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Why Isn’t Government Policy More Preventive?  

Chapter 5 Prevention policy in the UK 
This chapter zooms out to identify the overall ‘weight’ of post-war initiatives, under the general 

banner of UK prevention policy, across multiple policy areas. Many UK governments have 

faced the same basic prevention puzzle, and the vague idea of prevention policy has risen up 

and fallen down the UK government policy agenda for most of the post-war era. However, 

there was a step-change of activity from 1997. The newly elected and self-styled New Labour 

government, led by Prime Minister Tony Blair, identified something akin to a ‘window of 

opportunity’ for major changes in policy and policymaking. Compared to its predecessors, it 

used the language of prevention far more, and was far more likely to describe it as a vehicle to 

address socio-economic inequalities, join up government, and pursue ‘evidence based policy’. 

Initially, we find in its social construction of target populations some shift of emphasis from 

personal responsibility to structural causes of poor outcomes (such as in health inequalities - 

Chapter 7). Further, key initiatives such as Sure Start promoted locally designed and delivered 

early interventions for young families. Yet, we also detect a growing frustration with limited 

progress and more explicit moral judgements of target populations over time, prompting a more 

centralised approach to policymaking and a greater focus on ‘problem’ families towards the 

end of New Labour’s era of government (chapter 9). 

Most of this prevention agenda continued under the Conservative-Liberal Democrat coalition 

government from 2010-15, albeit with a greater focus on the economy, employability, ‘troubled 

families’, and individual responsibility (such as in the intersection between public health and 

the reform of social security to influence ‘lifestyle’ choices). The Coalition (2010-15) and 

Conservative governments (2015-17 and 2017-present) have also signalled ‘localism’, some 

movement towards long term measures of public service success, and away from the UK 

government’s reputation for short term targets and punitive performance management. 

However, they also fostered an ‘austerity’ agenda, which suggests that a long-term prevention 

and localism rhetoric could provide cover for short-term budget reductions. 

This chapter tracks these developments as a whole before zooming in to key elements – and 

comparisons with Scottish policy - in Chapters 7-11. Health, social care, and education 

initiatives are generally England-only, social security or taxation measures generally apply 

across the UK, while crosscutting initiatives like Sure Start contained reserved and devolved 

elements and devolved governments can develop their own models of service delivery. We 

examine a broad trend since 1997 towards the greater UK government interest in prevention 

policy and preventive policymaking. For the discussion of New Labour policies from 1997, we 

identify and analyse manually the most relevant government strategy documents and 

commissioned reviews.  For Conservative-led policy from 2010, we supplement primary 

documentary analysis with interview data from UK civil servants and policy participants such 

as third sector and interest groups (see the Preface on methods). In both cases, we find some 

shift from superficial and abstract support for prevention towards concrete objectives and 

interventions. Yet, the delivery of prevention policies, and a meaningful shift in the balance 
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between preventive and reactive approaches, is more difficult to establish. We identify a sense 

of timelessness to the high and often sincere commitment to prevention but limited changes to 

policy and policymaking.  

Prevention before 1997: vague intentions, limited evidence 

It is easy to find the language of prevention pervading policy discourse in past decades because 

it is vague, intuitive, and often little more than an idiom (Chapter 1). For example, Hall (1976: 

10) traces prevention policy back to the formation of the welfare state from the 1940s, with a 

firm emphasis on ‘the need to prevent social ills rather than to merely treat the symptoms’. 

Billis (1981: 368) identifies a succession of reports to government and ‘ministerial circulars’ 

with prevention at their heart. Yet, the history of attempts to make sense of prevention, and 

pursue concrete solutions, is not heartening: 

Although, as a unifying slogan it is difficult to upstage; as a tool for action in the world 

of social problems it has proved decidedly inadequate (Billis, 1981: 368-9).  

Billis (1981: 371-2) argues that exponents of prevention did not really know what it meant or 

consider the implications of their limited evidence. They were able to develop associations 

between many ‘risk factors’, and specific problems such as poor mental health in childhood, 

but without (a) knowing the causal link between risk factors and long term outcomes, or (b) if 

their interventions would have positive or negative outcomes. Prevention was also a new way 

to describe other goals, such as to coordinate public services, shift from residential to 

community care, find cheaper policy solutions, or use the language of risk to expand the remit 

of social services (1981: 373). 

The Conservative era of 1979-97 does not challenge Billis’ image of limited progress. Its key 

document was The Health of the Nation – A strategy for England (Department of Health, 1992, 

based partly on the WHO’s 1978 Health for All). It links prevention to personal responsibility, 

in which the role of government is to coordinate public services and use health education to 

exhort individuals to change their ‘lifestyles’ (1992: 11; 22-24). Its approach was criticized by 

the WHO and the New Labour government for failing to address the socio-economic causes of 

ill-health and the health inequalities raised in the Black report in 1980 (Department of Health, 

1998; Acheson, 1998: 10; Hunter et al, 2000).  

Overall, we can sum up pre-1997 policy with reference to:  

 High ambiguity, with prevention remaining a vague policy aim.  

 High uncertainty, linked to the lack of evidence on the nature of the problem and how 

to develop new solutions. 

 Personal responsibility, rather than a government’s duty to redress ‘structural’ causes 

of inequalities.  

Further, with each new government initiative came the narrative that previous initiatives had 

failed because there was insufficient clarity, evidence, and/or commitment to major changes to 

policy and policymaking. The first 50 years of post-war policy summed up the prevention 

puzzle and cycle of enthusiasm and despair that we describe in Chapter 1. 



New Labour, new focus on prevention and early intervention 

The weight of initiatives increased markedly from 1997. Tables 5.1 to 5.4 identify and 

summarise the large number and wide range of strategy documents described in some way as 

preventive, as well as the key reports to government that illuminate UK ministerial thinking. 

New Labour’s main emphases were childhood and early intervention, social exclusion, health 

inequalities, and health and social service integration.  

Table 5.1 Prevention reports and policies, children and early intervention, 1997-2010 

Year Title Description of prevention 

1998  Sure Start  Multi-agency early intervention to focus initially on the link between 

poverty, social exclusion and cognitive development (or low 

preparedness to learn at school), with a longer-term focus on truancy, 

unemployment, drug abuse, and crime. Includes home visits, 

parenting classes, childcare, health advice, and discretionary services 

such as housing and benefits advice.  

2003 Children’s 

Centres 

Successor to Sure Start centres. The new approach is a universal 

programme targeting those most in need (often described as 

‘progressive universalism’) rather than a focus on disadvantaged 

areas. There is more emphasis on childcare and parental/ maternal 

employment (to reduce child poverty), more local authority control 

(and the removal of ‘ring fenced’ funding), and greater links to 

schools rather than community organisations.  

2003 Every 

Child 

Matters 

Partly a child protection strategy built on its response to the Laming 

Report on Victoria Climbié (a child tortured and murdered by her 

guardians) (Laming, 2003). A key question regarded how public 

services could have cooperated more effectively to prevent such 

abuse. The UK government’s response was to reinforce a 

commitment to early intervention via Children’s Centres and a 

requirement of local authorities to build prevention into their 

Children and Young People’s Plan. It uses the metaphor of a triangle 

to describe progressive universalism, with the larger base containing 

universal services (health and education), the middle ‘targeted 

services’ such as Sure Start and ‘targeted parenting support’, and the 

top ‘specialist’ services for ‘children at high risk’, such as child 

protection (Department for Education, 2003: 21).  

2007 Aiming 

high for 

children: 

Supporting 

families 

Update of its child welfare policy framework (HM Treasury and 

Department for Education, 2007), built on three principles: 

prevention, progressive universalism, and parental rights and 

responsibilities. It emphasizes: the personalization of services; pro-

active rather than reactive services; funding the most effective 

programmes introduced in Every Child Matters (but trusting local 

authorities and primary care trusts with commissioning); developing 

the resilience of individuals and families; and, breaking inter-

generational cycles of negative outcomes. 

 

Sure Start: early intervention for children 

Sure Start’s policy lead in the Treasury (Glass, 1999: 257) initially described it as:  



a radical cross-departmental strategy to raise the physical, social, emotional and 

intellectual status of young children through improved services. It is targeted at children 

under four and their families in areas of need. It is part of the Government's policy to 

prevent social exclusion and aims to improve the life chances of younger children 

through better access to early education and play, health services for children and 

parents, family support and advice on nurturing. It will be locally led and locally 

delivered but will be based on evidence from the United Kingdom and elsewhere on 

‘what works’ in terms of improving the life chances of children and their parents. 

In 1998, the Treasury announced funding for 250 ‘local programmes’ for 187000 children, to 

be rolled out over four years, but in 2000 it increased the commitment to 500 programmes, and 

by 2004 there were 524, with an estimated expenditure of £500m, ‘reaching one third of poor 

children under four’ (Lewis, 2011: 72; Clarke, 2006: 704;). Sure Start had four objectives: 

‘improving social and emotional development; improving health; improving children’s ability 

to learn; and strengthening families and communities’ (2006: 704). They were advanced by 

New Labour’s high profile tools for cross-departmental performance management - Public 

Service Agreement (PSA) targets - and Service Delivery Agreements (SDAs) (2006; 704). 

Sure Start as an exemplar of early New Labour policy and policymaking 

Sure Start is representative of New Labour’s initial prevention agenda, highlighting four key 

aspects of its self-described approach to prevention: 

1. A major break from the past.  

Labour initially showed high commitment to prevention, socioeconomic redistribution, and 

anti-poverty measures. Sure Start focuses on poverty and deprivation as key causes of 

inequalities in the (a) school preparedness and education attainment of children, and (b) 

employability of their parents. The proposed spending of £1250 per annum, for the poorest 

15% of children, ‘marked a step change in expenditure on services for that age group’ (Glass, 

2006: 52). It was complemented by: the establishment of a Children and Young Persons Unit 

(July 2000) ‘responsible for overseeing and administering a new £450M Children’s Fund for 

community based partnership projects for 5–13 year olds’ (Parton, 2006: 984); and, increases 

in Income Support and Child Benefit and in the Working Families Tax Credit, designed partly 

to encourage unemployed parents to take low paying jobs (Piachaud and Sutherland, 2001; 

Dolowitz and Marsh, 2000: 16). 

2. A vehicle for joined-up government and localism. 

Labour pursued ‘joined up’ central government, locally focused ways to share policymaking 

responsibility across the public sector, and the tailoring of public services to their users (Clarke, 

Gewirtz, and McLaughlin, 2000: 1). Its ambition was to ‘modernise’ public services by 

reorganising the relationship between the state, citizens, and the market. Yet, it also used 

centralising measures, including performance management with targets to measure efficiency, 

producing the potential to undermine delegated and cooperative governance. It experimented 

with many ways to join up services, from its initial focus on cooperation via networks towards 

‘control freakery’ (it developed a reputation for ‘command and control’ in healthcare policy), 



and producing new outcome-based audit, accountability and performance management 

processes for local government. (Kavanagh & Richards, 2001; Ling, 2002; Matthews, 2016; 

Stoker, 2004; Wilson, 2003). We can find many references to localism and joined-up 

government throughout key documents, but they exist alongside measures to centralise 

policymaking and maintain reactive public services. 

Sure Start promoted the coordination of public services – home visiting, parental support, 

childcare and play, community healthcare, and support for special needs - to reduce ‘social 

exclusion’ (backed up by the Comprehensive Spending Review, HM Treasury, 1998). It was 

designed to work alongside, for example, Health (and Education) Action Zones, the ‘New Deal 

for Communities’ which focused on economic regeneration (Glass, 1999: 258-9), and the 

Social Exclusion Unit (SEU) (table 5.2).  

Table 5.2 Reports from the Social Exclusion Unit 

2001 Preventing 

Social 

Exclusion 

Describes its work from 1998-2001, including reports on Truancy and 

School Exclusion (1998a); Rough Sleeping (1998b); Teenage 

Pregnancy (1999a); Bridging the Gap - New Opportunities for 16-18 

year olds not in Education, Employment or Training (1999b); and the 

National Strategy for Neighborhood Renewal (2001). 

2002 Young 

Runaways 

Prevention predicated on targeting at-risk individuals, delivering 

services effectively, local joined-up working, parenting support, and 

preventing child abuse and exploitation. 

2004 Breaking 

the Cycle 

Focus on ‘preventing the transmission of social exclusion from one 

generation to the next’ (2004: 6). Lower socio-economic groups 

described as ‘victims’ of 'multiple and cumulative' situations and 

behaviours that further burden them and limit their life chances, 

requiring a joined-up response (2004: 28). 

 

The SEU was another vehicle for 'joined-up working', using evidence on factors such as family 

income and work status to identify groups ‘at risk’ of social exclusion, and focus on specific 

behaviours or outcomes including: child development, educational attainment, the quality of 

care for looked after children, teenage pregnancy, crime prevention, and homelessness 

prevention. 

3. Participatory governance.  

Sure Start accentuates the participatory role of parents and centrality of local communities to 

service design (Lewis, 2011: 74). As with Head Start (the US programme which inspired Sure 

Start), the idea is to ‘provide citizens with evidence that participation can be effective and 

fulfilling’ (Soss, 2005: 305). Projects provide ‘an opportunity to overcome isolation and 

hopelessness’ in ‘deprived communities’ (Glass, 2006: 54-5).  

4. Evidence-based policy.  

New Labour’s ‘what counts is what works’ language reflects high confidence that it could 

produce evidence on effective policy solutions (Davies, et al, 1999). It sold Sure Start in 

relation to evidence of success from US programmes - Head Start, the Perry Pre-School 



Programme, the Chicago Child-Parent Centers, and the Abecedarian Project – and pilots in the 

UK, including Early Excellence Centers, Neighborhood Nursery Initiatives and Sure Start 

Local Programmes (Glass, 1999; Clarke, 2006: 706). 

However, all four ambitions are difficult to confirm: 

1. Is there a demonstrable break from the past?  

Sure Start’s focus on structural factors co-exists with key elements of past approaches paying 

high attention to: individual and parental (frequently, maternal) responsibility for unequal 

outcomes; the belief that aspects of social exclusion are passed down through generations; and, 

‘risk factors’ to predict who would benefit from early intervention (Clarke, 2006: 706; SEU, 

2004). It is also difficult to calculate changes in spending from reactive to preventive services: 

the estimated cost of Sure Start was £200m and then £500m per year, but without clarity on 

how much is new money. Per-child funding fell when the programme took on a more universal 

approach. Then, it lost its ‘ring fence’ funding by 2005 when local authorities took greater 

control. This change undermined policy fundamentally because non-ring-fenced funding goes 

‘to the acute, the urgent and the adult … however worthily they are regarded in principle, 

prevention and early intervention always end up at the back of the queue for expenditure when 

the chips are down’ (Glass, 2006: 54). 

2. Is there evidence for more joined-up government?  

‘Holistic’ government is a perpetual buzzword for governments, but with few indicators of 

progress and many indicators of ministerial discontent. In its first term in government (1997-

2001), the UK government combined PSAs with ‘trust and networks’ to encourage 

cooperation. However, from 2001, the responsibility for PSAs moved from a Cabinet Office 

unit to the Treasury and became linked more strongly to expenditure, ‘following frustration 

with a lack of progress on joined-up government at the centre’ (Cairney, 2009: 359; Richards 

and Smith, 2004: 106). 

3. What is the role of participation?  

Parents were encouraged to participate in childcare sessions partly ‘to learn how to interact 

with their child’ rather than help design services, and government targets were immune to local 

community redesign (Lewis, 2011: 74-5). Children’s Centres consulted with parents to get 

information about local communities (2011: 77). Parent ‘control’ shifted to parent 

‘involvement’ (Glass, 2006: 54-5), subverting the idea that governments should do things with 

you rather than to you (chapter 1). 

4. What does ‘evidence based policy’ mean in practice?  

There are two fundamental obstacles to the ‘evidence based policy’ described by New Labour. 

First, the research on which the government hoped to base policy - to use socioeconomic causal 

risk factors to predict individual and family behaviour - is weak (Clarke, 2006: 707; see also 

Chapter 9). Instead, policies focus on the link between practices associated with risk factors, 

such as if poor parents are relatively unable to buy books or they are more stressed and therefore 



less likely to read to their children (2006: 707). Interventions focus on changing practices via 

parenting programmes and more pre-school education (2006: 708).  

Second, the UK government took evidence from the success of many programmes but did not 

provide a ‘single blueprint for the ideal set of effective early interventions’ (Glass, 1999: 262). 

International evidence helped win the case for Sure Start, but with a focus on broad principles, 

such as to combine interventions for children and their parents (or mothers), avoid stigmatizing 

labels such as ‘problem families’, seek holistic measures of improvement, encourage localism, 

and make sure that interventions are ‘culturally appropriate’ (1999: 262; Lewis, 2011:  80; 

Melhuish et al, 2010: 160).  

Subsequently, the National Evaluation found a limited measurable impact (Rutter, 2006: 135), 

partly because it is difficult to test the effect of governance principles compared to blueprint 

interventions (Clarke, 2006: 705; Melhuish et al, 2005).  There was high discretion in the 

design of early interventions rather than high ‘fidelity’ to a tested model, and evaluations were 

not randomized to test the efficacy of intervention versus non-intervention (see Chapter 4 on 

the inconsistent use of EBPM models). Rutter (2006: 135) also suggests that some principles – 

such as to reduce stigma by rolling out to places of highest deprivation rather than the most 

disadvantaged families - undermined the effect of evidence-based programmes and made the 

most ‘at risk’ families slightly worse off. Overall, it was difficult to measure Sure Start’s 

effectiveness because it is not clear what it was. The government specified goals rather than 

the methods to achieve them (2006: 140; Lewis, 2011: 75 and 80; compare with Davies, 2007; 

Power and Willmott, 2005).  

Sure Start as an exemplar of shifting New Labour policy and policymaking 

Glass (2006: 53) offers further explanation for policy failure: (a) poor initial government 

choices driven by haste, followed by (b) a change of approach (after 5-6 years) driven by an 

electoral imperative. Sure Start was a major break from the past, with insufficient preparation: 

few people had experience of initiating or running such programmes, the proxy targets for 

success were flawed, and they included implicit targets on spending the money quickly. Then, 

the UK government decided to expand and alter the programme without evaluation evidence. 

It made this decision, ‘against the advice of officials’, to help spend money quickly on a 

popular programme (in the run up to the 2005 UK general election) and changed key parts of 

the programme to ward off the perception of policy failure linked to early evidence of limited 

success (Glass, 2006: 53-4). 

Lewis (2011: 76-7) argues that the UK government downplayed (misleadingly) the extent to 

which it changed its approach to respond to alleged failure. Ministers argued that the early 

centres provided a way to experiment with service delivery, let ‘a thousand flowers bloom’ via 

local participation, before identifying the most successful elements to use for a new ‘universal, 

mainstream service’. Its shift from a targeted to a universal approach also reflected a 2002 

Comprehensive Spending Review, which (a) identified slow progress in the move from acute 

to preventive services and (b) recommended more effective performance management from the 

centre to accelerate policy change (Parton, 2006: 985). Further, its Every Child Matters strategy 

(Table 5.1) put children at the ‘centre stage’ of social policy, marking a major increase in its 



willingness to surveil and influence family life and parental behaviour to ensure early 

intervention in the lives of children (Williams, 2004: 407; Parton, 2006: 989). 

Parton (2006: 985-6) suggests that Every Child Matters became a vehicle for actors in the 

‘Treasury and the Home Office’ who ‘were much more concerned with introducing policies to 

prevent unemployment and crime rather than child abuse’ and used the opportunity to 

accelerate the reform of children’s services which the government ‘had been developing for a 

number of years’. Such measures reflect the development of the ‘preventive state’ and early 

intervention ‘which involves direct restraints on the liberty of certain individuals because they 

are seen to pose a particular threat’ (2006: 989, compare with Billis, 1981 on the language of 

risk and ‘early intervention’ to expand the role of the state). Certainly, the new strategy 

involved:  

 Policy change. It placed a greater emphasis on working parents by integrating childcare 

and early years education, and linking to employability schemes for their parents. 

 EBPM change. It required more specific evidence-based interventions, initially through 

‘the list issued by the National Academy of Parenting Practitioners, established in 2007’ 

(Lewis, 2011: 76) and later via Early Intervention Foundation (2016) reports. 

 Governance and funding change. It prompted the devolution of responsibility for 

Children’s Centres to local authorities. It involved a ‘profound restructuring of 

children’s services undertaken under the auspices of the Every Child Matters agenda’, 

giving ‘local authorities a statutory responsibility to ensure that there were enough 

childcare places for parents in work or training’ (2011: 77; Parton, 2006: 986), reducing 

ring-fenced funding, and reducing per-child funding from approximately £900 to £600.  

Melhuish et al (2010: 160) credit some aspects of phase two – such as the longer exposure to 

specific interventions like Incredible Years (chapter 8) - with a marked improvement in 

evaluation: programme benefits were no longer restricted to ‘less disadvantaged children and 

families’. Yet, the broader changes place the original approach of Sure Start in some doubt. 

Specific PSAs accentuated this doubt by setting targets on child protection and individual 

parental behaviour, rather than socio-economic indicators such as improvements in housing 

and other environmental factors (Clarke, 2006: 713).  

By 2007, we can detect a further shift in policy rhetoric from broadly supportive to often 

judgmental, and from structural to individualist policies (chapter 8). Aiming high for children: 

Supporting families (HM Treasury and Department for Education and Skills, 2007: 5) describes 

the value to preventing many poor outcomes that children could experience (from ill-health 

and low educational attainment to offending and abuse) and the need to avoid stigma through 

universalism, with ‘universal children’s services at the center of a preventative system’. 

However, it also stresses the need to: (a) develop the ‘resilience’ of individuals and families 

and reduce the costs to society of non-intervention; and, (b) target specific families, to break 

an alleged inter-generational cycle of problems, because ‘they represent a high cost both to 

society and to public services, creating problems for local communities and also using 

resources that cannot be released to fund preventative support elsewhere’ (2007: 35; 13). 

Although it restates a commitment to joined-up working, this time it is to prevent ‘families 



from playing off agencies against each other’ rather than provide a sense of joined-up support 

(2007: 69). 

Health and social services reforms 

The comparison between early intervention for children, and preventive health services largely 

for adults, shows that there is a wide spectrum of – often rather disconnected – policy initiatives 

captured under the banner of prevention. Nevertheless, health and social care initiatives 

reinforce an overall picture of major but qualified changes to policy and policymaking. 

Although there is major emphasis on socio-economic causes of inequalities – as well as the 

need for governance reforms, and ‘evidence based policy’ – it co-exists with remnants of 

previous approaches which identify individual responsibility.  

Table 5.3 Prevention reports and policies, public health/ health inequalities, 1997-2010 

Year Title Description of prevention 

1998a Our Healthier Nation 

(Green Paper) 

(a) New focus on the ‘social, economic and environmental’ 

causes of health inequalities, alongside (b) traditional 

references to individual behaviour. 

2003 Tackling Health 

Inequalities: A 

Programme for 

Action 

Prevention to reduce health inequalities, improve 

individual and familial quality of life, and reduce 

unnecessary demand on public services.  

2008 Health Inequalities: 

Progress and Next 

Steps 

Updates Tackling Health Inequalities, linking prevention 

to individual unhealthy behaviour, describing the potential 

benefits of early indicators of risk (from conception), 

advocating primary care, and noting the relative lack of 

preventive services in deprived areas with greater need.  

2004 

and 

2009a 

National Service 

Framework for 

Children, Young 

People and 

Maternity Services & 

Healthy Child 

Programme 

The NSF in 2004 and its update in 2009 describe a 

universal programme delivered locally by commissioning 

partners. Includes screenings, immunisation, medical and 

developmental reviews, and parenting support.  

2009b Living Well with 

Dementia 

Focus on preventable vascular or mixed dementia and 

secondary prevention measures, including hospital 

admissions, care-home admission, abuse and harm. 

2009c New Horizons: A 

shared vision for 

mental health 

Describes mental ill-health as a personal burden and cost 

to society. The prevention of ill-health and promotion of 

mental health is one of the six themes pursued via targeting 

and early intervention via multi-agency working (e.g. in 

the armed forces and schools). (see chapter 8) 

 

Health and public health 

Labour’s first ‘Green Paper’ on public health (Department of Health, 1998a) emphasizes the 

role of ‘social, economic and environmental’ factors in inequalities and the personal and social 

benefits of prevention beyond economic savings (1998: 28-9). Notable ‘target population’ 



frames include to: reduce crime to prevent the harmful physical and emotional health 

consequences to victims; and, reduce teenage pregnancy as a key source of poor health and 

social outcomes (including higher infant mortality and rates of parental unemployment). They 

co-exist with more traditional medical prevention initiatives (such as on HIV), a sharpened 

focus on key areas - heart disease and stroke, accidents, cancer, and suicide – and references to 

personal behavior. The government also ‘backed off including a national target to reduce 

inequalities fearing that this would be too much of a hostage to, particularly economic, fortune’ 

(Hunter et al, 2000: 9). 

Its 2003 strategy Tackling Health Inequalities was sandwiched between two influential reports 

by Derek Wanless (2002; 2004). It stressed the benefits of investment in primary care to reduce 

reliance on acute care, and focused on risky behaviours, such as smoking and sedentary 

lifestyle, and their impact on cancer and heart disease. By then, the Treasury had taken a 

stronger role in reducing health inequalities, describing smoking as ‘the single most significant 

causal factor for the socio-economic differences in the incidence of cancer and heart disease’ 

(HM Treasury and Department of Health, 2002; Cairney, 2007a; chapter 7).   

Its 2008 strategy Health Inequalities (a) emphasises the importance of primary care ‘as the 

NHS moves from a system focused predominantly on treatment and cure to one that looks first 

to prevention’ (Department of Health, 2008a: 64), while (b) admitting that people in more 

deprived areas receive less preventative care despite the disproportionate prevalence of 

illnesses such as cancer and cardiovascular disease. It also shifts towards linking inequalities 

in health to individual behaviour, as ‘a preventable consequence of the lives people live’ (2008: 

7), particularly when highlighting causal factors such as obesity and worklessness in deprived 

areas.  

We can see a similar mix of universal and targeted approaches (based on estimated risk) in the 

Healthy Child Programme (Department of Health and Department of Education, 2009a), which 

highlights the need for renewed commitment to prevention in early years policies (from 

conception to age 5) focusing on vulnerable children and families. The programme ranges from 

preventing communicable diseases to addressing behavioural problems and the relapse of 

adverse health behaviours of parents (linked, for example, to its 2008 obesity strategy). As in 

the latter years of Sure Start, such strategies contain more reference to evidence based 

programmes, including the Family Nurse Partnership (see Approach 1 in Table 4.1; chapter 8).  

Public health, localism, and problems with joined-up government 

Labour sought to ‘ensure that all parts of the health service become more focused on preventing 

ill health’. It proposed a mix of localism and performance management for the NHS, ‘ensuring 

the right mix of local services’, ‘holding hospitals and other health providers to account for 

their contribution to making people healthier’, and ‘ensuring that everybody in the NHS accepts 

responsibility for preventing ill health and not just those people with “health” or “public health” 

in their job titles’ (Department of Health, 1998a: 26).  

Health Action Zone pilots represented one (fleeting) way to address health inequalities by 

identifying health needs in local areas, strengthening service delivery partnerships, and 



fostering learning across partnerships in England (Department of Health, 1999). They extended 

the role of health services to the local planning of multi-agency services to reduce, for example, 

social exclusion and low education attainment (Department of Health, 1999). However, they 

were low budget, high ambition, bodies that failed, partly because they generated insufficient 

clarity on the problems they sought to solve, contributing to their lack of knowledge of feasible 

solutions (Judge and Bauld, 2006: 341). Although ‘their focus on community-based activities 

to tackle health inequalities excited great interest both nationally and internationally’ they 

‘failed to live up to expectations’ and were discontinued in 2003 (Judge and Bauld, 2006: 1).  

Public health generally sums up the difficulty in joined-up government: its minister is junior, 

working with limited resources to encourage twelve other ministers to cooperate, nd alongside 

policy leaders in the Cabinet Office (responsible for the Social Exclusion Unit) and Treasury 

(tax credits and benefits to reduce poverty). ‘In the midst of such fragmentation and divided 

responsibilities, it is not at all clear who is leading’ (Hunter et al, 2000: 13). Further, Labour 

showed no evidence of having solved the decades-long ‘major implementation challenge’ 

associated with the need for public, private, and third sector bodies to cooperate and ‘own’ 

policy change (2000: 18). Instead, it described vaguely the role of local authorities and their 

partners in delivering prevention (Department of Health, 2003). 

Table 5.4 Prevention reports and policies, health and social services, 1997-2010 

Year Title Description of prevention 

1998b 

 

Modernising Social 

Services (White 

Paper) 

Prevention as a way to boost independence and reduce 

dependence on social services. Early intervention to 

address the ‘root causes’ of problems in children. 

1999-

2003 

National Evaluation 

of Health Action 

Zones 

Prevention to reduce social exclusion and inequality via 

Health Action Zones and local planning to coordinate 

health and social services (see PSSRU, 1999; Barnes et al, 

2003). 

2005-

2007  

 

 

 

2006-

2008 

Partnerships for 

Older People 

Projects (POPPs)  

 

 

LinkAge Plus 

POPPS: £60m to support the development and evaluation 

of pilots promoting and enhancing health, well-being and 

independence, to prevent or delay interventions by public 

services and reduce reliance on acute care (Department of 

Health, 2006; Windle et al, 2009).  

LinkAge Plus: Pilots to join up local and central 

government, and their work with service delivery partners 

(see SEU, 2006). 

2007 Putting People First Department of Health concordat with partners, including 

the Local Government Association, NHS, Association of 

Directors of Adult Social Services (Department of Health, 

2007), to implement the personalized adult social care 

programme in Our Health, Our Care, Our Say. 

2008 Lifetime Homes, 

Lifetime 

Neighbourhoods 

Strategy for ‘boosting preventative housing services’ for an 

ageing population. Public service sustainability comes 

from (a) joining-up health, care and housing services to 

improve service accessibility and (b) enhancing the health 

and wellbeing of the elderly to reduce pressure on services 

(Department for Communities et al, 2008).  



2008 Carers at the heart of 

21st-century families 

and communities 

Part of a £255m strategy for social care reform 

(Department of Health, 2008b). Addresses the wellbeing of 

and support for carers through respite, better integrated 

health services, employment and educational 

opportunities, emotional and mental health support, and 

specific support for young carers. 

2009 

 

Quality, Innovation, 

Productivity and 

Prevention 

To reduce service demand (Accident/Emergency and 

hospitalization) by preventing NHS accidents and 

enhancing service delivery (Department of Health, 2010a). 

 

Health, housing, and social services 

New Labour’s first statements on social services (Department of Health, 1998b), for the care 

of adults, children, and older people, suggests that prevention - to foster independence and 

lower dependency on services - is an inherent but underdeveloped aspect of social care. It 

emphasized 'modernisation', service efficiency, co-ordination, and joined-up working. Part of 

the Social Services Modernisation Fund was earmarked for a 'prevention grant' (£100m over 

three years) to incentivise local authorities to develop strategies for individuals and populations 

considered at-risk, while forming partnerships with the NHS, housing services, and schools, to 

identify ‘emergent difficulties’ and early intervention to ‘prevent them taking root’ 

(Department of Health, 1998b). 

Yet, by 2007, in Putting People First, the Department of Health et al (2007: 2) described 

prevention as a new approach in direct contrast with existing ‘paternalistic, reactive care’ 

exhibiting ‘variable quality’. It describes the need for partnership working between the NHS, 

local authorities, public partners, and the third sector to produce a ‘system-wide transformation 

developed and owned by local partners’ to help elderly and vulnerable populations and achieve 

objectives such as ‘infection control and fall reduction strategies’ (2007: 3). 

It often pursued this agenda on a small scale, experimenting with pilot projects, evaluating their 

success, before deciding whether or not to ‘scale up’. This practice is a popular way for the UK 

and Scottish governments to combine evidence and governance to produce models of EBPM 

(Table 4.1), on a scale small enough to not present difficulties in funding. For example, the 

Department of Health’s (2006) Partnerships for Older People Projects involves £60m for pilot 

projects promoting and enhancing their health and independence, to prevent or delay 

interventions by public services and reduce reliance on ‘high intensity or institutional care’ 

(Department of Health, 2009b: viii; The Department of Employment’s LinkAge pilots 

performed a comparable function).  

The National Evaluation of POPPs (Table 5.4) distinguishes between primary ‘low-level’ 

prevention, such as befriending, health and exercise promotion, secondary, such as health 

screenings and early-identification of ‘at-risk’ individuals, and tertiary, such as rapid response 

and ‘adult placement schemes’ (Windle et al, 2009: 24). It identifies project success linked to 

the closeness of fit between projects and service users and the existence of a rigorous 

management framework, but also describes cost-savings as unrepresentative of all preventative 

projects because they result from of ‘pump-priming’. As with many pilots, they represent a 



best case scenario unlikely to be found after a major scale-up, unless accompanied by major 

reforms to (a) guarantee disinvestment in reactive services and reinvestment in prevention, and 

(b) boost partnership working between the NHS and local authorities. As with Sure Start, the 

National Evaluation describes a poor evidence-base on the effectiveness of ‘prevention and 

well-being services’ (2009: 22). 

Such projects became part of a broader cross-departmental strategy, Lifetime Homes, Lifetime 

Neighbourhoods, for ‘boosting preventative housing services’ for an ageing population: ‘Better 

preventative housing, health and care services will become increasingly important as 

demographic pressures on health and care increase’ (Departments of Health, Communities and 

Local Government, and Work and Pensions, 2008: 124). It focuses on (a) joining-up health, 

care and housing services to improve service accessibility and (b) enhancing the health and 

wellbeing of older people to reduce pressure on services. For example, preventing isolation 

(and the fear of crime) and accidents such as falls or fires helps reduce demand for statutory 

services to address deteriorating health. Effective prevention is via the personalization of 

services and pilots of ‘predictive risk modelling’ to target individuals most at risk of ‘a health 

or care crisis” such as hospitalization or care home admission (2008: 16). The strategy 

privileges cost-effectiveness analysis of interventions (such as housing adaptations). 

Lifetime Homes is also linked to Carers at the heart of 21st-century families and communities 

(Department of Health, 2008b) which focuses on the wellbeing of carers as double-prevention: 

preventing carers’ ill health and maintaining the wellbeing of those for whom they care (2008b: 

72). Prevention is to foster individuals’ independence, predicated on giving them the health 

checks and tools to manage their wellbeing (2008b: 104-5). 

The Coalition Government: combining prevention with austerity 

Prevention policy and preventive policymaking did not disappear as soon as Labour lost office. 

Rather, a rhetorical focus on localism, joined-up government, and/or the use of evidence in 

policy is often more apparent from 2010. Further, our interviews with civil servants in multiple 

government departments generally suggest that they express sincere support for the principle 

of prevention, localism, and evidence-based cases for interventions (see the Preface on 

methods). The Conservative-Liberal Democrat coalition government (2010-15) and 

Conservative governments (2015-17, 2017-onwards) pursued many policy initiatives in the 

name of prevention and early intervention.  

However, this continuation of policy and policymaking is not important on its own, since the 

inheritance of a vague ambition tells us very little about UK government. Rather, we need to 

know how a successor government made sense of prevention. For example, during its 13 years 

in office, New Labour had shifted its initial focus on early intervention to reduce inequalities, 

towards prevention as a way to reduce spending. From 2010, this change of emphasis became 

more visible. The Coalition government fostered an ‘austerity’ agenda to respond to the 

aftermath of the 2008 economic crisis. It sought to reduce debt, through tax increases and a 

target 3% reduction in total public spending from 2010-15 (Crawford and Keynes, 2015). It 

sought to reform social security and reduce benefits, raise higher education tuition fees to 

£9000 per year, and transfer responsibility for public services - social housing, health and social 



care, education, and employment - to private and third sector agencies. Taylor-Gooby (2012) 

describes the proposed scale, speed, scope, and impact of welfare state reform as ‘root-and-

branch’ transformation. 

These reforms raise the prospect of the use of prevention rhetoric to justify budget reduction, 

and ‘localism’ to shuffle-off responsibility for areas such as public health and families policies. 

They combine with the idea of a ‘Big Society’ - a phrase launched loudly by David Cameron 

in 2010 and dropped quietly by 2015 – in which the government withdraws somewhat, in 

favour of unfunded voluntary service provision. Prevention may be a mechanism for lowering 

social policy expenditure, and reducing pressure for future spending increases, as part of a 

broader agenda to transfer the responsibility for social and public service provision to 

individuals and the market (Taylor-Gooby, 2012: 67).  

Describing less money to spend on public services, and a growing and ageing population, the 

Coalition government shifted its attention to the stated, not demonstrated potential for 

preventive spending to solve complex problems, improve lives, and reduce spending. More 

realistically, the Treasury prioritised ‘value for money’ initiatives, and assessed prevention in 

relation to the ‘cashable savings’ they could – or, more frequently, could not - provide when a 

public service such as a healthcare centre or prison was no longer required (interview, Treasury 

officials, 2015).  

We can also see evidence of coalition attempts to ‘localise’ and centralise. The coalition 

government encouraged the ‘co-production’ of public services between local public bodies and 

service users, and government agencies to operate without ministerial interference. It made a 

strong commitment to reject its predecessor’s centralisation and remove elements of Labour’s 

‘top down’ approach (Matthews, 2016: 315). In cases like public health (chapter 7), now 

devolved to local authorities, the interview data (in 2015) suggests that the Department of 

Health accepts its more limited role to consult and encourage rather than direct. However, 

ministers also used decentralisation as a cover for reducing budgets (from ‘targets and money’ 

to ‘no targets, no money’), intervening in local and agency business on an ad hoc basis (such 

as ‘special measures’ for allegedly failing public bodies), and bypassing local authorities to 

establish a closer link between central government and schools (2016: 315-18).  

Throughout this period, a shift from Labour to Conservative-led government is clearly a factor 

in the shift of tone towards prevention. However, there are several reasons to think that Labour 

would have entertained many similar measures. First, its approach towards the end of its period 

of government was more punitive and individualist, and it would also have faced the need to 

deal with reduced budgets. Second, there are practical issues that any government would face 

and address in similar ways when pursuing preventive spending. For example, it is difficult to 

produce a system in which the Treasury – or another body, such as the NHS - can calculate the 

central savings (e.g. on social security) they make from local decisions enough to be willing to 

transfer them routinely to local authorities (interview, Treasury officials, 2015). Instead, one 

programme - Troubled Families (chapter 9) - estimates savings (using 35 measures, such as 

reduced ambulance callouts) while administering ‘Payment by Results’ (PBR) and calculating 



the effect of local interventions, as part of a ‘gain share’ approach (interview, Department for 

Communities and Local. Government, 2015). 

Third, key aspects of the UK government’s approach are increasingly supported by the Early 

Intervention Foundation, which collates evidence on interventions to help public bodies make 

choices about where to invest (initially as one of the What Works centres – see Chapters 1 and 

9). After an initial period, in which the EIF’s focus related to primary and secondary prevention, 

it increasingly described the latter (targeting ‘at risk’ groups) as the most likely approach to 

secure VFM (interview, EIF, 2015). It also suggested that immediate ‘cashable’ savings are 

often more apparent in early adult interventions than early years (interview, EIF, 2015). This 

shift of emphasis is significant for the EIF, but consistent with UK government trends (note 

New Labour’s previous experiments with ‘progressive universalism’, table 5.1). 

Table 5.5 Prevention reports, children & early intervention, Coalition, 2010-15 

Year Title Description of prevention 

2010 The Foundation 

Years: Preventing 

poor children 

becoming poor 

adults (Frank Field 

MP) 

Six month inquiry into the life chances of underprivileged 

children. Focus on pre-natal care, maternal mental health, 

parenting skills, child health and development, and joining 

up fragmented services. Highlights the cost effectiveness 

of early intervention, linking better education attainment 

for more workforce opportunities.  

2011 Supporting Families 

in the Foundation 

Years 

Health-focused prevention, advancing Labour’s Healthy 

Child Programme, while noting that insufficient health 

visitor staffing is undermining policy progress. 

2011 Munro Review of 

Child Protection 

(Professor Eileen 

Munro) 

Argues that child protection services are placed too much 

on the defensive when reacting to cases of failure to 

prevent neglect. Builds on ideas from complexity theory 

(Chapter 3) to recommend reducing centralization and 

giving local actors the discretion to plan and act.  

2011 Early Intervention: 

The Next Steps 

(Graham Allen MP) 

Describes a strong causal link between evidence-based 

early interventions in a person’s life and the prevention of 

costly negative health and social outcomes. 

2011 Early Intervention 

Grant (EIG) 

Non-ring fenced grant to local councils, £2.2bn for 2011-

2012 and £2.4bn for 2012-2013. Replaced other funding 

(e.g. associated with the Youth Crime Action Plan, Young 

People Substance Misuse and Teenage Pregnancy Action 

Plan) and amounted to a budget reduction in real terms. 

2012-

2013a 

House of Lords 

Select Committee on 

Adoption Legislation 

(and the Government 

Response) 

The report argues that adoption reform is depleting funding 

from the EIG. The Secretary of State for Education (2013: 

15) pledged to respond, describing evidence ‘that children 

who come into care early and are placed swiftly [...] go on 

to enjoy the best chances in life. Successful adoption is a 

very effective form of early intervention’.  

2013b Working Together to 

Safeguard Children 

Guidance on (a) statutory requirements to protect children 

and promote their welfare, and (b) the framework local 

authorities use to evaluate service effectiveness. 



2014 Children and Young 

People’s health 

Outcomes Forum 

First report of independent advisory group ‘championing’ 

prevention via evidence-based and best-practice-based 

interventions (Lewis et al, 2014). Focus on ‘whole 

systems’, leadership, cost savings, incentives via PBR. 

 

Prevention for the ‘foundation’ years 

Chapter 1 suggests that new governments describe their commitment to prevention and early 

intervention in relation to the failure of their predecessors, often by commissioning reviews 

which signal the need for major change in policy and practice. Just as New Labour criticised 

their Conservative predecessors, the coalition government began by commissioning reports on 

the major changes required to prevention, led by Frank Field MP, Professor Eileen Munro, and 

Graham Allen MP.  

Field’s The Foundation Years is critical of Labour’s progress. It restates the argument that the 

life chances of individuals are largely determined by the first five years of life (the 'Foundation 

Years') and calls for a ‘fundamental’ shift in the way child poverty is addressed. First, it 

highlights the need to deliver good pre-natal care including maternal mental health care, 

support parenting skills, and improve child health and development. Second, it recommends 

prioritizing funding for early years over school and higher education, particularly for children 

from deprived backgrounds (including refocusing Sure Start centers). Third, it recommends a 

halt in automatic increases to child benefits, to redirect funds to the Foundation Years strategy 

and affordable full-time high-quality childcare (Field, 2010: 7). It finds that existing services 

in this area are ‘fragmented’ - with disjointed government and silo budgeting - and do not 

benefit those they should help the most because services are hard to access. It criticises the lack 

of evidence about which programmes are most cost-effective, and describes Labour’s measures 

as ‘not sustainable in the longer run, particularly as we strive to reduce the budget deficit’ 

(2010: 6).  

Yet, its basic argument and aims – to reduce inequalities and costs - are similar to those of New 

Labour. It aims to prevent ‘poor children becoming poor adults’, describing (a) the problem as 

‘life’s wheel of fortune consistently spinning against the interests of poorer children as a class’, 

and the need to prevent an ‘intergenerational transfer of poverty’, and (b)  the solution as early 

intervention to produce better education attainment, to ‘change the distribution of income by 

changing the position which children from poor backgrounds will be able to gain on merit in 

the income hierarchy’ (2010: 6; 19; 35).  

The government responded positively via Supporting Families in the Foundation Years 

(Department for Education and Department of Health, 2011: 50) which re-emphasises the 

importance of the ‘foundation years’ and takes forward Labour’s Healthy Child Programme, 

while recognising that prevention has been hampered by resources: ‘Pressues on the health 

visitor workforce over recent years have meant that in practice too many health visitor services 

have been unable to provide a full universal preventative service’ (2011: 21). 

The Munro Review of Child Protection promotes preventive services as part of a 5-stage 

spectrum: universal primary, selective primary (higher than average risk), secondary (rapid 



response to low level problems), tertiary (help when a problem has become more serious), and 

quarternary (providing therapy to victims). It criticizes UK government centralization, 

promoting an approach consistent with complexity theory (chapter 3): give local actors such as 

social workers the discretion to use their expertise to address complex circumstances, and don’t 

punish them unduly if things go wrong; accept the limits to central control, and remove the 

unintended consequences of simplistic performance measures and targets which ‘have skewed 

attention to process over the quality and effectiveness of help given’ (Munro, 2011: 6). The 

review challenges New Labour’s narrative about its decentralisation efforts by identifying the 

standardization and bureaucracy that undermines the ability of practitioners to ‘stay child-

centred’ and ‘work directly with children, young people and families’ (2011: 6). It re-

emphasises the benefit of multi-agency working while arguing that practitioners need the 

discretion to work out when and how to intervene. 

Allen’s Early Intervention: The Next Steps calls for ‘an essential shift to a primary prevention 

strategy which offers substantial social and financial benefits’ (Allen, 2011: xviii). It argues 

that early interventions in individual’s lives represent the most effective and cost-effective 

approach to social policy, potentially saving billions of pounds, but that prevention policies are 

stymied by demands for evidence not required of reactive services (chapter 8). 

The Coalition government was supportive of such reviews in principle, and it recognized the 

importance of funding for prevention projects and staffing. It supported the ‘now or never’ 

narrative apparent in several reviews (and Allen’s in particular), stressing the long term and 

potentially permanent mental or neurological damage to people in the absence of early-enough 

state intervention: ‘For children who need additional help, every day matters. Academic 

research is consistent in underlining the damage to children from delaying intervention’ 

(Department for Education, 2013: 7). However, it was also reducing universal funding, such as 

in the EIG (table 5.5), and targeting vulnerable children, young people and families (table 5.5).  

Table 5.6 Prevention reports, young people and families, Coalition government, 2010-15 

Year Title Description of prevention 

2010 Positive for Youth: A 

new approach to 

cross-government 

policy for young 

people aged 13 to 19 

Describes aspects of prevention relevant to teenage crime 

(unhealthy behaviour, mental ill-health, pregnancy, 

abusive relationships, homelessness) (Department for 

Education, 2010). Rejects idea of prevention as ‘one-off 

inoculation that can prevent later ills’. 

2010 Improving Young 

People’s Lives 

Recommends integrating prevention in environmental 

activities to develop ‘resilience’, health, and a sense of 

belonging/ responsibility (to reduce public service costs) 

(Department for Education and Sustainable Development 

Commission, 2010). 

2010 

and 

2015 

Drug Strategy 2010  

and  

Prevention of drug 

and alcohol 

dependence 

Describes a ‘whole-life approach’ to ‘preventing and 

reducing demand for drugs’ (and its socioeconomic costs), 

and breaking inter-generational patterns of dependency, by 

encouraging individuals to take responsibility, using 

criminalization as a deterrent, and fostering local 

community and evidence-based solutions (Home Office, 



2010: 9). The Advisory Council on the Misuse of Drugs 

(2015) focuses on the evidence-base on improving long 

term health and social outcomes, arguing that complete 

prevention of drug use is not always necessary. 

2011 Ending Gang and 

Youth Violence 

Cross-government evaluation, with prevention as one of 

five approaches, requiring the coordination of health, 

social care, and criminal justice services at central and 

local levels, and a focus on parenting (Home Office, 2011). 

2011 

 

And 

 

2013 

Troubled Families 

Programme 

Initial aim to ‘turn around’ the lives of the 118,000 most 

‘troubled’ families, using proxy measures of risk (truancy, 

crime/ anti-social behaviour, parental unemployment). 

The Fiscal Case for 

Working with 

Troubled Families 

Argues that ‘troubled families’ cost the taxpayer £9bn per 

year (£1bn on Sure Start and £8bn on reactive services) 

(Department for Communities and Local Government, 

2013). Seeks to reduce costs by intervening earlier to 

prevent negative individual and intergenerational 

behaviour including poor parenting, substance misuse, 

anti-social behaviour, violence, offending, and abuse. 

2012 Social Justice: 

Transforming Lives 

Advocates preventive work in policy areas including 

family support and education, welfare, and youth justice 

reform (Department for Work and Pensions, 2012). 

Emphasis on reforming welfare spending to provide more 

explicit incentives to change behaviour (develop personal 

control and responsibility) and address ‘cycles’ of 

unhealthy, anti-social, or criminal behaviour. 

2014 Improving Children 

and Young People’s 

Health Outcomes 

Recommends joined-up working and community 

involvement, led by local authority champions, to get the 

UK out of the bottom of European league tables on 

lifestyle and health outcomes (smoking, substance misuse, 

obesity) (Lewis and Lenehan, 2014). 

 

Prevention for the teenage years and ‘troubled families’  

The Coalition proposed multi-faceted ways to prevent poor outcomes for teenagers 

(Department for Education, 2010), focusing on: unhealthy behaviour (smoking, risky sexual 

behaviour, substance misuse and sedentariness); greater powers for school staff to search for 

and confiscate drugs; mental health; teenage pregnancies; abusive relationships (through the 

This is Abuse campaign); and youth homelessness (2010: 47-54). There is some focus on 

producing policy via participation, to ‘youth proof’ the proposals, and to present a positive 

rhetoric on resilience, enhance health and self-esteem, and a sense of belonging and 

responsibility (Department for Education and the Sustainable Development Commission, 

2010: 8). However, there is also emphasis on ‘the most troubled families’ which became such 

a feature of families policies – and one of the most high profile coalition government 

campaigns, fronted by PM David Cameron – quickly after the riots of summer 2011 (chapter 

9). 

Social Justice: Transforming Lives (Department for Work and Pensions, 2012) continued this 

emphasis on judging and challenging individual, youth, and parental behaviour (. It identifies 



the positive benefits of prevention, holistic policymaking, and a ‘second chance society’, and 

is critical of the previous government's focus on addressing the symptoms of problems once 

they emerged (2012: 17) However, there is also heavy emphasis on negative personal 

behaviour - including substance misuse, gang violence and crime, and dependency on welfare 

benefits - and the need to change welfare spending to prompt people to change their behaviour, 

while using PBR to decentralize and maintain control over service delivery. Unusually, it 

argues that marriage is key to stable familial relationships and that counselling prevents family 

breakdown (partly because Iain Duncan-Smith was Secretary of State for Work and Pensions). 

Table 5.7 Prevention reports and policies, health and public health, 2010-15 

Year Title Description of prevention 

2010 Equity & excellence: 

Liberating the NHS 

White Paper which briefly mentions prevention to save 

resources via health and social care integration 

(Department of Health, 2010b).  

2010 Fair Society, Healthy 

Lives 

Review commissioned in 2008 chaired by Sir Michael 

Marmot.  

2011 Healthy Lives, 

Healthy People: A 

call to action on 

obesity in England 

Strategy depicting anti-obesity policy as a spectrum of 

interventions, from prevention to treatment, requiring 

coordination between services (transport, urban planning, 

catering) and more evidence on the causes of obesity 

(Department of Health, 2011a). 

2011 Strategic High 

Impact Changes to 

tackle Childhood 

Obesity   

Suggests that the UK is one of the most obese countries in 

Europe (Department of Health and Childhood Obesity 

National Support Team, 2011). Aims to support the 

Healthy Lives, Healthy People framework using exemplars 

of best practice early intervention from around the UK. 

2011 Improving 

Outcomes: A 

Strategy for Cancer 

Argues that NHS performance on cancer lags behind other 

European countries (Department of Health, 2011b). 

Advocates less top-down imposition and micro-

management, greater autonomy for local communities and 

front-line staff, and more third sector and community 

involvement in raising awareness. Prevention through 

healthier behaviour and earlier detection. 

2012 Our Children 

Deserve Better: 

Prevention Pays  

Chief Medical Officer report recommending more early 

intervention throughout the healthcare system. Estimates a 

£4 trillion cost of preventable health problems over the first 

twenty years of a generation.  

2013, 

2014 

and 

2015 

1. Dementia: A state 

of the nation report 

on dementia care and 

support in England 

2. Blackfriar 

Consensus Statement 

3. Prime Minister’s 

Challenge on 

Dementia 2020 

Describes programmes such as the NHS Health Check 

providing information on life-style risks for vascular 

dementia (e.g. smoking and obesity) and related outcomes 

(e.g. accidents) (Department of Health, 2013a). The Health 

Secretary (and devolved government counterparts) signed 

the Blackfriar in 2014, making a commitment to use 

evidence on lifestyles to tackle non-communicable 

diseases (NCDs) and conditions such as dementia (Public 

Health England and UK Health Forum, 2014). The 2015 

strategy focuses on lifestyle causes of cerebrovascular 

dementia (smoking and obesity), and pledges to increase 



research and health education funding (Department of 

Health and Cabinet Office, 2015).  

2013 Health and Care 

Integration 

Public Health England report on health and social care 

integration, recommending joined up working. 

2013 Cardiovascular 

Disease Outcomes 

Strategy 

Response to Lancet report showing the UK’s poor record 

on premature mortality (Department of Health, 2013b). 

Focus on joined-up working, targeting disadvantaged 

groups at a higher risk related to lifestyle (smoking, 

drinking, sedentary). 

2014 Public Expenditure 

on Health and Social 

Care 

Government Response to the House of Commons Health 

Committee Report, pledging to fund more preventive 

services and identify symptoms of illness earlier 

(Department of Health, 2014a). 

2014 The Mandate from 

the Government to 

NHS England for 

2014/15 

The prevention of premature death (primarily from cancer 

and heart disease) is one of five ‘domains’ of action, 

responding to evidence of inequalities and poor European 

league table performance (Department of Health, 2014b). 

Approach to be person-centered, outcome-based, inspired 

by ‘leaders’ and ‘pioneers’. 

2014 

and 

2015 

Living Well for 

Longer 

Strategy (and follow up report) on preventing avoidable 

deaths - cancer, respiratory and heart disease, stroke, and 

liver disease - focusing on unhealthy behaviour and early 

diagnosis, a shared outcomes framework for public health 

and the NHS, and expanding the NHS Prevention Board 

(Department of Health, 2014c; 2015). 

 

Health and public health 

We can see high continuity in approaches to public health. The Marmot review (commissioned 

in 2008) and the Chief Medical Officer’s Annual report (2012) would not look out of place 

during any post-1997 agenda (Table 5.7). Marmot lists prevention of ill health as one of six 

recommendations, focusing on detecting and preventing the illnesses most associated with 

health inequalities, public education, early years work (without giving up on older people), 

public and third sector coordination, and spending more than the estimated 4% of NHS funding 

on prevention (partly by relying less on pilots with small scale and short term funding, and 

investing in projects whose value has been shown by RCTs). 

The CMO’s annual report focuses on the same prevention puzzle that we identified in chapter 

1. First, there is high cross-party support for evidence-based policy change. It identifies a 

potentially huge economic cost to non-intervention, and ‘increasingly good data on the return 

on investment and future cost savings from prevention and early intervention’ (2012: 13). 

Prevention policy, ‘crosses party political lines; it is not ideologically driven beyond the view 

that, through the effective implementation of appropriate evidence, we can achieve better 

outcomes for people and as a consequence deliver better outcomes for HM Treasury and the 

broader economy. (2012: 52). It then recommends the adoption of ‘proportionate 

universalism’, identifying universal services as the most effective at delivering primary 

prevention (such as immunization), early intervention as targeted secondary prevention (such 

as the Family Nurse Partnership), and strategies to reduce health inequalities (2012: 25).  



Second, however, there is reason to expect a lack of policy change or policy reversals (2012: 

52). Austerity combined with short-term political choice remains a threat: ‘It remains easier to 

slice budgets ever more thinly, tightening thresholds for access, and cutting those services and 

interventions that some may not notice are missing immediately, but whose absence will create 

problems further down the line’ (2012: 66). 

Table 5.8 Prevention reports and policies, mental health, 2010-15 

Year Title Description of prevention 

2011 No Health Without 

Mental Health  

 

Policy strategy with a public mental health component. 

Presents mental wellbeing (and preventing suicide) as an 

end in itself and a means of reducing costs associated with 

unemployment, crime, homelessness, substance misuse, 

and long-term dependency on services (see chapter 8) 

(Department of Health, 2011c). 

2014 Achieving Better 

Access to Mental 

Health Services by 

2020 

Policy on the ‘self-evident case (ethical, social and 

economic) for investing in mental health – its promotion, 

the prevention of mental illness and improving care, 

treatment and recovery’ (Department of Health and NHS 

England, 2014: 6). 

2014 Closing the Gap: 

Priorities for essential 

change in mental 

health 

Update to No Health Without Mental Health, requiring 

better coordination between the NHS, Public Health 

England and local authorities, and a greater focus on young 

people and children (Department of Health, 2014d). 

2015 Future in Mind Strategy for children and young people (Department of 

Health and NHS England, 2015). Advocates ‘whole 

systems approach’: intervene early to prevent mental ill 

health (including pre-natal care for mothers), and promote 

‘recovery’ and ‘resilience’, to improve wellbeing and 

reduce taxpayer costs.  

 

Mental health strategies such as No Health Without Mental Health represented a sincere 

attempt to encourage policy and practice change (Table 5.8), combined with reductions of 

resources in key areas to undermine such hopes. There is also some focus on the idea of public 

mental health – broadly defined as drawing on public health insights and interventions to 

reform mental health services – but with a tendency for the low status of public health and 

mental health to reinforce each other. We devote Chapter 8 to this dichotomy between rhetoric 

and action. 

Table 5.9 Prevention reports and policies, reducing social services demand, 2010-15 

Year Title Description of prevention 

2011 Laying the 

Foundations: A 

Housing Strategy for 

England 

Describes the prevention of costly outcomes associated 

with service demand – homelessness, social housing, home 

repossession, inadequate housing for the elderly – and 

economic growth to reduce demand for social housing (it 

allows people to afford private homes) (Department for 

Communities and Local Government, 2011a). 



2011 A vision to end rough 

sleeping 

Preventing homelessness via cooperation with third sector, 

devolved and local governments, and several government 

departments, to integrate mental health, drugs, criminal 

justice, and transition from care policies (Department for 

Communities and Local Government, 2011b). 

2011 Creating Growth, 

Cutting Carbon 

Brief focus on reducing the costs of road accidents 

(estimated at £16bn in 2009) via accident prevention 

(Department for Transport, 2011). 

2010-

2012 

Ageing Well 

Programme 

To help local authorities reduce negative social and health 

outcomes for older people (and the resultant costs) (see 

Harkness et al, 2012). 

2012 Caring for our 

future: Reforming 

care and support 

White Paper on health and social care integration 

(Department of Health, 2012). Recommends statutory 

duties on local authorities to embed prevention into care 

commissioning and planning as part of the devolution of 

responsibility for local population wellbeing. Focus on 

reducing dependency on services by supporting people to 

be able to live in their own home.  

2013 Integrated Care and 

Support 

Framework to reduce fragmented and ineffective service 

delivery, illness and falls, and related service pressures 

(NCICS, 2013). 

2014 

and 

2015 

Fuller Working Lives 

and A New Vision for 

Older Workers 

Strategies to: (a) prevent early withdrawal from work 

caused by ill health and disability in older age; and (b) 

retain workers via flexible working patterns to address 

health needs and caring responsibilities (Department for 

Work and Pensions, 2014; Altmann, 2015). 

2014 Managing the Care 

of people with long-

term conditions 

Government response to House of Commons Health Select 

Committee Report, acknowledging the need for prevention 

to reduce service demand (e.g. the £3.8 billion Better Care 

Fund to be used to empower individuals to manage their 

care and coordinate NHS and local authority action) 

(Department of Health, 2014e). 

 

Reducing or redirecting demand for public services 

The coalition government’s focus on ‘austerity’ features in much of the rhetoric of prevention, 

with initiatives valued for their alleged ability to reduce demand for public services and save 

money, often accompanied by support only for services for the most vulnerable. In cases like 

Laying the Foundations (Department for Communities and Local Government, 2011a), 

economic growth and employment are the most important tools of prevention since they allow 

people to afford private rents or mortgages and reduce demand for social housing.  

Homelessness prevention for the most vulnerable helps ‘avoid higher costs for local services 

later on’, particularly for ‘troubled families’ at risk of eviction – caused by ‘anti-social 

behaviour’ and/ or parental unemployment - who while ‘making up less than 1 per cent of the 

population [...] cost the economy billions’ (Department for Communities and Local 

Government, 2011a: 46-7). Its homelessness strategy (2011b: 15) contains similar ‘invest to 

save’ and ‘avoid passing the costs to other areas or public services’ arguments, but also a 



greater recognition of the need for focus on other causes of poor outcomes - such as mental 

illness, drug use, and poor transitions from care or prison – and to coordinate policymaking 

across multiple level of government and with the third sector (2011b: 16).  

Ageing Well (Department for Work and Pensions, 2010) promotes localism and ways to help 

local authorities reduce the costs associated with services for older people, while Fuller 

Working Lives and A New Vision for Older Workers seek ways to keep older people (and their 

carers) in work for as long as possible, to help reduce the costs of public services and social 

security (table 5.8).  

Most notably, Caring for our future (Department of Health, 2012) and measures such as the 

Care Act 2014 introduce a tense trifecta of measures to: delegate responsibility for population 

wellbeing to local authorities, invite them to reduce service demand by promoting 

independence and the ability to live outside of social care, and place on them a statutory duty 

of care service support. Yet, the meaning of duty of care for social services is so vague – 

particularly when we combine it with prevention, to consider when its duty arises - that it does 

not place tangible or immediate pressure on local authorities, and big ticket items like caps on 

care costs remain directed by the UK Government (interview, Law Commission, 2015). 

Concluding discussion: high commitment, low agreement and progress? 

In our review of UK government policy papers and commissioned reviews – largely up to 2015, 

with Chapters 7-11 focusing on more recent developments - we find a staggering volume of 

words and a continuous commitment to prevention and early intervention. From this review, 

we identify four main themes. First, the initial New Labour era represents a step-change in 

prevention policy and policymaking. It expressed unusually high commitment to framing 

prevention in relation to inequalities and the need to combine early intervention with economic 

redistribution and anti-poverty measures. It made a strong commitment to EBPM. It 

experimented with several methods to produce more ‘joined up’ government, while delegating 

and sharing policymaking responsibility across the public sector, and encouraging more local, 

third sector, and community involvement in service design and delivery. Programmes like Sure 

Start represent the potential for UK governments to ‘let go’ in some respects and justify central 

direction in others, such as to ‘ring fence’ funding for prevention in recognition of its 

vulnerability to be spent elsewhere. Overall, its early experiences show that the ‘British policy 

style’ (Chapter 4) is not an obstacle to preventive policymaking.  

However, Labour’ later experiences provide more evidence for top-down and election-driven 

practices. It appeared to shift tack with Sure Start, responding to the programmes’ popularity 

rather than evidence of success, shifting priorities to focus more on childcare and 

employability, and combining more local authority (rather than local ‘community’) control 

with a performance management regime – covering preventive and reactive services – that left 

preventive services far more vulnerable to becoming a low priority.  

Second, in key respects, the Conservative-led era represents continuity in policymaking. The 

coalition government produced and commissioned a comparable amount of reports and 

strategies expressing a sincere commitment to prevention and early intervention, EBPM, 



joined-up working, and to delegate policymaking responsibilities to local authorities and public 

bodies, in partnership with third sector and other non-governmental actors. However, its 

prevention rhetoric often has a harder edge, moving from a commitment to redistribution and 

universalism (invest to improve wellbeing and reduce inequalities) to an approach more 

consistent with its ‘austerity’ agenda, in which prevention policy accentuates: the economic 

cost of late intervention, investing in prevention to disinvest in reactive services, and targeting 

the most vulnerable for interventions focused on ‘lifestyle’. We get a sense of the same volume 

of text on the benefits of prevention, but a different sense of its tone in an era of austerity. 

Third, our discussion of a wide range of initiatives, under the general banner of prevention and 

early intervention, shows that there is a low threshold for inclusion as prevention policy. For 

example, initiatives focusing on the ‘foundation years’ and a ‘now or never approach’ run on 

parallel tracks with interventions to influence adult ‘lifestyle’ choices and prevent older people 

from entering full time NHS services.  

Nevertheless, fourth, there is a timeless and general feel to the ‘prevention puzzle’ throughout. 

In Chapter 1 we describe a tendency of new governments to express enthusiasm for the 

principle of prevention while criticising a lack of progress of their predecessors. Both New 

Labour and the Coalition government argued that their emphasis on prevention represented a 

step-change in policy and policy style. As Chapter 7 discusses, the current Conservative 

government also describes its Green Paper Prevention is better than cure as ‘the case for 

change’ (Department of Health, 2018)! Many future governments will likely make such 

statements because the same problems remain:  

 Uncertainty. There is insufficient evidence to underpin ‘evidence based policy’ at a 

national scale. Governments can identify examples of local best practice or exemplar 

interventions, but not how to ‘scale up’ or find projects with a wider scope. 

 Ambiguity. Governments are unable to define their approach, or they constantly shift 

their policy priorities – such as from structural to individual causes, to reduce 

inequalities or costs - under the vague banner of prevention. 

 Complexity. Governments constantly restate the importance of joined-up working and 

keep trying in vain to centralise policymaking through targets and performance 

management 

In that context, the National Audit Office’s (2013) Early Action: Landscape review could have 

been written at any time. It describes the potential for ‘early action’ and a shift from reactive 

to preventive services to treat causes more than symptoms, improve value for money and 

reduce long term public spending (2013: 5). It then finds examples of good working practices 

in some UK government areas, but ‘silo’ working in others, as well as a lack of cross-

departmental integration and a tendency to define early action in very different ways (this lack 

of clarity is accepted within the UK government – interview, Department for Communities and 

Local Government, 2015). Such evaluations are not surprising, particularly since there is no 

model for (and little evidence of the success of) integration. The only surprise is that the NAO 

is more enthusiastic about Scottish (and Welsh) government progress, in which they have 



‘more fully embraced’ and promised to channel major funding into early action (2013: 12). We 

examine this claim critically in Chapter 6. 


