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Foreword Tim Kelsey

In this, our third issue of Intelligence, we are addressing one of the 
top priorities for the NHS – sustainably reducing health inequalities. 
Intelligence highlights examples of organisations working to achieve 
local solutions to national problems. People across the country are, 
unfortunately, continuing to receive variable levels of quality in 
healthcare. The case studies featured here focus on two key areas 
of the battle against inequalities: changing lifestyle behaviours and 
including patient feedback in service redesign.

Dr Foster Intelligence believes that the NHS can continue to 
improve, but that hard work and innovative thinking are required. 
Healthcare pathways and outcomes must be adapted to local needs, 
and trusts should actively involve their communities in decisions 
and planning.

I believe that the future of our health service depends on integrated 
information services that meet the needs of both clinicians and 
patients. To this end, the NHS must be responsive to local needs. 
Communities have a responsibility, as well as a right, to understand 
and influence their local health and social care priorities. By 
increasing the voice of the local population, the NHS is providing a 
powerful partner in producing a world class public service.

For this new partnership to be complete, the NHS needs to 
open its working relationships to include other public services. 
Increased knowledge will provide new insight about customers, 
and data sharing will provide enormous potential for reform and 
improvements in local services. If central government recognises 
this potential, for example by linking incapacity benefits with health 
data, we in the UK could produce a step‑change in the ability of 
local authorities to manage inequalities.

The last ingredient required for this movement of change is 
technological innovation. In asking NHS trusts and other 
organisations to spend more time understanding their audiences, 
we must help them by providing methods for making their 
information usable and valuable. Dr Foster Intelligence is at the 
forefront of this work and will continue to use innovation and 
technology to add quality to health and social care data.

Tim Kelsey 
Chair, Executive Board
Dr Foster Intelligence
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Introduction Dianne Hayter

Tackling health inequalities is no longer an option, it is an imperative 
– both as an end in itself and to ensure that the NHS meets its 
objective of serving the entire population. 

Having said that, finding ways of reducing disparities in care is no 
easy task. While enormous strides have been made, we still know 
too little about target audiences, barriers to accessing healthcare, 
and what works across different and diverse communities. 

Smoking, for example, is not only the single greatest cause of 
preventable illness and premature death but also of health 
inequality. It is both caused by and a cause of deprivation, leading 
to a cycle of poverty in health. Finding effective ways of reducing 
smoking in deprived communities will therefore significantly 
improve health, while reducing inequalities. 

Until recently, we have lacked the necessary sophistication in 
data and analysis to identify and address appropriate audiences. 
To help people give up smoking and change other negative health 
behaviours, we need targeted services, based on individual 
lifestyles, attitudes and motivations. This is information that is 
increasingly being made available, both from within the NHS and 
from partnerships with public and private organisations. Such 
data provides local healthcare professionals, commissioners and 
planners with the information they need to turn good intentions 
into focused, effective services. 

Inequalities also exist in the choices offered to, or exercised by, 
different patient groups. While this is not acceptable to any planner 
or provider, rarely do they have the information or the tools they 
need to identify or correct such imbalances. By making better use 
of routinely collected data, healthcare professionals will be able to 
link the different aspects of inequalities together and create a fuller 
image of local society.

Innovative ways of learning about, and responding to, patient 
experience is an important new focus in healthcare. The case studies 
in this report support the claim that good data, properly used, along  
with continuous learning from experience, can pay dividends in 
changed behaviour while fostering good measurement of progress. 

As SHAs take the lead in setting local priorities in their ten‑year 
plans, inequalities remain a major theme. Their work already 
demonstrates both the complexity of inequalities and the common 
threads that, if addressed, can create high‑impact reductions 
of social imbalance. The examples that follow provide practical 
examples of the ways in which inequalities can be addressed: 
locally, systemically and across sectors.  

Dr Dianne Hayter 
Consumer and Patient Representative
Member of the Dr Foster Ethics 
Committee, former chief executive  
of Alcohol Concern and  
Pelican Cancer Centre
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Reaching out to the right people

Working at the individual level allows organisations to meet several key requirements of recent 
recommendations for a world class public service – influencing behaviour, targeting need and creating 
care that is fair and personal.
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A	targeted	approach

The case studies in this chapter all examine 
smoking or smoking‑related diseases and 
long‑term conditions such as chronic 
obstructive pulmonary disease (COPD). 
The Department of Health identified the 
need to “make smoking history – reduce 
smoking prevalence and target cessation 
services and campaigns” in the most 
deprived areas and groups as one of the six 
high‑impact changes the NHS could make 
to reduce health inequalities.1 

Not only is smoking one of the symptoms 
of deprivation, it is also a huge contributor 
to long‑term conditions and premature 
deaths. For local governments and local 
communities, one of the first steps they 
can take towards meeting the national 
targets and addressing the prevalence of 
smoking is to understand their patients 
and the way they use services:

•   How are patients accessing services? 

•  Why do they access them that way?

•   Are there trends in patient outcomes? 

By understanding the behaviours driving 
the patterns of use and then applying that 
knowledge to create innovative solutions, 
commissioners and public health teams 
are able to make the most appropriate, 
effective decisions.

Smoking cessation projects provide 
an excellent template for addressing 
other deprivation‑related health issues, 
such as improving overall health and 
wellness and ensuring that primary care 
is sufficient to address local need.

As the case studies here show, many 
organisations are already expanding their 
projects to examine other areas of care.

Without recording and benchmarking 
progress, there is no way to build on 
previous successes. 

The vital importance of benchmarking 
outcomes and monitoring change cannot 
be overstated in a public service such as 
healthcare, and the lack of easily accessed 
and analysed data is a crucial issue that 
organisations need to address as early 
as possible. In order to make the move  
from individual services to examinations 
of complete systems of care, healthcare 
professionals need timely, accurate data 
that is easy to use and understand.

This chapter outlines the benefits of 
detailed, innovative uses of information, 
to both the patient and the organisation.

Creative	solutions	in	Barnsley

Located in South Yorkshire, Barnsley 
Primary Care Trust (PCT) has a high 

incidence of COPD that can be traced to 
both its coal mining past and its relatively 
high levels of smoking.

The prevalence of smoking is strongly linked 
with levels of deprivation, contributing to 
lifestyles of continually poor health.

With the most deprived groups in the 
population typically living for fewer years 
than the least deprived groups, the cost of 
smoking is extreme.

As well as its toll in lives lost, smoking 
also causes diseases such as COPD that 
cost the health service extraordinary 
amounts of money. Barnsley’s high rate of 
COPD contributed to the £2 million cost 
of related admissions billed to the local 
health service between April 2006 and 
March 2007.2 

The trust wanted to raise awareness of 
COPD to help those with a high risk of 
developing the disease to identify their 
symptoms, seek appropriate advice from  
their GP and better manage their care, 
thereby avoiding more unnecessary hospital  
admissions.

Robust data played an integral part in 
the redevelopment of services. The PCT 
worked with Dr Foster Intelligence on 
compiling market research that identified 
the most appropriate audiences, provided 
understanding of their attitudes and 
behaviours, and helped in the design of a 
social marketing campaign.

“Community services were lacking 
– there wasn’t a great deal for patients 
in between the GP service and hospital 
admission.” 

Karen Chaplin, Senior Commissioning 
Manager, Barnsley PCT

“We knew that COPD services needed 
significant enhancements, particularly 
given the high prevalence of the disease,” 
said Karen Chaplin, the PCT’s senior 
commissioning manager. “Community 
services were lacking – there wasn’t a 

great deal for patients in between the GP 
service and hospital admission. 

“The awareness and education campaign 
was only one part of a much larger 
programme of COPD service redesign. The 
programme included health promotion, 
ill‑health prevention, and development of 
specialist nursing, community matron and 
pulmonary rehabilitation services.

“Within the last 18 months there has been 
a big focus on COPD services,” Chaplin 
continued. “This campaign was one of 
the integral parts of that development. 
The data provided was very useful in 
identifying our target audience and will 
also be of great importance in the case of 
future campaigns.”

Four focus groups were used to:

•  Assess the level of public understanding 
of COPD

•  Understand the motivations and attitudes 
of those at risk of the disease

•  Encourage group participants to take 
preventative action

•  Identify the most effective ways to raise 
awareness of the disease

Many COPD sufferers do not realise they 
have the disease and so live with it for 
years. Signs of the disease can be relatively 
minor, such as flu‑like symptoms or being 
out of breath after physical exertion, and 
many people attribute the symptoms to 
being unfit or a heavy smoker.

Common features shared by Barnsley’s 
target audience included being middle‑aged 
or older, from relatively deprived social 
groups and having unhealthy lifestyles. 
The research also found that substantially 
more women than men used the smoking 
cessation services.

In developing the services to reflect the 
target population’s needs better, Chaplin 
found: “The research helped us highlight 
specific areas of deprivation and identify 
and understand far more about our target 
audience in terms of areas, age groups, 

“Health inequalities is an issue that can only be solved by
working on it simultaneously at both a big and a little level.  
It is both a large‑scale societal issue of big historical changes, 
and it is also a single mum in her teens succeeding in giving 
up smoking because of her love for her child. To solve this 
problem, we need information sources that interact at both this 
large and small scale. We need population‑wide data‑sets and 
individual personal experiences – and we need both of these 
sets of information to aggressively drive change.”

Professor	Paul	Corrigan, Director of Strategy and Commissioning, NHS London
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gender and lifestyle than we have ever  
had previously.

“Before, we categorised the groups as 
‘people from deprived communities’, 
which was a rather bland term, whereas 
now it is much more meaningful. We have 
more insight and detail now than we ever 
did before.

“As commissioners, we will be asking 
providers to identify their clients in a 
more specific way, as they now have  
access to far more detailed target  
audience information.”

The trust’s target audience included 
families living in large housing estates 
with school age children, older people 
in low‑rise social housing and manual 
workers close to retirement age living in 
ex‑manufacturing towns.

“The research really dug down into  
a level of data that we didn’t have 
access to before. It’s only when you  
see that sort of information that you  
really start to understand what makes 
people tick.”

Karen Chaplin, Senior Commissioning 
Manager, Barnsley PCT

By clearly identifying the audience, the 
project team decided that a telemarketing 
campaign would be the most effective 
method of communication.

In order to raise awareness of the campaign, 
posters were displayed throughout the 
targeted areas. Ten thousand homes were 
called, and residents were offered more 
support in the form of posted information 
packs that gave details on the stop smoking 
service, affordable warmth for the home, 
healthy walks, COPD and the opportunity 
to learn more from a home visit by a 
smoking cessation advisor.

“We have had some really good results 
from the campaign so far,” Chaplin said. 
“The success rate of people being referred 
to the smoking cessation service has been 
impressive. We are just awaiting the final 
data results.3

“The success rate of people being 
referred to the smoking cessation service  
has been impressive.”

Karen Chaplin, Senior Commissioning 
Manager, Barnsley PCT

“I believe that this type of data and research 
benefits everyone. By encouraging people 
to look after themselves and manage 
their own health and wellbeing, we are 
hopefully keeping people out of hospital. 

Commissioning value for money in 
terms of increased efficiency and better 
outcomes also means spending the 
taxpayer’s money more wisely.

“I think there is a lot of potential to use 
data analysis in the way that we have done 
– from the broadest level of changing 
people’s behaviours as part of reducing the 
health inequalities agenda by encouraging 
and assisting them in taking responsibility 
for their own health, to health promotion  
and ill‑health prevention,” Chaplin continued.

“Non‑traditional approaches can bring  
positive outcomes.”

Karen Chaplin, Senior Commissioning 
Manager, Barnsley PCT

“We will be able to use the data to drive 
long‑term sustainable public health 
campaigns about smoking, breathing 
difficulties and where to go for help. 
We will not stop now – we will feed the 
learning into our future work.”

As far as future projects are concerned, 
Chaplin said: “We already have plans to 
develop social marketing in the area of 
coronary heart disease and sexual health. 
Those are both areas where we have 
significant amounts of work to do in terms 
of reducing inequalities.

“Because of what we have learned through 
the COPD campaign, we feel that social 
marketing could be a huge contributor to 
overall development in both areas.

“The ‘non‑traditional’ approach [of the COPD  
campaign] was viewed with scepticism by 
some, but most are now converts and accept 
that creative approaches can bring positive 
outcomes.”

Lifestyle	insights	in	Redbridge

In the London Borough of Redbridge, the 
PCT wanted to find ways of encouraging 
more smokers to use the existing smoking 
cessation service. 

hEALth	InEquALItIEs
The	big	issues	facing	the	uK	

Cancer
The higher the levels of deprivation, 
the less likely a person is to survive.1 

smoking
Men from minority ethnic groups 
are more likely to smoke than the 
women in those groups.

Life	expectancy
socio‑economic	 class: people in 
professional occupations have the 
longest life expectancies and people 
in unskilled manual occupations 
have the shortest.

Gender:	although women generally 
live longer than men, they are likely 
to spend more years in poor health 
or with a disability.

Obesity: 68 per cent of men in 
England are overweight or obese;  
56 per cent of women are overweight 
or obese.

teenage	pregnancy
Conception rates recorded in the 
most deprived wards in England 
and Wales are over four times those 
in the least deprived wards.

These facts demonstrate that, even 
as healthcare in general improves, 
material deprivation, such as housing, 
diet and education, continues to affect  
significantly the population’s length 
and quality of life.

The complexity of deprivation can 
be seen in the links between some 
of these healthcare statistics. For 
example, in the case of cancer of 
the larynx, the difference in survival 
rates between the most and least 
deprived males is 16.4 per cent. 

Given the knowledge that more men 
from minority ethnic groups smoke 
than other groups of the population, 
this is an interesting point from 
which to consider using targeted 
smoking cessation campaigns.

Obesity is significant because of the 
large numbers of people involved 
and the potential for rapid increase 
in long‑term conditions, which 
deprivation could exacerbate. 

Only 28 per cent of men and 38 per 
cent of women are within a desirable 
weight range.2 
1http://info.cancerresearchuk.org/cancerstats/survival/survivaldeprivation/ 
2http://www.statistics.gov.uk/focuson/socialinequalities/

What	is	social	marketing?

Social marketing is defined as the 
use of cutting‑edge, commercial 
marketing techniques to benefit 
people, rather than to make a profit. 

More formally, as stated by the 
National Social Marketing Centre, 
social marketing is “the systematic 
application of marketing concepts 
and techniques to achieve specific 
behavioural goals relevant to a 
social good.”1 
1French and Blair‑Stevens, 2006, National Social Marketing Centre
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One of the best ways to kick‑start a 
campaign is to address the most easily met 
needs in a community. For Redbridge, this 
involved groups of successful professionals.

Lifestyle analysis identified three groups 
within the borough that contained the 
largest numbers of smokers.

They were successful members of the Asian 
community living in suburbs, singles and 
childless couples taking over attractive, 
older suburbs, and second‑generation 
settlers from diverse communities within 
multicultural inner city terraces.

Common features of the groups were that 
they were light or medium smokers, had 

educational qualifications and worked 
in well paid jobs. Internet, telemarketing 
and text‑messaging were identified as the 
communication methods they were most 
receptive to.

In order to understand Redbridge PCT’s 
target audience, Dr Foster Intelligence was 
commissioned to provide market research 
that focused on the available service and 
quitters’ needs.

The research used: 

•  Smoking cessation data to identify the 
types of people already using the service

•  Geodemographic analyses and existing 

public health intelligence to identify 
areas where demand outstripped supply

•  Focus groups and in‑depth, first person 
interviews with front‑line staff to better 
understand attitudes and behaviours

Focus groups revealed that knowledge 
of the local smoking cessation services 
was patchy and that the most commonly 
identified motivations for smoking were 
stress and socialising. The focus groups 
also highlighted the ineffectiveness of 
traditional methods of communication in 
reaching its target audience.

“As the campaign unfolded, it became clear 
that our marketing techniques needed 
improving,” explained Maria Ioannidou, 
the smoking cessation service coordinator 
at Redbridge PCT. “The smoking cessation 
advertisements in local papers and the 
posters we used were meaningless to a  
large percentage of the younger population. 
The focus groups helped us understand 
what sort of messages would attract a 
younger population.” 

Participants said they would like a service 
that is non‑judgemental, offers one‑to‑one 
sessions or groups with similar people (eg, 
same‑sex) and is easily accessible, at times 
and places that fit in with their lifestyles.

“One of the biggest challenges facing the NHS is how we support
people in leading healthier lives. As part of this challenge, a real 
focus is needed on tackling health inequalities so that older 
people, or those facing deprivation for example, are encouraged 
and supported to lead healthier lives. Good quality information is 
essential to how we do this. If we are to make progress, then we 
need to value good quality data so that we can share best practice, 
research and analysis.”

sir	Ian	Carruthers	OBE, Chief Executive, NHS South West
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This type of analysis is useful for 
identifying which areas of care to 
focus on, specifically regarding health 
inequalities. By revealing areas that 
differ significantly from the national 
average, maps can be used to help 
prioritise resources.

These analyses are not finger‑pointing 
exercises. Instead, they are a method to 
instigate  making sustainable reductions 
to health inequalities.

As with any disease, there will be 
circumstances that make it particularly 
difficult to address, due to a variety of 
local factors, including historical ones. 

However, with the goal of a world class 
NHS in mind, local governments and 
communities must begin to take direct 
action on their local or regional areas of 
ill‑health. The necessary information is 
now available.

This map shows Standardised Admission 
Ratios (SARs) for COPD by PCT. This 
indicates where there are relatively high 
numbers of hospital admissions for 
COPD, after controlling for age, sex and 
deprivation. It is apparent that there are 
three regions that have more hospital 
admissions than expected: the north, 
the north‑west and a region in East 
Anglia. The rest of the country has much 
lower rates of COPD.

In the case of the regions with higher 
than expected admissions, two related 
questions arise. Is there a dearth of 
primary care services designed to 
manage long‑term conditions such as 
COPD? Or are secondary care services 
being made too easily available?

The results shown here could also mean 
that there are higher levels of COPD 
prevalence in these areas, which would 
suggest the need for more preventative 

services. On the other hand, it could be 
that these areas are better at detecting 
COPD in their communities, and it is 
the areas with low SARs that should 
consider whether an unmet need exists 
in their population.

Asking questions is imperative, but 
even more essential is the follow‑up 
action. Once an area has recognised the 
service(s) it needs to provide or redesign, 
the important task of improving care 
can begin.

As several of the case studies in this 
report show, many areas are struggling 
with smoking and related illnesses. 
As success grows in finding the most 
affected audience, understanding their 
motivations and desires, and then 
designing healthcare services to fit those 
needs, it becomes apparent that the 
NHS needs to develop into a network of 
bespoke solutions.

using	standardised	Admission	Ratios	to	design	better	services

Map of London PCTs

Standardised Admission Ratios for COPD across PCTs in England

SARs for COPD
Significantly High
Average
Significantly Low
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While the PCT thought that it knew of 
all the local areas with a high prevalence 
of smoking, the project team was able to 
identify several other areas that had a high 
proportion of smokers.

“Some of the findings surprised us,” said 
Ioannidou. “We discovered an area of 
high prevalence that we had previously 
regarded as low risk.

“As a result of the campaign, we have 
redesigned the smoking cessation service 
and changed the way we promote it. 
We have started making services more 
accessible by running Saturday clinics and 
rolling groups where people can register 
and attend whenever they need to.

“We discovered an area of high 
prevalence that we had previously 
regarded as low risk.”

Maria Ioannidou, Smoking Cessation 
Service Coordinator, Redbridge PCT

“We use tools such as age‑progression 
software, where we take a digital photo of 
the smoker and show them what they will 
look like in 30 years’ time as both a smoker 
and a non‑smoker. 

“We also use the lung‑life machine, which 
is when we input the smoker’s age, gender, 
weight and height, and then ask them to 
expel a full breath as quickly as possible 
into the mouthpiece. The machine then 
calculates the age of their lungs based on 
their capacity. People find this information 
fascinating.

“We have also designed a new website 
where people can find out more about the 
local stop smoking services.”

Since the campaign, the PCT has seen a 
substantial rise in the number of people 
registering for smoking cessation services.

“Our service is now far more accessible 
and many more people are aware of it,” 
according to Ioannidou. “In the long term, 
the campaign will prove to be cost effective 
because we now know which areas of 
the population to target and how best to 
promote the service. This also helps with 
meeting our targets.” 

Once a method of reaching an audience 
has proved successful, it can be used as 
a template to reach ever more specific 
groups and address the subtle variations 
in inequality. In Redbridge, as part of their 
continuing improvements, the trust wants 
to identify more areas of risk and other 
community groups.

“We want to improve access to the service 
for difficult‑to‑reach populations, such as 

pregnant smokers under the age of 21, and 
continue expanding and improving the 
service,” Ioannidou concluded.

Mystery	shopping	in	sutton		
and	Merton

Sutton and Merton PCT is also following 
the advice of the Department of Health and 
tackling smoking as one of the high‑impact 
changes that will help to reduce health 
inequalities locally.

It is estimated that 22 per cent of residents 
in the area are smokers – the same as the 
England average.4

The PCT set itself two goals:

1.  Increasing the number of quitters

2.  Contacting hard‑to‑reach groups within 
the community

Sue Tree, service manager at Sutton and 
Merton PCT, said: “We’re contracted with 
Dr Foster Intelligence on a consultancy 
basis. We’ve approached it in a very 
different way; we are doing all the work 
in‑house with only a steer from Dr Foster. 
It has been a great way to work, and we 

have learned so much. The whole process 
has made us stop and look at people in a 
different way.”

“Until recently, we have used more 
traditional public health data… 
Although useful, it doesn’t really look 
at people as individuals or identify 
their needs.”

Sue Tree, Service Manager, Sutton and 
Merton PCT

The project team used detailed quantitative 
and qualitative research data to understand 
the target audience better. Information came 
from multiple sources, including census 
data, smoking cessation service information 
and Target Group Index data.

“Until recently, we have used more 
traditional public health data, which looks 
into areas of deprivation and highlights 
basic information like where they live. 
Although useful, it doesn’t really look at 
people as individuals or identify their 
needs. We are now able to approach it by 
looking at lifestyles, rather than wards,” 
Tree said.
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In common with most smoking cessation 
programmes across the country, more 
women than men were accessing the 
services in Sutton and Merton. 

The client profile was younger than usual, 
with the majority of smokers aged between 
18 and 34. Two of the three wards with the 
highest numbers of smokers were also the 
most deprived wards, and focus group 
participants said that they had generally 
started smoking in their teens.

Some of those attending focus groups 
took part in a ‘mystery shopping’ exercise, 
which meant trying to quit smoking using 
the PCT’s services and then reporting back 
on their experiences.

“The mystery shopper exercise really gave 
us some insight as to where the service 
was going wrong,” Tree explained.

“It was disappointing that none of them 
had heard of the stop smoking service, and 
even if they had been to the pharmacy and 
the GP for help in quitting, they just hadn’t 
seen it as an overall integrated service.

“So it was a surprise to us that, even though 
there is a huge service out there with 
so many options and choices, we don’t 
seem to be selling that to our customers. 
However, once they were aware of the 
service, they were delighted. It’s getting 
the people into the service that proved to 
be the problem.”

All focus group participants said that they:

•  Had never heard of Sutton and Merton 
stop smoking services

•  Had limited understanding of the many 
different stop smoking products available

•  Did not know what to expect from a stop 
smoking advisor, making them less likely 
to use the service

What participants thought was needed 
was a service tailored to local lifestyles. 

“The mystery shopper exercise really 
gave us some insight as to where the 
service was going wrong.”

Sue Tree, Service Manager, Sutton and 
Merton PCT

Many people in the focus groups had 
children and worked, and so wanted 
an easily accessible, convenient service 
(such as at the supermarket, train station 
or shopping centre) that was available 
on a drop‑in basis outside their regular 
working hours.

Robert Barrow, a 46‑year‑old bus driver 
from Mitcham, recently quit smoking for 
the second time.

“I gave up smoking for about a year and 
a half, but started up again due to stress,” 
said Barrow. “I really wanted to give up the 
cigarettes but didn’t have the willpower or 
support I needed. 

“I found a flyer in my local paper advertising 
the local stop smoking services. I held on 
to it and joined when I felt ready – it’s now 
been two months since I gave up.

“The first time I quit it was through the 
national helpline and the centre was really 
out of the way,” he continued. “This time I 
am going to the drop‑in clinic at the Wilson 
Hospital, which is only a stone’s throw from 
where I live. That was the problem I and a 
lot of my friends had – the location of the 
centres were often just too far away.” 

Many residents also thought that the PCT’s 
promotional material lacked impact –  
it didn’t stand out from all the other 
leaflets in their surgeries. They suggested 
making it clearer that the services are free. 

Other frustrations centred around the 
telephone helpline. None of the callers 
were able to get through on their first 
try, the message did not state the service’s 
opening hours, and when people were 
called back it was at an inconvenient time.

Perceptions of the NHS also differed 
according to age. Older community 
members had a more positive view, and 
younger residents associated the NHS 
with waiting lists, judgemental attitudes 
towards smokers and grumpy staff.

“If the NHS brand isn’t working for 
younger people, and we are relying on 
the fact that we are an NHS stop smoking 
service, that is something that we have to 
address,” Tree continued.

“I personally see the NHS as a very strong 
brand, but it’s interesting to see other 
people’s perceptions of it.” 

Since taking part in the focus groups, all 
participants have changed their smoking 
behaviour. Although none of them have 
quit completely, all are determined to 
continue trying.

The range of products and services available 
impressed them and they reported very 
positive experiences with practice nurses 
and specialist stop smoking advisors. All 
participants felt that the support to quit 
smoking was there if they wanted it.

“I am currently putting together an action 
plan of how we can continue improving 
the service,” said Tree. “We need to do 
more work in particular areas and target 
certain people like pregnant women, and 
routine and manual workers. 

“We need to identify lifestyle groups that 
need working with more closely. We want 
to raise the awareness by redesigning 
our literature, choosing the right venues 
for people and therefore making it more 
accessible. We are also looking at marketing 
our services within the workplace.”

“If we have a better understanding of 
social marketing, then we could apply 
it ourselves, which would be a much 
better use of public funding.”

Sue Tree, Service Manager, Sutton and 
Merton PCT

It is vital to sustain and develop the 
new approach if these results are to be 
translated into long‑term reductions in 
health inequalities.

“For me, the project was a fresh way of 
demonstrating how we could access new 
data and combine it with what we already 
knew. I think there could be a role for this 
type of data analysis in other areas such as 
chlamydia screening and alcohol use. 

“We need to increase our capacity and 
capabilities within the NHS. If we have a 
better understanding of social marketing, 
then we could apply it ourselves, which 
would be a much better use of public 
funding,” Tree concluded.

Delivering	results	in	Manchester

In a different region of the country, another 
example of trusts using patient opinions to 
influence healthcare involves the Association 
of Greater Manchester Primary Care Trusts 
(AGMPCT).

Department of Health figures show that 
smoking is the single greatest cause of 
preventable illness and early death in the 
UK. Each year, approximately 106,000 
people die of smoking related diseases.5 

The north‑west has the highest number of 
smokers in England, accounting for about 
1.5 million of the population.

More than 3,000 people in the region die 
every year before the age of 64 because of 
diseases caused by smoking.

In Greater Manchester alone, 14 people 
are buried every day for the same reason.
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Drastic, effective measures are needed for 
PCTs that are facing the daunting task of 
having to improve the quality of care that 
they commission.

In 2007 the AGMPCT commissioned Dr 
Foster Intelligence to produce a social 
marketing programme aimed at reducing 
the prevalence of smoking and raising 
the profile of local stop smoking services 
across Greater Manchester.

Alan Higgins, director of public health 
at Oldham PCT, explained: “We wanted 
insight into why people continue to smoke 
and what we could offer to support them in 
quitting. We needed to do the research to 
understand the problems from the client’s 
point of view and then to commission the 
services appropriately.

“Unless you’ve done that kind of research, 
you are just acting on assumptions.”

The research used workshops, focus groups 
and mystery shopping exercises to get the 
opinions of more than 3,000 people.

The workshops examined the attitudes 
and behaviours of the participants towards 
smoking and smoking cessation services. 
Twenty people took part, with two from 
each PCT, ensuring that a complete 
cross‑section of local information was 
made available. 

“Unless you’ve done research, you are 
just acting on assumptions.”

Alan Higgins, Director of Public Health, 
Oldham PCT

Directors of public health, smoking 
cessation leads, and specialist, pharmacy 
and GP smoking advisors were also 
invited to attend the workshops. Focus 
groups tested campaign materials.

In the mystery shopping exercise, smokers 
tested the available services and relayed 
their experiences afterwards. Higgins found 
this information to be a vital element of 
the campaign’s research.

“This [mystery shopping] was extremely 
valuable and probably the most interesting 
part. It highlighted a number of barriers 
that deter quitters from using or continuing 
to use the service. 

“Smokers want easy access to a dedicated 
advisor who can give them advice about 
products; they want easy access to products 
and ongoing emotional support. 

“Unless access is made very easy, people 
can very quickly be put off using the service.”

The mystery shoppers identified several 

barriers to effective service provision. 
They were:

• A lack of out‑of‑hours provision

• Unwelcoming staff

•  Different venues for prescriptions and 
drugs

•  Negative ideas about the NHS, such as 
long waiting lists, unpleasant waiting 
areas and overstretched staff

The project team designed a local Quit‑it 
campaign, which, in order to connect with 
national policy, was launched one week 
before the smoke‑free legislation came 
into effect in July 2007.

The Quit‑it campaign used a wide variety 
of advertising and marketing techniques 
to reach the PCTs’ chosen audience. 

A Quit‑it bus toured the region, offering 
on‑site help, support and advice.

Ads were placed on bus tickets and in the 
local press. 

The team also ran radio ads, set up a 
dedicated Quit‑it website, and reached 
more than 25,000 households through 
telemarketing.

The campaign generated more than 6,000 
potential quitters, and 65 per cent of people 
who saw the Quit‑it information said it 
prompted them to think about quitting.

As a result of the success, Higgins and 
his colleagues are now considering further 
work on other public health challenges.

“We need to get a better insight as to  
why patients behave the way they do,” 
said Higgins, “when it’s not cost effective 
or not the best use of the services we  
are commissioning.”

The PCTs are continuing their work to 
raise awareness and design services for 
local need, by enhancing websites and 
SMS text services, as well as setting up 
regular forums as information exchanges 
between patients, the public and the local 
health services.

As these case studies show, tackling health 
inequalities at the local level is a fruitful 
place to start making a difference.

The main problem that remains to be 
addressed is the lack of benchmarked 
progress. Until such organisations take 
a systematic approach to recording and 
monitoring performance data, it will 
remain difficult to gauge the effectiveness 
of interventions.

However, as these projects mature, success 
should become more obvious as anecdotal 
evidence makes way for factual analysis.

Raising	COPD	awareness		
in	areas	at	highest	risk

“Making improvements to the health
service is our raison d’être. The more 
we can reduce admissions, the more 
we’ll be a proactive health service 
rather than an ill‑health service,” 
said Cathy Warlow, head of health 
improvements and partnerships at 
Sefton PCT.

“I think we’ve got to think about
personalisation of information,” she 
continued. “It’s about getting to know 
your customers better.

“We have to get smarter instead of
having a one size fits all attitude.”

Sefton PCT is working to do this 
by raising awareness of COPD and 
encouraging diagnosis and self‑care 
in order to prevent unnecessary 
emergency hospital admissions.

The trust worked with Dr Foster 
Intelligence to identify nine wards 
with relatively high risks of COPD 
and that contained high numbers of 
heavy smokers.

Twelve thousand homes within 
these wards were contacted by 
telephone, and information packs 
were supplied to those wanting 
to know more about the smoking 
cessation service, smoke‑free homes 
or keeping warm in the winter.

“Following on from this campaign,
we are going to be looking at how we 
can improve our rates for breast and 
cervical screening,” said Warlow.

“We are lower than the national
average, so we’re going to use similar 
data analysis to work out who the 
target audience is and how best to 
communicate with them.” 

tOP	tIPs			
social	marketing	success

1. Identify your audience – know where 
the people at highest risk live

2. Use qualitative research to help 
understand audience likes, dislikes, 
lifestyles and behaviours

3. Always base your intervention on 
real insight and not on assumptions 
about your target audience 

4. Always evaluate outcomes in order 
to benchmark, learn and improve
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Responding to the challenge

As important as the individual is to reducing health inequalities, the health service cannot just 
focus on the local. Tackling health inequalities is also about influencing and changing the attitudes 
and behaviours of the healthcare system as a whole.
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Redesigning	health	services

Strong examinations of working practices 
and internal systems and processes are 
necessary in order to understand the 
underlying causes of deprivation, as well 
as potential solutions.

After populations have been mapped and 
local trends examined, the commissioning 
process must take the next step forward 
in aiming to reduce health inequalities – 
commissioning relevant services in order 
to add value to the health system and 
patient pathways.

Public service organisations need to 
ask themselves a series of wide‑ranging 
questions:

• Do some (types of) patients, given the 
same need, exercise less choice?

• What patterns are there in local methods 
of admission for emergencies (ie, GP versus 
A&E) for various conditions? 

• Do some patients get less surgery than 
others? 

• Given the same co‑morbidity, age, 
etc, do some patients receive different 
subtypes of procedures, such as 
laparoscopic versus open surgery?

Using the knowledge gained from 
research into the patterns of use will help 
commissioners and public health teams 
create innovative solutions that provide 
the most appropriate, effective care.

Evidence supports local success as the 
health service continues to take ownership 
of the quality of care being provided.  
The analysis and case studies highlighted 
in this chapter provide examples of the 
challenges and triumphs facing teams 
working on service redesign. 

Service redesign is part of the systemic 
approach to reducing health inequalities 
that builds on the work being done at the 
local, individual level, and applies the 
lessons learned to the broader, regional 
context of care.

Unfortunately, as great as the progress 
is that has been made, the waiting times 
and end‑of‑care analyses featured here 
provide evidence that the way the NHS 
behaves continues to create inequalities. 

Healthcare in general can be seen to  
have improved, but this means that the 
inequalities that remain must be pursued 
even more aggressively. It is no longer 
acceptable to provide separate groups 
of the population with different care 
based on their levels of deprivation. 
Everyone in the health service must fight 
the unfortunate situation of unwittingly 
treating people differently.

The solution to this problem is more input 
from patients and improved data at all 
levels of care. 

The NHS cannot shy away from the 
challenge of making better use of routinely 
collected healthcare data. Nor can it ignore 
the fact that ingrained practices may be 
contributing to health inequalities. 

Improved information is the foundation 
for increased knowledge that is able to 
help eliminate the cycle of ill‑health and 
deprivation, in turn facilitating the creation 
of a world class public service.

Patient	feedback

“If patients are involved in the bigger, 
grander designs of the service, they are 
going to make better use of it,” said Susanna 
Statton, head of workforce development 
at Ealing PCT. “They are going to know 
how to use it to their best advantage 
and better understand the constraints. 
I think it will probably move some way 
towards encouraging people to take more 
self‑care and responsibility for how they 
manage their own health. We could say it’s 
ownership; if I own the services, then I start 
to own my own health.” 

Because health inequalities are so diverse 
and have so many causes, identifying the 
internal facilitators of such differences can 
be extremely difficult for organisations. 

One of the easiest ways for trusts to 
understand where their services are falling 
down is to ask their patients. 

Again, however, the wide range of causes 
of deprivation means that, even in patient 
engagement, trusts might unknowingly 
perpetuate inequality, for example if they 
are unable to engage in discussion with 
certain groups in the community.

The trust is using Patient Experience Tracker 
(PET) to engage patients and the public.

“I think increased insight into patient 
experiences has the potential to empower 
staff on the front line in how they make their 
business cases for operational redesign. 
Already we are seeing them achieve more 
than they could before because they use 
the patient voice to back their plans.  

I think managers are going to take the 
clinical and front‑line staff voice more 
seriously, which will improve working 
relationships generally,” said Statton.

“I hope this will mean we have happier, 
calmer patients who feel their opinions are 
valued. In turn, I think this will improve 
staff and patient relationships.”

“You could say PET was empowering 
front‑line staff to redesign and drive 
services rather than them being driven 
by managers.” 

Susanna Statton, Head of Workforce 
Development, Ealing PCT

Shifting the balance of power to the front 
line would help to improve services and 
reduce inequalities by giving those who 
deliver care a greater say in how the 
service is run and delivered. Many NHS 
organisations have yet to make the most of 
available technology, therefore not making 
best use of time and opportunities for 
communication and more efficient care.

Using PET, with its rapid feedback facility, 
provides staff with the knowledge that, if 
a problem arises, they have the means of 
understanding the reasons for it and can 
quickly make the necessary adjustments.

“For me,” said Statton, “the point at which 
you start to engage front‑line staff in the 
commissioning process is when you ask 
them their opinions on how we should 
redesign the service. I think it would be  
difficult to do that on a regular basis 
with some of the typical complex NHS 
information, but the more rapid, usable 
information we are getting now through 
PET is making that easier. 

“A goal for me is to get to the point 
where staff are requesting to see more 
complex data in order to make change 
happen on a more regular basis. 
You could say PET was empowering 
front‑line staff to redesign and drive  
service change rather than them being 
driven by managers.

“This change should help us redress 
the imbalance between our various 
community groups and make better use 

“I strongly believe that prevention is better than cure in healthcare.
Despite the significant improvements we are making here in the 
East Midlands, our work is never done. More up‑to‑date public 
health information would help us better tackle our own diverse 
inequalities. With responsibility that covers both city and country, 
our remit is broad, and our solutions need to be strong and tailored 
to the area.” 

Barbara	hakin	OBE, Chief Executive, NHS East Midlands
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With an ageing population, end‑of‑life 
care is rapidly growing in importance.

As the NHS continues its programmes 
of improvement, the service aims to 
provide an entire life cycle of care and 
information for patients.

Sometimes referred to as the ‘cradle to 
grave’ cycle, members of the population 
will not always need care but they will 
always need information in order to make 
the best life choices for themselves.

As part of the work being done to tackle 
health inequalities, public service teams 
need to begin offering comprehensive 
programmes of care that cover the full 
life cycle. 

Local variations in need should be 
taken into account when planning 
longer‑term care, designing appropriate 
communications to help patients and 
the public take advantage of services 
and make well‑informed decisions.

Analysis shows that women are 36 
per cent less likely to die in an NHS 
establishment than men. Because 
women have a higher life expectancy 
than men, when women become ill in 
the later stages of life they often have 
fewer people to care for them, urge them 
to seek medical attention or assist them 
in accessing care.

Men, on the other hand, will typically 
have a higher number of potential carers 
and so may be sent straight to hospital 
at the first sign of illness.

This would suggest that the NHS may 
need to do a better job of reaching out 
to older women and providing more 
support later in life.

Age also affects the probability of dying 
in an NHS establishment, the likelihood 
of which decreases in later years. 

People aged 100 years or older are 98 
per cent less likely to die in an NHS 
establishment than people less than 19 
years old.

This analysis also revealed that people 
who have above‑average deprivation1 
are five per cent less likely to die in 
an NHS establishment than the least 
deprived group.2 

This is interesting because it could 
indicate that people in these groups are 
not receiving the information or support 
they need to access care in time to make 
it effective, or accessing it at all.

An intriguing variation within this 
analysis found that the likelihood of 
the most deprived group3 dying in an 
NHS establishment is not statistically 
different from the least deprived group.

This is noteworthy because it suggests 
that healthcare resources have been 
focused on the most deprived group, 
overlooking others with almost identical 
levels of deprivation. The group that has 
been overlooked may have just enough 
resources, such as being in full‑time 
employment (albeit on minimum wage), 
and so is not considered most deprived.

This insight provides signposts to 
trusts and public service organisations 
about the necessity of taking a broad 
view of the population in recognising 
the spectrum of deprivation causing 
inequalities.

In the recent publication of the SHA 
ten‑year road maps, many regions 
revealed that they are specifically 
targeting end‑of‑life care as an area for 
future improvement.

NHS Yorkshire and the Humber found 
that nearly two thirds of people with 
a terminal illness do not have their 
preferences met over where to die  
(60 per cent would prefer to die at home 
but only 18 per cent do so; 24 per cent 
would prefer to die in a hospice but only 
five per cent do so).4

Three ways in which regional plans can 
provide for the full cycle of care are by 
helping people plan ahead, increasing 
support for home care, and providing 
professionals with better skills for 
dealing with end‑of‑life care.

By following this approach, society 
can begin to redress existing health 
inequalities comprehensively.

1		Socio‑economic deprivation quintile four, based on 
Carstairs scores, 2001 census.

2	Quintile one.

3	Quintile five.

4		In order to investigate the relationship between potential 
risk factors and the likelihood of dying in hospital, a logistic 
regression model was applied to ONS data. Deaths in 2006 
by age, sex, deprivation and location of death were used for the 
analysis. Healthy Ambitions, NHS Yorkshire and the Humber.

Reducing	inequalities	in	end‑of‑life	care

Age Group

P
ro

ba
bi

li
ty

Probability of dying in an NHS establishment compared with 0-19 year olds

0

10

20

30

45

50

70

60

80

100

90

0-19 20-29 30-39 40-49 50-59 70-7960-69 80-89 100-120



Intelligence issue 3   1�

of their knowledge and experience of 
services,” concluded Statton. 

Customer feedback previously came in 
the form of complaints, surveys, PALS 
feedback and rarely‑used comment cards 
within the clinics. With little knowledge 
of the community’s views and needs, 
understanding the overall context of care 
was made more difficult.

If a community is dissatisfied with primary 
care, acute care is likely to be affected 
by unnecessary emergency admissions 
and other demands, making it more  
difficult for organisations to allocate 
their resources efficiently.

Statton believes that building services 
around the patient experience will shape 
a health service that is truly responsive 
and community‑led, an integral aspect 
of improving patient satisfaction, service 
design and, ultimately, health inequalities.

Patients have responded positively to this 
new format of communication. “They have 
been very happy to respond and we have 
had some great feedback,” Statton said.

“Our patients are delighted to know their 
opinions are wanted and valued. This 
work will continue to feed into inequality 

initiatives and, hopefully, help us make a 
true difference in the long‑term balance 
of healthcare.” 

Redesigning	services

Better use of data is a broad charge and,  
as with inequalities, it can be addressed 
in a number of ways and from a number 
of different angles. As part of the work 
organisations are undertaking to examine 
their own practices and understand how 
their attitudes and behaviours influence 
inequalities, trusts are completing Joint 
Strategic Needs Assessments (JSNA).  

“We have to update the JSNA every year,” 
said Jo Turl, head of performance and 
information at Torbay Care Trust.  

“It identifies inequalities in the population 
and areas that need improvement.

“Using more detailed data has really 
helped us to identify and focus on specific 
areas. For example, teenage pregnancy 
is something that we have concerns 
over locally, and so the information we 
now receive through PPM [Practice and 
Provider Monitor tool] enables us to look 
at and compare our standard admissions 
with other PCTs across the country.”  

The trust, a community health and adult 
social care organisation in the south‑west, 
is using the increased detail to encourage 
staff to own and manage their specific areas 
of information. The knowledge they have 
uncovered is now being used to address 

“Anyone wanting to reduce inequalities needs first to be able to
measure and benchmark those inequalities. We need to be wary 
of the simplistic view that increasing the ‘volume’ of existing 
services to the most needy/deprived communities will reduce 
inequalities. Greater attention needs to be given to ‘redesigning’ 
services and delivery systems so that they fit better with the 
preferences and norms of local people.”

Professor	Bonnie	sibbald, Professor of Health Services Research,  
National Primary Care Research and Development Centre
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an issue that many trusts face – reducing 
unnecessary emergency admissions.

“We have had quite a big trend increase in 
emergency admissions this year and that 
was something that we identified through 
the Practice and Provider Monitor tool,” 
Turl explained.

Unnecessary emergency admissions are 
an area of care that, once improved, should 
have great ramifications for the health of 
the local community. In many parts of 
the country, emergency admissions have 
been rising. Analysis shows that much 
of this demand could be better met in 
the community, rather than in hospitals.  
New models of care may provide the 
answer, as public service organisations 
better understand their communities and 
groups receive better support in looking 
after themselves.  

At Torbay, a range of staff are involved 
in the care trust’s new methods of using  
information, including commissioners,  
performance and information leads, and  
service improvement managers.

In order to encourage teamwork between 
GPs and the trust, and to reduce unnecessary 
emergency admissions more quickly, Turl’s 
team created an incentive scheme.

“Practices get points for reducing 
emergency admissions, which enables us 
to help the local population use services 
more appropriately,” she said. 

“By understanding who is going to A&E 
and why, we can say to practices, ‘look, 
this is what the PCT average was last year’ 
and set them a target to beat.  If they can 
beat it by one per cent, they earn points, 
and a point means a hundred pounds.  
It works on a scale, so if they get up to 12 
points they can get the full amount.”

Initially, providing such incentives may 
be a quick method for ingraining new 
processes into the local healthcare system, 
making change more rapid.   

Turl continued: “By using PPM, the practices 
are able to see exactly how they are doing 
and monitor themselves against others. In 
terms of practice‑based commissioning, 
this is exactly where we want to use it. 
These comparisons help us focus on 
relevant local issues and monitor the 
effectiveness of our changes.”

The success of projects such as this should 
not only improve patient satisfaction, but 
also save lives. Patients will be receiving 
the care they need in the most appropriate 
environment, which should be as close 
to home as possible and provided by the 
most experienced staff. This will promote 
the sustainability of the changes made,  in 
turn creating what could be substantive 
improvements in addressing inequality. 

“Now that we can all access this data, we 
don’t have to ask the information team 
to set up specific queries, which was time 
consuming and labour intensive,” Turl 
explained. “We had real trouble doing 
things like linking the patient journey and 
readmissions, which is something that we 
can do instantaneously now.

“Even more importantly, it also means 
that because we are all looking at the 
same data we can say to each other, ‘Ok, 
let’s not waste time talking about the data 
– we can see what the issues are so let’s 
sit down and talk about what we can do 
about them’. So I think that has been a 
great improvement within the service.”

Changing	behaviours

Another organisation using data to 
influence health service behaviours and 
attitudes is Nottingham City Hospital.

Understanding the needs of the individual 
is a large part of the work and involves 
increased teamwork between general 
practitioners, clinicians, managers and 
public health professionals. The hospital 
now has access to a level of detail in their 
data that they never had before.

“The data we are now using has provided 
us with a massive drive in service 
improvement,” said Kate Pound, service 
improvement manager. “People are no 
longer working in isolation. They see 
themselves as a part of the whole patient 
flow. I think it has empowered and 
enlightened staff who are now recognising 
and saying ‘you need to improve your 
length of stay’, ‘you need to improve the 
way you’re working’, etc. For me, that has 
really been very powerful. 

“I use [Practice and Provider Monitor] all 
the time,” she continued. “There virtually 
isn’t a day or a week that goes by without 
me using it. It’s quite an empowering 
tool to have when faced with challenging 
questions from directorates. It means 
I can always compare us to other trusts 
when I need to prove a point.”

Comparing their work with peers is an 
essential method used by Pound and her 
team to monitor the equality of care and 
access. By better understanding what 
groups in the community are using their 
services and in what way, the hospital can 
allocate resources more effectively.

“I use the tool to see how many beds 
I should apportion for specialties per 
directorate. I use the data as a driver to 
push improvements on areas like length of 
stay and day case work. This is influenced 
by the information our front‑line staff are 
bringing in.

“We’ve done massive work on reducing 
length of stay in areas such as hips, knees 
and cardiac pathway. Just at the moment, I 
am looking at reconfiguration of the beds, 
and length of stay is the driving force of 
it. When you realise there are an awful 
lot of people coming in as inpatients that 
actually should be day case procedures, 
that is what pushes service redesign.”

Helping staff to understand why patients 
are accessing care the way they are will go 
a long way towards changing the clinical 
and managerial behaviours that may be 
contributing to the persistence of unequal 
treatment. Knowledge of the local, such 
as understanding why people are coming 
in as inpatients instead of day cases, will 
lead to more effective service redesign.

Using insight from patients and accepting 
the challenge of providing and employing 
better quality data are two things that will 
help organisations in this fight to eliminate 
inequalities. 

Lastly, actively pursuing the remnants 
of inequalities that remain in an area, 
no matter how subtle or specific, will 
contribute greatly to ensuring the available 
services are fair, accessible and personal.
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Analysis	of	nhs	waiting	times

Waiting time is a national target that has 
visibly improved patient care.

Across the NHS, waiting times for elective 
treatments have fallen.

Moreover, inequalities in waiting times 
have also reduced across almost all 
procedures and specialties.

While this is good news, it does not 
mean that trusts can stop focusing on 
this work.

Wide variations across England still occur, 
and, as part of its Clinically Prioritise 
and Treat (CPaT) programme, the NHS 
Institute for Innovation and Improvement 
has expressed concern that historically 
non‑urgent waiting list patients have not 
been treated in date order.

The analysis here shows evidence of 
the reduction in both waiting times and 
inequalities in those times.

What it also shows is one notable 
exception in the trend of improvement 
– plastic surgery.

This is significant because, although 
waiting times appear to fall for plastic 
surgery similarly to the way they do for 
other elective surgeries, the median has 
remained relatively steady, and many 
statisticians prefer to use the median as 
a more accurate measurement.

This suggests that trusts should consider 
examining measurements of quality, 
such as waiting times, by deprivation in 
order to gain a better understanding of 
the subtleties within health inequalities.

Not only have median waiting times 
failed to decrease, but inequalities have 
also remained.

This type of analysis should act as a 
prompt to trusts, to raise questions 
both internally and with their regional 
partners and community groups.

As healthcare continues to improve, 
inequalities will become less obvious, 
requiring solutions to become more 
specific to the audience.

A targeted healthcare approach provides 
the local community with appropriate 
services and has the potential to create 
positive behavioural change within the 
NHS and the general public.1

Median waiting times for hip replacement by deprivation 
April 2000 to February 2007
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As this graph shows, in 2001, patients from the most deprived group tended to wait 15 
per cent longer than the least deprived group. However, by 2007, this difference had 
vanished, with both groups waiting, on average, for similar periods of time. 

Lastly, the analysis here shows considerable variation between the most and least 
deprived groups in waiting times for plastic surgery. 

The decrease seen in the first graph contrasts markedly with the median waiting times 
for plastic surgery as shown here. 

Median waiting times for plastic surgery by deprivation 
April 2000 to February 2007
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Difference between waiting times for plastic surgery 
for the most and least deprived groups of patients 
April 2006 to March 2007
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1Waiting times for this analysis were measured as the time 
interval from ‘decision to admit’ to ‘the date the patient  
was treated’. This differs from the Department of Health’s  
measurement of waiting times, which attempts to adjust  
for times where a patient was unfit to submit. The Department  
of Health also may restart a patient’s wait from zero if they 
decline a ‘reasonable’ appointment.
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Creating	new	partnerships

Now is the time for cross‑sector teamwork 
to take centre stage. Only with local agency 
partners will the NHS be able to make a 
true impact on care.

One of the first changes to be implemented 
should be a more integrated approach 
to health and social care. Many issues 
associated with deprivation – low income, 
minimal education and poor health 
– create a lifetime of problems that both 
services share responsibility in addressing.

As Sir Mike Pitt said in a recent report: 
“The people with the most complex needs 
are the ones that end up in a cul‑de‑sac. 

The police know them, the schools know 
them, the GP knows them, a social worker 
knows them – but each of them only 
knows part of the story.”6

Public health teams must work with 
commissioners and clinicians, with each 
group taking responsibility for their part 
in the provision of high quality, usable 
data in order to offer a more complete 
understanding of local situations.

There is one great remaining wilderness, 
and stronghold of inequality, in healthcare, 
and that is mental health.

Such is the variation in quality, regularity 
and usage of information that there is  

no truly functioning minimum data‑set.

Without a minimum data‑set there is no 
potential for national benchmarks and,  
without national benchmarks, organisations  
cannot gauge the effectiveness of their 
performance.

Such lack of knowledge is a failure of care 
for patients. Not having the information 
they need to be sure that their care meets 
the highest standards is something that 
needs to be remedied immediately.

Partnerships are of utmost importance to 
this sector and could provide the quickest 
improvements to care. 

Other trusts need to look at ways they 
can help through shared knowledge 
and experience, and mental healthcare 
organisations need to provide support 
for each other in the struggle for parity  
of information.

Improved data is a cornerstone of all public 
service improvements, and one of the  
key changes that needs to be made is the 
sharing of data.

Everyone working together

Inequality is not just a health issue. When public services examine the causes of inequalities, a range 
of problems and solutions appear. Healthcare is only one aspect of that bigger picture. 

“Tackling health inequalities has to be one of the most important
priorities for the NHS if we are going to make real progress in closing 
the gap in life expectancy between the rich and poor. It is also one 
of the biggest challenges because to make progress we need all the 
agencies, local and national, to work together.”  

Joan	saddler	OBE, Chair, Waltham Forest PCT,  
appointed Director of Patient and Public Affairs, Department of Health
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Right now, with vast quantities of data 
existing in isolation, queries are only 
picking up part of the picture.

If data‑sets are shared between sectors, 
an incredibly rich local image is revealed, 
allowing public service professionals fully 
to address the challenges they face. 

There are currently a number of tools 
and services available to support this 
new approach to public service, and this 
chapter highlights a number of examples.

Information is the true currency of public 
service. It can only become valuable and 
usable, thereby ensuring effective use of 
available care, with the knowledge gained  
from cross‑sector working and data sharing.

All public service organisations share 
the responsibility for reducing social 
inequalities and creating world class care.

Innovative	approaches	

In order to begin solving the underlying 
problems that create health inequalities, 
organisations need actively to pursue 
cross‑sector teamwork.

Public service partnerships will allow for 
more effective data sharing, which should 
lead to a better understanding of the 
reasons behind the deprivation.

It is possible to monitor inequalities by 
comparing a range of public and private 
measures of deprivation that contain 
various outcomes such as mortality, 
cost, chosen procedure and change 
over time. By tracking their progress, 
organisations will be able to robustly 
evaluate commissioning and public 
health decisions.

In some cases, available data is immensely 
underused and therefore undervalued. Many  
primary and public care organisations 
maintain extensive databases containing 
information from a variety of sources.

This data can often be held in disparate 
locations, for different periods of time 
and in different styles, making in‑depth 
analysis and interrogation difficult. 

National policy continues to focus on 
local targets, making it increasingly 
important for commissioners and public 
health professionals to be able to estimate 
the make‑up of future populations, and 
forecast the impact that this will have on 
the demand for services.

As they currently stand, organisations 
cannot make those estimates on their own. 
Their data is too static or not varied 
enough to give a full picture of the local  
care economy. 

In order to meet the challenge of 
improving public service information,  
Dr Foster Intelligence has created a tool 
that aims to make data available for 
different levels of analysis to answer 
questions of differing complexity.

The tool combines population and health 
statistics across the UK, from postcode 
level segmentation to national forecasts of 
disease rates. For the first time, this allows 
organisations to make detailed predictions 
of future levels of need and therefore  
plan accordingly.

By linking such diverse data‑sets, trusts 
and commissioners are able to predict 
likely admissions, calculate Standardised 
Admission Ratios, and identify those most 
at risk of a disease and decide how best to 
communicate with them.

Population Health Manager (PHM) allows 
for bottom‑up, patient‑centred analysis. 
PCTs, local authorities and SHAs can, 
for example, examine the ways in which 
admissions for diabetes interact with 
practice level insulin prescribing and 
estimated Body Mass Index (BMI) at 
postcode level. 

In addition to analyses, the tool allows 
users to create new population estimates 
and model future health and social care 
demands.

PHM provides analysis for six steps of 
care. They are:

1. Population modelling

2. Health profiling

3. Intervention evaluation

4. Inequalities analysis

5. Scenario planning

6. Campaign targeting

Interactive population health modelling 
is new, exciting and essential in helping 
to resolve those problems that create 
health inequalities. Predictive modelling 
allows organisations to examine various 
scenarios and better prepare for the future.

Examples include:

•  How will a large influx of eastern 
Europeans in the next two years affect 
planning for social care services?

•  How will local services be affected in 
four years’ time by the building of two 
thousand retirement flats?

After learning more about potential 
changes to the population in a certain 
area, organisations can profile their local 
health economy, analyse patient flows to 
local trusts by GP and compare mortality 
rates by type of patient admission.

Thirdly, intervention evaluation allows 
trusts to measure the effectiveness of 
projects and redesigned services by 
answering questions such as:

•  What has been the trend over time  
in admissions?

•  What is the relationship between the 
availability of affordable fruit and 
vegetables and levels of BMI by ward?

Users of the tool can choose the measures 
of inequality they want to analyse by, 
including IMD, Carstairs and Townsend. 
This will help organisations understand 
better the changes in the local health service 
and monitor inequalities over time.

Scenario planning helps trusts and 
local authorities comply with a range of 
central and local targets by providing 
data around areas of care where changes 
in behaviour would prove beneficial.  
This allows for better strategic planning 
and management of potential crisis 
scenarios.

Lastly, targeted campaigns provide detailed 
insight into lifestyle characteristics and 
attitudes, thereby helping to ensure that 
the correct audience is receiving the most 
relevant message.

Although there are endless possibilities for 
analysis available in PHM, it is important 
that organisations can easily and rapidly 
access regularly‑used information and reports. 

PHM has a series of reports bundled into 
groups that contain the most up‑to‑date 
data and include information for:

• Joint Strategic Needs Assessment

• Public Service Agreement targets

• National Service Frameworks

•  Topical reports organised by, among 
others, physical activity, obesity and 
sexual health

“The advent of Patient Choice and concerns for access to new and
reconfigured health facilities has brought a pressing need to 
develop and apply appropriate segmentation and spatial analysis 
methods. These have often been successfully implemented in 
other areas of public service, and in the private sector.”

Paul	Longley, Deputy Director, University College London Centre for Advanced Spatial Analysis
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Mapping the prevalence of emergency 
mental health admissions around the 
country reveals an interesting case in 
a community not normally associated 
with high levels of problems in this  
area of care. 

In this case, members of the transient 
community1 were found to have a much 
higher than expected rate of emergency 
admissions for schizophrenia. The map 
shown below presents the predicted level of 
emergency admissions for schizophrenia 
in Portsmouth.

The transient community typically consists 
of relatively young (aged between 25 and 
44), well‑educated people living alone in 
rented accommodation.

It is speculated that, after graduating 
from university, members of this group 
move away from home and away from 
their family and support systems. 

They may develop poor diets and work 
in unfulfilling jobs, all of which may 
contribute to the higher level of mental 
health problems.  

Because members of this community 
tend to live in rented accommodation 

and away from their support networks, 
they are less likely to be registered with, 
and have a good relationship with, a GP. 

This means that they tend to present 
their problem to the health service 
at a more advanced stage, and these 
factors, taken together, can create an 
increased risk for emergency mental 
health admissions. 

Without being able to see this clear 
concentration of admissions, how 
would care teams be able to prove that 
the anecdotal information they receive 
is strong enough to justify service 
redesign or the investment of more 
money and resources?

Public health teams and local 
authorities can use information like 
that provided in this map as a call to 
action to understand better the needs 
of their communities and as proof that 
more support is required. 

Increased detail in information can 
also help teams to design and target 
communication campaigns for very 
specific audiences.                   

1OAC Group 2A

Connecting vast fields of diverse data‑sets 
provides a new dynamism of analysis that 
finally begins to make use of the sheer 
volume of potential analyses available in 
regularly collected data. 

Interactive maps that provide analysis by 
PCT (down to postcode level) showcase 
the exciting opportunities that technology 
and innovation can produce for significant 
public benefit. 

By bringing commissioners and public 
health professionals together for the first 
time with identical data and multiple 
levels of analysis, PHM in its present state 
is only the beginning. 

The aim is for the tool to evolve and 
grow as community needs change, analyses 
improve and inequalities fall.

Monitoring	health	inequalities	with	
performance	management

Part of any SHA’s work in setting local 
priorities should include the resources for 
information management and checks on 
data quality. NHS East Midlands is forging a 
new path in performance management by 
formally monitoring the regional work being 
completed on health inequalities.

Addressing health inequalities has been 
identified as a priority for all local health 
economies in the East Midlands, not just in 
spearhead populations.

The SHA took this decision because the East 
Midlands’ performance in key inequalities 
indicators is of concern, both within individual 
areas and across the region as a whole.

Previously, the East Midlands ranked at or 
around the mean for England. However, 
recent changes in some health indicators, 
notably those concerning obesity, now show 
a deteriorating position compared with the 
rest of the country.

In order to manage better the work being 
done on health inequalities, and in the 
process create a step‑change in delivery of 
reductions, the SHA has created a Regional 
Support Team (RST).

Set up in September 2007, the team’s goal is 
to provide support and follow‑up along best 
practice guidelines to the individuals and 
organisations directly involved in managing 
health inequalities. The team is strongly 
supported by the Chief Executive’s Forum.

The RST is putting in place several methods 
of performance management. They include:

•  An external, peer‑reviewed methodology 
of local visits

•  Workshops that use national support team 
workbooks as a framework

 

The	evidence	to	support	service	improvements
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•   Ongoing support and advice for PCTs and 
partners as follow‑up 

Working closely with public health colleagues, 
including the East Midlands Public Health 
Observatory, the team aims to improve the 
use of information across the region and to 
open dialogue with local partners.

One of the first innovations the team has 
produced is quarterly review packs that place 
health inequalities at the top of both the SHA 
and PCT agendas.

The packs include detailed analyses of 
current care and levels of deprivation in the 
East Midlands.

The increase in level of detail and information 
in general is already paying dividends as 
organisations focus their resources more 
clearly and build local relationships.

Some PCTs in the region have also adopted 
the quarterly review format for their own 
performance reports.

Another aspect of the new performance 
management programme is the offer to all 
health communities within the East Midlands 
of a visit from the RST team by the end of 
March 2009. 

To date, the Regional Support Team has 
visited Derby City PCT, Lincolnshire PCT  
and Northamptonshire PCT.

So far, the visits have revealed a surprising 
amount of good practice, which is going to  
be shared and developed in a number of 
ways, including: 

•  An East Midlands health inequalities 
network and webpage

•  A good practice database that contains 
examples from visits, which will also be 
shared via the website

• An East Midlands health inequalities 
conference in late 2008 where good 
practice and learning from the RST 
visits can be shared across the network

By combining better use of available data 
with strengthened local partnerships and 
methods of sharing best practice, NHS 
East Midlands is creating a more complete 
image of local needs and, in doing so, 
starting the difficult process of monitoring 
and benchmarking improvements to 
health inequalities.

Joined‑up	working

Most of us regard joined‑up government 
as an aspiration rather than a reality. But 
at the local level, that is starting to change. 
Public services are now legally bound to 
work together.

Local government is required to produce 
well‑evidenced plans showing how this 
is happening in specific areas, such as 
children’s wellbeing, public health and 
economic development.

Local accountability once meant that local 
councillors met their constituents and 
represented their interests.

Today, with fewer and fewer people voting, 
local authorities have been told they must 
be able to justify the way they spend public 
money with data that shows how they have 
addressed the needs of the local population.

This challenge increases the need for 
information within local government in  
no small way. Over the past year, Dr Foster 
Research7 has been working with town 
halls from Grimsby to Newport on the Isle 
of Wight, helping local authorities and 
PCTs create their Joint Strategic Needs 
Assessments (JSNA).

These plans – now a legal requirement 
throughout England – set goals for the next 
five years in both health and social care 
service provision.

Creating a JSNA presents a number of 
hurdles. At the most basic level, the PCT 
and the local authority may not even  
agree about the number of people living in 
their area. 

Another issue they face is a difference in 
culture – accountability to councillors 
and the public is a bigger issue in local 
government than in the health service.

In addition, there are different attitudes to 
information and how to use it, something 
that can be seen most clearly in the fact that 
social care services have relatively little data 
about what they do.

Working with local authorities has allowed 
Dr Foster Research to develop techniques to 
help different government agencies work 
together by:

• Agreeing models of population growth

•  Identifying high‑needs groups across 
different service areas

•  Being able to measure the demand 
and outcomes for different population 
segments in both health and social care 
services

•  Being able to forecast how this will change 
over the next five years

Two local authorities that have worked 
especially closely with Dr Foster Research 
in developing methods for improving 
information use and creating cohesive 
government planning are the Isle of Wight 
and Buckinghamshire.

The Isle of Wight discovered that there were 
ten more people per thousand in rural 
areas providing unpaid care, and three fewer 
people per thousand receiving domiciliary 
care from social services.

This disparity highlights the necessity of 
ensuring that better support is provided for 
unpaid carers in rural communities.

In Buckinghamshire, research found that 
road traffic accidents were the third biggest 
killer after cancer and circulatory disease.

This was nearly 50 per cent higher than the 
national average and was surprising given 
the make‑up of the population. The deaths 
were disproportionately concentrated among 
younger people in better off families.

Conclusion

Maintaining the momentum of recent 
national and local initiatives is essential 
to the long‑term, sustainable reduction 
of inequalities. It requires increasingly 
sophisticated approaches to managing 
information. 

Each of the steps necessary to achieving 
patient‑focused, responsive care will be 
time‑consuming and difficult, and will 
require viewing individual patient care in 
the context of long‑term improvements  
to services. 

This can only be done through efficient, 
effective use of data, and this is something 
that information providers such as Dr 
Foster Intelligence must continue to work 
to improve. 

Helping organisations effectively use 
knowledge of their local community, 
their health economy and social care 
environment will pave the way for a truly 
world class public service. 

“Understanding the reasons behind the higher incidence of mental
health issues in a large metropolis such as London requires a far more 
detailed level of analysis than currently exists. The higher than 
expected level of admissions for different ethnic and deprivation 
groups should no longer be acceptable to us at all.”

Bob	Ricketts, Director of System Management and New Enterprise, Department of Health

The	evidence	to	support	service	improvements
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Organisation Challenge solution Page

Association  of  
Greater Manchester 
Primary Care Trusts

Greater Manchester has a 
disproportionately high level of smoking 
and smoking related diseases.  

A social marketing campaign was commissioned 
and, with insights from data research and focus 
groups, it used targeted communications to 
generate more than 6,000 potential quitters.  

12

Barnsley  
Primary  Care Trust

With a coal mining past and high levels 
of smoking, COPD related admissions 
were costing the trust more than  
£2 million a year.  

A telemarketing‑based awareness and education 
campaign focused on earlier diagnosis and better 
self‑management, resulting in increased use of 
smoking cessation services.  

7

Buckinghamshire 
County Council

Road traffic accidents were 50 per cent 
higher than the national average.

Understanding the population’s attitudes  
and behaviours allowed the local authority  
to plan targeted communication and  
awareness campaigns.

23

Ealing 
Primary Care Trust 

The trust wanted to use patient 
opinion to help design a health service 
that reflected local needs, as well as 
promoting better health in general.

Patient Experience Tracker handsets were used 
to gather feedback rapidly from patients and the 
public, making improvements easier to target and 
quicker to implement.

15

Isle of Wight  
Council

In comparison with the national average, 
more people were providing unpaid 
care and fewer people were receiving 
domiciliary care from social services.

Understanding problems facing the rural 
community helped the local authority to plan more 
effective care and support.

23

NHS East Midlands The SHA made it a priority to measure 
performance in terms of reducing  
health inequalities.  

A Regional Support Team was created to gather, 
share and support best practice across the region.  

22

Nottingham City 
Hospital

The hospital wanted to ensure that  
its length of stay was reflecting the needs 
of the local community and its use  
of services.

Practice and Provider Monitor helped staff manage 
their data better and provided a level of detail that 
linked the knowledge of GPs and clinicians with 
hospital outcomes.   

18

Redbridge  
Primary Care Trust

Encouraging more smokers to use the 
existing smoking cessation service was 
identified as a priority.

A social marketing campaign helped the trust 
communicate with specific audiences and provide 
a more usable service.

8

Sefton  
Primary Care Trust

The trust wanted to promote proactive 
healthcare and better management  
of COPD.

Twelve thousand homes were contacted through 
a social marketing campaign, the success of which 
has led to future plans for similar work.

13

Sutton and Merton 
Primary Care Trust

Contacting hard‑to‑reach groups and 
increasing the number of quitters were 
two goals that the trust had set.

Detailed research helped the trust understand the 
reasons behind the lack of knowledge about and 
use of local smoking cessation services.  

11

Torbay  
Care Trust

Reducing unnecessary emergency 
admissions was important for the trust 
in its work on the local JSNA.

Practice and Provider Monitor enabled  
the trust to make comparisons with peers and 
monitor new processes, from both GP and  
trust perspectives.

17
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Dr Foster Intelligence tools and services

Patient Experience Tracker

Are patients satisfied with your services? 
What areas might be improved?

This hand‑held device is an easy, informal 
and instant way to gather feedback. It 
provides anonymous responses to standard 
or tailored questions and produces rapid 
analyses on a daily, weekly or monthly basis.

Practice and Provider Monitor

How efficient are your providers? What 
are your potential bed day savings and 
emergency readmission rates?

This planning tool offers commissioners 
and providers a shared view of nationally 
benchmarked inpatient and outpatient 
activity. PPM makes it possible to develop 
new care strategies and identify further 
opportunities for improvement.

Population Health Manager

Who is most at risk of diabetes in your 
region? Are local clinics sited in the most 
appropriate areas?  

Using blended data‑sets of healthcare, 
lifestyle and demographic information, this 
tool makes it possible for commissioners 
to plan ahead for local service redesign, 
examine the levels of local inequality and 
track the effectiveness of recent campaigns.

Hospital Marketing Manager

How well is your trust performing in the 
climate of choice and competition? 

This tool helps trusts plan, develop and 
market their services by understanding 
local referral activity and population needs.

Real Time Monitoring

How is your trust performing compared 
with its peers? 

This tool benchmarks clinical outcomes 
and provides automatic alerts when 
performance significantly diverges from 
the national average, offering analysis 
down to patient‑level data.

Clinician Outcomes and Benchmarking

How do you currently monitor your clinical 
performance? 

This tool generates monthly reports specific 
to clinical performance, activity analysis, 
outcomes and income generation.

Mental Health Activity Tracker

Who are your patients and what levels of 
care do they receive? 

This tool for mental health trusts provides 
easy access to community and inpatient 
activity and offers multiple analysis options, 
as well as benchmarking organisations’ 
performances against self‑selected peers.

Research and Consultation

How can you communicate successfully  
with your local community? 

This service provides packages of analysis, 
research and communication programmes 
to help health and social care organisations 
decide how, when and in what format to 
consult and engage with staff, business 
partners and local communities. We 
also develop and run engagement and 
consultation programmes for clients.

Analytical Services

What would be the impact of moving 20 
beds from surgery to medicine? What are 
the key ways you could save money? 

If you are struggling with a data‑related 
problem, our analytical services team can 
help you transform those numbers into 
tangible, useful information. 

Marketing Services

How can you change health behaviours 
and target those most at risk of long‑term 
illnesses? How do customers perceive your 
trust, and what is driving that perception?

This service provides health professionals 
with insights into patient and public 
behaviour, audits your existing methods 
of communication, and creates bespoke 
communication and social marketing 
packages to reach the right audiences.

Dr Foster Intelligence offers creative, innovative solutions to traditional information problems.  
Our tools, campaigns and research and analysis packages all share one goal: to make it easier for 
healthcare professionals to do their jobs well.  
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The NHS means we now have equal access to healthcare when we fall ill. But your chances of becoming 
ill in the first place are still much higher the less well off you are.

Tackling health inequality is an urgent priority for the government and for Primary Care Trusts  
throughout Britain. Helping people to quit smoking, eat healthily and stay active are key ways to  
improve health. But reaching the people who are most at risk can be a difficult task.

At Dr Foster Intelligence we’ve been successfully engaging with target groups for several years. 
Recently, Greater Manchester PCTs chose us to reach socially excluded smokers. After thorough  
research, we designed a hard-hitting stop smoking campaign that produced remarkable results.

Our message was recalled by 51% of the target audience in Manchester, compared to 13% for the national
campaign, despite its large TV and press budget. In total 6,163 smokers joined our ‘quit-it’ programme.

It’s just one example of the way Dr Foster Intelligence uses its multi-discipline expertise so effectively. 
We help identify key health issues, research and analyse data and use that knowledge to produce  
innovative marketing campaigns and interventions that really can change behaviour.

To find out more, please visit our website at drfoster.co.uk or call Alwena Hall on 020 7332 8856.
We’re confident you’ll discover that together we can make health inequality a thing of the past.

Today we have the chance to help the boys on the right
live as long as the boys on the left.




