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Running order 

1. Where we’ve been 

 

o 1997-2010 

o 2010-15 

 

2. Where we are now 

 

3. Where we should be heading, some thoughts 

 

o Keep looking back 

o Integration 

o Putting the NHS in its place 

o Behaviours, focus on people not behaviours 

o Towards connected population health systems 

 

 

 

 

 

 



Labour 1997-2010 



1997-2003, lots of “talk” 



2006-2010, lots of “action” 



A focus on targets (with some money) 

 

 

 

 

 

 

Operationalised through 

– Definition of Spearhead local authorities 

– More specific money (in the early years) on top of allocations (already 
weighted for deprivation) 

– Performance management of the NHS (of SHAs) 

– Performance support to the NHS (with partners) including analytic 
tools, National Health Inequalities Support Team  

– Wider strategy across govt (‘A Programme for Action’), with local 
authorities and future strategy (commissioning of Fair Society, Healthy 
Lives, aka Marmot Review)  

 
 

 



..main focus scaled up secondary prevention 

Good treatment in primary care is the chief way to quick wins in 
narrowing life expectancy gaps 

Department of Health modelling of the life expectancy gap between the most deprived areas with health inequalities 

problems (former “Spearheads”) and England and the evidence of what can close the gap  



The NAO evaluated Labour’s time in office 

 

 

 

 
 

 

Main* target to narrow gap in life expectancy by 10% between 
Spearheads and non-Spearheads 

 

 

 

 

* Other element an infant mortality target, it was met, after initial widening.  Although important in itself, in scale terms for most areas, the 

infant mortality target is quantifiably much less significant, and not discussed here. 

 



Evaluation – the target 

NAO 2010 

– A “serious attempt”, but started too late 

– At the end DH knew what to do, in terms of NHS role, but failed to do 
it 

 

Machenbach 2011 

– Did not address the most relevant “entrypoints”, or appropriate scale 

– Hampered by lack of evidence on interventions, “reducing health 
inequalities is much more difficult than most researchers had for-
seen.” 

 

McGuire et al 2011 

– Self-assessed health, long-standing illness and health 
limitations didn’t improve in Spearheads compared to non 

– Arguably though, these were not the focus of the targets or 
interventions associated with it.. 

 

 

 
 

 



Coalition 2010-15 



The government’s response to inequalities 

More focus on incentives 

New inequalities duties for NHS 

Health premium with inequalities focus 

Inequalities in NHSOF/PHOF 

Inequalities related to quality premium 

Continued support for Marmot Review 

 

 

 

 

End of targets and performance  

management 

End of inequalities targets 

End of support (e.g. NSTs) 

Reduction in inequalities weighting 

 

 

 

 



The Coalition’s record on inequalities in health 

 Legislation in Health and Social Care Act 2012, a 
new duty on system to have due regard to 
inequalities in health 

 

 NHS England beginning to use its operational 
independence – putting more weight on 
deprivation in NHS resource allocation and more 
focus on representativeness of its own workforce 

 

 Some of the structures and tools are in place, if 
used.  For instance PHE, local authority role (with 
funding), Health and Wellbeing Boards, new 
legislation 

 

 HWBs “get Marmot” (but yet to move to 
significant action as opposed to strategic 
decisions) 

 

 

 

 

 

 

 



The Coalition’s record on inequalities in health 

 Legislation hasn’t bitten, despite warm words in NHS 
mandate, Dept of Health has not held the system to account 
for reductions in inequalities in health outcomes 

 

 An opportunity missed, NHS England as a monopoly 
purchaser of primary care could have been transformative in 
focussing primary care on inequalities reduction 

 

 Setting up PHE was assumed to “sort inequalities in health” in 
and of itself, health premium incentive risible (regardless of 
views on desirability), MECC not a national priority 

 

 Wider government role inequalities creation, and solution, has 
been largely ignored – cross-government sub-committee on 
public health (where HIAs could have happened) abolished 

 

 

 Overall, a clutch of disconnected, under-powered sub-
strategies, not helped by fragmentation of system leader role 

 

 

 

 



The Coalition’s record on inequalities in health 

“The coalition’s own brief assessment of its 
record is buried in the Department of 
Health’s annual accounts, stating ‘good 
progress’ has been made to ‘embed action 
on inequalities across the system’. There is 
some truth in this, including legislative 
change and the Workforce Race Equality 
Standard. But across the term, the lack of 
a coherent strategy and translating that 
into accountability means the initial 
rhetoric has not been lived up to.” 



Where are we now? 



The Department’s 2016-17 annual report 

 

Inequalities on all 
15 indicators have 
widened since 
baseline (mostly 
2010-12) 

 

For 9 of the 12 for 
which there has 
been some mid-
point measurement 
since baseline, latest 
data shows widening 
since that mid-point. 

 

NB. Point estimates, 
not confidence 
intervals 

 

 

 

 



 

 

 

 
 

 

Could have built on large store of knowledge, using the legislation, NHS 
mandate and PHE remit letter to deliver using these and other tools 

 

 

Mock-up national dashboard 

A lost 7 years…? 



Looking forward 



Looking forward 

1. Some themes 

 

o Don’t be afraid to look back! 

 

o Integration has to be about inequality reduction 

 

o Putting the NHS in it’s place 

 

o Behaviour change people, not behaviour focussed 

 

2. Bringing it together: towards connected population health systems 

 

o Goals and connections 

 

o ACOs/ACSs part of picture, not the whole picture 

 

 

 

 



A range of assessments of 1997-2010 are coming… 

Ben Barr et al have looked at the impact of NHS funding on 
amenable mortality reductions 

 

 

 

 

 

 

 

 

We are relooking at and updating some of Marmot’s work, with a 
focus on what happened to the end of 2010 and others are looking 
at the long-term effect of the Spearhead policy 

My sense, is we will see a greater range of benefit than the NAO 
suggested 

 

 

 
 

 



Change is possible – keep looking back 

 

 

 

 

 



There are multiple roles for the NHS 

The health inequalities duty.. and 
integration 
NHS CB and each clinical commissioning group must 
exercise their functions with a view to securing that 
health services are provided in an integrated way 
where they consider that this would - 

(a) [improve quality]; 

(b) reduce inequalities between persons with respect 
to their ability to access those services; or  

(c) reduce inequalities between persons with respect to 
the  outcomes achieved for them by the provision of 
those services.” 

It’s not just this 



Integration needs to focus on inequality 

Frailty and functional decline is an inequalities problem 



Integration needs to go back up the life-course 

“Onset of multi-morbidity 
occurred 10–15 years earlier in 
people living in the most 
deprived areas compared with 
the most affluent, with 
socioeconomic deprivation 
particularly associated with 
multimorbidity that included 
mental health disorders” 
 
Barnett et al, 2012 

Multi-morbidity is not only a frail elderly problem, it is a working 
age and inequality problem 



The NHS  recognised/accountable as determinant 

The very existence of the 
NHS narrows income 
inequalities across England 
by 13% 

 

The NHS spends £114mn of 
commissioning power and 
employs £1.4mn employees.  
This needs to work much 
harder for wider social value, 
not just treatment and not 
just lifestyle prevention. 

 

1mn NHS employees are 
non-clinical.  Only half of 
NHS trusts specify paying 
the “living wage” in their 
contracts. 

 

Healthcare spending has a 
higher fiscal multiplier effect 
than other government 
spending. 

 

 

 

 

 



Behaviours cluster  services need to adapt 

• Co-occurrence of unhealthy behaviours 

effect on life expectancy greater than sum 

of the parts 

• 1 in 4 adults 3+ unhealthy behaviours, 

those with 0 qualifications 5x more likely 

than those with degrees 



Wider determinants and ‘place’, of course 

London has areas of persistent significantly low 
and significantly high life expectancy over 
time. 

 

If in travel to work area of central London 

– 46x more likely to have persistently high 
life expectancy, all other things equal 

– 4x as likely to have low life expectancy, 
same basis 

 

 

 

 



Not the reason for doing it, but good for NHS budget 

Socioeconomic inequality costs NHS inpatient 
services in England £4.8 billion a year, if 
extrapolated to the whole NHS budget, £20bn 
per year. 

 

Over a lifetime, men (women) living in the 
most deprived neighbourhoods cost the NHS 
16% (22%) more than men living in the most 
affluent neighbourhoods, despite having 
shorter life expectancies.  

 

Miqdad Asaria, from the Centre for Health 
Economics said:  

 

“At a time when the NHS budget is under a 
great deal of pressure this study shows that 
socioeconomic inequalities in society are 
exacting a huge bill on the health service.”  

 

 

 



Developing a King’s Fund vision 

population 



The core pillars  



ACS (err, ICS) how far beyond integrated care?  

? 

? 

? 



Towards ‘Accountable Health Communities’? 

The weaknesses of ACOs (US) 

– Responsible for attributed patients, not all living within an area 

– Medical interventions have overall priority, not wider social 
needs or causes 

 

Accountable Health Communities (US), ACSs/STPs (here?) 

– Geographically defined populations e.g. Henepin Health 
Minnesota, CCOs Oregon 

– Starting to address housing, transportation and food needs 

– Some Medicaid Managed Care Organisations are screening for 
non-medical needs e.g. San Francisco RCT of social needs 
(food, benefits, housing, legal) > improvements in health 

– Healthcare organisations acting as ‘anchor institutions’ seeing 
themselves as contributing to the wider determinants of health 
in their communities 

 



A full vision  all connections, inequality core 

At the centre:  

A system that understands and is able 

to make all the connections > with a 

stronger shared narrative, supported 

by incentives, information and 

leadership for population health with a 

focus on inequality reduction 



Supporting and cementing those connections 

Immediate  2-5 years  Longer term   

Local  ? ? ? 

Regional  ? ? ? 

National  ? ? ? 



Conclusions 



Conclusion 

Keep looking back, it helps us going forward.  Learn from the past. 

 

It can be done! 

 

The NHS still has multiple roles to play… 

– Access to care  reducing inequality in outcomes from that care 

– Prevention  for all, not just low-hanging fruit 

– Wider determinants  massive potential, including use of SVA 

– Being a better place-based partner than it is now  a social actor 

 

Place-based population health systems are the future, this is where we are 
going, but… 

– they have to have inequalities reduction at their heart 

– this is an ACTIVE decision, locally and nationally 

– we will be saying more about this later in the year 

 

 

 

 

 


