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Abstract

Background: Addressing health inequalities remains a prominent policy objective of the current UK government,
but current NHS reforms involve a significant shift in roles and responsibilities. Clinicians are now placed at the
heart of healthcare commissioning through which significant inequalities in access, uptake and impact of
healthcare services must be addressed. Questions arise as to whether these new arrangements will help or hinder
progress on health inequalities. This paper explores the perspectives of experienced healthcare professionals
working within the commissioning arena; many of whom are likely to remain key actors in this unfolding scenario.

Methods: Semi-structured interviews were conducted with 42 professionals involved with health and social care
commissioning at national and local levels. These included representatives from the Department of Health, Primary
Care Trusts, Strategic Health Authorities, Local Authorities, and third sector organisations.

Results: In general, respondents lamented the lack of progress on health inequalities during the PCT
commissioning era, where strong policy had not resulted in measurable improvements. However, there was
concern that GP-led commissioning will fare little better, particularly in a time of reduced spending. Specific
concerns centred on: reduced commitment to a health inequalities agenda; inadequate skills and loss of expertise;
and weakened partnership working and engagement. There were more mixed opinions as to whether GP
commissioners would be better able than their predecessors to challenge large provider trusts and shift spend
towards prevention and early intervention, and whether GPs’ clinical experience would support commissioning
action on inequalities. Though largely pessimistic, respondents highlighted some opportunities, including the
potential for greater accountability of healthcare commissioners to the public and more influential needs
assessments via emergent Health & Wellbeing Boards.

Conclusions: There is doubt about the ability of GP commissioners to take clearer action on health inequalities
than PCTs have historically achieved. Key actors expect the contribution from commissioning to address health
inequalities to become even more piecemeal in the new arrangements, as it will be dependent upon the interest
and agency of particular individuals within the new commissioning groups to engage and influence a wider range
of stakeholders.
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Background

The documentation of inequalities in health has a long
history in England [1,2]; and the importance of tackling
such inequality has received sustained policy attention for
the past 15 years. Tony Blair’s Labour Government sig-
nalled its intention to take health inequalities seriously by
commissioning an independent enquiry led by Donald
Acheson in 1998 and a subsequent cross-cutting review in
2002 [3,4]. In 2001, explicit targets were set for reducing
health inequalities by 2010, followed soon afterwards by a
Programme for Action [5] and the Health Inequalities Na-
tional Support Team (HINST). The current Conservative-
led Coalition Government has indicated that it will retain
this focus on health inequalities, and has confirmed its
intention to act on the findings of a wide-ranging review
commissioned by the previous Labour government - Fair
Society, Healthy Lives [6]. Thus, policy commitment to ad-
dressing health inequalities now appears to be an accepted
part of the UK political mainstream.

Tackling health inequalities has been portrayed as a
collective effort, bridging local and national government
responsibilities [5]. Local Strategic Partnerships, which
were established in 2000, are intended to coordinate ac-
tion across housing, employment, environment and other
wider determinants of health. Likewise, Joint Strategic
Needs Assessments (JSNAs), which were introduced in
2007, are intended to be the vehicle through which local
partners should systematically identify unmet local needs
and priorities for intervention [7].

Since their development from 2001, Primary Care Trusts
(PCTs) had responsibility for planning and funding the
majority of health services, in a process known as com-
missioning [8]. There have now been two decades of
experience in commissioning health services in this way,
with the World Class Commissioning agenda from 2007
increasing the professional learning in PCTs on the
commissioning process, and shifting practice to a coherent
cycle of commissioning. During this whole period, a cen-
tral role for the NHS in addressing health inequalities was
clearly articulated; in particular PCTs were expected to
highlight action on inequalities in the way the NHS de-
livers its services, ensuring that service redesign narrows
health inequalities [9]. There was a concomitant expect-
ation that PCTs led on this agenda locally, engaging part-
ners to ensure that services supported health
improvement and narrowed inequalities. Strategic Health
Authorities (SHAs) were charged with supporting PCTs,
providing a locus for planning, performance management,
and developing the appropriate skills and knowledge, in-
cluding around addressing health inequalities [10].

Nonetheless, despite these structures and the apparent
political commitment, progress has been disappointing.
Independent analyses show that inequalities in life ex-
pectancy actually increased during this period, [11,12]
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and such trends led a recent King’s Fund review of the
NHS to identify the lack of progress in reducing health
inequalities as the most significant health policy failure
of the last decade [13].

A variety of lines of critique have been advanced to ac-
count for this disappointing progress. The most important
of these can be broadly grouped into the following four
areas of weakness: (i) lack of serious attention to social
and economic inequality, ie. the structural determinants
of inequalities in health; (ii) failure to shift resources from
secondary and tertiary services to high quality prevention,
early diagnosis and treatment in primary care; (iii) lack of
performance management; and (iv) persistence of a weak
evidence base.

On the first of these, commentators have argued that
progress is hampered by a lack of interventions to re-
duce the social and structural inequalities that underline
differences in health. Instead, national government has
largely promoted interventions that target individual be-
haviour and health-damaging ‘lifestyle choices’ [2,14], as
well as some that take a social integrationist approach,
seeking to strengthen community resources, resilience
and social capital, often with limited success [15,16].

On the second, attention has been drawn to the failure
of PCTs to shift NHS expenditure away from secondary
services and towards prevention, early detection and treat-
ment. Critiques of PCT commissioning have highlighted
limited impact in service change [8], especially in ensuring
that providers, particularly large hospital trusts, reshape
historical service patterns [17], or prioritise resource allo-
cation to reduce inequalities [18]. Even specific initiatives
intended to eliminate variations in access and quality of
primary health care have had mixed success. In 2010, the
Committee of Public Accounts openly criticised the De-
partment of Health for failing to ensure that primary care
provision and preventive interventions such as smoking
cessation were rolled out to include deprived areas [19].

Similarly, PCTs have struggled to get large provider
trusts and general practitioners to look beyond the pa-
tients they see and take responsibility for tackling in-
equalities in the health of the wider population. Since
2003, the Quality Outcomes Framework (QOF), has in-
volved GP practices being financially rewarded for the
proportion of eligible patients for whom specific targets
(measured by clinical activity indicators) are achieved.
Yet, while overall performance in achieving these targets
has improved, many of these targets can be met without
tacking inequalities, or by excluding difficult cases, pro-
viding little incentive for practices to undertake primary
prevention or public health interventions [20].

The third line of critique notes that the intended
performance management of NHS organisations against
health inequalities targets has simply failed to materialise,
indicated by the failure to meet Public Service Agreement
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targets to reduce health inequalities by 10% by 2010 [8].
Exworthy et al. [21] have noted that since responsibility
for tackling inequalities is divided among several agencies,
it is difficult to determine each agency’s contribution, and
incentives for taking action therefore lack specificity, rele-
vance and leverage [22]. Where these incentives do gain
purchase, they are predominantly based on financial and
process-related service targets that continue to dominate
the NHS, despite rhetoric to the contrary [23]. Conse-
quently it is not surprising that inequalities work is tacitly
acknowledged to be less important than efficient service
delivery, and staff are neither rewarded nor sanctioned for
their performance on the health inequalities agenda [21].
Indeed, there is evidence of a substantial need for greater
leadership and workforce capacity within the NHS to en-
gage with the health inequalities agenda [24].

Finally, it has been argued that the evidence base
on tackling health inequalities remains weak, and that a
continuing lack of rigorous evaluation of interventions
intended to address inequality means that policy-makers
and commissioners have little to inform their allocation
of resources [21,25]. Some PCTs and SHAs have managed
to offer a stronger strategic focus on health inequalities, yet
many promising pilot interventions have not been well
evaluated or promoted, restricting the scaling up that is re-
quired to effect health improvement at the population level.
Furthermore, Health Equity Impact Assessments, though
advocated as early as the 1998 Acheson Report, have
tended to lack detail, so that the unintended deleterious ef-
fects of some public policies on health inequalities have
been unanticipated and unmitigated.

While reducing health inequalities remains a clear prio-
rity for the current government, the structures within
which commissioning work is to be achieved are undergo-
ing radical change, with the role of PCTs being abolished,
and responsibility for commissioning many local health
services moving to groups led by General Practitioners
(GPs), structured as “Clinical Commissioning Groups”
(CCGs). These groups will also include clinical nurse,
hospital doctor and lay representation. PCTs will evolve
into Commissioning Support Units, offering assistance
on contracting and commissioning to CCGs. A National
Health Services Commissioning Board (NHSCB) will have
an overarching role in commissioning primary care and
specialist health services through a network of regional
teams. The restructuring also involves public health func-
tions being relocated within Local Authorities, and adjust-
ments to the regional and national supporting architecture
including locally based Health and Wellbeing Boards
which will bring together local stakeholders in health from
the NHS, CCGs, Local Authorities and even third sector
and academic representation. HealthWatch groups will
replace Local Involvement Networks (LINks) to provide
patient and lay scrutiny and represent patient voice as
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consumers [26]. These developments were still in flux du-
ring the research project and the publication of this article,
but Figure 1 gives a summary.

Not surprisingly, there has already been heated dis-
cussion on what the changes may mean for future pro-
gress on the health inequalities agenda. Pollock et al.
[27] argues that the watering down of the Secretary of
State’s duty to provide a comprehensive health service,
CCGs’ apparent responsibility for registered patients ra-
ther than geographical populations, and the relocation
of public health without clear specification of the ser-
vices Local Authorities are duty-bound to provide,
could all significantly increase inequalities in access to
healthcare, and the provision and uptake of health ser-
vices. The Public Health Outcomes Framework does
state that ‘outside the clinical arena’ responsibility for
reducing health inequalities will lie with Local Author-
ities, and that health and wellbeing boards will drive
integration of action to improve health ([28], p6). How-
ever, the King’s Fund has expressed doubts that the du-
ties on CCGs and Local Authorities, and the powers of
the Health & Wellbeing Boards are sufficient to ensure
that priorities are aligned and population-level inequal-
ities in health are given adequate attention. There are
also concerns that CCGs adequately understand the
scale and value of local voluntary and community orga-
nisations and how to work with them to address in-
equalities [29]. Meanwhile, Iacobucci [30] has noted
that the formation of CCGs around groups of GP prac-
tices appears to be creating a greater clustering of
deprivation in some commissioning localities, raising
the question of how this may affect action on inequality
especially as it is proposed that funding for health ser-
vices is allocated based only on the proportion of older
people in a region [31]. Finally, there is a concern that
knowledge and expertise in tackling health inequalities
in specific populations, particularly relating to commu-
nity engagement, will be lost during the transition [32].

Clearly, there is a great deal of unease and conjecture.
Nevertheless, the impact of government reforms will de-
pend not so much on the written policies and plans but
rather on how these are operationalised. Since imple-
mentation lies in the hands of regional and local actors,
their perspectives and experience can potentially
highlight future risks and opportunities. The aim of
this paper is therefore to inform current debates by
reporting findings from a series of in-depth interviews
conducted with a range of experienced professionals
working in varied roles within the health and social care
commissioning arena. While commentary on the impli-
cations of current reforms for future progress can only
ever be speculative, the respondents interviewed are
experienced, well-informed and key actors in this
unfolding scenario.
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Old structure

Figure 1 Summary of changes to NHS commissioning organisations.
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Methods

The findings reported here come from analyses of the first
phase of data collection conducted as part of a large,
NIHR/HS&DR-funded project investigating the use of evi-
dence in healthcare commissioning for multi-ethnic popu-
lations (www.eeic.org.uk). Whilst the focus of the study
was primarily on ethnic health inequalities this was ex-
plored in the context of wider commissioning activity and
work to address health inequalities in general.

Ethical approval was obtained from NRES East Midlands,
and semi-structured interviews were conducted between
October 2010 and June 2011 with experienced professionals
working in varied roles within the health and social care
commissioning arena. Expert, in-depth interviews have
been found to be well-suited to gaining insights into the
structure and functioning of complex environments, in-
cluding healthcare policy making [33]. Semi-structured in-
terviews were used to provide a focus and structure but still
allow for the interviewer to probe further, and for the inter-
viewee to add extra detail where appropriate [34]. These in-
terviews were designed to generate insights into the key
characteristics of healthcare commissioning work, from a
broad range of perspectives, and particularly into the fac-
tors that facilitate or hamper progress towards reduced
inequalities.

Sampling

A purposive approach that combined elements of ma-
ximum variation and critical case sampling was used to
identify suitable respondents [35] assisted by snowballing
sampling [36] beginning with local and national con-
tacts known to members of the research partnership.

Recognising the broad range of actors and organisations
that shape commissioning work at both national and local
levels, we identified two sets of respondents offering
varied perspectives and rich descriptions of the commis-
sioning arena. At the national-level, these comprised of
individuals with extensive experience and interest in the
health inequalities agenda as well as significant engage-
ment with relevant national-level policy formulation. At
the local-level, respondents were identified across three
case study sites in the north of England as people having
significant experience of healthcare commissioning struc-
tures and processes, even if they did not necessarily have a
particular interest in health inequalities work.

Data generation

An interview topic guide was developed, piloted and refined
[37] to provide a loose structure for the interviews covering:
professional background and experiences; commissioning
structures, networks and processes; commissioning impact;
role of evidence and knowledge in commissioning; barriers
and opportunities for improved commissioning to address
inequalities; and the implications of new commissioning ar-
rangements for such work. Researchers also completed a
reflection and summary template after each interview to
capture their impressions on the content and process of the
discussion.

Data was generated through face-to-face and telephone
interviews at a time and place convenient to respondents. It
was envisaged that around 40-50 detailed interviews would
be needed to capture the full range of stakeholder perspec-
tives relevant to commissioning and health inequalities.
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Analysis

Data analysis was informed by a theoretical perspective
which viewed healthcare policy making as a process of
dialogue and argument within which power relationships
are key and policy-makers piece together information
from diverse sources to make decisions within the con-
text of multiple competing drivers [38-41]. This theore-
tical stance enabled us to view commissioning activities
as dynamic interactions between individual agency, or-
ganisational rules, structures and processes, and the
wider healthcare setting with its current restructuring
agenda, all situated within the broader socio-political
context. This also draws on broader theoretical perspec-
tives that view policy making as a process of collective
interaction between diverse stake-holders in which both
the identification and responses to problems are socially
situated and constructed [42,43]. As such respondent
narratives were seen both as a representation of personal
attitudes and perspectives held by a key set of actors,
but also as a window onto the complex processes oper-
ating within the commissioning arena.

At an operational level, interviews were recorded and
transcribed verbatim, with researchers also preparing re-
flexive field notes on each interview soon after their
completion. Following an initial reading of interview
transcripts, a coding scheme was developed, piloted and
refined iteratively by all team members; combining both
an inductive data-driven and a theory-driven approach.
Microsoft Excel was used to organise the derived codes
(around 120 grouped into 10 broader themes) into a
practicable framework that was then used to index the
interview material [44]. The initial coding of transcripts
was undertaken in most cases by the team member who
conducted the interview, and around 20% of transcripts
were then checked by a second member of the team to
clarify areas of inconsistency. The framework made it
possible to establish which themes were present in a
particular interview and examine each thematic code
across all interviews, thereby maintaining the context of
each data extract while combining these across inter-
views to explore commonalities and contrasts. Finally,
team members engaged in analysis workshops to discuss,
challenge and refine interpretations and claims.

One of the broader themes captured respondents’ opin-
ions on the future of health commissioning and the impli-
cations of current re-structuring for work to reduce health
inequalities, from which much of the data presented in
this paper is drawn.

Results and discussion

Response rates were high with only two potential partici-
pants declining to take part, both of whom cited work
pressures. A total of 18 national expert interviews were
conducted with individuals who held, or had recently held,
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senior roles within Strategic Health Authorities, the De-
partment of Health, Public Health Observatories, Local
Government umbrella organisations, GP bodies, and third
sector organisations. In addition, 24 local expert inter-
views were conducted with people working within public
health and other directorates of PCTs, Local Authority
commissioners, GPs who were assuming commissioning
roles, and staff members of third sector organisations with
a focus on health inequalities (see Table 1). Many respon-
dents at both national and local levels had experience of
working in more than one relevant organisational setting,
and some had multiple roles: their primary job title is
reflected in the rough categories in Table 1.

The majority of interviews were held face-to-face, with
three being conducted by telephone at the request of re-
spondents. Respondents were asked to present their own
personal experiences and reflections, in addition to offi-
cial organisational policy. Researchers’ reflections sug-
gested that in most cases respondents were willing to
express critical as well as positive perspectives on their
experience of commissioning processes and activities.
The following section first presents a brief overview of
participants’ reflections on progress towards tackling
health inequalities during the PCT era, followed by their
views on future prospects. These findings are organised
into three broad themes: opportunities and risks for the
future; skills and competencies; and partnerships and en-
gagement. Each section begins by highlighting the posi-
tive opportunities that respondents noted, and then
considers any challenges and risks that they foresaw.

Past progress on commissioning to reduce health
inequalities

Respondents generally felt that there had been pockets of
good practice in commissioning to reduce health inequa-
lities. These tended to occur where a pressing need had
been identified, or where services and contracts were
smaller and less dominated by existing block contracts,
and therefore easier to change. When asked if commi-
ssioning had a significant influence on services, one re-
spondent replied:

“It depends on whether you are commissioning from a
blank sheet or commissioning an existing service.
They're quite different scenarios. . . a lot of services
which were never specified, chugged along. .. And then
there have been new services where they have decided
to take the money out and try it another way through
open tender” - Public Health Consultant

A common theme was that it is easier to inject atten-
tion to health inequalities when the commissioning task
involves a new service, rather than the redesign of an
existing one, and when new funding was available, this
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Table 1 Primary role and organisation of interviewees
SHAPE

Role

N of interviewees

PCT commissioners and managers 11

Department of health / strategic health authority 4
GP and CCG members 5
Third sector managers 9
Academic 2
Public health commissioners and observatory 6
managers

Local authority commissioners 7
Total 44

had provided opportunities to deliver new services and
new providers through open tender.

Where circumstances allowed, a good number of re-
spondents still felt that commissioning can be an import-
ant tool for service improvement to address inequalities.

“The real lever for change lies within commissioning” -
PCT manager

“We are pretty effective at understanding what needs
to change about services, redesigning and being able to
commission” - Senior PCT manager

However, with another NHS restructuring being en-
acted, there was widespread recognition of the risk to
this progress:

“Every time we've had a change of gear or direction in
terms of the commissioning agenda, the sophistication
that had been reached gets lost; everybody goes back to
the beginning” - Public Health Observatory manager

There was a general feeling that commissioning had,
over time, improved and that PCTs had become more
skilled over the last decade at enacting commissioning,
including around inequalities. Many PCT commissioners
and other respondents expressed concern that this pro-
gress could be wasted as a result of reorganisation:

“I'm really nervous about it and I think good practice
might be lost” - Third sector manager

Most respondents agreed that the PCT commissioning
era had failed to deliver significant progress towards re-
duced health inequalities, and many reiterated the short-
comings documented in the published literature already
highlighted above.

Several respondents highlighted the poor track record of
PCTs in shifting resources out of secondary care and into
the types of primary care and public health interventions
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felt to be capable of achieving a significant impact on
health inequalities. Interviewees referred to the predomin-
ance of “transactional” commissioning work (that is the
maintenance of existing contracts) rather than “transform-
ational” action that they felt was required to make any real
progress. As such, respondents usually felt that the bulk of
commissioning activity was tied up in the momentum of
historical contracts, with little resource left for innovative
redesign:

“The momentum of the historical contracts has
meant. . . a lot of what the commissioners are doing is
almost working at the margins; where you've got extra
resources you can have a discussion about how they’re
best deployed, obviously most of the resources is in a
basic set of core contracts” - Public Health
Observatory manager

Respondents’ views also highlighted a perception that
responsibility for the health inequalities agenda was seen
primarily as a function of Public Health roles rather than
part-and-parcel of core healthcare commissioning work,
even where PCTs had adopted explicit strategic priorities
relating to inequalities.

“Meeting health inequalities is part of the bread and
butter of Public Health” - Public Health Observatory
manager

“In terms of bringing evidence to the table around
need. . . that is more of a Public Health role” - Public
Health commissioner

While respondents recognised that many organisations
had policy statements and process documents reflecting
an apparent commitment to addressing inequalities, they
felt these did little to influence action. Some respondents
also accused PCTs of tokenism in relation to health in-
equalities, particularly when the focus was on inequal-
ities experienced by ‘protected groups’ such as minority
ethnic people. One respondent noted how PCTs often
had one or two project examples that would be widely
cited as evidence of their work on inequalities; what he
referred to as their ‘get-out-of-jail-free-card’ [DH project
manager].

“We do these sort of cursory tick box exercises, which
frankly are not helpful, because we do them, then we
put them in a drawer and forget all about them” -
PCT commissioner

“There is a part of the world of equality and diversity,
equality impact assessments and some of the hoops
which you have to be seen to be going through to
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demonstrate that you are competent and aware. . . for
me that feels slightly tokenistic” - PCT commissioner

Many respondents also highlighted the failure of Joint
Strategic Needs Assessments - an exercise that was sup-
posed to be conducted between PCTs and Local Au-
thorities to identify health and wellbeing needs, review
provision and set priorities for investment - to really
have an influence on mainstream commissioning action
in relation to inequalities. While there was awareness of
the intended function of these documents/exercises,
there was general agreement that they were not used
systematically and had little impact on commissioning
practice.

“Whether people take full ownership of the Joint
Strategic Needs Assessment, and whether every single
commissioner in this district uses it - I would question
that” - PCT Public Health commissioner

More generally, respondents felt that the use of data
and evidence about local health needs and inequalities
was very variable in commissioning, and that there was a
particular lack of data availability and use relating to
specific axes of inequality:

“Even the evidence that we have isn’t being used in
order to inform how we commission, how we target,
how we provide particular services” - Public Health
Observatory manager

“The health equity audit has been very much focused
on either geography, and even that’s a proxy for social
class really. . . and some of the other dimensions like
ethnicity have been underplayed” - Public Health
Observatory manager

Opportunities, challenges and risks for the future

In terms of the prospects for addressing inequalities in
the future, some respondents felt that local levers, in
particular the Joint Strategic Needs Assessment and
Health & Wellbeing Strategies, could significantly shape
CCG commissioning actions in the new era:

“The Health & Wellbeing Board are a key lever for
some of this work as well, and the JSNA’s are a critical
tool. Then Local Authorities will also have other tools
in terms of they have done quite a lot of work on
different wards and the needs of those wards - they've
done lots of work on different interest groups, they’ve
had their own community and neighbourhood
strategies and all sorts” - SHA Equality and Diversity
Lead
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Indeed, there was a degree of optimism that the new
local structures and processes, especially those based in
Local Authorities, could improve accountability to the gen-
eral public and therefore increase attention to inequalities:

“Local government. . . their track record on ensuring
equality in things like housing, you know, and
education and so forth, they've been much less
squeamish about collecting data and using it” - Third
sector manager

Nonetheless, many respondents expressed doubts about
the likely representation of community interests on the
emergent Health & Wellbeing Boards and whether in
practice they would have the teeth to hold CCGs to
account.

“What I don’t know is how much the health and
wellbeing boards and their local strategies will be able
to influence the GP commissioning groups, you know,
who may be focused on the patients that they see most
often” - Public Health Observatory manager

Future commitment to the health inequalities agenda
Across the board respondents felt there was a real danger
that recognition and commitment to health inequalities
would be weakened in the new arrangements. Three key
concerns were highlighted: (i) weakened directives from
central government; (ii) clinical commissioners’ lack of en-
gagement with a population perspective; and (iii) reduced
public health input into health services commissioning.

While some respondents felt that CCG-led commis-
sioning could be positive in localities where GPs had
been able to see the impact of inequalities in their local
population (and were therefore able to address this dir-
ectly), even where GPs were already committed to this
agenda, respondents felt that the current emphasis on
localism and the “hands off” approach by national go-
vernment would result in piecemeal attention to health
inequalities that relied on enthusiastic individuals to
stimulate activity:

“Some of the consortia that we're dealing with, I think
will take this [health inequalities] very seriously, and
probably embed it in their work, but I think that’s
more spontaneous, from their own drive” - Third
sector manager

Respondents worried that weakened directives from
central government on the importance of addressing
health inequalities would mean that other priorities -
particularly financial probity and efficiency - would likely
dominate CCG work.
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“I fear that we may have a period of about eighteen
months where that [health inequalities work] is put on
hold because there is so much else for folk to juggle
with” - PCT information manager

“If their main focus is on financial balance, a lot of the
work that they’ll be doing will be precisely that,
commissioning to try and manage the finances, and
will not be commissioning to move the community in a
direction for better public health necessarily” - General
Practitioner

Across local and national interviews, respondents felt
that GPs did not, by and large, have an awareness of in-
equalities in service access, experience and outcomes.
Respondents speculated that GP commissioners would
tend to draw on their experiences in the consultation
room, and that this would undermine attention to
under-served groups.

“GPs look at the patient in front of them or on their
list, and not at the people that don’t access them, or
are not coming through the door” - Third sector
manager

“Most of general practice is not engaged in the
inequalities agenda at all. .. Most GPs don’t have
skills and interest in this area” - Third sector manager

“What they’re being given is a huge task that they
didn’t necessarily ask for, nor are they necessarily
equipped to undertake because most of them aren’t
involved at a strategic level; they're sitting every day in
their surgeries practising medicine” - Department of
Health manager

Thus, while GPs were felt to have strong clinical
skills and experience with patient care pathways at
an individual level, respondents felt that, as CCG
members, GPs might have a poor understanding of
the importance of taking a population perspective on
inequalities.

“There are lots of strengths to [CCG commissioning]. I
hope that it is much more people-centred, but the
people [i.e. service users] that it will be centred on are
those who are engaged with primary care practices,
and there is a risk that those people who have greatest
difficulty in engaging will be the ones who miss out” -
PCT information manager

“[GPs are] too close to the coal face, so that they lack
the bird’s-eye vision of the whole picture” - General
Practitioner
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