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Abstract

In this paper, | briefly outline some of the key milestones of health inequality policy in England.

| describe how socioeconomic inequalities in health, government policy towards it, and the academic
literature about it, have evolved over time and in relation to each other. Whilst this historical review
is far from comprehensive, its aim is to provide sufficient context within which to interpret current
NHS health inequality policy from the perspective of an economist.
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In 1837, the national registration of births and deaths in England came into force with recording of
cause of death, age at death, and occupation on every death record. This was coupled with the
classification of the whole population by age and occupation in the decennial censuses. The
production of these key datasets have catalysed and underpinned the wealth of research and policy
that have sought to unpick and address socioeconomic inequalities in health ever since.

Amongst the earliest advocates of this research agenda was William Farr, who in 1839 was
appointed as the first ‘Compiler of Abstracts’ at the General Register Office (GRO). Farr pioneered
the field of social epidemiology with his series of ‘Letters to the Registrar General’ appended to the
GRO annual reports.[1] These were filled with insightful observations on the social gradient in
mortality, and they proposed and examined a range of hypotheses regarding the causes of this
gradient.[2]

Another notable early intervention in the field was that of social reformer Edwin Chadwick. He was
invited by the then government to undertake an independent inquiry on sanitation following the
influenza and typhoid epidemic in London in the 1830s.[3] In 1842 Chadwick published his response
to this inquiry as: ‘The Sanitary Conditions of the Labouring Population of Great Britain’.[4] He found
that disease amongst the poor was largely caused by damp, filth, and overcrowded living conditions.
His report was not favourably received by the Conservative government of the time, a harbinger of
the recurrent tension between academic research and policy making on socioeconomic inequalities
in health. After the election of the Whigs in 1847, Parliament passed the 1848 Public Health Act
implementing many of the recommendations made by Chadwick. These included establishing and
improving water supplies, sewage systems, and refuse collection.

A long period of sustained economic growth followed resulting in dramatic improvements in the
determinants of health. These improvements, coupled with further developments in public health,
resulted in what has been termed the ‘epidemiological transition’.[5] Previously, large numbers of
people were dying at young ages from infectious diseases. As a result of the ‘epidemiological
transition’ life expectancy increased rapidly, and instead people were dying much later in life of
chronic diseases such as cardiovascular disease and cancers. Despite these huge strides in improving
population health, socioeconomic gaps in health persisted.[6]

One explanation for the continued socioeconomic inequality in health, despite the ‘epidemiological
transition’, was that the poor still had little if any access to health care when they got sick. Disease
was identified as one of the five ‘Giant Evils’ in the seminal Beveridge report of 1942.[7] The report’s
recommendations were felt to be too costly to implement by the Conservative government in power
at the time it was published. The opposition Labour Party on the other hand enthusiastically
embraced the report. This appeared to chime with post-war public opinion, and resulted in them
winning a landslide victory in the 1945 elections. The scale of their election victory gave them a
strong mandate to pursue the ideas proposed by Beveridge. In doing so, the English welfare state
was built. One of the most ambitious goals of this welfare state was the establishment of the
National Health Service (NHS), achieved in 1948. This provided universal health care free at the
point of delivery — for the first time giving the poor access to health care.

When the NHS was established in 1948, there was no explicit principle that governed how NHS
resources should be geographically allocated. Resource allocation in the NHS therefore naturally
followed — and so perpetuated — the existing geographically uneven distribution of government
resources. This allocation was skewed towards London and the South East — the most prosperous
parts of the country. By the 1970s, it was becoming apparent that richer geographical areas were
benefiting more from the NHS than poorer areas, despite having less need for health care among
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their populations. This was famously described as the ‘inverse care law’ in a study by Julian Tudor
Hart, published in 1971.[8]

From 1971 to 1975, NHS resource allocation began to move towards a more formal approach with
the adoption of the ‘Crossman Formula’. This formula took into consideration population size and
composition. In 1976, the Resource Allocation Working Party (RAWP) made its first set of
recommendations on how to allocate NHS funds to regions. The RAWP formula was based on the
principle of ‘equal opportunity of access to health care for people at equal risk’. To estimate these
allocations the RAWP formula weighted the population size and composition of areas according to
their health care needs, as measured by the standardised mortality ratio. This formula directly
informed NHS resource allocation between 1976 and 1995, and its ‘weighted capitation’ principles
have underpinned all subsequent funding formulae in the NHS. The key developments in the post-
RAWP formulae were in the ways in which they captured health care needs more accurately as more
detailed data sets and sophisticated statistical methods became available.[9]

Ideas of ‘health care for all’ and tackling social gradients in health were also gaining international
traction during this period, as exemplified by the World Health Organisation’s (WHQO) declaration
following the Alma-Ata conference on primary health care in 1978.[10] It was in this context that
the ruling Labour government commissioned Sir Douglas Black, then Chief Scientist at the
Department of Health and Social Security (DHSS), to undertake an independent inquiry into health
inequalities. The resulting ‘Black Report’, published in 1980, found that there were large and
pervasive inequalities in health across the population.[11] Furthermore, it found that these
inequalities had widened rather than narrowed since the introduction of the NHS. There had been a
change in government between the time that the report was commissioned, and when it was finally
published. The incoming Conservative government led by Margaret Thatcher did not acknowledge
the findings of, or embrace the recommendations of, the report.[12]

Following the ‘Black Report’ the Health Education Council (HEC), an independent body funded by the
DHSS, commissioned Dame Margaret Whitehead to update the analysis in the report using the most
recently available data. This update was published as ‘The Health Divide’ in 1987 — reinforcing the
findings and recommendations of the ‘Black Report’.[13] This new report received a similarly frosty
reception to that received by the ‘Black Report’ with the press conference organised to announce its
launch being cancelled at the last minute. Few if any of the recommendations of these reports were
adopted by the government at the time.

In 1997 a Labour government was elected on the back of a socially progressive political agenda. One
of the first acts of this new government was to commission Sir Donald Acheson, former Chief
Medical Officer (CMO), to conduct an independent inquiry into health inequalities. The ‘Acheson
Report’ was published in 1998.[14] For the first time for a report of this kind, it was received by a
sympathetic government. The report again confirmed the findings of the ‘Black Report’, and made a
number of recommendations for inter-departmental actions to tackle the social determinants of ill-
health.

In response to the ‘Acheson Report’ the government launched an ambitious and well-funded raft of
policies to tackle socioeconomic inequalities in health. These included the ‘Sure Start’ programme to
provide early learning opportunities for children living in poverty; the creation of ‘Health Action
Zones’ where local strategies to improve health in deprived areas were implemented; the
introduction of a national minimum wage; and a ‘New Deal’ to help the young and the long term
unemployed into work. Alongside these, a number of more general investments were made in
housing, education, urban regeneration, and healthcare.[15,16] ‘Spearhead’ local authority areas
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were identified as the areas of the country with the worst health and deprivation, and explicit
targets were set to close the gap between these areas and the rest of the country.[17]

The National Institute for Clinical Excellence (NICE) was created in 1999. Part of its remit was to
introduce the use of rigorous economic evaluation to decide which treatments the NHS should pay
for, thus ending the ‘postcode lottery’ in drug prescribing in primary care. NICE also worked to
establish clinical best practice guidelines to ensure uniform standards of care across the health
service. These functions were in part seen as a way to stop those better able to navigate the system
getting better care in the NHS.[18] NICE merged with the Health Development Agency in 2005 to
become the National Institute for Health and Clinical Excellence — taking on additional public health
responsibilities. Its remit was further widened following the Health and Social Care Act (2012)[19] to
include social care, and it was again renamed, this time as the National Institute for Health and Care
Excellence.

A host of measures were also introduced to strengthen primary care including: the ‘Quality and
Outcomes Framework’ (QOF) in 2004, a pay for performance programme to improve the quality of
care provided by General Practitioners (GPs); and the ‘Equitable Access to Primary Medical Care’
programme of investment, in which £250 million was invested to increase the number of GPs in
under-doctored areas between 2008 and 2012.

Despite this comprehensive and sustained assault on socioeconomic inequalities in health, by the
end of the thirteen years of Labour government in 2010, their attempts at tackling inequalities were
widely considered to have failed.[20,21] It was not that the policies implemented did not improve
the health of the poor, rather it was that during the same period the health of the rich improved too.
In fact income inequality widened over this period, and the health of the rich improved even faster
than the health of the poor, thus health inequality failed to improve. Reflections on the failure of
these strategies have concluded that at the time they were launched there was a wealth of research
describing and explaining socioeconomic inequality in health, however, there was little evidence
available on effective strategies to tackle health inequality, and still less evidence on the cost-
effectiveness of such strategies.[22,23] Furthermore, it became increasingly accepted in the
academic literature that action on health inequality could only succeed in conjunction with action on
income inequality.[24—28] This did not appear to be a priority for the government of the time, and
indeed one of the leading figures in this administration, Peter Mandelson, was notorious for his
comment about being “intensely relaxed about people getting filthy rich as long as they pay their
taxes”.[29]

The ‘Marmot Review’ was published in 2010 as the final action on health inequalities by the
outgoing Labour government.[30] The review confirmed that substantial health inequalities
remained, and it proposed a wide programme of actions to tackle the social determinants of health.
With the change of government in 2010, and the onset of the programme of austerity measures, the
recommendations of the ‘Marmot Review’ were not as enthusiastically embraced as those of the
‘Acheson Report’ that preceded it.

The idea that in order to tackle socioeconomic inequality in health it is crucial to tackle the social
determinants of health, ‘the causes of the causes’,[31] has been at the core of each of the landmark
reports commissioned by the government over the years. Furthermore, the recommendations made
by each of these landmark reports have shown an appreciation for the distinction between
‘upstream’ structural population wide strategies that have the potential to reduce socioeconomic
inequality in health,[32,33] as compared to ‘downstream’ agentic strategies — requiring behaviour
change — that are likely to increase health inequality.[34,35]
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Most recently, government public health strategy has largely side-stepped making the significant
structural interventions that have been advocated by the academic and clinical public health
communities. Key examples include government responses to academics’ recommendations on
alcohol minimum pricing,[36,37] and childhood obesity.[38] Instead, the government has focused
on voluntary agreements with industry partners,[39] and recommendations targeted at individuals
to take responsibility for their own health.[40,41]

Reflecting back over the last 200 years or so of health policy in England we see that great progress
has been made in improving the health of the population overall — though when we look more
closely we find that at each key historic juncture in health policy these improvements have come at
the expense of increasing socioeconomic inequalities in health. Policy makers, particularly those
who have a true commitment to reducing socioeconomic inequalities in avoidable sickness and
premature death, would do well to draw lessons from this history and explicitly consider the impact
of their policy proposals on health inequality rather than assume that promises of improvements in
the health of the mythical average citizen will solve the problem of health inequality. In fact, history
would suggest that unless carefully designed with the explicit goal of reducing health inequality in
mind, such ‘cost-effective’ policies will only act to exacerbate this health divide.
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