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Running order

1. Where we've been

o 1997-2010
o 2010-15

2. Where we are now
3. Where we should be heading, some thoughts
o Keep looking back
o Integration
o Putting the NHS in its place
O
O

Behaviours, focus on people not behaviours
Towards connected population health systems
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Labour 1997-2010
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1997-2003, lots of “talk”

1999, Saving Lives, Our Haalfwer Nalion

2003, Tackling Health
Inequaliiies: A Programme 2005, ('06.'07) Tackiing

for Action, set out 8 cross- Haalth Inequalities: Stalus
g0t plan to daliver the repart on the Programme
targets and reduce for Action, independent
Ea;- ‘mﬁ‘:‘::";’: il 2002, Tackling Health ~ nequalities. long-term assessment of progress
Hl_ql‘nght&dl gQrowing gap .I'xq?:.?ﬂ'brgsr’&: Summary of
f [} C\.I"Dﬁﬂ-mrm
e (poTE review, sl the high level 2004, Spending Review
aneas for achon sirstogy for iackng hesll Poa 1 hoalt 2006 and 07, Reviow of
2000, Thi NHS Plan, inequalities meqtlnlrhas o key targets hixalth inequaktias hife
cabid for nisw national Spearhead group ' axpaciancy tangel (2006,
targets for haalth ; unpubdshed) and of nfant
1997, Acheson inquiry inequalibes - announced eshabiched Ford 05 mortality target (2007
Faebruary 2001 - publshed) wilh renewed
2005, Communities for
Health pilots, 06 rol-out focus on dalivery locally
01/07M1997 I 22006

2004-05, Choosing Mealth and Dalivering Choosing Mealth

2001, Tackiing Health nequalities; Conswiation on a plan for delivery

2006, Cur Health, Our Care, Ouwr Say
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2006-2010, lots of “action”

2009, Health Select

2010, Communities for
Health- Unlocking the

energy within communities

Committee report on Health to improve health
Inequalities

2008, National Audit
Office inquiry into

2007, Communities for heaith inequalities

Health: Learning from the

Pilots launched
2007, Health inequalities 2008, Infant mortality
intervention fool (HIIT) National Support Team
launched, updated launched

2007, Health inequalities
National Support Team
launch

regularly. Shows how local
areas can model
interventions and impact on
inequalities

01/01/2007

2009, Health inequalities:

Ten yearson

2010, Fair Society, Healthy
Lives (Marmaot Review)

published
2010, Healthy
201[)& —— Communities, Healthy
reporton  ives launched. Pilot
health

- __ programme based on
inequalities LAAS.

2010, Public Accounts
Committee health
inequalities inquiry.

31/12/2010

2009, Government response to Health Select Committee report

2008, Tackling Health Inequalities: Progress and Next Steps

(including announcement of Marmot Review)
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2010, Equity and Excellence.
Liberating the NHS and Healthy Lives,
Healthy People



A focus on targets (with some money)

“Starting with local authorities, by 2010 to reduce by at least 10 per cent the gap in life expectancy between
the fifth of areas with the worst health and deprivation indicators (the spearhead group) and the population as

a whole.”

“Starting with children under one year, by 2010 to reduce by at least 10 per cent the gap in mortality between
the routine and manual group and the population as a whole.™

> Operationalised through
— Definition of Spearhead local authorities

— More specific money (in the early years) on top of allocations (already
weighted for deprivation)

- Performance management of the NHS (of SHAS)

— Performance support to the NHS (with partners) including analytic
tools, National Health Inequalities Support Team

— Wider strategy across govt (‘A Programme for Action’), with local
authorities and future strategy (commissioning of Fair Society, Healthy
Lives, aka Marmot Review)
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..main focus scaled up secondary prevention

> Good treatment in primary care is the chief way to quick wins in
narrowing life expectancy gaps

Department of Health modelling of the life expectancy gap between the most deprived areas with health inequalities
problems (former “Spearheads”) and England and the evidence of what can close the gap

The gap - for males The interventions The impact (% reduction)
(Selected interventions shown) on the gap — for males

» Smoking cessation clinics: double capacityin — . 1 2%‘\‘
Spearhead areas for 2 years h \
» Secondary prevention of CVD: 75% coverage of
effective therapies 35-74 yrs; additional 15% coverage in
35% All circulatory diseases, 70% Spearhead areas \
of which are Coronary Heart Disease
(CHD) 37%

» Primary prevention of CVD in hypertensives under 75yrs:
20% additional coverage (40% in Spearhead areas):

- 1.2% f> 10.9%

- antihypertensives

18% All cancers, 61% of which - statin therapy
are lung cancer

» Primary prevention of CVD in hypertensives 75yrs +:
40% additional coverage in Spearhead areas:

o
- antihypertensives 09%
15% Resplralor_y dlsease_s, 53_% of - statin therapy S
which are chronic obstructive airways 4 0
disease 1.2%
» Opportunistic case finding of atrial fibrillation and
treatment with anticoagulant, over 65s: covering half of 07%
10% Digestive, 50% of which are chronic currently untreated in Spearhead areas only 0-3%
liver disease and cirrhosis » Substituting anticoagulant therapy in half of atrial fibrillation _» 0'2%
. patients currently taking only antiplatelet therapy: Spearhead :
5% External causes of injury and areas onl
. - . dred Y /
peoisoning, 60% of which are suicide and S rar |
= undetermined death » Diabetes: reducing high blood sugars (over 7.5 HbAlc) by _—w] 1.5 /{7_,"
& E0Y
[ 2% Infectious and parasitic diseases _W_U_'ln_ _5_0_":3 raverage, _S_p_af'_ﬁj?ﬂf'ﬁa_s_?'jlf ________________
1 10% Other Non-quantified: H '
= early detection of cancer ' '
. * corticosteroids in chronic obstructive airways disease ' .
5% Deaths under 268 days = brief interventions in higher risk drinkers N H

= interventions to reduce infant mortality
= percutaneous coronary intervention (PCI) for heart attacks
Contribution to life expectancy gap in males * stroke units
Breakdown by disease, 2003
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The NAO evaluated Labour’s time in office

> Main* target to narrow gap in life expectancy by 10% between
Spearheads and non-Spearheads

Male life expectancy: England and Spearhead
authorities 1995-97 to 2006-08

79

78

| X

76

75

74 4
73 /

72

———England

Spearheads

71

70

* Other element an infant mortality target, it was met, after initial widening. Although important in itself, in scale terms for most areas, the
infant mortality target is quantifiably much less significant, and not discussed here.
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Evaluation - the target

> NAO 2010
- A “serious attempt”, but started too late
- At the end DH knew what to do, in terms of NHS role, but failed to do
it

> Machenbach 2011
— Did not address the most relevant “entrypoints”, or appropriate scale

- Hampered by lack of evidence on interventions, “reducing health
inequalities is much more difficult than most researchers had for-

seen.”

> McGuire et al 2011

— Self-assessed health, long-standing illness and health
limitations didn’t improve in Spearheads compared to non

- Arguably though, these were not the focus of the targets or
interventions associated with it..
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Coalition 2010-15
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The government’s response to inequalities

End of targets and performance
management

)
)
)

End of inequalities targets

End of support (e.g. NSTs)
Reduction in inequalities weighting

TheKingsFund)
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More focus on incentives

New inequalities duties for NHS

Health premium with inequalities focus
Inequalities in NHSOF/PHOF
Inequalities related to quality premium
Continued support for Marmot Review

VWV VWV WV



The Coalition’s record on inequalities in health
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Good progress? The coalition’s track
record on inequalities in health
i
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David Buck 9 April 2015
Senior Fellow, Public 5 comments
Health and Inequalities
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One of the early mantras of the coalition government was the
intention to ‘improve the health of the poorest, fastest’. So
where have we got to with this ambition, and more breadly, with
inequalities in health?
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Legislation in Health and Social Care Act 2012, a
new duty on system to have due regard to
inequalities in health

NHS England beginning to use its operational
independence - putting more weight on
deprivation in NHS resource allocation and more
focus on representativeness of its own workforce

Some of the structures and tools are in place, if
used. For instance PHE, local authority role (with
funding), Health and Wellbeing Boards, new
legislation

HWBs “get Marmot” (but yet to move to
significant action as opposed to strategic
decisions)

Ideas that change
health care



The Coalition’s

Ideas that change
health care
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One of the early mantras of the coalition government was the
intention to ‘improve the health of the poorest, fastest’. So
where have we got to with this ambition, and more breadly, with
inequalities in health?
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record on inequalities in health

Legislation hasn’t bitten, despite warm words in NHS
mandate, Dept of Health has not held the system to account
for reductions in inequalities in health outcomes

An opportunity missed, NHS England as a monopoly
purchaser of primary care could have been transformative in
focussing primary care on inequalities reduction

Setting up PHE was assumed to “sort inequalities in health” in
and of itself, health premium incentive risible (regardless of
views on desirability), MECC not a national priority

Wider government role inequalities creation, and solution, has
been largely ignored - cross-government sub-committee on
public health (where HIAs could have happened) abolished

Overall, a clutch of disconnected, under-powered sub-
strategies, not helped by fragmentation of system leader role

Ideas that change
health care



The Coalition’s record on inequalities in health
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1

One of the early mantras of the coalition government was the
intention to ‘improve the health of the poorest, fastest’. So
where have we got to with this ambition, and more broadly, with
inequalities in health?

record is buried in the Department of
Health’s annual accounts, stating ‘good
progress’ has been made to ‘embed action
on inequalities across the system’. There is
some truth in this, including legislative
change and the Workforce Race Equality
Standard. But across the term, the lack of
a coherent strategy and translating that
into accountability means the initial
rhetoric has not been lived up to.”

Ideas that change
health care



Where are we now?
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The Department’s

Indicator Inequality by area deprivation Latest data compared to...
(measured by the slope index of
inequality)
Baseline Previous Latest Baseline Previous
Life expectancy at birth 9.1 a1 9.2
(males)
Life expectancy at birth 6.8 6.9 71
[females)
Healthy life expectancy at 18.6 18.9 1829
birth {males)
Healthy life expectancy at 19.1 19.7 19.6
birth (females)
Potential years of life lost 2,817 3,194
from causes am
healthcare — ad Indicator Inequality by area deprivation Latest data compared to...
100,000) [measured by the slope index of
Life expectancy . |nequ-a||ty} . .
males (years of _ | Baseline Previous Latest Baseline Previous
- Under 75 mortality rate 103.9 103.5 105.5
Life expectancy from cancer (per 100,000)
| females (vears « e crtality (ger 3.0 27 3.1
Under 75 mortz | 100,000)
from cardiovast | Health-related quality of 0.149 0.150 0.153
disease [per 10(| life for peaple with long-
term conditions (health
status score)
Unplanned hospitalisation a78 1,005 1,007
for chronic ambulatory
care sensitive conditions
(per 100,000)
Emergency admissions for Q32 952 965
acute conditions that
should not usually require
hospital admission (per
100,000)
Patient experience of GP 5.2 6.5 7.4
service (3 reporting good_
experience]
Access to GP services (% 52 6.8 8.2
reporting gaod experience
of making appointments)

Source: Adapted from Table 8, Department of Health Annual Report and Accounts 2016 to 2017

TheKingsFund)

Ideas that change

health care

2016-17 annual report

Inequalities on all
15 indicators have
widened since
baseline (mostly
2010-12)

For 9 of the 12 for
which there has
been some mid-
point measurement
since baseline, latest
data shows widening
since that mid-point.

NB. Point estimates,
not confidence
intervals



A lost 7 years...?

> Could have built on large store of knowledge, using the legislation, NHS
mandate and PHE remit letter to deliver using these and other tools

Tackling Health Inequalities: 2006-08 Policy and Date Update for the 2010 National Target

Fig. 16 Dm Department

of Health

The gap - for males The interventions The impact (% reduction)
Seiscteq inerventions shaun on the gap - for males

» Smeking cessation cinics: doubke capacty  — o
Spearhead areas for 2 yesrs i
n of ¢ coerage of

therapies 3574 yr: val 15% coverage in

foiwedire ol

Systematically Addressing
Health Inequalities

Departments Worldwide How gove:
Policies Publications Consultations Si

» Primary provention of CVD n hypertensives under T87s:
20% addtons coverags Speanesd av

anthypertansives
18% AVl cancars, 61% of whih S hirngy ~

12% ) 109%

ars g cance /

» Primary pr VD In hypertensives T8yms + { Home

S0 st Spenasd srass

5 o9
157% Respiratory disease o N
nich are hron otst . o
teed » Opportuniatic case finding of atral foriiation and ;
et i, over 55: coverng e of Em Collection

10% Digestive, 50% of which are chroric .
Iver Gsease and cirmosis

gt coagulant Marapy n haf of ata Torilaton
5% Extormal causes of injury and A oaly "

poisoning. 50% of which are sucice and
Gndetarmined cesth

2% Infectious and parasitic diseases.

Health equity

;”: ” S PO Evidence, resources and guidance from Public Health modeLu35.for_wet — sadg
% Deaths under 28 days » beief nlerventions in higher risk. . 1 i i

mm;:a’?r‘::‘:':i;\i: Y meatanacs England and partners to help support national, regional and Work ' wit y ¢ : @m Department
ution to e expectancy gap n males local areas to reduce health inequalities. of Health

Health Inequalities Intervention Tool

Mock-up national dashboard

Published 15 January 2018 kiciane: . .
From: Public Health England Calculate Results | Print This Sheet | Go To Instructions | Go To Home Page
National NHS Equity Dashboard 2011/12 f =
: Equity Overall
Indicators of Health Care Average (Slope InequslityIndex) Equity Inequity Gap Contents @ breakdown of gap by disease and age:
Access and Outcome Current | Trend | Cument | Trend | Trend — Guidance for system wide approaches to reduce health inequalities I Current local authority information o
ersons
1. Primary care supply 1,689 173 3908 | -105.58 ' o — Children and young people - " e o 4 week smoking quitters achieved in 200506 1303
(patients per GP) — Work, health and inclusive growth intervantienis) and input weer dats:
- - Male Female
2. Primary care quality 77.4% 0.58% 1.45% 0.34% ™ 1.5 points — Healthy places BATION Persons Number of infant deaths in 2003-05 21 B
(%) _c and asset based approaches nned number of quitters in the coming year? 2500
S e s Estimated number with undiagnosed or 13,141 13247
G e 62.9 261 216 299 5 A — Prevention and early treatment uncontrolled hypertension but not CVD
(days) ) 5 il : days waited . ) 4 health equity ALITY
— and health equi
4. Preventable hospitalisation 155,265 On track to meat target at 2003.05 No No
(per 1,000] 5.70 -0.15 5.96 -0.06 < eadmimed | —'"clusion health Male Female
, f ? 4 2003+ 7
P — = — Dataandintelligence reports on health inequalities o '9:‘”,9 et "”"‘“Z i ] t‘;e it ’”'Sﬁf 05) 433 ;g;,
5. Repeat hospitalisation e | oz | o R L Tos ki number for a 3 year perio ife expectancy gap (2003-05) %
%) i S people admitted fsne Male  Female
6. Dying in hospital 13,009 These resources can help local authorities, commissioners and decision pacple with undiagnosad or 300 3,000
" ving inhosp a34% | a51% | s7% | 037% | & Nl P tocs” rities, ertansion bl ol CVD do.you Results
(%) deathsinhospital | makers make plans to reduce inequalities in health. nd froat with a0 additionalirst Male Eiide
7. Amenable mortality 251 o 137 a0 P 35,841 atment in the coming year? New life expectancy in years 735 79.0
. -0. . . 0 279
(per 1,000) P . e New lfe expectancy gap 44% 27%
i 2 5 5
8. Mortality a1 028 w7 06 o 122,670 If you have any queries or comments on the Health Equity collsction people vith \‘Jrv\c!w:agnorsed or 2500 2800 Effect of interventians an life expectancy gap | 9% namowing | 9.9% namowing
(per 1,000) deaths ! ertension but not CVD do you
page, please contact the Health Equity team at Ind treat with a statin in the Absolute change in all-age all-cause 266 decrease 136 decrease
Figures adjusted as appropriate Key Getting better 1 Getting better health t he.gov.uk. bse Musl:e people who will be mortality rate
\dditionalfirst hypertensive
for age, sex and ill-health. Not significant & Notclear
See indicator notes for defi Getingworse | | Getting worse | | Date 8 Time of Analysis: 27-Nov-200810:58  modelv35 .
“ | »|




Looking forward
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Looking forward

1. Some themes
o Don't be afraid to look back!
o Integration has to be about inequality reduction
o Putting the NHS in it’s place
o Behaviour change people, not behaviour focussed
2. Bringing it together: towards connected population health systems
o Goals and connections

o ACOs/ACSs part of picture, not the whole picture
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A range of assessments of 1997-2010 are coming...

> Ben Barr et @l have looked at the impact of NHS funding on
amenabl rtality reductions

0’ RESEARCH

The impact of NHS allocation policy on health
inequalities in Englan =11: longitudinal ecological
study

OPEM ACCESS

Ben Earr senior clinical lecturer in applied public hea!r; Clar: ambra professor cfpubf c health
policy”®, Margaret Whitehead professor, and W H Duncan fpub:‘ c health'

‘Depariment of Public Health and Policy. Instiute o | L6S 3GE. UK: *Dey
of Geography, Walfson Research Institute for Heau

> We are relooking at and updating some of a?t s work, with a
focus on what happened to the end of 2010 an ers are looking

at the long-term effect of the Spearhead policy

> My sense, is we will see a greater range of benefit than the NAO
suggested
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Change is possible - keep looking back

B Z017;355{3310 ool 10113603510 (Fublshed 25 duy 2017} Faga 1of &

®

Rty

Investigating the impact of the English health
inequalities sirategy: time trend analysis
B oren access

Ban Barr semior chinical lecturer in appiied public health research, James Higgerson research fallow,
Margarat Whitehaad WH Duncan profassor of public heaith

Daparrmant of Public Health and Folicy, Insttuiz of Paychology, Hai

| Trend In absolute Inequalitles In life expectancy between the most deprived local authorltles and the rest of England, before,
during, and after the health Inequalltles strategy. Trend Is shown as the annual Increase or decrease (minus values) In the absolute gap
In life expectancy (months)

Period, by sex Annual change {(months) in absolute gap in life P value for trend P value for change in trend from
expectancy between most deprived 20% of LAs and previous period
rest of England (95% CI)
Mean:
Before {1983-2003) 0.57 (0.40 to 0.74) =0.001
During (2004-12) -0.91 {-1.27 to -0.54) =0.001 =0.001
Aftar (2013-15) 0.68 {-0.20 o 1.56) 0.13 =0.001

n=10 692 LA years, B*=0.74

Womean:
Befora (1983-2003) 0.3 (0.12 to 0.48) <0.001
During (2004-12) -0.5 (-0.86 to -0.15) 0.01 =0.001
After {2013-15) 0.31 (-0.26 to 0.88) 0.28 0.01

n=10 692 LA years, R*=0.65

LA=local authority.
Estimates based on fixed effects regression model using LA panel dataset of life expectancy from 1983 to 2015, also adjusted for local unemployment rates.
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There are multiple roles for the NHS

Public Health (/ UCL Institute of Health Equity ,
England / /t g

Local action on health inequalities

Using the Social Value Act to reduce
health inequalities in England through
action on the social determinants of
health

Practice resource: September 2015

Health and high quality care for all,
now and for future generations

omo| Ao O Nows | Evss | Pttt s

Home

HS England ) Our governing framewarks 3
The Equalty and Health Inequalities Hub )
Reducing health inequalities resources

Reducing health inequalities resources

England have developed these
bl_ Ith find information, resources and
health inequalities in England.
England

preventable, unfair and unjust

8

being taken to reduce

diferences in health status
between groups, populations of individuals that arise from the unequai distribution of
The Equaity and Health social, environmental and economic conddions within societies. which determine the

AU risk of people g il their ability to prevent sickness, or opportunities to take

action and access reatment when i heaith occurs.
The NHS Equality and

Oiversity Council For some peopie in England there are still unfair and avoidable inequalities in their

health and in their access to and experiences of NHS services.
NHS Values Summits

There are also actions that can be taken on the social determinants of health which
The Equaity Delivery can reduce these health inequalities, for exampie education, empioyment and

Systom housing

TheKingsFund)

10t just this

NHS Workforce Race Equality Standard

Is England
Fairer?

The state of equality and

The NHS Equality and Diversity Council announced on 31 July 2014 that it had human I'ightS 2016

agreed action fo ensure employees from black and minority ethnic (BME)
backgrounds have egual access to career opportunities and receive fair treatment in

the workplace.

Simon Stevens, Chief Executive of NHS England, said: “The Five Year Forward
View sets out a direction of travel for the NHS — much of which depends on the health
service embracing innovation, engaging and respecting staff, and drawing on the

immense talent in our workforce.

“We know that care is far more likely to meet the needs of all the patients we're here
to serve when NHS leadership is drawn from diverse communities across the country,

and when all our frontling staff are themselves fre
mandatory standards will help NHS organisations

The Workiorce Race Equality Standard (WRES) v
engaging and consulting key stakeholders includi
England.

It is now included in the NHS standard contract, st
the 2016/17 NHS standard contract. NHS Trusts p
WRES baseline data on 1 July 2015.

This for the first time required the NHS, which em(
demonstrate progress against a number of indica
a specific indicator to address the low levels of BL

Alongside WRES, NHS organisations use the Equ
to help in discussion with local partners including
improve their performance for people with characi
Act 2010. By using the EDS2 and the WRES. NHS
to deliver on the Public Sector Equality Duty.

Ideas that change
health care

I Eavellty and
L

Human Rights
Cor on

The health inequalities duty.. and
integration

NHS CB and each clinical commissioning group must
exercise their functions with a view to securing that
health services are provided in an integrated way
where they consider that this would -

(a) [improve quality];

(b) reduce inequalities between persons with respect
to their ability to access those services; or

(c) reduce inequalities between persons with respect to

the outcomes achieved for them by the provision of
those services.”



Integration needs to focus on inequality

> Frailty and functional decline is an inequalities problem

Predicted number of FDs

Figure 2: Predicted number of FDs by cohort of birth and SES

Women
o« 2
Ve
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Cohort of birth

uy

Men

T T T T T T T T
1924 1927 1930 1933 1936 1939 1942 1945
Cohort of birth

High SES

Median SES

Low SES 95% c.i.

Notes: ® For definition of HighMedian/'Low SES see text.
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Integration needs to go back up the life-course

> Multi-morbidity is not only a frail elderly problem, it is a working
age and inequality problem

Patients with this condition

Coronary heart disease (most affluent)
Coronary heart disease (most deprived)
Diabetes (most affluent)

Daibetes (most deprived)

COPD (most affluent)

COPD (most deprived)

Cancer (most affluent)

Cancer (most deprived)

Patients who also have this condition (%)

TheKingsFund)

Ideas that change
health care

“Onset of multi-morbidity
occurred 10-15 years earlier in
people living in the most
deprived areas compared with
the most affluent, with
socioeconomic deprivation
particularly associated with
multimorbidity that included
mental health disorders”

Barnett et al, 2012



The NHS - recognised/accountable as determinant

TheKngsFund> SR

Tackling poverty: Making more
of the NHS in England

Benefits-in

.
Tomsamean ind
B . kin

Commissioning Employment

Income

distribution
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The very existence of the
NHS narrows income
inequalities across England
by 13%

The NHS spends £114mn of
commissioning power and
employs £1.4mn employees.
This needs to work much
harder for wider social value,
not just treatment and not
just lifestyle prevention.

1mn NHS employees are
non-clinical. Only half of
NHS trusts specify paying
the “living wage” in their
contracts.

Healthcare spending has a
higher fiscal multiplier effect
than other government
spending.



Behaviours cluster - services need to adapt

Figure 4.10: Clustering of lifestyles and
its impact on mortality

TS « Co-occurrence of unhealthy behaviours
: %hx . effect on life expectancy greater than sum
: : N of the parts
: * 1in 4 adults 3+ unhealthy behaviours,
L } those with 0 qualifications 5x more likely
than those with degrees

Integrated health and wellbeing services

Multi-behaviour IHWS Single-behaviour IHWS

Marketing/awareness raising Marketing/awareness raising
Referrals ey Referrals el
referrals referrals

Single-point of access ‘ Single-point of access
- assessment - assessment
One-to-one Weight = Physical
behaviour managem srﬁoﬁ?n activity
advisor ent class 9 classes
TheKings Funv...l l’ o >
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Wider determinants and ‘'place’, of course

Table 2 what explains life expectancy in 2006-10 across 6,700 areas

London has areas of persistent significantly low

and significantly high life expectancy over

time.

If in travel to work area of central London

46x more likely to have persistently high
life expectancy, all other things equal

4x as likely to have low life expectancy,
same basis

in England?
Explanatory factors Impact of every 10 per cent difference between areas
on months of life expectancy
Constant 5.3 (years, in absence of explanatory factors)
Wider determinants
Olcder preophe’s deprivation 61
Employment deprivation 118
Housing deprivation -2
Behaviours
Fruit and vegetable consumption (]
Bange drinking 4.0
Services
Muore than 1.1 miles from ‘other services’ 20
Demographics
Male -1
BME status non-white British 049

Impact of being in geographical area on life expectancy

TheKingsfund)

Inequalities in
life expectancy

Changes over time and
implications for policy

Area variables

Trovel-io-work areas (suburbs)

Londan 5.3
Morth llest a3
Troved- to-work areos foentrol)

Londom 10.4
Morth Wwlest a4
South WWest -80
iher aneas

North West 45
Yaorkshire and Humber -5
Earst Midlands 4.2
lest Midlands -6
South west 51
Number of ohservations 6,700

Auffursted R 044




Not the reason for doing it, but good for NHS budget

6)
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The costs of inequality: whole-population modelling
study of lifetime inpatient hospital costs in the
English National Health Service by level of

neighbourhood deprivation

Migdad Asaria," Tim Doran, Richard Cockson'
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Socioeconomic inequality costs NHS inpatient
services in England £4.8 billion a year, if
extrapolated to the whole NHS budget, £20bn
per year.

Over a lifetime, men (women) living in the
most deprived neighbourhoods cost the NHS
16% (22%) more than men living in the most
affluent neighbourhoods, despite having
shorter life expectancies.

Migdad Asaria, from the Centre for Health
Economics said:

"At a time when the NHS budget is under a
great deal of pressure this study shows that
socioeconomic inequalities in society are
exacting a huge bill on the health service.”
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Developing a King’s Fund vision

A vision for tl population alth system

in England

" Public be=alth Accountshle cars

About this project The King's Fund is a respected commentator on public health issues, and in recent
years our work in this area has included in-depth research, support for local
authorities and district councils, data analysis and events. Recent work includes
research on the wider determinants of health (for example, links between housing
and health), inegualities, the future of HIV services in England. public health funding,
and the mowve from integrated care to population health systems.

This project aims to consclidate and build on our previous work programme by
setting out a vision for the public health system and population health. We will use
this vision to inform and influence the debate about the future of public health and
1o shape cur own work programme.

In developing our vision, we will consider:

how to define the “public health system’

key trends likely to affect public health over the next 10-15 years

strengths and weakness of the current system

changes nesded to realise our vision, including understanding the role of policy
levers such as regulation, taxation, and information

the implications for the workforce and system leaders, including accountability
implications for The King's Fund's future work programme.

What we're doing This work will be informed by:

= a review of key documents and public health datasets

= a series of interviews and engagement events with system leaders, organisations

that support the system and those involved in delivering public health services

aworkshop to test findings

= an advisory group made up of key leaders from the public health system, NHS
and beyond.
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The core pillars

The four pillars of a population health system

Wider determinants of Our health behaviours
health and lifestyles

An integrated health

Communities and health
and care system
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ACS (err, ICS) how far beyond integrated care?

The four pillars of a population health system

Wider determinants of Our health behaviours
health and lifestyles

Communities and health
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Towards ‘Accountable Health Communities’?

> The weaknesses of ACOs (US)
— Responsible for attributed patients, not all living within an area

— Medical interventions have overall priority, not wider social
needs or causes

> Accountable Health Communities (US), ACSs/STPs (here?)

- Geographically defined populations e.g. Henepin Health
Minnesota, CCOs Oregon

— Starting to address housing, transportation and food needs

— Some Medicaid Managed Care Organisations are screening for
non-medical needs e.g. San Francisco RCT of social needs
(food, benefits, housing, legal) > improvements in health

— Healthcare organisations acting as ‘anchor institutions’ seeing
themselves as contributing to the wider determinants of health
in their communities
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A full vision > all connections, inequality core

At the centre:

A system that understands and is able
to make all the connections > with a
stronger shared narrative, supported
by incentives, information and
leadership for population health with a
focus on inequality reduction

TheKingsFund)

The four pillars of a population health system: making the connections

Wider Our health
determinants of 2. behaviours and
health lifestyles
5 6.
1.
— 9. 3
8. 7

An integrated

4. s
health and care Communities and
health
system
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Supporting and cementing those connections

Immediate 2-5 years Longer term
Local ? ? ?
Regional ? ? ?
National ? ? ?
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Conclusions
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Conclusion

> Keep looking back, it helps us going forward. Learn from the past.
> It can be done!

> The NHS still has multiple roles to play...
— Access to care - reducing inequality in outcomes from that care
— Prevention - for all, not just low-hanging fruit
- Wider determinants - massive potential, including use of SVA
- Being a better place-based partner than it is now - a social actor

> Place-based population health systems are the future, this is where we are
going, but...

- they have to have inequalities reduction at their heart
— this is an ACTIVE decision, locally and nationally
- we will be saying more about this later in the year
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