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Executive Summary 
 

Scope of the review. 
 
This report presents a critical review of the draft Strategic Regeneration 
Framework prepared by the Olympic Boroughs. The analysis uses the policy 
objectives recommended in the Marmot Review and the framework provided by 
WHO Healthy Cities Phase V. 
Key recommendations are set out for consideration. 
 
Summary analysis. 
 
Action across all the policy objectives is essential if the social determinants of 
health are to be addressed particularly early child hood development and 
education, employment and working conditions ,housing and urban planning 
neighbourhoods, transport and democratic participation. 
 
A key message is taking a whole system approach in which partnership working 
with communities creates a sustainable impact on health inequalities in a 
systematic and scaled up response. This total place perspective and concerted 
action holds the potential to achieve the necessary scale of impact. Alignment of 
local strategies with wider London wide strategic plans will provide greater 
synergy. 
 
Convergence and economic growth are not the most relevant measures in 
seeking to reduce health inequalities and fairness. The fair distribution of health 
and sustainability are important goals too. Indictors are needed that monitor the 
changes which take place between various communities and neighbourhoods 
across the Boroughs. These will need to identify the impact across the life 
course and health of individuals. This will require an understanding of the 
changes in composition of local populations both living and working across the 
5 Boroughs. 
 
Reducing health inequalities will require: 

• Investing significantly more in early years  
• Reducing inequalities in educational and skills outcomes 
• Improving employment and working conditions. 
• Improving income for healthy living. 
• Refocusing resources to create healthier, more sustainable and socially 

cohesive communities. 
• Placing greater emphasis on prevention of ill-health rather than relying on 

the NHS to treat its effects. 
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Specific Recommendations. 
 
Recommendation 1 Give every child the best start in life. 

• Increase the proportion of overall expenditure in early years and focus 
progressively across the social gradient. 

• Support Families and Parents pre-nattily and throughout childhood with 
good quality early years education and child care and outreach. 

• Encourage workforce development to extend the availability and quality 
of local child care provision and create opportunities for skills 
development and employment as part of  local integrated childcare 
strategies 

 
Recommendation 2 – Enable all children, young people and adults to 
maximise their capabilities and have control over their lives. 
 
The review sets out the following priority recommendations: 
 

1. Ensure that reducing social inequalities in pupil’s educational outcomes is 
a sustained priority. 

2. Priorities reducing social inequalities in life skills, by: 
a) Extending the role of schools in supporting families and communities 
and taking a ‘whole child’ approach to education; 
b) Consistently implementing ‘full service’ extended school approaches; 
c) 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. 

3. Increase access and use of quality lifelong learning opportunities across 
the social gradient, by: 
a) Providing easily accessible support and advice for 16–25 year olds on 
life skills, training and employment opportunities; 
b) Providing work-based learning, including apprenticeships, for young 
people and those changing jobs/careers; 
c) Increasing availability of non-vocational lifelong learning across the 
life course. 

 
 
 
Recommendation 3 – Create fair employment and good work for all. 
 
The objectives of the SRF are  closely allied to the first of the following three 
priority recommendations of the Marmot review: 
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1. Prioritise active labour market programmes to achieve timely 

interventions to reduce long-term unemployment. 
2. Encourage, incentivize and, where appropriate, enforce the  

implementation of measures to improve the quality of jobs across the 
social gradient, by: 

a) Ensuring public and private sector employers adhere to equality 
guidance and legislation 
b) Implementing guidance on stress management and the effective 
promotion of wellbeing and physical and mental health at work. 

3. Develop greater security and flexibility in employment, by: 
a) Prioritizing greater flexibility of retirement age 
b) Encouraging and incentivising employers to create or adapt jobs 
that are suitable for lone parents, carers and people with mental and 
physical health problems. 

 
Recommendation 4 – Ensure a healthy standard of living for all. 
 
Enjoying an income sufficient to foster a healthy life is central to reducing 
health inequalities. Poverty and low living standards are powerful determinants 
of ill-health. This calls for action at a national level. The London Health 
Inequality Strategy addresses this issue.  
 
Local action to address these issues could support the London wide objective 
but also include local action coordinated though the Olympic legacy Board and 
Local Strategic Partnerships to engage local employers especially in the public 
sector to match local pay to the minimum London Living Wage. This could be 
reinforced with commissioners of services incorporating this element into 
contract specifications. 
 
Work to increase take up of tax credit and welfare benefits could also impact 
positively in the short to medium term. Such campaigns segmented to specific 
groups and linked with community based debt counselling and CAB advice, 
perhaps focussed within primary care, Job Centre Plus, Children’s Centres and 
other non-stigmatising community outlets.   
 
 
 
Recommendation 5 – Create and develop healthy and sustainable places 
and communities. 
 

• Improve social capital and reduce isolation across the social gradient as 
key priority objectives of regeneration creating social cohesion through 
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an explicit, publicised and shared vision for the future which fosters 
strong and positive relationships and promotes health wellbeing and 
resilience of communities. 

• Increase participation and co-production especially in planning and 
design of initiatives using an asset based approach to community 
development. 

• Ensure greater integration of health, planning, transport, environment and 
housing services. There is a lack of attention to health and health 
inequalities and a need to incorporate health equity assessments into all 
aspects of the planning processes with attention to local integration of 
services to facilitate access and provide community hubs to facilitate 
local social contact and develop social capital and cohesion. 

 
Recommendation 6 – Strengthen the role and impact of prevention. 

• Prioritise prevention and early detection of those conditions most strongly 
related to health inequalities. The populations of the 5 Boroughs present 
particular challenges. There is a high level of population churn and a 
huge diversity of cultures and language, Approaches will need to be 
tailored to specific social groups and communities including ethnic and 
faith groups. 

• Increase availability of long term sustainable funding in ill-health 
prevention across the social gradient. 

• Increase equity in access to primary care by engaging those missing 
groups using evidence based prevention strategies to meet specific and 
changing social needs. 

 
Summary. 

The SRF emphasises the economic regeneration of the 5 Boroughs which are 
characterised by high levels of material deprivation and associated health and 
social outcomes. This emphasis is understandable but there are other issues 
which also need to be addressed. A convergence strategy alone may be 
insufficient to deliver the desires health equity across the communities. 

Action is needed across all the policy objectives if the social determinants of 
health are to be addressed. Health, wellbeing and resilience of the communities 
involved are equally as important as economic growth. Creating a sustainable 
future for the sub-region is entirely compatible with action to reduce health 
inequalities. Economic growth without reducing relative inequality will not 
address health inequalities. A clear strategy for engagement and participation is 
a prerequisite adopting a ‘total place’ approach with a sharp focus on the social 
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determinants of health. 
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BACKGROUND 

 
Terms of Reference 
 
In accordance with the specification outlined in the letter to Sir Michael Marmot 
of 9th February 2010 (‘Request to review the Strategic Regeneration 
Framework’), the Marmot Review Team agreed to undertake the following 
activities: 
 
i) Phase 1 – Critical analysis of the SRF Stage 1 document (‘SRF 1’) 
 
The Marmot Review team will scrutinise the Stage 1 SRF document (published 
in October 2009), in particular to: 
 
• Review strengths and weaknesses of commitments in SRF 1 (i.e. proposed 

actions and outcomes). 
• Provide comment on whether the actions and outcomes are likely to deliver 

the desired change within the 20 year lifetime of the SRF. 
• Identify gaps within SRF 1 and provide evidence-based recommendations on 

how they should be included in the SRF. 
 
The aforementioned would be undertaken through both a desk-based review and 
liaison with relevant SRF leads and others. 
 
Deliverables: 
1. Written documentation of recommendations – By 31st March 2010* 
2. Presentation of findings at a cross-sector meeting of SRF partners – On 23rd 

March 2010* 
 
 
ii) Phase 2 – Evidence-based recommendations for Stage 2 SRF 
 
The Marmot Review team will provide evidence-based recommendations on the 
development of thematic and cross-cutting action and delivery plans to form the 
core of ‘SRF 2’. 
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Methods 
 
This report presents the evaluation of the Stage 1 SRF document. The 
evaluation framework used included the evidence base and recommendations of 
the strategic review of health inequalities in England post 2010 – ‘Fair Society: 
Healthy Lives’ (Marmot Review)1 together with the WHO Healthy Cities 
Network Phase V framework.2 
 
Marmot Conceptual Framework 
 
The Commission on the Social Determinants of Health concluded that social 
inequalities in health arise because of the inequalities in the conditions of daily 
life and the fundamental drivers which give rise to them: inequalities in power, 
money and resources.3 It is these inequalities which underpin the determinants 
of health and shape health and wellbeing. This includes the material 
circumstances, the social environment, psychosocial factors, behaviours and 
biological factors. This persistent inequality is interwoven and overlaid with 
disadvantage of education, occupation, income, gender, ethnicity and race, 
sexual orientation, language, age, religion, belief, mental health and language. 
All these are affected by the socio-political and cultural context within which 
they exist.4 The Marmot review of health inequalities in England developed a 
conceptual framework based on evidence of the relationship between social 
determinants and health. Central to the review was action to create the 
conditions within which people take control over their own lives. If the 
conditions within which people are born, live, work and age are favourable and 
more equally distributed, people will have greater control which will influence 
their own health and health behaviours. 5The key elements are set out in Figure 
1- the conceptual framework which underpinned the review. 
 
 
 
 
 
Figure 1. 

                                                            
1Marmot M (2010) Fair Society, Healthy Lives. Strategic Review of Health Inequalities in England post 2010. 
www.ucl.ac.uk/marmotreview. 
 
2WHO Healthy Cities Network Phase V (2009 – 2013) WHO Europe. 
3 Commission on the Social Determinants of Health (2008) CSDH Final Report: Closing the gap in a generation: 
Health equity through action on the social determinants of health. 
.Geneva: World Health Organisation p.43 
4Commission on Social Determinants of Health (2008) op cit p.43. 
5 Fair Society ,Healthy Lives (2010) op cit p.19 
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The Conceptual Framework

Reduce health inequalities and improve health and well-being for all.

Create an enabling society that 
maximises individual and 

community potential.

Ensure social justice, health and 
sustainability are at heart of 

policies.

A. 
Give every child the 

best start in life.

C. 
Create fair 

employment and good 
work for all.

B. 
Enable all children, 
young people and 
adults to maximise 

their capabilities and 
have control over their 

lives.

D. 
Ensure healthy 

standard of living for 
all.

E. 
Create and develop 

healthy and 
sustainable places 
and communities.

F. 
Strengthen the role 

and impact of ill health 
prevention.

Equality and health equity in all policies.

Effective evidence-based delivery systems.

Policy objectives

Policy mechanisms

 
 
Fair Society, Healthy Lives gathered together the best available evidence to 
guide policy and practice in addressing a fairer distribution of health and closing 
the health gap in England. That evidence was clear.Health inequalities arise out 
of social inequalities. 
 
The social gradient in health was also apparent. This shows that health is 
progressively worse as the socio-economic hierarchy is descended. This 
emphasis on the social gradient is important. For the most part policy in the past 
decade has focussed on the most disadvantaged. If the focus is only at the 
bottom of the gradient, it is unlikely to effect the steepness of the gradient. What 
is required is a proportionate universal approach with action across the whole 
gradient which is proportionate to the level of disadvantage. 
 
The review argued that action across all the policy recommendations was 
essential if the social determinants of health were to be addressed. It is unlikely 
that any one single strategy or action which relies on intervention in one part of 
the system will be effective or create the scale and intensity needed. It is 
concerted effort across the range of interacting factors that shape health and 
mental wellbeing that are important, in particular early childhood development 
and education, employment and working conditions, housing, urban planning, 
neighbourhoods, transport and having a political voice. If these are the factors 
that influence the social gradient in health then concerted action is necessary 
across the whole system to improve health and wellbeing for all. 
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WHO Healthy Cities Network Phase V has identified three thematic themes on 
which to focus when considering health equity in all policies. These include: 

1. Theme 1 Caring and supportive environment. A healthy city should be a 
place for all its citizens, inclusive, supportive, sensitive and responsive to 
their diverse needs. 

2. Healthy Living. A healthy city provides conditions and opportunities 
which support healthy lifestyles. 

3. Healthy urban environment and design. A healthy city offers a physical 
and built environment which supports health, recreation, wellbeing, 
safety, social interaction, easy mobility, a sense of pride and cultural 
identity accessible to the needs of all its citizens. 

 
This evaluation and our recommendations are based on the outcome of analysis 
using both frameworks. 
 
A Framework for Delivery 
 
The Marmot review report sets out the evidence and learning from consultation 
and exemplar partnerships in the North West and London in relation to delivery 
systems and monitoring frameworks. 
 
Key messages include the importance of taking a whole system approach in 
which organisations and people work together at all levels to create sustainable 
impact on health inequalities in a systematic and scaled up response. The 
Olympic host authorities have already created partnership structures which 
create a coherent and robust framework for planning and action. This emphasis 
on a total place approach holds the potential to achieve the scale of impact 
necessary to address the needs of some of the most deprived communities in the 
capital. This should include creation of strategic linkage between the wider 
London Health Inequalities strategy and the Strategic Regeneration framework 
to secure greater synergy and ensure consistency of approach. This linkage and 
synergy should relate to all plans including the London Plan, Transport Plan, 
Economic Development Strategy and the Sustainability Strategy. 
 
The reports from Authorities in Total Place evidence the need to achieve 
strategic alignment, co-production and people and place focus to overcome 
fragmentation and complexity in addressing the wicked issues of regeneration 
and effective public services in a whole system approach. This could be 
underpinned through the CAA framework as a vehicle for focussing local 
priorities and local action and ensuring engagement with local communities in 
an asset based approach to capacity building. 
 
COMMENTARY 
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This commentary builds on the presentation to key stakeholders at Stratford Old 
Town Hall on the 23rd March 2010 and provides evidence based 
recommendations for consideration in the development of stage 2 of the 
Strategic Regeneration Framework. 
 
Marmot Recommendation 1 – Give every child the best start in life 
 
The SRF has the improvement of educational attainment, skills and aspirations 
as a key priority. This is clearly of vital importance, but it is equally important 
to take account of the evidence that longer-term outcomes (in education, 
employment and health) have their origins in the early years. As the Marmot 
review makes clear, the foundations for virtually every aspect of human 
development – physical, intellectual and emotional – are laid in early childhood, 
and to have an impact on health inequalities (and many other outcomes) it is 
necessary to address the social gradient in children’s access to positive early 
experiences.  

 
The Marmot review makes three central policy recommendations in this area: 

 
1. Increase the proportion of overall expenditure allocated to the early years 

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

2. Support families to achieve progressive improvements in early child 
development, including: 
a) Giving priority to pre- and post-natal interventions that reduce adverse 
outcomes of pregnancy and infancy; 
b) Providing paid parental leave in the first year of life with a minimum 
income for healthy living; 
c) Providing routine support to families through parenting programs, 
children’s centres and key workers, delivered to meet social need via 
outreach to families; 
d) Developing programs for the transition to school. 

3. Provide good quality early years education and childcare proportionately 
across the gradient. This provision should be: 
a) combined with outreach to increase the take-up by children from 
disadvantaged families; 
b) Provided on the basis of evaluated models and to meet quality 
standards. 

 
Achieving these requires national as well as local action, but the SRF could 
make a significant contribution in the Olympic Boroughs by making the early 
years an explicit high level priority and using the range of existing policy 
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drivers to expedite progress. In particular, the new statutory duties placed on 
Local Authorities by the Child Poverty Act 2010 provide a responsibility to 
promote cooperation to reduce local child poverty. This includes a duty to make 
arrangements to undertake with partners  a local needs assessment and the 
creation of pooled budgets to address and reduce child poverty.in a coordinated 
Child Poverty Strategy..  
 
Improving children’s progress in the early years is dependent on the provision 
of high quality childcare and the SRF could encourage the development of this, 
informed by the child care sufficiency assessments produced by each borough. 
The provision of early years care and education could also be integrated in 
neighbourhood planning and the SRF could help to ensure that new and 
refurbished housing development schemes incorporate the need for early years 
provision i.e. Children’s Centres. The SRF could also contribute to raising the 
quality of early years provision by encouraging workforce development 
strategies to give priority to increasing number of early years staff qualified to 
minimum of NVQ 3. 
 
Support to parents is also vital with a continuing need to integrate the planning 
of services to families, especially between health and Children’s Trusts, 
Childrens Centre, and local Schools and extended Schools. To ensure co-
ordinated and consistent provision of early intervention and outreach support to 
parents prenatally and throughout the pre-school years. The SRF could also 
encourage major employers (particularly those in the public sector) to 
implement flexible working arrangements for parents and incentivise the 
provision of work-based child care.  
 
 
Parental employment is recognised as key to lifting children out of poverty and 
improving life-chances. The SRF could play an important role by making links 
between early years provision and employment strategies e.g. targeted job 
creation combined with skills development for parents in child care settings. 
 
Success in education is significantly affected by early cognitive and social 
development and school readiness. Consideration could be given to developing 
‘transition to school’ pilots to test models across the five boroughs. 
 
There is already important progress being made to improve early years 
provision in each of the Olympic boroughs and a variety of initiatives already 
being developed. It is therefore important to join up the SRF with the boroughs’ 
Children’s Plans and Early Years Strategies in addition to the current 
requirements to develop Child Poverty Strategies. Early years have been the 
subject of considerable political interest and economic investment in recent 
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years but there is still much progress needed and in the current economic 
climate there is a serious risk of stalling.  Including the early years as one of the 
SRF’s priorities will help to ensure that this does not occur.  
 
 
Marmot Recommendation 2 –Enable all children, young people and adults 
to maximise their capabilities and have control over their lives 
 
The SRF identifies a gap between the Olympic boroughs and the London 
average in both levels of adult skills and GCSE attainment. It highlights the 
importance of improving education and access to work as integral to a long-
term strategy to tackle poverty, worklessness, and deprivation.  This reflects the 
evidence set out in the Marmot review that educational outcomes have 
significant implications for subsequent employment, income, living standards, 
behaviours and mental and physical health.  The Marmot review also points out 
that the inequalities in educational outcomes are as persistent as those for health 
and are subject to a similar social gradient.  As with health inequalities, 
therefore, reducing educational inequalities involves tackling the social 
determinants of poor outcomes.  The review sets out the following priority 
recommendations: 
 

4. Ensure that reducing social inequalities in pupils’ educational outcomes is 
a sustained priority. 

5. Prioritise reducing social inequalities in life skills, by: 
a) Extending the role of schools in supporting families and communities 
and taking a ‘whole child’ approach to education; 
b) Consistently implementing ‘full service’ extended school approaches; 
c) 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. 

6. Increase access and use of quality lifelong learning opportunities across 
the social gradient, by: 
a) Providing easily accessible support and advice for 16–25 year olds on 
life skills, training and employment opportunities; 
b) Providing work-based learning, including apprenticeships, for young 
people and those changing jobs/careers; 
c) Increasing availability of non-vocational lifelong learning across the 
life course. 

 
 

Two of the seven key indicators of convergence in the SRF relate to education 
i.e. raising results at KS 4 (GCSE) and improving results at KS 2 (11 year olds). 
Although these are important measures, there is a risk that using these as the 
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main indicators will focus too narrowly on these two age bands, thereby missing 
important indicators such as post-16 achievement and early years indicators 
(e.g. school readiness). Although post-19 targets are included for Outcome 2, 
early year indicators are absent. There is also a risk that the proposed indicators 
will result in too narrow a focus on educational attainment rather than the 
broader outcomes of education, including the acquisition of life-skills.  
 
There are already extensive efforts to ‘narrow the gap’ in educational attainment 
across the five boroughs and these have met with some success. On the whole, 
the biggest focus has been on school improvement. However, there is good 
evidence showing that school based factors, whilst important, are not the main 
determinants of educational outcomes.  If the SRF is to make a fundamental 
difference it will need to go beyond what can be done in schools and consider 
the links between schools, families and the wider community.  
 
Schools also have a broader role to play in addressing the physical, social, 
emotional and mental health of children and young people. This is especially 
important in the Olympic boroughs in view of the challenges facing schools in 
relation to the proportion of their pupils who are disadvantaged, frequent 
movers and/or do not have English as a first language.  
 
The SRF therefore could give greater emphasis to adopting measures that 
consider the whole of children’s well-being alongside the attainment targets. It 
could also encourage schools to play a key role in their local communities and 
provide access to the widest possible range of extended services and make the 
links with workforce development to increase the skills of the school-based 
workforce to meet the full range of children’s needs. As with the Early Years, 
progress is being made in relation to education and school/community links 
across the Olympic boroughs. The SRF therefore needs to build on the priorities 
highlighted within each of the boroughs’ Children’s Plans and ‘narrowing the 
gap’ initiatives, by using the opportunity of the Olympics and Paralympics to 
push progress further and capitalise on the scope for cross-borough co-
ordination. 
 
 
Marmot Recommendation 3 – Create fair employment and good work for 
all 
 
The SRF highlights the strong link between employment, income and 
subsequent wordlessness, disadvantage and child poverty. Many people become 
trapped in the welfare benefit system claiming incapacity benefit as a 
consequence of the abrasive impact of long-term unemployment on health, 
metal wellbeing, confidence and self-esteem. It is  important to emphasise the 
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focus on increasing the skills level of the local population and the current 
mismatch between available jobs and the level of skills. These objectives of the 
SRF are therefore closely allied to the first of the following three priority 
recommendations of the Marmot review: 
 

4. Prioritise active labour market programmes to achieve timely 
interventions to reduce long-term unemployment. 

5. Encourage, incentivise and, where appropriate, enforce the  
implementation of measures to improve the quality of jobs across the 
social gradient, by: 

a) Ensuring public and private sector employers adhere to equality guidance 
and legislation 
b) Implementing guidance on stress management and the effective 
promotion of wellbeing and physical and mental health at work. 
6. Develop greater security and flexibility in employment, by: 
a) Prioritising greater flexibility of retirement age 
b) Encouraging and incentivising employers to create or adapt jobs that are 
suitable for lone parents, carers and people with mental and physical health 
problems. 
 

Getting young people and parents into work is a critical part of any strategy to 
reduce worklessness and tackle child poverty. Many people shift into claiming 
Incapacity benefit as a consequences of long-term unemployment which has 
itself an abrasive impact on health and wellbeing. As the SRF recognises 
worklessness is a key issue which has to be addressed alongside the availability 
of support to sustain people in work, flexible employment and opportunities for 
skills development. Links also need to be made with the availability of 
wraparound childcare via early years and after-school provision. 
 
To ensure that work plays its full part in tackling health inequalities, attention 
needs to be paid to the quality of work and the development of healthy 
workplaces. The SRF could therefore make an important contribution by 
encouraging greater attention to the quality, sustainability and flexibility of 
work alongside actions to get people into work and by ensuring that employers 
drawn to the area via the Olympic legacy are encouraged to create healthy 
workplaces. 
 
 
Marmot Recommendation 4 Ensure a healthy standard of living for all 
 
Having sufficient money to lead a healthy life is central to reducing health 
inequalities. Poverty and low living standards are powerful determinants of ill 
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health, disability and health inequalities.6  The Marmot review argued for a 
policy objective which ensured a healthy standard of living for all and 3 priority 
objectives: 

1. Establishing a minimum income for healthy living for people of all ages 
2. Reducing the social gradient in the standard of living through progressive 

taxation and other fiscal policies. 
3. Reduce the cliff edges faced by people moving between benefits and 

work.7 
 
Clearly action will be necessary at a national level to address the situation of the 
worst off and at the same time the role of the tax regime in perpetuating income 
inequalities. In the current system direct taxes reduce income inequality and 
their impact became stronger over the period between 1977 and the mid-1990s 
remaining fairly constant thereafter. Indirect taxes increased income inequality 
and their impact became stronger in the same period then remained fairly 
constant. As a consequence the distribution of post-tax income was remarkably 
similar to the distribution of gross income over the last 30 years.8 
 
At the same time while reducing poverty has been an explicit policy ambition 
since 1997, the proportion of the UK population living in poverty remains high 
and above the EU average. Employment policies, such as ALMP, have helped 
but social protection is often inadequate to provide a healthy standard of living. 
9 
 
The Mayor’s draft strategy for London has proposed a key objective should be 
to reduce income inequality and the negative consequences of relative poverty 
in London. Proposals include increasing low income by tackling worklessness 
and increasing benefit take up. As noted earlier employment can have a 
beneficial impact on health inequalities although improvement in the quality of 
jobs and access to ‘good’ work is critical. 
 
Local action to address these issues could support the London wide objective 
but also include local action coordinated though the Olympic legacy Board and 
Local Strategic Partnerships to engage local employers especially in the public 
sector to match local pay to the minimum London Living Wage. This could be 
reinforced with commissioners of services incorporating this element into 
contract specifications. 
 

                                                            
6  Commission on Social Determinants of Health (2008) op cit 
7 Fair Society ,Healthy Lives.(2010) op cit p 116 
8 Jones F,Annan D and Shah S (2009) The redistribution of household income 1977 to 2006/7. Economic 
Labour Market Review 3 (1):18-31. http://www.statistics.gov.uk/elmr/01/downloads/ELMR_Jan09_Jones.pdf 
9Marmot Review op cit p117. 
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Work to increase take up of tax credit and welfare benefits could also impact 
positively in the short to medium term. Such campaigns segmented to specific 
groups and linked with community based debt counselling and CAB advice, 
perhaps focussed within primary care, Job Centre Plus, Childrens Centres and 
other non-stigmatising community outlets.   

 
 

Marmot Recommendation 5 – Create and develop healthy and sustainable 
places and communities 
 
At the core of the Marmot Review is the need to ensure individual and 
community empowerment.  This focus on participation and engagement is an 
essential requirement to addressing health inequalities. Health and mental 
wellbeing are inextricably linked and influenced by communities. Both the 
physical environment and the social networks to which people belong through 
the life course impact on health inequalities.10 
 
Improving social capital and reducing isolation across the social gradient are 
key priority objectives in regeneration and in addressing health inequalities. 
Areas with high levels of multiple deprivation are marked by high levels of 
stress, isolation and depression. Developing communities means removing 
barriers to participation and developing capacity to engage effectively. This 
means creating social cohesion with an explicit, publicised and shared vision for 
the future and a sense of belonging fostering strong and positive relationships 
prompting resilience and health and wellbeing.11 
 
Social exclusion encompasses social, political cultural and economic 
dimensions and impacts differentially across the life course. Participation serves 
to develop social capital and social support. 12 People and places come together 
in shaping healthy and sustainable communities. Individuals need communities 
and communities need engaged participants to thrive,13 the evidence from Area 
based initiative identifies that including communities in planning and design of 
initiative improves the effectiveness of interventions.14 This changes the 
emphasis from a deficit model concerned with need and disadvantage where 
people become passive recipients of welfare and services to a more asset based 
approach. This seizes an opportunity to radically reform and transform the way 
services are designed and framed in co-production in a more equitable 
relationship between professionals and the public. This mean complementing 

                                                            
10 Fair Society, Healthy Lives (2010) op cit p.126 
11Communities and Local Government (2010) Cohesion Delivery Framework2010.CLG.London. 
12 Waddell G and Burton A (2006) Is work good for your health and wellbeing? The Stationery Office. London 
13Friedli L (2009) Mental Health, Resilience and Inequalities. WHO Regional Office for Europe. Denmark. 
14 Fair Society, Healthy Lives (2010) op cit p.138 
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remedial work with early intervention and prevention focussed on promoting 
the health, wellbeing and resilience of the population creating capacity, 
capability and confidence.15 
 
An important step in tackling the social determinants of health at a local level 
would be greater integration of health, planning, transport, environment and 
housing department personnel. There is a lack of attention to health and health 
inequalities issues and a need to incorporate health equity assessment into all 
aspects of planning processes to avoid unintended consequences. Additionally 
local planning should ensure greater local integration of service to facilitate 
access and provide community hubs which ease social contact and develop 
greater social capital and cohesion.16 The strategic regeneration creates new 
opportunities for place shaping with an unprecedented quantity of new 
development. This raises critical issues of the role of place making in 
understanding and reducing health inequalities. The reduction of spatial social 
polarisation has the potential to become a powerful force by shifting geographic 
concentrations of deprivation as well as extending facilities and access to 
quality green space which impacts favourably on overall community health and 
wellbeing. 
 
The review sets out the creation of healthy sustainable places and communities 
should go hand in hand with the mitigation of climate change and have a shared 
policy agenda.17 Poor housing conditions and design have a detrimental impact 
on health and health inequalities. Reducing household energy omissions for new 
build housing investment in retro fitting the current ageing housing stock will 
require consistent approaches, particularly if reductions in overall carbon 
emissions are to be achieved.  The implications for both new build and the retro 
fitting of current housing stock will require specific and detailed attention. 
 
The Strategic Regeneration Framework has a specific target in relation to 
reduction in violent crime. A wider view of neighbourhood safety needs to 
consider social capital and community cohesion as rehearsed earlier and also 
consider issues of active travel, overall crime and access to quality green space. 
Green space and green infra-structure improves mental and physical health and 
contributes to reductions in health inequalities.18 Good design and well 
maintained green space encourages physical activity and social interaction 
promoting wellbeing and contributing to local civic pride and social integration 
and cohesion. 

                                                            
15Sen A (2010) The idea of justice.PenguinBooks.London 
16Opinion Leader Research (2010) .See Annex 1 and www.ucl.ac.uk/gheg/marmotreview. 
17Fair Society Healthy Lives (2010) op cit p.126. 
18 Mitchell R and Popham F (2008) Effect of exposure to natural environment on health inequalities: An 
observational population study. The Lancet 372 (9650): 1655-1660 
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Marmot Recommendation 6 – Strengthen the Roles and impact of health 
prevention. 
 
The conditions most strongly related to health inequalities, such as cancer, and 
cardiovascular disease, are associated with behaviour and lifestyle factors such 
as smoking, alcohol, drug use and obesity. In considering how best to address 
these, the majority of Marmot Review recommendations were concerned with 
the causes of the causes. They focused on addressing ill health prevention and 
tackling the social determinants of health in ways not traditionally associated 
with modifying health behaviours. In contrast, the final set of Policy Objectives 
set out an agenda for more immediate action to address health behaviours. 
 
1 Prioritise investment in ill health prevention and health promotion across 
government departments to reduce the social gradient. 
2 Implement an evidence-based programme 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 causes of obesity across the social gradient. 
3 Focus core efforts of public health departments on interventions related to the 
social determinants of health proportionately across the gradient. 
 
To support these objectives the following priority actions were identified as 
being necessary: 
 
1 Prioritise prevention and early detection of those conditions most strongly 
related to health inequalities. 
2 Increase availability of long-term and sustainable funding in ill health 
prevention across the social gradient. 
 
Ill health prevention and health promotion are not the sole domain of the NHS. 
It is not the only player in addressing health inequalities. Similarly, public 
health departments should not be the only part of the NHS responsible for 
tackling health inequalities. Reducing health inequalities is a responsibility 
shared between a range of different sectors and services. Local and national 
decisions made in schools, the workplace, at home and in government all have 
the potential to help or hinder ill health prevention.   
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A wide body of epidemiological and sociological evidence suggests that health 
inequalities are likely to persist between socioeconomic groups, even if lifestyle 
factors (such as smoking) are equalisedi. 
 
As the Review demonstrated, policies to modify health behaviours need to 
address the social determinants of health. Aiming interventions at individuals 
will not by themselves reduce health inequalities; ‘responsibility for better 
health should be shared between society and the individual’.2 
 
Some individuals may require additional support and giving consideration to the 
specific health needs of certain populations is essential. For example, many 
population groups have additional health needs, such as the elderly, people 
living with disability or mental illness, ethnic minority groups, the homeless, 
refugees and asylum seekers, Gypsies and Travellers. Population-wide and 
individual interventions need to be adapted to meet needs within a universal 
framework3.
 
 
Some population-wide interventions, such as screening programmes, are taken 
up to the largest degree by advantaged populations, potentially widening health 
inequalities.4Ill health prevention policies aimed at changing individual 
behaviours (for example, smoking, alcohol, diet, exercise) are also often more 
quickly and commonly taken up by the middle classes and those already with 
positive attitudes towards health. Both population-wide and individually 
targeted interventions need to be proportionately targeted across the social 
gradient if they are to reduce health inequalities effectively.  
 
These issues all have relevance to the SRF. Some will however be particularly 
challenging to achieve. As indicated in the previous section, on healthy places, 
it is essential to ensure that those local facilities and services which facilitate a 
healthier life style (transport, housing, parks) and mitigate against unhealthy 
behaviours (planning of the local food environment) are integrated.   
 
The populations of the five boroughs present particular challenges in terms of 
promoting healthy behaviours. There is a high level of churn and a huge 
diversity of cultures and languages. This makes it more difficult to take a 
unified approach to prevention. Approaches are required that are tailored to 
specific social groups and communities, including ethnic and faith groups.  
 
As well as achieving long term engagement with stable population groups, these 
approaches must incorporate strategies for targeting new arrivals - recognising 
that while some may become permanent residents others will leave the area 
quite rapidly. Contact with many migrant groups may be difficult – as well as 



language and cultural issues, many will not be registered with a GP or living in 
multi-occupied dwellings/households, including so called “beds in sheds”. 
Avoidance of contact with officialdom is relatively common. Achieving 
increased equity in access to primary care by engaging these “missing” groups 
is a priority. It is needed if early treatment of overt or undetected health 
problems is to be achieved and the public health challenges of lifestyle and 
behaviours that people bring with them are to be addressed.  
 
The diversity of the needs of local populations and the difficulties associated 
with achieving equality of access through the NHS place particular emphasis of 
the importance of active partnership working. This should be driven by the use 
of ill-health prevention strategies that are evidence-based and the use of action 
research and evaluation to determine what is effective, in these difficult 
circumstances, to meet specific local needs.  
 
WIDER ISSUES 
 
A central plank of the SRF is the economic regeneration of the sub-region. High 
levels of material deprivation characterise much of the sub-region, with an array 
of associated social and health outcomes. But there are also pockets of extreme 
affluence – for example, in and around the world class financial district at 
Canary Warf and over the river in the vicinity of Greenwich Park. Associated 
with this phenomenon is a crucial distinction between the day and night time 
population – not all the benefits of daytime economic activity trickle down to 
the resident population.  
 
As it stands at present the area is characterised both by poverty and deprivation 
and by significant inequalities. Economic development is necessary to give the 
residents of the sub-region greater opportunities for material improvement. 
However there are several notes of caution to be struck. A convergence strategy 
alone may be insufficient to deliver health equity for the local population. 

As the present situation demonstrates the benefits of growth may not be equally 
shared, leaving many in poverty and inequalities may be sustained or increased. 
Material improvements, at an individual or spatial level, do not automatically 
bring comparable gains in the other social determinants, health or wellbeing. 
Actions are needed across all the social determinants to create the conditions 
that will enable everyone to have control over their own lives. Reducing health 
inequalities is a matter of ensuring fairness and social justice. 
 
For these reasons, economic growth should not be used as the sole measure of 
social success – a point emphasised by the recent Commission on the 
Measurement of Economic Performance and Social Progress, set up by 
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President Sarkozy5 Well-being and sustainability should be regarded as more 
important goals than simply economic growth. Prominent among the measures 
of societal well-being should be levels of inequalities in health. 
 
Economic growth without reducing relative inequality will not reduce health 
inequalities. Income is linked to life chances in a number of ways. As 
AmartyaSen has argued, income inequalities affect the lives people are able to 
lead.6 There is also more to inequality than just income. A fair society in the 
sub-region would give people more equal freedom to lead flourishing lives.  
 
Creating a sustainable future for the sub-region would be entirely compatible 
with action to reduce health inequalities: sustainable local communities, local 
jobs for local people, active transport, integrated public transport, safe access to 
local green spaces, sustainable food environment, and zero-carbon buildings 
will have health benefits across society. Enhancing current local capacity and 
skills equitably, will have a positive impact on reducing the risk of increased 
inequality in health in the future. If the conditions in the sub-region are both 
more favourable and more equitably distributed, then people there will have 
more control over their lives in ways that will influence their own health and 
health behaviours, and those of their families.  
 

Crucial to the approach taken by the Marmot Review was a life course 
perspective – namely that disadvantage starts before birth and accumulates 
throughout life. The individual is exposed to both positive and negative 
influences at each stage in their lives (in the womb and in early childhood, 
through education and work and into retirement). Action to reduce health 
inequalities must start before birth and be followed through the life of the child. 
Only then can the close links between early disadvantage and poor outcomes 
throughout life be broken. For children born in the sub-region in 2012 and 
beyond, who grow-up, live and work there, this is a potentially achievable 
strategy and a realistic ambition. 

 
However, the transition and churn that characterise the area now, and as it 
grows during regeneration, will inevitably weaken the capacity to ensure 
sustainable communities, that the benefits of regeneration are shared by all 
current residents and that action can be taken across the life course of many 
individuals. Key to this is ensuring that the sustainable strategies developed 
during regeneration have as a priority minimising the displacement of those 
who are most vulnerable – through poverty or a lack of the skills and resources 
that are needed to thrive in a regenerated area. While gentrification of some 
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areas is an inevitable consequence of improving the assets of the sub-region, the 
impact on the sustainability of existing residents and communities should not be 
compromised.     
 
The travel-to-work patterns of those who commute into or out of the sub-region 
provide both an opportunity and a challenge in achieving fairness and tackling 
disadvantage through a life course or “whole society”approach. With the 
availability of employment and housing in the rest of London and the South 
East, much of the daytime population in a regenerated area will not be local and 
many less skilled residents may have to travel some distance to work. 
Opportunities for taking a holistic approach to inequalities in their lives will be 
more limited. Nonetheless, there is much that can be done to improve the lives, 
and health, of those who spend only a part of their time in the sub-region. This 
will, however, need a clear strategy linked to engagement and participation of 
groups with diverse needs.  Education, transport, employers, local faith and 
community groups and others will need to be engaged as appropriate.  
 
A strategy to achieve fairness and growth across diverse groups, in the manner 
described above, can best be achieved through stronger local partnerships. It 
would potentially be more effectively implemented by adopting a model such as 
‘total place’ for the whole of the sub-region. This would build on pilots 
currently being developed in comparable large areas, such as Birmingham. 
 
To ensure that the strategy succeeds, an appropriate framework for monitoring 
and measurement is required. The current indicators are designed to measure 
improvement at a broad area level – the borough or sub-region as a whole. This 
will provide no indication – and hence no incentive- to reduce inequalities 
between social or community groups or between small areas within a borough.  
 
By simply recording change in these areas between time periods, changes in the 
indicators might simply reflect the changing composition of the areas on which 
they are based, e.g. gentrification, rather than any improvement in the lives of 
any individuals living or working in the area, as discussed above.  
 
Avoiding this will require having sufficient information to monitor the changes 
in population composition. Can we identify the social distribution of those 
people who leave the area and how it differs from those arriving? How localised 
is the mismatch in the social composition of in and out migrants. How much 
social and economic mobility occurs while people are resident in the are. In 
particular, do long-standing residents benefit directly from regeneration or are 
they simply displaced. Do new residents arrive with greater social advantages 
and assets than existing residents. Or does the area, like some other parts of 
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London, act as an escalator that promotes upward social and economic mobility 
for young migrants in particular?  
 
The methods needed to undertake this type of modelling will require a mix of 
different types of information . This will include the use of modelling, or some 
form of standardisation, based on information obtained through snapshots at 
different points in time. However, the aim should also be to incorporate in the 
indicator framework explicit measures of the impact through the life course. 
The latter will be particularly important in estimating the impact of regeneration 
on the life circumstances and health of migrant populations – both those moving 
into and out of the sub-region.  
 
Measuring change in this way will, of course, be extremely challenging. It will 
require the collection of information from samples of individuals about changes 
in their lives. For those already in the area, or moving in, some of this 
information can be obtained retrospectively. It can also be obtained repeated 
questioning of a panel of people. However, once people leave the area, this 
becomes more challenging For this reason, tracking the impact of regeneration 
on the subsequent lives of departing migrants requires special and early 
consideration. 
 
SUMMARY 
 
Reducing health inequalities is a matter of fairness and social justice 
When we consider these social determinants of health, it is no mystery why 
there should continue to be health inequalities. Persisting inequalities across key 
domains provide ample explanation: inequalities in early child development and 
education, employment and working conditions, housing and neighbourhood 
conditions, standards of living, and, more generally, the freedom to participate 
equally in the benefits of society. A central message of the Marmot Review 
was, therefore, that action is required across all these social determinants of 
health and needs to involve all local agencies, including the third and private 
sectors. Action taken by the NHS alone will not reduce health inequalities. 
 
Reducing health inequalities will require: 

• Investing significantly more in the early years 
• Reducing inequalities in educational and skills outcomes 
• Improving employment and working conditions 
• Implementing a minimum income for healthy living 
• Refocusing resources to create healthier, more sustainable, and 

socially cohesive communities 
• Placing more focus on prevention of ill health rather than relying on 

the NHS to treat its effects. 
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The unfair distribution of health and length of life provides compelling enough 
reason for action across all social determinants. However, there are other 
important reasons for taking action, too. Addressing continued inequalities in 
early child development, in young people’s educational achievement and 
acquisition of skills, in sustainable and healthy communities, in social and 
health services, and in employment and working conditions will have multiple 
benefits that extend beyond reductions in health inequalities.  
 
Effective local delivery requires effective participatory decision-making at local 
level. This can only happen by empowering individuals and local communities. 
 
Convergence and economic growth are not the most relevant measures of 
success in reducing inequality and achieving fairness. Health, the fair 
distribution of health, and sustainability are important social goals. For these 
reasons, indicators are needed that monitor the changes taking place in 
inequalities between social and community groups and between 
neighbourhoods. There is a need to identify the impact of regeneration on the 
life course and health of individuals. All the measures of improvement need to 
be underpinned by an understanding of the changes in the composition of 
populations living and working in the sub-region.  
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