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Purpose and Executive Summary:   
We must act to reduce health inequalities: 

 It is a moral imperative: inequalities are unfair and potentially avoidable 
 Economic burden is created from greater use of hospitals and the reduction in 

employment and productivity by people from deprived areas 
 National policy, such as the NHS Long Term Plan and Public Health 

England’s: Place-based approaches for reducing health inequalities have a 
renewed focus on reducing inequalities 

 There is now a greater local focus on this issue. With the formation of primary 
care networks (PCNs), there is an opportunity to work closely with PCNs to 
improve outcomes and reduce variation. 

 
 

 

Financial Implications of Paper:  None at this stage 
 
 

 

Action Required:   
OPCCC is asked to consider the steps relevant to primary care but to recognise the 
wider interaction with other committees and organisations:  
  

 Work with frontline staff and other stakeholders in areas of deprivation to 
understand the challenges and opportunities  

 Align resource allocation with need and apply a system wide view on how 
resources can be used to address inequalities priorities  

 Address the biggest risk factors of preventable premature death or disease 
and target groups and areas that are most affected (smoking, drugs/alcohol, 
activity, obesity, housing, debt advice) 

 Target health care interventions to areas and groups of people with highest 
need: these areas need to be prioritised and plans developed with 
stakeholders, including multiagency PCNs 

 Create healthy communities where people can maintain and improve their 



Paper 6.1 2019.08.15 Page 2 of 22 

health as they live, learn, work, travel and socialise  
 Empower communities, where residents and groups are agents of change, 

ready to shape the course of their own lives. To achieve this people need 
resources (in the broadest sense), connections, and control 

 
 

OCCG Priorities Supported (please delete tick as appropriate) 
 Operational Delivery 
 Transforming Health and Care 

 Devolution and Integration 
 Empowering Patients 
 Engaging Communities 

 System Leadership 
 

 

Equality Analysis Outcome:  N/A  
 
 

Link to Risk: 
AF26 Delivery of Primary Care Services 

 
 

Author:  Dr Kiren Collison, Clinical Chair, OCCG 
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Deprivation and Health Inequalities Summary 
Dr Kiren Collison  
 
 
Introduction 
 
We must act to reduce health inequalities: 
 

 It is a moral imperative: inequalities are unfair and potentially avoidable 

 Economic burden is created by: 
o greater use of hospitals by people in deprived areas (an 

estimated additional £4.8 billion a year nationwide) 
i
 

o a reduction in employment and productivity by people from 
deprived areas

ii
 

• National policy, such as the NHS Long Term Plan
iii
 and Public Health 

England’s: Place-based approaches for reducing health inequalitiesiv 

have a renewed focus on reducing inequalities 

 There is now a greater local focus on this issue. With the formation 
of primary care networks (PCNs), there is an opportunity to work 
closely with PCNs to improve outcomes and reduce variation.  
 

 
Contributors to health outcomes 
 
Factors affecting health outcomes include individual health behaviours, 
socioeconomic status, access to health care and the built environment (figure 
1). We also have our own genetics and characteristics (such as sex, disability 
or race) that affect outcomes.  
 
Figure 1:  
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Unhealthy lifestyle behaviours, such as smoking, low activity levels and drug 
and alcohol use are more common in deprived areas. Combined with other 
factors, such as poor housing and low income, this results in poorer health 
outcomes. 
 
Healthwatch Oxfordshirev published a report on residents’ experiences of 
health and care in the deprived OX4 postcode in 2018. Residents reported on 
factors that affected wellbeing: 
 
“poor environment, rubbish, poor housing, debt, food poverty”  
 
“our landlord won’t address the damp problem in our house. It has an impact 
on my lungs and respiratory problem, but he won’t do anything about it.” 
 
“I can see how substance misuse goes through the generations, and more 
needs to be done to break the cycle of misuse in families” 
 
“Not enough health education on healthy eating and learning how to cook” 
 
Other themes included difficulty getting GP appointments, lack of public 
transport to access health services and poor dental health.  
 
Socioeconomic/deprivation factors are the largest contributors to health 
outcomes and are the focus of this summary. 
 
 
Areas of deprivation in Oxfordshire 
 
There are 7 wards in Oxfordshire which include smaller areas (super output 
areas) that are among the worst 20% for multiple deprivation in England.  
 
The wards are: 

 Banbury Grimsbury and Hightown 

 Banbury Ruscote 

 Barton and Sandhills (Oxford) 

 Blackbird Leys (Oxford) 

 Northfield Brook (Oxford) 

 Rosehill and Iffley (Oxford) 

 Abingdon Caldicott 
 
This can also be broken down by GP practice. Figure 2 shows the Index of 
Multiple Deprivation (IMD) scores by practice. 
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Figure 2: IMD scores for Oxfordshire GP practices 

 
 
 
Health outcomes 
 
People from the most deprived areas are the most likely to have significantly 
worse outcomes for a wide range of indicators including:  
 

 life expectancy 

 disability-free life expectancy 

 deaths and poor health from preventable diseases   

 obesity  

 emergency attendances 
 
1. Life expectancy   

 
The gap in male life expectancy between the most affluent 10% and the most 
deprived 10% of the population in Oxfordshire has increased from 4 years in 
2003-2007 to 7 years in 2015-17 (for men) and has stayed at about 5 years 
gap for women.  
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Figure 3: Life expectancy by deprivation deciles 

 
 
Within Oxford city, life expectancy by ward data shows the gap in male life 
expectancy between the more affluent North ward and the relatively deprived 
ward of Northfield Brook has increased from 4 years in 2003-07 to 15 years in 
2011-15. 
 
2. Disability-free Life Expectancy (DFLE) 

 
People also suffer from poor health ten years earlier on average in the most 
deprived areas compared to the least deprived of Oxfordshire. 
 
Figure 4: Number of disability-free years in the most and least deprived areas 
(JSNA 2018) 
 

 Most deprived 10% Least deprived 10% 

Men 60.7 years 70.8 years 

Women 60.9 years 70.5 years 

 
 
3. Deaths and poor health from preventable causes  

 
The top causes of preventable poor health and death in Oxfordshire are 
shown in Figure 5vi. Death and poor health in the under 75s is considered 
premature. This is more common in areas of deprivation. 
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Figure 5: Top causes of preventable poor health and death in Oxfordshire 

 
Figure 6 is a ‘tartan rug’vii. It shows that the wards with greatest areas of 
deprivation (super output areas) have poorer outcomes than other parts of the 
county. 
 
Figure 6 Tartan rug 

 
Key 
Dark red boxes = the value is significantly worse than the county average for 
that indicator (using ward boundaries in place since 2016). 
Light red boxes = significantly worse than the county average but based on 
previous ward boundaries  
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Specific examples 
 
Cancer 
The Thames Valley Cancer Alliance (TVCA) is currently undertaking work to 
increase the uptake of the national cancer screening programmes (bowel, 
breast, cervical). They found that the lowest uptake of cancer screening 
overall was in Oxford city (Figure 7). 
 

Figure 7: % uptake of bowel, breast and cervical screening by locality 

 
 

They began by targeting the 18 practices with the lowest screening uptake. Of 
those practices with the lowest uptake, many were in deprived areas 
(including south east Oxford, east Oxford and Banbury). 
 

Homelessness 
In November 2018, the number of people estimated to be rough sleeping in 
Oxfordshire was 119. Of the 119 people, 94 (79%) were sleeping rough in 
Oxford City. In addition to those sleeping rough, in 2017/18 there were 304 
households accepted as statutorily homeless and in priority need, and also 
164 households in temporary accommodation in the county (JSNA 2019). 
Housing and homelessness has been identified as a high priority for 
addressing the wider determinants of health in Oxfordshire.  
 
Severe mental illness (SMI) 
Trend data for Oxfordshire districts (Figure 8) shows an increase in the 
percentage of patients with a recorded diagnosis of a severe mental health 
problem (e.g. schizophrenia, bipolar disorder) in the GP-registered population 
in Oxford city and Cherwell. The rate in Oxford city remains well above other 
areas.  
 
The prevalence of physical health conditions (asthma, diabetes, COPD, 
cancer) is higher in SMI patients in deprived areas compared to other areasviii 
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Figure 8 Percentage of patients with a recorded diagnosis of a severe 
and enduring mental health problem in the GP registered population 
2006-07 to 2015-16 
 
 

 
 
 
Other disease and death rates in Oxfordshire 
Disease prevalence and death rates from specific conditions, including: 
cardiovascular disease, stroke, COPD, obesity, cancer and admissions from 
alcohol harm in Oxfordshire wards can be found in appendix 1 (taken from the 
Basket of Inequalities Indicators, published as part of the Oxfordshire Joint 
Strategic Needs Assessment). This data is also available at practice level but 
PCN level data is in development. 
 

 
4. National picture of poorer outcomes for specific conditions and 

cohorts of people  
 
People from areas of higher deprivation or those with different patient 
groups/characteristics (such as sex, disability or race), can have poorer 
outcomes than the general population (Figure 9). 
 
Figure 9:  Specific examples of health inequalities across different groups 
and areas 
(Source: The NHS Long Term Plan, Oxfordshire Joint Strategic Needs 
Assessment. Age UK) 
 

Cardiovascular disease and 
stroke 

The largest cause of premature mortality in 
areas of deprivation 
 

Respiratory disease Increased incidence and mortality in areas of 
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deprivation 
 

Type 2 diabetes The risk is up to six times higher in certain 
Black, Asian and Minority Ethnic (BAME) 
groups 
 

Maternity Women from the poorest backgrounds and 
mothers from Black, Asian and Minority Ethnic 
(BAME) groups are at higher risk of their baby 
dying in the womb or soon after birth. 

Obesity Higher prevalence of childhood obesity in 
areas of deprivation 

Tooth decay Higher in areas of deprivation 

Cancer African-Caribbean and Asian females over 65 
have a higher risk of cervical cancer 

Physical activity  Less physical activity in women, with 
increasing age and in areas of deprivation 

Mental health, learning 
disability and autism 
physical health 

Poorer physical outcomes if severe mental 
health problems, learning disabilities or autism 
 

Extreme premature death  The average age of death for homeless people 
in the UK is between 40 and 44 years old 

Use of emergency 
department 

Higher from people from areas of deprivation 

Loneliness More likely when people are single (widowed), 
in poor health, live alone.  Age may also be a 
factor along with eye conditions and difficulty 
with Activities of Daily Life (ADL) 

Healthcare access Lower if housebound  

 
5. Use of health services in Oxfordshire 
 

1. A&E 
Attendances at A&E are higher than the county average from patients 
registered at GP practices in Banbury and the east and south east parts of 
Oxford city 
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Figure 10: A&E attendances by practice 
 

 
 
 

2. GP Practices 
The Oxford City practices have each reviewed their use of appointments (face 
to face, telephone and home visits). A higher use of appointments has been 
reported in the south east primary care network: 
 
Figure 11: Self reported City GP practice appointment use 

Neighbourhood population 

Total appt per 

head of 

population 

City North 47093 3.9 

City Central 55056 4.7 

City South East 40830 6.3 

City East 43111 3.3 

City Headington 43317 3.9 

Total 229896 4.4 

 
 
The south east Oxford City PCN practices have explained some of the 
challenges they face first hand: 
 
“We have high rates of morbidity and multi-morbidity, serious mental illness, 
child protection issues, drug/alcohol dependency and non-English-speaking 
patients.  
 
Our current waiting time for routine appointments is four weeks and even this 
standard is under constant pressure from a huge urgent and unscheduled 
workload.  
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We do not have higher staff levels to cope with this workload. We  
currently all struggle to recruit staff. 
 
Using online consulting, information sharing and sign posting via websites, or 
other technological interventions are difficult to implement with lower levels of 
health literacy or language barriers. 
 
Taking up a Mediterranean diet for your Type 2 Diabetes or Cardiovascular 
Disease is not feasible if you are surviving on food bank top ups, as many of 
our patients are. 
 
All four practices have either been registered officially vulnerable in the past 
or are close to being so in the very near future.” 
 
 

3. Dentistry (commissioned by NHSE) 
1 in 5 children in Oxfordshire have tooth decay. Tooth decay is a 
predominantly preventable disease. Significant levels remain, resulting in 
pain, sleep loss, time off school and in some cases, treatment under general 
anaesthetic. High levels of consumption of sugar-containing food and drink is 
also a contributory factor to other issues of public health concern in children – 
for example, childhood obesity. 

 
The Healthwatch OX4 reportv found that fears of having dentistry treatment or 
pain was a common theme, often relating back to childhood. A number of 
people also raised financial concerns when speaking about NHS dental 
treatments. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Paper 6.1 2019.08.15 Page 13 of 22 

What does ‘the system’ currently do to tackle health inequalities in areas 
of deprivation? 
 
Figure 12: examples (but not an exhaustive list) of many of the current 
activities underway to tackle health inequalities in Oxfordshire  

Health and Wellbeing Board 
JHWBS, Prevention Framework 

 

Health 
Inequalities 
Commission 

Implementatio
n Group 

Health 
Improveme

nt Board 

Children’
s Trust 

CCG Healthy 
Place 

Shaping 

Cherwell 
LSP 

 

Oxford 
Strategic 

Partnership 
 

City 
Inequalities 

project 
 

Embedded 
mental health 

workers 
 

Targeting 
prevention 
initiatives 

All 
workstream
s to address 
inequalities 

 

School 
exclusion

s 

GPs 
 

Locally 
Commiss

ioned 
Service 

 
 
 

Healthy 
New 

Towns 
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Futures in 
Banbury 

Stronger 
communities in 

Oxford 

Innovation 
Fund grants 

Active 
Oxfordshire, 
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inactive 
groups 

 

Family 
Safeguar

ding 
project 

 

Targeted 
support 
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screenin
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(via  TV 
Cancer 

Alliance)  
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Healthy 

New 
Town 

Employme
nt 
 

Education 
 

Financial 
Inclusion 

 
HWB 

 
Small 

grants for 
local 

groups 

Community 
Partnerships in 

7 wards 

Tobacco 
Alliance 

 

  
Luther 
Street 

GP 
practice 

for 
homeless 
patients 

Team 
around 

the 
patient 

 

HWB 
Partnerships in 
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   Social 
Prescribi

ng 

MECC initiative 

    Targeting 
preventio

n 
initiatives 

  

See appendix 2 for further details of the above work 
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What more can we all do? 
 
Principles for tackling health inequalities (adapted from the HIC report 
2016 and BOB ICS ‘Guiding principles for prevention and health inequalities’) 
 
 

• Recognise that everyone and every organisation (NHS, local authority, 
third sector) has a role to play 

• Inequalities are to be embedded into the process when designing new 
models of care and innovations  

• Recognise and respond to the wide contributors to inequalities, 
including socio-economic (such as housing and poverty), physical 
environment, lifestyle behaviours and healthcare factors  

• Identification of need using a Population Health Management approach 
• Resource allocation to be based on need and to apply a system wide 

view on how resources are allocated to address inequalities priorities  
• Action to be taken at most appropriate level – individual, Primary care 

network/ward, “network of networks”, county, central government 
• Learning from initiatives that have worked well across the county and 

country – we are not starting from a blank sheet of paper 
• Progress to be evaluated through local indicators  

 
Proposed next steps 
 
OPCCC is asked to consider the steps relevant to primary care but to 
recognise the wider interaction with other committees and organisations: 
 

• Work with frontline staff and other stakeholders in areas of deprivation 
to understand the challenges and opportunities  

• Align resource allocation with need and apply a system wide view on 
how resources can be used to address inequalities priorities  

• Address the biggest risk factors of preventable premature death or 
disease and target groups and areas that are most affected (smoking, 
drugs/alcohol, activity, obesity, housing, debt advice) 

• Target health care interventions to areas and groups of people with 
highest need (such as in table 2 above): these areas need to be 
prioritised and plans developed with stakeholders, including 
multiagency PCNs 

• Create healthy communities where people can maintain and improve 
their health as they live, learn, work, travel and socialise  

• Empower communities, where residents and groups are agents of 
change, ready to shape the course of their own lives. To achieve this 
people need resources (in the broadest sense), connections, and 
control 
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Appendix 1  
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Appendix 2 
 

1. General Practice Deprivation & Inequalities Locally 
Commissioned Service 

 
In general, people in deprived areas are higher users of health care, including 
primary care, and consultation rates are high. There can also be issues with 
regards to recruitment of GPs and other staff as working within deprived 
communities can be seen as unattractive or difficult work. 
 
Therefore, a Locally Commissioned Service for Deprivation & Inequalities was 
established by OCCG. This has two parts: 
 
Part 1 
Payment is given to practices based on proxy measures for demand 
associated with deprivation. 
 
Part 2 
The 14 Practices with the highest Index of Multiple Deprivation (IMD) scores 
receive payment correlated to their IMD score (see table below). To receive 
the payment, they need to meet certain criteria, such as increasing the 
number of people having cervical screening or NHS Health checks (see below 
for criteria). 
 
However, on evaluation of this scheme, there has only been a modest 
improvement in the targets. This is therefore under review. 
 

Practice 
code 

Practice name Deprivation 
score 

Locality Practice 
population 

Funding 
allocation 

£ per 
patient 

K84031 The Leys Health Centre 33.241 City 10,744 £13,344 £1.24 

K84004 Donnington Medical P’ship 21.690 City 13,606 £11,027 £0.81 

K84007 Temple Cowley Health 
Centre 

21.372 City 7,959 £6,356  
£0.80 

Y02754 Banbury Health Centre 21.099 North 6,186 £4,877 £0.79 

K84063 Cowley Road Medical 
Practice 

20.985 City 8,465 £6,637  
£0.78 

K84032 Bartlemas Surgery 20.931 City 9,034 £7,065 £0.78 

K84048 Hollow Way Medical Centre 19.835 City 8,627 £6,393 £0.74 

K84060 St. Clement's Surgery 18.798 City 4,742 £3,331 £0.70 

K84009 Bury Knowle Health Centre 17.810 City 23,114 £15,381 £0.67 

K84024 Windrush Surgery 17.509 North 7,690 £5,031 £0.65 

K84062 Woodlands Surgery 17.163 North 7,034 £4,511 £0.64 

K84617 South Oxford Health Centre 16.866 City 4,172 £2,629 £0.63 

K84023 Berinsfield Health Centre 16.756 SW 4,820 £3,018 £0.63 

K84028 West Bar Surgery 16.398 North 16,978 £10,402 £0.61 

Total 133,171 £100,000  
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Part 2 criteria 

 Reduction in QOF exception reporting by 10% (if above Oxfordshire 
average)  

 Reduction of ED attendances by 10%  

 Reduction in unplanned admissions by 10%  

 Increase in use of online booking/cancelling appointments by 20%  

 Increase in use of online repeat prescription ordering by 20%  

 Increase of number of patients entering a stop smoking programme by 20%  

 Increase of patients having cervical smears (percentage to be agreed in 
advance with commissioner).  

 Increase of patients completing NHS health checks by 10%  

 Identify those patients who should be taking antihypertensives but are 
‘failing to take’ and contacting them to encourage ‘to take’ (reduce non-
compliance by 20%)  

 Identify those patients who should be on a statin for secondary prevention 
(excluding those with an adverse reaction) but are ‘failing to take’ and 
encouraging them ‘to take’ (reduce non-compliance by 20%)  

 Increase or deliver number of outreach worker contacts with those not 
attending annual reviews for DM (number to be negotiated with OCCG) 
 

2. Barton Healthy New Town programme 
 
Funding was received from NHSE for pro-active population health 
management. Both Hedena and Manor surgeries conducted register searches 
and invited residents with COPD and those at risk of falls and fractures to 
classes set up in the community centre. These included Breathe Better 
classes for COPD and Strength & Balance and Dance to Health classes for 
falls prevention.  Additionally, Restore (mental health charity) had a presence 
to coach people with mental health issues into work.  
 
All of these sessions were aided by the Social Prescribing Co-ordinator who 
was able to refer (and accompany) other patients to the groups, as she knows 
the patients well. 
 
Funding was also received for the TAP model (Team Around the Patient). 
TAP is as an initiative to provide a person-centred approach targeted at 
patients who have needed frequent unscheduled contacts with their GP and/ 
or ambulance and emergency departments over the preceding year. The 
individual’s needs and preferences are assessed by a multi-disciplinary team, 
leading to a comprehensive healthcare plan. This project continued beyond 
the NHSE funding, being funded by Hedena Surgery until June 2019. The 
report is due out soon. 
 

3. Oxford City Inequalities Project 
 

Joint funded by OCCG and Oxford City Council (£100k each org). 
 
The main elements to the project-  
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 Embedded mental health workers recruited to the City Council Tenancy 
Sustainment Team, to be on-hand to deal with tenants who are causing 
anti-social behaviour issues, usually due to their mental health status. 
The mental heath workers could then link peopl into community 
activities and TS+. 

 

 Pro-active population health management (similar to Barton) whereby 
patients in LSOAs who are at risk of falls/ fractures/ osteoporosis and 
patients with COPD are invited by letter from Donnington Medical 
Practice and The Leys Health Centre to attend local Strength & 
Balance classes and Breathe Better classes in Rose Hill and Blackbird 
Leys Community Centres. The COPD classes were not successful so 
those patients were directed to the Strength & Balance classes.  
 

 The Practice Manager at The Leys HC has also been conducting 
register searches, reviewed by the GP, for patients at risk of 
osteoporosis, so that they can be prescribed appropriate medication 
and linked into the S&B classes, or other activities. This will be 
replicated in Donnington Medical Practice. 
 

 There were sessions set up by Talking Space Plus to target people 
with Long Term Conditions to use the service. Awaiting data on 
whether there has been an increase in uptake of the service.  

 
4. Community Partnerships 

 
Oxford City Council identified 7 regeneration areas: Rose Hill; Barton; The 
Leys (includes Blackbird Leys and Greater Leys); Littlemore; Wood Farm; 
Northway; Cutteslowe. Each of these except Cutteslowe and Barton has 
a Community Partnership, facilitated by Oxford City Council.  
 
These each have their own priorities and are multi-agency, including OCCG; 
city council departments; Councillors; Thames Valley Police; Community 
Association and residents are also invited. Discussions under way to re-
establish the Barton Community Partnership 
 

5. Health & Wellbeing Partnerships 
 

Rose Hill; Barton; The Leys; Littlemore and Wood Farm have Health & 
Wellbeing Partnerships. These are multi-agency and have action plans to 
address the key health issues identified through the PHE Local Health tool.  
 
Partners include Public Health; Oxford City Council; Children & Family Centre 
leads; Age UK Oxfordshire; Oxfordshire Mind; social Prescribing leads; 
Oxford Brookes; Health Visitors; School Health Nurses; local GP Practices; 
Centre for Sustainable Health Care; Good Food Oxford 
 
Oxford city H&WB groups report into the Stronger Communities Group. This is 
a strategic group comprising OCCG; Public Health; Oxford city Council and 
OCVA 
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6. Brighter Futures in Banbury programme 
 
It has a steering group facilitated by Cherwell District Council with four key 
themes: 
 

 Employment Support and Skills 

 Education 

 Financial Inclusion and Housing 

 Health & Wellbeing 

 There is a pot of money for local groups to bid into for work to tackle 
inequalities. 

 
7. A Prevention Framework (joint Oxfordshire Clinical Commissionign 

Group and Public Health, Oxfordshire County Council with involvement 
from wider partners) is in development to step up the ‘prevention 
agenda’ including people who are likely to have worse outcomes. 
 

8. The Oxfordshire Health Inequalities Commission report (2016) 
made 60 recommendations for tackling inequalities. A multiagency 
implementation group was established to drive these forward. 
However, instead of setting up new, short-lived projects, the 
implementation group has refreshed its agenda and now wants to take 
on a more strategic, coordinating role.  

 
9. Healthwatch Oxfordshire – Men’s Health 

 
East Oxford United saw that its links with men, particularly those from 
Black, Asian and minority ethnic (BAME) backgrounds was a great 
opportunity to ask men their views on keeping healthy. It also knew that 
men from this group often were low on uptake of health information and 
support, and in particular NHS Health Checks. The group decided to 
build on its wide social networks and links in East Oxford to find out:  
 

 How do men maintain good health and what information and 
resources do they use for support?  

 What level of awareness is there amongst men from BAME and 
other groups about NHS Health Checks?  

 What are the barriers to men taking up healthy lifestyle advice and 
NHS Checks? 
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