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If you are a single parent you don’t get to go out that 
much, you don’t really see anybody.

Quote from participant in qualitative work undertaken for the Review, 
which explored barriers to healthy lives among specific groups living 
in Hackney (London), Birmingham and Manchester. See Annex 1 
and www.ucl.ac.uk/gheg/marmotreview. The remaining quotes in 
this summary also come from this work.

Inequalities in early child development
Giving every child the best start in life is crucial to 
reducing health inequalities across the life course. 
The foundations for virtually every aspect of human 
development – physical, intellectual and emotional 
– are laid in early childhood. What happens during 
these early years (starting in the womb) has lifelong 
effects on many aspects of health and well-being– 
from obesity, heart disease and mental health, to 
educational achievement and economic status.15 
To have an impact on health inequalities we need 
to address the social gradient in children’s access 
to positive early experiences. Later interventions, 
although important, are considerably less effective 
where good early foundations are lacking.16

	 As Figure  6 shows, children who have low cogni-
tive scores at 22 months of age but who grow up in 
families of high socioeconomic position improve 
their relative scores as they approach the age of 10. 
The relative position of children with high scores 
at 22 months, but who grow up in families of low 
socioeconomic position, worsens as they approach 
age 10.

What can be done to reduce inequalities in early 
child development?
There has been a strong government commitment 
to the early years, enacted through a wide range 
of policy initiatives, including Sure Start and the 
Healthy Child Programme. It is vital that this is 
sustained over the long term. Even greater priority 
must be given to ensuring expenditure early in the 
developmental life cycle (that is, on children below 
the age of 5) and that more is invested in interven-
tions that have been proved to be effective. 
	 We are therefore calling for a ‘second revolu-
tion in the early years’, to increase the proportion of 
overall expenditure allocated there. This expendi-
ture should be focused proportionately across the 
social gradient to ensure effective support to parents 
(starting in pregnancy and continuing through the 
transition of the child into primary school), includ-
ing quality early education and childcare.

Policy Objective A 
Give every child the best start in life

�Reduce inequalities in the early develop-1	

ment of physical and emotional health, and 
cognitive, linguistic, and social skills.

�Ensure high quality maternity services, 2	

parenting programmes, childcare and early 
years education to meet need across the 
social gradient. 

�Build the resilience and well-being of young 3	

children across the social gradient.

�Increase the proportion of overall expendi-1	

ture allocated to the early years and ensure 
expenditure on early years development 
is focused progressively across the social 
gradient.

�Support families to achieve progressive 2	

improvements in early child development, 
including:
�Giving priority to pre- and post-natal inter-——
ventions that reduce adverse outcomes of 
pregnancy and infancy 
�Providing paid parental leave in the first ——
year of life with a minimum income for 
healthy living
�Providing routine support to families ——
through parenting programmes, children’s 
centres and key workers, delivered to meet 
social need via outreach to families 
�Developing programmes for the transition ——
to school.	

�Provide good quality early years education 3	

and childcare proportionately across the 
gradient. This provision should be:
�Combined with outreach to increase the ——
take-up by children from disadvantaged 
families
�Provided on the basis of evaluated models ——
and to meet quality standards.

Priority objectives

Policy recommendations
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Figure 6 Inequality in early cognitive development of children in the 1970 British Cohort Study, at ages 
22 months to 10 years
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If there is no education there are no jobs these days, 
so it is really worrying. If your children don’t get 
a good education then what’s going to happen to 
them?

(Focus group participant)

Inequalities in education and skills
Inequalities in educational outcomes affect physical 
and mental health, as well as income, employment 
and quality of life. The graded relationship between 
socioeconomic position and educational outcome has 
significant implications for subsequent employment, 
income, living standards, behaviours, and mental 
and physical health (Figure 7).
	 To achieve equity from the start, investment 
in the early years is crucial. However, maintain-
ing the reduction of inequalities across the gradient 
also requires a sustained commitment to children 
and young people through the years of education. 
Central to this is the acquisition of cognitive and 
non-cognitive skills, which are strongly associated 
with educational achievement and with a whole range 
of other outcomes including better employment, 
income and physical and mental health. 
	 Success in education brings many advantages. If 
we are serious about reducing both social and health 
inequalities, we must maintain our focus on improv-
ing educational outcomes across the gradient.

What can be done to reduce inequalities in 
education and skills?
Inequalities in educational outcomes are as persistent 
as those for health and are subject to a similar social 
gradient. Despite many decades of policies aimed at 
equalising educational opportunities, the attainment 
gap remains. As with health inequalities, reducing 
educational inequalities involves understanding 
the interaction between the social determinants of 
educational outcomes, including family background, 
neighbourhood and relationships with peers, as well 
as what goes on in schools. Indeed, evidence on 
the most important factors influencing educational 
attainment suggests that it is families, rather than 
schools, that have the most influence. Closer links 
between schools, the family, and the local commu-
nity are needed.
	 Investing in the early years, thereby improving 
early cognitive and non-cognitive development and 
children’s readiness for school, is vital for later educa-
tional outcomes. Once at school, it is important that 
children and young people are able to develop skills 
for life and for work as well as attain qualifications. 

Policy Objective B 
Enable all children, young people and adults to 
maximise their capabilities and have control over 
their lives

�Reduce the social gradient in skills and 1	

qualifications.	

�Ensure that schools, families and commu-2	

nities work in partnership to reduce the 
gradient in health, well-being and resilience 
of children and young people.	

�Improve the access and use of quality life-3	

long learning across the social gradient.

�Ensure that reducing social inequalities in 1	

pupils’ educational outcomes is a sustained 
priority. 	

�Prioritise reducing social inequalities in life 2	

skills, by: 
�Extending the role of schools in support-——
ing families and communities and taking a 
‘whole child’ approach to education
�Consistently implementing ‘full service’ ——
extended school approaches
�Developing the school-based workforce to ——
build their skills in working across school–
home boundaries and addressing social 
and emotional development, physical and 
mental health and well-being.

�Increase access and use of quality lifelong 3	

learning opportunities across the social 
gradient, by:
�Providing easily accessible support and ——
advice for 16–25 year olds on life skills, 
training and employment opportunities 
�Providing work-based learning, including ——
apprenticeships, for young people and those 
changing jobs/careers 
�Increasing availability of non-vocational ——
lifelong learning across the life course.

Policy recommendations

Priority objectives
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Figure 7 Standardised limiting illness rates in 2001 at ages 16–74, by education level recorded in 2001

Closer links between schools, the family, and the 
local community are important steps to this achieve-
ment. The development of extended services in and 
around schools is important, but more is needed to 
develop the skills of teaching and non-teaching staff 
to work across home–school boundaries and develop 
the broader life skills of children and young people. 
	 For those who leave school at 16, further support 
is vital in the form of skills development for work and 
training, management of relationships, and advice 
on substance misuse, debt, continuing education, 

housing concerns and pregnancy and parenting. 
Such training and support should be developed and 
located in every community, designed specifically 
for this age group.
	 Central to our vision is the full development 
of people’s capabilities across the social gradient. 
Without life skills and readiness for work, as well as 
educational achievement, young people will not be 
able to fulfil their full potential, to flourish and take 
control over their lives. 

executive summary — 

photo: Image Source



 — strategic review of health inequalities in england post-2010  

The only [things] I am concerned [about] are the 
future of my children, the lack of opportunities for 
the younger generation and the lack of employment 
– that is very daunting. 

(Focus group participant)

Inequalities in work and employment
Being in good employment is protective of health. 
Conversely, unemployment contributes to poor 
health. Getting people into work is therefore of 
critical importance for reducing health inequalities. 
However, jobs need to be sustainable and offer a 
minimum level of quality, to include not only a decent 
living wage, but also opportunities for in-work devel-
opment, the flexibility to enable people to balance 
work and family life, and protection from adverse 
working conditions that can damage health.
	 Patterns of employment both reflect and reinforce 
the social gradient and there are serious inequalities 
of access to labour market opportunities. Rates of 
unemployment are highest among those with no 
or few qualifications and skills, people with dis-
abilities and mental ill-health, those with caring 
responsibilities, lone parents, those from some ethnic 
minority groups, older workers and, in particular, 
young people. When in work, these same groups are 
more likely to be in low-paid, poor quality jobs with 
few opportunities for advancement, often working 
in conditions that are harmful to health. Many are 
trapped in a cycle of low-paid, poor quality work and 
unemployment. 
	 The dramatic increase in unemployment in the 
United Kingdom during the early 1980s stimulated 
research on the link between unemployment and 
health. Figure 8 shows the social gradient in the 
subsequent mortality of those that experienced 
unemployment in the early 1980s. For each occupa-
tional class, the unemployed have higher mortality 
than the employed.
	 Insecure and poor quality employment is also 
associated with increased risks of poor physical 
and mental health. There is a graded relationship 
between a person’s status at work and how much 
control and support they have there. These factors, 
in turn, have biological effects and are related to 
increased risk of ill-health.
	 Work is good – and unemployment bad – for 
physical and mental health, but the quality of work 
matters. Getting people off benefits and into low 
paid, insecure and health-damaging work is not a 
desirable option. 

Policy Objective C
Create fair employment and good work for all

�Improve access to good jobs and reduce 1	

long-term unemployment across the social 
gradient.	

�Make it easier for people who are disadvan-2	

taged in the labour market to obtain and 
keep work.	

�Improve quality of jobs across the social 3	

gradient.

�Prioritise active labour market programmes 1	

to achieve timely interventions to reduce 
long-term unemployment. 

�Encourage, incentivise and, where appro-2	

priate, enforce the implementation of meas-
ures to improve the quality of jobs across 
the social gradient, by:
�Ensuring public and private sector ——
employers adhere to equality guidance and 
legislation
�Implementing guidance on stress manage-——
ment and the effective promotion of well-
being and physical and mental health at 
work. 

�Develop greater security and flexibility in 3	

employment, by:
�Prioritising greater flexibility of retirement ——
age 
�Encouraging and incentivising employers ——
to create or adapt jobs that are suitable for 
lone parents, carers and people with mental 
and physical health problems. 

Policy recommendations

Priority objectives
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Inequalities in income
Having insufficient money to lead a healthy life is a 
highly significant cause of health inequalities.20 
	 As a society becomes richer, the levels of income 
and resources that are considered to be adequate 
also rise. The calculation of Minimum Income for 
Healthy Living (MIHL) includes the level of income 
needed for adequate nutrition, physical activity, 
housing, social interactions, transport, medical care 
and hygiene. In England there are gaps between a 
minimum income for healthy living and the level of 
state benefit payments that many groups receive.
	 Despite important steps made by the Government 
to tackle child poverty, the proportion of the UK 
population living in poverty remains stubbornly 
high, above the European Union average and worse 
than in France, Germany, the Netherlands and the 
Nordic countries. Employment policy has helped, 
but the UK benefits system remains inadequate. 
	 Figure 9 shows that, after taking account of both 
direct and indirect tax, the taxation system in Britain 
disadvantages those on lower incomes. The benefits 
of lower direct tax rates for those on lower incomes 
are cancelled out by the effects of indirect taxation. 
People on low incomes spend a larger proportion of 
their money on commodities that attract indirect 
taxes. As a result, overall tax, as a proportion of dis-
posable income, is highest in the bottom quintile.

What can be done to reduce income inequalities?
State benefits increase the incomes of the worst off. 
Since 1998 tax credits have lifted 500,000 children 
out of poverty. It is imperative that the system of ben-
efits does not act as a disincentive to enter employ-
ment. Over two million workers in Britain stand to 
lose more than half of any increase in earnings to 
taxes and reduced benefits. Some 160,000 would 
keep less than 10p of each extra £1 they earned. 
Lone parents face some of the weakest incentives to 
work and earn more, because many will be, or worry 
they will be, subject to withdrawal of a tax credit or 
means-tested benefit as their earnings rise.
	 The current tax and benefit system needs over-
hauling to strengthen incentives to work for people on 
low incomes and increase simplicity and certainty for 
families. The Government could do more to redis-
tribute income and reduce poverty without harming 
the economy by delivering a net tax cut to people 
who currently face weak incentives to enter work or 
to increase their low levels of pay. A more progressive 
tax system is needed, one that includes the direct and 
indirect incomes that make up a person’s income.

Policy Objective D
Ensure a healthy standard of living for all

�Establish a minimum income for healthy 1	

living for people of all ages.
	

�Reduce the social gradient in the standard 2	

of living through progressive taxation and 
other fiscal policies.

 	
�Reduce the cliff edges faced by people mov-3	

ing between benefits and work. 

�Develop and implement standards for mini-1	

mum income for healthy living.

�Remove ‘cliff edges’ for those moving in 2	

and out of work and improve flexibility of 
employment.

�Review and implement systems of taxation, 3	

benefits, pensions and tax credits to provide 
a minimum income for healthy living stand-
ards and pathways for moving upwards.	

Policy recommendations

Priority objectives

I’m one person who would be better off not working 
with two kids. I would have more money if I didn’t 
work. 

(Focus group participant)
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Figure 9 Taxes as a percentage of gross income, by quintile, 2007/8
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Inequalities in neighbourhoods and communities
Communities are important for physical and mental 
health and well-being. The physical and social char-
acteristics of communities, and the degree to which 
they enable and promote healthy behaviours, all 
make a contribution to social inequalities in health. 
However, there is a clear social gradient in ‘healthy’ 
community characteristics (Figure 10).

People want to get involved with that, people will 
want to support that, people will want to volunteer 
for that, people want to get education to fit the role 
so that can grow and I don’t want people from 
outside of the community to do that, I want people 
from inside the community to do that because it’s up 
to us. We care about it. 

(Focus group participant)

What can be done to reduce community 
inequalities?
Social capital describes the links between individu-
als: links that bind and connect people within and 
between communities. It provides a source of resil-
ience, a buffer against risks of poor health, through 
social support which is critical to physical and mental 
well-being, and through the networks that help peo-
ple find work, or get through economic and other 
material difficulties. The extent of people’s partici-
pation in their communities and the added control 
over their lives that this brings has the potential to 
contribute to their psychosocial well-being and, as a 
result, to other health outcomes. 
	 It is vital to build social capital at a local level to 
ensure that policies are both owned by those most 
affected and are shaped by their experiences.
	 Building healthier and more sustainable com-
munities involves choosing to invest differently. For 
example, the Commission for Architecture and the 
Built Environment estimates that the budget for 
new road building, if used differently, could pro-
vide 1,000 new parks at an initial capital cost of 
£10 million each – two parks in each local authority 
in England. One thousand new parks could save 
approximately 74,000 tonnes of carbon, based on a 
10 hectare park with 200 trees.22 
	 Much of what we recommend for reducing health 
inequalities – active travel (for example walking or 
cycling), public transport, energy-efficient houses, 
availability of green space, healthy eating, reduced 
carbon-based pollution – will also benefit the sus-
tainability agenda.

Policy Objective E
Create and develop healthy and sustainable places 
and communities

�Develop common policies to reduce the 1	

scale and impact of climate change and 
health inequalities. 

�Improve community capital and reduce 2	

social isolation across the social gradient. 

�Prioritise policies and interventions that 1	

reduce both health inequalities and mitigate 
climate change, by:
�Improving active travel across the social ——
gradient 
�Improving the availability of good qual-——
ity open and green spaces across the social 
gradient 
�Improving the food environment in local ——
areas across the social gradient 
�Improving energy efficiency of housing ——
across the social gradient. 	

�Fully integrate the planning, transport, 2	

housing, environmental and health systems 
to address the social determinants of health 
in each locality. 

�Support locally developed and evidence-3	

based community regeneration programmes  
that: 
�Remove barriers to community participa-——
tion and action
�Reduce social isolation. ——

Policy recommendations

Priority objectives

You can see the deprivation. All you have to do 
is look outside. It is in your face every day – litter 
everywhere, rats and rubbish, it is a dump… It feels 
like people around you have no meaning to life. I 
keep my curtains closed at times. It doesn’t give you 
a purpose to do anything. 

(Focus group participant)



Figure 10 Populations living in areas with, in relative terms, the least favourable environmental 
conditions, 2001–6
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Many of the key health behaviours significant to 
the development of chronic disease follow the social 
gradient: smoking, obesity, lack of physical activity, 
unhealthy nutrition. An example is shown for obes-
ity in Figure 11. Each of the five policy areas of our 
recommendations are targeted at preventing the 
social gradient in incidence of illness. In addition, 
reducing health inequalities requires a focus on these 
health behaviours.
	 The importance of investing in the early years is 
key to preventing ill health later in life, as is investing 
in healthy schools and healthy employment as well 
as more traditional forms of ill-health prevention 
such as drug treatment and smoking cessation pro-
grammes. The accumulation of experiences a child 
receives shapes the outcomes and choices they will 
make when they become adults. 
	 Prevention of ill health has traditionally been the 
responsibility of the NHS, but we put prevention 
in the context of the social determinants of health. 
Hence, all our recommendations require involve-
ment of a range of stakeholders. Local and national 
decisions made in schools, the workplace, at home, 
and in government services all have the potential to 
help or hinder ill-health prevention. 
	 At present only 4 per cent of NHS funding is 
spent on prevention. Yet, the evidence shows that 
partnership working between primary care, local 
authorities and the third sector to deliver effective 
universal and targeted preventive interventions can 
bring important benefits. 

Policy Objective F
Strengthen the role and impact of ill-health 
prevention

�Prioritise prevention and early detection of 1	

those conditions most strongly related to 
health inequalities.	

�Increase availability of long-term and sus-2	

tainable funding in ill health prevention 
across the social gradient. 

�Prioritise investment in ill health prevention 1	

and health promotion across government 
departments to reduce the social gradient. 

�Implement an evidence-based programme 2	

of ill health preventive interventions that are 
effective across the social gradient by: 
�Increasing and improving the scale ——
and quality of medical drug treatment 
programmes
�Focusing public health interventions such as ——
smoking cessation programmes and alcohol 
reduction on reducing the social gradient 
�Improving programmes to address the caus-——
es of obesity across the social gradient. 

�Focus core efforts of public health depart-3	

ments on interventions related to the social 
determinants of health proportionately 
across the gradient. 

Policy recommendations

Priority objectives



Figure 11 Prevalence of obesity (>95th centile), by region and deprivation quintile, children aged 10–11 
years, 2007/8
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Delivery systems

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

Central direction, local delivery
Where does responsibility for action lie? There is no 
question that central, regional, and local government 
all have crucial roles to play. As we conducted this 
Review, we formed partnerships with the North 
West region of England, and with London; both 
regions are seeking to put the reduction of health 
inequalities at the centre of their strategy and 
actions.25 They will be joined by several other local 
governments, Primary Care Trusts, and third sector 
organisations. 
	 The argument was put to us that local practition-
ers want principles for action rather than detailed, 
specific recommendations. Local areas suggested 
they will exercise the freedom to develop locally 
appropriate plans for reducing health inequali-
ties. The policy proposals made in this Review are 
intended to provide evidence of interventions that 
will reduce health inequalities and to give directions 
of travel without detailed prescription of exactly 
how policies should be developed and implemented. 
Similarly, the Review has proposed a national frame-
work of indicators, within which local areas develop 
those needed for monitoring local performance 
improvement in their own areas.

Individual and community empowerment
Linked to the question of whether action should be 
central or local is the role of individual responsibil-
ity, often juxtaposed against the responsibility of 
government. This Review puts empowerment of 
individuals and communities at the centre of action 
to reduce health inequalities. But achieving indi-
vidual empowerment requires social action. Our 
vision is of creating conditions for individuals to take 
control of their own lives. For some communities this 
will mean removing structural barriers to participa-
tion, for others facilitating and developing capacity 
and capability through personal and community 
development. 
	 There needs to be a more systematic approach 
to engaging communities by Local Strategic 
Partnerships at both district and neighbourhood 
levels, moving beyond often routine, brief consulta-
tions to effective participation in which individuals 
and communities define the problems and develop 
community solutions. Without such participation 
and a shift of power towards individuals and com-
munities it will be difficult to achieve the penetra-
tion of interventions needed to impact effectively on 
health inequalities.
	 Strategic policy should be underpinned by a lim-
ited number of aspirational targets that support the 
intended strategic direction, to improve and reduce 

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

National health outcome targets across the 
social gradient
It is proposed that national targets in the 
immediate future should cover: 

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

Once an indicator of well-being is developed 
that is suitable for large-scale implemen-
tation, this should be included as a third 
national target on health inequality.

National targets for child development across 
the social gradient 
It is proposed that national targets should 
cover: 

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

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

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

Conclusion

Social justice is a matter of life and death. It affects 
the way people live, their consequent chances of 
illness and their risk of premature death. 
	 This is the opinion of the Commission on Social 
Determinants of Health set up by the World Health 
Organisation. Theirs was a global remit and we can 
all easily recognise the health inequalities experi-
enced by people living in poor countries, people for 
whom absolute poverty is a daily reality. 



	 It is harder for many people to accept that serious 
health inequalities exist here in England. We have 
a highly valued NHS and the overall health of the 
population in this country has improved greatly 
over the past 50 years. Yet in the wealthiest part of 
London, one ward in Kensington and Chelsea, a man 
can expect to live to 88 years, while a few kilometres 
away in Tottenham Green, one of the capital’s poorer 
wards, male life expectancy is 71. Dramatic health 
inequalities are still a dominant feature of health in 
England across all regions.
	 But health inequalities are not inevitable and can 
be significantly reduced. They stem from avoid-
able inequalities in society: of income, education, 
employment and neighbourhood circumstances. 
Inequalities present before birth set the scene for 
poorer health and other outcomes accumulating 
throughout the life course. 
	 The central tenet of this Review is that avoidable 
health inequalities are unfair and putting them right 
is a matter of social justice. There will be those who 
say that our recommendations cannot be afforded, 
particularly in the current economic climate. We 
say that it is inaction that cannot be afforded, for 
the human and economic costs are too high. The 
health and well-being of today’s children depend on 
us having the courage and imagination to rise to the 
challenge of doing things differently, to put sustain-
ability and well-being before economic growth and 
bring about a more equal and fair society. 
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DEfRA	� Department for Environment, Food 
and Rural Affairs

DFLE		� Disability Free Life Expectancy

GCSE		� General Certificate of Secondary 
Education

GHQ		�  General Health Questionnaire

MIHL	 Minimum Income for Healthy Living

NHS 		  National Health Service

NS-SEC	� National Statistics Socio-economic 
Classification

ONS		�  Office for National Statistics
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