the European Union, the United Kingdom's policies in this area are limited. For instance, the UK has no provision for
parental leave or leave to care for sick children, whereas half the (mainly European) 20 countries in a recent study had
arrangements for leave to care for sick children164. The Inquiry welcomes the publication of the Government's white paper
"Fairness at Work"165, issued in May 1998, with its commitment to "family-friendly policies". We consider that this is an
important, if modest, step in the right direction, and commend the further development of such policies. Consequently, with
the exception of day care for children, we have not made a speciﬁc recommendation in this area.
But the removal of barriers to work for parents with dependent children, and higher levels of skills and additional training
will achieve little unless there are jobs available. Indeed, lack of availability of employment may increase the sense of
exclusion of people who are unable to gain employment despite adequate levels of skills161. It is outside the scope of the
Inquiry to recommend speciﬁc policies on employment creation. However, we consider that increasing employment
opportunities is crucial to reducing inequalities in health.
Beneﬁt
Improved ﬁnancial support during unemployment should improve material living conditions and resources needed for health,
including access to food, heating, and shelter. It may also improve the ability of unemployed people to take part in the life of
their communities - reducing social exclusion.
Policies aimed at the creation of employment opportunities, improved levels of education and training for young unemployed
people, and removal of barriers to work for parents with dependent children should increase the chances of health enhancing
employment in addition to other beneﬁcial effects on health and its determinants, for example, income.
8. We RECOMMEND policies which improve the opportunities for work and which ameliorate the health
consequences of unemployment. Speciﬁcally:
8.1 we recommend further steps to increase employment opportunities.

8.2 We recommend further investment in high quality training for young and long term unemployed people.
We recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
We recommend an integrated policy for the provision of affordable, high quality day care and pre-school education with
extra resources for disadvantaged communities (recommendation 21.1).
Improving the quality of jobs
Inequality
For those in paid employment, there have been major changes in the nature of work over the past two decades. Along with
greater labour market ﬂexibility and deregulation of employment contracts has come greater job insecurity. Indeed, it could
be considered that the concept of a secure "job for life" is now obsolete. While all sections of the workforce have been
affected by these trends, less skilled manual workers at the lower end of the labour market have been affected the most, in
terms of greater exposure to low paid, temporary and insecure employment166-169.
There is also a growing recognition of the impact of stressful working conditions on health. Popular opinion tends to equate
stress at work with pressure of work. Surveys which ask about self-perceived pressure of work have found that people in
higher socioeconomic groups report such pressure more frequently170. However, evidence of health related harm is
associated more with speciﬁc psychosocial factors such as imbalance between psychological demands and control, and lack
of control at work171. Exposure to high demand and low control is more common among lower socioeconomic groups172.
Evidence
A number of studies from the UK and elsewhere in Europe and from the USA show that an imbalance between psychological
demands and control, and lack of control at work are associated with increased risk of coronary heart disease,
musculoskeletal disorders, mental illness, and sickness absence171-176. As these psychosocial factors are related to the
organisation of work, there are opportunities for change.
A recent review of international case studies on improving psychosocial health in the workplace found that it was possible to
make improvements by tailoring changes to speciﬁc workplaces177. Examples included increasing the variety and
understanding of the different tasks in a production process, workforce participation in identiﬁcation of problems and their
solutions, and altering shift patterns to make them less tiring and disruptive to workers' personal lives. Furthermore, some
changes in workplace organisation resulted in improved productivity. Although effective changes were likely to be speciﬁc
to particular workplaces, successful interventions had some common features177. They were: appropriate commitment and
effort from management; support by management and the workforce; participation of the workforce in planning and
implementation; and the creation of trust. Conversely, aspects which inhibited the success of policies included: schemes
which directed attention away from difﬁcult working conditions and attempted to treat the symptoms only; technical
solutions alone, imposed from the top; and cases where management retained control over the dialogue.
Successful interventions follow principles of good management practice178. Current Health and Safety Executive (HSE)
Guidance endorses this179. The enhancement of management skills in the current and future workforce is likely to bring
about both a culture and practice which is amenable to health-promoting work organisation and practices. Good management
practice may be engendered during school years, particularly in the acquisition of "life skills"121 as a component of
Personal, Health and Social Education, and within the context of health promoting schools. Enhancing the management
skills of the current workforce, particularly in relation to the promotion of psychosocial health, may be aided by further
guidance and development work by the HSE, such as extending the current "Good health is good business" campaign to
include psychosocial health180. It has been suggested that good practice might also be encouraged by extending
psychosocial health and safety issues to award schemes, such as "Investors in People". Other options include extending
existing HSE regulations to encompass psychosocial health.
Evidence from Scandinavia suggests that good practice may also be promoted by explicit commitment and leadership from
the national level177,181. In this respect, we welcome the Government's white paper "Fairness at Work", which has the
stated aim of "putting a very minimum infrastructure of decency and fairness around people in the workplace"165. In
pointing out that Britain now has the most lightly regulated labour market of any leading economy in the world, it explicitly
acknowledges the unfairness of this situation - denying British citizens basic employment rights that are a matter of course
elsewhere. Some of the measures proposed in the white paper have the potential to inﬂuence health related psychosocial
conditions at work, in particular in relation to job security. Assessing the impact on health of existing and proposed
employment policies, such as these and the Welfare to Work scheme, will be crucially important to inform future policymaking.

Beneﬁt
Improved work practices, together with complementary employment policies, should decrease psychosocial ill health and its
consequences, and may have other gains, including economic gains for the individual and society.
9. We RECOMMEND policies to improve the quality of jobs, and reduce psychosocial work hazards. Speciﬁcally;
9.1 we recommend employers, unions and relevant agencies take further measures to improve health through good
management practices which lead to an increased level of control, variety and appropriate use of skills in the
workforce.
9.2 We recommend assessing the impact of employment policies on health and inequalities in health (see also
recommendation 1).

4. Housing and Environment
Shelter is a pre-requisite for health. However, people who are disadvantaged suffer both from a lack of housing and from
poor quality housing. Furthermore, the fear of crime compounds the social exclusion of people living in disadvantaged areas.
This section sets out inequalities in housing and the environment and health and summarises the evidence which we have
concluded indicates areas for future policy development. These areas are improving the availability of housing, improving its
quality and increasing the safety of the environment in which people live. The section also summarises the beneﬁts which
might result from such policies.
Improving the availability of housing
Inequality
As a result of housing policy in the 1980s and early 1990s, social rented housing - local authority and housing association
homes - has increasingly become a housing sector for low income groups. People moving into social housing have tended to
be families with children on the lowest incomes while those moving out have been older, with higher incomes and fewer
children182. The result is an over-concentration and separation of households with high levels of need in areas with poor
amenities.
The last 20 years have also seen a rapid increase in homelessness, with the numbers of ofﬁcially homeless families peaking
in the early 1990s183. In 1997, 165,690 households were estimated to be homeless. Of these 103,340 were ofﬁcially
homeless, that is they met the deﬁnition of homelessness laid down in the 1977 Housing (Homeless Persons) Act. The
remainder were unofﬁcially homeless, including rough sleepers - those without any accommodation at all - and hostel
users51. Because it is difﬁcult to be accepted as ofﬁcially homeless without the presence (or imminent arrival) of children,
the ofﬁcially homeless population contains a large number of mothers and dependent children. Fifty seven per cent of
ofﬁcially homeless households had dependent children, and a further 10 per cent had a pregnant household member. Seven
per cent had a household member vulnerable through mental illness51. Over a third of the ofﬁcially homeless are drawn
from minority ethnic groups184. By contrast, minority ethnic groups are not over-represented among the unofﬁcial homeless
population, which is older and predominantly male (70 per cent of hostel users and 85 per cent of rough sleepers are
men)184. Young people constitute a signiﬁcant and high risk sub-group among the unofﬁcially homeless population185.
Rough sleepers are also drawn disproportionately from those who have been in an institution such as prison or mental
hospital or have been in local authority care.
Evidence
Very high mortality rates have been recorded for homeless people, particularly for rough sleepers and hostel users186.
Surveys also point to high levels of health need among the homeless population. Forty ﬁve per cent of the bed and breakfast
population have been found to experience psychological distress, compared to 20 per cent of the general population184.
Rates of self-reported depression and anxiety are three times higher among those in bed and breakfast accommodation and
ten times higher in rough sleepers. There is also an elevated prevalence of major mental disorders, most notably
schizophrenia184, and, among young homeless people, a high rate of attempted suicide187.
In addition to their higher risk of mental health problems, people who are single and homeless have a higher prevalence of
bronchitis, tuberculosis, arthritis, skin diseases, infections, problems related to alcohol and substance misuse, and higher
rates of hospital admission188-190. People living in temporary accommodation of the bed and breakfast kind have high rates
of some infections and skin conditions and children have high rates of accidents191-195. Living in such conditions
engenders stress in the parents and impairs normal child development through lack of space for safe play and exploration192.

Whilst cause and effect are hard to determine, at the very least homelessness prevents the resolution of associated health
problems. For example: many young people recently made homeless do not have adequate access to health care191; and
homeless people who are heavy drinkers may have less access to health services for all their needs, including treatment of
health problems related to alcohol and substance misuse196-199.
Availability of housing is related both to the quantity and quality of housing. The quality of the housing stock in Britain has
steadily improved over this century but has been relatively stable since 1991. An estimated 1.5 million (7.5 per cent) homes
are "unﬁt", a similar number to that in 199150. Estimates of the additional social, rental or "affordable" housing required
varies according to the factors taken into account when making predictions. For England, typical ﬁgures have been for
90,000 to 100,000 homes per year, although some estimates are lower. However, most research indicates a considerable
deﬁcit in such housing production at present200,201. Taken together with the plateau in the number of homes which are
unﬁt, it is likely that present housing conditions will not improve over the next ﬁve years, and may worsen.
Neighbourhoods and the development of new residential areas may beneﬁt from the principle of planning to promote a mix
of housing tenures, employment status, household composition and age groups. This may avoid the problems of
concentration and isolation of those suffering the greatest disadvantages182,202-205, and the consequent overload on
services.
Beneﬁt
Although improvements in quantity and quality of housing are not certain to improve health, it is logical that they should do
so. Such beneﬁts would be on a range of health outcomes. Reducing ofﬁcial and unofﬁcial homelessness would meet a basic
health need of groups already vulnerable to poverty and ill-health, including families and mentally ill young people. If
improvements are made through community-led development, this may also enhance social networks, with other potential
beneﬁts to health206,207.
10. We RECOMMEND policies which improve the availability of social housing for the less well off within a
framework of environmental improvement, planning and design which takes into account social networks, and access
to goods and services.
11. We RECOMMEND policies which improve housing provision and access to health care for both ofﬁcially and
unofﬁcially homeless people.
Improving the quality of housing
Inequality
Properties in bad condition are occupied disproportionately by single older people208. Minority ethnic groups are generally
more likely to be living in poor housing than the white majority209.
Forty per cent of all fatal accidents happen in the home208. Almost half of all accidents to children are associated with
architectural features in and around the home210. Households in disadvantaged circumstances are likely to be the worst
affected by such accidents194. Those living in high rise buildings, frequently those in lower socioeconomic groups, are more
prone to serious accidents, such as falls208. Families living in temporary accommodation are also likely to suffer accidents
in the home195.
Evidence
Poor quality housing is associated with poor health211,212. Dampness is associated with increased prevalence of allergic
and inﬂammatory lung diseases, such as asthma, independent of smoking and socioeconomic factors212-214. Unmodernised
older properties have far higher heating costs than improved and modern homes208. A survey of older people in 1988 found
that 25 per cent were using less heat than they wished, because of the cost97. Cold housing leads directly to hypothermia and
may contribute to the excess of winter deaths seen in older people208,215. It also leads to "fuel poverty"96. Whilst the
hazards of such poverty could be addressed by increasing the ﬁnancial resources available to older people and others living
on state beneﬁts, a more direct approach would be to improve the energy efﬁciency, insulation and heating systems of
affected housing. Mechanisms to do this include further development of building regulations for new and existing buildings
and through further development of Government schemes which subsidise improvements in existing properties. Current
Government schemes, for example, the Home Energy Efﬁciency Scheme, may not reach homes most in need, such as the
private rented sector.
Temporary accommodation tends to be ill-designed, ill-equipped and ill-maintained. Poor housing design, for instance
changes in ﬂoor levels at door thresholds, contributes to seemingly minor accidents in older people, which may have grave
consequences208. Disabled people are under-represented amongst owner occupiers, and rely heavily on local authority

housing, especially for accessible dwellings. The stock of accessible housing is insufﬁcient to meet the needs of disabled
people, particularly for those using wheelchairs216-218.
Smoke alarms are effective in reducing deaths from ﬁre219. The use of smoke alarms, mostly battery operated, has increased
in recent years but those most at risk, e.g. living in temporary accommodation, are least likely to have an alarm where they
live50. Options to promote the use of smoke alarms include placing a duty of care on landlords to install and maintain smoke
alarms and including them in ﬁtness standards for existing buildings. Removal of other accident hazards in the home might
also be achieved by changes to regulations and ﬁtness standards.
Beneﬁt
Improvement in energy efﬁciency in homes is likely to improve the health of occupants, both directly and by releasing their
ﬁnancial resources for other uses. It also has wider beneﬁts in conserving energy. Removal of hazards in homes is likely to
lead directly to reduced death and injury from accidents. Improvements in home design might allow disabled and older
people to be cared for at home, with improvements in their quality of life.
12. We RECOMMEND policies which aim to improve the quality of housing. Speciﬁcally:
12.1 we recommend policies to improve insulation and heating systems in new and existing buildings in order to
further reduce the prevalence of fuel poverty.
12.2 We recommend amending housing and licensing conditions and housing regulations on space and amenity to
reduce accidents in the home, including measures to promote the installation of smoke detectors in existing homes.
Reducing the fear of crime and violence
Inequality
Crime and fear of crime can affect profoundly the quality of people's lives. Just over half of the 4 million incidents of contact
crime - wounding, robbery and common assault - counted by the British Crime Survey in 1995 involved injury to the victim,
usually bruising and scratches. Serious physical injury is rare. But anger, shock, fear and a sense of invasion of privacy are
felt by many victims220.
Not everyone is at equal risk of becoming a victim of crime. Young men, as well as being the most common perpetrators of
crime, are also the most likely victims of street crime, especially physical assaults. Older people, especially women, are more
likely to be victims of theft from the person. Crime tends to be concentrated in areas of social deprivation. Other indicators,
such as the incidence of vandalism, grafﬁti, nuisance and substance misuse, are associated with levels of crime and can thus
be useful markers of people's experience of crime, much of which is never reported to the police221. People from minority
ethnic groups are at a greater risk of violent crime and of racial harassment66,222.
Fear of crime can also be a cause of mental distress and social exclusion. In particular, women and older people tend to
worry more about becoming victims and this may prevent them from engaging in social activities. People's fear of being a
victim of crime may be well in excess of the actual risks. The British Crime Survey found that 4 per cent of men, aged over
16 years, and 18 per cent of women felt very unsafe walking in the area near their home at night. These ﬁgures increased to 8
per cent for men and 31 per cent for women if only people over the age of 60 years were considered, and were considerably
higher if lesser degrees of concern about safety were included. Furthermore, 1 per cent of men and 4 per cent of women felt
very unsafe in their own homes if alone and at night220.
People who suffer from poor health are more likely to be victims of crime than those in good health. However, this may be
because of the association of disadvantage with both victimisation and poor health, rather than poor health causing
victimisation220.
Evidence
There is increasing evidence to suggest that society level factors, and poverty and income inequality in particular, may be
important underlying causes of crime223,224. Studies have described how widening income inequalities in countries like
Britain and the US have been accompanied by a greater spatial separation of rich and poor202. This has led to a search for
mechanisms which might explain the observed relationship between income inequality and its associated residential
concentrations of poverty and afﬂuence, on the one hand, and crime on the other. One hypothesis is that income inequality is
related to crime via a depletion in social cohesion, as measured by high levels of mutual distrust and low levels of reciprocity
between people living in the same neighbourhood, region, or society224-226.
Although the evidence is incomplete, the link between income inequality, social cohesion and crime has important policy

implications. It suggests that crime prevention strategies which only target the perpetrators and victims of crime and the high
crime areas in which both groups live, will not achieve a signiﬁcant reduction in crime unless they are accompanied by
measures to reduce income inequality and promote social cohesion224,226.
The most effective approaches to crime prevention are likely to be those which are integrated with wider social and
economic policies for reducing health inequalities. In particular, pre-school education has been shown to have a long term
effect on the incidence of criminal behaviour in early adult life113,115. Similarly, measures that address the welfare needs of
young people are likely to have an impact on the incidence of youth crime227.
There are a number of other measures which can help to protect local communities from high rates of crime and help people
feel more secure. These measures include modifying the physical environment in such a way that crime is less likely to occur
- for example, street lighting, changing the design, layout and landscaping of buildings; providing better surveillance - for
instance concierge schemes, use of CCTV cameras and security alarms; and involving local police in "community policing",
where ofﬁcers spend more time on the beat, are proactive in identifying problems, and form partnerships with local people,
businesses and other agencies. In this way, the expertise, knowledge and resources of local communities are used in helping
to deﬁne, target and resolve problems228.
Beneﬁt
It is beyond the scope of this Inquiry to recommend particular approaches to prevent or reduce crime. However, there
appears to be good evidence that crime and fear of crime is felt disproportionately by disadvantaged groups and that
"upstream" policies, such as pre-school education, can reduce criminal behaviour in adolescence. There is also a general
consensus that crime can be prevented through targeted policing and by involving local communities which itself may
promote social cohesion228. However the relative beneﬁts of different measures, including social and economic regeneration
programmes and greater provision of services for young people, are not known.
13. We RECOMMEND the development of policies to reduce the fear of crime and violence, and to create a safe
environment for people to live in.
We recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
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5. Mobility, Transport and Pollution
The primary function of transport is in enabling access to people, goods and services229. In so doing it also promotes health
indirectly through the achievement and maintenance of social networks. Some forms of transport, such as cycling and
walking, promote health directly by increased physical activity and reduction of obesity. Lack of transport may damage
health by denying access to people, goods and services and by diverting resources from other necessities. Furthermore,
transport may damage health directly, most notably by accidental injury and air pollution.
Improving public transport
Inequality
In the 1991 Census, those living in accommodation rented from a housing association or local authority were nearly four
times as likely to have no access to a car as those living in owner occupied housing (68 per cent compared to 19 per cent)
and over six times less likely to have access to two or more cars (5 per cent compared to 32 per cent)52. In rural areas having
no access to a car was less common than in urban areas (15 per cent compared to 34 per cent), and having access to two or
more cars was more common (42 per cent rural areas, 22 per cent in urban areas). People living in rural areas were somewhat
more likely than those living in urban areas to travel to work by car (69 per cent and 60 per cent respectively) but much less
likely to use public transport if they had no car (23 per cent in rural areas, 49 per cent in urban areas)54.
Evidence
Lack of access to transport is experienced disproportionately by women, children, disabled people, people from minority
ethnic groups, older people and people with low socioeconomic status, especially those living in remote rural areas.
Examples of lack of access include: people living in council housing, where poor access to transport may limit work and
training opportunities230,231; higher prices and a restricted range of goods available to people whose lack of access to
transport denies them opportunities to shop in supermarkets232; limited access to health care facilities for people without a
car living in rural areas233; and environmental barriers in access to transport experienced by people with physical
disabilities217.
Higher trafﬁc volumes result in feelings of insecurity, especially amongst families with children, and older people234, and
are associated with lower levels of non-trafﬁc street level activity, such as walking. This can result in a community with
limited potential for building or maintaining social networks235. Disadvantaged urban areas tend to be characterised by high
trafﬁc volume, leading to increased levels of air and noise pollution and higher rates of road trafﬁc accidents without the
beneﬁts of access to private transport229.
The cost of rail and local bus fares has risen by nearly one third in real terms since 1980, whereas motoring costs have
decreased by 5 per cent236. Thus the increased cost of commonly used modes of public transport has had the most impact on
those with lowest incomes. Consequently, use of transport may have declined amongst the least well off. A dramatic
demonstration of this occurred in South Yorkshire. Prior to bus de-regulation in April 1986, South Yorkshire had a
comprehensive and cheap public transport system, with decreasing prices in real terms and increasing usage. After deregulation, bus fares rose by 250 per cent. Unemployed people and those who had retired reduced their journeys more than
those in work (62 per cent and 60 per cent respectively compared to 37 per cent), as did school children (by 48 per cent).
Social support networks suffered as travel to undertake informal caring roles became more difﬁcult. This resulted in
increased requests for statutory support services, including home helps237-239. Low incomes may be particularly strained in
rural areas, where the lack of public transport makes car ownership a necessity240.
Further development of a high quality, healthy transport system for the public, which is integrated with other forms of
transport, for instance walking and cycling, and is affordable to the user, is crucial to the reduction of inequalities in health.
We consider that it is beyond the scope of the Inquiry to recommend the mechanisms which might be used to improve and
develop such a public transport system. However, suggestions made to us include the decentralisation of funding and
responsibility for local transport within an overall policy framework, and providing suitable powers for statutory partnerships
to set and monitor standards of public transport.
Beneﬁt
Improved public transport should lead to improved access to people and facilities fundamental to health, such as family and
friends, shops, parks and leisure facilities, and health care. This in turn should lead to improvement in quality of life and

friends, shops, parks and leisure facilities, and health care. This in turn should lead to improvement in quality of life and
health. If transport is made more affordable than at present, this would release resources which might be used for health
promoting activities and goods. Increased use of public transport by the general population would have the result of
decreasing air and noise pollution which is suffered disproportionately by people experiencing disadvantage. A decrease in
the use of cars would lead to a reduction of accidents. This is likely, but not certain, to be accompanied by a reduction in
inequalities in accident rates.
14. We RECOMMEND the further development of a high quality public transport system which is integrated with
other forms of transport and is affordable to the user.
Encouraging walking and cycling
Inequality
Pedestrian injury death rates for children in social class V are ﬁve times higher than for those in social class I241, and are
higher for boys than girls25.
Evidence
The most health promoting and equitable forms of transport, walking and cycling, are vulnerable to the disadvantages
imposed by motor vehicles229. There has been a post-war decline in walking and cycling, which has come about partly
because of a sense of increased danger consequent on the rise in motor vehicle trafﬁc volume236. There is also evidence of a
high level of suppressed demand for cycling. Some disadvantaged groups, for instance children from families without a car,
are more likely to make journeys by foot, cross more roads than those who have access to a car, and consequently are
exposed to higher risks of a pedestrian accident242.
Re-allocation of road space to provide more infra-structure for pedestrian and cycle route networks has been effective in
increasing the use of these modes and decreasing accidents in some cities such as York. Other examples have been found in
Europe243. Smaller schemes, such as Safe Routes to School, may also be effective244. Such schemes need to be sensitive to
local circumstances and involve the local community in decision making and implementation. This is an important feature of
successful community accident prevention interventions, and indeed any community intervention219,245.
Beneﬁt
Those engaged in walking and cycling would gain from increased physical exercise and its health beneﬁts. If overall levels
of walking and cycling increased, at the expense of the use of motor vehicles, then it is likely that accident rates and levels of
air pollution would fall. The burden of both falls disproportionately on people experiencing disadvantage.
15. We RECOMMEND further measures to encourage walking and cycling as forms of transport and to ensure the
safe separation of pedestrians and cyclists from motor vehicles.
Reducing the use of motor vehicles
Inequality
The main cause of air pollution is emissions from motor vehicles, which include particulates and ozone246. About a third of
households have no access to a car42, and these tend to be households with lower income52. Yet air pollution is more
common close to roads and road junctions, and in inner urban areas247-249, places which are often characterised by other
indicators of disadvantage229. Thus the burden of air pollution tends to fall on people experiencing disadvantage, who do
not enjoy the beneﬁts of the private motorised transport which causes the pollution.
Evidence
A recent report by the Department of Health's Committee on the Medical Effects of Air Pollutants (COMEAP) concluded
that air pollution in urban areas, in the form of particulate matter, is responsible for bringing forward 8,100 deaths a year and
bringing forward or creating an additional 10,500 hospital admissions for respiratory disease a year. In addition, in both
urban and rural areas in the summer months, ozone is responsible for bringing forward 12,500 deaths and bringing forward
or creating an additional 9,900 hospital admissions for respiratory disease per year. COMEAP also conﬁrmed their
previously stated view that the association between air pollution and mortality and morbidity is causal250.
Two options to reduce air pollution associated with motor vehicles are to decrease their use and to decrease their capacity to
pollute246. The latter is likely to be a lesser effect, and any success in reducing emissions of pollutants will be outweighed if
the use of and number of motor vehicles continues to increase. The annual increase in the amount of road trafﬁc from 1993
to 1995 was over 2 per cent. Apart from isolated periods road trafﬁc volume has increased steadily since the 1950s.
Projections estimate that road trafﬁc will increase between 55 per cent and 87 per cent between 1995 and 2025 (ﬁgure 15).

Most of this increase will be cars246,251.
Reduction of the use of motor cars appears to depend on the availability and acceptability of alternative modes of transport.
These include walking, cycling and public transport. Walking and cycling may be particularly important in reducing air
pollution as they could replace short car journeys under "cold-start" conditions, which cause a disproportionate amount of
pollution246. Car journeys to school are a typical example. In order to be able to compete with the attractions of travel by
car, an effective public transport system must be integrated: that is it must be a system in which people can change quickly
and easily from one route to another and from one mode of transport to another. It must also be a ﬁnancially attractive
option, which may mean subsidising the service for all users, not just for those from disadvantaged groups.
Beneﬁt
Reduction of the use of motor vehicles would decrease air pollution and probably also reduce road trafﬁc accidents. The
beneﬁt of these decreases is likely to be gained most by people experiencing disadvantage, who currently bear much of the
burden. Use of alternative modes of transport might also reduce inequalities in health through the beneﬁts that a more
effective public transport system would bring to those without access to private transport. Increased opportunities for
walking and cycling should increase overall health, but the effect on inequalities in health is unknown and would depend on
how different sections of the population took up these opportunities.
16. We RECOMMEND further steps to reduce the usage of motor vehicles to cut the mortality and morbidity
associated with motor vehicle emissions.
Reducing trafﬁc speed
Inequality
Motor vehicle trafﬁc accidents are a major cause of preventable deaths, particularly in younger age groups. For children and
for men aged 20-64 years, mortality rates for motor vehicle trafﬁc accidents are higher in lower socioeconomic
groups29,241. For instance, there would be 600 fewer deaths in men aged 20-64 years from motor vehicle trafﬁc accidents
each year if all men had the same death rates as those in social classes I and II combined32. For children and adults over 65
years mortality rates from such accidents are higher in those born on the Indian sub-continent. For adults aged 15-24 and
over 65 years rates are higher for those born in Ireland252. There are also differences in standardised mortality rates from
motor vehicle trafﬁc accidents around the country. The standardised mortality rate in 1996 varied from 59 in London to 122
in the East Midlands253. Age standardised rates are three times higher for males than females25.
Evidence
Speeding generally exacerbates risks for all road users, but particularly for pedestrians and cyclists. The chance of a
pedestrian being seriously injured or killed if struck by a car is 85 per cent if the car is travelling at 40 mph, 45 per cent at 30
mph and 5 per cent at 20 mph254. Speeding is common, and speed limits are broken by most motorists in urban and rural
areas, using all types of vehicle, whatever the time of day, day of week, or month of year255.
Environmental modiﬁcation of existing roads or design of new roads which has the effect of "trafﬁc calming" reduces speed
of trafﬁc and, by effectively excluding heavy goods vehicles, also reduces noise pollution256. Further, it provides a better
environment for play and other community based street-level activities257. Introduction of 20 mph zones is associated with,
on average, a 61 per cent drop in pedestrian casualties and a 67 per cent drop in child pedestrian and cyclist casualties254.
As speeding is common, stricter enforcement of current limits may also be effective. For example, the use of speed cameras
typically brings a casualty reduction of around 28 per cent254. To reduce inequalities these measures might need to be
introduced preferentially in disadvantaged areas.
Beneﬁt
A reduction in the speed of motor vehicles should reduce the risks of serious injury or death from road trafﬁc accidents. It
may also enhance the environment for other activities such as play for children, and reduce pollution.
17. We RECOMMEND further measures to reduce trafﬁc speed, by environmental design and modiﬁcation of roads,
lower speed limits in built up areas, and stricter enforcement of speed limits.
Making public transport affordable for pensioners and disadvantaged groups
Inequality
Lack of access to transport is experienced disproportionately by older people and people from low income groups, especially
those living in rural areas229,233.

Evidence
Older and disabled people are more likely to have low incomes and to be reliant on public transport. The price of public
transport is thus a critical issue in their mobility. The well documented change in use of buses in South Yorkshire illustrates
the degree to which older people's use of public transport is determined by price238,239.
About 10.5 million older people are eligible for concessionary fares in Great Britain, in addition to people who are disabled,
registered blind and those with impaired mobility. Concessionary fare schemes vary considerably in different parts of the
country. In London, there is a statutory scheme enabling the issue of permits to older and disabled people for travel on local
buses, London Underground and suburban rail. The permit is free and travel is free after the morning peak. Outside London,
local authorities have discretion to decide which form of concession to offer. Options include free travel, free or purchased
permits which then allow free or reduced fare travel, or fares reduced by ﬁxed percentages. Some authorities, for instance
within the West Midlands Metropolitan Area, offer similar schemes to the statutory scheme in London. A recent survey
found that most authorities (97 per cent) operate a scheme, but the many different types offered means that the cost of
transport to the user varies considerably from place to place. In some places concessions are quite limited258. Furthermore,
uptake of concessions is lower in areas of low population density, and is only 39 per cent in rural areas259.
Beneﬁt
Subsidised travel for older and disabled people should reduce a current barrier to health promoting opportunities.
18. We RECOMMEND concessionary fares should be available to pensioners and disadvantaged groups throughout
the country, and that local schemes should emulate high quality schemes, such as those of London and the West
Midlands.

6. Nutrition and the Common Agricultural Policy
By an immense programme of subsidies to agricultural production, the Common Agricultural Policy (CAP) has helped
ensure the security of Europe's food supply since the end of World War II. Although this in itself has made an important
contribution to health, the gain must be balanced against the consequent increased cost of food to the consumer. The range of
foods affected includes cereals, meat, eggs, dairy produce, sugar, fruit and vegetables. Although the scale of the premiums
varies across this range according to market conditions, and is difﬁcult to measure, it is often substantial.
The signiﬁcance of the CAP to inequalities in health is that the subsidies have maintained food prices usually at a higher
level than necessary. As the poor spend a higher percentage of their income on food than the better off, the result is that the
higher prices have the greatest impact on those least able to bear them. This is borne out by the reappearance of food poverty
- going without food because of lack of money - in various parts of Europe including Britain116,261.
The impact of CAP on the health of the less well off
Unfortunately, although the health impact of some of the individual programmes have been evaluated, there is no
comprehensive review of the CAP's impact on the food budgets of the less well off, and through this on inequalities in
health. We believe that this should be given a priority. CAP is by far the largest budget within the European Union - around
40 billion ecu a year (£32.5 billion)262 - and is currently being reviewed as part of the Agenda 2000 programme in
preparation for the next round of the World Trade Organisation talks. However, we are concerned that the health and health
inequalities aspects of the CAP should be recognised and form part of this wider debate. We see an opportunity for the UK
Government to build on the success of its European Union Presidency by hosting a conference to debate the implications of
CAP on health and health inequalities.
The CAP's focus has been on raw food production. Its structure has meant that subsidies have led to surpluses so that half the
budget provides subsidies to storage or export. The juxtaposition of "butter and meat mountains" and rising food poverty led
to unfavourable publicity and the creation of a Surplus Food Scheme designed to redistribute food to the less well off. This
small but signiﬁcant "social policy" outcome of the CAP tends to be limited only to storable goods such as dried or frozen
foods rather than fresh foods such as fruit and vegetables. The practical problems of redistribution have so far ruled out the
use of fresh fruit and vegetables on the Surplus Food Scheme263. Even within this scheme, we believe that there is scope for
more effective use of subsidies to reﬂect nutritional and public health goals, perhaps directed at school-aged children.
From the nutritional point of view, the situation with regard to the supply of fresh fruit and vegetables is currently the most
unsatisfactory aspect of the CAP. At a time when data have pointed to the protective effects of fruit and green vegetables in
the prevention of cancer and coronary heart disease264,265, large sums of money are being spent in the destruction of these
products. This amounted to 2.5 billion kilos of fruit and vegetables at a cost of 390 million ecu in 1993-94. Notwithstanding

changes which have reduced the amount of compensation paid on such produce, it is our view that this policy needs to be
reviewed, taking into account estimates of the "health gain" that would be derived from the supply of these foods at
subsidised prices.
19. We RECOMMEND a comprehensive review of the Common Agricultural Policy (CAP's) impact on health in
general and inequalities in health.
19.1 We recommend strengthening the CAP Surplus Food Scheme to improve the nutritional position of the less well
off.
Increasing the availability and accessibility of food
Inequality
Food consumption varies between different socioeconomic groups. People in lower socioeconomic groups tend to eat less
fruit and vegetables, and less food which is rich in dietary ﬁbre. These patterns tend to hold true over all age groups in which
they have been examined, from birth to 64 years. As a consequence, those in lower socioeconomic groups tend to have low
intakes of anti-oxidant and other vitamins, and some minerals, especially relative to intakes in higher socioeconomic
groups35,55-58.
Even within low income groups, there are differences in nutrient intake which are related to income. The 20 per cent of
Income Support claimants with compulsory deductions for rent or fuel have very restricted spending on food, and their
resulting diets are far below reference values for intakes of iron, calcium, dietary ﬁbre and vitamin C. This is even more
likely if adults in the family smoke94. Furthermore, there is some evidence that such inequalities in nutrition, at least for
some nutrients, have increased over the last 15 years55.
There are also pronounced differences in diet by gender. Women are more likely than men to eat wholemeal bread, fruit and
vegetables at least once per day and to drink semi-skimmed milk. They are less likely to drink alcohol heavily35,53.
However, nutrient intakes of iron, calcium, magnesium, vitamin B12 and folate are lower in women than men, especially in
women from lower socioeconomic groups. Many of the differences can be accounted for by the lower total food and energy
intakes of women. An adequate intake of calcium appears to be an important component of bone health, reducing the risk of
osteoporosis and fracture, although the evidence is incomplete266-268. Vulnerable groups, such as adolescent girls and older
women, should therefore avoid low calcium intakes. The main dietary sources of calcium are milk, milk products and cereal
products. Vitamin D is essential for calcium absorption and utilisation. Adequate dietary intake of vitamin D is necessary if
skin synthesis is likely to be sub-optimal, for instance, for older people who are housebound or those who wear concealing
clothing, and for vulnerable groups, such as pregnant and lactating women269. The best method of achieving adequate
intake through supplementation of high risk groups is currently the subject of multi-centre trials.
Women may be more likely to under-report the quantity of their diet than men, and they are also more likely to diet. The
relatively low intakes in women may partly reﬂect low intakes in a substantial proportion of women who are dieting at any
single survey point270. The association between a mother's physique before and during pregnancy and cardiovascular risk in
her children in later life suggests that her nutrition may have important long term effects on the health of the next
generation271-275. The prevalence of dieting in women, especially young women, is a cause for concern.
Evidence
The evidence that links diet and nutrition to health and inequalities in health is, in the main, based on research showing that
nutritional risk factors for disease and higher rates of nutrition related diseases cluster in disadvantaged groups. For example,
dental caries are more prevalent in children in lower socioeconomic groups, and children in these groups have higher intakes
of sweet drinks and snacks between meals - risk factors for caries. Death from stomach, oropharyngeal and oesophageal
cancer is more common in lower socioeconomic groups and has been linked to low intake of fruit and vegetables, also more
common in lower socioeconomic groups. Cerebrovascular disease is more common in lower socioeconomic groups and is
associated, possibly through the intermediate risk factor of hypertension, with consumption of salty, energy dense foods
which are high in sodium and low in magnesium and with low consumption of fruit and vegetables. This pattern of diet is
more common in lower socioeconomic groups276.
However, the effect of policies aimed at changing nutrition or single nutrients in the diet may be difﬁcult to predict, given the
sometimes complex link between diet, nutritional status and health. Thus our recommendations are based on enabling those
who are disadvantaged to have the choice to purchase and consume a balanced diet269.
Beneﬁt
Reductions in inequalities in nutrition should lead to reductions in diseases which have nutrition-related risk factors. These

include some types of cancer, cardiovascular disease, osteoporosis, anaemia, dental disease, and obesity and hypertension,
and their complications. The extent to which these will be preferentially reduced in particular groups, for instance those from
lower socioeconomic groups, is unpredictable. For instance, a reduction in total fat intake is a current recommendation to the
whole population, based on the premise that this will lead to a reduction in average plasma cholesterol levels, which in turn
will lead to reduced coronary heart disease. As, for a given level of plasma cholesterol, people from lower social classes have
higher rates of coronary heart disease than those from higher social classes, an overall reduction in average plasma
cholesterol may have a greater effect in reducing coronary heart disease in lower social classes277.
20. We RECOMMEND policies which will increase the availability and accessibility of foodstuffs to supply an
adequate and affordable diet.
Reducing food poverty and improving retail provision
Inequality
Households in the bottom tenth of the income distribution spend an average of 29 per cent of their disposable income on
food (after allowance for housing costs) compared to 18 per cent for those in the top tenth278. People in low socioeconomic
groups buy more efﬁciently than high income households, obtaining more grams of food of any type per pound spent.
However, they also spend more on foods richer in energy and high in fat and sugar, which are cheaper per unit of energy than
foods rich in protective nutrients, such as fruit and vegetables116. It also costs them more to shop because the physical
inaccessibility of large retail food outlets necessitates expenditure on transport or the higher prices in small local shops232.
The food budget is susceptible to "squeezing" to meet other demands, partly because it is a large proportion of low income
households' budgets and partly because it is not protected. Rent and other deductions may be made compulsorily which
places additional strain on the remainder of the budget94.
Food poverty is experienced by some people in low income groups, particularly single mothers93-95,116. The diets of
families living on low income may also lack choice and variety, a consequence of the expense of supplying choice and the
associated potential for waste of food93,279,280.
Evidence
Economies of scale allow food sold in supermarkets to be cheaper and to cover a wider range than that in smaller "high
street" stores232. Furthermore, there is a paradox in that a "healthy" basket of food has been found to cost more in
disadvantaged areas than in afﬂuent areas232,281. The increasing tendency to out of town supermarkets has led to the
creation of "food deserts" where cheap and varied food is only accessible to those who have private transport or are able to
pay the costs of public transport, if this is available. People on low income, and in particular women and older people, are
less likely to be able to drive or have access to a car, and price is a signiﬁcant determinant of their ability to utilise public
transport40,282. The cost of transport may add a considerable amount to the cost of food shopping283,284. Thus access to a
cheaper and wider range of food is most restricted for some of the groups who need it most.
Currently, planning authorities do not have to consider the impact on low income groups when considering the development
of retail food outlets. However, some local authorities have addressed the accessibility of food retail provision in
disadvantaged areas, for instance by rate concessions to encourage retailers in these areas. Town and country planning
policies could be amended or emphasised to ensure that development of retail food outlets do not have an adverse effect on
those most vulnerable to poor nutrition285.
Beneﬁt
People on low incomes eat less healthily partly because of cost, rather than lack of concern or information286,287. Therefore
increased availability of affordable "healthy" food should lead to improved nutrition in the least well off.
20.1 We recommend the further development of policies which will ensure adequate retail provision of food to those
who are disadvantaged.
We recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).
Reducing sodium in processed foods
Inequality

The best measure of salt in the diet is 24 hour urinary sodium excretion. There are scant data on the social distribution of this
in Britain. The INTERSALT study showed that people of lower education, world-wide, had higher levels of sodium
excretion. This was conﬁrmed for the UK INTERSALT centres. This, together with higher rates of obesity and lower intakes
of foods rich in potassium, places those from lower socioeconomic groups at higher risk of hypertension and its related risks.
Average blood pressure increases as social class decreases, i.e. it is higher in lower social classes, although the gradient is not
pronounced, especially in men37. However, at any level of blood pressure people from lower socioeconomic groups appear
to be more vulnerable to the associated diseases, as evidenced by their higher rates of coronary heart disease and stroke29.
Evidence
Less than 20% of sodium intake is discretionary and added in cooking or at the table. Most of the rest is in processed
food264. Lower income groups have higher consumption of processed foods rich in sodium, for instance white bread, meat
products (such as pies) and processed vegetables, other than frozen55. Observational studies, trials and animal studies all
point to a relation between sodium intake and blood pressure. A review of this evidence led the Department of Health's
Committee on Medical Aspects of Food Policy to recommend a one third reduction in sodium intake in the British diet264,
although other reviews have been more cautious288. A reduction in sodium intake, combined with a reduction in obesity and
heavy drinking and an increase in potassium intake, would lower mean blood pressure in the population and hence reduce
cardiovascular disease.
Beneﬁt
Reduction of sodium in processed foods should reduce average blood pressure for the whole population. This may be of
greater beneﬁt in lower socioeconomic groups because of their increased susceptibility to the complications of hypertension,
coronary heart disease and stroke.
20.2 We recommend policies which reduce the sodium content of processed foods, particularly bread and cereals, and
which do not incur additional cost to the consumer.
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7. Mothers, Children and Families
We recommend a high priority is given to policies aimed at improving health and reducing health inequalities in women of
childbearing age, expectant mothers and young children (recommendation 2).
Reducing poverty in families
This section sets out inequalities in wealth in families, and summarises the evidence for areas of policy development and the
beneﬁts which may result from such policies. Our recommendations relate ﬁrstly to the removal of barriers to work, for
parents who wish to combine work with parenting, by increasing access to day care. Secondly they relate to enabling those
who wish to devote full-time to parenting to do so, by improving the living standards of households in receipt of social
security beneﬁts.
Inequality
The increased risk of poverty amongst families with young children has been documented in the text accompanying
recommendation 3. Some parents ﬁnd themselves in a beneﬁt dependent poverty trap and would seek work if affordable
child-care was available. However for parents in low income groups there is a shortage of affordable and appropriate childcare, both for pre-school and school-aged children289-291. A study of 20 countries, mostly European, found that the UK had
the highest child-care costs of all countries, amounting to a quarter of average earnings164. At that time there were no public
subsidies for child-care.
Evidence
Out-of-home day care and pre-school education are two services which overlap in providing learning and care for those
below current statutory school age. There is no clear and logical dividing line between them, as both must secure and
promote children's healthy physical, emotional and intellectual development. The evidence which supports the effectiveness
of out-of-home day care and pre-school education in promoting children's development also overlaps. It is presented in the
text supporting recommendation 5 (pre-school education) and is summarised here.
Evaluation of non-parental out-of-home day care before the age of 5 years has found that it is associated with improvement
in a range of educational and social measures, some of which have been documented many years after the care. It is
important to note that the best known studies are of the effect of centre-based day care, and it is not known whether the same
advantages are found with care provided in other settings. All of the assessed studies contained educational components as
part of the intervention programme, and nearly all an element of home visiting and/or parental training. It is not possible to
assess which components of these multi-faceted programmes were effective. However it is clear that quality, including
quality in training carers, is crucial: indeed poor quality care may be damaging113,115. There is no evidence for an optimal
age for out-of-home day care113,115. The effect of early separation of parent and child on the child's social and emotional
development and attachment remains a subject of controversy.
Beneﬁt
Greater provision of high quality out-of-home day care, especially if integrated with pre-school education, should increase
the availability of these services. Since it is easier to combine paid work and family responsibilities when parents have
access to high quality day care, it is a potential mechanism to alleviate family poverty for parents who wish to combine work
with parenting292. Other beneﬁts include improved educational and social achievement in the children, and the potential for
beneﬁcial effects on the psychosocial health of parents and on their opportunities for education and training.
21. We RECOMMEND policies which reduce poverty in families with children by promoting the material support of
parents; by removing barriers to work for parents who wish to combine work with parenting; and by enabling those
who wish to devote full-time to parenting to do so. Speciﬁcally:
21.1 we recommend an integrated policy for the provision of affordable, high quality day care and pre-school
education with extra resources for disadvantaged communities (see also: recommendation 5).
In making this recommendation, we commend the Government's commitment to a national Child-care Strategy as a ﬁrst step
in reducing inequalities in this area.

We recommend further reductions in poverty in women of childbearing age, expectant mothers, young children and older
people should be made by increasing beneﬁts in cash or in kind to them (recommendation 3.1).
We recommend measures to increase the uptake of beneﬁts in entitled groups (recommendation 3.3).
Improving the health and nutrition of women and children
This section describes how inequalities in nutrition in women and children inﬂuence health. Our recommendations here are
focused on improving the health and nutrition of women of childbearing age and their children, with priority given to the
elimination of food poverty and the reduction of obesity.
Inequality
The babies of women in disadvantaged groups are more likely to have reduced growth rates in utero. Babies with fathers in
social classes IV and V have a birthweight which is on average 130 grams lower than that of babies with fathers in social
classes I and II34. Birthweight also varies by mothers country of birth. Babies whose mothers were born on the Indian subcontinent are on average 200 grams lighter than those of mothers born in the United Kingdom34.
For women, obesity is more prevalent in lower social classes. There is a gradient of decreasing obesity with increasing social
class. Twenty ﬁve per cent of women in social class V are obese compared to 14 per cent in social class I37.
Evidence
Reduced growth in fetal life is associated with increased mortality and morbidity in the ﬁrst year of life293,294, and
throughout childhood295-297. People who had low birthweight, or who are thin or stunted at birth, are at increased risk of
cardiovascular disease and the disorders related to it in later life21. These associations cannot be explained by confounding
variables operating in adult life. Reduced fetal growth is more common in deprived areas of Britain298. Birthweight is
determined by the weight and height of the mother, which in turn reﬂects her own growth in childhood. The physique of
mothers is also related to later disease in their children. Children of women who are thin, having either a low body mass
index (weight/length2) or thin skinfolds are at increased risk of developing non-insulin dependent diabetes and raised blood
pressure in adult life271-273.
The generally agreed 'healthy diet' in pregnancy may have long term beneﬁts in reducing the baby's later risk of
cardiovascular disease without greatly inﬂuencing birthweight271,275. Mothers reliant on state beneﬁts may not be able to
afford a healthy diet83,95 and may go short of food in order to feed their children93,94. In the United States guaranteeing a
minimum income to pregnant women has been shown to increase birthweight91, although the mechanism is unknown.
Children of women who are overweight are also at increased risk of coronary heart disease as adults274. This effect is
stronger among women with short stature. Short, overweight women are more common among low socioeconomic groups.
Obesity is entrained during childhood and adolescence299. The rates of obesity in children are increasing, but there are no
marked differences between social classes300. However, the effects of obesity on the development of coronary heart disease,
non-insulin dependent diabetes and hypertension are more severe in people who had low birthweight301-304.
Thus a baby's long term health is related to the nutrition and physique of its mother. Policies in this area should promote the
avoidance of excessive thinness or obesity and a healthy diet for women of childbearing age. They should also promote
avoidance of excessive weight gain in children.
Beneﬁt
Improvement in the diet of girls and women is likely to bring improvements not only in their own health, but in the health of
their children. Avoidance of obesity similarly beneﬁts both the mother and her child. The effects of mothers' nutrition on
their children's health will take more than one generation to alter. An approach which starts with both mothers and children is
likely to bring the most rapid beneﬁts.
22. We RECOMMEND policies which improve the health and nutrition of women of childbearing age and their
children with priority given to the elimination of food poverty and the prevention and reduction of obesity.
Speciﬁcally:
we recommend further reductions in poverty in women of childbearing age, expectant mothers, young children and older
people should be made by increasing beneﬁts in cash or in kind to them (recommendation 3.1).
We recommend further measures to improve the nutrition provided at school, including: the promotion of school food
policies; the development of budgeting and cooking skills; the preservation of free school meals entitlement; the provision of

free school fruit; and the restriction of less healthy food (recommendation 7).
We recommend a comprehensive review of Common Agricultural Policy's (CAP's) impact on health in general and
inequalities in health (recommendation 19).
We recommend policies which will increase the availability and accessibility of foodstuffs to supply an adequate and
affordable diet (recommendation 20).
Promoting breastfeeding
Inequality
Babies of fathers from social class I are more likely to be breastfed at birth than those from social class V, but this difference
has decreased over the period from 1985-1995. Continued breastfeeding is much less common in lower social classes59.
Evidence
Breastfeeding decreases the incidence and severity of many infections of infancy, and may protect from other infant and later
adverse health outcomes. Breastfeeding may also protect the short and long term health of the mother305.
Randomised controlled trials have shown that support to mothers during pregnancy, labour, and after birth increases not only
initiation of breastfeeding, but also continuation and exclusivity, in other words breastfeeding only, without bottle feeding.
Prenatal interventions tested include peer counsellors and education programmes tailored to women from speciﬁc cultural
backgrounds. Continuous emotional support during labour provided by a trained - professional or lay - support person has
been found to promote continued breastfeeding, as well as providing other beneﬁts - for instance, reduced rates of Caesarean
section306. Help with the practicalities of breastfeeding decreased early problems and increased duration of
breastfeeding307. Some of these interventions were tested in particular disadvantaged groups (people living on low
income)308 and women from minority ethnic groups309. Evidence that they are differentially effective among people
experiencing disadvantage is lacking.
Other measures of encouraging breastfeeding are based on increasing the acceptance and practicability of breastfeeding,
especially outside the home. Such measures might include discussion of breastfeeding issues in Personal, Health and Social
Education for school-children (see recommendation 6), using media advocacy and other publicity, and encouraging the
provision of facilities for breastfeeding in shops and public places.
Beneﬁt
Increased rates of breastfeeding should decrease the incidence of infant infection. The interventions suggested which do or
could provide more support to the mother should also lead to other health gains in the mother and baby. It is unknown
whether such interventions can be developed to be particularly effective in disadvantaged groups.
22.1 We recommend policies which increase the prevalence of breastfeeding.
Fluoridating the water
Inequality
Overall dental health in children is improving. The mean number of teeth with any known decay in children under 5 years
has fallen over the last 10 years. However, the differential in the number of decayed teeth between those in classes IV and V
and those in classes I, II and IIIN has increased, from an excess of 17 per cent in 1983 to one of 70 per cent in 1993310,311.
The proportion of children who have an experience of dental decay also varies by area and by age. But at each age children
living in the north have more dental decay than those living in the midlands and the south312.
For example, at 5 years children living in the North West NHS Region show a 59 per cent excess compared with those in the
South Thames NHS Region. At 12 years there is a 75 per cent excess312.
Evidence
Fluoridation of the public water supply has been shown to reduce dental caries, especially amongst socially deprived
communities in the UK and Australia313,314. Water ﬂuoridation provides beneﬁts for everyone but the effects are more
pronounced in people in lower social classes313,315, particularly in primary dentition. The Water Fluoridation Act (1985)
and associated guidance from the Department of Health (HC/87/18) placed the responsibility for decisions about water
ﬂuoridation with health authorities. Following a request from a health authority, water undertakers may ﬂuoridate the water
supply. Although the Department of Health guidance indicates that the "chief concern" of water undertakers "will be the
technical feasibility of water ﬂuoridation", in practice water undertakers have interpreted the word "may" in the Act as giving
them very wide discretion. Since the Water (Fluoridation) Act 1985 received Royal Assent (30 October 1985), no new
ﬂuoridation scheme has been introduced. (Those schemes implemented in the West Midlands had legally binding agreements

ﬂuoridation scheme has been introduced. (Those schemes implemented in the West Midlands had legally binding agreements
before the Act.) To date, over 60 health authorities have completed the publicity and consultation required by the Act but
cannot have their decisions on ﬂuoridation implemented. Amendment of the Act would ensure ﬂuoridation of the water
supplies in areas where this has been recommended following the present legal processes.
Beneﬁt
Fluoridation of water supplies should decrease inequalities in dental caries between areas, and between socioeconomic
groups. Although beneﬁt will at ﬁrst be restricted to children, in time it will become evident in adults. The balance of
scientiﬁc evidence is against harmful effects on health of ﬂuoridation.
A relatively minor change is needed to the Act. As the process for public debate and decision-making would not be changed
by the proposed amendment, arguments for and against ﬂuoridation could continue to be considered as now.
22.2 We recommend the ﬂuoridation of the water supply.
Reducing the prevalence of smoking in pregnancy
Inequality
Over the ten years from 1985 to 1995 there has been a slight decrease in the proportion of women smoking during or before
pregnancy (39 to 35 per cent). Smoking prevalence during pregnancy is higher for manual than non-manual groups. Women
from households in social class V are four times more likely to smoke in pregnancy than those in social class I59.
Evidence
Maternal smoking is associated not only with reduced birthweight, but also with an increased risk of sudden infant death
syndrome316, and adverse effects both on the mother's health, and on the health of those with whom she shares her
home317-320. Recent work also suggests that, over and above the effect expected by reduction of birthweight and other
socioeconomic factors, educational achievement as measured at 23 years is decreased in the children of mothers who
smoke321. Pregnancy is seen as a prime opportunity to encourage and help women to give up smoking for the beneﬁt of
their own health as well as their children's322 with most women receiving advice on smoking from their midwives and
doctors59.
A systematic review of randomised controlled trials found that behavioural self-help approaches to smoking cessation were
more effective than advice and feedback in reducing smoking in pregnancy323 but no information was given on whether
interventions were particularly helpful for disadvantaged women324. Cessation rates are lower in mothers from lower
socioeconomic groups59 and a survey in the West Midlands found that pregnant women on Income Support were less likely
than other women to be contemplating giving up smoking325. Given these differences in likelihood of cessation, further
development of both "upstream" (see, for example, recommendations 21 and 23) and "downstream" policies (see, for
example, recommendations 26.2-26.4) are likely to be necessary to achieve a reduction in inequalities in smoking prevalence
in pregnancy. Interventions that target individual behaviour alone may be insufﬁcient326,327.
Beneﬁt
A decrease in prevalence in smoking during pregnancy is likely to be followed by a decrease in women who smoke after
pregnancy. This should decrease smoking-related morbidity and, eventually, mortality in mothers; passive smoking-related
morbidity and mortality, including sudden infant death syndrome, in those with whom she lives and works; and increased
birthweight in the children of mothers who were formerly smokers, with decreases in early mortality320. The problems of
giving up smoking for disadvantaged women are discussed elsewhere (see text for recommendations 26.2-26.4).
22.3 We recommend the further development of programmes to help women to give up smoking before or during
pregnancy, and which are focused on the less well off.
Social and emotional support of parents
Inequality
Parents caring for children in disadvantaged circumstances are likely to need additional family support if they are to protect
their children from the effects of disadvantage. Inequality in the need for such support is evident in the socioeconomic
patterns of child abuse. Although such patterns are modiﬁed by the deﬁnition of abuse328 and ascertainment bias329, there
is a consistent association between low socioeconomic status and child protection registrations330. This association is
demonstrated across a range of indicators of individuals and areas, including unemployment, lone parenthood, and receipt of
means-tested beneﬁts331-333

Evidence
Most parents living in disadvantaged circumstances wish to, and do, protect and promote the health of their children under
the most unpromising conditions334. A general conclusion of evaluations of family support services is that parents under
stress overcome family problems more easily when there is a wide range of sources of family support available in local
communities335.
Family support enables parents under stress and children in need to have some respite from their disadvantaged
circumstances, and to build protective social relationships. Family support services cover a wide range, and include
neighbourhood family centres and projects, baby and child health clinics, supervised play space and day care and affordable
after-school care. Consequently the Inquiry has taken the view that policies which promote the emotional and social support
of parents living in circumstances of disadvantage should act at a number of different levels. These policies include those
which address poverty, social isolation and lack of community resources as well as ones which provide enhanced individual
or group-based support. However, the research evidence tends to be biased towards assessment of interventions to support
individual parents or families, often within public service settings. This is partly because it is easier to design robust
experimental evaluations of such interventions. The following section summarises this evidence, recognising that it also
highlights principles relevant to community-based interventions.
Social and emotional support of parents, particularly mothers, may enhance their capacity to protect their children, especially
when they are trying to do so in disadvantaged circumstances. The potency of even short periods of personal support is
demonstrated by a review of the effects of continuous professional or social support during childbirth. In a number of
settings, women who received support from a trained person had shorter labours, less analgesia and operative delivery, and
their babies had improved APGAR scores (that is, were in better condition at birth)306. However, most studies have used
longer periods of social support, aimed at reducing stress and enhancing self-esteem and conﬁdence during pregnancy and
the early part of parenthood. The effect of home visiting during pregnancy alone on birthweight and other pregnancy
outcomes is inconsistent334,336,337. Some studies, whilst not showing an effect on physical health, have found social and
behavioural effects. For instance, a review of controlled trials of social support in pregnancy concluded that women
receiving support were less likely to feel unhappy, nervous and worried during pregnancy, and were more likely to be
breastfeeding after birth338.
Home visiting in the ﬁrst 2 years of life has been associated with beneﬁcial effects during childhood. A systematic review
found that programmes of home visits by professional or specially trained lay care givers tended to be associated with
decreased rates of childhood injury339. They may also reduce rates of child abuse, incomplete immunisations, hospital
admission, and morbidity in infancy, although the evidence is not conclusive for these outcomes. The applicability of these
studies to service provision in the United Kingdom is unknown. However, in the UK at least two studies have shown that
appropriately trained health visitors can detect and manage postnatal depression, leading to more rapid remission of
symptoms, fewer problems in the relationship between the mother and the child, and fewer child behaviour
problems340,341. Although postnatal depression does not show a marked gradient with socioeconomic status, the long term
effect of maternal depression on the cognitive and emotional behaviour of children is more marked in the presence of
socioeconomic disadvantage342.
In the UK, several experiments in home-based strategies to help parents become more self-conﬁdent and skilful in their
child's development have been initiated. These have used specially trained health visitors or "community mothers", training
teams of volunteers16,343. Early results indicate that those receiving home-based support strategies feel more positive and
have higher self-esteem during early motherhood, and the children have more complete immunisations, and less early
weaning onto cow's milk. Longer-term outcomes are awaited16,344. A systematic review of parent-training programmes in
improving the behaviour of children with a behaviour disorder between 3 and 10 years concluded that group-based
programmes were the most effective, although it is not known speciﬁcally which aspects of these programmes are
important345. Such programmes might have an application in prevention as well as treatment.
Few studies have yet included long term outcomes. However, in a 15 year follow up of an American randomised controlled
trial, mothers who had received home visits during pregnancy and the ﬁrst 2 years after birth were less likely to have been
identiﬁed as perpetrators of child abuse. Amongst those who were socioeconomically disadvantaged, those who had received
home visits had fewer subsequent births, increased birth interval, received income support for a shorter period, had fewer
behavioural problems associated with the use of alcohol and other drugs, and had fewer arrests346. A seven year follow-up
in the UK has found improved health in children and mothers who had midwife-provided social support in pregnancy347.
A number of methodological issues arise in the best way of providing parental support. The most systematically evaluated
studies are the randomised controlled trials. However, these tend to be conducted in particular settings and especially in
health service settings. It is not clear whether the beneﬁcial effects observed are the consequence of a particular type of

support or would be seen with the provision of any support which met the needs of parents and children even if different in
content - for example, child-care or ﬁnancial support - or context - for example, community-based and parent-led. In
addition, the quality of support offered in an experimental setting may not be reproducible in service. Thus the nature of
support, who should offer it, when, and for how long is still under debate. Secondly, the applicability to the UK of the results
of studies conducted outside this country is uncertain. Thirdly, the effect on some outcomes has only been tested in single
trials, and must be regarded with caution. Fourthly, the identiﬁcation of those most likely to beneﬁt from support needs to be
reﬁned. The trials have mostly been conducted amongst high-risk populations. Lastly, the best way of translating research
ﬁndings based on parental empowerment into service provision which does not patronise or stigmatise users needs to be
addressed16.
Despite these issues, we have concluded that the strength of the evidence appears sufﬁcient to recommend enhancing support
for parents. Such support should be provided through policies acting at a number of different levels, including the relief of
poverty (recommendation 21). Policies should be based in the community, should be family-centred and should meet the
needs of families living in disadvantaged circumstances. In the spirit of the Children Act (1989), they should include further
development of services provided on the basis of partnership with parents and between agencies328,348.
Health visitors already aim to provide social and emotional support to parents and are acceptable to mothers in
disadvantaged settings349,350. We consider that an enhancement of their role and capacity to provide social and emotional
support of disadvantaged parents is needed, as part of the range of neighbourhood services to support parents.
Beneﬁt
Increased social and emotional support of parents should reduce the impact of disadvantage and enhance parenting skills,
with consequent social and behavioural gains in health for their children. It should also enhance self-esteem in parents. A
range of other physical, social and mental health gains are possible in both parents and children. None of the evidence points
to harm from support of parents, but this pre-supposes that services are delivered in an enabling and non-stigmatising
manner.
23. We RECOMMEND policies that promote the social and emotional support for parents and children. Speciﬁcally:
23.1 we recommend the further development of the role and capacity of health visitors to provide social and
emotional support to expectant parents, and parents with young children.
Promoting the health of looked-after children
Our recommendations on the support of families are aimed at promoting child and parental health and at the prevention of
child abuse and family dysfunction. We recognise the necessity of recommending policies which will address the health
needs of children who are "looked-after" by local authorities.
There were about 89,000 children looked-after by social service departments in England at any time during the year ending
in March 1997, with about 65 per cent in foster placements330. Looked-after children are at particular risk of both early life
and later disadvantage333. More than 75 per cent of looked-after children leave care with no educational qualiﬁcations and
between 50 per cent and 80 per cent of care-leavers are unemployed351. It is estimated that 30 per cent of young single
homeless people have been in care. High rates of alcohol use and cigarette smoking are also reported among care-leavers and
it is estimated that one in seven young women leaving care are either pregnant or already mothers352. Children with an
experience of public care are also vulnerable to substance misuse and mental health problems in adult life353,354.
This cluster of socioeconomic and health disadvantage means that looked-after children are a key target group for policies
related to education, employment and housing, and to health related behaviour, recommended earlier in our report. However,
they are further disadvantaged in their access to health care, both preventative and therapeutic. Their increased mobility may
result in fragmentation of, and delay in, service delivery, including assessment of, and provision for, their educational and
health needs, including health promotion.
Looked-after children lack a professional advocate for their health. We recommend that looked-after children have a
designated medical adviser to identify their physical and psychological health needs, and negotiate service delivery.
However, this alone is unlikely to be sufﬁcient. Looked-after children tend not to respond to health information and effective
ways of providing them with appropriate information need to be further developed355.
23.2 We recommend local authorities identify and address the physical and psychological health needs of looked-after
children.
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8. Young People and Adults of Working Age
This section sets out inequalities in the health of young people and adults of working age. It summarises the evidence which
we have concluded indicates areas for future policy development, and the beneﬁts which may result from such policies.
Many recommendations given already will apply to this group. In particular, work is an important determinant of health
inequalities at this stage of the life course.
We recommend policies which improve the opportunities for work and which ameliorate the health consequences of
unemployment (recommendation 8).
We recommend policies to improve the quality of jobs, and reduce psychosocial work hazards (recommendation 9).
Our additional recommendations relate to preventing suicide, particularly in young men and people who are known to be
mentally ill, and promoting the adoption of healthy lifestyles.
Preventing suicide
Inequality
Suicide is more common in men than in women, and in lower socioeconomic groups. In 1996 the rates were three times
higher for males than females. The highest rates are for men aged 25-44 and those over 75 years25. In 1991-1993 (the most
recent data available by social class) in England and Wales, mortality from suicide for men was 4 times greater in social class
V than in social class I29. The international literature consistently shows higher rates of suicide in young south Asian
women, whilst lower rates are found in African Americans and African Caribbeans356. The overall age-standardised
mortality rate for suicide has fallen by nearly a half in women over the last 20 years, but has hardly changed for men. This
hides the information that over the same period, for men under 44, there has been a rise of 20-30 per cent whereas for men
aged 45 and over there has been a fall of about the same magnitude32.
Evidence
Suicide is associated with unemployment, alcohol and substance misuse, imprisonment, and mental disorder357. Up to half
of all people who commit suicide have a history of self-harm, and up to 1 per cent of people who self-harm go on to kill
themselves358-360. People who deliberately self-harm are also likely to have problems with a relationship, employment,
education, alcohol, substance misuse, and/or ﬁnances361.
Policies to prevent suicide include those aimed at the causes of social exclusion which may lead to suicide. These include:
social support for parents (recommendation 23); pre-school education (recommendation 5); the development of &QUOT;life
skills&QUOT; and the prevention of alcohol and substance misuse (recommendation 6); provision of adequate housing
(recommendation 10, 11 and 12); the relief of poverty and reduction of unemployment (recommendation 8); the promotion
of healthy workplaces (recommendation 9); and policies which promote social cohesion.
The association of suicide with existing mental illness suggests that policies for the care of young people with mental illness
also provide opportunities for the prevention of suicide. About a quarter of those who kill themselves have been in contact
with specialist mental health services in the year before their deaths362. A recent review on the promotion of mental health
in high-risk groups reinforces the role of the primary health-care team both in identifying and co-ordinating the management
of people at high risk363. Community mental health teams may be more effective than non-team standard care in preventing
suicide in those who are already severely mentally ill364. Both types of team, which may have considerable overlap, need to
ensure effective working between different disciplines and agencies363. An important component of the work of such teams
is to address all the needs of the patient, including employment, housing and social support. Furthermore, particular
strategies may be required to meet the needs of young people who either cannot or do not choose to access current services.
These include people who default from follow up, absent themselves from school, or are in prison or young offenders'
institutions.
Beneﬁt
Most policies recommended here are aimed at the improvement of socioeconomic and living conditions, and social cohesion.
They will have many beneﬁts in addition to their contribution to the prevention of suicide.

24. We RECOMMEND measures to prevent suicide among young people, especially among young men and seriously
mentally ill people.
Promoting healthier lifestyles
Health related behaviour is an important determinant of health and inequalities in health. However, the reasons why
individuals adopt one form of behaviour rather than another are complex. They include the inﬂuence of earlier experience,
including that as a very young child, the social and economic environment, work or school, and the cultural milieu, as well as
characteristics speciﬁc to the individual. Furthermore the effects of health related behaviour or its consequences differ
between individuals and between groups, depending on their susceptibility to these inﬂuences. For example the effect of a
high body mass index in adult life on blood pressure is greater in people who were of lower birthweight301.
Thus, policies designed to change health related behaviour need to act at different levels, and to accept that behaviour
change, for instance in the changing of children's dietary habits, may take some time to become apparent. The Inquiry
considers that, as with inequalities in health in general, inequalities in health related behaviours need to be approached on a
broad front considering both &QUOT;upstream&QUOT; and &QUOT;downstream&QUOT; policies, and policies which
cover both short and longer-term beneﬁts. This section sets out inequalities in health related behaviour and the evidence
which we have concluded indicates areas for future policy development. Many of the more &QUOT;upstream&QUOT;
policies in this area have been considered earlier in this report, and are cross-referenced. However, we wish to emphasise that
these &QUOT;upstream&QUOT; policies are of crucial importance in reducing inequalities in health related behaviour.
Furthermore, we consider that policies aimed at changing health related behaviour should avoid attaching blame or stigma to
individuals or groups. Thus our recommendations are based on the principles of increasing information and choice to
individuals and communities, and enabling them to make healthy choices365.
Promoting sexual health
Inequality
Men and women from manual households have a median age at ﬁrst intercourse about 2 years lower than for those from
social class I households. Black young people are more likely to have ﬁrst intercourse under the age of 16 than white or
Asian young people. The proportions with ﬁrst intercourse under the age of 16 are 26 per cent for Black men, and 10 per cent
for Black women, compared to 19 per cent and 8 per cent for young white people and 11 per cent and 1 per cent for young
Asian people366.
Under-age conception rates for places within Britain are highly correlated with indices of deprivation, with high rates in
areas which are deprived260. However, the relatively small number of events makes further analysis difﬁcult. There is a
fourfold difference between the health authorities with the highest and lowest rates, and large differences between one time
period and another.
Evidence
For many young women, pregnancy and motherhood are positive and welcomed experiences without long term negative
outcomes. However, compared to women aged 20 to 35 years, teenage mothers and their children are at higher risk of
experiencing adverse health, educational, social and economic outcomes130. Approximately half of the pregnancies in under
16 year olds and a third of those in 16-19 year olds are terminated260. These terminations, along with miscarriages, can also
have an adverse effect on the health of teenagers.
The risk of teenage pregnancy is increased in association with a number of social, socioeconomic and individual factors,
many of which are more common in people experiencing disadvantage - for example, low educational attainment, poor
housing. Particularly at risk are the daughters of teenage mothers, young people &QUOT;looked-after&QUOT; by the local
authority or leaving care, school non-attendees - due to truancy or exclusion - and homeless or runaway teenagers. Although
it is difﬁcult to establish cause and effect, it is possible that reducing inequalities in some of these socioeconomic risk factors
- for example, poverty or educational attainment - would reduce inequalities in unwanted teenage pregnancy130.
More speciﬁc interventions to promote sexual health focus on education and provision of appropriate and sensitive
contraceptive services130. Features associated with successful sex education programmes include: timing, which should
precede the onset of sexual activity; a combined approach to education and information about the provision of contraception;
integration with psychological approaches, and with other life management skills; context, emphasising responsible and
caring relationships and a recognition of social inﬂuences and pressures; a focus on speciﬁc aims, such as delayed
intercourse and safe intercourse; and the tailoring of the programmes to the needs of the group they are intended to
serve129,130.

Most of the evaluated programmes have focused on addressing individual factors associated with teenage pregnancy, rather
than the associated social and economic factors. No studies have speciﬁcally focused on reduction of inequalities in risk of
outcomes. The role of sex education is discussed earlier in the text supporting recommendation 6 on the development of
health promoting schools.
The role of parents in sex education also needs to be recognised. Under the age of about 16 years young people generally
report that their parents should be the main source of information about sex but in practice this is often not the case.
Appropriate means to help parents increase their skills and conﬁdence in sex education need to be developed. The media also
have an important role to play in providing information and inﬂuencing the climate of opinion367.
Provision of contraceptive services to teenagers is highly cost effective, saving £377 and £466 per unwanted pregnancy
avoided for clinic and general practice provision respectively, even if only the resource consequences for the NHS of
pregnancy are taken into account. The savings are much greater if the longer term health gains are considered130. However,
teenagers may lack information about contraceptive use or availability. A recent review of the literature found a lack of UK
evidence on the effectiveness or cost effectiveness of different approaches to the delivery of contraceptive services to young
people. Descriptive studies suggest that services should be based on a local needs assessment and ensure accessibility and
conﬁdentiality. Clinic-based settings may be used more than those in primary care. Because of the nature of teenagers' sexual
activity, which can be unplanned and sporadic, provision of emergency contraception is important. However, there is
widespread public and professional misunderstanding of the use of emergency contraception, which may merit particular
health education action130.
Interventions have not evaluated whether policies will preferentially promote sexual health and reduce unwanted teenage
pregnancy rates in people experiencing disadvantage. Targeting of education on contraceptive provision - for example, by
individual characteristics or by area - might be a way of reducing inequalities. Over half of teenage pregnancies continue to
delivery. Policies and evidence on preventing the adverse health and social outcomes of teenage pregnancy are presented
under recommendations 21 and 23.
Beneﬁt
For more &QUOT;upstream&QUOT; policies, promotion of sexual health and prevention of unwanted pregnancy might be
only some of many beneﬁts. In general, sex education programmes have not been associated with increased sexual activity or
its complications and some have been associated with delayed onset of sexual activity129,130. Sex education and
appropriate contraceptive use are likely to decrease rates of sexually transmitted diseases and promote other aspects of sexual
health. Prevention of unwanted teenage pregnancy will reduce the risks to the physical, mental and social health of the
potential mother.
25. We RECOMMEND policies which promote sexual health in young people and reduce unwanted teenage
pregnancy, including access to appropriate contraceptive services.
Encouraging physical exercise
Inequality
Levels of physical activity in men show a complex pattern with social class, with more men in lower social classes reporting
physical activity as part of their occupation and more men in higher social classes reporting moderate or vigorous walking
and leisure activity. In women there are similar gradients in walking and leisure activity and no clear pattern with
occupational activity. People in lower socioeconomic groups walk more than those in higher groups but are less likely to
describe their walking pace as brisk or fast. Inactivity, which may be a better predictor of obesity, is more common in lower
social classes for both men and women35.
The proportion of men who are obese has risen from 13 per cent in 1993 to 16 per cent in 1996. For women the equivalent
ﬁgures are 16 per cent and 18 per cent. Obesity is higher in the lower social classes in women, with 25 per cent in class V
being classiﬁed as obese compared to 14 per cent in social class I and with intermediate proportions in the classes between I
and V. In men, there are lower rates of obesity in social class I (11 per cent) but the higher rates in social class V (18 per
cent) are similar to those in the remaining classes37. Rates of obesity and mean body mass index appear to be increasing for
school-aged children368.
Evidence
Increased physical activity of moderate intensity is associated with lower overall mortality rates and decreased risks of
mortality from cardiovascular disease, colon cancer and non-insulin dependent diabetes mellitus. Regular physical activity
prevents or delays the development of hypertension, and reduces blood pressure in those with hypertension. These effects
may be, in part, mediated by the fact that physical activity prevents weight gain and obesity. Physical activity also relieves

the symptoms of depression and anxiety and is important in the prevention of osteoporosis. As these are common conditions,
relatively small reductions in risk of them would result in signiﬁcant gains in public health369-372.
Recommendations to promote moderate intensity exercise most commonly cite brisk walking as the mode of physical
activity373. Walking is the most common form of physical activity across all socioeconomic groups, although both the
number of journeys undertaken on foot and the annual average distance walked are decreasing236,259. Interventions where
the mode of exercise being promoted is walking appear to be more effective than those that depend on attending a special
facility to practice games or sports374. Walking should also be more accessible to those in lower socioeconomic groups, as it
does not require costly equipment or training. In addition it can, theoretically, be incorporated into everyday routines,
although in deprived areas, improved access to a safe and pleasant environment would be a necessary pre-condition. The
provision of low-cost keep ﬁt classes in existing local facilities, such as community centres or schools is one option.
Most interventions have been tested on white, middle-aged, well-educated men and women, and it is not known whether
interventions would differentially beneﬁt those in lower socioeconomic groups. The relative effectiveness of different types
of intervention is largely unknown.
The evidence on encouraging walking and cycling and the safe separation of pedestrians and cyclists from motor vehicles is
given in the text for recommendation 15. These policies may be particularly important in promoting exercise in children.
Fear of accidents and harm is an important component in the increasing use of transport of children in cars, particularly to
and from school. The promotion of physical activity, over and above participation in formal physical education, is one of the
roles of health promotion within schools (see recommendation 6).
Beneﬁt
Decreased levels of inactivity and increased physical activity should reduce and prevent obesity, cardiovascular disease and
non-insulin dependent diabetes mellitus. As well as these health beneﬁts, opportunities afforded by exercise might also lead
to wider social networks and increased social cohesion.
Reducing tobacco smoking
Inequality
There is a higher prevalence of cigarette smoking in lower socioeconomic groups. In 1996, 29 per cent of men and 28 per
cent of women smoked but this ranged from 2 per cent of men (11% of women) in professional occupations to 41 per cent
men (36 per cent of women) in unskilled manual occupations. Amongst smokers, men and women in professional
occupations smoke fewer cigarettes per week than those in unskilled manual occupations28. Furthermore, nicotine
dependence is higher in people experiencing disadvantage, with higher plasma cotinine levels even after adjusting for the
number of cigarettes smoked35,37. Not only do men and women in the lower groups have higher prevalence rates, they also
have lower cessation rates. Since 1973 rates of cessation have more than doubled in the most advantaged groups, from 25 per
cent to over 50 per cent. In the least well off groups, there has been a very limited increase in cessation rates from 8 to 9 per
cent cessation in 1973 to 10 to 13 per cent in 1996375.
Evidence
Smoking is an important component of differences in mortality between social classes376. In the United Kingdom, more
cancer deaths can be attributed to smoking tobacco than to any other single risk factor. In 1995, smoking was estimated to
account for more than 30,000 deaths from lung cancer, and a further 16,000 deaths from cancer of other sites, notably the
oesophagus, bladder, stomach, mouth and throat, contributing to approximately one third of the mortality of cancer as a
whole377. Smoking is also an important cause of chronic obstructive lung disease, coronary heart disease, stroke and aortic
aneurysm. Furthermore, smoking damages the health of non-smokers. A recent review concluded that passive smoking
causes lung cancer and coronary heart disease in adult non-smokers, and respiratory disease, sudden infant death syndrome,
middle ear disease and asthmatic attacks in children320.
For the population as a whole, tobacco consumption falls when the real price of tobacco rises378-380. The price elasticity of
cigarettes is higher among young people. Studies in the United States and Canada indicate that young people's intention to
smoke and their uptake of smoking are highly price-sensitive381-386. An important factor in explaining the greater effect of
price on young people is that most are not habitual, nicotine dependent, smokers. Price rises can therefore be an effective
way of preventing the onset of regular smoking in adolescence. With very few smokers taking up regular smoking after the
age of 20, price can clearly have a longer-term impact on the prevalence of smoking and thus on inequalities in smokingrelated disease.
However the real price of tobacco has a disproportionate effect on the living standards of Britain's poorest households, for
whom expenditure on tobacco is a larger proportion of disposable income387. Households in the lowest tenth of income

spend 6 times as much of their income on tobacco as households in the highest tenth278. Over 70 per cent of two-parent
households on Income Support buy cigarettes, spending about 15 per cent of their disposable income on tobacco388.
Approximately 55 per cent of lone mothers on Income Support smoke, smoking on average 5 packets of cigarettes per
week327. Studies of the cost of meeting basic needs, which explicitly exclude spending on tobacco, indicate that Income
Support levels are insufﬁcient to secure a basic but adequate standard of living, especially if the households contain
children65,78,81,84,85. Not surprisingly, therefore, low income households where the parents smoke are much more likely
to be lacking basic amenities, including food, shoes and coats than non-smoking parents on Income Support388.
Although smoking prevalence has decreased overall, despite increases in the real price of tobacco, it has remained stable
amongst people who are most disadvantaged375. A recent longitudinal survey of lone mothers found that living in severe
hardship was the primary deterrent to quitting. This makes it unlikely that increasing the price of tobacco, and so decreasing
disposable income and increasing hardship, will increase cessation rates in disadvantaged households327.
Advertising bans in Canada and New Zealand have reduced tobacco consumption. We note that the European Union Council
of Ministers formally adopted the Directive to ban tobacco advertising and sponsorship in May 1998. Media advocacy and
creation of unpaid publicity may not result directly in cessation but form the basis of public opinion on which other measures
rest. Restrictions on smoking in public places or the workplace probably reduce consumption but the effects on cessation are
undetermined. However, they may reduce the effects of passive smoking. Overall, evidence does not indicate which policies
are the most effective in reducing inequalities320,380. The relatively stable rate of cessation in disadvantaged groups over
the last 20 years suggests that simply intensifying current approaches is unlikely to sufﬁcient.
The cultural and environmental barriers that disadvantaged people face in quitting smoking will take time to change. In the
shorter term, a complementary strategy is to reduce nicotine dependence, which is likely to be stronger in disadvantaged
smokers than amongst the afﬂuent35,37.
Nicotine replacement therapy (NRT) has been shown to be an effective treatment aid, approximately doubling success rates
from both brief and intensive treatments, and with evidence that its efﬁcacy is maintained in real world settings389-393. It is
not known whether it is preferentially effective in helping those who are disadvantaged to quit. Trials have found that NRT is
effective in helping nicotine-dependent smokers to stop smoking390,393. Because there is a socioeconomic gradient in
nicotine dependence, NRT may therefore have a differentially beneﬁcial effect in smokers in lower socioeconomic groups.
However, as it is currently sold at commercial rates over the counter, its price could prohibit its use amongst people on low
incomes394. Preliminary evidence suggests better compliance and outcome when the smoker does not have to pay395. NRT
could be made available on prescription or through other mechanisms which make it free to those who are least able to afford
it394,396. NRT on prescription would also have the beneﬁt of involving general practitioners in smoking cessation. Brief
advice from a general practitioner is a highly cost effective method of promoting cessation of smoking, with cessation rates
equivalent to rates achieved as a result of mass media campaigns, up to 5 per cent380. Community-based interventions and
specialised smoking clinics are also effective settings in which to provide NRT390.
Beneﬁt
Reduction in smoking would decrease the risk of smoking related diseases over a period of time and decrease the risks of
passive smoking to companions in various settings. The relative differences in mortality by socioeconomic group are similar
in smokers and non-smokers. However, given the higher mortality rate in smokers and the increased rates of smoking in
lower socioeconomic groups, reduction in smoking in all socioeconomic groups will decrease the absolute difference in
mortality rates between socioeconomic groups277.
Reducing alcohol-related harm
Inequality
Deaths from diseases caused by alcohol show a clear gradient with socioeconomic position, with an almost fourfold higher
rate in unskilled working men compared to those from professional groups. In addition, alcohol is a contributory factor to
deaths from accidents, which also show a pronounced socioeconomic gradient397.
Amongst people under the age of 30 years, there is little variation in consumption of alcohol by socioeconomic group.
However problem drinking is twice as common in the poorest as in the most afﬂuent, 17 per cent versus 8 per cent for men
and 6 per cent versus 3 per cent for women. In older adults, a similar pattern exists for men. In older women consumption is
greater in the afﬂuent, but there is no socioeconomic gradient in problem drinking, and poor women are more likely than the
afﬂuent to report being drunk35. Higher levels of consumption of alcohol have been consistently observed in some deprived
groups, such as unemployed people398-400 and those who are homeless401,402. These observations suggest that the pattern
of drinking inﬂuences alcohol-related health inequalities. Problem drinking is associated with delinquency, criminality and

violence, including domestic violence and child abuse. The degree to which health-damaging drinking patterns in young
people persist into later life is unclear. Deprivation may contribute to the probability of continuing to drink in a hazardous
fashion, and may also inhibit opportunities for positive changes in behaviour. Heavy drinking in people in higher
socioeconomic groups may be less harmful than in lower socioeconomic groups because they are protected from harmful
effects by better diet, housing, health care and other factors403.
Evidence
At a population level, there is a positive correlation between mean consumption and the prevalence of heavy drinking. This
suggests that one mechanism to reduce problem drinking and thus alcohol-related harm, is to reduce mean consumption404.
Overall population consumption is affected by price405-407. Increasing the price of alcohol may decrease consumption
amongst low income problem drinkers but the effect of price elasticity on different groups has been little studied408,409.
Problem drinking in young people may be inﬂuenced by wider measures which support them and enhance their chances of
employment and improved living conditions. Sensible drinking habits may be engendered in childhood and so be affected by
interventions at school (see recommendation 6).
A reduction in the permitted level of blood alcohol concentration for driving from 80 to 50 mg/100 ml has been associated
with reduced rates of alcohol-related accidents and risk behaviour in some countries410. The introduction of random breath
testing is another option which may be a signiﬁcant deterrent to drinking and driving410,411. The provision of adequate and
affordable transport would assist in reducing the perceived need to drive after drinking.
People with alcohol-related problems who are disadvantaged in other ways, through having limited ﬁnancial or social
resources or being homeless, may have less access to appropriate treatment services for all their needs, including treatment
of their alcohol- related health problems196-199. Recommendation 11 addresses this inequity.
Beneﬁt
A decrease in problem drinking should reduce alcohol-related disease and accidents, as well as some types of anti-social
behaviour.
26. We RECOMMEND policies which promote the adoption of healthier lifestyles, particularly in respect of factors
which show a strong social gradient in prevalence or consequences. Speciﬁcally:
26.1 we recommend policies which promote moderate intensity exercise including: further provision of cycling and
walking routes to school, and other environmental modiﬁcations aimed at the safe separation of pedestrians and
cyclists from motor vehicles; and safer opportunities for leisure.
26.2 We recommend policies to reduce tobacco smoking including: restricting smoking in public places; abolishing
tobacco advertising and promotion; and community, mass media and educational initiatives.
26.3 We recommend increases in the real price of tobacco to discourage young people from becoming habitual
smokers and to encourage adult smokers to quit. These increases should be introduced in tandem with policies to
improve the living standards of low income households and policies to help smokers in these households become and
remain ex-smokers.
26.4 We recommend making nicotine replacement therapy available on prescription.
26.5 We recommend policies which reduce alcohol-related ill health, accidents and violence, including measures which
at least maintain the real cost of alcohol.
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9. Older people
In this section, older people are deﬁned as those aged 65 years or over, unless stated otherwise.
Inequality
Mortality data by social class are limited in older people, because occupation is not recorded at all on the death certiﬁcates of
men or women over the age of 75 years and is recorded for married women only if the woman has been in paid work for the
majority of her life. Thus, alternative measures of social classiﬁcation, such as housing tenure, are needed to describe
socioeconomic differences in mortality in older people. Compared to the national average, the mortality rates in people aged
60 to 74 who had been living in local authority rented accommodation showed a 16 per cent excess, whereas rates for people
who had been living in owner occupied accommodation showed a 13-14 per cent deﬁcit412. Although data are available on
fewer speciﬁc causes of death than in younger cohorts, patterns seem to be similar after the age of 65 years. The most
pronounced differences between socioeconomic groups are for lung cancer and respiratory disease, coronary heart disease
and stroke, all of which show higher rates as disadvantage increases 30,412,413. Life expectancy at age 65 years is 2.6 years
greater in men (2 years greater in women) from social classes I and II compared to men from classes IV and V31.
Prevention of morbidity and disability rather than mortality may be a more relevant focus in older people. Available data,
which are fewer than those for younger age groups, suggest that older people experiencing disadvantage tend to have poor
health. Respiratory function is lower and blood pressure higher in people from lower socioeconomic groups37. Older people
from lower socioeconomic groups have higher rates of total tooth loss than those from higher socioeconomic groups414.
Long standing illness prevalence is greater in unskilled manual groups of men over the age of 65 years than in men from
professional groups, 72 per cent and 53 per cent respectively. However, there is no corresponding difference for women28.
The following sections set out speciﬁc inequalities in the health and socioeconomic determinants of health in older people,
and summarise the evidence which we have concluded indicates areas for future policy development to reduce these
inequalities. These areas are: promoting the material well-being of older people; improving the quality of their homes;
promoting the maintenance of mobility, independence and social contacts; and improving health and social services. The
sections on each also indicate the beneﬁt which may result from such policies. The inequalities, evidence and beneﬁt in
relation to most of these policies have been discussed in earlier parts of this report. They are raised again in brief here, with
particular regard to their relevance for older people. As the majority of older people are women, and the ratio of women to
men increases with age, some areas are discussed again in the section on gender.
Promoting material well-being
Inequality
Older people are more likely to be living in poverty, whether this is deﬁned as below half-average income or the receipt of
means-tested beneﬁts65. This is particularly true for older women. There are three times as many female as male recipients
of Income Support77.
Evidence
The poorest pensioners, who rely most on beneﬁt, have experienced a relative deterioration in their income. This is the result
of cutting the link between increases in earnings and annual rises in pensions and beneﬁts in the 1980s. Current levels of
pensions are not generous compared to other European Union countries79. Older people are at risk of fuel poverty96,97, and
may face extra costs in purchasing social and health care. Disabled pensioner households are more likely to be reliant on
state beneﬁts than non-disabled pensioner households415.
Around one million state retirement pensioners do not take up the means-tested beneﬁts to which they are entitled, losing on
average £16 per week86,87. A number of factors may operate, including lack of knowledge of entitlement, a perception of
being stigmatised by the receipt of beneﬁt, and physical or other difﬁculties in the processes of claiming. Possible ways of
overcoming some of these problems are the establishment of new organisations or agencies: a separate pensioners' agency88;
a citizens' bank88; or a welfare counsellor in primary care89. Schemes such as welfare counselling in primary care could
also raise awareness of other entitlements, for instance free dentures. Fear of cost is thought to deter some poor older people
from seeking services and aids which would, in fact, be free to them416-419.

Beneﬁt
Measures which increase the income of poor older people are likely to improve their living standards, such as promoting
better nutrition and heating, and so lead to improvements in health.
27. We RECOMMEND policies which will promote the material well being of older people. Speciﬁcally:
we recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
We recommend uprating of beneﬁts and pensions according to principles which protect and, where possible, improve the
standard of living of those who depend on them and which narrow the gap between their standard of living and average
living standards (recommendation 3.2).
We recommend measures to increase the uptake of beneﬁts among entitled groups (recommendation 3.3).
Improving the quality of homes
Inequality
Properties in poor condition are disproportionately occupied by single older people, and tend to be older, privately rented
properties209. Older women are particularly likely to live alone420,421.
Evidence
Unmodernised homes have high heating costs. Cold housing leads directly to hypothermia and may contribute to the excess
of winter deaths seen in older people208,215. It also leads to fuel poverty96,97. Schemes which aim to improve insulation
and heating efﬁciency are the most direct way of addressing this problem. Poor housing design contributes to major
accidents in older people and seemingly minor accidents which may have grave consequences208. Home visits for the
assessment and modiﬁcation of hazards can reduce falls in older people422.
Beneﬁt
Removal of hazards in the home is likely to lead to reduced death and injury from accidents. Improvements in home design
may allow older disabled people to be cared for at home, with improvements in their quality of life.
28. We RECOMMEND the quality of homes in which older people live be improved. Speciﬁcally:
we recommend policies to improve insulation and heating systems in new and existing buildings in order to further reduce
the prevalence of fuel poverty (recommendation 12.1).
We recommend amending housing and licensing conditions and housing regulations on space and amenity to reduce
accidents in the home, including measures to promote the installation of smoke detectors in existing homes (recommendation
12.2).
Promoting the maintenance of mobility, independence, and social contacts
Inequality
Lack of access to transport is experienced disproportionately by older people229, limiting their access to goods, services,
opportunities and social contacts423,424. This is particularly a problem for older women40,282 and older people who are
disabled425. Older people are more likely to fear becoming victims of crime than younger people. This restricts their
opportunities to leave their homes, particularly at night220.
Evidence
High trafﬁc volumes result in feelings of insecurity234 and decrease walking as well as the use of other transport426,427.
The use of public transport is partly determined by price238,239. There are over 10 million older people who are eligible for
concessionary fares. Concessionary fare schemes vary from place to place258 and in places are very limited. Furthermore,
uptake of concessions is lower in areas of low population density, and only 39 per cent in rural areas259.
Beneﬁt
Greater opportunity for travel through the availability of affordable and effective public transport should remove a barrier to
health-promoting opportunities. For example improved access to community based leisure facilities, which might include the
facilities of health promoting schools, should allow increased opportunity for older people to enjoy physical and social
activity. Increased exercise is important in preserving muscle tone. This decreases the risk of falling and thus injury, and
reduces the disability caused by osteoarthritis.

29. We RECOMMEND policies which will promote the maintenance of mobility, independence, and social contacts.
Speciﬁcally:
we recommend the development of policies to reduce the fear of crime and violence, and to create a safe environment for
people to live in (recommendation 13).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).
We recommend concessionary fares should be available to pensioners and disadvantaged groups throughout the country, and
that local schemes should emulate high quality schemes, such as those of London and the West Midlands (recommendation
18).
Improving services
Inequality
Poor older people may be less likely to receive some health care services428,429, or may have poorer health outcome after
receiving these services428. For instance severe visual problems are more likely to remain unrecognised and untreated in
older people from low socioeconomic groups430,431.
Evidence
Functional capacity relies on sight, hearing, mobility and continence. Older people from low socioeconomic groups have
higher rates of ill health and disability than those from more afﬂuent groups. Health and social services can ameliorate the
experience of poor health and disability in old age, and should be accessible and distributed on the basis of need. However,
levels of domiciliary support are insufﬁcient to counter an increasing trend for more older people to enter residential care425.
Although data are sparse, user fees - for instance for sight tests or dentures - may deter poor older people from seeking
services416-419. Where demand for services exceeds supply, such as for social services support - home cleaning, shopping,
bathing and meals - user fees may disadvantage those below average income, even if the poorest groups are protected
through means-testing. Furthermore, poorer older people are less able to bear the additional costs of disability, such as the
additional laundry costs associated with incontinence. Whenever a signiﬁcant private sector exists, for instance in chiropody,
poorer older people are likely to have decreased access428.
There has been considerable discussion on whether &QUOT;ageism&QUOT; exists within health services428,432. Ageism
in this context means the withholding of beneﬁcial care, on the basis of the person's age. The Inquiry has not considered
inequalities in health (or health care) by age group to be within its terms of reference. However, we consider that services
should be provided on the basis of need, and that age alone should not be a reason for withholding a service.
Beneﬁt
By deﬁnition, services distributed in relation to need will result in health gain, which will be greatest in those most in need.
30. We RECOMMEND the further development of health and social services for older people, so that these services
are accessible and distributed according to need.
Monitoring inequalities
Inequalities in health that are demonstrable earlier in life persist throughout the lifespan into old age428. However, there is a
lack of routinely collected reliable data on social class or other markers of socioeconomic status in people after the age of
retirement. This leads to particular problems in monitoring inequalities in health and its determinants in older people.
We recommend a review of data needs to improve the capacity to monitor inequalities in health and their determinants at a
national and local level (recommendation 1.2).
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10. Ethnicity
Ethnicity is difﬁcult to deﬁne, but most deﬁnitions reﬂect self-identiﬁcation with cultural traditions that provide both a
meaningful social identity and boundaries between groups433. In this section we have considered evidence which uses
various deﬁnitions of ethnicity. However, in the main these deﬁnitions are those which people apply to themselves. Thus
ethnicity as used here includes cultural identity, place of origin and skin colour, and so includes white and non-white groups.
Because country of birth rather than ethnic group is recorded on death certiﬁcates, mortality data are restricted to migrants
only.
In the 1991 Census just over 3 million people, 5.5 per cent of the population, identiﬁed themselves as belonging to one of the
non-white minority ethnic groups. Almost half had been born in the United Kingdom434. White minority ethnic groups were
not counted on Census night. However recent estimates show that the Irish form the largest minority ethnic group,
comprising 4.6 per cent of the population435. Data collected at the 1991 Census show that people from minority ethnic
groups are more likely to live in South East England (especially London), the West Midlands, West Yorkshire and Greater
Manchester. These places are home to 75 per cent of the minority ethnic population compared to only 25 per cent of the
majority population434,436.
The age and gender distribution of minority ethnic groups is different from the majority population. Some minority ethnic
groups have more men than women, and all are relatively young437. African Caribbean and South Asian communities have
a higher proportion of households with children than the white population. Around 3 in 10 households with a white head of
household contain children under the age of 16 years. Comparable ﬁgures for minority ethnic groups are over 4 in 10 for
African Caribbean households, 5 in 10 for Indian households and 8 in 10 for Bangladeshi and Pakistani households.
Pakistani and Bangladeshi families also have more children than families in the majority white population, whilst African
Caribbean, Indian and Chinese families have similar numbers of children. Pakistani and Bangladeshi households are also
larger because they are more likely to have 3 or more adults, whilst African Caribbean households are more likely to be
headed by a lone parent66,438.
Inequality
Country of birth rather than ethnic group is recorded on death certiﬁcates. Thus mortality data presented below are restricted
to migrants, but include migrants from Scotland, Northern Ireland and the Republic of Ireland.
Mortality
In 1989-92 mortality ratios for deaths, including perinatal mortality, from all causes for nearly all migrant groups were
higher than average. However, those born in the Caribbean had a lower than average mortality ratio. For each group, except
women born in Scotland, mortality from all causes fell between 1971 and 199161. Cause and age speciﬁc mortality varies by
country of birth. For instance, mortality from coronary heart disease is higher than average for people born in South Asia,
Ireland and Scotland and lower than average for those born in the Caribbean and men born in West Africa. Mortality ratios
for cerebrovascular disease are signiﬁcantly higher than the average for all migrant groups except those born in East Africa.
By contrast, mortality ratios for lung cancer are low in migrant groups born in the Caribbean, Asia and Africa and high in
people born in Scotland or Ireland, whereas cervical cancer mortality is high for women born in the Caribbean61,439,440.
Mortality from suicide is also unusually high in young South Asian women born in India356. Mortality ratios for accidents
in people under the age of 15 years and over the age of 65 years are greater in migrants from Ireland and the Indian subcontinent than those born in England and Wales252.
Morbidity
This section uses self identiﬁed ethnic group as the basis of analysis. Due to lack of data, unless stated otherwise white
minority groups are included in &QUOT;whites&QUOT;.
Overall people from minority ethnic groups are more likely to describe their health as &QUOT;fair&QUOT; or
&QUOT;poor&QUOT; than the ethnic majority, although this difference comes from the poorer self-reported health of
Pakistani and Bangladeshi people, and, to a lesser extent, African Caribbean people441. Chinese people consult less with
their general practitioner (GP) than whites and African Asians are as likely to have consulted with their GP as whites. All
other groups consult more441.
A variety of conditions show differences between ethnic groups. For example, South Asians have a tendency to central

A variety of conditions show differences between ethnic groups. For example, South Asians have a tendency to central
obesity and insulin resistance which may pre-dispose them to diabetes and coronary heart disease442. On the other hand,
African Caribbean people have low death rates from coronary heart disease despite their high prevalence of diabetes and
hypertension61. Depression appears to be more common in African Caribbeans than in whites441. Tuberculosis is more
common in Pakistanis, Bangladeshis and Black Africans than in whites, and the incidence of tuberculosis in these groups is
rising443.
There are limited data on morbidity in white minority ethnic groups, and they were included with the white majority in the
Fourth National Survey of Ethnic Minorities, the source of much of the recent data on the health of minority ethnic groups.
However available data support the view that Irish people have higher rates of morbidity as well as mortality. Analysis of the
long standing illness question in the Census, for example, shows rates are higher for those born in Ireland444. Rates of
hospital admission for psychiatric disorder are also high in Irish people445.
Smoking is more common in African Caribbean and Bangladeshi men where the rates of smoking (42 per cent and 49 per
cent) exceed those in white men (34 per cent). Indian and African Asian men report the lowest rates (19 per cent and 22 per
cent). By contrast, in women rates of smoking are low (5 per cent or less) for all groups, except African Caribbean women,
where the rates (31 per cent) are similar to those in white women (37 per cent). Alcohol consumption tends to be lower in all
minority ethnic groups for both men and women compared to that in the white population. Comparable information is
lacking for Scots and Irish people living in England and Wales. Total abstinence is common amongst Muslim groups,
predominantly within the Pakistani and Bangladeshi communities441.
In a survey of reported physical activity fewer men and women aged 16 to 74 years from minority ethnic groups than from
the general population reported levels of activity which would beneﬁt their health (deﬁned as at least 30 minutes of moderate
intensity physical activity on at least ﬁve days per week). For instance, amongst South Asian men aged 16 to 74 years, 67 per
cent of Indians, 72 per cent of Pakistanis, and 75 per cent of Bangladeshis reported that they did not take part in enough
physical activity to beneﬁt their health, compared with 59 per cent of men in the general population. For South Asian
women, the corresponding ﬁgures were 83, 86 and 82 per cent compared with 68 per cent of women in the general
population. Furthermore, men and women from minority ethnic groups were more likely to report being sedentary than men
and women from the general population446.
Socioeconomic status
(Due to lack of data, unless stated otherwise white minority groups are included in &QUOT;whites&QUOT;.)
There are important differences between ethnic groups in factors which are associated with health, and which the Inquiry has
taken the view are determinants of health. Firstly, socioeconomic status is different between ethnic groups. Compared to the
majority white population (unemployment rate 6.5 per cent), Labour Force Survey estimates of rates of male unemployment
are slightly higher in Indians (7.4 per cent), and considerably higher in African Caribbean (20.5 per cent), and Pakistani and
Bangladeshi groups (15.9 per cent)45. The sample size is too small for reliable estimates of rates in Chinese people. Surveys
of minority ethnic groups have higher absolute percentages of people out of work, but the same pattern of differences
between groups66,441. Part of these differences is due to the relatively young average age of these minority ethnic groups,
and the associated high rates of unemployment in young age groups in general.
Social class distribution shows similar patterns, with Pakistani and Bangladeshi groups showing a more disadvantaged
proﬁle. Perhaps most striking is the number of people from all minority ethnic groups who are living in poverty, as deﬁned
by less than half the average income. Just under a third of white households have incomes below this level, compared to a
third of Chinese, two-ﬁfths of African Caribbean and Indian households and four-ﬁfths of Pakistani and Bangladeshi
households66. Minority ethnic groups are also much more likely to be reliant on Income Support67. Although the 1991
Census showed a worse socioeconomic proﬁle amongst Irish people, a recent survey shows that there are differences within
the Irish, with men born in the Republic of Ireland being more likely to be in social class V than any other group. Men born
in Northern Ireland, however, were more likely to be in social class I than men born in England, and as likely to be in social
class II435. Another recent survey found relatively high proportions of Irish people amongst those earning more than
£30,000 or with a university degree. Thus there may be some polarisation within the Irish group to different parts of the
socioeconomic spectrum.
About four ﬁfths of Indian and Pakistani households are owner occupied, compared with about two-thirds of white
households and half of African Caribbean, Bangladeshi and Chinese households. Overcrowding is relatively common in
minority ethnic households - one in ten African Caribbean and Indian households, and more than one in three Pakistani and
Bangladeshi households compared with roughly one in ﬁfty white households. Housing quality also varies. About a third of
Pakistani and Bangladeshi people live in households which lack a basic amenity, for example, exclusive use of an inside

toilet66,441.
Evidence
The contribution of socioeconomic inequalities to inequalities in health both within and between ethnic groups has been
much debated over the last twenty years. In an examination of migrant mortality data from the 1970s, there was no
socioeconomic gradient for those born on the Indian sub-continent, and an association between higher socioeconomic status
and higher mortality for those born in the Caribbean. Differences in socioeconomic status did not account for differences in
mortality between migrant groups447. However, analysis of more recent data (1991-93) on migrant mortality has shown a
relationship between socioeconomic status and health for some migrant groups439.
All cause mortality was higher in men from manual classes than those from non-manual classes for all migrant groups,
except those from West or South Africa, where the difference was present but smaller. In general this pattern was similar for
the major causes of death, with the exception of coronary heart disease in men born in the Caribbean. Similar gradients have
been found for self-reported health in a recent survey of minority ethnic groups441. Thus within minority ethnic groups in
Britain, lower socioeconomic status is associated with higher rates of both mortality and morbidity.
However, it is not clear to what extent socioeconomic status accounts for differences in health between ethnic groups. The
most recent analysis of migrant mortality suggests that socioeconomic differences, as measured by social class, do not
explain the different rates of mortality between groups born in different countries439. However coding of socioeconomic
status using occupation, as in social class, may be a particularly inappropriate proxy in migrants because of the high
proportion of young people and women amongst them who have never worked. Within any band of social class, minority
ethnic groups tend to be less advantaged than the majority white population. For example, mean income for Pakistanis and
Bangladeshis is about half that found for whites in the same social class category441.
The Fourth National Survey of Ethnic Minorities used an alternative index, standard of living, which took into account
material deprivation, measured by housing problems, and ownership of cars and consumer durables. Socioeconomic status as
measured by this index did account for some of the differences in reported health between most ethnic groups, whilst
occupational class did not441. Thus socioeconomic inequalities contribute to the inequalities in health within ethnic groups,
and may contribute to the inequalities in health between ethnic groups.
The diversity of experience of health between different ethnic groups may reﬂect different causes of poor health; differential
susceptibility to these causes; differential access to factors which ameliorate cause or susceptibility, for example, preventive
health care services; or a combination of these. The Inquiry has decided to make recommendations in two general areas.
Firstly, there are recommendations aimed at reducing the inequalities across ethnic groups in the socioeconomic
determinants of health, given the clear evidence that these are important determinants of health in people from minority
ethnic groups as they are for the ethnic majority. Secondly, there are recommendations addressed at considering the needs of
people from minority ethnic groups in using services, particularly health services, which will ameliorate their experience of
ill-health.
The main examples of recommendations to address differences in health across ethnic groups are considered here with a
summary of their relevance to inequalities across ethnic groups, in addition to their earlier consideration in appropriate parts
of the preceding text. Other recommendations may have relevance to inequalities across ethnic groups to some degree.
Beneﬁt
In general, the beneﬁts from policies considered here would be expected to decrease inequalities in health within ethnic
groups. The beneﬁt of such policies should be relatively wide, and be felt by those within each group who are least well off.
Because minority ethnic communities typically contain a higher proportion of households with children than the white
population, these communities should beneﬁt from policies targeted at mothers, children and families (recommendations 2
and 21-23) and those related to education (recommendation 4-7). The extent to which such policies will decrease differences
between ethnic groups is unknown. But the balance of evidence would favour a reduction in inequalities between groups.
Considering the needs of people in different minority ethnic groups
Although separate mechanisms might be set up to consider policies which affect inequalities in health amongst minority
ethnic groups, this risks marginalising minority ethnic issues. It also implies that the health problems in minority ethnic
groups are, in the main, different from those in the ethnic majority, with different causes and different solutions, whereas in
fact the similarities are greater than the differences448,449. However, failure to make speciﬁc consideration of minority
ethnic issues risks increasing ethnic inequalities by unintentionally favouring policies that beneﬁt the ethnic majority. Thus
policies to consider inequalities in health should include consideration of the application of these policies to minority ethnic
groups as a matter of course, including ways of ensuring that racial prejudice and harassment are overcome. This requires

that the structures and processes of policy-making are sensitive to the position and needs of people from minority ethnic
groups. One way of achieving this is to ensure that minority ethnic groups are represented on appropriate decision-making
and advisory bodies, and that other opportunities are taken to seek their views. As well as the direct effect of such
representation, the visibility of people from minority ethnic groups in such positions may reduce the sense of exclusion felt
by some group members.
31. We RECOMMEND that the needs of minority ethnic groups are speciﬁcally considered in the development and
implementation of policies aimed at reducing socioeconomic inequalities.
Reducing poverty
People from minority ethnic groups have higher than average rates of unemployment40,45. Within minority ethnic groups,
there is a clear association between material disadvantage and poor health. Very high proportions of people from some
minority ethnic groups are living on low levels of income, and are dependent on state beneﬁts. There are a number of ways
in which members of minority ethnic groups may be disadvantaged by the social security system. Some of the potential
problems are related to the structure of the system and its assumptions. The State pension, for example, is based increasingly
on the assumption that retired people should have built up occupational or other personal provisions over their working lives,
but this would be impossible for people who migrated to Britain well into their working lives. Other problems are due to a
failure to consider the speciﬁc needs of members of minority ethnic groups, for instance for translated or additional
information450-452. Lack of these may lead to under-claiming of beneﬁts. The younger demographic structure of many
minority ethnic groups means that policies which improve the welfare of women of childbearing age, expectant mothers and
children are of particular importance.
We recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
We recommend policies which improve the opportunities for work and which ameliorate the health consequences of
unemployment (recommendation 8).
Improving housing, safety and the material environment
Although owner occupation is quite high in some minority ethnic groups, housing quality is often poor, regardless of
tenure441. Overcrowding and lack of basic amenities is more common in some minority ethnic groups. Furthermore, current
housing policy supports construction of homes for relatively small households, whereas for some minority ethnic groups,
including Bangladeshis and Pakistanis, requests for housing are to accommodate extended family households. In addition,
some minority ethnic groups ﬁnd that their choice of area of residence is restricted by fear of crime and harassment453.
We recommend policies which improve the availability of social housing for the less well off within a framework of
environmental improvement, planning and design which takes into account social networks, and access to goods and
services (recommendation 10).
We recommend policies which aim to improve the quality of housing (recommendation 12).
Responses to the Fourth National Survey on Ethnic Minorities suggested that more than one in eight people from minority
ethnic groups had experienced some form of racial harassment in the past year66. Although most of these comprised racial
insults, many respondents reported repeated victimisation and a quarter of all respondents reported being fearful of racial
harassment. The British Crime Surveys have shown that South Asians and African Caribbeans are at greater risk of being
victims of crime than whites. Although much of the difference in relation to African Caribbeans was explained by social and
demographic factors, these did not explain the greater risk of victimisation for South Asians222.
We recommend the development of policies to reduce the fear of crime and violence, and to create a safe environment for
people to live in (recommendation 13).
The use and effects of transport on ethnic minorities has been little researched, partly because of a lack of relevant
data454,455. Areas, particularly inner urban areas, with high proportions of minority ethnic residents are often characterised
by markers of disadvantage434,436. These include on-street parking, higher trafﬁc volumes and lack of areas for play, and
are associated with a high rate of trafﬁc accidents amongst children from some minority ethnic groups456.
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).

We recommend further measures to encourage walking and cycling as forms of transport and to ensure the safe separation of
pedestrians and cyclists from motor vehicles (recommendation 15).
We recommend further steps to reduce the usage of motor cars to cut the mortality and morbidity associated with motor
vehicle emissions (recommendation 16).
We recommend further measures to reduce trafﬁc speed, by environmental design and modiﬁcation of roads, lower speed
limits in built up areas, and stricter enforcement of speed limits (recommendation 17).
We recommend concessionary fares should be available to pensioners and disadvantaged groups throughout the country, and
that local schemes should emulate high quality schemes, such as those of London and the West Midlands (recommendation
18).
Improving services
A number of studies have suggested that people from minority ethnic groups do not receive the same quality of care as the
ethnic majority. Overall use of primary care is similar or greater amongst minority ethnic groups to the ethnic majority but
people from minority ethnic groups are more likely than whites to: ﬁnd physical access to their general practitioner (GP)
difﬁcult; have longer waiting times in the surgery; feel that the time spent with them was inadequate; and be less satisﬁed
with the outcome of the consultation441,457. They may also be less likely to be referred to secondary and tertiary
care441,458-460. Part of these differences may be related to problems with communication. A signiﬁcant number of people
from minority ethnic groups, particularly South Asian women and Chinese people, ﬁnd it difﬁcult to communicate with their
GP441,457. There may also be cultural differences in the expression of symptoms, making the use of Western diagnostic
approaches inappropriate for some groups, especially for mental illness461. Women from some minority ethnic groups,
notably Pakistanis and Bangladeshis, prefer to consult with female doctors and in order to overcome communication
difﬁculties, female doctors with the same minority ethnic background as themselves441. Given the younger demographic
structure of many minority ethnic groups, the provision of sensitive maternal and child health services is of particular
importance.
An illustrative example is ethnic differences in cervical screening. A national survey carried out recently found that South
Asian women, especially Pakistani and Bangladeshi women, were less likely to have had a cervical smear in the past ﬁve
years. About half of the Pakistani and Bangladeshi non-attenders lacked basic information about cervical screening, that is
reported that they had not received an appointment or did not know what the test was457. Yet in a qualitative study carried
out in the same period in East London, women from minority ethnic groups were enthusiastic about cervical cytology
screening once they understood the purpose of the test and its procedures. Administrative and language barriers were
important factors in participation in the screening programme, as were the adequacy of surgery premises462.
One solution is to train health workers in &QUOT;cultural competency&QUOT;. This involves acquiring the skills to
understand and be sensitive to cultural differences in the presentation of illness and treatment, and other dimensions of
health463. Bilingual link workers can act as translators and advocates for people from minority ethnic groups who
experience communication problems with health care professionals. Support for health professionals such as general
practitioners and health visitors who are themselves from minority ethnic groups is a further strategy to increase the quality
of services to people from minority ethnic groups.
People from minority ethnic groups tend to congregate in speciﬁc geographical locations, which are frequently areas of
multiple disadvantage434,436. Place as well as individual disadvantage may affect health464,465. However, the
concentration of people from minority ethnic groups in particular areas may also be protective of health, by preserving levels
of social support and a sense of community466-468. The advantages and disadvantages are likely to be conditional upon the
place, and the minority ethnic group living there, making local consideration of policies to reduce inequalities essential.
32. We RECOMMEND the further development of services which are sensitive to the needs of minority ethnic people
and which promote greater awareness of their health risks.
33. We RECOMMEND the needs of minority ethnic groups are speciﬁcally considered in needs assessment, resource
allocation, health care planning and provision.
There are limitations on data currently collected to assess inequalities in health across ethnic groups. Death registration
collects only country of birth, and so only mortality of migrants can be considered. Yet almost half of those who identiﬁed
themselves as belonging to a minority ethnic group on Census night in 1991 had been born in the United Kingdom. The high
proportions of young people and women who have never held a job, and the downward social mobility that may accompany

immigration, mean that classiﬁcation based on occupation is inappropriate as a measure of socioeconomic status in minority
ethnic groups, particularly in comparison to the ethnic majority441. Grouping of minority ethnic people, such as Black or
South Asian, may be inappropriate, merging together people who have different cultures, religion, migration history,
socioeconomic status and geographical location.
We recommend a review of data needs to improve the capacity to monitor inequalities in health and their determinants at a
national and local level (recommendation 1.2).
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11. Gender
Introduction
Gender, like socioeconomic status, shapes individual opportunities and experiences across the life course. While many
experiences of childhood are similar for boys and girls, they are exposed to different risks. Men and women occupy different
positions in the labour market and in the home, which again bring different health risks.
Inequality
Mortality and life expectancy
Mortality is greater in males at all ages. In childhood, from 1 to 14 years, the higher mortality rates in boys are because they
are more likely to die from poisoning and injury, including motor vehicle accidents, ﬁre and ﬂames, accidental drowning and
submersion. The gender difference in mortality rates widens in the teenage years so that by the age of 15 years boys have 65
per cent higher mortality than girls. Over the last 20 years, the difference in childhood mortality rates between boys and girls
has remained constant, despite falls in overall mortality62.
In adult life, mortality is also greater in men. This is most pronounced in youth and early adulthood. For instance, the
mortality rate is 2.8 times higher for men than for women aged 20-24 years. In youth and early adult life, the cause of the
differences in mortality rates is the higher rates of male death from motor vehicle accidents, other accidents and suicide.
Furthermore, mortality rates for women aged 25-40 have declined over the last 20 years, whereas those for men of the same
age have increased469,470.
Across the whole of adult life, mortality rates are higher for men than women for all the major causes of death. These include
cancers and cardiovascular disease. However, the speciﬁc cancers vary between the sexes. In women, breast cancer is the
most common neoplasm to cause death (lung cancer is the second most common), whereas in men it is lung cancer (prostate
cancer is the second most common). The overall fall in mortality rates since 1971 has been accompanied by a slight
reduction in the differential death rates between men and women. In 1971 males had a 64 per cent higher mortality rate than
women. By 1996 this had reduced to a 55 per cent higher rate in men25.
Life expectancy is 5 years longer in women than in men. Overall life expectancy has increased for both sexes throughout this
century26. Recently, the increases have been slightly greater for men than women, reversing an earlier slight trend in the
opposite direction. However, for healthy life expectancy, that is years of life free of disability or chronic illness, there is a
smaller gender difference. Women have a 2 to 3 year greater expectancy of healthy life than men. Overall healthy life
expectancy has changed little over the last 10 years and the difference between men and women has also remained
constant27.
The choice of measure of socioeconomic status may inﬂuence the pattern of health inequalities observed. For example,
measures based on occupation may reﬂect different facets of life for men compared to women, but the extent to which this
affects observed patterns of health between and within sexes is unknown. Using the Townsend index as a measure of
deprivation, the different effects of socioeconomic status and gender are such that the least well off women still have lower
mortality rates than the most well off men (ﬁgure 16)73. In general, gender differences in mortality are smaller in areas of
relative afﬂuence and greater in the most economically deprived areas471,472.
Furthermore, there are differences between the genders in the magnitude of the socioeconomic gradient in mortality.
Analyses have shown that, for all-cause mortality, the gradient is steeper in men than in women, and that this is also the case
for the major causes of death, with the exception of cardiovascular disease471,472. These differences between and within
genders have important policy implications.
They suggest that policies which decrease socioeconomic inequalities will have a differential effect by decreasing male
mortality, and particularly mortality in more disadvantaged men. They also suggest the need for gender speciﬁc policies to
reduce inequalities, because the causes of inequalities may be different for men and women.
Morbidity

A traditional view of gender differences in morbidity has been to highlight an apparent paradox: that males have higher
mortality rates but females have higher rates of morbidity473,474. However, in more detailed analysis, this generalisation
often does not hold true. For example, in adults, gender differences in global measures of health and well-being are relatively
modest475. In people over 60 years of age, for instance, the difference in proportions of men and women in 5 year age bands
who reported that they were in good health seldom varied by more than 5 per cent474. Furthermore, broad assumptions that
females experience more ill-health than males conceal speciﬁc gender differences in both directions.
For children, boys are more likely to report long standing illness, 18 per cent for boys and 15 per cent for girls, although the
difference is only 1 per cent greater in boys for limiting long standing illness. Boys are 30 to 40 per cent more likely than
girls to have consulted at a general practice for serious conditions, but about 10 per cent less likely to have done so for minor
conditions. Hospital admissions are higher for boys, although the difference from rates for girls has decreased somewhat28.
A review of the interaction of gender and age during childhood concluded that while boys had higher rates of chronic
physical illness in childhood, this pattern was reversed in early to mid- adolescence, when there were higher rates for girls.
This pattern was repeated for psychological disorders, mostly neurotic, where an excess in young boys was replaced by an
excess in girls by mid-adolescence476. One possibility is that the increased levels of physical complaints in adolescent girls
arise, at least in part, as a result of the lowering of their psychological well-being at this age476.
Women have more morbidity from poor mental health, particularly those related to anxiety and depressive disorders38.
Furthermore, psychosocial health in women is strongly inﬂuenced by socioeconomic status. For example, a recent analysis
of the socioeconomic patterning of women's health found that psychosocial well-being displayed the steepest socioeconomic
gradient. Lone mothers had particularly poor psychosocial health, even after controlling for household income, employment
status and occupation477. On the other hand, men have higher rates of alcohol and drug dependence38.
Osteoporosis deserves special mention as it is a disabling condition which is more common in women. The lifetime risk from
the age of 50 years of fracture of the hip, spine or distal forearm - for which osteoporosis is a major determinant - is 14 per
cent, 11 per cent and 13 per cent respectively for women compared to 3 per cent, 2 per cent and 2 per cent for men. The
causes of the differences in fracture rates between men and women are not fully understood, but differences in bone density,
size and architecture, together with a gender difference in falling, are likely to be major contributors478.
Women have much higher rates of disability than men, especially at older ages479. Data from the 1994 General Household
Survey showed that older women were more likely to experience restrictions of mobility, self-care and ability to perform
household tasks than older men480. For instance, under a ﬁfth of men over the age of 85 years were unable to go out and
walk down the road, compared with nearly half of women. When measures of functional impairment are combined - ability
to get up and down stairs, walking outside, getting around the house, ability to bathe or wash oneself, to cut toenails and to
get in and out of bed - 14 per cent of women over the age of 65 years suffer from functional impairments sufﬁcient to require
help on a daily basis to remain living in the community, compared to only 7 per cent of men. By the age of 85 and over, these
ﬁgures have risen to nearly 40 per cent for women and 21 per cent for men474. As a consequence, the 1991 Census showed
that twice as many women as men over the age of 65 years lived in a communal establishment, 6.4 per cent of women
compared to 3 per cent of men481.
Health related behaviour
The proportion of both men and women who smoke has decreased over the last 20 years, but this decrease has been
proportionately more in men so that there is now no differential in rates between men and women smoking. About 6 to 7 per
cent of men drink alcohol very heavily, based on the (now discontinued) deﬁnition of more than 50 units per week. This
compares to 2 per cent of women, drinking more than 35 units per week. These proportions, and the proportions who drink
heavily, have changed little over the past 10 years. Women are more likely than men to eat wholemeal bread, fruit and
vegetables at least once per day, and to drink semi-skimmed milk35. They are also more likely to diet270. Levels of physical
activity are higher in men than women, but this is mainly due to men's higher levels of occupational activity35.
In children and adolescents, the patterns are slightly different, and may herald differences in future gender patterns of adult
health related behaviour. Secondary school-aged girls have higher rates of regular smoking than boys, although boys who are
regular smokers smoke more tobacco63. Higher smoking prevalence among girls has been reported since regular national
surveys of school children were ﬁrst conducted in 1982. If these gender differences were carried forward into adulthood,
there should now be evidence of higher rates of smoking among women than men in the 16-24 age group, and to a lesser
extent, in the 25-34 age group. Since these trends are not in evidence, it appears that the gender difference in smoking
observed among school children is transient482. Boys tend to drink alcohol more often than girls and to consume more when
they do drink63. But girls are more likely to have been offered illegal drugs117. Girls tend to eat fruit and vegetables more
often than boys, but also eat more less &QUOT;healthy&QUOT; foods, such as cakes and chips, and tend to go without
breakfast. By year 11 of secondary school, 23 per cent of girls are dieting and only about half are happy with their

weight117. Girls spend less of their free time playing games or sport483,484.
Socioeconomic determinants
There are important gender differences in factors which are associated with health, and which the Inquiry has taken the view
are determinants of health. Despite women's increased participation in paid employment over the past 30 years, women and
men occupy very different positions in and outside the labour market. Nearly 30 per cent of women of working age are
economically inactive, and only 35 per cent work full-time; among men, 16 per cent are economically inactive and nearly 60
per cent work full-time42. Over half the female labour force is employed in the clerical, personal and retail sectors as
secretaries, waitresses, hairdressers, checkout operators etc., sectors characterised by low paid work485,486. Among men,
less than one ﬁfth work in these services485. Outside the labour market, it is women rather than men who take primary
responsibility for keeping the home and family going: doing the shopping, cooking and housework and caring for children
and other relatives487. Forty per cent of women spend over 50 hours a week caring for someone living with them488.
Gender differences in educational qualiﬁcations vary by age and measure. In 1997, 23 per cent of women of working age had
no qualiﬁcations compared with 16 per cent of men45. By contrast girls are more likely to gain 5 or more GCSEs at grades A
star to C than boys41.
Women's different positions in the labour market and in the home means that they live more home-based and communitybased lives, where they provide for the health needs of vulnerable groups, including children and adults with long term needs
for care. Their different occupational and domestic positions also make women more vulnerable to poverty than men, both
during their reproductive and working lives and in old age. It has been estimated that two thirds of adults in the poorest
households are women, and women make up 60 per cent of adults in households dependent on Income Support76. Because
women are more likely to have breaks in employment and to work part-time in low paying jobs, they are less likely to be
eligible for and in receipt of contributory beneﬁts than men and more likely to be on means-tested beneﬁts, both before and
after retirement age77,489. Among those aged 65 or over, for example, there are three times as many female as male
recipients of Income Support77. Social isolation is also more likely in women than men. Women are less likely to be able to
drive or to have access to a car40,282. Older women are more likely than older men to be widowed and to live alone420,421.
In summary, despite their more favourable position with respect to socioeconomic determinants of health, males have higher
mortality rates. Gender differences in morbidity vary according to the age group under consideration, the type of morbidity
being measured and the measure used.
Evidence
The Inquiry has considered the evidence on gender inequalities in three ways. Firstly, there are obvious differences in the
health of males and females which relate to their different biology. Such differences include, for instance, the differences
between the sexes in speciﬁc diseases of the reproductive organs, and the ill health that may be associated with childbearing.
The Inquiry has sought to identify determinants of or solutions to gender-speciﬁc health states which are amenable to policy
intervention. An example is policies to prevent unwanted teenage pregnancy. Unwanted teenage pregnancy is more common
in girls from disadvantaged backgrounds and is associated with a range of adverse health outcomes. Gender inequalities of
this type have been considered at appropriate points in the preceding text and are not considered again in this section.
Secondly, there are gender differences in health that do not appear to be predicated on inevitable differences in biology. An
example is the higher rate of accidental death in young adult males. Accidental death is associated with lower socioeconomic
status, yet low socioeconomic status (as measured by employment status) is more common amongst young women than
young men490. This suggests that the gender difference in death rates from accidents reﬂects social and cultural inﬂuences
which have a differential impact on men and women. These types of inequalities are likely to be amenable to policy
interventions. They have been considered in the appropriate sections of the preceding text and the main examples are reconsidered in this section with a summary of their relevance to gender differences. Other recommendations may also have
some relevance to gender inequalities.
Thirdly, there are differences between genders in wider aspects of health, particularly mental and social health. An example
is the existence of food poverty amongst lone mothers living on state beneﬁts93,94. This is likely to be less common
amongst men of the same age because they are less likely to be living in these circumstances. Going without food because of
lack of money might not be within the deﬁnition of morbidity but it can hardly be described as a healthy state. Similarly,
cultural expectations of male and female roles may mean that the frustrations, hopelessness and loss of self-esteem
associated with unemployment are felt more keenly by the male partner of an unemployed couple, even if both are seeking
work. Again, such feelings are not compatible with good mental health, although they would not be described as psychiatric
morbidity. In addition to their earlier consideration in appropriate parts of the preceding text, the main examples of
recommendations to address gender differences in these wider aspects of health are considered speciﬁcally here, with a

summary of their relevance to gender inequalities. Again, other recommendations, not reconsidered here, may have
relevance to such gender inequalities to some degree.
We have focused our recommendations in three areas: reducing death in young men; improving health is disadvantaged
women with young children; and reducing disability in older women.
Beneﬁt
In general, the beneﬁts from policies considered here will decrease gender inequalities by decreasing disadvantage to either
males or females. The beneﬁt of such policies should therefore be relatively wide, and be felt by those males or females who
are least well off. However, the mechanisms which link social and cultural inﬂuences to differences in male and female
health are not well understood. Partly as a consequence, the differential effect on male and female health of policies is often
unknown.
Finally, it should be noted that policies which improve the health of women of childbearing age may, in addition, improve
the health of the next generation21. This may itself have implications for gender differences in health, as males may be more
susceptible to some adverse events in utero and early life than females21. For example, boys are more susceptible than girls
to the long term effects of postnatal depression in their mothers342.
Reducing death in young men
Our policies in this area aim to reduce deaths from accidents and suicide. Mortality from road trafﬁc accidents is higher in
males of all ages25. The policies which we recommend may have a differential effect on males, particularly those in lower
socioeconomic groups, because they are aimed at reducing the opportunity for, or enforcing limits on, risk-taking behaviour
as a pedestrian or motor vehicle user.
In England and Wales in 1996, the age-standardised mortality rate for suicide was three times higher in males than in females
- 137 and 44 per million respectively29. The overall rate has fallen by nearly a half in women over the last 20 years, but
there has been little change in men. For men under the age of 44 years, however, there has been a rise of 20-30 per cent,
compared to a fall of about the same magnitude in men over this age32. There is a steep social class gradient in deaths from
suicide. In 1991-1993, rates for men were 4 times higher in social class V than in social class I. Our policies aim to reduce
the causes of social exclusion which lead to despair and to improve mental health services for people who are already
mentally ill. Detailed evidence in support of these recommendations is given at appropriate points in the preceding text.
34. We RECOMMEND policies which reduce the excess mortality from accidents and suicide in young men.
Speciﬁcally:
we recommend policies which improve the opportunities for work and which ameliorate the health consequences of
unemployment (recommendation 8).
We recommend policies which improve housing provision and access to health care for both ofﬁcially and unofﬁcially
homeless people (recommendation 11).
We recommend further measures to encourage walking and cycling as forms of transport and to ensure the safe separation of
pedestrians and cyclists from motor vehicles (recommendation 15).
We recommend further steps to reduce the usage of motor cars to cut the mortality and morbidity associated with motor
vehicle emissions (recommendation 16).
We recommend further measures to reduce trafﬁc speed, by environmental design and modiﬁcation of roads, lower speed
limits in built up areas, and stricter enforcement of speed limits (recommendation 17).
We recommend policies to prevent suicide among young people, especially among young men and seriously mentally ill
people (recommendation 24).
We recommend policies which reduce alcohol-related ill health, accidents and violence, including measures which at least
maintain the real cost of alcohol (recommendation 26.5).
Improving health in disadvantaged women with young children
Women are more likely than men to take primary responsibility for caring for children and other relatives487. Forty per cent
of women spend over 50 hours per week caring for someone living with them488. Improving the conditions - ﬁnancial,

social and environmental - in which women in poorer circumstances care for their families is likely to be an essential part of
any strategy to reduce socioeconomic inequalities in health. People on low incomes or reliant on state beneﬁts are more
likely to be lone parents, most of whom are women65. Furthermore, current levels of beneﬁt fall short of the level which
independent experts determine to be the modern minimum78,80,81,84,85. Lone mothers may go without food because of
lack of money, and some have nutritionally deﬁcient diets93-95,116.
Caring for young children in disadvantaged circumstances, particularly as a lone mother, carries with it an increased risk of
poor mental health. In the Health and Lifestyle Survey, the most important factor associated with the mental health of
married women aged under 45 years, was the age of their youngest child. Women with children under the age of 5 were most
likely to show signs of psychological disturbance. The age of youngest child had no association with physical health491. In a
survey of 11,000 mothers 8 months after birth (the Avon Longitudinal Study of Pregnancy and Childhood), material
disadvantage was more strongly related to stress-related conditions such as depression, anxiety and headache/migraine, than
to conditions like backache, haemorrhoids and cough/cold. For the former conditions, higher levels of self-reported
morbidity and general practitioner consultation were associated with a cluster of social disadvantages - living in rented
housing, non-employment, younger age, lower educational status. Having more than one child was associated with higher
self-reported morbidity for both depression and anxiety492.
Women of all ages are more likely than men to be reliant on public transport, especially buses. Fewer women than men can
drive, and fewer women than men own or have access to a car40,282. Surveys in a number of UK cities have found that
around two thirds of women are afraid to go out alone at night, and that signiﬁcant numbers will not use public transport
because of fears for personal safety493. This combination of lack of access to transport and fear for safety is likely to
decrease opportunities for access to family and friends, facilities and services.
Policies aimed at the material, social and emotional support of women who are pregnant or who have young children should
lead to improved psychosocial health in the mother and related improvements in the health of their children. These
improvements should be felt in many aspects of health and its determinants, and be apparent in the short and long term.
Detailed evidence in support of these recommendations is given at the appropriate points in the preceding text.
35. We RECOMMEND policies which reduce psychosocial ill health in young women in disadvantaged
circumstances, particularly those caring for young children. Speciﬁcally:
we recommend further reductions in poverty in women of childbearing age, expectant mothers, young children and older
people should be made by increasing beneﬁts in cash or in kind to them (recommendation 3.1).
We recommend uprating of beneﬁts and pensions according to principles which protect and, where possible, improve the
standard of living of those who depend on them, and which narrow the gap between their standard of living and average
living standards (recommendation 3.2).
We recommend measures to increase the uptake of beneﬁts in entitled groups (recommendation 3.3).
We recommend policies which improve the availability of social housing for the less well off within a framework of
environmental improvement, planning and design which takes into account social networks, and access to goods and
services (recommendation 10).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).
We recommend policies which will increase the availability and accessibility of foodstuffs to supply an adequate and
affordable diet (recommendation 20).
We recommend policies which reduce poverty in families with children by promoting the material support of parents; by
removing barriers to work for parents who wish to combine work with parenting; and enabling those who wish to devote fulltime to parenting to do so (recommendation 21).
We recommend an integrated policy for the provision of affordable, high quality day care and pre-school education with
extra resources for disadvantaged communities (recommendation 21.1).
We recommend policies which improve the health and nutrition of women of childbearing age and their children with priority
given to the elimination of food poverty and the prevention and reduction of obesity (recommendation 22).
We recommend policies which promote the social and emotional support for parents and children (recommendation 23).

We recommend the further development of the role and capacity of health visitors to provide social and emotional support to
expectant parents, and parents with young children (recommendation 23.1).
We recommend policies which promote sexual health in young people and reduce unwanted teenage pregnancy, including
access to appropriate contraceptive services (recommendation 25).
Reducing disability in older women
People on low incomes or reliant on state beneﬁts are more likely to be lone parents, especially women, or pensioners, the
majority of whom are women. Only a quarter of older women have an occupational or personal pension compared to two
thirds of older men494. Low income decreases their chances of maintaining autonomy and independence by rendering them
unable to pay for transport, social care and aids or adaptations to compensate for functional disability474.
Properties in poor condition are occupied disproportionately by single older people, the majority of whom are women209.
These homes have higher heating costs. The combination of living alone, and on a low income, puts older women at high
risk of fuel poverty96,97,474.
Women of all ages are more likely than men to be reliant on public transport, especially buses. Fewer women than men can
drive, and fewer women than men own or have access to a car. This gender difference is most pronounced for older
women40,282. Surveys in a number of UK cities have found that around two thirds of women are afraid to go out alone at
night, and that signiﬁcant numbers will not use public transport because of fears for personal safety220,493. Fear for
personal safety is greater in older women than those of younger ages. Older women are more likely to live alone than older
men420,421, and thus need to go out in order to access social networks.
Older women are more likely than older men to suffer from functional impairments sufﬁcient to require help on a daily basis
to remain living in the community474. Changes in community care policies in the early 1990s made it more difﬁcult for
older people to obtain local authority residential or home care. Such policies have had a greater effect on older women. Older
men are more likely than older women to have the ﬁnancial resources to pay for such care, and are more likely to be living
with a wife, who can contribute to care420,421. Older disabled women are twice as likely as men with a comparable level of
disability to live alone474.
Our recommendations are aimed at the reduction of disability in older women, by improving the material support to them,
the environment in which they live, and access to the services which they need. Detailed evidence in support of these
recommendations is given at appropriate points in the preceding text.
36. We RECOMMEND policies which reduce disability and ameliorate its consequences in older women, particularly
those living alone. Speciﬁcally:
we recommend further reductions in poverty in women of childbearing age, expectant mothers, young children and older
people should be made by increasing beneﬁts in cash or in kind to them (recommendation 3.1).
We recommend uprating of beneﬁts and pensions according to principles which protect and, where possible, improve the
standard of living of those who depend on them and which narrow the gap between their standard of living and average
living standards (recommendation 3.2).
We recommend measures to increase the uptake of beneﬁts in entitled groups (recommendation 3.3).
We recommend the development of policies to reduce the fear of crime and violence, and to create a safe environment for
people to live in (recommendation 13).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).
We recommend concessionary fares should be available to pensioners and disadvantaged groups throughout the country, and
that local schemes should emulate high quality schemes, such as those of London and the West Midlands (recommendation
18).
We recommend the quality of homes in which older people live be improved (recommendation 28).
We recommend the further development of health and social services for older people, so that these services are accessible
and distributed according to need (recommendation 30).
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The National Health Service
The institutional links to Government, whereby the Secretary of State for Health is responsible for the service, gives the
National Health Service (NHS) a different status from the areas for policy development considered earlier in the report. For
this reason, we have set out this section and our recommendations slightly differently, focusing on management and
operational issues. However, as for the rest of the report, we have based our recommendations on scientiﬁc and expert
evidence.
Equity
Equity was a founding principle of the NHS495 and is central to Government policy5,87.
The NHS has several interlinked responsibilities in relation to health inequalities:
to provide equity of access to effective health care
to work in partnership with other agencies to improve health and tackle the causes of health inequalities
to provide professional leadership and to stimulate the development of health policies beyond the boundaries of the
NHS13,14.
This chapter examines what is known about the relationship of socioeconomic variations in health to equity in health care
and what action could be taken by the NHS in conjunction with others to reduce health inequalities.
The principle of equity includes several important elements: ensuring that health care services serving disadvantaged
populations are not of poorer quality or less accessible; that the allocation and application of resources are in relation to
need; and ensuring that positive efforts are made to achieve greater uptake and use of effective services by making extra
efforts to reach those whose health is worse.
Equity in access to health care
Differences in access to preventive health care or treatment services do not necessarily indicate inequity in access between
social groups unless these differences are adjusted for need. A recent systematic review indicated that much of the research
on inequities in access to health care neither adjusted for need nor for socioeconomic factors496. Furthermore relatively little
research has studied the effects of variations in health care treatments on the course of disease and the reasons for differential
survival between social groups.
We have considered inequalities in relation to primary care, secondary care, including specialist care, and mental health
services. Our overriding perspective has been that the NHS, should, above all, be aiming to provide equitable access to
effective health care for those who need it. In the case of primary care, it is important that services are readily accessible as
well as effective. For some specialist hospital services, a different balance needs to be struck between local access and
securing an effective critical mass of services to achieve the best outcomes497.
Inequities in access to primary care
Access to effective primary care is inﬂuenced by several &QUOT;supply&QUOT; factors: the geographical distribution and
availability of primary care staff, the range and quality of primary care facilities, levels of training, education and recruitment
of primary care staff, cultural sensitivity, timing and organisation of services to the communities served, distance, and the
availability of affordable and safe means of transport. &QUOT;Demand&QUOT; factors such as lay health beliefs, knowing
what services are available locally and wider socioeconomic inﬂuences, such as ﬁnancial insecurity, social mobility and lack
of informal carer support will also affect patterns of utilisation and access to health care.
Higher rates of general practitioner (GP) consultation are associated with greater social and economic deprivation even after
adjusting for need496. However, the further away patients live from their GP, the less frequently they tend to consult. This is
evident in rural areas - although the differences are not as great for serious health problems as for less severe ones498.
Communities most at risk of ill health tend to experience the least satisfactory access to the full range of preventive services,
the so called &QUOT;inverse prevention law&QUOT;. Prevention services include cancer screening programmes, health

promotion and immunisation. While differences are most noticeable amongst socioeconomic groups it is likely that, for
example amongst Bangladeshi women, additional inequalities in access are experienced499. Lack of access to women
practitioners can be a deterrent to Asian women taking up an invitation for cervical cancer screening462. Local studies have
shown that access to female practitioners is poorest in areas with high concentrations of Asian residents500 and that
practices with a female doctor or nurse are more likely to reach the cervical cytology targets set out in the GP contract501.
Sub-regional and small area analyses illustrate this inequity for areas such as Liverpool502 and Birmingham where, using
nine indicators of primary care services, the most deprived areas tended to be the least well served500. Within London,
health promotion claims by GPs are highest in the least deprived and lowest in the most deprived areas (ﬁgure 17)503.
Inequities in access to secondary care
Evidence on variations in access to secondary care is often difﬁcult to interpret, since many studies do not adjust for case
mix or distinguish between emergency and elective care. Monitoring equity of access to secondary care from routine data
sources is also difﬁcult, since the collection of data about ethnicity, socioeconomic status and utilisation of the private sector
is incomplete.
There is a positive relationship between levels of deprivation in an area and hospital admission rates, although there are great
variations in hospital admission rates between GP practices504,505. Thus deprivation is not the only factor inﬂuencing
hospital admission and higher admission rates could also in part reﬂect poorer access to primary and community care
services, as for example in the case of diabetes and asthma506.
For out-patients, attendance is either higher in disadvantaged groups or similar to the better off, after adjusting for need. For
some minority ethnic groups out-patients attendance rates are lower than for the ethnic majority496. There is some evidence
to suggest this may be related to GP referral beliefs and practices458,507. Inequity in access to investigation and specialist
cardiac services treatment has been observed in relation to socioeconomic factors, ethnic group, gender, age and geography.
For example, since mortality from coronary heart disease in South Asians is 40 per cent higher than the general population,
intervention rates for large Asian communities might be expected to be higher than average. The evidence shows the
opposite after adjusting for socioeconomic and geographical factors496. Similarly, rates for coronary artery bypass grafts and
and coronary angioplasty are not generally higher in areas with the greatest need (ﬁgure 18)508, 509. For many other NHS
hospital treatments, there is little evidence of systematic inequities in access between deprivation groups509.
Inequities in access to mental health services
Mental health services, although specialist in nature, are both community and hospital based. Here we focus on the link
between social deprivation and serious mental illness and utilisation of mental health services. The use of psychiatric especially inpatient hospital services - is positively correlated with high levels of deprivation and unemployment496. There
is also evidence of high inpatient admission rates for schizophrenia but lower consultation rates for mental health problems
among young African Caribbean men496. In contrast, women and men from South Asian populations have much lower rates
of GP consultation for mental health problems than the white population507,510.
There is a lack of consensus about the explanation for these different patterns of utilisation. Over-representation of young
male African Caribbeans in the inpatient sector may be due to higher levels of need or, alternatively, racial discrimination
within both the NHS and criminal justice systems. Equally, it is not clear whether the observed under-utilisation by Asians
represents inequities in access to services or an appropriate response to lower levels of need. Whatever the explanation of
these differences in access, it is clear that, given the high prevalence of severe mental illness in the local population, mental
health services in inner cities have difﬁculty in coping with demand511.
The allocation of resources for mental health services should be sufﬁciently weighted to meet the needs of culturally diverse
populations and to enable strategies to be developed which provide culturally appropriate services, and strengthen further
developments of community based services within the NHS, local authority, voluntary and community sector. Such strategies
need to consider other inﬂuences on mental health, such as housing and employment.
Clinical governance
Routine information systems are needed to alert clinicians and managers to changing patterns of access and health outcomes.
We welcome the Government's intention to produce, after a developmental period, and make public, comparative
information on clinical outcomes. We suggest that the best way of encouraging effective clinical governance is to ensure that
valid, robust and user-friendly data are provided. The commitment to develop National Service Frameworks should reinforce
this by setting and monitoring minimum standards.
37. We RECOMMEND that providing equitable access to effective care in relation to need should be a governing
principle of all policies in the NHS. Priority should be given to the achievement of equity in the planning,

implementation and delivery of services at every level of the NHS. Speciﬁcally:
37.1. we recommend extending the focus of clinical governance to give equal prominence to equity of access to
effective health care.
37.2 We recommend extending the remit of the National Institute for Clinical Excellence to include equity of access to
effective health care.
37.3 We recommend developing the National Service Frameworks to address inequities in access to effective primary
care.
37.4 We recommend that performance management in relation to the national performance management framework
is focused on achieving more equitable access, provision and targeting of effective services in relation to need in both
primary and hospital sectors.
Providing equitable access to effective care should also include a process of monitoring the quality of local partnerships for
health and social care, and the involvement of local people in the provision of services.
37.5 We recommend that the Department of Health and NHS Executive set out their responsibilities for furthering
the principle of equity of access to effective health and social care, and that health authorities, working with Primary
Care Groups and providers on local clinical governance, agree priorities and objectives for reducing inequities in
access to effective care. These should form part of the Health Improvement Programme.
Resource allocation
We welcome the progress that has been made in recent years in achieving a more equitable approach to allocating health
service and related resources. However, the evidence suggests that more needs to be done512,513.
Firstly, the methodology for estimating the size of underenumerated, mobile and homeless populations needs to be improved
in the census and inter-censal years. This is a particular problem for the allocation of resources to Primary Care Group
populations.
Secondly, there is insufﬁcient recognition of ethnic and cultural needs in the funding arrangements, such as the costs of
bilingual advocates/interpretation which have been shown to improve health outcome in disadvantaged ethnic groups514. An
&QUOT;Ethnic Diversity Levy&QUOT; and allocating it in relation to size, diversity and need identiﬁed by health
authorities may provide a more effective targeting and accountability mechanism.
Primary care
An &QUOT;inverse care law&QUOT; is still evident in relation to the distribution of medical and nursing staff in relation to
need515. A number of studies have also shown that deprived areas suffer increasing difﬁculty in recruiting GPs516. This
situation has been exacerbated - especially in inner London - by the poor quality of primary care premises, large numbers of
single-handed GPs, GPs approaching retirement and practices without training status517-519. This inequity extends beyond
that of GPs to other primary care staff including practice nurses, health visitors and district nurses520.
A formulaic approach such as the allocation of GPs to health authority areas, such as operated by the Medical Practices
Committee, is unlikely to be sufﬁcient as a policy to deal with the growing shortage of GPs in deprived inner city areas.
Equally, the GP deprivation payment system whereby GPs working in deprived areas receive additional payments, whilst
well-intentioned, has neither been effective in attracting GPs to these areas, nor in increasing access to effective services for
disadvantaged populations516,521. Innovative schemes, such as the introduction of salaried GPs, have been shown to help
redress some of these inequities522.
Hospital and community health services (HCHS)
Despite the efforts to achieve greater equity in the allocation of HCHS services, evidence suggests that a number of issues
still need to be addressed512,513. One is the pace by which health authorities move towards their target resource allocations
and the way in which those resources are then spent. In 1998/99, if the top 20 per cent of health authorities in England were
able to move to their target allocation, this would involve a shift of over £198 million from those currently over target. Such
shifts of resources are large and would need careful planning, but need to be achieved if HCHS resources are to be
distributed equitably (ﬁgure 19)523.
Health promotion
Aside from speciﬁc health promotion payments in primary care, and ring-fenced HIV/AIDS and substance misuse funding,

there is no recognition of a capitation or needs-based allocation to support health promotion services on a more
comprehensive basis. The needs-based formula for targeting HIV prevention funds has achieved some success in allocating
resources where they are most needed524, although their use needs to be targeted and monitored more effectively. The
principle of ring-fencing resources with greater accountability for their use could be used both visibly and effectively in local
inter-agency work to support the principles of &QUOT;Our Healthier Nation&QUOT;1.
The role of the private sector
The value of privately funded acute health care provided both within and independently of the NHS was estimated at £2.35
billion in 1996 with private revenue within the NHS estimated at £252 million in 1996/7525.
A number of studies suggest that the distribution of, and access to, private health care compounds existing
inequalities526,527. Currently, information on levels of activity and quality of private sector services is not routinely
available. This means that no complete picture exists for both public and private sectors of access, resources and the
outcomes of treatment in relation to need.
We suggest that those providing private health care should be required to give the same routine information on activity and
quality of services as the NHS. This is already statutorily required in the case of assisted conceptions, abortions and nursing
home care and such arrangements could be extended as part of the performance assessment framework. An independent
review of private practice would enable full consideration of the relationship of private practice to the NHS, and its impact
on equity issues.
38. We RECOMMEND giving priority to the achievement of a more equitable allocation of NHS resources. This will
require adjustments to the ways in which resources are allocated and the speed with which resource allocation targets
are met. Speciﬁcally:
38.1 we recommend reviewing the &QUOT;pace of change&QUOT; policy to enable health authorities that are
furthest from their capitation targets to move more quickly to their actual target.
38.2 We recommend extending the principle of needs-based weighting to non-cash limited General Medical Services
(GMS) resources. The size and effectiveness of deprivation payments in meeting the needs and improving the health
outcomes amongst the most disadvantaged populations, including ethnic minorities should be assessed.
38.3 We recommend reviewing the size and effectiveness of the Hospital and Community Health Service (HCHS)
formula and deprivation payments in inﬂuencing the health care outcomes of the most disadvantaged populations,
and to consider alternative methods of focusing resources for health promotion and public health care to reduce
health inequalities.
38.4 We recommend establishing a review of the relationship of private practice to the NHS with particular reference
to access to effective treatments, resource allocation and availability of staff.
Local partnerships to reduce health inequalities
As many of the determinants of health inequalities lie outside the health care system, it is essential for the NHS to work
effectively across organisational boundaries in partnership with local authorities, the voluntary and business sectors, to
involve local people in developing and providing services, and to contribute actively to social and economic regeneration.
This shared responsibility for health is central to the idea of a local Health Improvement Programme, described in
&QUOT;Our Healthier Nation&QUOT; and &QUOT;The New NHS&QUOT; White Paper1,5, as well as such initiatives as
Healthy Living Centres. These plans will need to be properly supported by appropriate mechanisms and underpinned by
local commitment if they are to successfully play their part in a concerted national programme to improve health and tackle
health inequalities87.
Birmingham and Liverpool, cities whose health and local authorities are coterminous, have undertaken detailed analyses of
inequalities within their boundaries500,528. Liverpool, the ﬁrst to join the World Health Organisation's Healthy Cities
initiative 10 years ago, has a joint City Health Plan based on a comprehensive review of health and its social, economic and
educational determinants. More recently its employment, economic and regeneration strategies have been more closely
aligned to health objectives. Whilst there is little evidence of any reduction in inequalities in most health areas, there is some
evidence of a shift of primary care resources into areas of greatest need with a resultant increase in immunisation uptake502.
A new index of quality of life and health has been developed to help monitor progress in implementing the plan.
Information about the supply of services and resources going into an area is not easy to obtain, but these types of
&QUOT;equity audit&QUOT; are essential for developing a more strategic approach to addressing health and health care
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inequalities at a local level.
The NHS White Paper sets out ﬁve new vehicles for improving health and tackling health inequalities, as well as local
Health Improvement Programmes5. They include Primary Care Groups, a new system of clinical governance, a duty of
partnership between health and local authorities, and a new NHS performance assessment framework. The principle of
equity needs to be given prominence as this framework is developed if inequalities in health are to be addressed in a coordinated way.
Developing the capacity for tackling health inequalities
In order to take forward a new agenda to tackle health inequalities, the skills, resources, and capacity of organisations to
work together need to be strengthened. The Chief Medical Ofﬁcer's interim report on strengthening the public health
function identiﬁed the need for shared posts to support the creation of local health partnerships, work across organisational
boundaries and involve local people in health promotion and service delivery529. One conclusion was that a well resourced
multi-disciplinary network is required at each level of the health care system to take forward policy development, share
innovation and good practice. Steps need to be taken nationally to ensure that the capacity for interagency working at local
level is strengthened and that the resources and skills available for specialist health promotion, including professional and
community development are protected.
National level
Health inequalities between social groups and between areas will not be reduced by local action alone. Local agencies will
need the leadership and support of central Government and the European Union. This approach is relevant if new incentives
and freedoms to working in partnership and sharing resources are to be created.
39. We RECOMMEND Directors of Public Health, working on behalf of health and local authorities, produce an
equity proﬁle for the population they serve, and undertake a triennial audit of progress towards achieving objectives
to reduce inequalities in health.
39.1 We recommend there should be a duty of partnership between the NHS Executive and regional government to
ensure that effective local partnerships are established between health, local authorities and other agencies and that
joint programmes to address health inequalities are in place and monitored.
Effective working will be strengthened by better co-ordination of policies and programmes between Government
Departments, non-Departmental public bodies and agencies, such as the Health Education Authority, Food Standards Agency
and Environment Agency. This returns us to our ﬁrst recommendation which emphasises the need for Departments to
consider impact assessments on health inequalities in the formulation of policy, and to keep these developments under
review.
We RECOMMEND that as part of health impact assessment, all policies likely to have a direct or indirect impact on health
should be evaluated in terms of their impact on health inequalities, and should be formulated in such a way that by favouring
the less well off they will, wherever possible, reduce such inequalities (recommendation 1).
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List of Recommendations
General Recommendations (see pages 29-31)
1. We RECOMMEND that as part of health impact assessment, all policies likely to have a direct or indirect effect on health
should be evaluated in terms of their impact on health inequalities, and should be formulated in such a way that by favouring
the less well off they will, wherever possible, reduce such inequalities.
1.1 We recommend establishing mechanisms to monitor inequalities in health and to evaluate the effectiveness of measures
taken to reduce them.
1.2 We recommend a review of data needs to improve the capacity to monitor inequalities in health and their determinants at
a national and local level.
2. We RECOMMEND a high priority is given to policies aimed at improving health and reducing health inequalities in
women of childbearing age, expectant mothers and young children.
Poverty, Income, Tax and Beneﬁts (see pages 32-36)
3. We RECOMMEND policies which will further reduce income inequalities, and improve the living standards of
households in receipt of social security beneﬁts. Speciﬁcally:
3.1 we recommend further reductions in poverty in women of child-bearing age, expectant mothers, young children and
older people should be made by increasing beneﬁts in cash or in kind to them.
3.2 We recommend uprating of beneﬁts and pensions according to principles which protect and, where possible, improve the
standard of living of those who depend on them and which narrow the gap between their standard of living and average
living standards.
3.3 We recommend measures to increase the uptake of beneﬁts in entitled groups.
We recommend further steps to increase employment opportunities (recommendation 8.1)
Education (see pages 36-44)
4. We RECOMMEND the provision of additional resources for schools serving children from less well off groups to enhance
their educational achievement. The Revenue Support Grant formula and other funding mechanisms should be more strongly
weighted to reﬂect need and socioeconomic disadvantage.
5. We RECOMMEND the further development of high quality pre-school education so that it meets, in particular, the needs
of disadvantaged families. We also recommend that the beneﬁts of pre-school education to disadvantaged families are
evaluated and, if necessary, additional resources are made available to support further development.
6. We RECOMMEND the further development of &QUOT;health promoting schools&QUOT;, initially focused on, but not
limited to, disadvantaged communities.
7. We RECOMMEND further measures to improve the nutrition provided at school, including: the promotion of school food
policies; the development of budgeting and cooking skills; the preservation of free school meals entitlement; the provision of
free school fruit; and the restriction of less healthy food.
Employment (see pages 44-50)
8. We RECOMMEND policies which improve the opportunities for work and which ameliorate the health consequences of
unemployment. Speciﬁcally:
8.1 we recommend further steps to increase employment opportunities.

8.2 We recommend further investment in high quality training for young and long-term unemployed people.
We recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
We recommend an integrated policy for the provision of affordable, high quality day care and pre-school education with
extra resources for disadvantaged communities (recommendation 21.1).
9. We RECOMMEND policies to improve the quality of jobs, and reduce psychosocial work hazards. Speciﬁcally:
9.1 we recommend employers, unions and relevant agencies take further measures to improve health through good
management practices which lead to an increased level of control, variety and appropriate use of skills in the workforce.
9.2 We recommend assessing the impact of employment policies on health and inequalities in health (see also
recommendation 1).
Housing and Environment (see pages 50-55)
10. We RECOMMEND policies which improve the availability of social housing for the less well off within a framework of
environmental improvement, planning and design which takes into account social networks, and access to goods and
services.
11. We RECOMMEND policies which improve housing provision and access to health care for both ofﬁcially and
unofﬁcially homeless people.
12. We RECOMMEND policies which aim to improve the quality of housing. Speciﬁcally:
12.1 we recommend policies to improve insulation and heating systems in new and existing buildings in order to reduce
further the prevalence of fuel poverty.
12.2 We recommend amending housing and licensing conditions and housing regulations on space and amenity to reduce
accidents in the home, including measures to promote the installation of smoke detectors in existing homes.
13. We RECOMMEND the development of policies to reduce the fear of crime and violence, and to create a safe
environment for people to live in.
We recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
Mobility, Transport and Pollution (see pages 55-61)
14. We RECOMMEND the further development of a high quality public transport system which is integrated with other
forms of transport and is affordable to the user.
15. We RECOMMEND further measures to encourage walking and cycling as forms of transport and to ensure the safe
separation of pedestrians and cyclists from motor vehicles.
16. We RECOMMEND further steps to reduce the usage of motor cars to cut the mortality and morbidity associated with
motor vehicle emissions.
17. We RECOMMEND further measures to reduce trafﬁc speed, by environmental design and modiﬁcation of roads, lower
speed limits in built up areas, and stricter enforcement of speed limits.
18. We RECOMMEND concessionary fares should be available to pensioners and disadvantaged groups throughout the
country, and that local schemes should emulate high quality schemes, such as those of London and the West Midlands.
Nutrition and the Common Agricultural Policy (see pages 62-67)
19. We RECOMMEND a comprehensive review of the Common Agricultural Policy (CAP)'s impact on health and
inequalities in health.
19.1 We recommend strengthening the CAP Surplus Food Scheme to improve the nutritional position of the less well off.

20. We RECOMMEND policies which will increase the availability and accessibility of foodstuffs to supply an adequate and
affordable diet. Speciﬁcally:
20.1 We recommend the further development of policies which will ensure adequate retail provision of food to those who are
disadvantaged.
We recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).
20.2 We recommend policies which reduce the sodium content of processed foods, particularly bread and cereals, and which
do not incur additional cost to the consumer.
Mothers, Children and Families (see pages 67-77)
21. We RECOMMEND policies which reduce poverty in families with children by promoting the material support of
parents; by removing barriers to work for parents who wish to combine work with parenting; and by enabling those who
wish to devote full-time to parenting to do so. Speciﬁcally:
21.1 we recommend an integrated policy for the provision of affordable, high quality day care and pre-school education with
extra resources for disadvantaged communities (see also: recommendation 5).
We recommend further reductions in poverty in women of child-bearing age, expectant mothers, young children and older
people should be made by increasing beneﬁts in cash or in kind to them (recommendation 3.1).
We recommend measures to increase the uptake of beneﬁts in entitled groups (recommendation 3.3).
22. We RECOMMEND policies which improve the health and nutrition of women of child-bearing age and their children
with priority given to the elimination of food poverty and the prevention and reduction of obesity. Speciﬁcally:
We recommend further reductions in poverty in women of child-bearing age, expectant mothers, young children and older
people should be made by increasing beneﬁts in cash or in kind to them (recommendation 3.1).
We recommend further measures to improve the nutrition provided at school, including: the promotion of school food
policies; the development of budgeting and cooking skills; the preservation of free school meals entitlement; the provision of
free school fruit; and the restriction of less healthy food (recommendation 7).
We recommend a comprehensive review of the Common Agricultural Policy (CAP)'s impact on health and inequalities in
health (recommendation 19).
We recommend policies which will increase the availability and accessibility of foodstuffs to supply an adequate and
affordable diet (recommendation 20).
22.1 We recommend policies which increase the prevalence of breastfeeding.
22.2 We recommend the ﬂuoridation of the water supply.
22.3 We recommend the further development of programmes to help women to give up smoking before or during pregnancy,
and which are focused on the less well off.
23. We RECOMMEND policies that promote the social and emotional support for parents and children. Speciﬁcally:
23.1 we recommend the further development of the role and capacity of health visitors to provide social and emotional
support to expectant parents, and parents with young children.
23.2 We recommend local authorities identify and address the physical and psychological health needs of looked-after
children.
Young People and Adults of Working Age (see pages 77-87)
We recommend policies which improve the opportunities for work and which ameliorate the health consequences of

unemployment (recommendation 8).
We recommend policies to improve the quality of jobs, and reduce psychosocial work hazards (recommendation 9)
24. We RECOMMEND measures to prevent suicide among young people, especially among young men and seriously
mentally ill people.
25. We RECOMMEND policies which promote sexual health in young people and reduce unwanted teenage pregnancy,
including access to appropriate contraceptive services.
26. We RECOMMEND policies which promote the adoption of healthier lifestyles, particularly in respect of factors which
show a strong social gradient in prevalence or consequences. Speciﬁcally:
26.1 we recommend policies which promote moderate intensity exercise including: further provision of cycling and walking
routes to school, and other environmental modiﬁcations aimed at the safe separation of pedestrians and cyclists from motor
vehicles; and safer opportunities for leisure.
26.2 We recommend policies to reduce tobacco smoking including: restricting smoking in public places; abolishing tobacco
advertising and promotion; and community, mass media and educational initiatives.
26.3 We recommend increases in the real price of tobacco to discourage young people from becoming habitual smokers and
to encourage adult smokers to quit. These increases should be introduced in tandem with policies to improve the living
standards of low income households and polices to help smokers in these households become and remain ex-smokers.
26.4 We recommend making nicotine replacement therapy available on prescription.
26.5 We recommend policies which reduce alcohol-related ill health, accidents and violence, including measures which at
least maintain the real cost of alcohol.
Older People (see pages 87-92)
27. We RECOMMEND policies which will promote the material well being of older people. Speciﬁcally:
we recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
We recommend uprating of beneﬁts and pensions according to principles which protect and, where possible, improve the
standard of living of those who depend on them and which narrow the gap between their standard of living and average
living standards (recommendation 3.2).
We recommend measures to increase the uptake of beneﬁts among entitled groups. (recommendation 3.3).
28. We RECOMMEND the quality of homes in which older people live be improved. Speciﬁcally:
we recommend policies to improve insulation and heating systems in new and existing buildings in order to reduce further
the prevalence of fuel poverty (recommendation 12.1).
We recommend amending housing and licensing conditions and housing regulations on space and amenity to reduce
accidents in the home, including measures to promote the installation of smoke detectors in existing homes (recommendation
12.2).
29. We RECOMMEND policies which will promote the maintenance of mobility, independence, and social contacts.
Speciﬁcally:
we recommend the development of policies to reduce the fear of crime and violence, and to create a safe environment for
people to live in (recommendation 13).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).
We recommend concessionary fares should be available to pensioners and disadvantaged groups throughout the country, and
that local schemes should emulate high quality schemes, such as those of London and the West Midlands (recommendation

18).
30. We RECOMMEND the further development of health and social services for older people, so that these services are
accessible and distributed according to need.
We recommend a review of data needs to improve the capacity to monitor inequalities in health and their determinants at a
national and local level (recommendation 1.2).
Ethnicity (see pages 92-100)
31. We RECOMMEND that the needs of minority ethnic groups are speciﬁcally considered in the development and
implementation of policies aimed at reducing socioeconomic inequalities. Speciﬁcally:
we recommend policies which will further reduce income inequalities, and improve the living standards of households in
receipt of social security beneﬁts (recommendation 3).
We recommend policies which improve the opportunities for work and which ameliorate the health consequences of
unemployment (recommendation 8)
We recommend policies which improve the availability of social housing for the less well off within a framework of
environmental improvement, planning and design which takes into account social networks, and access to goods and
services (recommendation 10).
We recommend policies which aim to improve the quality of housing (recommendation 12).
We recommend the development of policies to reduce the fear of crime and violence, and to create a safe environment for
people to live in (recommendation 13).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).
We recommend further measures to encourage walking and cycling as forms of transport and to ensure the safe separation of
pedestrians and cyclists from motor vehicles (recommendation 15).
We recommend further steps to reduce the usage of motor cars to cut the mortality and morbidity associated with motor
vehicle emissions (recommendation 16).
We recommend further measures to reduce trafﬁc speed, by environmental design and modiﬁcation of roads, lower speed
limits in built up areas, and stricter enforcement of speed limits (recommendation 17).
We recommend concessionary fares should be available to pensioners and disadvantaged groups throughout the country, and
that local schemes should emulate high quality schemes, such as those of London and the West Midlands (recommendation
18)
32. We RECOMMEND the further development of services which are sensitive to the needs of minority ethnic people and
which promote greater awareness of their health risks.
33. We RECOMMEND the needs of minority ethnic groups are speciﬁcally considered in needs assessment, resource
allocation, health care planning and provision. Speciﬁcally:
we recommend a review of data needs to improve the capacity to monitor inequalities in health and their determinants at a
national and local level (recommendation 1.2).
Gender (see pages 100-110)
34. We RECOMMEND policies which reduce the excess mortality from accidents and suicide in young men (see also:
recommendation 24). Speciﬁcally:
we recommend policies which improve the opportunities for work and which ameliorate the health consequences of
unemployment (recommendation 8).
We recommend policies which improve housing provision and access to health care for both ofﬁcially and unofﬁcially

homeless people (recommendation 11).
We recommend further measures to encourage walking and cycling as forms of transport and to ensure the safe separation of
pedestrians and cyclists from motor vehicles (recommendation 15).
We recommend further steps to reduce the usage of motor cars to cut the mortality and morbidity associated with motor
vehicle emissions (recommendation 16).
We recommend further measures to reduce trafﬁc speed, by environmental design and modiﬁcation of roads, lower speed
limits in built up areas, and stricter enforcement of speed limits (recommendation 17).
We recommend measures to prevent suicide among young people, especially among young men and seriously mentally ill
people (recommendation 24).
We recommend policies which reduce alcohol-related ill health, accidents and violence, including measures which at least
maintain the real cost of alcohol (recommendation 26.5).
35. We RECOMMEND policies which reduce psychosocial ill health in young women in disadvantaged circumstances,
particularly those caring for young children. Speciﬁcally:
we recommend further reductions in poverty in women of child-bearing age, expectant mothers, young children and older
people should be made by increasing beneﬁts in cash or in kind to them (recommendation 3.1).
We recommend uprating of beneﬁts and pensions according to principles which protect and, where possible, improve the
standard of living of those who depend on them, and which narrow the gap between their standard of living and average
living standards (recommendation 3.2).
We recommend measures to increase the uptake of beneﬁts among entitled groups (recommendation 3.3).
We recommend policies which improve the availability of social housing for the less well off within a framework of
environmental improvement, planning and design which takes into account social networks, and access to goods and
services (recommendation 10).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14).
We recommend policies which will increase the availability and accessibility of foodstuffs to supply an adequate and
affordable diet (recommendation 20).
We recommend policies which reduce poverty in families with children by promoting the material support of parents; by
removing barriers to work for parents who wish to combine work with parenting, and by enabling those who wish to devote
full-time to parenting to do so (recommendation 21).
We recommend an integrated policy for the provision of affordable, high quality day care and pre-school education with
extra resources for disadvantaged communities. (recommendation 21.1).
We recommend policies which improve the health and nutrition of women of child-bearing age and their children with
priority given to the elimination of food poverty and the prevention and reduction of obesity (recommendation 22).
We recommend policies which promote the social and emotional support for parents and children (recommendation 23).
We recommend the further development of the role and capacity of health visitors to provide social and emotional support to
expectant parents, and parents with young children (recommendation 23.1).
We recommend policies which promote sexual health in young people and reduce unwanted teenage pregnancy, including
access to appropriate contraceptive services (recommendation 25).
36. We RECOMMEND policies which reduce disability and ameliorate its consequences in older women, particularly those
living alone. Speciﬁcally:
we recommend further reductions in poverty in women of child-bearing age, expectant mothers, young children and older
people should be made by increasing beneﬁts in cash or in kind to them (recommendation 3.1).

We recommend uprating of beneﬁts and pensions according to principles which protect and, where possible, improve the
standard of living of those who depend on them, and which narrow the gap between their standard of living and average
living standards (recommendation 3.2).
We recommend measures to increase the uptake of beneﬁts among entitled groups (recommendation 3.3).
We recommend the development of policies to reduce the fear of crime and violence, and to create a safe environment for
people to live in (recommendation 13).
We recommend the further development of a high quality public transport system which is integrated with other forms of
transport and is affordable to the user (recommendation 14)
We recommend concessionary fares should be available to pensioners and disadvantaged groups throughout the country, and
that local schemes should emulate high quality schemes, such as those of London and the West Midlands (recommendation
18).
We recommend the quality of homes in which older people live be improved (recommendation 28).
We recommend the further development of health and social sevices for older people, so that these services are accessible
and distributed according to need (recommendation 30).
The National Health Service (pages 111-119)
37. We RECOMMEND that providing equitable access to effective care in relation to need should be a governing principle
of all policies in the NHS. Priority should be given to the achievement of equity in the planning, implementation and
delivery of services at every level of the NHS. Speciﬁcally:
37.1 we recommend extending the focus of clinical governance to give equal prominence to equity of access to effective
health care.
37.2 We recommend extending the remit of the National Institute for Clinical Excellence to include equity of access to
effective health care.
37.3 We recommend developing the National Service Frameworks to address inequities in access to effective primary care.
37.4 We recommend that performance management in relation to the national performance management framework is
focused on achieving more equitable access, provision and targeting of effective services in relation to need in both primary
and hospital sectors.
37.5 We recommend that the Department of Health and NHS Executive set out their responsibilities for furthering the
principle of equity of access to effective health and social care, and that health authorities, working with Primary Care
Groups and providers on local clinical governance, agree priorities and objectives for reducing inequities in access to
effective care. These should form part of the Health Improvement Programme.
38. We RECOMMEND giving priority to the achievement of a more equitable allocation of NHS resources. This will require
adjustments to the ways in which resources are allocated and the speed with which resource allocation targets are met.
Speciﬁcally:
38.1 we recommend reviewing the &QUOT;pace of change&QUOT; policy to enable health authorities that are furthest from
their capitation targets to move more quickly to their actual target.
38.2 We recommend extending the principle of needs-based weighting to non-cash limited General Medical Services (GMS)
resources. The size and effectiveness of deprivation payments in meeting the needs and improving the health outcomes
amongst the most disadvantaged populations, including ethnic minorities should be assessed.
38.3 We recommend reviewing the size and effectiveness of the Hospital and Community Health Service (HCHS) formula
and deprivation payments in inﬂuencing the health care outcomes of the most disadvantaged populations, and to consider
alternative methods of focusing resources for health promotion and public health care to reduce health inequalities.
38.4 We recommend establishing a review of the relationship of private practice to the NHS with particular reference to
access to effective treatments, resource allocation and availability of staff.

39. We RECOMMEND Directors of Public Health, working on behalf of health and local authorities, produce an equity
proﬁle for the population they serve, and undertake a triennial audit of progress towards achieving objectives to reduce
inequalities in health.
39.1 We recommend there should be a duty of partnership between the NHS Executive and regional government to ensure
that effective local partnerships are established between health, local authorities and other agencies and that joint
programmes to address health inequalities are in place and monitored.
We RECOMMEND that as part of health impact assessment, all policies likely to have a direct or indirect effect on health
should be evaluated in terms of their impact on health inequalities, and should be formulated in such a way that by favouring
the less well off they will, wherever possible, reduce such inequalities (recommendation 1).
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Annex A - Letter from the Minister for Public Health
10 July 1997
Sir Donald Acheson
International Centre for Health & Society
University College, London
1-19 Torrington Place
LONDON WC1 6BT
Review of inequalities in health
I thought it might be helpful to follow up our most useful conversation last Friday in order to conﬁrm both where we had got
to and the outstanding action on which you agreed to come back to me.
We have now agreed slightly revised terms of reference as follows:
"1. To moderate a Department of Health review of the latest available information on inequalities of health, using data from
the Ofﬁce for National Statistics, the Department of Health and elsewhere. The data review would summarise the evidence
of inequalities of health and expectation of life in England and identify trends.
2. In the light of that evidence, to conduct - within the broad framework of the Government's overall ﬁnancial strategy - an
independent review to identify priority areas for future policy development, which scientiﬁc and expert evidence indicates
are likely to offer opportunities for Government to develop beneﬁcial, cost effective and affordable interventions to reduce
health inequalities.
3. The review will report to the Secretary of State for Health. The report will be published and its conclusions, based on
evidence, will contribute to the development of a new strategy for health."
We discussed the timing of your report. You were very concerned that a credible and reputable piece of work covering such a
broad spectrum of issues could not be completed by January 1998 as we had originally hoped. However, you undertook to
produce that part of your report which related to the work of the NHS by January 1998. You will then seek to produce by the
end of March 1998 such further work as you are able to do properly in the time available. Any outstanding sections would
form part of the ﬁnal report to be delivered by the end of June.
However, proceeding on that basis makes it all the more important that the Department, whether through the CMO or the
Secretariat, are kept in very close touch with your emerging ﬁndings so that these can be taken into account in the drafting of
the Health Strategy White Paper which I intend to publish in the middle of next year. As I said, I recognise the time pressure
which my overall timetable imposes on you but I do think it is vital to ensure that your work is relevant to the development
of my new strategy for health.
Finally, we discussed the size and composition of the group of experts who you would like to assist you. As I said, I am
concerned that the current proposals would create too large and unmanageable a group and you kindly undertook to consider
how to reduce its size whilst covering all the major interests. I am most grateful to you for agreeing to consider these points
further and to come back to me in due course. On further reﬂection, given the scientiﬁc basis of the evidence you intend to
produce, scientists are clearly your essential resource for further advice.
The Secretary of State and I are both delighted that you and I have now been able to reach agreement on the basis on which
you will carry out your review and I am sure it will prove a most important contribution to the development of health and
social policy. I am extremely grateful to you for agreeing to take this on and hope we can keep in touch from time to time in
the months ahead.
TESSA JOWELL
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Annex B - The Process of the Inquiry
1. Sir Donald Acheson was invited by Ministers on 10 July 1997 to undertake an independent review of inequalities of health
in England. The commissioning letter from the Minister for Public Health is attached at annex A.
Terms of Reference
2. The Inquiry's terms of reference were:
(1) To moderate a Department of Health review of the latest available information on inequalities of health, using data from
the Ofﬁce for National Statistics, the Department of Health and elsewhere. The data review would summarise the evidence
of inequalities of health and expectation of life in England and identify trends.
(2) In the light of that evidence, to conduct - within the broad framework of the Government's overall ﬁnancial strategy - an
independent review to identify priority areas for future policy development, which scientiﬁc and expert evidence indicates
are likely to offer opportunities for Government to develop beneﬁcial, cost effective and affordable interventions to reduce
health inequalities.
(3) The review will report to the Secretary of State for Health. The report will be published and its conclusions, based on
evidence, will contribute to the development of a new strategy for health.
3. The purpose of the Inquiry was to inform the development of the Government's public health strategy and, in particular, to
contribute to the forthcoming White Paper, &QUOT;Our Healthier Nation&QUOT;. A two stage timescale was agreed to
assist this process. It provided for conﬁdential draft advice to be presented to Ministers in advance of the publication of the
ﬁnal report.
Scientiﬁc Advisory Group
4. After initial consultations on the major issues of health inequalities in the summer of 1997, the business of the Inquiry was
taken forward by a Scientiﬁc Advisory Group (SAG) of experts, chaired by Sir Donald and supported by a small Secretariat.
The members of the Group were:
Professor David Barker frs, Director of the Medical Research Council's Environmental Epidemiology Unit, University
of Southampton
Dr Jacky Chambers, Director of Public Health, Birmingham Health Authority
Professor Hilary Graham, Director of the Economic and Social Research Council's Health Variations Programme at
Lancaster University
Professor Michael Marmot, Professor of Epidemiology and Public Health, University College, London and Director of
the International Centre for Health and Society.
Dr Margaret Whitehead, Visiting Fellow at the King's Fund, London
5. The SAG met on 19 occasions between August 1997 and September 1998. It oversaw the process, received the evidence
submitted and developed the recommendations and the ﬁnal report.
Process
6. As a ﬁrst step, the Inquiry commissioned a series of topic (or &QUOT;input&QUOT;) papers from academics and other
experts in the ﬁeld. The purpose of the papers was to identify and summarise key issues and to allow the SAG to consider the
state of the scientiﬁc evidence and possible areas for policy development in accordance with the Inquiry's terms of reference.
7. The Inquiry took a broad view of the causes and the impact of health inequalities on individuals and society. Accordingly,
these papers explored aspects of the life course, of the economic, social and physical environments, and of the behaviours
which affect individual health. Input papers on a total of 17 topics were presented to the SAG. They are listed in full in
Annex D.
8. Most of the authors of the input papers consulted widely among a network of other researchers in the area. The papers
were presented at SAG meetings by the author(s). Invited experts were asked to comment on the input papers as part of the

were presented at SAG meetings by the author(s). Invited experts were asked to comment on the input papers as part of the
SAG discussions. The main ﬁndings of the papers and results of the SAG discussions were summarised in a series of
commentaries.
9. These input papers, and commentaries, together with other evidence were scrutinised by a separate Evaluation Group. This
Group, chaired by Professor Sally Macintyre, Director of the MRC Medical Sociology Unit, was set up to provide a further
element of peer review to the process. The members of the Group were Dr Iain Chalmers, Director of the UK Cochrane
Centre, Dr Richard Horton, editor of The Lancet, Dr Richard Smith, editor of the British Medical Journal. The Group noted
the lack of evidence to support many suggested policy interventions, and recommended that the Inquiry should make explicit
the quality of evidence and argument used to support proposed areas for policy development. The SAG received a report
from the Group and accepted its advice.
10. The SAG also received a number of presentations from other experts and from within its own ranks. These were usually
less formal events, and the results were not considered by the Evaluation Group. They were, nevertheless, crucial in
expanding and strengthening the evidence base of the Inquiry.
11. Written submissions were also sought from a range of bodies and individuals, and many additional contributions were
received. This evidence was considered by the SAG and, as far as possible, fed into the development and review of the input
papers. A full list of the presentations and submissions received is in annex D.
12. The process was also aided by a series of &QUOT;chairman's brieﬁngs&QUOT;, usually informal discussions with
experts covering issues arising from the consultation paper &QUOT;Our Healthier Nation&QUOT; and from the initiatives
of other Government Departments.
13. The report's recommendations and supporting argument documented in this report are the result of all these processes.
14. Draft conﬁdential advice was submitted to Ministers in July. This ﬁnal report was submitted at the end of September
1998
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Annex C - Acknowledgements
The Inquiry would like to thank the many individuals and organisations who provided valuable information and support
across the wide range of our interests.
Iain Chalmers was a founding member of the Scientiﬁc Advisory Group (SAG) and resigned after the early meetings to
concentrate on supporting the Evaluation Group. He was aided by Trevor Sheldon until he left the SAG. The SAG was also
aided by David Blane and Cyrus Cooper who served as substitutes for Michael Marmot and David Barker in the early
months of the Inquiry.
The secretariat to the Inquiry was provided by Ray Earwicker (Administrative Secretary) and Catherine Law (Scientiﬁc
Secretary). Frances Drever was the Statistical Adviser to the Inquiry. Anna Donald and James Nazroo assisted with scientiﬁc
aspects of the work. Scientiﬁc support was also provided by Malu Drachler, Kerry-Ann Holder and Tanja Megens. Zubeda
Seedat provided administrative support for the team. Gabrielle Allnut, Gavin Larner and Imogen O'Shea provided Secretariat
support in the early months of the Inquiry. Jane Kincaid was Sir Donald's personal secretary during the Inquiry. Jane Pearce
provided secretarial support to Catherine Law.
Sally Macintyre chaired the Evaluation Group. The other members were Iain Chalmers, Richard Horton, and Richard Smith.
Input papers were commissioned by the Inquiry from experts in the ﬁeld. They were Sara Arber, Michaela Benzeval, Richard
Best, David Blane, George Davey Smith, Adrian Davis, Anna Donald, David Goldberg, Bobbie Jacobson, Kay-Tee Khaw,
Catherine Law, Barbara MacGibbon, Sally Macintyre, James Nazroo, Michael Nelson, Aubrey Sheiham (together with
Richard Watt), and, Jane Wardle (together with Michael Farrell, Mervyn Hillsdon, Martin Jarvis, Stephen Sutton and
Margaret Thorogood), Patrick West, Richard Wilkinson, Geoff Whitty (together with Peter Aggleton, Eva Gamarnikow and
Paul Tyrer).
The discussion of these papers within the SAG was informed by contributions from: Mel Bartley, Raj Bhopal, Liza Catan,
Sarah Curtis, Astrid Fletcher, David Gordon, Bobbie Jacobson, Michael Joffe, Suzi Leather, David Leon, Stuart Logan,
Duncan Maclennan, Alan Marsh, Chris Power, Andrew Rugg Gunn, Helen Sweeting, Chris Thompson, and Sally Tomlinson.
The following individuals provided valuable assistance to the Inquiry: Phil Alderson, Eric Appleby, Jim Appleyard, John
Ashton, Rasaratnam Balajaran, Sir Christopher Ball, Terri Banks, Ann Barker, Colin Barnes, John Bennett, Richard
Berthoud, Roger Bibbings, Sheila Bingham, Sir Douglas Black, Mildred Blaxter, Lisa Bostock, Shaun Boyle, Michael Chan,
David Coggon, Michel Coleman, Sarah Colles, June Crown, Gšran Dahlgren, Nick Day, Finn Diderichsen, Sir Richard Doll,
Peter Flynn, Kamini Gadhok, Jane Gillie, John Gooderham, John Gray, Sian Grifﬁths, Sir John Grimley-Evans, David Hall,
Chris Ham, Mike Hayes, Iona Heath, Kate Hunt, Raymond Illsley, Rachel Jenkins, Ken Judge, John Keast, Sebastian
Kramer, Ramesh Kumar, Tim Lang, Gaynor Legall, David Lewis, David Lindsay, Robert Maxwell, Martin McKee, Pamela
Meadows, Geof Mercer, Lynn Murray, Fraser Mustard, Julia Neuberger, Anne Parker, Marie Power, Andrew Prentice,
George Radda, Hamid Rehman, Sian Robinson, Ian Roberts, Helen Roberts, Roberto Rona, Sir Michael Rutter, Alex Scott
Samuel, Carol Sherriff, Anne Sofer, Tony Stanton, Carolyn Stephens, Sarah Stewart-Brown, Sir Kenneth Stowe, Peter
Townsend, David Weaver, and John Yates.
Written submissions were sought from a range of organisations and individuals, and many additional contributions were
received. A list of contributors is attached at Annex D.
Ofﬁcials from several different Government Departments not listed individually provided the Inquiry with information,
assistance and advice.
The Inquiry was supported by the Department of Health who provided ofﬁce accommodation and support staff.
The Medical Research Council provided the Scientiﬁc Secretary and support staff from its Environmental Epidemiology
Unit at the University of Southampton.
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Annex D - Papers, Submissions and Evidence to the Inquiry
Input Papers
The SAG received and discussed the following commissioned input papers, listed below.
1. Mothers/families/children
Catherine Law, MRC Environmental Epidemiology Unit, University of Southampton
2. Youth
Patrick West, MRC Medical Sociology Unit, Glasgow
3. Adults of Working Age
David Blane, Imperial College, London
4. Older People
Kay-Tee Khaw, University of Cambridge
5. Housing
Richard Best, Joseph Rowntree Foundation
6. Social Environment
Richard Wilkinson, University of Sussex
7. Poverty and Income
George Davey Smith, University of Bristol
8. National Health Service
(a) Michaela Benzeval, King's Fund and Anna Donald, University College, London
(b) Bobbie Jacobson, City and East London Health Authority
9. Nutrition
Michael Nelson, King's College, London
10. Education
Geoff Whitty, Institute of Education, London (lead author)
11. Areas
Sally Macintyre, MRC Medical Sociology Unit, Glasgow
12. Ethnicity
James Nazroo, Policy Studies Institute, London
13. Transport/Pollution/Material Environment
(a) Adrian Davies, Open University
(b) Barbara MacGibbon, MRC Institute for Environment and Health, Leicester
14. Gender
Sara Arber, University of Surrey
15. Mental Health
Sir David Goldberg, Institute of Psychiatry, London
16. Health-Related Behaviours
Jane Wardle, University College, London (lead author)
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17. Oral Health
Aubrey Sheiham, University College, London (lead author)
Other Presentations
The SAG received a number of other presentations and brieﬁngs from experts in the ﬁeld, apart from those provided by
Departmental ofﬁcials. They were:
Policies to Tackle Inequalities in Health, Margaret Whitehead, King's Fund
Socioeconomic Determinants and Ill Health, Andrew Dilnot, Institute for Fiscal Studies and Richard Wilkinson,
University of Sussex
Area Inequalities, Daniel Dorling, University of Bristol, and John Hills, Centre for Analysis of Social Exclusion, London
School of Economics
Life Cycle Trajectories, Diana Kuh, Chris Power, Yoav Ben-Shlomo and Mike Wadsworth, University College, London
Socioeconomic Discussion Paper, Hilary Graham, ESRC Health Variations Programme, Lancaster University, Michael
Marmot, University College, London
The Role of Pyschosocial Factors, The MacArthur Foundation Research Network on Socioeconomic Status and Health,
Teresa Seeman, Sheldon Cohen, Shelley Taylor, Karen Mathews, and Michael Marmot
Psychosocial Stress in Childhood, Scott Montgomery, Royal Free Hospital School of Medicine, London
Intergenerational Effects on Inequalities in Health, David Barker, MRC Environmental Epidemiology Unit, University of
Southampton
Stress in the Workplace, Peter Graham and Malcolm Darvill, Health Directorate, Health and Safety Executive and David
Coggon, MRC Environmental Epidemiology Unit, University of Southampton
Beneﬁts Brieﬁng, John Hills, Centre for Analysis of Social Exclusion, London School of Economics, and Robert Walker,
Centre for Social Policy Research, Loughborough University
Health Inequalities at a Local Level, Jacky Chambers, Birmingham Health Authority, Ruth Hussey, Director of Public
Health, Liverpool Health Authority, Alan Chape, Deputy Chief Executive, Liverpool City Council, Bob Stewart, Newcastle
Healthy Cities
Submissions
The following individuals submitted evidence to the Inquiry:
Jo Asvall, Christopher Bates, Peter Bradley, Eric Brunner, Mike Catchpole, Ben Cave, Elizabeth Dowler, Douglas Fleming,
Peter Fonagy, John Godfrey, Meg Goodman, Mark Haggard, Andrew Haines, Irene Higginson, Anthony Jenner, Colwyn
Jones, Brian Keeble, Azim Lakhani, Alyson Learmonth, Gerard Leavey, Michael Lennon, Donald Light, Caroline Lindsey,
Paul Nicholson, John Radford, Bethan Reeves, Jane Robinson, Michael Rosen, Oliver Russell, John Shanks, Veena Soni
Raleigh, Marjorie Smith, Simon Strickland, Kathy Sylva, Jonathan Talbot, Mary Tilki, Patricia Walls, Graham Watt,
Elizabeth Whitehead, Arthur Wynn, Margaret Wynn.
The following organisations submitted evidence to the Inquiry
Action on Smoking and Health (ASH), ASH Scotland, and ASH Wales
Aﬁya Trust
Age Concern
Alcohol Concern
Association for Public Health
Association of Charity Ofﬁcers
Association of Community Health Councils
Association of Directors of Social Services
Barnados

British Medical Association
Centre for Health Economics, University of York
Chartered Institute of Environmental Health
Child Accident Prevention Trust
Child Health Advocacy Network and the National Children's Bureau
Child Psychotherapy Trust
Community Practitioners' and Health Visitors' Association
Coventry City Council
Derby City Council
Economic and Social Research Council
EQUAL
Equal Opportunities Commission
Faculty of Public Health Medicine
Faculty of Occupational Medicine and Society of Occupational Medicine
Family Planning Association
Food and Drink Federation
Friends of the Earth
Health and Low Income Project
Health Education Authority
Institute of Child Health
Inter-Authority Comparisons and Consultancy
King's Fund
Kirklees Health for All Women Health Policy Group
Kirklees Metropolitan Authority
Local Government Association
London School of Hygiene and Tropical Medicine
Macmillan Cancer Relief
Medical Practitioners' Union
Medical Research Council
Men's Health Forum
Men's Health Trust
MIND
National Energy Action
National Food Alliance
National Heart Forum
National Institute for Ethnic Studies in Health and Social Policy
National Institute for Social Work
National Osteoporosis Society
National Perinatal Epidemiology Unit
NHS Confederation
North West Public Health Association
Nutrition Society
Oxfam
Peak District Rural Deprivation Forum
Public Health Alliance
Public Health Laboratory Service
Royal of Pathologists
Royal College of Opthalmologists
Royal College of Physicians
Royal College of Psychiatrists
Royal College of Surgeons
Royal College of Midwives
Royal College of Nursing
Royal College of Paediatrics and Child Health
Royal College of Obstetricians and Gynaecologists
Royal College of General Practitioners
Shefﬁeld City Council
Shefﬁeld Health
Shelter

Shelter
Socialist Health Association
Society of Health Promotion Specialists Poverty Caucus Group
Society for Social Medicine
Stroke Association
The Big Issue in the North and the Big Step Limited
Tobacco Control Alliance
UK Baby Friendly Initiative
Watson Wyatt Partners
West Kent Breastfeeding Alliance
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Figure 1 - The main determinants of health
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Figure 2 - Socioeconomic cirumstances and health outcomes
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Figure 3

Figure 3 - Annual major acciden rates, by age and social class, England
1996
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Figure 4

Figure 4 - Prevalence of mental health problems, by social class, men and
women aged 16-64, Great Britain, 1993-94
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Figure 5

Figure 5 - Real household disposable income, before housing costs, United
Kingdom, 1961-94
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Figure 6

Figure 6 - Proportion of people whose income is below various fractions of
average income, United Kingdom, 1961-95
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Figure 7

Figure 7 - Proportion of the working age population without qualiﬁcations,
by gender and ethnic group, Great Britain, Spring 1997
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Figure 8

Figure 8 - Unemployment rates, population aged 16 years and over, England
and Wales, 1961-1995
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Figure 9

Figure 9 - Households with access to a car or a van, Great Britain, 19711996
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Figure 10

Figure 10 - Standardised mortality rates, by gender, all ages, England and
Wales, 1971-96
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Figure 11

Figure 11 - Age-speciﬁc mortality rates, children, England and Wales, 19911995
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Figure 12

Figure 12 - Prevalence of major accidents, by gender and age, England,
1996
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Figure 13

Figure 13 - Indices of average earnings, basic pensions and Income Support
for those aged 75 and over, United Kingdom, 1980-1996
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Figure 14

Figure 14 - Educational attainment and free school meals, England, 1996/7

Independent Inquiry into Inequalities in Health Report

Figure 15

Figure 15 - Projected road trafﬁc growth, Great Britain, with low and high
forecasts
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Figure 16

Figure 16 - Standardised mortality rates, by Townsend quintile, males and
females, England, 1993-95
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Figure 17

Figure 17 - GP health promotion claims, by Jarman (UPA) score of health
authority, London Boroughs, October 1995
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Figure 18

Figure 18 - Rates of coronary artery bypass grafts and coronary angioplasty,
by Jarman score, England, 1995/96
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Figure 19

Figure 19 - Distance from Resource Allocation Target, all health authorities,
England, 1998/99
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