
The independent inquiry into inequalities in health
Is welcome, but its recommendations are too cautious and vague

Twenty years ago the secretary of state for social
services of the last Labour government
appointed Sir Douglas Black to chair a working

group to review information on inequalities in health
and suggest policy and research that should follow
from this review.1 The report appeared in 1980 and
received a cold reception from the new Conservative
government.2 The climate for the reception of the
Black report’s successor—the independent inquiry into
inequalities in health, chaired by Sir Donald Acheson
and published this week3—is hopefully different. How
do its findings and recommendations compare?

For 17 years of Conservative government the
Labour party made political capital out of the
non-implementation of the recommendations of the
Black report. The announcement before the 1997
election that, if elected, Labour would commission an
independent review into inequalities in health was
therefore welcome.4 When launching the inquiry in
July 1997 the minister for public health criticised the
health strategy of the previous administration for “its
excessive emphasis on lifestyle issues” which “cast the
responsibility back on to the individual.”5 Given the
history of the Black report—released with no press
release and only 260 copies—the commitment to pub-
lish the new report was encouraging, as was the
statement that “its conclusions, based on evidence, will
contribute to the development of a new strategy for
health.”3 The review’s terms of reference, however,
included the stipulation that it must be conducted
within the broad framework of the government’s over-
all financial strategy,3 which placed unclear constraints
on what it could say.

The eagerly awaited report marshals evidence from
an impressive list of institutional and individual
contributors and synthesises this into a comprehensive
review of current knowledge on the extent and trends
of inequalities in health and the determinants of
health.3 This complements the equally impressive work
of the Social Exclusion Unit in its recent report on the
condition of our poorest neighbourhoods in demon-
strating the costs of 20 years of growing social inequal-
ity in Britain.6 Indeed, a closer link between the
independent inquiry and the Social Exclusion Unit
might have increased the influence of the inquiry’s rec-
ommendations, given that the latter has committed
substantial resources to a long term integrated attack
on poverty.

The Black report’s recommendations were not
implemented, but it stimulated extensive international

research into inequalities in health.2 7 Since the new
report should lead to policy rather than further
research, its recommendations are key. Interestingly
the new inquiry follows the Black report in focusing on
early life. The Black committee considered that the
“preventive way to attack [inequalities in health] is in
childhood and, in the light of massive research, the first
years of life.”8 The extensive research on the origins of
disease in early life since Black9 10 has reinforced this
conclusion.

The contested recommendations of the Black
report were centred on a comprehensive antipoverty
programme with two key elements: a fairer distribution
of resources and the provision of the necessary
educational and employment opportunities for active
social participation.1 The recommendations were
targeted at the fundamental causes of inequalities in
health, formulated in considerable detail and costed. In
contrast the new independent inquiry advances 39
main recommendations for reducing inequalities in
health. These contain some focused policies which
should receive wide support and which could be
implemented tomorrow—such as nicotine replace-
ment therapy being made available on prescription.
However, the format of the recommendations is more
like that of a shopping list than of a health strategy.
There are several reasons for, and consequences of,
this.

Firstly, the recommendations are not presented
in any hierarchy, and the key fact that inequalities in
health follow closely on inequalities in wealth is under-
emphasised. The one (of 39) set of recommendations
on the need to reduce poverty and income inequalities
thus appears to have the same status as the recom-
mendations on curbing traffic. The fundamental role
of inequalities in material circumstances in producing
the inequalities in other exposures is therefore missed,
and it is possible that many of the recommendations
could be adopted—at least nominally—without
addressing the underlying determinants of health
inequalities.

Secondly, some of the recommendations are
simply too vague to be useful. Recommending “meas-
ures to prevent suicide among young people” or “poli-
cies to reduce the fear of crime and violence” would
receive universal support but are of little use if it is not
specified how these things are to be brought about. For
example, the report advocates the development of a
high quality affordable public transport system and
specifically refers to the large relative increases in rail
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fares compared with motoring costs, but it fails to make
the obvious link with the privatisation of the railways
and the deteriorating service and increasing costs
which have followed from the elementary logic that the
creation of short term profits depends on emptying
the purses of those who depend on, or chose, public
transport.

Thirdly, the recommendations are not costed and
therefore it is impossible to weigh up the costs of their
implementation, the predicted social benefits which
would follow, and the opportunity costs of not
investing in other areas. When the Black report recom-
mendations were rejected for being unaffordable the
costing exercise showed that the costs of the central
component of abolishing child poverty—£1500m a
year—was only 3% of the social services budget8 and
that an increase of this order was not unrealistic

The Black report was commissioned in 1977, when
inequalities in income were at a low point. In 1977 7%
of the population were on incomes below half of the
average after housing costs; in 1995-6 this was 24% and
the arresting and then small declines in inequality seen
in the early 1990s had ceased, with inequality being
again on the increase.11 The same is true for health,
with mortality differentials according to poverty having
increased up until 1995, the latest date for which data
are available.12 Unfortunately the independent inquiry
was instructed not to produce targets, but the increase
in inequalities in both income and mortality over the
past 20 years provide evidence that these are
responsive to social policy and therefore could be used

for monitoring the effectiveness of policies aimed at
lessening inequality. The increasing inequalities in
income—which have left the United Kingdom leading
the developed world in income inequality and child
poverty13—started under the last Labour government,
in 1977. The prime minister has declared, “I believe in
greater equality. If the Labour government has not
raised the living standards of the poorest by the end of
its time in office it will have failed.”14 To ensure it does
not fail the government should take the independent
inquiry’s evidence on the importance and reversibility
of health inequalities as a stimulus to introducing
redistributive social policies. The government’s overall
financial policy emphasises economic growth. Thus as
lower levels of income inequality show no tendency to
be associated with impaired growth—rather the reverse
is the case (figure)15—we can be confident that
implementing such an approach would produce all
round benefits.
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Vitamin D deficiency: time for action
Evidence supports routine supplementation for elderly people and others at risk

Vitamin D is both a vitamin and a hormone and
has diverse actions. The major biologically
active metabolite, 1,25-dihydroxyvitamin D,

plays a central part in maintaining calcium and
phosphate homoeostasis and also has antiproliferative,
prodifferentiation, and immunosuppressive effects; its

receptors are distributed in various tissues, including
bone, pancreas, stomach, gonads, brain, skin, and
breast.1 Vitamin D is essential for skeletal health, and
severe deficiency is associated with defective minerali-
sation resulting in rickets or its adult equivalent, osteo-
malacia. More subtle degrees of insufficiency lead to

3.8

3.4

3.0

2.6

2.2

1.8

1.4

1.0

0.6

La
bo

ur
 p

ro
du

ct
iv

ity
 g

ro
w

th
 (%

 p
er

 y
ea

r 1
97

9-
90

)

2.4 2.8 3.2 3.6 4.0 4.4 4.8 5.2 5.6 6.0 6.4 6.8

Inequality 1980 (top 20%/ bottom 20%)

Finland

Spain

France

Denmark

Japan

Belgium

Sweden Germany

Netherlands
Canada

New Zealand

USA

AustraliaSwitzerland

UK

Norway

Income inequality around 1980 and labour productivity growth from
1979 to 199015

Editorials

BMJ 1998;317:1466–7

1466 BMJ VOLUME 317 28 NOVEMBER 1998 www.bmj.com


