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[bookmark: _Toc19832]Executive summary
1. 	The health of people in England has 	4. 	Health inequalities are determined by a improved significantly over the last 	wide range of social and economic factors. decade. People are living longer and more 	But some health inequalities result from years of life are spent in better health. 	underlying factors including ethnicity, There are many reasons why this is so, but 	disability and gender which are wider than actions to improve the health of mothers 	socio-economic, geographical or and babies and the earlier diagnosis and 	environmental factors. In the case of those treatment of cancer and cardiovascular 	groups covered by equalities legislation, disease have all helped. Across the 	the Government is obliged to ensure that country, lives have been saved. But despite 	policies address the need to eliminate this overall improvement, inequalities in 	unlawful discrimination and promote health and in health outcomes remain.	equality of opportunity, and to take other steps including the promotion of good 2. 	While the general health of the population 	relations between different groups and the is improving, that of the better off is 	elimination of harassment. This assessment improving at a faster rate. The less well off 	identifies equality issues for these groups have shorter life expectancy and more 	and suggests some possible interventions. illness than those who are doing well 	At this stage it is a partial assessment.
materially and socially. And better health is 
not just important in itself. Without it, 	The Government’s approach people struggle to make progress in other 
areas of their life: getting and holding 	5. 	From its early days, this Government has down a job or returning to work; holding 	had at its core two objectives for health: a family together; participating as citizens 	improving the health of the whole 
in the life of the community; and enjoying 	population and, at the same time, tackling a sense of well-being.	unfairness and inequality to reduce health 
inequalities. 3. 	In a fair society, your health should not be determined by where you are born, where 	6. 	To tackle health inequalities, the you live and your income. Everyone 	Government has focused on three broad should have a fair chance of living a long 	areas for action. The emphasis on each and healthy life. So tackling health 	area has changed over time as we have inequalities is essential to creating a fairer 	learned about what works and the scale of society where everyone has a chance to 	the problem. The three areas are: realise their potential.
· tackling the wider social determinants of 	• by 2010 to reduce inequalities in health, including helping more people 	health outcomes by 10% as measured into work and raising standards of 	by infant mortality and life expectancy educational attainment – this was 	at birth.
highlighted in the 1998 Acheson report and has been an enduring feature of 	8. 	This is underpinned by two aims:
policy and action over the last decade;
· starting with children under one year, by • shaping behaviours likely to lead to 	2010 to reduce by at least 10% the gap better health for people who experience 	in mortality between the routine and health inequality, by, for example, 	manual socio-economic group and the banning smoking in the workplace – this 	population as a whole; and was a strong focus after the Derek 
	Wanless reports in 2002 and 2004 on 	• starting with local authorities, by 2010 
the importance of action to prevent ill 	to reduce by at least 10% the gap health; and	between the fifth of areas with the 
worst health and deprivation indicators • improving health services and tailoring 	(the Spearhead group) and the resources and primary care in areas 	population as a whole. where health inequalities are 
concentrated, including offering stronger 9. 	This is an ambitious target. England was incentives for primary care to diagnose 	the first country in the world to put in problems earlier – this has been an 	place a programme to meet such enduring theme, but since 2004 efforts 	ambitious aims. They have acted as have been targeted on the fifth of the 	and continue to be a powerful catalyst country with the highest levels of 	for action. disadvantage.
10. In the time since the target was set, 
7. 	The Government has sought to incentivise 	the Government has developed better change and track the impact of actions by 	evidence of what works, where action measuring and setting targets for two 	needs to be prioritised to make faster essential ‘markers’ of change – infant 	progress and how best to target resources 
	mortality rates and life expectancy. The 	and effort. At the same time, there is 
	target is:	compelling evidence that some groups and 
communities continue to be left behind. The challenge must be to give everyone a fair chance of achieving longevity and 	action. It does signal the beginning of a more years spent in good health.	significant programme of work over the next few years.
11. The purpose of Health Inequalities: 
	Progress and Next Steps is therefore to:	13. In that programme of work we will:
· assess progress to date and clarify the 	• use the best available national and 
	challenge ahead;	international evidence and look to fill 
gaps in the evidence base;
· review what works;
· work to align systems and processes so 
· identify areas for immediate action that 	that they support and promote effective will help with progress towards the 	local action on health inequalities;
2010 target, all the time recognising 
	that the target is a means of measuring 	• engage with the wider community in 
	progress, not an end in itself; and	developing our ambitions and 
programmes – for example, to consider • set out further action to develop our 	what might follow on from our current approach to tackling health inequalities 	PSA after 2010; and over the long term, including:
• understand the needs of disadvantaged – working to strengthen action across 	communities and invest more in government;	effective commissioning.
– refocusing our work in three areas for 	14. Later this year the Department of Health is action; and	expecting three important contributions to 
shaping policy on health inequalities: – developing our ambitions beyond the current Public Service Agreement 	• the findings of the Health Select 
	(PSA) period.	Committee’s current inquiry into health 
inequalities; 12. The document does not suggest that all the answers are in place. It recognises that 	• the report of the WHO Commission on tackling health inequalities is a long-term 	Social Determinants of Health; and project. It requires effective co-ordination of policy and delivery at all levels. It requires change in all three areas for 

	• a report reviewing progress over the 10 years since Sir Donald Acheson’s 
Independent Inquiry into Inequalities in Health Report.
15. The Department will take account of these in shaping how it moves forward.
This assessment
	17. 
	The Department will show its commitment to delivering equalities on the ground by strengthening assurance of equality throughout the health and social care system. From April 2009, accountable officers will be required to assure that they are complying with equalities legislation through annual statements of internal control, published as part of each organisation’s audited annual accounts. And the NHS ‘vital signs’ will be developed to include information on key groups at risk of health inequalities.

	16. 
	The assessment of the equalities impact of 
Health Inequalities: Progress and Next Steps given here is therefore no more than a starting point for more analysis and an 
improved understanding of the interventions that count across Government policies to tackle health inequalities. Some of the factors that are significant for the health of groups in each equality area are given, as well as some potential ways of bringing about improvements. These need to be considered more fully, and the Equalities Impact Assessment will continue to be developed in step with the emerging strategy so that policies and targets are equality-proofed.
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20. Obesity and its risks are not experienced equally across society, in some cases this is 18. There is evidence of health inequalities 	related to particular behaviours. There is based on ethnic origin. In some cases 	evidence that people whose ethnic these arise because of physiological 	background is Pakistani or Bangladeshi are disposition, such as higher risks of vascular 	much less likely to engage in high levels of disease for South Asian and African-	physical exercise.
Caribbean groups. In other cases the 
inequalities relate to differences in access 	21. There are marked differences in to services or to differences in diet. For 	satisfaction with primary care services. children there are differences in uptake of 	People from black and minority ethnic immunisation, infant mortality rates are 	groups report significantly worse access higher among some ethnic groups and 	than white British people. Performance on 
access to services by refugee families is 	access is worst for people from Pakistani poor. Many people from black and 	and Bangladeshi backgrounds: their minority ethnic communities also 	satisfaction with their level of access is experience other social conditions – such 	10–20 percentage points below that as poverty, poor housing and 	reported by people from white British unemployment – which interact with 	backgrounds.
health inequality and make it difficult for 
	them to lead healthier lives.	22. Lower satisfaction among people from 
black and minority ethnic groups is partly 
19. Smoking is responsible for one in six 	due to patient characteristics (they tend to deaths in the UK. It is overall the one area 	be younger and live in more deprived where behavioural change would make 	areas) and practice performance (they the greatest impact on health inequalities. 	tend to be registered with poorer A clear divide remains in smoking levels 	practices). However, even once these between manual and non-manual groups, 	factors are taken into account, satisfaction and there are also significant differences 	is still lower for people from black and between different ethnicities and genders. 	minority ethnic groups – and significantly Over 40% of Bangladeshi men smoke, 	so for people from Asian/Asian British compared to around 5% of Bangladeshi 	backgrounds, particularly recorded as women, and more than one in four 	Bangladeshi. women of Irish descent are smokers.
23. A summary of possible interventions to address these issues is set out below.
	Potential intervention
	Potential for impact on 2010 targets
	Potential for impact up to and beyond 2010 on equality issues

	Consumer insight research into the different attitudes and campaign messages that are effective for different audiences, including lower socio-economic groups and black and minority ethnic groups
	Yes
	Yes

	Targeted stop smoking services
	Yes
	Yes

	Improved access to services
	No
	Yes


	Disability
	26. 
	People with disabilities often experience multiple forms of labour market disadvantage: more than 40% of people with disabilities are low-skilled; around 25% of those of working age are over 50; and around 10% are from black and minority ethnic groups.

	
	27. 
	However, the proportion of vulnerable private sector households (defined as those in receipt of income or disabilityrelated benefits) living in non-decent housing fell by 25 percentage points between 1996 and 2006 (from 57% to 32%).

	
	28. 
	People with disabilities with certain specific 
impairments face particularly poor outcomes. Those with mental health conditions or learning disabilities have poorer educational qualifications, do much less well in the labour market and generally have lower incomes than other disabled people. Poor economic outcomes during 


24. It is clear that more needs to be done to address the needs of people with disabilities. Compared with people with out disabilities, they are more likely to live in poverty, less likely to have educational qualifications, more likely to be economically inactive, more likely to experience problems with hate crime or harassment, and more likely to experience problems with housing and transport. These correlations appear to work in both directions: people are also more likely to become disabled if they have a low income, are out of work or have low educational qualifications.
25. Stroke is the single largest cause of disability in England.1 Approximately half of those who survive a stroke will be left with long-term disability problems six months afterwards and will be dependent on others.

1 Martin J, Meitzer H, Elliot D (1998). OPCS Survey of Disability in Great Britain, London, HM Stationery Office.
their working lives prevent people with 	these issues. Those initiatives are set out disabilities from providing comfortably for 	below.
old age, prolonging disadvantage into 
	retirement.	Mental health problems
29. One study2 has estimated that people with 33. Mental health problems are common learning disabilities or long-term mental 	and can have a significant impact on health problems are 58% more likely to 	individuals and their families. Half of all die before age 50 than non-disabled 	women and a quarter of men will be people. And studies of psychiatric patients 	affected by depression at some time in in hospitals show that up to 70% smoke.	their life with suicide in the top five causes of lost years of lives. Poor mental health 30. Access to care services has been reported 	significantly increases the risk of poor as an issue. Around a quarter (24%) of 	physical health and premature death;3 it is deaf or hearing-impaired people miss care 	associated with increased risk of heart appointments, and 19% miss more than 	disease, diabetes, respiratory disease and five appointments, because of poor 	infections, with the risks of heart disease communication. Two-fifths (40%) of 	estimated to be twice as high for people visually impaired people believe that their 	with depression or mental illness and 1.5 GPs are not fully aware of their needs, 	times for those who are generally happy. rising to 60% for other surgery staff. 	Furthermore, living with mental illness can Disabled people are also four times more 	exacerbate the risk of other inequalities. likely than the general population to find 
their dentist’s surgery inaccessible.	34. Stigma and shame are barriers to the engagement and employment of people 31. A number of high-profile reports have 	with mental illness. Negative media images drawn attention to the need to address 	add to this discrimination. Only 21% of shortcomings and failures in the health 	people with long-term mental illness are 
service’s response to people with 	employed, the lowest proportion of any learning disabilities.	disabled group.
32. A number of initiatives are either under 	35. People with severe mental illness are 1.5 way or could be developed to address 	times more likely to die prematurely than 
2 Hollins S, Attard M, von Fraunhofer N, McGuigan S, Sedgwick P (1998). ‘Mortality in people with learning disability: Risks, causes and death certificate findings in London’ Development Medicine and Child Neurology 40, 1, 50–56 3 National Institute for Mental Health in England (2006). Making It Possible: Improving Mental Health and Well-Being in England, Department of Health

	Potential intervention
	Potential for impact on 2010 targets
	Potential for impact up to and beyond 2010 on equality issues

	The new Human Rights in Healthcare programme – this is currently being taken forward, helping the NHS to recognise and respect the fundamental human rights of all patients
	Yes
	Yes

	Promotion of a Primary Care Trust (PCT) framework to support comprehensive health checks, health action planning and better access to health promotion services for people with learning disabilities
	Yes
	Yes

	Guidance to be published for the NHS on meeting the Disability Equality Duty for people with learning disabilities, describing the issues and giving good practice examples
	Yes
	Yes

	The response to the independent inquiry established to look into the unnecessary deaths, reported by Mencap, of six people with learning disabilities will be published shortly
	No
	Yes

	Production of a new mental health and employment strategy and the rollout of the programme Improving Access to Psychological Therapies across the country
	No
	Yes


others, often from preventable causes, and 38. There are also differences in alcoholthey are also less likely to access routine 	related deaths. There are now around 
	health checks.	23,260 deaths related to alcohol every 
year in England. Every man dying of 
Gender	alcohol-related causes loses on average 21 
years of life, and every woman loses 15 
36. Over the nine years since the 1995–97 	years.
baseline for the life expectancy PSA target, 
average life expectancy for males has 	39. In the most deprived communities, increased by 2.7 years to 77.3 years and 	increased alcohol consumption affects for women by 1.9 years to 81.6 years. Life 	health outcomes, in terms both of months expectancy in the Spearhead PCTs has also 	of life lost and of alcohol-specific mortality. increased, but not as much: male life 	Analysis of months of life lost to alcoholexpectancy has increased by 2.6 years and 	attributable conditions in areas with female life expectancy by 1.7 years over 	different levels of deprivation (as the nine years from 1995–97 to 2004–06.	calculated by the Index of Multiple 
Deprivation 2004) shows a loss of around 37. There is evidence of gender differences in 	six months (males) and three months health risk factors such as obesity, linked 	(females) in the quintile of least deprived with the generally higher prevalence of 	areas. This rises to around 18 months obesity in less advantaged social groups.4 	(males) and 7 months (females) in the A girl with an overweight or obese mother 	most deprived quintile, demonstrating or with both parents overweight or obese 	strong links between months lost and is more likely to be obese.5 Boys are more 	deprivation for both sexes in these likely to be obese in households where the 	communities.
mother is overweight or obese. Among 
women, the likelihood of being obese is 	40. A stronger link with deprivation is found related to a measure of household income. 	when looking at deaths attributable to Latest data shows in the highest income 	alcohol. Analysis of alcohol-specific quartile, 19% were obese, whereas in the 	mortality rates among people aged under lowest income quartile this rose to 32%. 	75 reveals five deaths (males) and three There does not appear to be a similar 	deaths (females) per 100,000 in the least relationship between household income 	deprived quintile. This is compared with 
	and obesity for men.	26 deaths (males) and 11 deaths (females) 
in the most deprived quintile.
4 Law C, Power C, Graham H, Merrick D, (2007). ‘Obesity and health inequalities’ Obesity Reviews 8 (suppl 1) 19–22 5 Craig R, Mindell J (eds) (2008). Health Survey for England 2006, London, The Information Centre for Health and Social Care
41. Perceptions of risk factors between men 43. Initiatives that may make a difference for and women may affect health outcomes. gender equality are listed in the table below. For example, there is evidence that people think of heart disease as a problem for Age men. In fact, women’s level of risk catches 
up with men’s at the menopause. Women 	44. The current PSA targets on life expectancy tend to present later and their symptoms 	and infant mortality are making an impact are not always recognised, so they are 	at both ends of the life cycle.
liable to have poorer outcomes.
Older people 42. There are no significant differences in people’s reported satisfaction with primary 	45. Life expectancy is improving in most areas. care services when analysed by gender. 	This is influenced by, for example, reduced More comprehensive primary care services 	rates in the number of deaths from cancer 
	have generally delivered reduced health 	and circulatory disease in the under-75 
	inequalities. 	age group. This fall in cancer and 
	Potential intervention
	Potential for impact  on 2010 targets
	Potential for impact up to and beyond 2010 on equality issues

	Intervention and advice to reduce alcohol consumption and alcohol related admissions
	Yes
	Yes

	Support from the Teenage Pregnancy National Support Team for change in areas with high under-18 conception rates
	Yes
	Yes

	Work with the Home Office on a Violence and Abuse Prevention Strategy, including a focus on children and domestic violence
	No
	Yes


	circulatory disease deaths among under-	Mid-years
75’s is more accentuated in the Spearhead 
	areas.	50. Inequalities in the mid years also need to 
be addressed. Choices made at this time 46. For older people, the uptake of flu 	such as drinking, smoking and misusing vaccinations in the most deprived fifth of 	drugs go on to determine the risk of dying PCTs has improved by nine percentage 	prematurely. The Government knows too points between 2002 and 2005 (from 	that getting people back to work helps 65% to 74%), leading to a narrowing of 	people stay well. inequalities in absolute and relative terms: 
	uptake in the most deprived fifth of PCTs 	51. Health literacy is related to health 
	is now almost the same as the England 	inequalities and is associated with health 
	average (75% in 2005).	behaviours and outcomes. Recent UK 
research has demonstrated that the risk of 47. Fuel poverty and poor energy efficiency 	limited health literacy increases with age, are issues for some households, leading to 	being male, low educational attainment excess winter deaths. In 2005–06, there 	and low income. The greater the health were 25,700 excess winter deaths in 	literacy of an individual, the greater their England and Wales, for each one of these 	likelihood of eating at least five portions of deaths there is an estimated eight 	fruit and vegetables a day, being a nonemergency admissions to hospital each 	smoker and having good self-rated health, 
winter and over 100 households living in 	independent of age, education, gender, fuel poverty.	ethnicity and income.
48. The prevalence of disability increases 	52. Alcohol is a particular problem in the mid rapidly with age. Approximately 75% 	years. Around 26% of adults in England of men and women aged 85 and over 	are drinking at hazardous, harmful or 
	are disabled.	dependent levels. The largest increase in 
the number of NHS alcohol-related 49. There is increasing evidence that improved 	hospital admissions is in the 35–49 age lifestyles have significant impacts in old 	group. These include admissions where age. Exercise reduces the risk of dementia, 	alcoholic liver disease, the toxic effect of stopping smoking has almost immediate 	alcohol or mental and behavioural disorder benefits and alcohol consumption 	due to alcohol are identified as the primary increases the risk of falls and accidents.	or secondary diagnosis.
53. The social pattern of problem drinking is 	Research has also shown that, for both complex, but more disadvantaged 	men and women, working full and partcommunities have higher levels of 	time, self-reported health status worsens mortality, hospital admission, crime, 	as the number of weekly hours of care absence from work, school exclusions, 	increases.9 Other research has shown how teenage pregnancy and road traffic 	carers can experience stress-related accidents due to alcohol consumption. 	illnesses as a result of caring;10 carers were Within localities, the most disadvantaged 	more likely to report their health as “not individuals – typically unemployed, low-	good”, or to have a limiting illness or income older smokers – have 4 to 15 	disability, than those who did not provide times greater alcohol-specific mortality and 	care – 26% compared to 10%. In 2008, 4 to 10 times greater alcohol-specific 	28% of carers said their health had been 
	admission to hospital than the most 	affected by their caring commitments, 
	affluent.	with 14% of carers reporting that they felt 
depressed as a result of their 
54. There is some recent evidence of increases 	responsibilities.11 Based on the 2001 in the amount of fruit and vegetables 	census, Pakistani and Bangladeshi groups eaten by people from lower social classes 	are more likely to be carers than any other and falls in their alcohol consumption.6	ethnic group.
55. Younger people in general tend to report 	Children and families lower satisfaction than older people in 
their access to primary care services.	57. Getting it right early for children and families is the best way to tackle health 56. About 60% of carers living in the same 	inequalities in the long term, both to household as the person they care for say 	improve individual lives and to break the their health is affected by caring.7 Nearly 	inter-generational cycles of poor health 21% of carers providing more than 50 	and deprivation that can occur. Where you hours of care, report that they are not in 	are born, your parents’ occupation and good health, compared with fewer than 	income and the environment in which you 
	11% of the non-carer population.8 	grow up all make a real difference to your 
6 DEFRA (2008). Family Food in 2006, London, Tso 7 General Household Survey, Office for National Statistics 8 General Household Survey, Office for National Statistics
9 Yeandle et al: Carers, Employment and Services (CES) study, 2006/7.
10 MacKenzie C, Smith M, Hasher L, Leach L, Behl P (2007). ‘Cognitive functioning under stress: evidence from informal caregivers of palliative patients’ Journal of Palliative Medicine, 10, 3, 749–758 11 ONS, 2006
health in later life. In turn, the way 	or more GSCEs at grades A*–C increased children grow and develop, the lifestyles 	by 12 percentage points between 2002 they choose, their opportunities for 	and 2007 (from 23% to 35%). exercise and their employment prospects 
further determine the way their life will 	60. There has been a narrowing since turn out. A child born into the most 	1990 in the social gradient for childhood disadvantaged 5% of families is 100 times 	immunisations.
more likely to have multiple problems at 
age 15 than a child born in the 50% best 	61. There is evidence of a strong positive off families. Between the age of three and 	relationship between deprivation and six, children learn complex social 	obesity for children in both reception year behaviours and develop emotional and 	and year 6. This is strongest in year 6, 
	problem-solving capabilities.	where obesity is almost 10% higher in the 
most deprived areas than in the least 
58. The proportion of children in England 	deprived.12 Obesity presents huge future living in absolute (before housing costs) 	costs to individuals and wider society. low-income households fell by 13 	Young very obese men in their 20s and percentage points between 1998/99 and 	30s could lose up to 13 years of their lives 2005/06 (from 26% to 13%). The 	if they remain very obese, often by proportion living in relative low-income fell 	developing type 2 diabetes. Up to one by 4 percentage points over the same 	million cases of type 2 diabetes each year period (from 26% to 22%). Compared to 	can be attributed to inactivity and obesity.
1998/99, 400,000 fewer children in 
England were living in relative low income 	62. There is good evidence that being in 2005/06, with 600,000 fewer children 	outdoors is the most powerful correlate of living in relative low income across the UK 	physical activity, particularly in pre-school as a whole.	children.13 There is also evidence that 
children with attention deficit disorder 
59. Educational outcomes have improved for 	experience significant improvement of pupils eligible for free school meals. The 	their symptoms if they play in natural proportion of these children attaining five 
12  The Information Centre for Health and Social Care (2008). National Child Measurement Programme: 2006/07 school year headline results, London, The Information Centre
13 Baranowski T, Thompson W, DuRant R, Baranowski J, Puhl J (1993). ‘Observations on physical activity in physical locations: age, gender, ethnicity, and month effects’ Research Quarterly for Exercise and Sport 64, 2, 127–133.
areas or have views of trees and grass 	more cigarettes per day and to take more outside their home.14	nicotine and tar from each cigarette than 
less disadvantaged smokers. 63. Smoking is the largest recognised cause of premature death and disability, and is 	65. Long-term smokers bear the heaviest responsible for about one in six deaths 	burden of death and disease related to 
	(over 100,000 in total) every year in the 	their smoking and are disproportionately 
UK. Smoking prevalence has fallen 	drawn from lower socio-economic groups. dramatically in the most affluent sectors of 	Smokers in poorer social groups tend to society over the past 30 years, but much 	have started smoking at an earlier age: less so among the most disadvantaged. 	31% of smokers in managerial and Women who smoke during pregnancy are 	professional households started before more likely to have babies born 	they were 16, compared with 45% of prematurely, twice as likely to have low 	those in routine and manual households. birth weight babies and up to three times 
more likely to die from sudden unexpected 66. Alcohol has a serious effect on behaviour death in infancy (SUDI). Low birth weight 	and relationships in the home, affecting babies experience increased risk of 	the mental health and behaviour of cardiovascular disease and diabetes.	children of alcohol-misusing parents.15 
Furthermore, harmful drinking is linked to 64. Since smoking kills approximately half of 	psychiatric morbidity including depression, all regular smokers, the persistence of high 	and around a third of incidents of smoking prevalence in the most deprived 	domestic violence are linked to alcohol social groups has exacerbated health 	misuse. Around one million children live in inequalities. Socially disadvantaged 	families where at least one parent misuses individuals are more likely to have grown 	alcohol, and by the age of 15 young up in a household with exposure to 	people in families with a parent who tobacco smoke, to have become smokers 	drinks at harmful levels have rates of at a very young age (when the brain is still 	psychiatric disorder that are between 2.2 developing, possibly leading to irreversible 	and 3.9 times higher than those of other 
developmental changes that result in 	young people.16 sustained nicotine addiction), to smoke 
14 Kuo F, Faber Taylor A (2004). ‘A potential natural treatment for attention-deficit/hyperactivity disorder: Evidence from a national study’ American Journal of Public Health 94, 9, 1580–1586 15 D Fergusson, L Horwood and M Lynskey, The Childhoods of Multiple Problem Adolescents: A 15-Year Longitudinal Study, Journal of Child Psychology and Psychiatry, 1994
	Potential intervention
	Potential for impact on 2010 targets
	Potential for impact up to and beyond 2010 on equality issues

	Extension of the Family Nurse Partnership to more areas for early, intense support
	Yes
	Yes

	Publications of the Child Health Promotion Programme in March 2008
	Yes
	Yes

	Publication of a new Child Health Strategy in autumn 
2008
	Yes
	Yes

	Systematic application of initiatives to reduce smoking, especially among the routine and manual group and children and young people
	Yes
	Yes

	Systematic application of initiatives for the prevention, effective management and treatment of cardiovascular disease
	Yes
	Yes

	Fluoridation of water supplies in areas with high rates of tooth decay
	No
	Yes

	Improved access to NICE-approved psychological therapies in areas of high inequality
	Yes
	Yes

	Work with both the Department for Work and Pensions and the private sector to improve the health and wellbeing of those of working age
	Yes
	Yes


67. Children’s dental health has generally 	drinks in poorer areas. The introduction of improved, but dental caries (as measured 	universal fluoridation of water would by the number of children under five years 	improve dental health for all children, with old with decayed, missing or filled teeth) is 	the greatest improvements occurring in about five times worse in lower socio-	the poorer areas, where dental health is economic groups. These outcomes are 	currently worst.
associated with eating habits, including the greater consumption of fast food and fizzy 

68. The table above summarises possible interventions which could have an impact on age-related inequalities.
Religion or belief
69. There are no general health inequality issues around religion and belief, except in realtion to ethnicity. The Spearhead areas contain 53% of the Muslim population, who have the highest levels of ill health among faith groups once the age structures of the different faith groups have been taken into account. Although Muslims are represented in a wide range of ethnic groups, including many of African origin, the majority are of Pakistani and Bangladeshi origin – a group for whom there is clear evidence of health inequality, including higher smoking rates amongst men and higher rates of coronary heart disease and diabetes.
70. Interventions on religion and belief are set out in the table below.
Sexual orientation
	Potential intervention
	Potential for impact on 2010 targets
	Potential for impact up to and beyond 2010 on equality issues

	Consumer insight research into the different attitudes and campaign messages that are effective for different audiences, including manual socio-economic groups and black and minority ethnic groups
	Yes
	Yes

	Improved access to services
	No
	Yes


71. Lesbian, gay, bisexual and transgender (LGBT) people experience a number of health inequalities which are not always recognised in health and social care settings. LGBT people are significantly more likely to smoke, to have higher levels of alcohol use and to have used a range of recreational drugs than heterosexual people. They are also at greater risk of deliberate self-harm; research suggests that deliberate self-harm may be linked to difficulties in being ‘out’ in society or having experienced rejection from other people. Although most LGBT people do not experience poor mental health, research suggests that some are at higher risk of mental health disorder, suicidal behaviour and substance misuse. Some transgender people have reported difficulties in accessing gender reassignment services. There is also evidence suggesting significantly higher rates of self-harm and attempted suicide among transgender groups.

72. Since the mid-1990s, newly diagnosed 	73. Interventions on sexual inequality are set cases of HIV have been increasing. 	out in the table below.
Increased testing will have contributed in 
part to this, and also enables earlier intervention. Men who have sex with men continue to be disproportionately affected. By 2006, men having sex with men accounted for up to three-quarters of UK-acquired HIV infections, and they remain the behavioural group at greatest risk of acquiring HIV in the UK. An estimated 31% of men having sex with men aged 15-59 were unaware of their infection in 2006. Among HIV-infected men having sex with men, diagnosed late are 14 times more likely to die within one year of diagnosis than those diagnosed 
earlier.17
	Potential intervention
	Potential for impact on 2010 targets
	Potential for impact up to and beyond 2010 on equality issues

	Improve access to services
	No
	Yes

	Pilot sites will be identified to work with the NHS and the volutary sector to reduce undiagnosed HIV by further improving detection and diagnosis in a variety of settings, providing pump priming in selected areas to invest in new information technology for community contraceptive services and invest in condom distribution schemes for particularly vulnerable roups.
	Yes
	Yes


17 Chadborn T, Baster K, Delpech V, Sabin C, Sinka K, Rice B, Evans B (2005). ‘No time to wait: How many HIV-infected homosexuals men are diagnosed late and consequently die?’ AIDS 19, 5, 513–520
[bookmark: _Toc19834]Conclusion
74. The initial assessment of health inequalities shows that more needs to be done to meet the current PSA targets on infant mortality and life expectancy, building on the success in those areas which have both demonstrated an absolute improvement for all and a narrowing of the differences between different groups. Over the coming months, the Department will work with stakeholders to make sure that after 2010 the right metrics, incentives and objectives are in place to create a system putting health inequalities at the heart of all that public services do.
75. The equality issues identified in this assessment will form part of the Department’s wider action plan to tackle inequality issues.
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