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PREFACE
Life is not grim up North, but, on average, people 

here get less time to enjoy it.  Because of poorer 

health, many people in the North have shorter 

lifetimes and longer periods of ill-health than in 

other parts of the country.  That health inequalities 

exist and persist across the north of England is 

not news, but that does not mean that they are 

inevitable. 

While the focus of the Inquiry is on the North, it 

will be of interest to every area and the country as 

a whole.   

This has been an independent inquiry 

commissioned by Public Health England.  We 

particularly wanted and welcome fresh insights 

into policy and actions to tackle health inequalities 

within the North of England and with the rest 

of the country, in the context of the new public 

health responsibilities locally and nationally, 

and the increasingly live debate about greater 

economic balance.  

I would like to thank Professor Whitehead, her 

panel, witnesses to the Inquiry and the Centre for 

Local Economic Strategies for the time, energy 

and commitment that has resulted in this report

PHE’s own interim response to the issues and 

recommendations from this inquiry is published 

alongside this report and we will produce a 

fuller response at a later date, when we have 

had time to explore and consider the issues in 

greater depth. We look forward to contributing to 

stimulating discussion and debate with partners 

over the coming months.

Paul Johnstone
Public Health England 
August 2014
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FOREWORD
We have lived with a North-South health divide 

in England for a long time, illustrated by the 

shocking statistic that a baby girl in Manchester 

can expect to live 15 fewer years in good health 

than a baby girl in Richmond. This gap is not static 

but has continued to widen over recent decades. 

This regional health divide masks inequalities 

in health between different socio-economic 

groups within every region in England which are 

just as marked: health declines with increasing 

disadvantage of socio-economic groups wherever 

they live in the country. 

By and large, the causes of these health 

inequalities are the same across the country – and 

are to do with differences between socioeconomic 

groups in poverty, power and resources needed 

for health; exposure to health damaging 

environments; and differences in opportunities 

to enjoy positive health factors and protective 

conditions, for example, to give children the best 

start in life. It is, however, the severity of these 

causes that is greater in the North, contributing 

to the observed regional pattern in health. It also 

marks out the North as a good place to start 

when inquiring into what can be done about social 

inequalities in health in this country.  There may be 

lessons to be learnt for the whole country. 

There are more pressing reasons, however, for 

setting up this Inquiry on Health Equity for 

the North at this point in time. The austerity 

measures introduced as a response to the 

2008 recession have fallen more heavily on the 

North and on disadvantaged areas more than 

affluent areas, making the situation even worse.  

Reforms to the welfare system are potentially 

increasing inequalities and demand for services. 

At the same time, there are increasing calls for 

greater devolution to city and county regions 

within England. There is a growing sense that 

now is the time to influence how the process of 

devolution happens, so that budgets and powers 

are decentralised and used in ways that reduce 

economic and health inequalities. 

It is against this background that the Inquiry Panel 

developed its’ recommendations – recommendations 

that are based on an analysis of the root causes of 

the observed health inequalities. A guiding principle 

has been to build on the assets and agency of the 

North. There are plenty of ideas, therefore, about 

what agencies in the North could and should do, 

made stronger by working together, to tackle the 

causes of health inequalities. These are centred 

around the twin aims of the prevention of poverty in 

the long term and the promotion of prosperity, by 

boosting the prospects of people and places. They 

are also about how Northern agencies could make 

best use of devolved powers to do things more 

effectively and equitably.  

The Panel is keen to stress, however, that there are 

some actions that only central government can 

take. Government policy is both the cause and the 

solution to some of the problems analysed by the 

Inquiry. The report therefore sets out what central 

government needs to do, both to support action at 

the regional level and to re-orientate national policies 

to reduce economic and health inequalities. There is 

an important role too for national health agencies, 

including the NHS and Public Health England.  The 

aim of this report is to bring a Northern perspective 

to the debate on what should be done about 

a nationwide problem. We are optimistic that 

something can be done to make a difference and 

that this is the right time to try.

Margaret Whitehead
Chair, Inquiry on Health Equity for the North
August 2014   
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EXECUTIVE SUMMARY
Why have an inquiry into 
health inequalities and the 
North?

The North of England has persistently had poorer 

health than the rest of England and the gap has 

continued to widen over four decades and under 

five governments. Since 1965, this equates to 

1.5 million excess premature deaths in the North 

compared with the rest of the country. The 

latest figures indicate that a baby boy born in 

Manchester can expect to live for 14 fewer years 

in good health than a boy born in Richmond in 

London. Similarly, a baby girl born in Manchester 

can expect to live for 15 fewer years in good 

health, if current rates of illness and mortality 

persist. 

The so called ‘North-South Divide’ gives only 

a partial picture. There is a gradient in health 

across different social groups in every part of 

England: on average, poor health increases with 

increasing socio-economic disadvantage, resulting 

in the large inequalities in health between social 

groups that are observed today. There are several 

reasons why the North of England is particularly 

adversely affected by the drivers of poor health. 

Firstly, poverty is not spread evenly across the 

country but is concentrated in particular regions, 

and the North is disproportionately affected. 

Whilst the North represents 30% of the population 

of England it includes 50% of the poorest 

neighbourhoods. Secondly, poor neighbourhoods 

in the North tend to have worse health even than 

places with similar levels of poverty in the rest of 

England. Thirdly, there is a steeper social gradient 

in health within the North than in the rest of 

England meaning that there is an even greater gap 

in health between disadvantaged and prosperous 

socio-economic groups in the North than in the 

rest of the country. It is against this background 

that this Inquiry was set up.  

Aims of the inquiry

In February 2014, Public Health England (PHE) 

commissioned an inquiry to examine Health 

Inequalities affecting the North of England. This 

inquiry has been led by an independent Review 

Panel of leading academics, policy makers and 

practitioners from the North of England. This is 

part of ‘Health Equity North’ - a programme of 

research, debate and collaboration, set up by PHE, 

to explore and address health inequalities. This 

programme was launched in early 2014, with its 

first action to set up this independent inquiry.

The aim of this inquiry is to develop 
recommendations for policies that can address 
the social inequalities in health within the North 
and between the North and the rest of England.
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The Inquiry Panel
The Inquiry Panel was recruited to bring together 

different expertise and perspectives, reflecting 

the fact that reducing health inequalities involves 

influencing a mix of social, health, economic 

and place-based factors. The panel consisted of 

representatives from across the North of England 

in public health, local government, economic 

development and the voluntary and community 

sector. The members of the Inquiry Panel were:

•	 �Professor Margaret Whitehead (Chair), W.H. 

Duncan Chair of Public Health, Department 

of Public Health and Policy, University of 

Liverpool;

•	 �Professor Clare Bambra, Professor of Public 

Health Geography, Department of Geography, 

Durham University;

•	� Ben Barr, Senior Lecturer, Department of Public 

Health and Policy, University of Liverpool;

•	� Jessica Bowles, Head of Policy, Manchester City 

Council;

•	� Richard Caulfield, Chief Executive, Voluntary 

Sector North West;

•	� Professor Tim Doran, Professor of Health Policy, 

Department of Health Sciences, University of 

York;

•	� Dominic Harrison, Director of Public Health, 

Blackburn with Darwen Council; 

•	� Anna Lynch, Director of Public Health, Durham 

County Council;

•	� Neil McInroy, Chief Executive, Centre for Local 

Economic Strategies; 

•	� Steven Pleasant, Chief Executive, Tameside 

Metropolitan Borough Council;

•	� Julia Weldon, Director of Public Health, Hull City 

Council.

The process
Recommendations were developed through 3 

focused policy sessions and 3 further deliberative 

meetings of the panel over the period February 

to July 2014. The policy sessions involved 

the submission of written discussion papers 

commissioned by the panel, as well as a wider group 

of experts and practitioners, with expertise in the 

relevant policy fields, who were invited to these 

sessions (see Appendix 1 for a list of participants). 

During the three further deliberative sessions held by 

the Inquiry the panel refined the recommendations, 

drawing on the discussions and written evidence 

from the policy sessions, and the experience and 

knowledge of the panel members. 

This report sets out a series of strategic and practical 

policy recommendations that are supported by 

evidence and analysis and are targeted at policy 

makers and practitioners working in the North of 

England. These recommendations acknowledge 

that the Panel’s area of expertise is within agencies 

in the North, while at the same time highlighting 

the clear need for actions that can only be taken 

by central government. We, therefore, give two 

types of recommendations for each high-level 

recommendation:

•	� What can agencies in the North do to help reduce 

health inequalities within the North and between 

the North and the rest of England?

•	� What does central government need to do to 

reduce these inequalities – recognising that there 

are some actions that only central government 

can take?
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What causes the observed 
health inequalities?
The Inquiry’s overarching assessment of the 

main causes of the observed problem of health 

inequalities within and between North and South, 

are:

•	 �Differences in poverty, power and resources 

needed for health;

•	 �Differences in exposure to health damaging 

environments, such as poorer living and 

working conditions and unemployment;

•	 �Differences in the chronic disease and disability 

left by the historical legacy of heavy industry 

and its decline;

•	 �Differences in opportunities to enjoy positive 

health factors and protective conditions that 

help maintain health, such as good quality early 

years education; economic and food security, 

control over decisions that affect your life; 

social support and feeling part of the society in 

which you live.

Not only are there strong step-wise gradients 

in these root causes, but austerity measures in 

recent years have been making the situation worse 

– the burden of local authority cuts and welfare 

reforms has fallen more heavily on the North 

than the South; on disadvantaged than more 

affluent areas; and on the more 

vulnerable population groups 

in society, such as children. 

These measures are leading to 

reductions in the services that 

support health and well-being in the very places 

and groups where need is the greatest.

Policy drivers of inequalities 
and solutions

1. Economic development and living 
conditions

The difference in health between the North 

and the rest of England is largely explained by 

socioeconomic differences, including the uneven 

economic development and poverty. One of the 

consequences of the uneven economic development 

in the UK has been higher unemployment, lower 

incomes, adverse working conditions, poorer 

housing, and higher unsecured debts in the North, 

all of which have an adverse impact on health and 

increase health inequalities. 

The adverse impact of unemployment on health is 

well established. Studies have consistently shown 

that unemployment increases the chances of poor 

health. Empirical studies from the recessions of the 

1980s and 1990s have shown that unemployment is 

associated with an increased likelihood of morbidity 

and mortality, with the recent recession leading to 

an additional 1,000 suicides in England. The negative 

health experiences of unemployment are not limited 

to the unemployed but also extend to their families 

and the wider community. Youth unemployment 

is thought to have particularly adverse long term 

consequences for mental and physical health across 

the life course. 

The high levels of chronic illness in the North also 

contribute to lower levels of employment. Disability 

and poor health are the primary reasons why people 

in the North are out of work, as demonstrated by 

the high levels of people on incapacity benefits. 

Strategies to reduce inequalities need to prevent 

The burden of local authority cuts and welfare 
reforms has fallen more heavily on the North 
than the South; 
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people leaving work due to poor health, enable 

people with health problems to return to work and 

provide an adequate standard of living for those 

that cannot work. 

A great deal of evidence has demonstrated an 

inverse relationship between income and poor 

health, with falls in income and increases in 

poverty associated with increased risk of mental 

and physical health problems. Poor psychosocial 

conditions at work increase risk of health 

problems, in particular cardiovascular conditions 

and mental health problems. More precarious 

forms of employment, including temporary 

contracts, are also increasing and these have been 

associated with increased health risks. 

Poor housing has been shown to have numerous 

detrimental effects on physical and mental 

health. Living in fuel poverty or cold housing can 

adversely affect the mental and physical health of 

children and adults. It is estimated that this costs 

the NHS at least £2.5 billion a year in treating 

people with illnesses directly linked to living in 

cold, damp and dangerous homes. For infants, 

after taking other factors into account, living in 

fuel poor homes is associated with a 30% greater 

risk of admission to hospital or attendance at 

primary care facilities. 

People in debt are three times more likely to have 

a mental health problem than those not in debt, 

the more severe the debt more severe the health 

difficulties. In terms of physical health, debt has 

been linked to a poorer self-rated physical health, 

long term illness or disability, chronic fatigue, back 

pain, higher levels of obesity and worse health and 

health related quality of life. 

What could be done differently?

The evidence reviewed by the panel has outlined 

a number of actions that have the potential to 

address the economic and employment causes of 

health inequalities. This calls for a strategy that not 

only ameliorates the impact of poverty but also 

seeks to prevent poverty in the future, not least by 

investing in people (improving skills and health and 

hence employment prospects), as well as investing 

in places. This strategy links public service reform 

to economic development in the North, to refocus 

services on preventing poverty and promoting 

prosperity. 

2. Early childhood as a critical period

The UK has some of the worst indicators for child 

health and well-being of any high-income country. 

In 2007 a UNICEF study found that the UK had the 

worst levels of child well-being of any developed 

country and a recent study found that it had the 

second worst child mortality rate in Western Europe. 

Within England, the health of children is generally 

worse in the North, reflecting the higher levels of 

child poverty. 

There is a large body of evidence demonstrating 

that early disadvantage tracks forward, to influence 

health and development trajectories in later life, 

and that children who start 

behind tend to stay behind. 

For example, children living 

in poverty and experiencing 

disadvantage in the UK are 

more likely to: die in the first year of life; be born 

small; be bottle fed; breathe second-hand smoke; 

become overweight; perform poorly at school; die in 

an accident; become a young parent; and as adults 

they are more likely to die earlier, be out of work, 

living in poor housing, receive inadequate wages, 

and report poor health. 

This calls for a strategy that not only ameliorates 
the impact of poverty but also seeks to prevent 
poverty in the future
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Whilst the higher levels of child poverty and 

disadvantage in the North of England are 

potentially storing up problems for the future, 

none of this is inevitable. Numerous reviews of 

evidence have repeatedly shown that providing 

better support early in children’s lives is the 

most effective approach to significantly reduce 

inequalities in life chances. In the North of 

England, where large proportions of children are 

growing up in poverty, it is critical that action to 

improve early child development takes place on a 

scale that is proportionate to need. 

Some progress has been made over the past 

decade; however these gains are now under 

threat. The UK was the first European country to 

systematically implement a strategy to reduce 

health inequalities. In particular, the Government 

set targets to reduce inequalities in infant 

mortality and to cut and eventually ‘eradicate’ 

child poverty. To address these targets, a raft of 

well-funded policies were implemented including 

changes to the tax and benefits system that led to 

a reduction in child poverty and the establishment 

of Sure Start centres, which aimed to reduce 

child poverty through the targeted provision of 

pre-school education. Child poverty did reduce 

dramatically and inequalities in infant mortality 

also fell during this period. Unfortunately, we are 

now seeing signs that these achievements are 

being undone. For the first time in more than 

17 years, child poverty in the United Kingdom 

increased in absolute terms in 2011 and the 

reduction in inequalities in infant mortality ceased 

with the onset of the financial crisis in 2008. The 

Social Mobility and Child Poverty Commission has 

estimated that by 2020 3.5 million children will be in 

absolute poverty, about 5 times the number needed 

to meet the Government’s legal obligation to end 

child poverty.

What could be done differently?

Children are often not in a position to speak out for 

themselves and for this reason are offered special 

protection under the UN charter on human rights. 

The arguments are not just about the evidence, but 

also that investing in children is morally and legally 

the right thing to do. A rights-based approach to 

addressing inequalities in the 

health and well-being of children 

has the potential to engender a 

new commitment to investment 

in the early years.

The evidence indicates that 

two strands of action are required to significantly 

reduce child health inequalities at a population 

level. Firstly, a universal system of welfare support is 

needed that prioritises children, in order to eliminate 

child poverty. Well-developed social protection 

systems result in better outcomes for children and 

protect them against shocks such as economic 

crises. Those countries in Europe that do have 

more adequate social protection experience better 

child health outcomes. The recent analysis of the 

Social Mobility and Child Poverty Commission has 

shown that the Government’s current strategy for 

reducing child poverty is not credible. They conclude 

that ‘hitting the relative poverty target through 

improved parental employment outcomes alone 

is impossible’ and recommend that increases in 

parental employment and wages are supplemented 

by additional financial support for families. 

Secondly, a system of high quality universal early 

years child care and education support is also 

necessary. In Nordic countries, a child’s life chances 

are not so dependent on how privileged their 

In the North of England, where large proportions 
of children are growing up in poverty, it is 
critical that action to improve early child 
development takes place on a scale that is 
proportionate to need.
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parents were than they are in other developed 

countries. One reason for this is the provision of 

universal and high-quality early years intervention 

and support, which can have a powerful equalising 

effect. 

There is a great deal of agreement that providing 

good quality universal early years education 

and childcare proportionately across society 

would effectively reduce inequalities. Providing 

any education is not enough, though, since it is 

the quality of preschool learning that appears 

to be critical for longer-term beneficial effects. 

This needs to be supported by routine support 

to families through parenting programmes, key 

workers, and children’s centres with integrated 

health and care services and outreach into 

communities. The evidence base for these early 

interventions is strong. 

3. Devolution: having the power to 
make a difference at the right spatial 
scale

The evidence suggests that there are three ways 

through which levels of community control and 

democratic engagement have an impact on 

health. Firstly, those who have less influence are 

less able to affect the use of public resources 

to improve their health and well-being. The 

Northern regions, for example, have had limited 

collective influence over how resources and assets 

are used in the North of England and this has 

hindered action on health inequalities. Secondly 

the process of getting involved, together with 

others, in influencing decisions, builds social 

capital that leads to health benefits. Thirdly, where 

people feel they can influence and control their 

living environment, this in itself is likely to have 

psychological benefits and reduce the adverse health 

effects of stress. 

There is a growing body of evidence indicating that 

greater community control leads to better health. 

Low levels of control are associated with poor 

mental and physical health. A number of studies 

have found that the strength of democracy in a 

country is associated with better population health 

and lower inequalities. Countries with long-term 

social-democratic governments tend to have more 

developed preventive health services. US states with 

higher political participation amongst the poor have 

more adequate social welfare programmes, lower 

mortality rates and less disability. There is evidence 

indicating that the democratic participation of 

women is particularly important for the health of the 

whole population.

When community members act together to achieve 

common goals there are indirect benefits resulting 

from improved social support and supportive 

networks which can reduce social isolation and 

nurture a sense of community, trust and community 

competence. Research indicates that community 

empowerment initiatives can produce positive 

outcomes for the individuals directly involved 

including: improved health, self-efficacy, self-esteem, 

social networks, community 

cohesion and improved 

access to education leading 

to increased skills and paid 

employment. Evidence from 

the 65 most deprived local 

authorities in England shows that, as the proportion 

of the population reporting that they can influence 

decisions in their local area increases, the average 

level of premature mortality and prevalence of 

mental illness in the area declines.

Northern regions have had limited collective 
influence over how resources and assets are 
used and this has hindered action on health 
inequalities. 
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A constraint on the capacity of local government 

to make a difference is the highly centralised 

nature of the political system in England. England 

has one of the most centralised political systems 

in Europe, both political 

and economic power are 

concentrated in London and 

the surrounding area and this 

has contributed to the large 

inequalities between regions. 

The disproportionate cuts to local government 

budgets currently being implemented are 

exacerbating the problem. Successful regions will 

have control over the prerequisites of growth, 

such as skills, transport and planning. 

What could be done differently?

Increasingly, the new combined authorities and 

core cities are demanding greater devolution 

of powers and resources to cities and local 

government. There is also a growing consensus 

across political parties that this is needed to 

drive economic growth and reduce regional 

inequalities in England. Simply devolving power to 

city regions and combined authorities, however, 

will not, on its own, address inequalities. Giving 

local areas greater control over investment for 

economic development will only reduce health 

and economic inequalities if local strategies for 

economic growth have clear social objectives 

to promote health and well-being and reduce 

inequalities, backed by locally integrated public 

services aimed at supporting people into 

employment. The public health leadership of 

local authorities will need to play a central role 

if devolution to cities and regions is going to 

reverse the trend of rising inequalities. Devolution 

of power and resources to local administrations 

needs to be accompanied by greater public 

participation in local decision-making. Decisions 

in Whitehall may seem distant and unaccountable 

to people living in the North, but decisions made by 

combined authorities or local economic partnerships 

will seem no more democratic unless there is greater 

transparency and participation.  

There is the potential for devolution within England 

to herald a new approach to health inequalities 

that is based on fundamentally shifting power from 

central government to regions, local authorities and 

communities. But only if there is real devolution, 

rather than just rhetoric, and local powers are used 

to improve health and reduce inequalities – allowing 

them to do the right things at the right spatial scale. 

None of this, however, should reduce the 

responsibilities of national government. The role 

of national government in addressing health 

inequalities remains of the utmost importance. 

Robust national policy is essential to ensure that 

there are sufficient public resources available and 

that these are distributed and used fairly to improve 

the life chances of the poorest fastest. National 

legislation remains an important mechanism for 

protecting people from the adverse consequences 

of uncontrolled commercial markets. Where services 

are delivered through national agencies, they need 

to work flexibly as part of a set of local organisations 

that can integrate services so that they address local 

needs. 

4. The vital role of the health sector

We did not consider that the observed health 

inequalities between the North and the rest of 

England and within the North are caused by poorer 

access or quality of NHS services. Although there 

are still inequalities in access to healthcare by 

deprivation, these could not account for the size 

There is the potential for devolution within 
England to herald a new approach to health 
inequalities
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and nature of the differences in health status that 

we observe. On the contrary, access to NHS care 

when ill has helped to reduce health inequalities. 

The NHS helps to ameliorate the health damage 

caused by wider determinants outside the health 

sector. To do this, NHS services in deprived areas 

need to be adequately resourced to enable them 

to reduce inequalities and the principle of the NHS 

as free at the point of need must be maintained.  

The NHS can influence health inequalities through 

3 main areas of activity. Firstly by providing 

equitable high quality health care, secondly by 

directly influencing the social determinants of 

health through procurement and as an employer, 

and thirdly as a champion and facilitator that 

influences other sectors to take action to reduce 

inequalities in health.

What could be done differently?

The most pressing concern for the NHS is to 

maintain its core principle of equitable access 

to high quality health care, 

free at the point of need. This 

will involve addressing those 

inequalities in health care that 

do exist, avoiding introducing 

policies that will increase 

health inequalities and ensuring that health care 

provision across the country is planned and 

resourced so that it reduces heath inequalities. 

Specifically the panel identified the following 

priority areas through which the health sector 

can play an important role in reducing health 

inequalities.

Firstly the NHS needs to allocate resources so that 

they reduce health inequalities within the North and 

between the North and the rest of England. There is 

evidence to indicate that the policy to increase the 

proportion of NHS resources going to deprived areas 

did lead to a narrowing of inequalities in mortality 

from some causes. This highlights the importance of 

having resource allocation policies with an explicit 

goal to reduce inequalities in outcomes. 

Secondly, local health service planning needs to 

ensure that the resources available to the NHS within 

each area are used to reduce inequalities. This means 

targeting resources to those most in need and 

investing in interventions and services that are most 

effective in the most disadvantaged groups. The 

current focus of CCGs on demand management has 

tended to mean increased investment in services for 

the elderly. Whilst this is important, it should not be 

at the expense of investment earlier in the life course, 

which is a vital component of all health inequalities 

strategies. 

Thirdly a more community-orientated model of 

primary care needs to be encouraged that fully 

integrates support across the determinants of health. 

This includes enabling people seeking help through 

the primary care system to get the support they 

need for the full range of problems that are driving 

them to seek help in the first place. These are often 

the wider determinants of their health, such as 

financial problems, unsuitable housing, hopelessness 

and generally feeling out of control of their lives.

Access to NHS care when ill has helped to reduce 
health inequalities, amelioratating the health 
damage caused by wider determinants outside 
the health sector.
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Fourthly a large-scale strategy for the North 

of England is needed to maximize the impact 

of the NHS on health inequalities through its 

procurement and its role as an employer. There are 

also promising examples indicating how local NHS 

organisations are using their commissioning and 

procurement of services to improve the economic, 

social, and environmental well-being of their 

area. If the commissioning and procurement of 

all the NHS organisations in the North of England 

focused on maximizing social value for the North, 

this could make a significant difference. 

Finally the health sector needs to be a strong 

advocate, facilitating and influencing all sectors 

to take action to reduce inequalities in health. 

With Directors of Public Health transferring 

from the NHS to local authorities there are fewer 

voices in the NHS speaking out on issues relating 

to the public’s health and health inequalities. 

Public Health England was established to be 

an independent advocate for action across all 

sectors on health inequalities. The actions that 

are required to address health inequalities involve 

radical social change. They are therefore often 

controversial. Public Health England needs to 

be supporting and challenging all government 

departments to tackle health inequalities.

Recommendations
Tackling these root causes leads to a set of 4 high-

level recommendations and supporting actions that 

build on the assets of the North to target inequalities 

both within the North and between the North 

and the rest of England. These recommendations 

are explained in detail in Section 4. These 

recommendations are formulated from a Northern 

perspective and address the core question: what 

can the North do to tackle the health equity issues 

revealed in this report? This perspective does not 

mean that we discount national actions – far from 

it – we give two types of recommendations for each 

high-level recommendation:

1)	� What can agencies in the North, do to help reduce 

the health inequalities within the North and 

between the North and the rest of England?

2)	�What does central government need to do to 

reduce these inequalities – recognising that there 

are some actions that only central government 

can take?

We believe that the recommended actions would 

benefit the whole country, not just the North. 

Recommendation 1: Tackle poverty and 
economic inequality within the North 
and between the North and the rest of 
England.

Agencies in the North should work together 
to:

•	 �Draw up health equity strategies that include 

measures to ameliorate and prevent poverty 

among the residents in each agency’s patch;

•	 �Focus public service reform on the prevention 

of poverty in the future and promoting the 

prosperity of the region by re-orientating services 

to boost the prospects of people and place. This 

includes establishing integrated support across 
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the public sector to improve the employment 

prospects of those out of work or entering the 

labour market.

•	 �Adopt a common progressive procurement 

approach to promote health and to support 

people back into work;

•	 �Ensure that reducing economic and health 

inequalities are central objectives of local 

economic development strategy and delivery;

•	 �Implement and regulate the Living Wage at the 

local authority level;

•	 �Increase the availability of high quality 

affordable housing through stronger regulation 

of the private rented sector, where quality is 

poor, and through investment in new housing. 

•	 �Assess the impact in the North of changes in 

national economic and welfare policies; 

Central government needs to:

•	 �Invest in the delivery of locally commissioned 

and integrated programmes encompassing 

welfare reform, skills and employment 

programmes to support people into work;

•	 �Extend the national measurement of the well-

being programme to better monitor progress 

and influence policy on inequalities;

•	 �Develop a national industrial strategy that 

reduces inequalities between the regions;

•	 �Assess the impact of changes in national 

policies on health inequalities in general and 

regional inequalities in particular;

•	 �Expand the role of Credit Unions and take 

measures to end the poverty premium;

•	 �Develop policy to enable local authorities 

to tackle the issue of poor condition of the 

housing stock at the bottom end of the private 

rental market;

•	 �End in-work poverty by implementing and 

regulating a Living Wage;

•	 �Ensure that welfare systems provide a Minimum 

Income for Healthy Living (MIHL);

•	 �Grant City and County regions greater control 

over the commissioning and use of the skills 

budget and the Work Programme to make them 

more equitable and responsive to differing local 

labour markets;

•	 �Develop a new deal between local partners and 

national government that allocates the total 

public resources for local populations to reduce 

inequalities in life chances between areas. 

Recommendation 2: Promote healthy 
development in early childhood. 

Agencies in the North should work together 
to:

•	 �Monitor and incrementally increase the proportion 
of overall expenditure allocated to giving every 
child the best possible start in life, and ensure 
that the level of expenditure on early years 
development reflects levels of need;

•	 �Ensure access to good quality universal early 
years education and childcare with greater 
emphasis on those with the greatest needs, so 
that all children achieve an acceptable level of 
school readiness; 

•	 �Maintain and protect universal integrated 
neighbourhood support for early child 
development, with a central role for health visitors 
and children’s centres that clearly articulates the 
proportionate universalism approach;

•	 �Collect better data on children in the early years 
across organisations so that we can track changes 
over time;

•	 �Develop and sign up to a charter to protect the 
rights of children to the best possible health. 
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Central government needs to:

•	 �Embed a rights based approach to children’s 

health across government;

•	 �Reduce child poverty through the measures 

advocated by the Child Poverty Commission 

which includes investment in action on the 

social determinants of all parents’ ability to 

properly care for children, such as paid parental 

leave, flexible work schedules, Living Wages, 

secure and promising educational futures for 

young women, and affordable high quality child 

care;

•	 �Reverse recent falls in the living standards of 

less advantaged families;

•	 �Commit to carrying out a cumulative impact 

assessment of any future welfare changes to 

ensure a better understanding of their impacts 

on poverty and to allow negative impacts to be 

more effectively mitigated;

•	 �Invest in raising the qualifications of staff 

working in early years childcare and education;

•	 �Increase the proportion of overall expenditure 

allocated to the early years and ensure 

expenditure on early years development is 

focused according to need;

•	 �Increase investment in universal support 

to families through parenting programmes, 

children’s centres and key workers, delivered to 

meet social needs.

•	 �Make provision for universal, good quality early 

years education and childcare proportionately 

according to need across the country. 

Recommendation 3: Share power over 
resources and increase the influence 
that the public has on how resources 
are used to improve the determinants 
of health. 

Agencies in the North should work together 
to:

•	 �Establish deep collaboration between combined 

authorities in the North to develop a Pan-Northern 

approach to economic development and health 

inequalities;

•	 �Take the opportunity offered by greater devolved 

powers and resources to develop, at scale, locally 

integrated programmes of economic growth and 

public services reform to support people into 

employment;

•	 �Re-vitalise Health and Well-being Boards to 

become stronger advocates for health both locally 

and nationally.

•	 �Develop community led systems for health equity 

monitoring and accountability; 

•	 �Expand the involvement of citizens in shaping 

how local budgets are used;

•	 �Assess opportunities for setting up publicly 

owned mutual organisations for providing public 

services where appropriate, and invest in and 

support their development;

•	 �Help develop the capacity of communities 

to participate in local decision-making and 

developing solutions which inform policies and 

investments at local and national levels;

Central government needs to:

•	 �Grant local government a greater role in deciding 
how public resources are used to improve the 
health and well-being of the communities they 
serve;
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•	 �Revise national policy to give greater 
flexibility to local government to raise funds 
for investment and use assets to improve the 
health and well-being of their communities;

•	 �Invest in and expand the role of Healthwatch 
as an independent community-led advocate 
that can hold government and public services 
to account for action and progress on health 
inequalities;

•	 �Invite local government to co-design and 
co-invest in national programmes, including 
the Work Programme, to tailor them more 

effectively to the needs of the local population.

Recommendation 4: Strengthen the 
role of the health sector in promoting 
health equity.

Public Health England should:

•	 �Conduct a cumulative assessment of the impact 

of welfare reform and cuts to local and national 

public services;

•	 �Support local authorities to produce a Health 

Inequalities Risk Mitigation Strategy; 

•	 �Help to establish a cross-departmental system 

of health impact assessment;

•	 �Support the involvement of Health and Well-

being Boards and public health teams in the 

governance of Local Enterprise Partnerships 

and combined authorities;

•	 �Contribute to a review of current systems for 

the central allocation of public resources to 

local areas;

•	 �Support the development a network of Health 

and Well-being Boards across the North of 

England with a special focus on health equity;

•	 �Collaborate on the development of a charter to 

protect the rights of children; 

•	 �Work with Healthwatch and Health and Well-

being Boards across the North of England to 

develop community-led systems for health equity 

monitoring and accountability. 

Clinical Commissioning Groups and other NHS 
agencies in the North should work together to:

•	 �Lead the way in using the Social Value Act to 

ensure that procurement and commissioning 

maximises opportunities for high quality local 

employment, high quality care, and reductions in 

economic and health inequalities;

•	 �Pool resources with other partners to ensure 

that universal integrated neighbourhood support 

for early child development is developed and 

maintained;

•	 �Work with local authorities, the Department for 

Work and Pensions (DWP) and other agencies to 

develop ‘Health First’ type employment support 

programmes for people with chronic health 

conditions; 

•	 �Work more effectively with local authority 

Directors of Public Health and PHE to address the 

risk conditions (social and economic determinants 

of health) that drive health and social care system 

demand;

•	 �Support Health and Well-being Boards to 

integrate budgets and jointly direct health and 

well-being spending plans for the NHS and local 

authorities;

•	 �Provide leadership to support health services and 

clinical teams to reduce children’s exposure to 

poverty and its consequences;

•	 �Encourage the provision of services in primary 

care to reduce poverty among people with 

chronic illness, including, for example, debt 

and housing advice and support to access to 

disability-related benefits. 
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1		  PRINCIPLES AND 
PROCESSES OF THE 
INQUIRY

and develop their collective capacity to influence 

inequalities in health. 

•	 �Enable a platform for local authorities, city and 

county regions, Health and Well-being Boards and 

the other collaboratives across the North to act 

on the national stage in lobbying for policies that 

reduce inequalities and the health divide between 

the North and the rest of England. 

•	 �Make the most of the new public health 

responsibilities of local government for the health 

and well-being of their local populations and the 

reduction of health inequalities. 

•	 �Address the root causes of health inequalities - 

the conditions in which people grow, live, work 

and age – within the North as well as between the 

North and the rest of England. 

•	 �Are supported by what is known about the 

mechanisms that generate health inequalities and 

effective policy approaches, building on previous 

reviews of health inequalities. 

Although commissioned by PHE, the evidence 

presented in this report and its recommendations 

have been independently developed by the Inquiry 

Panel. 

1.1	� Introduction: the aims of 
the inquiry

In February 2014 Public Health England (PHE) 

commissioned an inquiry to examine Health 

Inequalities affecting the North of England. This 

inquiry has been led by an independent Inquiry 

Panel of leading academics, policy makers and 

practitioners from the North of England. This is 

part of ‘Health Equity North’, a programme of 

research, debate and collaboration, set up by 

PHE, to explore and address health inequalities. 

This public health call for action was launched 

in early 2014, with its first action to set up this 

independent inquiry.

The aim of this inquiry has been to develop 

recommendations for policies that can address the 

social inequalities in health within the North and 

between the North and the rest of England.

In particular the panel has sought to develop 

recommendations that:

•	 �Build on the assets and resilience of the North, 

rather than presenting the North as a victim. 

This includes identifying policy that enhances 

the capacity of communities, organisations and 

enterprises in the North to build on their assets 

The aim of this inquiry has been to develop 
recommendations for policies that can 
address the social inequalities in health 
within the North and between the North and 
the rest of England.
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1.2	� The Inquiry Panel
The Inquiry Panel was recruited to bring together 
different expertise and perspectives, reflecting 
the fact that reducing health inequalities involves 
influencing a mix of social, health, economic 
and place based factors. The panel consisted of 
representatives from across the North of England 
in public health, local government, economic 
development and the voluntary and community 
sector. It was chaired by Professor Margaret 
Whitehead, W H Duncan Chair of Public Health at 
the University of Liverpool and Head of the World 
Health Organisation (WHO) Collaborating Centre 
for Policy Research on the Social Determinants of 
Health. The members of the Inquiry Panel were:

•	 �Professor Margaret Whitehead (Chair), W.H. 
Duncan Chair of Public Health, Department 
of Public Health and Policy, University of 
Liverpool;

•	 �Professor Clare Bambra, Professor of Public 
Health Geography, Department of Geography, 
Durham University;

•	 �Ben Barr, Senior Lecturer, Department of Public 
Health and Policy, University of Liverpool;

•	 �Jessica Bowles, Head of Policy, Manchester City 
Council;

•	 �Richard Caulfield, Chief Executive, Voluntary 
Sector North West;

•	 �Professor Tim Doran, Professor of Health Policy, 
Department of Health Sciences, University of 
York;

•	 �Dominic Harrison, Director of Public Health, 
Blackburn with Darwen Council; 

•	 �Anna Lynch, Director of Public Health, Durham 
County Council;

•	 �Neil McInroy, Chief Executive, Centre for Local 
Economic Strategies; 

•	 �Steven Pleasant, Chief Executive, Tameside 
Metropolitan Borough Council;

•	 �Julia Weldon, Director of Public Health, Hull City 
Council.

1.3	 The process
Recommendations were developed through 3 

focused policy sessions and 3 further deliberative 

meetings of the panel over the period January 

to July 2014. The policy sessions involved 

the submission of written evidence papers 

commissioned by the panel, as well as a wider group 

of experts and practitioners, with expertise in the 

relevant policy fields, who were invited to these 

sessions (see Appendix 1 for a list of participants). 

The Inquiry Panel discussed the evidence and policy 

implications with this wider group of experts and 

practitioners, at each of these policy sessions. The 

policy sessions focused on 3 priority areas that had 

been identified as having particular relevance for 

addressing health inequalities affecting the North of 

England. 

•	 �Healthy economic development and ensuring an 

adequate standard of living; 

•	 �Promoting healthy development in early 

childhood; and

•	 �Devolution and democratic renewal. 

During the three further deliberative sessions held by 

the Inquiry, the panel refined the recommendations, 

drawing on the discussions and written evidence 

from the policy sessions, and the experience and 

knowledge of the panel members. 

The report sets out a series of strategic and practical 

policy recommendations that are supported by 

evidence and analysis and are targeted at policy 

makers and practitioners working in the North of 

England. These recommendations, acknowledge 

that the Panel’s area of expertise is within agencies 

in the North, while at the same time highlighting 

the clear need for actions that can only be taken 

by central government. We, therefore, give two 

types of recommendations for each high-level 

recommendation:
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•	 �What can agencies in the North do to help 

reduce health inequalities within the North and 

between the North and the rest of England?

•	 �What does central government need to do 

to reduce these inequalities – recognising 

that there are some actions that only central 

government can take?

1.4	 Principles of the inquiry
The inquiry uses the term health inequalities to 

describe the systematic differences in health 

between social groups that are avoidable by 

organised action and are considered unfair 

and unjust.1 Three general principles run 

through the review and inform its analysis and 

recommendations. 

•	 �Firstly that reducing health inequalities 

is a matter of social justice, as the WHO 

Commission on Social Determinants of Health 

concluded, it is a ‘social injustice that is killing 

on a grand scale.’2

•	 �Secondly that inequality in health arises 

because of inequalities in power and influence. 

Reducing health inequalities ‘can be thought of 

as increasing the freedom and power among 

people with the most limited possibilities of 

controlling and influencing their own life and 

society.’3

•	 �Thirdly that these inequalities in power result in 

inequalities in the resources needed for health 

including material and psychosocial working 

and living conditions, education opportunities, 

built environments and opportunities for social 

participation. 

These inequalities in power and resources 

produce a social gradient in health: people and 

communities have progressively better health 

the better their socioeconomic conditions. 

Therefore effective approaches to decrease health 

inequalities need to reduce inequalities in resources 

across the whole gradient and not just amongst 

the people at the bottom. However a shift in the 

resources for health across the social gradient will 

only be sustained if it is accompanied by an increase 

in the power and influence people have over those 

resources. 

There have been a series of reviews of health 

inequalities in the UK, Europe and globally, and the 

purpose of this inquiry is not to repeat the work of 

these reviews, but to learn from and move beyond 

them in developing action on health inequalities for 

a specific region – the North of England (the NHS 

areas of Yorkshire and the Humber, North West and 

North East). The evidence from previous reviews 

is clear. The highest priority for action should be 

to ensure a good start to life for every child and to 

maintain an adequate standard of living across the 

life course that enables everyone to participate in 

society and maintain good health. However health 

inequalities have proved themselves to be highly 

persistent. Economic and social inequalities are 

perpetuated within places and over generations. 

The 2013 WHO Europe review of Determinants and 

the Health Divide recognized that reducing health 

inequalities involves the ‘whole-of-government’ 

and ‘whole-of-society’.4 The challenge is how to 

bring about this change. Achieving and sustaining 

action will involve a step change in how the public, 

particularly the most disadvantaged groups, are 

engaged in and influence policy, a shift in the model 

of economic development and a strategy that 

prevents the perpetuation of health risks from one 

generation to the next. This led the Inquiry to focus 

on the 3 priority areas outlined in 1.3, in developing 

its recommendations:

The Inquiry has sought to bring a fresh perspective 

to the issue of health inequalities that focuses on 

preventing inequalities occurring in the future as well 

as ameliorating the impact of current inequalities. 
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The concepts of ‘place’, ‘governance’ and ‘assets’, 

have been important to the Inquiry’s approach. 

Firstly, by emphasizing the geographical 

distribution of health inequalities in England 

as well as differences between socioeconomic 

groups within the North, this inquiry highlights 

the importance of ‘place’ in both the generation 

of health inequalities and the policies that address 

them. The social, economic and political processes 

that influence health inequalities intersect in the 

places where people live and work. It is here 

that we need to start in order to bring about 

this change in the ‘whole-of-government’ and 

‘whole-of-society’. Secondly, it is important to 

recognise that previous approaches to tackle 

health inequalities in England and beyond have, in 

the main, fallen short of their objectives. The WHO 

European review of the health divide has analysed 

the reasons for this lack of progress.4 It concludes 

that they result from a failure in governance and 

accountability, which has meant that policies 

have not sufficiently addressed the root causes of 

health inequalities, in particular the inequalities in 

power and resources needed for health. Reducing 

inequalities in health requires coherence of action 

across a range of stakeholders working in the 

interests of the public. The Inquiry has therefore 

sought to develop approaches that enable new 

systems of governance and accountability for 

health equity, in particular accountability to the 

public, which support coordinated action that 

influences the places in which people live, work 

and flourish. Thirdly, the inquiry has sought to 

develop policy options that build on the assets of 

the North, enabling everyone – from communities 

to organisations and enterprises - to develop their 

collective capacity to influence inequalities in 

health. 

1.5	� The role of evidence 
in developing the 
recommendations

The Inquiry has sought to develop recommendations 

that are supported by a robust analysis of the causes 

of health inequalities within the North of England 

and between the North and the rest of England. It 

is widely agreed that social policies working at the 

population, rather than individual, level have the 

greatest potential to reduce health inequalities by 

addressing the social conditions and economic and 

political systems that contribute to and sustain them. 

However these types of ‘upstream’ policies present 

the greatest challenges for researchers trying to 

evaluate health and other impacts. This results in 

the ‘inverse evidence law’ whereby the availability of 

evidence tends to vary inversely with the potential 

impact of the intervention.5 The recommendations 

have therefore been informed by a broad range 

of evidence including the experience of the panel 

members of what is feasible and what is likely to 

have the greatest impact. 
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2		 CURRENT 
POLICY CONTEXT

2.1	� The opportunities offered 
by public health in local 
government 

The transfer of public health from the NHS to 

local government has been welcomed. It is local 

government services, such as housing, economic 

development, culture, leisure and environmental 

health, that have the most potential to improve 

public health outcomes. Situating public health 

departments within local authorities clearly enhances 

the opportunities for them to influence these 

determinants of health. 

An important function of local government is also 

to ‘shape places’ by representing, engaging and 

leading the citizens and communities in a place to 

collectively develop local identity and promote well-

being.9 The implications of this role for improving 

the health of the people living in a place, even in the 

face of adverse national and global trends, has not 

yet been fully recognized or fully realised. The new 

public health role for local government provides an 

opportunity to develop this further. The transition 

of Directors of Public Health and their teams from 

PCTs to local authorities was not just a transition 

between organisations, it was a transition from an 

organisation whose primary responsibility was the 

commissioning of services to another organisation 

whose primary responsibility is democratic 

governance. This is an opportunity to fully integrate 

health goals into all sectors by incorporating health 

and equity considerations as a standard part of 

decision-making across sectors and policy areas. 

The inquiry comes at a time when there are 

some specific threats and opportunities for 

action on health inequalities in general and the 

North-South health divide in particular. In 2013 

public health responsibilities that had been part 

of the NHS since 1974 were transferred back to 

local government. However this happened at a 

particularly challenging time for councils. The 

programme of austerity measures that continues 

to be pursued by the UK government is hitting 

local government particularly hard and reforms 

to welfare are potentially increasing inequalities 

and demand for services.6 Increasingly, the 

new combined authorities and core cities are 

demanding greater devolution of powers and 

resources to cities and local government. There is 

also a growing consensus across political parties 

that this is needed to drive economic growth 

and reduce regional inequalities in England.7,8  

The recommendations of the Inquiry need to 

been seen in the context of these developments 

in national policy as outlined in more detail 

below. The Inquiry Panel has sought to develop 

recommendations that make the most of these 

developments whilst minimising the risks for 

health inequalities. 

The inquiry comes at a time when there are 
some specific threats and opportunities for 
action on health inequalities in general and 
the North-South health divide in particular. 
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2.2	� Action on health 
inequalities in an age of 
austerity

The capacity for local government to influence the 

health and well-being of the places they represent 

is limited by a programme of austerity that is 

hitting councils hardest in some of the poorest 

parts of the North. In 2013 the Government 

allocated a ring-fenced public health budget 

to local authorities. The Secretary of State for 

Health at the time said this should be used to 

tackle ‘poverty-related health need’.10 This ‘public 

health grant’ represents approximately 3% of 

local government expenditure and only 1% of the 

combined local expenditure of the NHS and local 

government in an area.11,12 This in itself would be 

inadequate to address the health effects of poverty, 

but given that this grant was transferred to councils 

at a time when their core budgets are being cut 

by nearly 30%, it is difficult to see how, in these 

circumstances, local government can have an impact 

on health inequalities. In fact these cuts are likely 

to make health inequalities worse because they are 

disproportionately hitting the poorest areas with the 

worst health outcomes hardest (see Figures 1 and 

2). On top of these cuts to local authority budgets, 

more deprived areas are experiencing large financial 

losses due to welfare reform with the three regions 

of northern England loosing an estimated £5.2bn a 

year.13 This has an impact not just on the individuals 

and families facing reduced incomes from welfare 

benefits, but also represents a large loss to the local 

economy (see Figure 1). 

Figure 1: Map of change in local authority spending power and financial 
losses from welfare reform for each council in England.

Map shows that cuts in council funding and financial losses from welfare reform are greatest in the North

Sources: 1. DCLG - Local government financial settlement,  2.Beatty and Fothergill 2014
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Whilst the health effects of these policies may 

not be felt immediately the international evidence 

from previous periods of welfare expansion and 

contraction indicate that inequalities in both 

mortality and morbidity increase when welfare 

services are cut.14–17 There is a pressing need to 

ensure that sufficient resources are available to 

address inequalities and where a reduction in 

government spending is unavoidable it needs to 

be carried out in a way that does not exacerbate 

existing inequalities.

Figure 2: Council cuts per head correlated against premature mortality rates

Cuts in council budgets are greatest in areas in the North of England, with the worst health 

Sources: 1. DCLG - Local government financial settlement, 2. Public Health England - Longer Lives 
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2.3	� Devolution: having 
the power to make a 
difference

A further constraint on the capacity of local 

government to make a difference is the highly 

centralised nature of the political system in 

England. England has one of the most centralised 

political systems in Europe with central 

government controlling a higher proportion of 

public spending than any other OECD country 

in Europe (see section 3.5). The concentration 

of political and economic power in London 

and the surrounding area has contributed to 

the large inequalities between regions.18 The 

present Coalition Government 

has committed to greater 

decentralisation, as did the 

previous government. However 

the UK continues to become 

more centralised with local 

government controlling a declining proportion 

of public expenditure (see section 3.5). The 

disproportionate cuts to local government 

budgets currently being implemented are 

exacerbating this. 

Increasingly the new combined authorities and 

core cities in England are demanding greater 

devolution of powers and resources to cities 

and local government. There is also a growing 

consensus across political parties this is needed 

to drive economic growth and reduce regional 

inequalities in England.7,8 The focus has so far 

been on enabling greater local control over 

investment in infrastructure and skills. The review 

of economic growth commissioned from Lord 

Heseltine by the Prime Minister recommended 

devolving £49bn of central government funding 

to Local Economic Partnerships. The Coalition 

Government have begun a process of devolving 

limited responsibilities and funding to cities and their 

surrounding areas through a programme of ‘City 

Deals’ and ‘Growth Deals’. The growth review by 

Lord Adonis for the Labour party proposes making 

combined authorities (for both Cities and County 

Regions) the foundation for future devolution 

with £30bn being transferred from central to local 

government for skills, infrastructure and economic 

development. However it remains to be seen 

whether proposals from the current government or 

the opposition translate into a real commitment to 

the devolution of powers. In England the ‘history 

of the last 30 years is marked by a series of well-

intentioned devolution initiatives, which have often 

evolved into subtle instruments of control.’9 

Devolution could support effective action on health 

inequalities, but only if three conditions are met. 

Firstly, local economic growth needs to promote 

health and reduce inequalities. Giving local areas 

greater control over investment for economic 

development, will only reduce health and economic 

inequalities if local strategies for economic growth 

have clear social objectives to promote health and 

well-being and reduce inequalities. Devolution 

must be about securing a fairer share of the 

proceeds of growth. The public health leadership 

of local authorities will need to play a central role if 

devolution to cities and regions is going to reverse 

the trend of rising inequalities. How the devolved 

resources for skills, infrastructure, employment and 

business are used will have major implications for 

health inequalities. 

The concentration of political and economic 
power in London and the surrounding area has 
contributed to the large inequalities between 
regions
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Secondly, devolution needs to address the 

inequalities in power that underlie inequalities 

in health. It needs to increase the power and 

influence that local communities have over public 

policy and the use of public resources. This means 

greater public participation in local decision-

making. Decisions in Whitehall may seem distant 

and unaccountable to people living in the North, 

but decisions made by combined authorities or 

Local Economic Partnerships will seem no more 

democratic unless there is greater transparency 

and participation. Key decisions are better made 

if they can be influenced, or even made, by those 

most affected, and local decision-making and 

control can enable solutions to be developed that 

build on the assets of citizens rather than being 

imposed on them. 

Thirdly, devolution needs to enable public services 

to be developed and improved so that they 

prevent future poverty and inequalities as well 

as ameliorating the effect of 

current inequalities. This means 

integrating, coordinating and 

sequencing all public services so 

that they reflect how people live 

their lives, rather than reflecting the organisational 

boundaries of public services. Importantly, with 

greater local control and flexibility about how 

resources are used, integrated public services can 

be developed to enable all young children to get 

the best start in life, to be ready for and successful 

at school, support transitions from school into 

training and employment, prevent illness and 

the consequences of illness throughout life and 

help people who are out of work to get back into 

employment. 

There is the potential for devolution within 

England to herald a new approach to the 

challenges faced by the regions, based on 

fundamentally shifting power from central 

government to regions, local authorities and 

communities. This will only happen if there is real 

devolution, rather than just rhetoric, and local powers 

are used to improve health and reduce inequalities. 

None of this however should reduce the 

responsibilities of national government. The role 

of national government in addressing health 

inequalities remains of the utmost importance. 

Robust national policy is essential to ensure that 

there are sufficient public resources available and 

that these are distributed and used fairly to improve 

the life chances of the poorest fastest. National 

legislation remains an important mechanism for 

protecting people from the adverse consequences 

of uncontrolled commercial markets. Where services 

are delivered through national agencies, they need 

to work flexibly as part of a set of local organisations 

that can integrate services so that they address local 

needs. 

The role of national government in addressing 
health inequalities remains of the utmost 
importance. 
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3 	 EVIDENCE

England: on average, poor health increases with 

increasing socio-economic disadvantage, resulting 

in the large inequalities in health between social 

groups that are observed today. There are several 

reasons why the North of England is particularly 

adversely affected by the drivers of poor health. 

Firstly, poverty is not spread evenly across the 

country but is concentrated in particular regions, and 

the North is disproportionately affected. Whilst the 

North represents 30% of the population of England 

it includes 50% of the poorest neighbourhoods. 

Secondly, poor neighbourhoods in the North tend 

to have worse health even than places with similar 

levels of poverty in the rest of England. Thirdly, there 

is a steeper social gradient in health within the North 

than in the rest of England meaning that there is an 

even greater gap in health between disadvantaged 

and privileged socio-economic groups in the North 

than in the rest of the country (see Figure 3). The 

historical growth and decline of industry in the North 

has resulted in concentrations of poverty that have 

persisted in areas for generations. This exacerbates 

health inequalities and has left a legacy of high levels 

of chronic disease and disability. It is the combination 

of these factors: adverse socioeconomic conditions 

that disproportionately affect the North and a 

steeper social gradient in health that results in the 

North-South health divide shown in Figure 4. 

This section outlines the evidence and analysis 

underlying the recommendations made by the 

panel. Firstly we outline the current situation of 

health inequalities affecting the North of England 

and trends in those inequalities over the past 

decade. Next we outline the evidence for action 

across the three priority areas identified in the 

introduction:

•	 �Economic development and the standard of 

living; 

•	 �Early childhood; 

•	 �Devolution and democratic renewal;

Finally we outline the role of the health sector in 

reducing health inequalities.

3.1	 Health inequalities and 
the North of England
The North of England has persistently had poorer 

health than the rest of England and the gap has 

continued to widen over four decades and under 

five governments.19 Since 1965, this equates to 

1.5 million excess premature deaths in the North 

compared with the rest of the country.20 The 

latest figures indicate that a baby boy born in 

Manchester can expect to live for 14 fewer years 

in good health, than a boy born in Richmond in 

London. Similarly a baby girl born in Manchester 

can expect to live for 15 fewer years in good 

health, if current rates of illness and mortality 

persist. 

The so called ‘North-South Divide’ gives only 

a partial picture. There is a gradient in health 

across different social groups in every part of 

This section outlines the evidence and 
analysis underlying the recommendations 
made by the panel. 
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Figure 3: Years of Life Lost by neighbourhood income level, the North and the rest of 
England, and the  %  of neighbourhoods at each income level that are in the North
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Figure 4: Life Expectancy amongst males and females by LA, 2009-2012

Map shows lower life expectancy in the North

Source: HSCIC.
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Between 1999 and 2010 the government pursued 

a systematic strategy to reduce inequalities in 

health in England. Although this strategy fell 

short of fully achieving its objectives, there 

are indications of some progress.21 The gap in 

mortality amenable to healthcare, infant mortality, 

and male life expectancy, between the most 

and least deprived areas all reduced during this 

time.22,23 Falls in inequalities in infant mortality 

occurred alongside large falls in child poverty (see 

section 3.4). A policy of allocating an increasing 

proportion of NHS resources to poor areas was 

associated with declining inequalities in mortality 

amenable to healthcare23 (see section 3.6). 

Reductions in inequalities in male life expectancy 

between areas were in part explained by the 

large fall in unemployment in deprived areas 

that occurred prior to the recent economic crisis.24 

However, on average, deprived areas in the North 

have experienced smaller increases in life expectancy 

than areas with similar levels of deprivation in the 

rest of England (see Figure 5). In particular deprived 

boroughs in London experienced large increases in 

life expectancy over the last decade. This suggests 

that for some reason it has been harder to gain 

the same level of health improvement in deprived 

areas in the North as compared to deprived areas 

in the South. This could reflect different levels of 

investment or that determinants of poor health in 

the North are more intractable and require different 

approaches.

Figure 5: Trend in life expectancy in deprived areas in the North and in the 
rest of England

Graph shows how life expectancy has increased less for people living in deprived areas in the North 

compared to people living in areas with a similar level of deprivation in the rest of England.
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Whilst local authorities in the North have on 

average experienced smaller improvements 

in health, these averages hide a number of 

exceptions to this pattern. Some of the most 

deprived local authorities in the North have 

bucked this trend (see Figure 6). Blackburn with 

Darwen, Halton, Hartlepool, Knowsley, Liverpool 

and Oldham all had some of the lowest levels of 

life expectancy in 20011 and since then they have all 

experienced greater improvements in life expectancy 

than the national average. An important question, 

which remains largely unanswered, is – what has 

enabled some areas to improve health outcomes 

in the face of adverse circumstances, whilst other 

places have struggled? 

Figure 6: Increase in life expectancy between 2001 and 2011, Local 
Authorities in England

Graph shows how much life expectancy increased over the past decade for people living in each local 

authority in England.  
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3.2	� Economic development 
and living conditions

Disturbing trends

The pattern of economic growth 

The difference in health between the North and 

the rest of England is largely explained by socio-

economic differences.20 Whilst the historical 

growth and subsequent decline of heavy 

industry in the North has had long-term adverse 

consequences for both the economy and for 

health, more recent economic 

policy has exacerbated this 

situation. Over the last decade 

the model of economic growth 

pursued in the UK has been 

predicated upon the accumulation of debt, low 

wages in many sectors, and a disproportionately 

large financial sector.25 The North of England has 

found itself on the wrong side of policies that 

have privileged the accumulation of financial 

assets ahead of the creation of sustainable 

work. Economic growth in England has led to an 

increase in economic inequalities both between 

individuals and between regions, with the UK now 

having the largest difference in economic output 

between regions of any country in Europe.25 

In recent years many regional administrative 

structures have been dismantled, including 

Government Offices for the Regions, Regional 

Development Agencies, posts of ‘Minister for the 

Regions’ and Strategic Health Authorities. This 

has potentially limited the capacity of government 

to address English regional imbalances.26 The 

economic gap between regions has widened 

to such an extent that they could be different 

countries, whilst the GDP of London is comparable 

to Norway, the GDP of the North East is similar 

to Portugal (see figure 7). Patterns of health 

largely mirror these economic differences. The 

2008 recession, disproportionately hit areas of the 

North of England, particularly the North East, further 

widening inequalities,27 and the economic recovery 

does not appear to be addressing these issues, with 

jobs growth concentrated in London and the South 

East.28 Without a radical change in strategy the 

recovery is likely to repeat the mistakes of the past 

and further exacerbate the North-South Divide. 

Without a radical change in strategy the recovery 
is likely to repeat the mistakes of the past and 
further exacerbate the North-South Divide. 
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Figure 7: GDP per head and life expectancy levels across the regions of 
England and European countries
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Source: EUROSTAT 2010.  

The unemployment gap between the North 
and the rest of England

The difference in economic growth between the 

North and the rest of England has had major 

implications for people’s chances of employment. 

Over the past 20 years the North has consistently 

had lower employment rates than the South 

for both men and women.29 This is associated 

with the lasting effects of de-industrialisation.30 

In the latter part of the 20th century, there 

were regionally concentrated falls in the demand 

for labour (most notably in the North East and 

North West), particularly affecting those with less 

education.31 The current unemployment rate is 

markedly higher in the North at 9% as compared to 

7% in the rest of England and a higher proportion 

of the working age population are not in the labour 

market at all (24%). This ‘economic inactivity’ in the 

North is partly caused by high levels of disability 

with 9% of the working age population claiming 

disability benefits.32
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However some progress was made at narrowing 

this unemployment gap during the period of 

economic growth that followed the 1990’s 

recession. The gap in the unemployment rate 

between the North and the rest of England was 

almost eliminated by 2006, with the North East 

experiencing the largest fall in unemployment of 

any region outside London. There is evidence that 

this helped narrow health inequalities in some 

areas.24 However the onset of the economic crisis 

in 2008 has reversed this situation and the gap in 

unemployment is once again as large as it was in 

the 1990’s (see Figure 8). One of the limitations of 

economic growth that is based on unsecure forms 

of employment is that when the inevitable financial 

crisis arrives, these gains rapidly disappear.

Figure 8: Unemployment rate from 1998 to 2014 in the North and the rest of 
England

Graph shows how the gap in unemployment between the North and the rest of England” had narrowed 

until the 2008 recession, when it widened again. 
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Of particular concern are the high levels of 

unemployment amongst young people. With 

the onset of the recession in 2008 youth 

unemployment increased rapidly. By 2011, 1 in 5 

young people were out of work. The rise in youth 

unemployment was more severe in the North 

(see Figure 9). Whilst the level of unemployment 

amongst young people has started to fall, it is 

still markedly higher than its pre-recession level 

and the gap between the North and the rest of 

England remains. The current high level of youth 

unemployment has serious consequences and has 

been described as a ‘Public Health Time Bomb’ 33 

due to the long term scarring effects it can have on 

health and future employment prospects.

Figure 9: Youth unemployment rate from 2007 to 2014

Graph shows how the gap in youth unemployment, between the North and the rest of England has 

widened since the 2008 recession. 
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Falling wages, increasing wage inequality

For those in employment in the North wages are 

markedly lower and the gap between the North 

and South has widened. However this does not 

mean that families on low incomes in London 

and the South East have necessarily experienced 

greater improvements in living standards. 

Inequalities within all regions have increased. 

Figure 10 shows the trend in average wages and 

the wages of the top and bottom fifths in the North 

and in the rest of England. There has been little real 

terms growth in wages for people on low incomes 

regardless of where they live. This growth in wage 

inequality during a time of economic growth has 

been followed by a consistent fall in real wages since 

2009, the longest period of declining wages for at 

least 50 years. 

Figure 10: Growth in median weekly earnings and top and bottom fifth 
percentiles, 1996 to 2012

Graph shows how wages are lower in the North, inequalities have increased across the country and wages 

have fallen for all groups since 2009. 
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The impacts of welfare reform

A number of current reforms to the welfare 

system have the potential to widen the gaps in 

prosperity between the North and the rest of 

England and exacerbate inequalities within the 

North. The biggest financial impacts are on people 

with disabilities - it is estimated that individuals 

adversely affected by the incapacity benefit 

reforms can expect to lose an average of £3,500 

a year, and those losing out as a result of the 

changeover from Disability Living Allowance to 

Personal Independence Payments by an average 

of £3,000 a year.13 Given that the number of 

people on these benefits in the North of England 

is much higher than in the rest of England, it is 

clear that these reforms will disproportionately 

affect the North. The higher reliance on benefits 

and tax credits in deprived areas in the North of 

England means that the failure to up-rate with 

inflation and the reductions to tax credits will 

also have a greater impact here.13 The under-

occupation charge or ‘bedroom tax’ cuts an 

average of £14 a week from a 

household with one spare room. 

The higher numbers of people 

relying on housing benefit in 

the North will mean that more 

people are affected. One survey 

has found that two-thirds of households affected 

by the bedroom tax have fallen into rent arrears 

since the policy was introduced in April, while one 

in seven families have received eviction letters and 

face losing their homes.34

Increasing poverty gap

Lower wages, higher levels of unemployment, 

disability and economic inactivity in the North all 

result in higher levels of poverty. 18% of individuals 

in the North East, 17% in the North West and 19% in 

Yorkshire and Humber are in poverty as compared to 

12% in the South East.35 Rates of poverty are higher 

in the North for both people in and out of work. 

Of particular concern for the North-South divide is 

that the gap in levels of poverty between the North 

and the rest of England is increasing, with rates of 

in-work poverty rising particularly rapidly in the 

North (see Figure 11). The rise of in-work poverty 

has become a major national concern, for the first 

time the majority of households in poverty in Britain 

have at least one person working. For many, work 

is no longer the route out of poverty, that it once 

was.36 The high levels of poverty amongst those in 

work mean that the Government’s poverty reduction 

strategy is unlikely to be effective, as it relies largely 

on people being lifted out of poverty by entering 

employment.37 

The rise of in-work poverty has become a major 
national concern, for the first time the majority 
of households in poverty in Britain have at least 
one person working. 
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Figure 11: % of working age people (16-64) in out of work and in work poverty
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Graph shows how the gap in poverty between the North and the rest of England is widening.

It is not just low incomes that contribute to 

poverty, low income households also have to pay 

the highest charges for basic utilities such as gas 

and electricity (the ‘poverty premium’). Save the 

Children has calculated that this annual ‘poverty 

premium’ can amount to more than £1,280 for a 

typical low-income family. The poverty premium 

for families on a low income has increased 

significantly since 2007 and the cost of gas 

and electricity is still a major contributor to this 

inequity.

Food poverty is becoming an growing issue 

in the UK.38 A recent report commissioned by 

the Government on household food security39 

concluded that organisations providing food–aid 

are consistently reporting increases in demand, 

and there was no evidence that this was the result 

of increased provision of food aid as had been 

suggested by the Work and Pensions Minister.40 

One major food bank provider has reported a 170% 

rise in activity in the last 12 months.32 The primary 

reasons reported for this rise in use of food-aid are 

benefits sanctions, delays in welfare payments, crises 

in household income due to low wages, rising food 

costs and increasing household debt.32 

 Source: HBAI. Poverty calculated as % below 60% of 2010 median income. Poverty rates are 3 year moving average - 16-64 year olds. 
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The burden of debt

The economic growth of the past decade has 

been fuelled by a massive growth in personal 

debt. Indeed it was the high risk lending to 

households unable to repay their debts that 

brought the financial system to a standstill. The 

level of personal debt has nearly doubled in the 

past decade. People in the UK now owe £1.43 

trillion, an average of £54,000 per household, up 

from £29,000 a decade ago. Unsecured consumer 

debt has trebled since 1993, reaching £158 billion 

in 2013.41 These debts are increasingly a problem 

for households on low incomes, with those on 

incomes of £13,500 or less having total debts 

worth 6 times their income.42 Falling wages, rising 

food and energy costs, coupled with reductions 

in welfare benefits are contributing to increased 

financial exclusion and unsustainable debts.43 

Outside of London the Northern regions have the 

highest proportion of households who are spending 

more than 25% of their income on unsecured debts44 

(see Figure 12). 

Debts are more likely to become a problem for 

people on low income, not just because of their 

inadequate income levels, but also because of the 

high cost of the credit services open to them such 

as: rent-to-own stores, doorstep lenders (home 

credit companies), pawnbrokers, catalogues and 

payday loans.

Figure 12: Percentage of households across English regions with unsecured 
repayments that are above 25% of their income

Graph shows how people in the northern regions have high levels of unsecured debts. 
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The condition of housing and fuel poverty

Housing and neighbourhood conditions 

are important social determinants of health 

inequalities, with 26% of houses in the most 

deprived areas failing to meet the decent 

home standard, compared to 17% in the most 

affluent areas. There have been considerable 

improvements in the quality of social housing 

in recent years, with the North having a higher 

proportion of social housing that meets the 

decent homes standard than the rest of the country. 

However there remains a major issue with parts of 

the private rented sector particularly in poor areas. 

Of all tenure types it is the private rented sector 

which has the highest proportion of homes which 

do not meet the decent homes standard.45 This is 

particularly an issue in the North West where over 

40% of houses in the private rented sector did not 

meet this standard in 2011 (see Figure 13). 

Figure 13: Graph showing the percentage of households not meeting decent 
homes standard, by region and tenure, 2012

Graph shows high levels of poor housing in the private rented sector.  
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The private rented sector is also growing rapidly, 

increasing by 88% between 2001 and 2011.46 This 

has contributed to a large increase in expenditure 

on housing benefits.47 The housing benefit bill 

in the North of England has nearly doubled in 

the past 10 years from £3 billion in 2002 to £5.5 

billion in 2012. The proportion of this going to 

private landlords increased from 10% to 15% 

during this time.48 Since 2010 expenditure on 

housing benefits to private landlords in the North 

of England is now higher than the total public 

expenditure on building new homes (see Figure 

14). It is recognised that this shift in public spending 

from investment in high quality affordable homes to 

subsidising rents in poor quality housing is not an 

efficient use of public resources and is not helping 

to address the housing problems in the North.47 As 

families on low incomes increasingly have to rely on 

private rented accommodation, strategies to reduce 

health inequalities will need to implement policies 

that improve the quality of housing at the lower 

end of this sector as well as developing affordable 

alternatives.

Figure 14: Public expenditure on new homes and housing benefit to private 
landlords in the North of England 2008- 2012

Graph shows that more public funds in the North are spent on housing benefits to private landlords than 

on new housing. 
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Poor housing along with high energy bills and 

low incomes, all contribute to fuel poverty. In 2011, 

the number of fuel poor households in England 

was estimated at around 2.4 million, representing 

approximately 11 per cent of all English 

households.32 The poorest tenth of households 

spent more than a fifth of their budget on fuel 

and the number of UK children living in fuel poverty 

has risen to 1.6 million - 130,000 more than in 2010.32 

The West Midlands, North East and North West have 

some of the highest levels of fuel poverty in England, 

whilst London and the South East have the lowest 

(Figure 15).

Figure 15: % of households in fuel poverty, 2012

Graph shows higher levels of fuel poverty in the North of England

Source: Department for Energy and Climate Change. Low Income High Costs (LIHC) definition of fuel poverty. 
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How unequal economic development 
and poorer living conditions 
contribute to health inequalities

One of the consequences of the uneven 

economic development in the UK has been higher 

unemployment, lower incomes, adverse working 

conditions, poorer housing, and higher debts in 

the North, all of which adversely impact health 

and increase health inequalities. 

The adverse impact of unemployment on health 

is well established. Studies have consistently 

shown that unemployment increases the chances 

of poor health.49 Empirical studies from the 

recessions of the 1980s and 1990s have shown 

that unemployment is associated with an 

increased likelihood of morbidity and mortality, 

with the recent recession leading to an additional 

1,000 suicides in England. 50,51 The negative health 

experiences of unemployment are not limited to 

the unemployed but also extend to their families 

and the wider community.52 Youth unemployment 

is thought to have particularly adverse long term 

consequences for mental and physical health 

across the life course. 53,54

The high levels of chronic illness in the North 

also contribute to lower levels of employment. 

Disability and poor health are the primary 

reasons why people in the North are out of work, 

as demonstrated by the high levels of people 

on incapacity benefits. Strategies to reduce 

inequalities need to prevent people leaving work 

due to poor health, enable people with health 

problems to return to work and provide an 

adequate standard of living for those that cannot 

work. 

A great deal of evidence has demonstrated an 

inverse relationship between income and poor 

health, with falls in income and increases in 

poverty associated with increased risk of mental 

and physical health problems.55 A number of studies 

have shown that psychosocial conditions at work 

increase the risk of health problems, in particular 

cardiovascular conditions and mental health 

problems. This has been found to explain a large 

proportion of inequalities in health between social 

groups.56–58 More precarious forms of employment 

including temporary contracts are also increasing 

and these have been associated with increased 

health risks.59

Poor housing has been shown to have numerous 

detrimental effects on physical and mental health. 

Living in fuel poverty or cold housing can adversely 

affect the mental and physical health of children and 

adults. It is estimated that this costs the NHS at least 

£2.5 billion a year in treating people with illnesses 

directly linked to living in cold, damp and dangerous 

homes 60 For infants, after taking other factors into 

account, living in fuel poor homes is associated 

with a 30% greater risk of admission to hospital or 

attendance at primary care facilities.61

People in debt are three times more likely to have 

a mental health problem than those not in debt, 

the more severe the debt more severe the health 

difficulties.62 In terms of physical health, debt has 

been linked to a poorer self-rated physical health,63 

long term illness or disability,62 chronic fatigue,64 

back pain,65 higher levels of obesity and worse 

health and health related quality of life.66

What could be done differently?

A new approach is needed to prevent the causes 

of economic inequalities and poverty in the North 

of England. This needs to involve a long-term plan 

to transform how the £136 billion of public money 

that is spent in the North each year is used to 

promote the well-being and capabilities of people 

in the North. At present 40% of this money is spent 

on mitigating the effects of poverty and inequality 

through the provision of welfare benefits. Clearly the 
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provision of adequate welfare benefits for people 

who are unable to work due to unemployment, 

disability or old age is of central importance for 

reducing poverty. But over the long term, investing 

public resources in the development of people 

(e.g. in their education, skills and health) and 

places (e.g. in good housing and infrastructure) 

will be a more effective and efficient use of 

resources, promoting prosperity and reducing 

inequalities in the future. Prevention is better than 

treatment. Public service reform and economic 

development are therefore interlinked. Better 

public services that focus on developing people 

and places and preventing poverty result in a 

healthier, more skilled population which in turn 

helps to make the region prosperous, increasing 

the public resources available through taxation 

that can be invested in public services. 

The evidence reviewed by the panel has outlined 

a number of actions that have the potential to 

address these causes of economic inequalities 

and poverty that underlie health inequalities, 

whilst ensuring adequate social protection for 

those who need it. Firstly, there are actions related 

to national and regional economic strategy and 

investment. Secondly, there are approaches that 

could improve employment prospects. Thirdly 

there are actions to raise the standard of living 

of those people in and out of work; fourthly 

proposals to reduce problem debts, and finally 

actions to improve housing conditions. Evidence 

and analysis supporting actions in each of these 

areas is outlined below. 

Economic strategy and investment

To address the regional imbalances in the economy 

of England and the inequalities within the North, the 

economy of the North will need to grow at a faster 

rate than the rest of the country, whilst ensuring the 

proceeds of growth are shared more equitably within 

the North. Growth in the North needs to be based 

on retaining and developing the assets of the North. 

This means people, skills, talent, culture, arts and 

the environment and not just industry. The Adonis 

and Heseltine reviews propose similar solutions 

to the regional imbalance in Britain’s economy. 

These include greater investment in infrastructure, 

developing skills, investment in research, increasing 

investment in small to medium sized enterprises 

(SMEs) and crucially devolving power and resources 

to cities and regions. This is echoed by the early 

thinking of the RSA’s City 

Growth Commission.67 It is 

recognized that decisions 

about infrastructure, skills and 

investment are best made 

locally if they are to reflect local 

contexts and have a better 

chance of bringing a local growth dividend, reducing 

regional inequalities. 

The UK’s infrastructure is lagging behind other 

developed countries and this has been cited as a 

major barrier to economic growth in the North.28 

The North currently loses out in public investment 

in infrastructure, which is focused on London and 

the South East. For example public spending on 

transport per head of population is markedly lower 

in the North compared to the rest of England (see 

figure 16). The imbalances in public investment 

exacerbate regional economic inequalities and the 

North will need to secure greater public and private 

investment in infrastructure in order to reduce these 

inequalities. 

Investing public resources in the development 
of people and places will be a more effective and 
efficient use of resources, promoting prosperity 
and reducing inequalities in the future
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Figure 16: Government capital expenditure on transport per head of 
population in the North and the rest of England from 2002 to 2012
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Graph shows lower levels of investment in transport infrastructure in the North of England.

Increasing investment and devolving additional 

resources to cities and regions so that they can 

invest in infrastructure, skills and business will not 

in itself reduce economic or health inequalities. 

Economic growth in the major cities in the North 

has tended to be characterised by increasing 

inequalities as it has the rest of England. To reduce 

economic and health inequalities these need to 

be embedded as a core objective of economic 

strategies.25 Some industries will be better placed 

than others to achieve these objectives and this 

should guide where local and central governments 

intervene to promote growth.68 Economic models 

that integrate social objectives are possible and 

increasingly being pursued through strong local 

leadership. 

Governments are increasingly realizing that 

economic growth needs to be about more than 

just increased economic output. A number of 

governments, following the work of Joseph 

Stiglitz,69 have begun to develop indicators of well-

being, sustainability and equity as measures of 

economic progress, that can be used alongside more 

traditional measures such as GDP. However for these 

programmes to be effective, they must be aligned to 

policy-making and address inequalities as well as just 

monitoring average improvements in well-being.

Adjusted for inflation using GDP deflator, Source: PESA. 
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Promoting good employment

It is crucial that economic growth generates good 

employment for all. An important mechanism to 

achieve this is to ensure that the money spent 

by the public sector on services in the North 

of England is used to achieve social benefits 

including a skilled and strong labour market. 

Procurement processes can be used for this 

purpose and the Social Value Act provides some 

mechanisms to support this. 

With higher youth unemployment in the North 

of England, action to develop the skills and 

employment opportunities of young people 

is essential to address inequalities. Ineffective 

school-to-work transitions for those young 

people that do not go to university has been 

identified as a problem that is increasing youth 

unemployment.28 This has led to calls for an 

increase in technical apprenticeships to develop 

the skills that are needed by employers.28 Whilst 

there has been a large increase in apprenticeships 

in recent years, there has not been sufficient 

growth in the technical subjects needed by 

employers. The public sector has been criticized 

for being significantly underrepresented in 

apprenticeships, despite having the requisite 

roles.28 The public sector remains a large employer 

in the North of England and should be leading the 

way in expanding the number of apprenticeships 

available in the required technical fields. 

There is potential to build a far more integrated 

system locally, that joins up schools, vocational 

training, apprenticeships and employment support 

to ensure that young people are given the best 

chance to develop the skills they need to get a 

good job, particularly those young people who don’t 

go to university. This would involve giving local areas 

greater control over resources administered by the 

Skills Funding Agency, so that they can shape further 

education and training provision and apprenticeships 

to support local economic priorities and sectors now 

and in the future. Public sector partners along with 

private sector employers can then maximise the 

opportunities for training through apprenticeships. 

Better integrating vocational training into 

employment support programmes such as the Work 

Programme would further improve employment 

prospects for those out of the labour market. 

Current welfare reforms have been justified on 

the basis that they will improve financial work 

incentives and this will encourage more people into 

work. However the evidence base indicates that 

reducing adequacy and access to benefits is not an 

effective approach to help people into employment, 

particularly for people with disabilities, the main 

cause of economic inactivity in the North.70,71 The 

evidence is stronger for active labour market policies 

such as return-to-work programmes. Research has 

shown that return-to-work programmes can mitigate 

the health effects of unemployment as well as 

improve employment prospects, particularly those 

that involve training and increased social contact 

and support.72 However there is also evidence that 

some return to work programmes can be more 

harmful than unemployment on its own.73 The 

evidence indicates that effective 

approaches use integrated 

case management to combine 

vocational training, rehabilitation 

and involve employers in return-

to-work planning. They provide long-term, sustained 

and staged support for those furthest from the 

labour market and address underlying health issues 

alongside other barriers to employment.74–77 

Return-to-work programmes can mitigate 
the health effects of unemployment as well as 
improve employment prospects
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The Government’s flagship active labour market 

policy, the Work Programme, has been criticized 

for poor performance and in particular failing 

people with disabilities. Only around 2-4% of 

the clients on disability benefits referred the 

programme have found work after a year, a figure 

that is worse than the programme it replaced.78,79 

The payment by results model of the Work 

Programme exacerbates inequalities, as it means 

that the service is more profitable for providers 

working in the areas with the best labour 

markets.78 Several organisations have called for 

a localisation of return-to-work programmes80 

such as the Work Programme, which are currently 

centrally commissioned by the DWP. This would 

enable these programmes to better link with skills 

and training, local employers 

and integrated support across 

the public sector including 

the NHS: a model that better 

reflects the evidence base for 

effective approaches. An example of how such 

localisation might work is Greater Manchester’s 

‘Working Well’ programme, which was launched in 

March 2014 and will run for 5 years. It will support 

5,000 Employment and Support allowance (ESA) 

claimants across Greater Manchester to overcome 

their barriers to work. Under the scheme, 

individuals will receive integrated and intensive 

support from key workers, who will coordinate 

public services to ensure issues which are holding 

claimants back from work are tackled at the 

right time and right order. Central government is 

providing 80% of the funding for the pilot, with 

the remaining 20% made up by the ten Greater 

Manchester local authorities.

Raising living standards

The evidence presented to the panel outlined 

a number of promising approaches to raising 

the standard of living of those people in and 

out of work on low incomes. Firstly there are 

approaches to extend the Living Wage.  Since 

2010, several local authorities, including Blackpool, 

Islington, Liverpool, Newcastle, Sheffield, Newport, 

Plymouth, Southampton, Leicester, Tower Hamlets 

and York have established ‘Fairness Commissions’ 

to investigate and implement ways of reducing 

inequality in their areas and have recommended 

implementing and campaigning for the payment 

of a Living Wage.81 The recent report of the Living 

Wage Commission has concluded that bringing an 

additional 1 million workers up to the Living Wage 

is achievable by 2020. They outline a roadmap of 

recommendations to achieve this, including, ensuring 

that all directly employed public sector employees 

are paid a Living Wage and that the public sector 

considers whether contractors pay a Living Wage 

when procuring services.82

A Living Wage even if widely implemented is 

however only part of the solution. Being out of work 

continues to carry a much higher risk of poverty 

than being in low-paid work. Current changes to 

the level of welfare benefits are being justified 

on the basis that they will improve financial work 

incentives. However to reduce health inequalities 

benefits need to be set at a level that ensures health 

is not adversely affected. The evidence-base for 

a Minimum Income for Healthy Living (MIHL) has 

established a benchmark for the level of income that 

enables consumption of a healthy diet, expenses 

related to exercise costs, as well as costs related to 

social integration and support networks.55 The MIHL 

provides a systematic approach to setting welfare 

benefit levels, so that they effectively counteract 

poverty, improve living standards and reduce health 

inequalities. This led the Marmot review of health 

inequalities to recommend that standards for 

minimum income for healthy living were developed 

and implemented. 

To reduce health inequalities benefits need to be 
set at a level that ensures health is not adversely 
affected. 
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Reducing debt

There is a growing recognition that credit unions 

can have a positive influence on the financial 

capability and hence the well-being of their 

members, particularly in low-income areas.83 They 

have the potential to provide more secure access 

to credit for people on low incomes by addressing 

the power imbalances between creditor and 

debtor that characterize the current pay-day 

lending market. As democratic organisations 

credit unions are more likely to work in the 

interests of their members particularly those 

that have poor financial capability. However a 

study by the DWP found that the credit union 

sector would need to overcome a number of 

weaknesses to fully realise its potential.42 A recent 

report by the IPPR has proposed a strategy for 

overcoming these weaknesses and expanding 

local not-for profit institutions such as credit 

unions. They propose establishing an Affordable 

Credit Trust (ACT) – a statutory body that would 

expand access to affordable short-term credit 

provided by non-profit-making, member-owned 

and democratically run institutions. This would 

be achieved by the ACT issuing ‘charters’ to 

these institutions based on a set of minimum 

conditions, providing them with capital, enabling 

risk sharing between institutions, and monitoring 

and supporting their work.42 

The case for the introduction of a cap on the 

cost of credit in the UK was previously explored 

by the Office of Fair Trading (OFT) in its review 

of high cost credit.32 There is a need to limit 

the cost of credit to low income households 

through properly enforcing current legislation 

and potentially developing new legislation to 

cap either the interest rate or total cost of credit 

(the total amount paid, including interest and 

other charges such as compulsory insurance). 

Whilst there is concern that this would reduce 

credit opportunities for low income customers, who 

potentially would turn to illegal money lenders, 

research has shown that a cap on interest rates can 

protect low income consumers without negative 

impacts.84

Improving housing

Improving housing conditions, making homes 

warmer, affordable and reducing fuel poverty 

in the North of England would reduce health 

inequalities.60 As noted above, there have been 

large improvements in the condition of social 

housing. Between 2000 and 2010 the Decent Homes 

Programme improved the housing condition of over 

a million households in social housing. Registered 

Social Landlords (housing associations, trusts and 

cooperatives) were particular effective, reducing the 

percentage of their non-decent homes from 21% to 

8%. The majority of these homes were improved at 

no direct cost to the taxpayer.85 

Between 2003 and 2011 the government 

implemented a Housing Market Renewal (HMR) 

programme to tackle problems of poor housing in 

areas of intense deprivation, largely in northern inner 

cities and towns. £2.2 billion was invested directly 

through the programme, and more than £1 billion 

additional investment came from other partners. 

The National Audit Office concluded that the 

achievements of this investment were considerable, 

improving the quality of the housing stock, reducing 

crime as well as increasing jobs and training 

opportunities in the implementation areas.86 Others 

have criticised the HMR programme for insufficiently 

engaging with local communities.47 The cessation 

of the HMR programme in 2011 has led a number 

of local authorities to look for new approaches to 

address underlying problems in the housing market. 

Public expenditure on housing has fallen 

considerably since the recession and it is unlikely 

that this trend will reverse in the near future.80 
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Therefore new sources of finance are needed 

to improve housing conditions in the North of 

England. In Scotland Alex Salmond has called for 

pension fund investment in a major house building 

programme, and local authorities in England have 

begun to consider similar schemes.87 For example 

in Greater Manchester the Housing Investment 

Board is developing new approaches to promote 

investment in affordable housing including using 

public sector land and investment from local 

authority pension funds.88 There is a need for 

local areas to shift from ‘benefits to bricks’, in 

other words to be able to build more affordable 

high quality homes which would save money over 

the long term by reducing local housing benefit 

spending. This has led some to call for councils 

to be allowed to retain and reinvest a share of 

any savings achieved by local action to reduce 

housing benefit levels.80 Others have highlighted 

that housing policy is overly centralised indicating 

that decentralizing funding to regional funds could 

enable public resources to more efficiently meet 

housing needs.47 

As well as increasing the amount of affordable 

housing in the North there is a need to improve 

the condition of the private rented housing 

particularly at the low end of the market. This has 

led to a third of councils in England considering 

proposals for the compulsory licensing of private 

landlords in some areas to improve housing 

conditions.89



49

3.3	� Development in early 
childhood

Disturbing trends

The UK has some of the worst indicators for 

child health and well-being of any high-income 

country. In 2007 a UNICEF study found that the 

UK had the worst levels of child well-being of any 

developed country and a recent study found that 

it had the second worst child mortality rate in 

Western Europe.90,91 Within the UK the health of 

children is generally worse in the North, reflecting 

higher levels of child poverty (see Figure 17). 

There is a large body of evidence demonstrating 

that early disadvantage tracks forward, to 

influence health and development trajectories in 

later life, and that children who start behind tend to 

stay behind. For example, children living in poverty 

and experiencing disadvantage in the UK are more 

likely to: die in the first year of life; be born small; 

be bottle fed; breathe second-hand smoke; become 

overweight; perform poorly at school; die in an 

accident; become a young parent; and as adults they 

are more likely to die earlier, be out of work, living in 

poor housing, receive inadequate wages, and report 

poor health.92 

Whilst the higher levels of child poverty and 

disadvantage in the North of England are potentially 

storing up problems for the future, none of this 

is inevitable. Numerous reviews of evidence have 

Figure 17: Child poverty rate and under 15 year old mortality per 100,000 
population by local authority area in England

Map shows higher levels of child poverty and mortality in the North of England.

Sources: 1. HSCIC. 2. HMRC - Children in families receiving WTC and CTC, and income <60% median. 
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repeatedly shown that providing better support 

early in children’s lives is one of the most effective 

approaches to reduce inequalities in life chances. 

As the Marmot review of health inequalities in 

England concluded: 

‘Disadvantage starts before 

birth and accumulates 

throughout life. Action to 

reduce health inequalities 

must start before birth and be 

followed through the life of the child. Only then 

can the close links between early disadvantage 

and poor outcomes throughout life be broken.’

In the North of England, where large proportions 

of children are growing up in poverty, it is critical 

that action to improve early child development 

takes place on a scale that is proportionate to 

need. 

Some progress has been made over the past 

decade; however these gains are now under 

threat. The UK was the first European country to 

systematically implement a strategy to reduce 

health inequalities.93 In particular, the Government 

set targets to reduce inequalities in infant 

mortality and to cut and eventually ‘eradicate’ 

child poverty.94 In order to address these targets 

a raft of well-funded policies were implemented 

including changes to the tax and benefits system 

that led to a reduction in child poverty and the 

establishment of Sure Start centres, which aimed 

to reduce child poverty through the targeted 

provision of pre-school education. Child poverty 

did reduce dramatically and inequalities in infant 

mortality also fell during this time (see Figure 

18). However we are now seeing signs that these 

achievements are being undone.95 For the first 

time in more than 17 years, child poverty in the 

United Kingdom increased in absolute terms in 

2011 and the reduction in inequalities in infant 

mortality ceased with the onset of the financial 

crisis in 2008. The Social Mobility and Child Poverty 

Commission has estimated that by 2020 3.5 million 

children will be in absolute poverty, about 5 times 

the number needed to meet the Government’s legal 

obligation to end child poverty.96 

For the first time in more than 17 years, child 
poverty in the United Kingdom increased in 
absolute terms in 2011
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Figure 18: Reduction in inequalities in Infant Mortality (IM) and child poverty 
from 2001 to 2008, and trends following recession to 2012

Graph shows reduction in inequalities in infant mortality and child poverty

Recent analyses of austerity policies in the UK 

suggest that children are amongst the groups 

being hit hardest.97 A number of the changes 

to the welfare and benefits system have been 

detrimental to children, including the abolition 

of the education maintenance allowance, health 

in pregnancy grants and child trust funds, 

the freezing of child benefit, the removal of 

working tax credit from couples working 16–24 

hours, and the failure to uprate child tax credit 

with inflation.79 Spending on children’s centres 

has fallen by 28%, 580 children’s centres have 

closed and local government spending on early 

childhood development programmes has fallen 

by £28 per person.98 The largest cuts to children’s 

services are however yet to come, with a number 

of councils in the North of England announcing 

further drastic cuts to children’s centres, following 

the 2015/16 local government finance settlement. 

For instance Liverpool City Council announced 

proposals to cut the children’s centre budget by 

70%, reducing the number of centres from 27 down 

to 3. Sheffield’s 36 Children’s Centres are being 

re-organised into 17 hub centres and Rotherham 

Council has proposed to close 13 of its 22 Children’s 

Centres.98 This level of disinvestment from support 

for early years interventions is likely to increase 

health inequalities and the gap in health outcomes 

between the North and the rest of England.

Source: 1. HSCIC.  2. HBAI, poverty rate defined as 60% of 2010 median income. 
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How insufficient investment in early 
child development contributes to 
health inequalities 

The benefits of investing in the early years are 

well demonstrated. Investing in improving the 

life chances of children in the North of England 

will reduce inequalities in the North and between 

the North and the rest of England. Disinvesting 

in children will increase these inequalities. The 

repercussions of not providing high quality 

support early in children’s lives are severe, not 

just for the health of children, but also for the 

sustainability of public services in the future. 

Tackling many of life’s inequalities at the earliest 

age yields improvements across 

the life-course, which in turn 

can result in large financial 

savings.99 The Nobel Prize-

winning economist James 

Heckman has set out a compelling economic 

case that shows that the rate of economic return 

on early year’s investment is significantly higher 

than for any other stage in the education system. 

Heckman states that investment in the early years 

is ‘a rare public policy initiative that promotes 

fairness and social justice and at the same time 

promotes productivity in the economy and in 

society at large’100 Shifting resources significantly 

to support the early years of life has the potential 

to not only impact on the health divide but also 

could help reduce the economic divide as well. 

What could be done differently?

Children are often not in a position to speak out 

for themselves and for this reason are offered 

special protection under the UN charter on 

human rights. The arguments are not just about 

the evidence, but also that investing in children is 

morally and legally the right thing to do. A rights-

based approach to addressing inequalities in the 

health and well-being of children has the potential 

to engender a new commitment to investment in the 

early years.

Actions to promote healthy development in early 

childhood need to address the immediate issue of 

children living in poverty today, whilst investing in 

the early years to prevent poverty in the future. This 

requires two strands of action. Firstly, a universal 

system of welfare support is needed that prioritises 

children, in order to eliminate child poverty. Secondly, 

universal early years education, childcare and 

integrated neighbourhood support for early child 

development is needed to break the link between 

parental poverty and a child’s life chances. 

Well-developed social protection systems result 

in better outcomes for children and protect them 

against shocks such as economic crises.101,102 Those 

countries in Europe that do have more adequate 

social protection experience better child health 

outcomes (see Figure 19). The recent analysis of 

the Social Mobility and Child Poverty Commission 

has shown that the Government’s current strategy 

for reducing child poverty is not credible. They 

conclude that ‘hitting the relative poverty target 

through improved parental employment outcomes 

alone is impossible’ and recommend that increases in 

parental employment and wages are supplemented 

by additional financial support for families.

Well-developed social protection systems result 
in better outcomes for children and protect them 
against shocks such as economic crises.
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Figure 19: Social welfare spending on families and children and infant 
mortality in 27 EU countries - 2011

Graph shows how greater levels of social spending are associated with improved child health. 

Income transfers alone, however, are not a 

sustainable approach to reduce poverty and 

inequalities in child health.103 A system of high 

quality universal early years child care and 

education support is also necessary. In Nordic 

countries the links between a child’s life chances 

and that of their parents are weaker than in 

other developed countries. One reason for this is 

the provision of universal and high-quality early 

years intervention and support, which can have a 

powerful equalising effect.104

There is a great deal of agreement that providing 

good quality universal early years education and 

childcare proportionately across the gradient 

would effectively reduce inequalities. Providing 

any education is not enough, since it is the quality 

of preschool learning that appears to be critical 

for longer-term beneficial effects.105 

Considerable progress has been made over the 

past 2 decades at increasing the level of public 

investment in early years childcare and education. 

Current levels of free entitlement benefit almost 

all families with young children and the evidence 

indicates that this is making the most difference 

to children from disadvantaged backgrounds.106 

Families are currently entitled to 15 hours of pre-

school childcare for 3-4 years old, 38 weeks a year. 

The current Coalition Government has extended this 

to 2 year olds for the most deprived 20% of families 

and this will be widened to the most deprived 40% 

of families from September 2014. However this offer 

is restricted and will still limit parent’s employment 

opportunities. A universal entitlement ensures 

that all families have a stake in childcare provision, 

this engenders popular support for childcare and 

promotes sustainability. Analysis indicates that 

extending the universal free entitlement of early 

years child care and education to 15 hours a week for 

48 weeks per year, for all children from the age of 

Source: EUROSTAT. 
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two until they enter school, and guaranteeing an 

additional 20 hours of subsidised childcare a week 

for working parents, would increase maternal 

employment and improve child development.106 

Analysis by IPPR indicates that with government 

subsidising 95% of the costs of these additional 

hours for families on Universal Credit and 30% 

for other families, this extension of early years 

provision could be affordable through changes to 

the marriage tax allowance, child benefit and tax 

relief on pensions.106 

This needs to be supported by routine support 

to families through parenting programmes, key 

workers, and children’s centres with integrated 

health and care services and outreach into 

communities.107 The evidence base for these early 

interventions is strong, and has been extensively 

reviewed elsewhere.108,109 It is vital that these 

interventions are sustained over the long term and 

supported by sufficient investment. As the review 

of child poverty by Frank Field has recommended 

government should be gradually moving funding 

to the early years and this should be weighted to 

the most disadvantaged areas.103
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3.4	� Devolution and 
democratic renewal 

Disturbing trends

Amatya Sen, the Nobel prize winning economist 

has concluded that a fundamental cause of 

inequalities in health is the relative lack of control 

and powerlessness of less privileged groups.110 

According to the Marmot review of health 

inequalities in England55, strategies to reduce 

health inequalities should ‘create the conditions 

for people to take control over their lives...the 

review puts empowerment of individuals and 

communities at the centre of actions to reduce 

health inequalities.’ 

People need to have resources in order to 

have control over the environment in which 

they live and the decisions that affect them. So 

the proposals outlined to tackle poverty and 

economic inequality, fairly distribute resources and 

invest in early child development are all essential 

to promote greater control. Ensuring that all 

people have adequate resources to participate 

in society is good for society as a whole not 

just those who are disadvantaged. More equal 

societies work better for everyone, whatever their 

social position.111 

How resources are used, and how fairly they 

are distributed depends in part on the control 

and influence of different social groups. Those 

societies that have stronger democratic 

institutions, where disadvantaged groups 

have more control and influence tend to have 

fairer distribution of resources. Addressing the 

inequalities in power and resources that underlie 

health inequalities involves influencing those 

who have the power to make a difference and 

increasing the power of those who are powerless. 

Devolution and democratic renewal are therefore 

central for addressing health inequalities within 

the North and between the North and the rest of 

England. Devolution means regions in the North 

retaining more power and resources to collectively 

develop solutions that build on the assets and 

resilience of the North. Democratic renewal means 

people in the North having greater influence over 

how resources are used and the decisions that 

affect their lives. Democracy is not just about 

voting. Although representation is important, 

increasing the influence people have also requires 

greater participation (direct mechanisms through 

which citizens can influence decision making) and 

deliberation (developing decisions through public 

debate and reasoning of the alternatives and their 

consequences). 

The UK has one of the most centralised political 

systems in the OECD.112 Figure 20 shows the 

proportion of government expenditure in each OCED 

country that is controlled by central government, 

rather than sub-national levels of government. In 

more centralised countries political institutions may 

appear unrepresentative and distant. European 

countries that have stronger local government tend 

to have higher turnout in elections,113 potentially 

reflecting that government is more in touch with the 

day-to-day problems that people face.114
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Figure 20: Proportion of total government expenditure controlled by central 
government, OECD countries, in 2009
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Whilst both the current and previous governments 

have promoted localism, the rhetoric of public 

policy is often different from the reality. 

Government in the UK continues to become 

more centralized. Local government expenditure 

as a proportion of total public expenditure 

has been declining for a number of years and 

recent austerity measures are exacerbating this 

(see Figure 21).115 Since 2010 local government 

has received some of the largest cuts to their 

budgets an average reduction of around 33%, 

compared to a 12% reduction in other government 

departments.116 (see Figure 21).

The centralised nature of government in the UK 
limits the capacity for local governments and 
regions in the North to take action to really make a 
difference to people’s life chances. For example, of 
the £22bn public funds spent in Greater Manchester 
each year, central government controls how £16bn 
is spent and has significant influence on the rest.  
Localism and democratic engagement are therefore 
closely related; where power and resources are 
actually devolved to local areas, this has the 
potential to enhance the influence people have over 
the way their communities are run. But this will only 
be the case if devolution of power and resources 
to local administrations is accompanied by greater 
public participation in local decision-making.

Figure 21: Local government expenditure in England from 2005 to 2012, and 
local government expenditure as a % of total government expenditure

Graph shows the decline in public resources controlled by Local Government since 2005 and how this is 

exacerbated by cuts in council budgets. 
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It is well recognized that democratic engagement 

in the UK, as in many other ‘wealthy’ countries has 

declined in recent years. But this decline is not 

being experienced equally across all social groups. 

The decline in political engagement is occurring 

at a faster rate in more disadvantaged groups. 

Political inequality and economic inequality 

are interrelated and the declining influence 

of disadvantaged groups on public policy 

exacerbates inequalities. For example a recent 

report has shown that it is those who are most 

disengaged from the democratic process (and do 

not vote) who are being hit hardest through current 

changes to welfare policy in the UK.117 

The pattern of voter turnout in England closely 

mirrors patterns of poverty and poor health (see 

Figure 22). Whilst this is only a sign of democratic 

disengagement it means that people living in 

disadvantaged places lack influence over whether 

and how public resources and community assets are 

used to improve their health.

Figure 22: Voter turnout by parliamentary constituency in the 2010 General 
Election

The North South Democratic Divide. Map shows the lower levels of voter turnout in poorer areas in the 

North of England.

Source: Electoral Commission. 
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Inequalities in democratic participation are greater 

in the UK than many other European countries 

(Figure 23). A number of other measures of 

democratic engagement (signing a petition, 

discussing politics, expressing views to an elected 

representative, attending political meetings) are 

also lower in more disadvantaged groups and 

people living in deprived areas are less likely to 

report that they can influence decisions affecting 

their local area.117,118 

Figure 23: Voter turnout in high income groups relative to low income group 
in selected European countries – most recent election before 2012

Graph shows high inequalities in voter turnout in the UK. Ratio of the voter turnout in high income group 

relative to low income group. 
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How the lack of influence and 
democratic engagement contributes 
to health inequalities 

There are three ways through which levels of 

community control and democratic engagement 

have an impact on health. Firstly those who have 

less influence are less able to affect the use of 

public resources to improve their health and well-

being. For example the Northern regions have had 

limited collective influence over how resources 

and assets are used in the North of England and 

this has potentially hindered action on health 

inequalities. Secondly the process of getting 

involved, together with others, in influencing 

decisions, builds social capital that leads to health 

benefits. Thirdly, where people feel they can 

influence and control their living environment, this 

in itself is likely to have psychological benefits and 

reduce the adverse health effects of stress.118 

There is a growing body of evidence indicating 

that greater community control leads to better 

health. Low levels of control are associated 

with poor mental and physical health.57,119–122 A 

number of studies have found that the strength of 

democracy in a country is associated with better 

population health and lower inequalities.118,123–126 

Countries with long-term social-democratic 

governments tend to have more developed 

preventive health services.127 US states with 

higher political participation amongst the poor 

have more adequate social welfare programmes, 

lower mortality rates and less disability.128,129 

There is evidence indicating that the democratic 

participation of women is particularly important 

for the health of the whole population.130–135

When community members act together to 

achieve common goals there are indirect benefits 

resulting from improved social support and 

supportive networks which can reduce social 

isolation and nurture a sense of community, trust 

and community competence.136 Research indicates 

that community empowerment initiatives can 

produce positive outcomes for the individuals 

directly involved including: improved health, self-

efficacy, self-esteem, social networks, community 

cohesion and improved access to education leading 

to increased skills and paid employment.136 Figure 

24 shows the level of mortality and mental illness 

amongst the 65 most deprived local authorities 

in England divided into 4 groups based on the 

proportion of the population reporting that they can 

influence decisions in their local area. As the level of 

influence increases, the average level of premature 

mortality and prevalence of mental illness in the area 

declines.
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Figure 24: Average levels of mortality and mental illness split amongst four 
graded groups of deprived local authority areas

Graph shows that health is better in poor areas where people have more control. 

Concerns have been raised that devolving power 

to local areas, particularly where they are given 

greater freedom to raise funds through taxation 

and develop divergent systems of welfare (in 

health, education, housing and social protection 

for example), could disadvantage economically 

under-developed areas and result in differences 

between areas in the level of welfare provision. 

However there is limited empirical evidence to 

support these concerns. Regional devolution 

in some countries has resulted in a decline 

rather than an increase in inequalities between 

regions.137 However this has tended to occur 

in countries where there are strong popular 

movements demanding devolution, and devolution 

has occurred alongside greater democratic 

accountability at the regional level. It has been 

suggested that the greater dispersal of power in 

more devolved systems has actually helped prevent 

some of the reductions in welfare provision that are 

being experienced in many countries.138

The evidence presented to the panel therefore 

supports the conclusions of the Marmot review of 

health inequalities in England that the empowerment 

of individuals and communities should be at the 

centre of actions to reduce health inequalities. 

Policies that enhance the democratic engagement 

and collective influence of the North as a whole and 

of the communities within the North will contribute 

to reducing health inequalities. 
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What could be done differently? 

England’s eight largest cities outside London, five 

of which are in the North, recently launched a 

major national campaign demanding more power 

over how they spend their money.139 Northern 

local authorities are strengthening their ability to 

work together and are lobbying government for 

greater devolution of powers and responsibilities. 

The Greater Manchester Combined Authority is 

looking for a deal with the Government that would 

give it greater control over significant blocks of 

funding, enabling it to implement a programme of 

economic development and public service reform 

that aims to eliminate, by 2020, the current gap 

between spending on public services in Greater 

Manchester and the tax generated in the area.140 

The referendum on Scottish Independence is 

adding momentum to these demands for greater 

devolution for the North of England141 and the 

economic development strategies of both the 

Government and the opposition are also strongly 

focused on devolving power and resources to city 

and county regions (see section 4.3).  

In the past, a barrier to effective action on health 

inequalities has been that centrally imposed 

constraints on services and the use of different 

budgets has prevented joint working across the 

determinants of health inequalities (e.g. education, 

training, employment, health, social care, and 

housing). For local communities and organisations 

to effectively shape services in an area, sufficient 

resources need to be controlled locally and there 

needs to be greater flexibility for all public service 

organisations to be able to co-design services, 

share budgets, systems of management and 

governance. The previous Government’s ‘Total 

Place’ programme, which has been taken forward 

in the coalition’s ‘Community Budget’ programme, 

is an approach to address this issue. This could 

be extended further with budgets allocated over 

longer time scales to enable organisations to work 

with local communities and develop sustainable 

new approaches for integrated public services. This 

approach to public service reform that provides 

the right support at the right time, reflecting how 

people live their lives, rather than the organisational 

boundaries of public services, is needed to prevent 

poverty and inequalities. When people develop 

chronic illness, for example, integrated support 

across agencies to keep people in employment 

and maintain financial security can help prevent a 

downward spiral of poverty and poor health that 

exacerbates inequalities. 

Present strategies for devolution and integration, 

however, say very little about how they will address 

inequalities or enhance democratic accountability. 

The international evidence137 indicates that 

devolution can lead to greater public investment 

in welfare systems, but only if it occurs alongside 

greater democratic accountability at the regional 

level. Proposals for devolution need to develop 

democratic mechanisms that enhance the capacity 

for communities, organisations and enterprises 

across the North to work collectively to address 

inequalities. Strategies to enhance community 

control need to start with the issues that people 

face on a day-to-day basis and the services they use. 

The decentralisation of budgets and services could 

significantly enhance local democratic engagement 

as long as this happens alongside an expansion of 

the influence that local communities have over how 

these resources are used.

Participatory Budgeting (PB) provides a promising 

approach that could support this. Whilst there 

have been a number of small PB projects in the 

UK, this would need to be carried out on a large 

scale involving a significant proportion of public 

resources if it is to be effective. It needs to involve 

the widespread participation of residents in the 

deliberation and agreement of local budgets. In 
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Latin American Countries, PB is now used as a 

mainstream mechanism to allocate a significant 

proportion of the budget of over 1,000 local 

authorities, with 43% of the population in Brazil 

now living in municipalities with Participatory 

Budgets.142,143 The evaluation of the 5 PB pilots 

in the UK found that the introduction of PB 

increased turnout in elections, improved social 

cohesion, attracted additional funds into deprived 

areas, and improved the self-confidence of 

individuals and organisations.144 International 

evidence shows that PB can produce more 

equitable public spending.145 Although a National 

Strategy for PB was published in 2008 with 

the stated aim that PB should be used in every 

local authority area by 2012, there has been little 

progress in expanding the use of PB in recent 

years.146

Approaches to enhance the power and control 

that people have over the institutions that affect 

their lives have tended to focus on the people 

themselves. However it is often the institutions 

that are limiting the influence that people have. 

The institutions (for example government, councils 

and providers of services) need to change to 

enable people to participate in, negotiate with, 

influence, control, and hold them to account. 

There is evidence indicating that where the 

public are involved in and have some control 

over services this improves their uptake and 

effectiveness. Community-owned social housing 

for example has been found to perform better 

than local-authority managed housing in terms 

of both the quality of services and community 

cohesion.136 A number of national policies have 

been introduced in recent years that aim to enable 

communities to take over public services and 

assets. These will only enhance community control 

and reduce inequalities, however, if resources are 

invested to enable disadvantaged communities to 

take on this role and if these assets are transferred to 

truly democratic organisations. Mutuals, cooperatives 

and similar types of organisations, where people 

using the services have a voice in their operation, 

have the potential to increase genuine participation 

of disadvantaged groups in the provision of 

services.147

Whilst it is perhaps more important that public 

institutions change to enable greater participation, 

people do also need the skills and resources to be 

able to engage and influence public services. There 

is evidence indicating the important components 

of effective community engagement. Guidance 

issued by the National Institute of Health and 

Clinical excellence highlights a number of elements 

that should be included in approaches that seek 

to increase levels of engagement. These include 

building on established networks to recruit 

individuals from the local community and investing 

in a process of training and action to engage them 

with community members to influence the planning 

and delivery of services. It is also important to ensure 

that mechanisms are in place to adequately reward 

people for participating.148 
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3.5	� The role of the health 
sector 

Promising and disturbing trends

Whilst the focus of this inquiry has been to 

develop policies that have an impact on the 

social determinants of health inequalities, health 

care systems also have an important role to play. 

In most international comparisons the NHS is 

rated favourably compared to other countries, 

particularly in terms of equity of access and 

strength of primary care149 Whilst socioeconomic 

inequalities in access to healthcare do exist 

in England, the assessment of the Panel was 

that these were unlikely to account for the size 

and nature of the differences in health status 

that exist between the North and the rest of 

England. International evidence suggests that 

health services have made a valuable, if modest, 

contribution to recent declines in mortality in 

England and other countries. Estimates indicate 

that improvements in health 

care account for between 

15% to 25% of these declines 

in mortality, the rest being 

explained by factors outside the 

health service.150

Timely appropriate access to high quality care is 

more effective at preventing deaths from some 

health conditions (for example heart disease), 

than others (such as accidents). Mortality 

that could be preventable through action by 

the health service is referred to as ‘mortality 

amenable to health care’. The risk of dying from 

these conditions is increased by factors outside 

the health service, such as the circumstances in 

which people live and work, but this risk can be 

ameliorated through high quality health care. 

Figure 25 shows the pattern of mortality from 

these ‘amenable’ causes across England in 2012. 

The North continues to experience higher rates of 

mortality amenable to health care than the rest of 

England, with the deprived areas within the North of 

England experiencing some of the highest levels in 

the country. 

Mortality amenable to health care has been falling 

dramatically in recent years. This is explained by a 

number of different factors. These include reductions 

in risk factors such as smoking, increased investment 

in health care, and improvements in treatment. 

The NHS has implemented a wide range of quality 

improvement initiatives since the 1990s, including 

the establishment of the National Institute for Health 

and Care Excellence (NICE), the introduction of 

more robust clinical governance arrangements, 

expanding use of information technology, issuing 

national service frameworks for chronic conditions, 

and pioneering financial and reputational incentives 

for providers. These have contributed to rapid 

improvements in quality of care, particularly in 

primary care.151 

In England, these improvements in amenable 

mortality have been greatest in the more deprived 

parts of the country,23 as a result of which the 

mortality gap between local authorities in the 

North and those in the rest of England has 

narrowed slightly over the past decade, particularly 

for men (see figure 26). A number of countries 

have experienced similar declines in absolute 

inequalities in mortality amenable to health care. 

This led Mackenbach (2003) to conclude that 

‘The introduction of effective medical care, aided 

by perhaps not a perfect but a nonetheless very 

considerable degree of access to health care for the 

lower socio-economic groups, has caused mortality 

differences to narrow, at least in absolute terms’152

The NHS is rated favourably compared to other 
countries, particularly in terms of equity of 
access and strength of primary care.
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Figure 25: The pattern of mortality amenable to health care across England in 2012

Map shows higher levels of mortality amenable to healthcare in the North.  

Source: HSCIC. 

Figure 26: Trend in mortality amenable to healthcare in the North and the 
rest of England

Graph shows how the mortality gap from causes amenable to health care between the North and rest of 

England has reduced. 
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How the NHS has contributed to 
action on health inequalities 

The NHS can influence health inequalities through 

three main areas of activity. Firstly by providing 

equitable high quality health care, secondly by 

directly influencing the social determinants of 

health through procurement and as an employer, 

and thirdly as a champion and facilitator that 

influences other sectors to take action to reduce 

inequalities in health.

One way the NHS promotes equitable health care 

is to allocate resources to local areas based on 

levels of need. The NHS has used various formulae 

since the 1970’s to achieve this aim. Between 1999 

and 2011 the UK Government added an additional 

objective for the allocation of resources in the NHS in 

England: ‘to contribute to the reduction in avoidable 

health inequalities’.153 As a consequence, increases in 

allocations during that time tended to favour more 

deprived areas with the North gaining a greater 

increase in resources than the rest of England (see 

Figure 27).

Figure 27: Expenditure on healthcare in the North and the rest of England

Graph shows how health care expenditure increased more in the North than in the rest of England. 
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Recent research in England has shown that the 

policy of allocating an increasing proportion of 

NHS resources to deprived areas led to a decline 

in inequalities in mortality from causes amenable 

to healthcare. This has contributed to a decline in 

the gap in mortality between 

the North and the rest of 

England.23 However a large 

gap still remains indicating 

that there is substantial scope 

for health services to further 

reduce inequalities in amenable mortality in 

England. There is still evidence indicating that for 

some health services there is an ‘inverse care law’ 

whereby ‘the availability of good medical care 

tends to vary inversely with the need for it in the 

population served.’154 Systematic reviews have 

concluded that whilst in the UK there is evidence 

of reasonably equitable access to primary health 

care by different socioeconomic groups, there is 

also evidence of the over-use of specialist hospital 

services by more affluent groups.155,156 

Although the NHS has clearly prevented some 

health inequalities, some of the principles 

that made this possible are now under threat. 

Expenditure on the NHS as a whole has increased 

each year since its establishment. This trend 

accelerated between 1999 and 2009.157 Since 

then, as a result of the Government’s austerity 

policy, for the first time in its history, the amount 

of money available to the NHS per head of 

population has declined (see figure 27). This 

coupled with rising demand largely due to an 

ageing population, is putting the NHS under huge 

strain. It is compromising its capacity to provide 

a comprehensive health service free at the point 

of use. Changes to the way NHS resources are 

allocated, including the abolition of the previous 

‘health inequalities’ policy, mean that cuts in 

funding are hitting the poorest areas hardest.158 

These constraints on funding have prompted some 

commentators to suggest that user-charges should 

be introduced for some core services such as seeing 

a GP, but to date the British Medical Association has 

opposed this change to funding.159 There is strong 

evidence that such developments would increase 

health inequalities. For example, The Wanless 

Report presented evidence that charges can not 

only discourage people from seeking treatment, 

but can also direct people to other parts of the 

healthcare system that do not make charges or 

cause them to delay until treatment is more urgent 

and expensive.160 There is also no evidence that 

changing the mix of funding for health care increases 

productivity or reduces overall expenditure, and it 

is likely that increasing the routes of funding from 

households to providers will limit the potential for 

cost containment and actually be inflationary.161

The Government has also introduced a major 

reorganisation of the NHS that has continued and 

accelerated a process started by the previous 

Government to expand the role of competition, 

private sector provision and markets in the delivery 

of health care. International evidence indicates that 

these policies have a negative impact on equity 

in health care.162 The combination of funding 

constraints and the expansion of market reforms 

are jeopardising the capacity of the NHS to take 

effective action on health inequalities. 

Following the transfer of some public health 

responsibilities from the NHS to Local Authorities, 

the role of the NHS in reducing health inequalities 

has been downplayed.10 The health system has a 

key role in acting as a champion and facilitator to 

Changes to the way NHS resources are allocated, 
including the abolition of the previous ‘health 
inequalities’ policy, mean that cuts in funding are 
hitting the poorest areas hardest
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influence other sectors to take action to reduce 

inequalities in health. Whilst Primary Care Trusts 

had a clear role in leading local partnerships 

to address the determinants of health in their 

resident populations, the evidence reviewed by 

the panel indicates that Clinical Commissioning 

Groups (CCGs) are not yet fulfilling this role to 

the same extent. The focus of the work of CCGs 

so far has been on developing the quality of 

health services and their primary goal has been 

to reduce demand for health services. Their 

engagement with local authorities has focused on 

the integration of health and social care services, 

rather than advocating for action on the social 

determinants of health. Whilst a great deal of 

effort is being put into managing high users 

of services in order to reduce demand, there 

is a danger that the NHS has lost its focus and 

influence on the social factors that are giving rise 

to these high levels of demand in the first place. 

It is not only through the delivery of health care 

that the NHS has an impact on health. The NHS 

spends £30 billion pounds each year in the North 

of England and employs around 350,000 people. 

How these funds are spent and the working 

conditions of its staff, will have a major impact on 

health inequalities and the economy in the North 

of England. The NHS has been criticised for its 

poor track record of workplace health, and has 

some of the highest levels of sickness absence 

of any employer.163 The Social Value Act enables 

public service commissioning to factor in social 

value when procuring services. The NHS has yet 

to take full advantage of the positive impact it can 

have on health and local economies through its 

employment and procurement processes. The NHS 

also provides opportunities for training, however its 

involvement in providing apprenticeships has been 

limited.164 There is clearly more the NHS can do as 

an employer and an economic force to influence the 

social determinants of health inequalities. 

What could be done differently? 

The most pressing concern for the NHS is to 

maintain its core principle of equitable access to high 

quality health care, free at the point of need. This 

will involve addressing those inequalities in health 

care that do exist, avoiding introducing policies that 

will increase health inequalities and ensuring that 

health care provision across the country is planned 

and resourced so that it reduces heath inequalities. 

Specifically the panel identified the following priority 

areas through which the health sector can play an 

important role in reducing health inequalities. 

Firstly, the NHS needs to 

allocate resources so that they 

reduce health inequalities within 

the North and between the 

North and the rest of England. 

As outlined above there is 

evidence to indicate that the policy to increase the 

proportion of NHS resources going to deprived areas 

did lead to a narrowing of inequalities in mortality 

from some causes.23 This highlights the importance 

of having resource allocation policies with an explicit 

goal to reduce inequalities in outcomes. The health 

inequalities objective for NHS resource allocation 

policy has been discontinued and needs to be re-

instated. To reduce inequalities the policy should be 

to distribute resources based on population health 

outcomes with an explicit objective to reduce the 

gap in those outcomes between the most deprived 

and most affluent areas. 

The NHS has yet to take full advantage of 
the positive impact it can have on health and 
local economies through its employment and 
procurement processes. 



69

Secondly, local health service planning needs to 

ensure that the resources available to the NHS 

within each area are used to reduce inequalities. 

This means targeting resources to those most in 

need and investing in interventions and services 

that are most effective in the most disadvantaged 

groups. The current focus of CCGs on demand 

management has tended to mean increased 

investment in services for the elderly. Whilst 

this is important, it shouldn’t be at the expense 

of investment earlier in the life course, which 

is given a high priority in all health inequalities 

strategies.92 The recent reorganisation of the NHS 

has had a detrimental impact on its capacity to 

plan health services. Roles and responsibilities are 

now split between multiple organisations each 

working on a different geographical footprint and 

responsible for different populations. Regional 

bodies for planning services over wider areas 

have been dismantled. Mechanisms for the local 

planning of health service investment need to 

be strengthened and more focused on effective 

approaches to reduce health inequalities, rather 

than solely focusing on short-term strategies 

to reduce demand. This would be helped by 

re-establishing the principle of having one NHS 

organisation, which is responsible for all of the 

health care for people living in an area. Action 

to address inequalities requires joint action 

across public services, this means that local NHS 

organisations need to plan services, integrate 

budgets and co-design provision in partnership 

with local authorities and other local agencies. 

Thirdly, a more community-orientated model of 

primary care needs to be developed that fully 

integrates support across the determinants of 

health. Primary care is the jewel in the crown of 

the NHS. It is recognized as one of the strongest 

primary care systems in the world.165 Nearly 300 

million consultations take place in general practice 

each year, 90% of all health-care encounters in the 

NHS.150 Several cross-country comparative studies 

have demonstrated the importance of good access 

to primary care for improving health and reducing 

health inequalities.150 The primary care system, 

however, is experiencing an unprecedented increase 

in workload with the RCGP and the BMA reporting 

that it is close to breaking point.166,167 A number 

of factors are coming together to exacerbate this. 

Demand across the NHS is growing, primarily 

because the average age of the population is 

increasing. But on top of this primary care is being 

seen as the solution to the NHS funding gap, with 

improved community care preventing people 

requiring expensive hospital care. This is shifting 

activity from hospitals into primary care. GPs are 

also reporting increases in workload as a direct result 

of the Government’s reforms to the welfare system.6

The Government has responded to these issues with 

a plan to ensure that the top 1% of the population 

with complex health and care needs have a 

personalised care plan, a named GP and same-day 

telephone consultations.168 Focusing on managing 

the conditions of the 1% of the population with the 

highest levels of health care utilisation will not solve 

these problems. The top 1% of people using primary 

care only account for a small proportion of the 300 

million consultations in primary care each year. In 

addition, high health care utilisation in one year 

does not necessarily predict high utilisation in the 

following year, so such interventions frequently miss 

the most demanding patients.  A better approach 

may be to enable people seeking help through the 

primary care system to get the support they need 

for the full range of problems that are driving them 

to seek help in the first place. These are often the 

wider determinants of their health, such as financial 

problems, unsuitable housing, hopelessness and 

generally feeling out of control of their lives.169
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The Marmot review55 (and an associated report 

with the BMA recommended that to address 

health inequalities GPs should take a more 

holistic approach in considering the patient as 

a whole person within the context of his/her 

family, community and workplace. There has 

been a long history of some GP practices using 

primary care as a focus to integrate support 

across the social determinants of health together 

with community groups, local authorities and 

other organisations.170–172 This is linked to a wider 

theory of community oriented primary health care 

long advocated by the WHO.173 A recent report 

by a group of GPs working in deprived areas of 

Scotland, has recommended that to develop this 

model GPs should be supported by a new lay 

worker role. They would link practices with a wide 

range of sectors in the locality, including social 

services, the police, education, housing, work 

and employability, welfare rights and advocacy, 

culture and leisure, using the strong relationships 

with that exist with patients in general practice to 

develop it as a natural community hub.169 Practices 

also need to be supported with sufficient 

resources to allow additional 

time for consultations with 

patients with complex needs 

and to support the development 

of long-term relationships.174

Fourthly, a large-scale strategy for the North 

of England is needed to maximize the impact 

of the NHS on health inequalities through its 

procurement and its role as an employer. There 

are also promising examples indicating how local 

NHS organisations are using their commissioning 

and procurement of services to improve the 

economic, social, and environmental well-being 

of their area.175,176 However there is no national 

or regional strategy setting out how the Social 

Value Act should be interpreted by the health and 

social care system making the most of economies 

of scale. This is something that benefits from being 

coordinated on a larger scale. If the commissioning 

and procurement of all the NHS organisations in 

the North of England focused on maximizing social 

value for the North, this could make a significant 

difference.177

Finally, the health sector needs to be a strong 

advocate, facilitating and influencing all sectors to 

take action to reduce inequalities in health. With 

Directors of Public Health transferring from the 

NHS to local authorities there are fewer voices in 

the NHS speaking out on issues relating to the 

public’s health and health inequalities. Public Health 

England was established to be an independent 

advocate for action across all sectors on health 

inequalities. The actions that are required to address 

health inequalities involve radical social change. 

They are therefore often controversial. The House 

of Commons Health Committee recently expressed 

concern that Public Health England was not 

sufficiently independent of government and that it 

might avoid speaking out on important public health 

issues that are seen as ‘too controversial.‘ 

Public Health England needs to be supporting 

and challenging all government departments to 

tackle health inequalities. Its expertise in Health 

Impact Assessment needs to be used to ensure that 

decisions from across government take into account 

their impact on health inequalities.177 

Whilst the new public health responsibilities of 

local government have the potential to strengthen 

joint action on the social determinants of health 

inequalities, effective action across central 

Public Health England needs to be supporting 
and challenging all government departments to 
tackle health inequalities. 
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government departments is crucial. With national 

targets for health inequalities no longer in place 

and the abolition of the cross-government public 

health structures in Whitehall,178 the cross-

government focus on health inequalities has 

been lost. This needs to be re-established, and 

Public Health England needs to be at the centre 

of leading a cross cross-government programme 

coordinating action on health inequalities. 



72

4		 RECOMMENDATIONS

England and within the North are caused by poorer 
access or quality of NHS services. Although there 
are still inequalities in access to healthcare by 
deprivation, they could not account for the size and 
nature of the differences in health status that we 
observe. On the contrary, access to NHS care when 
ill has helped to reduce health inequalities. The NHS 
helps to ameliorate the health damage caused by 
wider determinants outside the health sector. To 
do this NHS services in deprived areas need to be 
adequately resourced to enable them to reduce 
inequalities and the principle of the NHS as free at 
the point of need, must be maintained.  

The Inquiry has sought to bring a fresh perspective 
to the issue of health inequalities that focuses on 
preventing inequalities occurring in the future as well 
as ameliorating the impact of current inequalities. 
Tackling the root causes of health inequalities 
leads to a set of 4 high-level recommendations and 
supporting actions that build on the assets of the 
North to target inequalities both within the North 
and between the North and the rest of England. 
These recommendations, acknowledge that most 
of the Panel’s area of expertise is within agencies 
in the North, while at the same time highlighting 
the clear need for actions that can only be taken 
by central government. We, therefore, give two 
types of recommendations for each high-level 
recommendation:

•	 �What can agencies in the North do to help reduce 
health inequalities within the North and between 
the North and the rest of England?

•	 �What does central government need to do to 
reduce these inequalities – recognising that there 
are some actions that only central government 
can take?

What causes the observed 
health inequalities?
The Inquiry’s overarching assessment of the 
main causes of the observed problem of health 
inequalities within and between North and South, 
are:

•	 �Differences in poverty, power, and resources 
needed for health;

•	 �Differences in exposure to health damaging 
environments, such as poorer living and 
working conditions and unemployment;

•	 �Differences in the chronic disease and disability 
left by the historical legacy of heavy industry 
and its decline;

•	 �Differences in opportunities to enjoy positive 
health factors and protective conditions that 
help maintain health, such as good quality early 
years education; economic and food security, 
control over decisions that affect your life; 
social support and feeling part of the society in 
which you live.

Not only are there strong step-wise gradients 
in these root causes, but austerity measures in 
recent years have been making the situation 
worse – the burden of local authority cuts and 
welfare reforms has fallen more heavily on the 
North than the South; on disadvantaged than 
more affluent areas; and on the more vulnerable 
population groups in society, such as children. 
These measures are leading to reductions in the 
services that support health and well-being in 
the very places and groups where need is the 
greatest.

We did not consider that the observed health 
inequalities between the North and the rest of 

This section presents the key 
recommendations from the Inquiry into 
Health Equity in the North explaining why 
each recommendation is needed, with more 
detail on possible actions under each one. 
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Why is this needed?

Levels of economic inequality have risen rapidly 

in the UK and other western countries since the 

1970’s. These levels of inequality have been shown 

to be associated with adverse health and social 

outcomes. This has resulted in persistent social 

and economic differences between the North and 

the South that underlie the health inequalities 

observed. 

Economic strategy in the UK is primarily based 

around economic growth and creating more jobs. 

These economic objectives are not anchored in 

wider social objectives, such as reducing the large 

economic differences between regions in the UK, 

reducing inequalities or promoting health and 

well-being. There needs to be a shift in economic 

development activity to promote healthier 

economic policies and social inclusion. This 

means an approach to economic development 

that maximizes the social value from economic 

activity, promotes economic democracy, reduces 

inequality and provides employment that is good 

for health and is a route out of poverty. 

Poverty, unemployment and poor housing are 

all markedly higher in the North. A low wage 

economy means that having a job does not 

necessarily protect against poverty in the way 

that it once did. The lack of growth in wages 

that has particularly affected the North has led 

to an accumulation of unsecured personal debt, 

which is also linked to poor health. Those on low 

incomes are also adversely effected by having to 

pay higher prices than better-off families for basic 

necessities like gas, electricity and banking. For 

those who cannot work due to unemployment, 

disability or age, the value of welfare benefits in the 

UK is low compared to other European countries. 

There is good evidence linking low incomes to poor 

health over the course of people’s lives and this has 

led to calls for a minimum income for healthy living 

(MIHL) for those on benefits. Additionally, reforms to 

the welfare system are adversely affecting the most 

vulnerable groups, particularly children and people 

with disabilities. To improve the health of poorer 

people, there is a need to ensure the welfare system 

provides an adequate standard of living for those 

who can’t work. In addition, whilst there have been 

large improvements in the quality of social housing, 

families on low income are increasingly relying on 

poor quality private rented accommodation that is in 

inadequate condition, and this is especially affecting 

families with children. 

Public services, as currently configured, have 

concentrated on ameliorating the impact of 

poverty – treating the consequences - rather than 

engaging in the prevention of poverty in the longer-

term, which could have a major impact on health 

inequalities. Public service reform could help to 

prevent poverty and promote economic prosperity 

if it were focused on investing in people and places: 

for example, helping people to get back into work, 

gain better quality work and remain in work, through 

local integrated systems for skills and employment 

support; using public sector procurement to 

promote local high quality employment, good 

working conditions and training; raising living 

standards through action to increase wages and 

reduce the burden of debt; investing in affordable 

quality housing; and finally developing seamless 

universal and targeted support to families through 

early years education, childcare and parenting 

programmes.  

4.1	� Recommendation 1: Tackle poverty and economic inequality 
within the North and between the North and the rest of 
England 
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The way public resources are allocated to local 

areas does not ensure sufficient resources are 

distributed to areas with the greatest needs or 

that the total public sector investment in places 

is used effectively to reduce health inequalities. 

The Government’s policy of reducing public 

expenditure is adversely affecting populations 

with the worst health outcomes and falling 

more heavily on the North than the South. This 

is potentially increasing health inequalities. 

Additionally the current system for allocating 

central government funds to local areas through 

separate departmental silos is a barrier to joint 

work on health inequalities. It involves numerous 

complex separate formulae for different services 

and often comes with significant strings attached 

that make co-ordinated delivery, co-design 

and joint investment challenging. Whilst these 

formulae do seek to take into account differences 

in need as well as other factors, their objectives 

are often unclear and their development is not 

coordinated.179 The level of resources allocated 

to local areas from across sectors should be 

focused on reducing inequalities in outcomes. 

How resources are allocated does appear to make 

a difference. The health inequalities objective for 

resource allocation in the NHS, that was in place 

between 2000 and 2011, for example, led to a 

reduction in health inequalities between LAs in 

disadvantaged areas and the average for England 

as a whole. 

Agencies in the North should work 
together to:
— 	 Draw up health equity strategies that 
include measures to ameliorate and prevent 
poverty among residents in each agency’s patch. 

These measures could range from supporting 

networks of credit unions and other community 

finance initiatives to reduce the cost of credit for 

poor communities, controlling payday lenders, 

combating illegal money lending, providing debt 

counselling and benefits advice and working with the 

voluntary and community sectors to combat poverty, 

in addition to the following economic development 

recommendations.

— 	 Focus public service reform on the 
prevention of poverty in the future and promoting 
the prosperity of the region by reorientating 
services to boost the prospects of people and 
places. 

One key priority would be to establish integrated 

support across the public sector to improve the 

employment prospects of those out of work or 

entering the labour market. This should include 

improving transitions from school to work for young 

people and providing support for adults out of 

work particularly those with chronic illnesses and 

disabilities. There is potential to build a far more 

integrated system locally, that joins up schools, 

vocational training, apprenticeships, employers and 

employment support to ensure that young people 

are given the best chance to develop the skills they 

need to get a good job and to support out of work 

adults into employment. This would involve local 

authorities, the NHS and other agencies developing 

integrated support to enable people to overcome 

barriers to employment. For people with chronic 

illness and disabilities this should involve integrated 

case management, which combines health support 

with training and workplace adjustment. The extent 

that local agencies can achieve this will depend in 

part on whether funding for skills and return-to-
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work programmes (e.g. the Work programme) 

is devolved to local areas rather than being 

controlled centrally (see recommendation for 

central government below)

— 	 Adopt a common progressive 
procurement approach to promote health and to 
support people back into work. 

Through the Social Value Act Public sector 

bodies have the means to procure in ways which 

maximise the social benefit for local communities. 

Procurement decisions must consider how 

they will improve the economic, social and 

environmental well-being of an area. Public sector 

organisations within each area should, therefore, 

develop progressive procurement strategies to 

achieve the following objectives:

•	 �Promoting high quality local employment 

particularly for people living in disadvantaged 

circumstances, including the long term 

unemployed;

•	 �Improving working conditions for people in the 

local economy, including promoting the Living 

Wage; and

•	 �Expanding training and apprenticeships to 

support young people into work. 

— 		 Ensure that reducing economic and 
health inequalities are central objectives of local 
economic development strategy and delivery. 

Reducing poverty and health inequalities have 

not been a significant consideration of Local 

Enterprise Partnerships (LEP) to date. With the 

Government increasingly emphasising the role 

of combined authorities and Local Enterprise 

Partnerships in driving economic growth, it is 

essential that this changes. There is a need, 

therefore, to ensure that all combined authorities 

and/or Local Enterprise Partnerships have 

promoting health and reducing economic and 

health inequalities as central objectives and 

that this is reflected in strategy, delivery and 

monitoring of performance.

— 		 Implement and regulate the Living Wage at 
the local authority level. 

Local authorities and other local public sector 

organisations should implement the Living Wage and 

explore the potential for requiring that a Living Wage 

is paid for contracted and procured services. Local 

authorities should also work with local businesses 

to promote the Living Wage, for example through 

recognition schemes. 

— 		 Increase the availability of high quality 
affordable housing through stronger regulation of 
the private rented sector, where quality is poor, 
and through investment in new housing. 

Many local authorities are exploring approaches to 

improve housing conditions in the private rented 

sector, including voluntary accreditation and 

compulsory schemes through the use selective 

licensing. These approaches need to be extended 

and evaluated. The increased reliance on poor quality 

private rented housing is being driven by a lack of 

high quality affordable housing. Public investment 

in new affordable homes has declined rapidly in 

recent years, but a number of local authorities are 

looking a new ways to bring in additional investment 

to build new affordable homes. There is scope for 

the creative use of local authority pension funds. For 

example a project in Manchester is using the Greater 

Manchester Pension Fund to invest in new affordable 

homes. 

— 		 Assess the impact in the North of changes 
in national economic and welfare policies on health 
inequalities in general and regional inequalities. 

Northern agencies could make a concerted 

effort to collect and collate the evidence on the 

consequences of central government policies, 

particularly the impact on the most disadvantaged 

communities in the region. This evidence can then 

be used to devise ways of ameliorating adverse 

consequences locally, as well as to lobby central 

government for change. 
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Central government needs to:

— 		 Invest in the delivery of locally 
commissioned and integrated programmes 
encompassing welfare reform, skills and 
employment programmes to support people in 
work.

— 		 Extend the measuring national well-being 
programme to better monitor progress and 
influence policy on inequalities. 

The measuring national well-being programme of 

the ONS develops and publishes a set of National 

Statistics which are used to monitor national well-

being across 10 domains. These include health 

and the main determinants of health. At present 

this programme just monitors average levels of 

well-being and does not assess socio-economic 

inequalities in these measures. Indicators should 

be developed as part of this programme to 

track inequalities in health and well-being across 

all domains. Government strategy in particular 

strategies related to economic development 

should be more closely aligned to these measures 

of national well-being with progress regularly 

assessed against these indicators. 

— 		 Develop a national industrial strategy that 
reduces inequalities between regions. 

At present the Government has invested £2 

billion in an industrial strategy that is focused on 

supporting growth in particular sectors such as 

emerging technologies. Whilst this is important, 

there also needs to also be a clear objective to 

use industrial strategy to help spatially rebalance 

the economy and promote sustainable and quality 

employment that is good for health.  A national 

industrial strategy should support decentralisation 

of decision-making to more effectively target 

resources to where they will make the greatest 

difference.

— 		 Assess the impact of changes in national 
policies on health inequalities in general and 
regional inequalities in particular.

— 		 Expand the role of Credit Unions and take 
measures to end the poverty premium. 

Central government could help to create a regional 

infrastructure to support and greatly expand the 

role of local not-for-profit member owned and 

democratically run institutions that offer affordable 

credit, such as Credit Unions. The Government 

is currently rolling out a credit union expansion 

project with the Association of British Credit Unions 

(ABCUL) which involves £38m of funding over 3 

years, to help credit unions expand and modernise. 

This now needs to be extended to develop a model 

that can realistically provide for the expansion of 

credit unions into disadvantaged communities on 

a scale that ensures they are an alternative to pay-

day lenders. In addition, central government should 

take action to end the poverty premium, where the 

poorest often pay more for goods and services, such 

as utilities and banking. 

— 		 Develop policy to tackle the issue of the 
poor condition of the housing stock at the bottom 
end of the private rental market and to support 
local investment in affordable housing. 

Local authorities already have some powers to 

regulate the private rented sector where housing 

conditions are poor. Central government needs to 

work with local government to strengthen their 

ability to improve the quality of housing in the 

private rented sector. Greater flexibility needs to 

be given to local government to increase housing 

investment, including local borrowing and enabling 

local government to ‘earn back’ savings made to the 

housing benefit bill through investment in affordable 

housing. 
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— 		 End in-work poverty by implementing and 
regulating a Living Wage by: 

•	 �Legislating so that all public sector contractors 

and government departments pay the Living 

Wage. 

•	 �Providing incentives for private sector 

organisations to pay the Living Wage such as 

tapered tax breaks over a limited timeframe.   

— 		 Ensure that welfare systems provide a 
Minimum Income for Healthy Living (MIHL):

Changes to the benefit system should take place 

to ensure that they provide a minimum level 

of income for those out of work and receiving 

benefits so that they can maintain health and 

well-being. The MIHL provides a benchmark for 

what is a safe minimum standard of living, which 

provides equality of opportunity for health and is 

supported by the World Health Organisation, Age 

UK and the Marmot Review of Health Inequalities 

in England. At the same time, current measures 

that are causing hardship, such as the ‘Bedroom 

Tax’, should be stopped. 

— 		 Grant city and county regions greater 
control over the commissioning and use of the 
skills budget and the Work Programme, to make 
them more equitable and responsive to differing 
local labour markets. 

Greater control over the use of the skills budget 

would allow city and county regions to address 

local skills gaps, improve school to work 

transitions, and develop integrated approaches 

that move those out of work into employment. At 

present, funding for adult further education (16-

19+) and skills training, including apprenticeships, 

is mainly controlled centrally. Commissioning, 

accountability and planning of the Work 

Programme has been centrally managed by the 

DWP and this has not led to effective models of 

provision. A number of organisations and reviews 

have already called for some type of localisation 

of the Work Programme. Local partners including 

Local employers, local authorities and community 

and voluntary organisations are best placed to 

set local priorities and budgets and develop 

integrated approaches that support transitions into 

employment and progression within the workplace 

whilst delivering what is needed to achieve local 

economic priorities. This would include establishing 

integrated support across the public sector to 

improve the employment prospects of those out 

of work, shaping further education and training 

provision and apprenticeships, joining up schools, 

vocational training apprenticeships and employment 

support and better integrating skills and training into 

the Work Programme. 

— 		 Develop a new deal between local partners 
and national government that allocates the total 
public resources for local populations to reduce 
inequalities in life chances between areas. 

There needs to be a review of current systems for 

the central allocation of public resources to local 

areas to develop a coordinated approach across 

government departments that is focused on the 

objective of reducing the gap in joint public service 

outcomes (including for example health, well-being, 

education, housing, safety etc) between the most 

and least deprived areas. This must take into account 

the differential ability for areas to raise funds through 

other means such as local taxation and business 

rates. It must also show an appreciation of poverty 

in rural areas across the north, which has been 

underestimated in the past. For example there could 

be a place based weighting within funding formulas 

which applies across the public sector, from schools, 

local authorities, to the NHS, where the objective is 

to reduce the gap in outcomes between the most 

affluent and most deprived areas. Just allocating 

resource based on need will not on its own close 

the gap – for this to happen resources need to be 

distributed so that outcomes improve at a faster 

rate in poorer areas. This may require even greater 

investment than that solely based on an assessment 

of need. 
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Why is this needed?

Children’s health is a key indicator of the success 

or failure of national policies. Many health 

outcomes for children and young people in the UK 

remain poor and despite important improvements 

more children and young people are dying in 

the UK than in other countries in Western and 

Northern Europe. Children born in the North 

of England are expected to live for two years 

less than their counterparts in the south, and 

experience a range of worse health outcomes. 

These inequalities are unfair, and have their origins 

in early life experiences and the environmental 

and social conditions in which children grow up. 

To effectively reduce health inequalities we 

need to invest a greater proportion of public 

resources in the early years. However at present 

the opposite is happening. There are clear 

indications that children’s services are being 

disproportionately hit by current austerity 

measures, with early years budgets facing 

significant cuts. A key issue is that actions need 

to be taken at scale, since just targeting the most 

disadvantaged groups is not enough. 

All children have a right to the best possible 

health. A high level commitment to a rights 

based approach to improve child health will be 

an important driver of policies to reduce health 

inequalities. For example Newcastle City Council 

and Leeds City Council last year became only 

two of six local authorities in the UK to sign up to 

a new partnership with UNICEF, which is about 

committing to respect, protect and fulfil children’s 

rights. 

Agencies in the North should work 
together to:

— 		 Monitor and incrementally increase the 
proportion of overall expenditure allocated to 
giving every child the best possible start in life, and 
ensure that the level of expenditure on early years 
development reflects levels of need. 

— 		 Ensure access to good quality universal 
early years education and childcare with greater 
emphasis on those with the greatest needs to 
ensure that all children achieve an acceptable level 
of school readiness. 

— 		 Maintain and protect universal integrated 
neighbourhood support for early child 
development, with a central role for health visitors 
and children’s centres that clearly articulates the 
proportionate universalism approach. 

This should include reviving a model of children’s 
centres that is based on community ownership, 
involving strong outreach and hubs for all services 
working with children, not just those provided by 
councils. This should include providing evidenced-
based parenting programmes and services that 
promote children and young people’s resilience. 

— 		 Collect better data on children in the 
early years so that we can track changes over 
time, monitor inequalities in child development 
and evaluate services for their effects on early 
disadvantage. 

— 		 Develop and sign up to a Charter to protect 
the rights of children to the best possible health. 

A Charter would mean that participating local 
authorities would have a transformative look at the 
services they deliver to children and young families. 
It would also help in getting the message about the 
importance of early years embedded across different 
organisations. Putting child rights into public 
services would change practice, and in the long term 
deliver better outcomes for children and families.

4.2	� Recommendation 2: Promote healthy development in early 
childhood
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Central government needs to:

— 		 Embed a rights based approach to 
children’s health across government.

This would mean a high level commitment to 

children’s rights with the aim of improving child 

health and reducing health inequalities. The 

arguments are not just about the evidence but 

also that investing in children is morally and legally 

the right thing to do. The benefits of investing in 

the early years are well demonstrated, and large 

numbers of children stand to benefit.

— 		 Reduce child poverty through the 
measures advocated by the Child Poverty 
Commission 

which includes investment in action on the social 

determinants of all parents’ ability to properly 

care for children, such as paid parental leave, 

flexible work schedules, Living Wages, secure and 

promising educational futures for young women, 

and affordable high quality child care;

— 		 Reverse recent falls in the living 
standards of less advantaged families 

Recent economic improvements do not outweigh 

the damage inflicted during the downturn to the 

incomes of the poorest people across the country. 

Poorer members of society (both in and out of 

work) are under severe pressure. Urgent action 

is needed to address the cost of living faced 

especially by low income families, and to ensure all 

families can afford the ‘basics’.

— 		 Commit to carrying out a cumulative 
impact assessment of any future welfare changes 

To ensure a better understanding of their impacts 

on poverty and to allow negative impacts to be 

more effectively mitigated. This would focus 

on the impact on people living in vulnerable 

situations, especially children.

— 		 Invest in raising the qualifications of staff 
working in early years childcare and education. 

The priority should be to raise the qualifications for 

all existing staff to level 3 and at least 30 per cent of 

staff trained to Level 6. The evidence clearly shows 

that it is essential that early years education and 

childcare is of high quality if children are to benefit. 

Extending access to childcare must therefore be 

supported by improvements in the quality and 

standards of childcare provision. The Nutbrown 

review commissioned by the Coalition Government 

has recommended that level 3 qualifications should 

become the baseline standard for all staff working 

with children.

— 		 Increase the proportion of overall 
expenditure allocated to early years, and ensure 
expenditure on early years development, is focused 
according to need. 

The Government should gradually move funding 

to the early years and this funding should be 

weighted toward the most disadvantaged children. 

The Government should assess and monitor the 

level of public expenditure on the early years by all 

government departments and how this funding is 

distributed within the country, reporting progress 

on shifting resources to the early years annually. The 

Government appointed Frank Field to conduct a 

review of ‘Poverty and Life Chances’. That review has 

recommended that resources are shifted to the early 

years. At present, however, it is not possible to assess 

the proportion of public resources from across 

government departments, that is being invested in 

the early years or to fully understand the impact on 

this of cuts in public expenditure. 
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— 		 Increase investment in universal 
integrated neighbourhood support to families 
through parenting programmes, children’s 
centres and key workers, delivered to meet 
social needs. 

The Government needs to re-affirm its 

commitment to providing key services through 

children’s centres. Rather than reducing their 

capacity, children’s centres should be the 

community hubs providing a range of support 

services for parents and children under one roof, 

including health services. Linked to health visiting 

and outreach work, children’s centres should reach 

all families. 

— 		 Make provision for universal, good 
quality early years education and childcare 
proportionately according to need across the 
country. 

Providing any education is not enough, since it 

is the quality of pre-school learning that appears 

to be critical for longer-term beneficial effects. 

The evidence indicates that current universal 

entitlement to childcare is making the most 

difference to children from disadvantaged 

backgrounds and that expanding this would 

increase maternal employment and improve 

child development.106 The Government should 

extend universal free entitlement of early years 

child care and education to 15 hours a week for 

48 weeks per year, for all children from the age 

of two until they enter school, and guarantee 

an additional 20 hours of subsidised childcare a 

week for families in which all parents are in work. 

This recommendation would greatly expand the 

current free entitlement, reflecting the evidence 

base that this would benefit all families, with 

the benefits most pronounced for those on low 

incomes. 
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Why is this needed?
The diminishing proportion of public expenditure 
controlled by local government and limitations 
on local government’s capacity to raise additional 
resources reduces its ability to develop solutions 
based on local priorities. The capacity of local 
government to shape how public resources are 
used to improve outcomes for their population 
has been undermined by successive governments. 
The proportion of public expenditure in local 
areas controlled by local government has declined 
for a number of years and recent cuts to local 
government budgets have exacerbated this. 

There are growing calls from across the political 
spectrum for greater devolution to city and county 
regions within England. There is an opportunity 
to influence how the process happens so that 
budgets and powers are decentralised and used 
in a way that reduces inequalities. Devolution has 
the potential to be a powerful force for reducing 
health inequalities. Giving local government more 
control over more public resources and enabling 
them to raise additional funds and use these 
more flexibly would help them have a greater 
impact on health inequalities. For devolution to 
have the desired impact, however, local economic 
development must address social objectives, be 
accountable to local populations and be inclusive 
of less connected places. Devolution has to be 
about more than just providing more powers for 
economic development and growth: it is about 
authorities having the ability to do what is right 
for the population they serve at the right spatial 

scale. 

The most disadvantaged members of society 

lack influence over how public resources are 

used. Democratic engagement in the UK, as in 

many other ‘wealthy’ countries has declined in 

recent years. The decline in political engagement 

is occurring at a faster rate in more disadvantaged 

groups. The UK has some of the lowest levels of 

voter turnout and some of the highest inequalities 

in democratic participation in Europe. The lack 

of influence that people from disadvantaged 

communities have has a number of consequences for 

policies to reduce health inequalities. It means that 

policies that could improve the health of people in 

these communities are less likely to be implemented 

and sustained and that there is less likely to 

be resistance to policies that exacerbate these 

inequalities. There is a growing body of evidence 

that people’s health is improved when they have a 

greater say in the decisions that affect them and feel 

they can influence these. If solutions are developed 

locally rather than nationally, and tailored to local 

contexts, then they are more likely to be effective. 

4.3	� Recommendation 3: Share power over resources and 
increase the influence that the public has on how resources 
are used to improve the determinants of health 
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Agencies in the North should work 
together to:

— 		 Establish deep collaboration between 
combined authorities in the North to develop 
a pan-Northern approach to economic 
development and health inequalities. 

Democratic structures such as combined 

authorities need to be used as a central vehicle 

to develop a pan Northern approach to economic 

development and health inequalities. There are 

already combined authorities in Liverpool City 

Region, Greater Manchester, Sheffield City Region, 

West Yorkshire and the North East. Together they 

could work to drive a programme of devolution 

and investment that promotes equitable economic 

growth, public service reform that addresses the 

determinants of health inequalities whilst using 

their combined scale to influence national policy 

that has an impact on health inequalities. 

— 		 Take the opportunity offered by the 
greater devolved powers and resources to 
develop, at scale, locally integrated programmes 
of economic growth and public services reform 
to support people in employment.

— 		 Re-vitalise Health and Well-being Boards 
to become stronger advocates for health both 
locally and nationally. 

Northern Health and Well-being Boards need 

to take responsibility for advocating for health 

equity to central government, in addition to 

their work with other local agencies and with 

neighbourhoods. Many of the determinants 

of local health and well-being require action 

at national, European or Global levels. Health 

and Well-being Boards in the North of England 

therefore could: 

•	 �Establish a Health Equity North Board with 

high-level political representation. 

•	 �Collectively produce an annual report detailing 

how regional and national policy needs to change 

to reduce health inequalities within the North and 

between the North and the rest of England. 

— 		 Develop community-led systems for health 
equity auditing and accountability. 

This requires local and national action to: 

•	 �Ensure the public reporting of actions and 

progress on health inequalities to encourage 

debate and challenges on progress by 

communities and other groups. Health and Well-

being Boards, for example should report annually 

on the level of investment that has been made, 

actions that have been taken, and progress that 

has been made on reducing health inequalities. 

•	 �Make intelligence and data on health, equity and 

social determinants more accessible within the 

public domain – locally and nationally. The UK 

Government has led the way in developing an 

‘Open Data’ policy in order promote transparency 

and accountability of public services.181 This needs 

to be extended with a focus on health inequalities. 

All public services that have a direct and indirect 

impact on health should collect data and report 

on differential access and outcomes of services by 

socioeconomic group. This should include services 

commissioned with public money from the private 

or voluntary sector. Data should be published to 

high ‘open data’ standards providing a national 

view down to at least the local authority level and 

where possible enable analysis by socioeconomic 

group and life course stage. 
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•	 �Develop indicators of progress with local 

communities. Healthwatch could, for example, 

work with community groups and Public 

Health England to develop measures of 

progress on health inequalities at the national 

and local authority levels. They could involve 

communities in tracking progress both in terms 

of the community as a whole and inequalities 

within and between communities. 

— 		 Expand the involvement of citizens in 
shaping how local budgets are used: 

Use participatory budgeting processes to involve 

citizens in influencing how public resources are 

used so that these inform the use of a significant 

proportion of the total public sector investment 

in each area. This should involve the widespread 

participation of citizens in each area alongside 

elected representatives in the deliberation and 

agreement of local budgets. It should support 

rather than undermine the role of councilors in 

ensuring that public services within an area meet 

the needs of all citizens. 

— 		 Assess opportunities for setting up 
publicly owned mutual organisations for 
providing public services where appropriate, and 
invest in and support their development.

This would involve reviewing services contracted 

to the private and voluntary sectors as well as 

those directly provided by the public sector, to 

assess the potential for them to be provided 

through public sector mutual organisations, for 

example tenant and employee owned social 

housing organisations. It will be important for 

systems to be in place to ensure that public sector 

mutuals are democratically owned and governed 

by services users and employees and that there is 

sufficient representation from all sections of the 

community.

— 		 Help communities to develop the capacity 
to participate in local decision-making and in 
developing solutions which inform policies and 
investments at local and national levels: 

this should include action by local government and 

local NHS organisations to:

•	 �Invest in voluntary and community sector 

organisations that can effectively support 

the greater participation of disadvantaged 

communities in the decisions that affect their 

environment. 

•	 �Invest in a process of training and action to 

engage community members in influencing the 

planning and delivery of services and to develop 

community assets that enhance the support 

available to the community.
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Central government needs to:

— 		 Grant local government a greater role 
in deciding how public resources are used 
to improve the health and well-being of the 
communities they serve. 

This could include: 

•	 �A specific aim to incrementally increase 

the proportion of total public expenditure 

controlled locally. This can help to rebalance the 

economy, bring national and local government 

closer to people, and curb inequality, but only 

if resources are allocated fairly and used to 

develop local social and economic policy that 

addresses health inequalities. 

•	 �Agreements between national and local 

government that ensure devolved funds 

address health equity. Any new devolution 

agreement or deal needs to have specific 

objectives to improve outcomes for 

disadvantaged residents - and therefore 

address economic and health inequalities 

(focusing on for example stronger communities, 

good quality employment, and focused help 

for those experiencing social and economic 

exclusion). 

— 		 Revise national policy to give greater 
flexibility to local government to raise funds for 
investment and use assets to improve the health 
and well-being of their communities. 

This could include, for example:

•	 �Granting councils greater freedom within 

prudential financial guidelines, to borrow to 

make investments that provide social and 

economic returns and improve health and well-

being. 

•	 �Reviewing restrictions on investments by local 

authority pension schemes so that they can 

be used to make investments that promote 

economic development in the North that improves 

health and well-being, as well as providing a return 

on investment. 

•	 �Exploring the possibilities of giving local 

authorities in England a greater share of the 

existing tax base to make investments that 

provide social and economic returns and improve 

health and well-being. This would strengthen local 

democracy, allowing local people to see more 

clearly what their taxes pay for locally and enable 

local government to shape spending priorities. 

This must however be done in a way that does not 

increase inequalities between more prosperous 

and less economic successful places. 

— 		 Invest in and expand the role of Healthwatch 
as an independent community led advocate 
that can hold government and public services 
to account for action and progress on health 
inequalities. 

Healthwatch was established to have ‘a role in 

promoting public health, health improvements and 

in tackling health inequalities’. However its focus 

has primarily been on promoting consumer rights 

for users of health and social care services. We 

recommend that local and national Healthwatch 

organisations are given a clearer remit to 

monitor progress and advocate for action on 

health inequalities and to hold local and national 

government to account for progress. 

— 		 Invite local government to co-design and 
co-invest in national programmes, including the 
Work Programme, to tailor them more effectively 
to the needs of the local population. 
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Why is this needed

The health sector can still do much more to 

champion action on health inequalities and 

facilitating and influencing action across all 

sectors. Whilst action needs to be taken by a 

number of different agencies, the NHS and Public 

Health England have a specific role in leading 

change and advocating for health inequalities 

to be addressed in all policies. Following the 

transfer of some public health responsibilities 

from the NHS to local authorities, there has been 

a tendency to downplay the role of the NHS 

in reducing health inequalities. With Directors 

of Public Health transferring from the NHS to 

local authorities there are fewer voices in the 

NHS speaking out on issues relating to health 

inequalities. The House of Commons Health 

Committee recently expressed concern that Public 

Health England was not sufficiently independent 

of government and that it might avoid speaking 

out on important public health issues that are 

seen as ‘too controversial.‘ It concluded that:

‘Public Heath England was created by Parliament 

to provide a fearless and independent national 

voice for public health in England. It does not 

believe that this voice has yet been sufficiently 

clearly heard.’ 

Primary care is central to action on health 

inequalities, but it is under increasing strain and to 

remain effective needs to integrate effectively with 

support for the wider determinants of health and 

support for early child development. Increasing 

numbers of people are seeking help in primary 

care. Integrating support across agencies for the 

full range of problems that are driving them to 

seek help (e.g. employment support, debt, welfare 

advice, housing), will reduce pressure on GPs and 

enable early intervention to prevent the exacerbation 

of problems, reducing poverty among people with 

chronic illness and reducing children’s exposure to 

poverty, and its consequences

The £100 billion spent every year by the NHS has 

huge potential to influence health inequalities, not 

just through the provision of services, but also 

through its impact on local economies. To date the 

NHS has not made the most of its procurement 

processes and employment conditions to promote 

high quality local employment, improve working 

conditions and expand training and apprenticeships. 

4.4	� Recommendation 4: Strengthen the role of the health 
sector in promoting health equity
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Public Health England should:

— 		 Conduct a cumulative assessment of the 
impact of welfare reform and cuts to local and 
national public services, in particular focusing 
on the impact on children and people with 
disabilities. 

This should include specific work to assess the 

health inequalities impact of the Government’s 

reforms to disability benefits, return-to-work 

programmes (i.e. the Work Programme and Help 

to Work) and cuts to local government budgets 

and should lead to recommendations on how 

the policies can be modified to reduce health 

inequalities and how changes to the tax and 

benefit system can ensure a minimum Income 

for Healthy Living (MIHL) for those in and out of 

work.

— 		 Support local authorities to produce a 
Health Inequalities Risk Mitigation Strategy for 
the financial years 2015/16-2017/18.

— 		 Help to establish a cross-departmental 
system of health impact assessment. 

This should ensure that the health inequalities 

impact of all relevant national policies, including 

the Government’s industrial and economic 

strategies, is assessed with a particular focus 

on spatial inequalities to ensure that they do 

not widen regional inequalities and the North-

South divide in particular. Many government 

departments currently carry out Equality Impact 

Assessments to assist in compliance with 

equality duties and the current Government 

requires impact assessments to be carried out 

on regulatory policies as part of its drive to 

reduce the impact of regulation on businesses 

and individuals. The Acheson Inquiry in 1998 

recommended that all relevant policies should 

be evaluated in terms of their impact on health 

inequalities; however health inequalities impact 

assessment is still not routinely carried out on 

national government policy. Such assessments 

should be systematically carried out as an extension 

to current impact assessments processes, with 

a particular emphasis on the impact on regional 

inequalities. Public Health England should strongly 

advocate and influence government to ensure these 

policies are developed so that they can reduce 

health inequalities. 

— 		 Support the involvement of Health and 
Well-being Boards and public health teams in 
the governance of Local Enterprise partnerships 
and combined authorities to ensure that reducing 
economic and health inequalities and promoting 
health and well-being are central objectives in 
economic development strategies. 

— 		 Contribute to a review of current systems 
for the central allocation of public resources to 
local areas, including systems for the allocation 
of NHS resources to maximise their impact on 
reducing health inequalities. 

— 		 Support the development of a network of 
Health and Well-being Boards across the North of 
England with a special focus on health equity

This would include establishing a Health Equity 

North Board with high-level political representation 

providing a stronger voice enabling them to 

influence national policy that has an impact on 

health inequalities (see recommendation 3).

— 		 Collaborate in the development of a 
Charter to protect the rights of children to the best 
possible health that local authorities and other 
organisations across the North can sign up to. 

This should affirm the duty to protect the rights 

of all children to the best possible health. (see 

recommendation 2)

— 		 Work with Healthwatch and Health and 
Well-being Boards across the North of England to 
develop community led systems for health equity 
auditing and accountability.
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Clinical Commissioning Groups and 
other NHS agencies in the North 
should work together to: 
— 		 Lead the way in using the Social Value 
Act to ensure that all of its procurement and 
commissioning maximises opportunities for high 
quality local employment, high quality care and 
reductions in economic and health inequalities.

— 		 Pool resources with other partners to 
ensure that universal integrated neighbourhood 
support for early child development is 
developed and maintained.

— 		 Work with the local authority and other 
agencies including the Department for Work 
and Pensions to develop ‘Health First’ type 
employment support programmes for people 
with chronic health conditions 

This would help people off-sick from work and 
to enable incapacity-related benefit recipients to 
enter or return to work. This should be based on 
implementing the recommendations outlined by 
NICE.

— 		 Work more effectively with Local 
authority Directors of Public Health and PHE 
to address the risk conditions (social and 
commercial determinants of health) that drive 
health and social care system demand. 

This would mean CCGs and the local health 
system engaging more actively in lobbying, 
advocacy and public education on the prime 
causes of health and social care system demand. 
This should include ensuring that Directors of 
Public Health are members of their local CCG 
boards. This could include placing a duty to 
‘co-operate and collaborate’ on CCGs, local 
authorities, and NHS Trusts.

— 		 Support Health & Well Being Boards to 
integrate budgets and jointly direct health and 
well-being spending plans for the NHS and local 
authorities, including mechanisms to support 
their governance, leadership, performance 
monitoring and democratic accountability.

— 		 Provide leadership to support health 
services and clinicians to reduce children’s 
exposure to poverty and its consequences. 

CCGs and NHS agencies should take a leading 
role. There is a need for better data, improved 
monitoring, and an increased awareness of the 
health impacts of poverty for staff working in 
health services. The medical profession also has an 
important role in assessing the adequacy of welfare 
benefits for supporting health and for maintaining 
the principles of equity in the NHS. Furthermore, 
health commissioners have a key role in influencing 
decisions on where the cuts fall in local services, 
and can advocate for more equitable reforms, with 
the test that they must protect the most vulnerable, 
particularly children. 

Services should develop an increased focus on a 
whole family approach to the care of children, with 
care pathways that ensure linkage to the full range 
of social services support available to children and 
families living in disadvantaged circumstances 
in order to mitigate some of the effects of 
disadvantage. This would include supporting parents 
to access all the benefits and services that they are 
entitled to, and working to reduce any perceived 
stigma associated with using these services. Support 
with the additional costs of childcare, travel to 
clinic appointments, and any additional medical 
expenditure would also help reduce the financial 
burden on the most disadvantaged families. This 
should be coupled with support to develop patient 
and family self-management skills for children with 
chronic conditions.

— 		 Encourage the provision of services in 
primary care to reduce poverty among people with 
chronic illness. 

This could include for example debt and housing 
advice and support to access to disability-related 

benefits. 
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APPENDIX 1 
Session three: Economic development 
and welfare policies

•	 �Dr Paul Williams, GP in Stockton-on-Tees

•	 �Charlotte Harrison, Northern Housing Consortium

•	 �Isobel Mills (former) BIS Regional Director, 

Yorkshire and Humber

•	 �Mark Jones, Head of Economic Development, Hull 

City Council

•	 �Phil Witcherley, Head of Policy, York City Council

•	 �Andrea Edwards, Stockton Food Bank 

Wintnesses to the Inquiry
At stated at the introduction of this report, there 
were three focused policy sessions over the 
course of the Inquiry which played a key role in 
the development of the recommendations. Each 
of these sessions was attended by panel members 
and invited practitioners, with expertise in the 
relevant policy fields. The invited witnesses were. 

Session one: Community and 
democracy
•	 �Jo Whaley, Policy Lead, Regional Voices 

(Voluntary and Community Sector partnership)

•	 �Robin Lawler, Chief Executive, Northwards 
Housing

•	 �Alyson McGregor, Director, Altogether Better

•	 �Craig Sharp, Assistant Director of 
Environmental Health, Preston City Council

•	 �Paul Foley, Health Lead, UNISON North West

•	 �Councillor Margaret Morris, Assistant Mayor, 
Health and Well-being, Salford City Council

Session two: Early years 
•	 �Wendy Meredith, Director of Public Health 

(Greater Manchester early years lead), Bolton 
Council

•	 �Hazel Paterson, Service Manager, Children’s 
Centres, Early Help Team, Liverpool City 
Council

•	 �Liz Gaulton, Director of Public Health, St Helens 
Council

•	 �Beatrice Merrick, Chief Executive, Early 
Education (membership organisation providing 
support for early years work and education)

•	 �Bev Morgan, Chief Executive, Homestart Wirral

•	 �Councillor Mark Dennet, Halton Borough 
Council (Chairman of Halton’s Young People 
and Families and Policy and Performance 

Board)
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