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External audit is an essential element in the process of accountability for public money and
makes an important contribution to the stewardship of public resources and the corporate

governance of public services.
Audit in the public sector is underpinned by three fundamental principles.

» Auditors are appointed independently from the bodies being audited.

+ The scope of auditors' work is extended to cover not only the audit of financial
statements but also value for money and the conduct of public business,

» Auditors may report aspects of their work widely to the public and other key
stakeholders.

The duties and powers of auditors appointed by the Audit Commission are set out in the
Audit Commission Act 1998, the Local Government Act 1999 and the Commission's
statutory Code of Audit Practice. Under the Code of Audit Practice, appointed auditors are
also required to comply with the cumrent professional standards issued by the independent
Auditing Practices Board,

Appointed auditors act quite separstely from the Commission and in meeting their statutory
responsibilities are required to exercise their professional judgement independenily of both
the Commission and the audited body.

PKF (UK} LLP {'PKF’) i= one of the UK’s leading firms of accountants and business
advisers, which specialises in advising the management of developing private and public
businesses. PKF iz one of only five private finms awarded current framework contracts to
provide audit services to the Audit Commission and has been delivering support and
advice o the public sector for over 25 years, with local government and NHS audits on
behalf of the Audit Commission in the East of England since 15988,

Status of our reports

The Statement of Responsibilities of Auditors and Audited Bodies issued by the Audit
Commission explains the respective responsibilities of auditors and of the audited body.
Reports prepared by appointed auditors are addressed to non-executive
directors/members or officers. They are prepared for the sole use of the audited body.
Auditors accept no responsibility to:

=  any director/member or officer in their individual capacity; or
« any third party

Copies of this report

If you require further copies of this report, or a copy in large print, in Braille, on tape, or in
a language other than English, please call 0844 798 7070,

& Audit Commission 2008

For further information on the work of the Commission please contact:

Audit Commission, 1st Floor, Millbank Tower, Millbank, London SW1P 4HQ
Tel: 020 7828 1212 Fax: 020 7976 6187 Texiphone {(minicom): 020 7630 0421

www _audit-commission.gov.uk
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4 Health Inequalities | Summary report

Summary report

Introduction

1 Health inequalities are differences in health experience and health outcomes
between different population groups. These groups can be determined by socio-
economic status, geographical area, age, disability, gender or ethnic group.

2 Improving health and wellbeing and narrowing the health gap between
disadvantaged groups and the rest of the population is one of the Government's
top priorities, The single overarching target to reduce health inequalities is a
national Public Sector Agreement (PSA) target.

By 2010, reduce inequalities in health outcomes by 10 per cent as
measured by infant mortality and life expectancy at birth.

3 Public sector organisations should therefore determine whether rescurces are
appropriately targeted at health inequalities, whilst also sustaining efforts to
improve the overall health of the population.

4 The health inequalities gap in the East of England, as for England as a whole, is
increasing' ¥ The difference in life expectancy between Essex authorities is over
four years; below district level the difference is 18 years (see Appendix 1).

5 Addressing such a complex issue is not the preserve of any one organisational
sector, but must be addressed through co-operation and shared vision. There is a
significant rizk that the governance arrangements put in place to reduce health
inegualities may not be robust enough to deliver all partners’ priorities and also
achieve value for money. This increases the importance of establishing effective
arrangements for delivering the health inequalities agenda, including performance
and risk management as well as scrutiny and effective challenge.

6§ The purpose of this audit was to:
= assess current arrangemenls across Essex to reduce health inequalities; and
= examine future plans to improve life chances and reduce health inequalities.

7 Essex in this context includes the whole county, ie Thurrock and Southend as
well s the area covered by Essex County Council. In this report, all references to
Essex use this definition.

" Cgr MHS, our future’, NHS next stege review interim report, Lord Darz, Oclober 2007

? Tackling Health Inequalities. 2004-2006 data and policy update for the 2010 National Targst, Department of
Health, December 2007
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The audit was underiaken in three stages,

» Diagnostic, This involved a document review, interviews with a small number
of key people and a survey.

s Action planning workshops: involving representatives of Essex health and
local government bodies and the Fire & Rescue service.

» Chief Executives' Forum: This final stage was to share the main conclusions
with Essex public services Chief Executives and agree a way forward.

Main conclusions

Strategic approach

There is a strong commitment to tackling health inequalities amangst partners.
There is clear agreement that health inequalities are everybody’s business and
that councils have a community leadership role to play in this agenda. This
commitment is demonstrated through Local Area Agreement {LAA) and Local
Strategic Partnership (LSP) plans, although not all councils have yet engaged
their members in the health inequality debate.

Despite this level of strategic intent, there is no agreement on the best strategic
approach to take to addressing health inequalities. Given the already complex
nature of the organisational structure and boundaries across Essex, it is
important that a commaon strategic approach is agreed by all Essex bodies on
how to tackle health inegualities, aithough the solutions and specific approaches
may well vary according to local need and circumstances,

There is insufficient strategic focus given to health inequalities within most
existing strategies and policies. Where they do refer explicitly to health
inequalities, they often concentrate primarily an inequalities between different
geographical areas. More commonly, they are often aimed at more general health
improvemnent as opposed to reducing health inequalities.

Targets

Targets set are not appropriately focused or balanced, which hampers proper
measurament of the impact of health inequalities initiatives. In many cases,
specific health inequalities targets have not been set, or where set, are too broad.
In addition, not all partners recognise that this is a long term agenda that requires
longer term targets, with appropriate milestones, to be agreed and monitored.

Organisations understand that targets need to be set at a local level, and be
designed to tackle local needs, but within the overall framework of the LAAs,
However, local understanding is needed of which national or county targets apply
or are important locally; and how this should be balanced against the need for
corporacy. Each organisation needs to understand what it contributes to each

target.
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6 Health Inequalities | Summary report

Information

Whilst there is some good information available which is being well used in some
areas, it is not always shared effectively or with maximum impact. Lack of
baseline information and other barriers to obtaining appropriate data have not yet
been overcome and the quality of some data is variable. This undermines
organisations' ability to successfully target resources and performance manage
activities in respect of health inequalities, and also impedes decision making
processes,

The Joint Strategic Needs Assessment provides a useful and comprehensive
analysis of needs and health inequalities of the different populations in Essex. Its
joint development is widely supported and it has the potential to significantly
improve future action planning and decision making across the county and
encompassing all three LAA areas.

Performance management

There iz no clear vision of how health inegualities are to be performance
managed and limited information available on which to base performance
management. Witheout clearly foermulated outcomes and measures, performance
management will be weak.

Imvolvement of Non Executive Directors, elected members and Overview and
Scrutiny Committees is very varied. Without strong involvement,
understanding and interest from non executives, there will be insufficient
challenge and direction.

Public Health

Public health is developing its influence and relationships but these vary in
maturity. Where they exist, joint Director of Public Health posts are seen as a
benefit but despite extensive recruitment efforts, Essex County Council does not
yet have a Director of Fublic Health. This has delayed progress.

Fublic Health resource in Essex is dispersed and it is felt by participants that best
use is not being made of this resource. Without developing more sophisticated
arrangements that match the complexity of the county, public health expertise
and influence will not be used to its full potential.

Collaboration

Partnerships and relationships between organisations are developing but are not
yat fully effective. There is an increasing recognition that health inequalities can
only be tackled by working together, yet our survey revealed feelings that
partners are not always inclusive or collaborative when developing strategies that
impact on lifestyle issuss. The role of the voluntary and community sector in
partnership approaches to tackling health inequalities is not well defined and their
contribution is therefore not maximised.

Joint planning for health inequalities is at different stages across the county, but
is generally under-developed.
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Accountability

Leadership and accountability arrangements are unclear within individual
organisations and particularly within partnerships, where there are tensions
between corporate and partnership responsibilities. Without clear accountability,
strong leadership and defined roles, progress in tackling health inequalities is
likely ta be patchy and targets are less likely to be met,

Awareness and knowledge

There are variable levels of understanding within different service areas and
between different professional groups. For those mast directly involved, such as
public health professionals, the issues are clear. However, other services and
groups do not see the connection between their role and health inequalities so
clearly. Training, reporting and sharing knowledge are under-developed,
lessening the potential power of knowledge and increasing the risk that
innavation opportunities will be missed.

Elected Members have not always been informed of health inequalities issues, or
involved in developing or monitoring the agenda and approach. With good
information, members will need to make difficult political decisions on the focus

and allocation of resources.

Delivery and resources

Action is insufficiently co-ordinated, strategically led or designed to meet overall
objectives and priorities. The good things that are happening are not being
systematically identified, harnessed, shared, replicated and built upan.

It is unclear how great the commitment is to the health inequalities agenda when
it comes to resource allocation. Resources are generally being allocated to
universal services ralher than specifically targeted at health inequalities.

The fact that the health inequalities gap continues to increase suggests that what
is being done is either not sufficient or not effective.

Next steps

There are four main areas to be addressed:

» strategic approach;

« information and joint planning;

= delivery and monitoring performance; and

s political invelvement.
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Partners recognise that a single Essex wide approach to health inequalities is
unlikely to be effective. Many health inequalities issues are local issues, needing
local solutions. However, without a common overall strategic approach, with
agreed local and Essex-wide priorities and a shared view of the impartance of the
agenda, joint planning will remain problematic, accountability unclear, action is
likely to be uncoordinated, and difficult to performance manage.

Information, including the Joint Strategic Needs Assessment, needs to be
exploited to its full potential. Information needs to be better shared, managed and

used across all partner organisations.

Action needs to be co-ordinated, strategically led and designed to meet overall
objectives and priorities as well as local needs, backed up with a clear
performance management framework.

Elected members and non executive directors need to have information and an
understanding of the issues involved in health inequalities in order to provide the
necessary political or Board level leadership. Elected members will need to make
difficult political decisions on the focus and allocation of resources.

In the detailed report (paragraph 104), we make specific recommendations
addressed to all the Essex public services which took part in this audit. These are
brought together in an action plan at Appendix 3 which is for each organisation to

complete with its partners.
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Detailed report

National context

Health inequalities are differences in health experience and health
outcomes between different population groups. These groups can
be determined by sociv-economic status, geographical area, age,
disability, gender or ethnic group.

Health inequalities are a major threat to public health and present an ethical
challenge. Some geographical areas and population groups experience
significantly lower life expectancy and poorer quality of life than aothers.

Deprived communities or population groups suffering greater ill-health and
increased morbidity will have less access to work opportunities and contribute to
levels of poverty and economic decline. People suffering from greater ill-health
require increased support from a range of public services, including benefits,
health, social care and other lacal services.

The latest national data shows that there has been a widening of the inequality
gap. Whilst there have been improvements in life expeactancy in the most
deprived areas, the gap between the most deprived and least deprived areas has

actually widened® *.

Consaquently, health and wellbeing is a key national focus for improvement and
narrowing the health gap between disadvantaged groups and the rest of the
country is one of the Government's top priorities. The single overarching target to
reduce health inequalities is a national Public Sector Agreement (PSA) target.

By 2010, reduce inequalities in health outcomes by 10 per cent as
measured by infant mortality and life expectancy at birth.

This target has been underlined in successive policy documents, including two
White Papers; 'Choosing Health' (2004) and 'Strong & Prosperous Communities'
(2006). It is one of the four top level priorities in the 2007/08 NHS Operating
Framework, restated in the 2008/09 Framework as: ‘Keeping adults and children
well, improving their health and reducing health inequalities’. The Secretary of
State announced in the autumn of 2007 that the Government will publish a
comprehensive strategy for reducing health inequalities.

* “Our NHS, our future’, NHS next stage review interim report, Lord Darzi, October 2007
* Tackling Health Inequaliies: 2004-2008 data and palicy update for the 2010 National Target, Deparmant of

Health, December 2007
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10 Health Inequalities | Detailed report

Public sector arganisations should therefore determine whether resources are
appropriately targeted at health inequalities, whilst also sustaining efforts to
imprave the overall health of the people of Essex. Without this, pecple can
experience inequality of provision, access and take-up of services, and quality of
life.

The promotion of healthier communities with improved health equality has an
effect on the wellbeing and prosperity of the whole population. Investment in this
area has the potential to yield significant long term benefit.

Addressing such large and complex issues is not the preserve of any one
organizational sector alone, but must be addressed through co-cperation and
shared vision. Joint working across different organisations has been facilitated by
a number of previous developments including joint commissioning and Local
Strategic Partnerships (LSPs). Local Area Agreements (LAAs) provide a further
mechanism for building on and improving joint work to reduce health inegualities
and strengthen the role of the LSPs.

Large amounts of public service resource are used to provide services that could
have a beneficial impact on health inequalities. Maximising value for money from
these combined resources requires effective joint working betwaen public sector
organisations.

Background

The health inequalities gap in the East of England, as for England as a whole, is
increasing. The difference in life expectancy between Essex autherities is four
years, with men in Harlow living on average four years less than their
counterparts in neighbouring Uttlesford. Below district level the difference is much
greater. up to 18 years (see Appendix 1)

The joint working required effectively to tackle health inequalities is made mare
challenging in Essex by the complexity of public sector organisation configuration,
There are 15 local authorities with one county, two unitary and 12 district or
borough councils plus countywide Fire & Rescue and Paolice services. Complexity
is exacerbated by the fact that, unlike many other counties where there is one
PCT for the county area, there are five PCTs in Essex, with two of these covering
both County and unitary authority areas.

As a result, not all boundaries are coterminous and there are many different
partnership configurations involved in the health inequalities agenda. These often
have competing priorties and all have many other demands on their resources. In
addition, some partners, particularly in the health sector, have also been subject
to recent large scale reorganisalion,

In this environment, there is a significant risk that the governance arrangements
put in place to reduce health inequalities may not be robust enough to deliver all
partners' priorities and also achieve value for money. This increases the
importance of establishing effective arrangements for delivering the health
inequalities agenda. including performance and risk management as well as
scrutiny and effective challenge.
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Audit objective and approach

The purpose of this audit was fo:
» assess current arrangements across Essex to reduce health inequalities; and
s examine future plans to improve life chances and reduce health inequalities,

The crganisations participating in this audit were the County Council, the two
unitary authorities of Thurrack and Southend, the twelve district or borough
councils, the five PCTs, the two Essex mental health partnership trusts, and the

Essex Fire & Rescue Service

Essex in the context of this audit includes the whole county, ie Thurrock and
Southend as well as the area covered by Essex County Council. In this report, all
references to Essex use this definition,

This report is structured around nine themes:

= Strategic approach;

= Targets;

= Information;

» Performance management,

+ Public health;

» Collaboration;

o Accountability;

« Awareness and knowledge; and

« Delivery and resources.

The audit was undertaken in three stages.

+ Diagnostic: This involved a document review, interviews with a small number
of key people and a survey (to which 212 responses were received - see
Appendix 2 for detailed results),

= Action planning workshops: The initial findings from the diagnostic stage
were shared at a series of three action planning workshops in Movember
2007, which were attended by 44 representatives of the Essex Fire service,
health and local government bodies. At their request, a separate report
summarising the workshop discussions and proposed actions was circulated
to all workshop participants for their use.

= Chief Executives' Forum: This final stage was to share the main conclusions
with Essex public services Chief Executives in January 2008 and agree a way
forward.
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Conclusions

Strategic approach

There is recognition within the public service organisations in Essex that health
inequalities are everybody’s business and that councils have a community
leadership role to play in this agenda. Survey results, interviews and the
workshops all indicated that the vast majority of people recognise the health
inequalities agenda,

A high level commitment to tackling health inequalities is demonstrated by a
number of organisations, either individually or through LAAs and LSPs.
Commitments to tackling health inequalities are made in a number of strategies
and plans. For example, the Essex County Community Strategy sets a specific
aim to reduce inequalities and health inequalities, and recognises the impact on
health and, implicitly, on inegualities, of the other parts of the strategy. This is
reflected in individual sections on community cohesion, community safety,
transport, and leisure.

In essence, there is good strategic intent within Essex but still work to be done to
convert that intent into workable strategies with clear objectives, priorities, targets
and expected outcomes. A clear strategic approach and focus enables effective
target setting, performance management and scrutiny.

There is insufficient strategic focus given to health inequalities within most
existing stralegies and policies. Many strategies either make no mention of health
inequalities or the statements are too broad and generalised to have impact. Not
all LSPs include specific reference to heaith inequalities in their terms of
reference. If action is to be effective, coordinated and holistic, health inequalities
must be part of how the whole of each organisation thinks.

Where strategies and planned actions do refer explicitly to health inequalities,
they often concentrate primarily on inequalities between different geographical
areas. There is a risk that insufficient attention is given to the inequality
experienced by dispersed groups within the population, such as people with
disabilities or mental health problems.

Strategies and planned action are often aimed at more general health
improvement as opposed to health inequalities. Health impravement and health
inequalities are often seen as interchangeable agendas. General action to
improve health is essential but does not automatically reduce health inequalities.
In fact, health improvement initiatives can sometimes increase the inequalities
gap as take up is usually lower among those groups suffering inequality,
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There is an emerging consensus that health inequalities should be a theme
embedded within, and mapped between all other key strategies and palicies,
rather than a specific badged joint strategy. This needs to be explicit in overall
objectives about regeneration, prosperous communities, educational attainment,
work, skills, etc. In the few cases where this approach has been taken, it has
helped to integrate health inequalities into other agendas and creats greater
corporate ownership. Examples include Mid Essex PCT within the Healthy Living
Strategy and Southend Borough Council within its older people’s and children's
services strategies. The County Council intends taking this approach with its
community well-being and later life strategies. However, South East and South
West Essex PCTs are working on specific health inequalities strategies.

There are advantages and disadvantages to both approaches. However, given
the already complex nature of the organisational structure and boundaries across
Essex, it is important that a common strategic approach is agreed by all Essex
bodies on how to reflect health inequalities at a strategic level and that each
organisation makes a clear public statement on how it is tackling health
inequalities. The risks of failing to agree a commaon approach are: |

» action will not be sufficiently co-ordinated to generate real impact,

¢ failure to make best use of resources through economies of scale;

s increased resources will be required to monitor and deliver against
mismatched policy initiatives through duplicate or overiapping systems; and

« |ack of clarity for service users,

Targets

There is a clear recognition that targets need to be set at a local level, designad
to tackle local needs, but within the overall framework of the LAAs. However,
lacal understanding is needed of which national or county targets apply or are
important locally; and how this should be balanced against the need for
corporacy. Areas already doing well on a particular measure may need to set
themselves stratch targets in order to help achieve the overall county target.

Table 1 Examples of target setting
Some targets for tackling health inequalities have been set and agreed with
partners in some areas.

Castle Point's Community Strategy is an example of setting targets for
improving life expectancy and reducing inequalitizs between wards

Maldon's Community Strategy is a good example of connecting health targets
to other targets, for example, for the built environment

Colchester Borough Council has selected four targets to reduce gaps between
the barough average and the worst affected areas for smoking, childhood
ocbesity, life expectancy and teenage conceplions
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Harow Council has set local targets that are more ambitious than the
countywide LAA targets for issues where it faces greater challenges than other
parts of Essex; for example, obesity reduction and increasing overall life
expeactancy.

Owerall, however, there is a lack of specific heaith inequality targets within the
action plans of organisations. In many cases targets have not been set or, where
set, they are too broad. For example, targets often focus on health improvement
rather than health inequalities and are not always targeted on specific areas or
population groups.

It is possible that these more generic health improvement targets may assist in
reducing health inequalities but often there is little information available on the
outcomeas desirad or achieved against those targets, making it difficult ta
determine their likely or actual impact.

It is not clear whether this is because performance management processes are
not in place, information on outcomes is not being measured or reported, actions
have not yet produced tangible or measurable outcomes, or a combination of all
of these.

In addition, the need for longer term targets is not recognised by all partners, The
national PSA targets are set for 2010, which focuses attention on the next two
years. Important as this is, not all partners have recognised that this is a long
term agenda, and it takes time to see results, Longer term targets, with
appropriate milestones, are therefore also necessary.

Information

There is some good information available that is being well used in some areas.
Public health data is being increasingly shared and used. Health Impact
Assessments are a powerful planning tool and have been used to target certain
services, such a smoking cessation and primary care development on the areas
of greatest need and inequality. Several organisations, notably West Essex PCT,
are exploring the potential of social marketing (see Table 2),

Essex Public Services
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Table2  Notable practice

Social marketing in West Essex

Health related social marketing is: “the systematic application of marketing
concepts and technigues, to achieve specific behavioural goals, to imprave
health and reduce inequalities”. A social marketing strategy and commissioning
framework is being developed by West Essex PCT and partner agencies. Two
main strands are proposed. One is a specific project to improve uptake and
outcomes from smoking cessation in men in socic-economic groups four and
five. The other is to use social marketing as a corporate process, underwriting
all public health and wider PCT activities to promote user engagement with
services or campaigns which have poor uptake, retention or outcomes. The
PCT is engaging commercial sector advertising expertise to support this. The
project draws on data sources and methodolegy also being used or explored by
Essex Fire & Rescue Services and by the County Council.

86 The Joint Strategic Needs Assessment that is being developed in Essex provides

&7

a useful and comprehensive analysis of needs and health inequalities of the
different populations in Essex. The approach taken is widely supporied and there
is confidence it will provide an increasingly good evidence base to suppart future
decision making and action planning. A single, authoritative source of information
such as this will underpin an effective overall strategic approach and reduce the
rigk of inappropriately targeted resource.

Infarmation is not always shared effectively or with maximum impact. There are
also shartcomings in arrangements for managing and using information. Lack of
baseline information or mechanisms to collect data geing forward could be a
barrier to success if not addressed. This includes identification and understanding
of hard to reach groups, Barriers to obtaining data and information exist for a
number of reasons, including professional attitudes, technical difficulties and data
protection. An understanding of the importance of obtaining and sharing good
quality data is essential to an effective approach to tackling health inequalities.
There are examples of good practice and collaborative approaches to tackling
these difficulties, such as those used in greater Manchester, from which Essex

partners can learn.

Table 3 Managing information
The Greater Manchester approach to managing information

Partner agencies in greater Manchester have employed a Data Intelligence
Mananer whose role is to work on public health data, focus it and use it to
inform targets. This was in recognition of audit findings that collectively, the
partners had a very exlensive data resource but were not focusing it.

Sowrce: Audit Commission 2007
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16 Health Inequalities I Detailed report

Failure to identify and collect relevant data for all targets being measured will
undermine organisations’ ability to successfully target their resources and
performance manage their activities in respect of reducing health inequalities, as
well as impade decision making processes.

Performance management

There is no clear vision of how health inequalities are to be performance
managed. Most organisations and LSPs have general monitoring arrangements
in place, but it is not possible within these arrangements to identify progress in
respect of health inegualities,

Whilst tackling health inequalities should not necessarily be performance
managed through a separate process, it is imperative that comprehensive and
detailed joint arrangements, perhaps through LSPs, are implementad to reduce
the risks associated with poor performance or inappropriately directed resources.

The lack of focused health inequalities performance measures, desired outcomes
and milestones discussed in the Targets section above will undermine
organisations' ability to monitor performance effectively. This will need to be
addressed to ensure the success of any performance management arrangements
developed and implemented.

This is a complex area lo performance manage, parily because it is difficult to
demanstrate causal links; for example, educational achievement has increased in
Harlow but it is difficult to evidence whether, or to what degree, the Healthy
Schools initiative has contributed to this. Consequently, although the principles of
setting and monitoring SMART (specific, measurable, achievable, realistic and
timely) targets are relevant, performance may also need to be measured
qualitatively, not just quantitatively.

Itis important that any performance management framework developed
acknowledges this complexity. In some cases, input and process outcomes, as
well as the ultimate health improvement outcomes, may be valid performance
measurements. In particular, if there is good research evidence that a given
intervention is effective, it may be appropriate to rely on this evidence and cnly
monitor the operation of the intervention itself,

Commitment and involvement of non executive directors, elected members and
averview and scruting committees is very varied. Withaut streng invalvement,
understanding and interest from non executives, there will be insufficient
challenge and direction.

Public Health

Fublic health is developing its relationships and influgnce. This is particularly
important in LSP's, so that public health issues, including health inequalities,
become central to their thinking. Where public health is well integrated with
commissioning in PCTs and local autherities, the focus on health inequalities
tends to be stronger. There are different models across Essex from which
partners could adopt what works best.
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Joint Director of Public Health posts are seen as a benefit in Southend and
Thurrack, helping keep.public health and health inequalities as everybody’s
business. This is an issue for Essex county where, as yet, no joint appointment
has been made, leaving the County Council without direct access to public health
advice. However, the situation is complicated, as expectations vary about the
extent to which one Director of Public Health can speak for others - or for PCTs
other than their own.

Best use may not be being made of the total public health resource available
across Essex. Essex's public health resource it is dispersed and not working
together as well as it could be. There is an informal network, with different
Directors of Public Health leading on different issues but without developing more
sophisticated arrangements, public health expertise and influence will nat be

used to its full potential.

There is no public health report for Essex as a county area, Public Health reports
can provide authoritative information and advice on patterns of health inequalities
and evidence based approaches to tackling them. Without a high level report,
aimed at decision makers, giving them clear and consistent messages, it will be
difficult to develop a shared strategic approach.

Table 4 Public Health impact

Examples of the advice and impact of public health reports

South West Essex PCT has produced a comprehensive health status summary
report which proposes an approach to tackle health inequalities faced by young
people through a targeted school-based approach aimed at schools serving the
most deprived wards.

West Essex PCT has used annual public health reports to support the adoption
of health inequalities as a priority in the PCT's strategy.

Morth East Essex PCT has reviewed data which identifies significant variations
in health. It highlights the link between deprivation and poor health. It shows that
areas of greatest need are poorly served by health services and recommends
that the PCT needs lo consider where to invest in service development in

primary care,

Collaboration

Fartnership working and relationships between organisations are developing. For
example, several L5Ps have led stakeholder forums which have been useful in
agreeing priarities and objectives between partner organisations as a basis for
the formulation of strategies and targets,

Essex Public Services
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There is an increasing recognition that health inequalities can only be tackled by
warking together, using every opportunity at the partners’ disposal. This is having
a positive impact on the potential for effective joint working. However, our survey
revealed feelings that partners are not always as inclusive or collaborative as
they could be when developing strategies that impact on lifestyle issues.
Respondents would like to see greater communication and involvement,
especially with and between the voluntary sector and with NHS trusts. Suggested
improvements included commitment to the same agenda and betiter attendance
at each others' meetings. Mature partnership working, based on mutual
understanding of different perspectives and imperatives, is a prerequisite to
effective joint planning.

Table 5 Notable practice

Life Opportunities in Colchester

Colchester's Local Strategic Partnership has adopted a priority to improve life
cpportunities in the borough. Members representing some of the borough's key
public sector organisations have set targets to reduce the gap between the
borough average and the worst affected areas for problems with 8 themes:
crime, education, health, housing, skills and worklessness. These targets are
chosen at the local level rather than imposed from above, and are designed to
be specific and measurable. The health targets aim to reduce the gap between
the borough average and the worst affected areas for smoking rates, childhood
obesity and teenage pregnancy. Staff from North East Essex PCT and
Colchester Borough Council have identified the worst affected areas and are
currently agreeing actions plans to direct resources towards them.

Joint planning for health inequalities is at different stages across the county, but
is generally under-developed. The complexilies of boundary issues, especially in
the two lier araa, and lack of coterminosity in Essex make joint planning difficult,
s0 require better communication and smarter working. Until a clear strategic view
has been established, joint planning cannot be effective.

Joint planning is largely being managed through the LSPs and the LAA process,
which clearly have the potential to drive the agenda. However, in most cases,
they have not given any specific focus to health inequalities, as opposed to health
improvement. Waorkshop participants suggested that health inequalities need to
be embedded within LSPs and LAAs by identifying a champion on each LSP,
whose role would be to ensure health inequalities are considered in all the LSP
does, particularly in regeneration plans and strategies. Other suggestions were lo
produce good practice guidelines for LSPs and to audit LSPs' approach to
tackling health inequalities.
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There is no systematic engagement of the full range of services and relevant
agencies in meeting the health inequalities agenda. Each individual service within
each council, PCT, the Fire & Rescue service and other partners has a role in
relation to tackling health inequalities. For example, many fires have a smoking,
drugs or alcohol related cause. Fire authorities have valuable insight into areas
that need targeting and undertake valuable prevention work in schools and the
wider community.

In recognition of this, the County Council is developing a well-being strategy
which is intended to make the connections for its services such as planning and
the built environment; air quality monitoring; parks and open spaces and their
impact on mental health; Trading Standards and their enforcement rale with
cigareites, alcohol and food labelling; Education and the impact of educational

attainmant.

The role of the voluntary and community sector in partnership approaches to
tackling health inequalities is not well defined. Survey respondents from the
sector described services that could impact on health inequalities but felt they
were not full partners. Voluntary sector capacity is variable although they are
often the best placed to address health inequalities issues and can be innovative
in their approaches. There is significant local knowledge within the voluntary and
community sector that is not being utilised.

Practice Based Commissioning could have a significant impact on health
inequalities. Organisations are recognising the need to work with GPs using the
Practice Based Commissioning and Quality Outcomes Frameworks to ensure
good information and the right incentives are in place for GPs ta play their part in
tackling health inequalities.

Accountability

Leadership and accountability far health inegualities is not clear, either within
organisations or to partnerships. Despite widespread recognition that
organisations from all sectors have a role to play, there is an overwhelming lack
of clarity over who is accountable for work an health inequalities, and
achievement of targets. Withaut strong leadership, clear accountability and
defined roles, progress in tackling health inequalities is likely to be patchy and
targets are less likely to be met.

Only 40 per cent of respondents to our survey were clear on who is accountable
for work on health inequalities within their own organisation, Of the 58 people
wha named who they thought was accountable, 22 said public health, or more
specifically the Director of Public Health, 19 named a specific post or individual;
eight named specific people or departments; nine either didn't know, said it was
various people or that ‘we should all be accountable”.

Essex Public Services



89

80

9

32

93

20 Health Inequalities | Detailed report

Accountability is particularly unclear within partnership arrangements. Itis
problematic bacause the partnerships concerned do nat have a statutory basis
and ultimate accountability is always going to be to the partners’ employing body,
not the partnership. There is recognition that the best approach may be to
develop joint ownership of targets, especially where more than one agency has a
contribution to make in the target's achievement.

Only a quarter of survey respondents felt clear who is accountable for work on
health inequalities within relevant partnerships. Of those who did, most said the
Director of Public Health or the PCT generally; only a few said the Council or the
LSF. More listed a number of organisations, suggesting they saw accountability
as diffuse: "It can be clear, but often accountability is in dispute in partnerships™.

Awareness and knowledge

There are variable levels of understanding within different service areas and
between different professional groups. For those most directly involved, such as
public health professionals, the issues are clear. However, as identified in the
Collaboration section above, other services and groups often do not see the
connection between their role and health inequalities so clearly. This weakens the
potential power of knowledge gathering and sharing and increases the risk that
innovation opportunities will be missed.

Training, reporting and sharing knowledge are under-developed. Workshaop
participants suggested general training will be needed on the Joint Strategic
Meeds Assessment and health inequalities more widely to allow people to
understand the bigger picture, the connections and the impact of their services on
health inequalities. Systematic training, reporting and sharing knowledge will lead
to improved awareness,

Elected Members have not always been informed of health inequalities issues, or
involved in developing or monitoring the agenda and approach. Our survey
identified some doubts about the level of local political understanding or support
for this agenda, Comments from Members themselves included the following.

"I had never even heard of the subject, | am on our council’s Overview and
Scruling Committes that would dea! with this issue and we never have!”

“My position on the Council does not involve me in this area gt present, a specific
health overview and scruliny panel was set up but never met.”

"This has been a very useful exercise and has made me think aboul the issues,

"Heslth inegualiies do not appear o be a big issue for my council.”

Members and Non Executive Directors need to have information and an
understanding of the issues involved in health inequalities in order to provide the
necassary political or Board level leadership.
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Based on good information and an understanding of the issues, elected members
will need to make difficult political decisions on the focus and allocation of
resources. There is a political difficulty for members in making locally unpopular
decisicns, such as decommissioning and redistributing resources, in support of
the health inequalities agenda as a whole. The case will need to be made as to
why differential investment can benefit the whole of the community. Identifying
the priority health inequality issues in each ward and appraising individual elected
members of those issues, so that they can champion those causes and assist
with the management of public perception and expectation, may ease this
tension.

There is a strong link between educational attainment and deprivation and an
equally strong link between deprivation and health inequalities. However, the
impact of educational attainment on health inequalities, and vice versa, has not
baen sufficiently explored with education authorities and establishments.

Workshop participants asserted that education services have a large part to play
in tackling health inegualities but that potential barriers to success are:

» lack of space in the curriculum;
= lack of consistency of approach within schools; and
« over dependence on school leadership.

There are also associated risks, for example, the risk of stigmatising children
within the school setting in the attempt to tackle inequalities, which may be
mitigated by an approach that concentrates on issues and geographic areas
rather than individual children.

Delivery and resources

Action is insufficiently co-ordinated, strategically led or designed to meet overall
objectives and prigrities. There are good but isolated examples of local action
being taken to target and reduce health inequalities. One of several examples of
notable local action is the healthy living centre in Temple Sufton school in
Southend (see Table 6). There are a number of examples of access to services
being improved for disadvantaged groups and services being targeted at areas of
greatest nead. PCTs are increasingly investing differentially in smoking cessation,
sexual health and primary care services in order to target health inequalities.
However, all these initiatives need to manage the risk that too much focus on a
particular group of pecple could result in stigmatism,
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Table 6 Notable practice

Temple Sutton School, Southend

Temple Sutton School is located in a ward with a significant proportion of public
sector housing and households with low income and other disadvantages. It has
developed an ethos of support and development for both its pupils and their
families and uses the facilities for wider purposes through extended school
days. It hosts Southend's Locality Co-ordinator (Central) and therefore serves
as a hub for the multi-agency integrated working arrangements organised there.
The school is also the site for one of Southend's eleven children’s centres,
making provision for children from birth to age eleven. Building on this success,
the school has led a community initiative to develop a healthy living centre
utilising excess open space on the campus. This initiative is supported by a
local company, South East Essex PCT and Southend Borough Council. The
concept is to provide a hub for social enterprise, acting as a community and
activity centre and a base for local businesses, as well as a health centre
managed on behalf of the PCT,

There is also a lot of action already underway, particularly regeneration projects,
that is not specifically badged as tackling health ineguality but which is likely ta be
having an impact. Mevertheless, unless the strategic and performance
management links are made to this work, it is not possible to assess or measure
its true impact on health inequalities. Additionally, the fact that the health
inegualities gap continues to increase suggests that whatever is being done s
either not sufficient or not effective.

The good things that are happening are not being systematically identified,
harnessed, shared, replicated and built upon. There are difficulties to be
overcome; for example, sharing good practice can be difficult for provider
organisations which are in a competitive market place. \Whilst it is necessary to
have a strategic level frameawork ta drive the health inequalities agenda, it is also
necessary to listen to what is happening on the ground and devalop initiatives
fraom a grass roots level.

Itis unclear how great the commitment is to the health inequalities agenda when
it comes to resource allocation, as resources are generally being allocated to
universal services rather than specifically targeted at health inequalities.

Two PCTs, NMorth East Essex and South East Essex, have allocated small
amounts this year specifically to tackle health inequalities and there are
encouraging signs of more entrepreneurial commissioning practices in areas
where practice based commissioners, PCT commissianers and public health are
waorking closely together. However, funding cannat be targeted effactively unlass
commissionars have a clear understanding of what they want to achieve and
providers can see how they are contributing.
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There is limited potential for new investment and so the focus needs to be on the
use of existing resources and partners waorking more collaboratively to access
alternative sources of funding. However, links with community organisations and
voluntary services are under-developed, which limits the statutory partners’ ability
to identify and join existing initiatives within the community that can be used as a
vehicle for tackling health inequalities.

Survey respondents expressed some frustration and doubt about how much is
actually happening and how far statutory bodies are putting resources into heath
inequalities, either directly or via the voluntary sector.

"l think it is easy to identify and discuss health inequalities within partnerships
locally, but much harder to jointly fund and put things in place to address them. It
may also be difficult to agree and identify what is actually working. Two years is
not very long to address inequities which are experienced over a lifetima!"

Next steps and recommendations

The following high level recommendations are addressed to all the Essex public
services which took part in this audit.

Recommendations

Strategic approach

R1 Agree a common strategic approach lo addressing health inequalifies, with
agreed local and Essex-wide priorifies.

A2 Deavelop and agrae health inequality targels locally and a! LSP feval
based on the identified needs.

Information and joint planning

R3 Exploit the full potential of the Joint Stralegic Needs Assessment fo
idantify health inequalities.

R4 Improve arrangements for sharing, managing and using information across
all partner agencies,

R5 Consider production of a public health report for Essex as a whole fa
underpin the commaon strategic approach.

R&  Strengthen joint planning for tackling health inequalities through the L5Ps
and LAAs and clarify accountability for delivary.

Delivery and moniforing performance

R7 Ensure action is co-ordinaled, sirategically led and designed to meet
overall objectives and prioritias as well as local needs.

R8 Develop a clear performance management framework for health
ineqgualities, with strong Member and Non Execulive invalvernent
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Recommendations

Political involvement
RE Improve awareness and knowledge of health inequalities and their

implications amongst elected members and all service areas wilthin Essex
public services
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Appendix 1 — Years of potential life lost

6210 132 (273}
8110 68 (203)
SEto &1 (206)
S3to 28 (117
3to 53 (268)

This map shows years of potential life lost and so can be used as a proxy for ife expectancy, with red
areas likely fo have the lowest life expectancy, through to dark green areas whera life expectancy is

likely to be highest,

The Years of Polantial Life Lost indicator is an annual, age adjusted, rate of years of potential life lost
per 1000 population. So a figure of 200 for a Super Output Area (S0A) indicates that 200 years of
potenlial years of (ife, after adjustment, have been lost per 1000 members of the population over a
year. For example, other things being equal, the death of twe one vear old children (74.5 times two,
years lost) and one 24 year old (81 years lost) in an SOA with a papulation of 1000 would result in a
YPLL figure of 200, The years lost are calculatad as 75 minus age at death.

Crown copyright. All righfs reserved Audit Commission 10043998 (2006)

Source. ONS, Super Quiput Area Boundanes. Crown copyright 2004. Crown
copyrigh! malerial is reproduced with the permission of the Cantroiler of HMSO
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Appendix 2 - Survey results

1 Two hundred and twelve responses were received, with 38 per cent from district
and borough councils, 28 per cent from PCTs and the remainder from other

partners, including ten per cent from voluntary organisations.

2 The survey consisted of a number of statements, to which respondents were
asked to indicate if they strongly agreed, agreed, disagréed, strongly disagreed,
or did not know, or the question was not applicable to them. The percentage
results are shown in the table below®,

Staterment Strongly Strongly Nat
agree or  disagree or applicable |
agrae disagree don't know
Therea is an effective joint health Inequalities 46% 28% 25%
strategy, based on the heaith needs of our local
population. :
The health inegualities strategy is adequatety 45% 26% 27%

reflected in the Local Area Agreement [LAA)

and the Local Strategic Partnership's (LSFP)

plans, including the sections on community

safety. economic development &nd the

ervirgnment.

There is enough infarmation about health 53% 28% 16%
inequalities for us to identify the neads of the

populaticn in the ares my organisation covers.

There is an agreed process with partners for
identifying local health inequality issues. Wk ik =T
There is an agreed process with partners for agu, 379, 260,

idantifying local hard-to-reach groups.

W can show that health inegualiies have
narmowed in the last wo years in the ares my 15% 43% 40%
organisation covers

My arganisation regulardy uses techniques that

help it assess the impact of its approach to

tackling health inequalities and to inform service 48% 0% 2%
changes.

Fartners share and use information on heaith

inaqgualitios wall 45% 0% 23%
Acute and mental health trusts have a defined

rofe in tackhng healih inequalites. Aok h ik
My organisation has developed joint services B0% 17% 229

with partners to tackle health inequalities.

Changes have been made to my organisation’s

services bacause inaguities in accass wera 52% 23% 24%
identified.

d Percentages will not always add up to 100 per cenl due to rounding and to no replies not being shown
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Statement Strongly Strongly : .l.\lut
agree or disagres or  applicable /
agree disagres dan't know

We can show that access o services has
been improved for disadvantaged groups in 54% 25% 20%
the area my organisation covers.

We can show that action taken in the last bwo

years has had an impact on issues or .
services where there was previous undar- 45% 26% 29%
performance.

Health inequalifies are everybody's business a3, S, 29

and not just a NHS issue,

Councils have a cemmunity leadership role

which includes promoting a healthier 92% 1% 2%
community and narrowing health inequalities

Fublic health information is used te help us

to understand local health ineguality T5% O4% 16%
priorities.

We use evidence-based research about what

approaches to fackling hesaith inegualities E0% 16% 24%
work best

Public health information is used to help us

to understand the impact of any service

development on the health of the local 59% 17% 23%
population

Joint planning arrangements for haalth

inequalities exist and are effectve 3% Sl 32%
It is clear who is accountable for work on

health inequalties within relevant 0% % 30%
partnerships
It is clear who is accountable for wark on 229, 24% 28%,

health ineguaiities within my organisation,
My organisation's health inequalities strategy

is congistent with the joint health inequalities  30% 13% 54%
plan,
My organisation’s health inequalities strategy 119 12% 559

iz consistent with its commissioning plan.
The Council's overview and serutiny

committee addresses wider health issuesz A7% 14% 45%
beyond NHS reconfiguration,

The joint health inequalities strateqy

addresses whole system changes nesded 2% 7% 52%
My organisation has sufficient skills to deliver 52% 27% 18%

work on health inequalities,
| fully understand the difference we and our

partners intend to make in the mast 58% 25% 15%
disadvantaged communities.
I have had joint training with pariners on 155, 50 175

health inegualities.
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Statement Strongly Strongly Mot
agree ar disagree or  applicable /
agrea disagree don't know

There are effactive machanisms to enable )
communities to participate in develoging 29% 36% 3%
action on health inequalities.

Effective joint arrangements are in placea for

menitaring our pragress in tackling heaith 4% 21% 36%
inequalities

My organisation can produce the information

required to maonitor performance againstthe  37% 20% 42%

jeint health inequalities strategy and plans.
Cost benefit analysis of options for action

has been undertaken in the last two years 10% 28% 61%
{singly or jointly).

We can show that we have target_ed o

financial resources an aclions which 308 2, 418

evidence shows have the biggest impact on
reducing heaith inequalities.
Progress is benchmarked against 3y, o, 445
comparable areas,
| kniow whieh actions have had a measurable
impact on reducing local health inequalities 24% 33% 4.2%
in the last two years
My organisation’s chief
officer/members/board members are

! ! 71% 7% 1%
committed to tackling lacal health
inegualities.
Targets are agreed by parinars and are a0, 195 2804
locally relevant.
Joint decision-making for tackling health 4
inequalities is effective. 3% 5% 0%
My organisation's firancial plans identify
resources for implementing the health 32% 28% 39%
inaqualities plan(s).
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