Health inequalities in Salford – a local strategy for action 

1.
The purpose of this paper is threefold

1.1
To present the final version of the document ‘Health Inequalities in Salford – a local strategy for action’; 

1.2 To outline the process of its implementation; and

1.3
To identify next steps in monitoring progress.

2.         Context

2.1 The extent to which we experience good health is influenced by a number of factors including: socio-economic circumstances, education, employment, access to health and other services, environmental conditions, community networks, transport, housing and lifestyle.  Many of these factors are unevenly distributed leading to marked inequalities in health among different members of the population. For example, men in Salford can expect to live, on average, for 2.9 less years than the national average. For women, this difference is 2.4 years.  Reducing inequalities in health is a local imperative.  

2.2 The Healthy City Forum, as a strategic delivery vehicle for the Salford Partnership, has developed the document ‘Heath inequalities in Salford – a local strategy for action’, which sets the direction for improving health and reducing inequalities in the city.  The Healthy City Forum has high-level representation from agencies across the city, as well as lay members. It is directly accountable to partners IN Salford, the local strategic partnership. The Primary Care Trust provides strategic leadership and manages the work of the Healthy City Forum.
3.         Introduction

3.1 To improve the health of local people and to reduce inequalities, innovation has to be nurtured; more of the same will fail. Reducing inequalities requires a twin track approach, which we have called the ‘2010’ and ‘2020’ agendas. The two are related, but distinct:

3.1.1 First, there is a partnership agenda for health improvement, which is driven by a number of health –related targets set by government. This agenda will bring about gains in life expectancy by co-ordinating and developing local action, effectively deploying local resources, and integrating health improvement into the mainstream work of partners. This is the ‘2010 agenda’.

3.1.2 Second, there is a longer-term ‘2020 agenda’. Sustainable results will be achieved by tackling the determinants of health: poverty, poor housing, poor transport and inadequate life chances, by breaking cycles of generational disadvantage, and by changing the system so that health improvement becomes an integrated and overarching goal for the city.

4.        Contents of the Strategy

The Strategy identifies five key areas for action, underpinned by explicit recognition of the impact poverty and associated lack of opportunity for many communities in the city:

4.1 The under 5s– recognising that what happens in the first years of life has a strong influence on individuals’ health;

4.2 The over 50s – improving the quality of their lives and reducing reliance on health    services;

4.3 Smoking and tobacco control – tackling Salford’s major killer and relieving the burden on health services;

4.4 Food and drink (especially food poverty – issues relating to the availability, affordability and accessibility of food); and

4.5 Physical activity (increasing the provision of opportunities to be active in accessible, safe and enjoyable settings).

5.        Approaches

5.1
To make sustainable progress against each of the strategic priorities, there are nine programmes of coordinated action:

5.1.1 Healthy communities – working with local people to identify how best to improve health and strengthen neighbourhoods;

5.1.2 The under fives and their families – working with the very young to increase the chances of good health and long life in the future;

5.1.3 The over 50s – working with older people to add years to life; 

5.1.4 Tobacco control – coordinating action across the city to tackle Salford’s biggest killer;

5.1.5 Food, drink and physical activity – taking action to reduce obesity and improve nutrition;

5.1.6 Health improving organisations – supporting local agencies to employ local people, procure goods locally and develop green travel plans;

5.1.7 Health improving workforce – working with practitioners, such as environmental health officers, health visitors and teachers, to promote good health;

5.1.8 Equitable health services – ensuring that everybody across the city has equal access;

5.1.9 Intelligent information – developing systems to understand local neighbourhoods, and measure the progress being made.

5.2
Work will begin with stakeholders across the city to develop programmes of action once the Strategy has been approved. 

6.
Monitoring

6.1
The Healthy City Forum will oversee the implementation of the Strategy and will monitor its progress.

6.2
Quarterly monitoring information will be passed to Cabinet.

7.
Recommendations

7.1 
Cabinet is asked to endorse the completed Strategy, its vision, priorities and areas for action.  

7.2
Cabinet is also asked to receive quarterly monitoring information on progress being made.


Prepared by Julie Higgins, David Woodhead and Mike Sandys – Public Health
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Executive summary

The health of people in Britain is improving, and over the past forty years we have seen a steady improvement in the health of people in Salford. However, we are in the midst of a worsening crisis; whilst health is improving overall, the gap in health status between the rich and the poor is widening. The situation in Salford reflects the national trend. There are acute inequalities compared to England and Wales’s averages, and there are acute inequalities within Salford itself. For example, men in Salford can expect to live almost three years less than their counterparts in England and Wales, women can expect almost two and half years less. The people of Salford deserve better.

Bold attempts to improve Salford will not be achieved unless health improvement becomes a central priority for all agencies in the city. Recent community-based needs and asset assessments, participatory appraisals and health action plans have identified a number of issues to consider. Local people are concerned about poverty, poor educational attainment, environmental problems and community safety.    However, Salford people are its greatest asset.  Salford communities are diverse, strong and resilient. 
We have to improve the health of the poorest people in Salford by ‘levelling up’ and raising everyone to the same levels as the healthiest. Improving health is a complex business. It encompasses an ambitious agenda for changing organisations, developing practitioners and making prevention a priority.
Improving health and reducing inequality is a central plank of national policy, providing opportunities to bring about change.  A number of strategic priorities will focus action: working with the very young and their families (under 5’s); working with the over 50s; focusing on tobacco control; improving nutrition and increasing levels of physical activity.
To realise the vision we have to do things differently – more of the same will fail. Reducing inequalities requires a twin track approach, which we have called the ‘2010’ and ‘2020’ agendas. The two are related, but distinct:
· First, there is a partnership agenda for health improvement, which is driven by a number of targets set by government. This agenda will bring about early gains in the uneven distribution in life expectancy and infant mortality by co-ordinating and developing action, effectively deploying local resources. In particular, it focuses on developing equity in services and supporting local people to make lifestyle changes. This is our ‘2010 agenda’.
· Second, there is a longer-term agenda, which will take time to develop; it is concerned principally with improving health of the next generation, increasing life expectancy and reducing infant mortality. Sustainable results will be achieved by tackling the determinants of health: poverty, poor housing, and inadequate life chances, by breaking cycles of generational disadvantage, and by changing the system to have health improvement as an overarching goal. We call this the ‘2020 agenda’.  We will improve health if we raise the profile and ambition of the city and its citizens.
The Salford Health Inequalities strategy is primarily concerned with the 2010 agenda, although contributions to achieving the 2020 agenda are stated throughout.
The strategy aims to bring justice for the people of Salford in relation to their health. 

To achieve sustainable and meaningful change, the Strategy is organised around three overlapping areas, recognising that improving health and reducing inequalities require whole systems change, developing communities in tandem with organisations. It also focuses on improving the life chances of local people. 

The nine action plans have been divided into two sections: 

· Detailed programmes of work to describe interventions to meet the 2010 agenda.

· A programme of development of Partners IN Salford to influence and monitor interventions on the determinants of health of the next generation.  This is to ensure that they do not increase health inequalities – 2020 agenda.  
Broad actions are detailed with proxy indicators to assist in tracking progress in relation to the targets listed in chapter 2 and highlights key partners in the delivery.  Through the Healthy City Forum, of Partners IN Salford, and appropriate sub-groups, detailed scheduled project plans will be developed to ensure coordinated delivery of the action plan.    The Healthy City Forum will track performance of the strategy.

Chapter 1. 
The challenge for public health

1.1 
Salford people are its greatest asset
The city’s rich history characterises the resilience and diversity of its people. Salford’s industrial past and subsequent demise of these industries has shaped the health of its people and contributed to the uneven distribution of health within Salford and compared to the rest of the country.  The city is made up of a number of townships and villages, each with distinct complementary identities and health experiences. Successful interventions to improve health in Salford will have local people at their centre, and will be influenced by the collective experiences of its established and new communities.
1.2 
Achieving long-term change means that we have to understand how complex a task it is to improve health in Salford, whilst also identifying achievable milestones and targets  

Understanding the complexity of a city like Salford is key to bringing about sustainable developments. Improving health entails an approach which understands the manifold tensions and opportunities encountered when striving to revitalise a city characterised by diversity and social challenges. It is vital that when we consider how to improve health and reduce inequalities, that we see our efforts as intrinsically bound up with the range of ambitious activities designed to improve life in Salford. 

A profound understanding of how to deliver high quality services, renew neighbourhoods, improve life chances and build a city fit for the future is crucial.  To understand the challenge, and to respond appropriately, health improvement has to become the core business of the city, where each partner realises its role. To keep the task achievable, discernible actions must be identified and their impacts measured. Work is organised in programmes which address complexity by co-ordinating action at societal, organisational, neighbourhood, family and individual levels. The Salford Health Inequalities Strategy sets a framework to meet the challenges of working in such a way. 

1.3 
We are in the midst of a worsening crisis; the gap in health status between the rich and the poor is widening
To talk about health inequalities is to describe the uneven distribution of health across populations, which can be seen in the amount of illness experienced, the length of life expected, and levels of infant mortality. Health is determined in many factors: Where you were born; where you live and work; what opportunities you have had; what your gender and ethnicity are; and perhaps most importantly, how much money you have.  Heredity/genetics also play a part.  In England and Wales they are characterised by sharp differences in life expectancy. There is a steep gradient of health nationally, which relates principally to poverty. Thirty per cent of the population routinely carry the burden of disease. Inequalities have many related causes. For example, a community’s likelihood to experience poor health relates principally to relative wealth  (and the opportunities that wealth brings), but also to its geographical location, the quality and accessibility of local services and its history. Gender also has an influence; women live longer than men. Ethnicity and culture also have significant effects on how health is experienced. 
It is crucial in developing programmes to reduce inequalities that we focus on improving the health of those people who fair worst. Such an approach complements the social inclusion agenda, which identifies defined groups that might be vulnerable or ‘at risk’ because of shared characteristics that set them outside of the mainstream of activity. They might find that services have traditionally failed them, or that they have been routinely excluded from institutions in society. Such groups would include asylum seekers, people from ethnic minorities, disabled people, care leavers, lesbians and gay men, and the homeless.  There are also other people, who by way of their experiences have particular needs, for example carers.  It is important that the needs of these groups are considered.
Whilst there is clearly a strong relationship between activities that seek to promote inclusion and those that reduce inequalities, there are also fundamental differences. To reduce inequalities in health we look to relieve the burden of disease as it affects the poorest thirty per cent of people in this country. We are striving to shift the average health status of communities so that health is improved overall, and is not achieved at the expense of the poor. This is not necessarily the same as working with defined communities of interest that experience discrimination and exclusion. The difference in approach is small, but important. 
1.4
Salford’s population is changing
We improve our understanding of health in Salford by drawing upon   national and local statistics, by finding out what works and by listening to what people in Salford think.
There are several sources of relevant information for assessing the health of people in Salford, including measurements of health status and the use of health services, as well as associated measures of deprivation. In addition, it is important to take note of local peoples’ views and experiences, ascertained through community based needs assessments, rapid appraisals and public consultations. Analyses of current information show us:
· Salford is a changing city with worsening inequalities. Regeneration for the east of the city promises many changes - bringing in young families and professional people as well as improving lives for established communities. 
· The ethnic minority population is growing, although it is smaller than in neighbouring boroughs and cities.
· There has been a large decrease in population in Central locality, with a marked decrease in the under 15s. 
· There has been an increase in population in West Salford, notably in Walkden South and Worsely and Boothstown, with a marked increase in the under 15s.
· People living in the poorest areas of Salford experience greatest difficulties in accessing services to improve their health.
1.5
Jobs and occupations are changing in Salford
Once known for its strong industrial base, Salford was affected by the demise of large industries, including mining and shipping. The occupation profile of Salford has changed, and represents a shift in how people work and indicates levels of relative prosperity amongst its residents.
· 1/5 of Salford men work in manufacturing, which is a sizeable percentage of the population, but is lower that any other district in Greater Manchester, with the exception of Stockport (a similar 1/5) and Manchester (approximately 1/7). This figure is lower than Tameside (1/4), Wigan (1/4), Oldham (1/4) and Rochdale (1/4). These figures are linked to the decline in Salford’s manufacturing base.
· There are fewer managers and senior professionals living in Salford than the Greater Manchester average, and fewer skilled trade people.
· 2/5 of people aged 16-74 are in full time employment, the second lowest in the conurbation after Manchester. 
· There are high numbers of adults on income support, or unable to work. This includes people with long term, limited illnesses and those who have caring responsibilities. 
1.6
Salford’s population is not ethnically diverse
According to the 2001 census, only 3.9% of the population are from a black and/or other ethnic minorities, compared to a national average of 9.1%.  The challenges this poses are significant as smaller communities often feel exclusion and experience of discrimination.  There are approximately 8,500 people from black and minority ethnic communities, who are unevenly distributed across the city. In Broughton 9.3% of the population is from an ethnic minority, in Blackfriars the figure is 8.5% and in Pendleton it is 7.9%.
There is also a sizeable Jewish population, which makes up 2.4% of the local population, compared to a national average of 0.5%. Jewish people tend to live in Kersal (where 33.7% - a third - of the population is Jewish) and Broughton (8.6%). It is important that agencies work in a culturally appropriate way with these communities.
1.7
Health in Salford is poor compared to the rest of the    country
· Since 1991, life expectancy in Salford has improved by 2 years for men and 1.5 years for women.
· Health is improving nation-wide, and health is improving in Salford – however the rate at which it is improving locally is slower than the rest of England and Wales; inequalities are worsening.
· Health inequalities affect a third of people nationally, and are not restricted to vulnerable groups.
· There are significant inequalities in health when we compare the population of Salford with the rest of the country. Men in Salford can expect to live, on average, for 2.9 less years than the national average. For women, this difference is 2.4 years.  
· Men and women in Salford have a lower life expectancy than all others in Greater Manchester, with the exception of those living in the City of Manchester.
1.8
Health inequalities within Salford persist
· There are inequalities within Salford, most notably between the east and west of the city. The east of the city bears the burden of disadvantage, disease and poor health.  All other localities have pockets of disadvantage with similar problems.
· It is estimated that there are 65,000 smokers in Salford – most of whom will go on to develop related conditions.
· There are also inequalities within Salford which relate to gender.
· The rate of ‘years of life lost’ in deaths before 75 is around a third higher in men than in women.
· For men in Salford, the big killers are heart disease (22%), cancers (28% - 8% from lung cancer alone), accidents (10%) and suicide (7%).
· For women, the big killers are cancer (38% - 10% lung cancer, and 8% breast cancer), heart disease (9%) and stroke (7%).
1.9
Recent community-based needs and asset assessments, participatory appraisals and health action plans have identified a number of other issues to consider. 
They included:
· Poverty. People in Salford recognise that relative poverty affected their health.  It prohibited access to amenities and caused stress. Debt had negative impacts on the well being of families.  Problems with rent arrears were also identified.
· Transport. Poor transport in Salford prevented local people from accessing services. It also stopped people getting out to see families and friends. The effects of which included isolation and poor well being, directly affecting health.
· Physical environment. Residents pointed to poor physical conditions (including graffiti and dog dirt) as having detrimental effects on their health and well being, raising anxiety and reducing senses of belonging.  Similarly, local people identified the positive aspects of having safe places to work and play.
· Housing. Sub-standard housing conditions, including poor insulation and damp, were frequent causes of poor health for residents, especially children.  Poor housing was often located in poor neighbourhoods.
· Well-being. Residents recognised high levels of depression and feelings of isolation for vulnerable people in their communities. Work, structured activities and financial stability promoted well being.  As one resident noted ‘I was out of work for four years, by the end I didn’t care and things fell apart.’
· Young people and children. Residents expressed concern about the lack of opportunities for children in Salford, and pointed to poor education and a lack of youth provision as key issues. Similarly, the health of local children remained a concern, especially in the poorest communities.  However, residents also spoke positively about Sure Start and were keen to see it developed.
· Food. The availability and affordability of food were key issues for local people, especially those living in areas without good transport links or local supermarkets.  Local shops had closed, residents explained, and had been replaced with takeaways.  Residents were clear – if money were not so scarce, cooking healthy food would be easier. 
· Drugs and substances. Local people were concerned about the effects that drugs and substance misuse had on health especially for the young. Residents noted how drug dealing disrupted neighbourhoods, and described the crime associated with drugs and its detrimental effects on health. Alcohol was also a problem, demanding concerted action. Parents frequently raised it as a concern.  Residents identified domestic violence as a concern in relation to alcohol.
· Community safety. Residents identified a strong link between experiencing crime, the fear of crime and poor well being. In particular, young people described high levels of theft and intimidation, notably related to mobile phones. Older people reported widespread fear of going out after dark, which stopped them seeing family and friends and going to local shops.
· Social networks. Strong social networks were crucial in improving health, and helping local people who are isolated and vulnerable. They were important in maintaining people living in the community, and reducing burden on public resources, residents said. Residents could point to strong networks that were helpful and suggested that actions should be taken to build more.
The people of Salford deserve better.
It is unjust that people experience poorer health and die younger because they live in Salford, or fair even worse because they live in particular parts of it. The city has a strong history of innovation, industriousness and creativity; its future should be similar.
Chapter 2.
Opportunities for improving health and reducing inequalities
2.1
Influences on the Salford Health Inequalities Strategy

Salford Health Inequalities Strategy is influenced by a number of factors:
· Close analyses of relevant statistical intelligence; 
· What is given to us – the ‘non negotiables’ (e.g. targets set by central government to measure local progress against established baselines, National Service Frameworks and national drivers
· );
· What the communities want, identified through consultations and local health action plans (as highlighted in 1.6);
·  What we know works and will have positive impacts on health;
· Where current capacity is in the health economy, city council and other partners; and
· Where other local strategies are taking us, especially through the work of the Partners IN Salford.
2.2 
The Vision

Salford Health Inequalities Strategy is driven by a clear vision of what Salford’s health should look like. By 2020 it will be characterised by:

a) Diverse and renewed communities whose members are

a. Actively engaged in decision-making, delivery, evaluation and scrutiny;
b. Enabled and empowered to be responsible for their own health; and
c. Confident in the ‘health’ system.

b) Responsive health and social services commissioned jointly and delivered in neighbourhoods.

c) A sense of control over their own lives as experienced and expressed by the city’s diverse communities. 
d) Sustainable improvements in health and reductions in health inequalities, with associated decline in smoking and increase in physical activity and nutritional status.
Each component part of the Vision informs the direction of the Health Inequalities Strategy, and influences the shape and form of its priorities. The Vision was developed by drawing on the principles of key national policies, the Wanless Reports (2003, 2004) and the aspirations residents and staff in Salford
2.3
Strategic Intent
2010 Agenda
First, there is a partnership agenda for health improvement, which is driven by a number of targets set by government. This agenda will bring about early gains in the uneven distribution in life expectancy and infant mortality by co-ordinating and developing local action, effectively deploying resources. In particular, it focuses on developing equity in services and supporting local people to make lifestyle changes. This is our ‘2010 agenda’.

2020 Agenda

Second, there is a longer-term agenda, which will take time to develop.  It is concerned principally with improving health of the next generation.  Sustainable results will be achieved by tackling the determinants of health: poverty, poor housing, and inadequate life chances, by breaking cycles of generational disadvantage, and by changing the system to have health improvement as an overarching goal. We call this the ‘2020 agenda’.  We will improve health if we raise the profile and ambition of the city, and its citizens.
The Salford Health Inequalities Strategy is primarily concerned with the 2010 agenda, although contributions to achieving the 2020 agenda are stated throughout.
2.4
The National Context
In order to understand the context in which the Salford Health Inequalities Strategy is cited, an overview of national policy is helpful. 
Tackling Health Inequalities: A Programme for Action identifies priority objectives likely to have the greatest impact on health inequalities.  These are:
· Supporting families, mothers and children;
· Engaging communities and individuals;
· Preventing illness and providing effective treatment and care; and
· Addressing the underlying determinants of health.
To achieve these objectives, a number of activities are highlighted:
· Improving early years development for young children;
· Improving housing standards and tackling fuel poverty;
· Raising educational attainment and improving skills;
· Tackling deprivation in disadvantaged communities;
· Improving access to services in urban and rural communities;
· Supporting disadvantaged groups with particular needs; and
· Reducing unemployment, tackling inactivity and raising incomes.
In addition, a number of specific interventions among disadvantaged groups most likely to have an impact on the national inequalities targets are highlighted.  For the life expectancy element of the target, the key interventions are:
· Reducing smoking in (manual) social groups through smoking cessation services and other programmes;
· Preventing and managing other risk factors such as poor diet and obesity, physical inactivity and hypertension;
· Making environmental improvements, including housing, safety and accidents; and
· Targeting the over 50’s – where the greatest impact on life expectancy will be made in the short term.
2.5 
Monitoring progress
This chapter details the overarching national targets that drive the Salford Health Inequalities Strategy. Each target is accompanied by a calculation in real terms of what has to be achieved locally.  The proxy and interim measures detailed in the Action Plan are indicators of success in terms of process and impact that will be achieved on the way to meeting the overarching targets. Taken together, the targets and interim/proxy measures will form the basis of the performance management information that will be reported to the Healthy City Forum, the Board of the Primary Care Trust and the Cabinet of the City Council. Similarly, the Health and Social Care Scrutiny and Overview Committee will demand progress reports on regular bases. 
2.6
National Targets
Ambitious national floor targets have been set. The national target for health inequalities is, by 2010, to reduce inequalities in health outcomes by 10% as measured by infant mortality and life expectancy at birth.  
There are two supporting targets:
1. Starting with children under one year, to reduce the gap in mortality by at least 10% between ‘routine and manual groups’ and the population as a whole, by 2010. This represents approximately 2 fewer infant deaths per year in Salford children aged less than 1.
2. Starting with local authorities, to reduce the gap by at least 10% between the fifth of areas with the lowest poorest life expectancy at birth, and the population as a whole, by 2010. Therefore, to reduce the gap by 10% we need to increase life expectancy by 106 days for men and by 88 days for women by 2010.
Further national targets for health that address inequalities have also been set, focussing on disadvantaged groups:
· By achieving agreed local conception reduction targets, to reduce the national under 18 conception rate by 15% to 2004 and 50% by 2010, while reducing the gap in rates between the worst fifth of wards and the average by at least a quarter. By 2010 we would therefore need to prevent around an extra 120 women aged 15-17 a year becoming pregnant and by 2004 we need to prevent approximately an extra 35 conceptions a year.
· Reduce smoking rates among manual groups from 32% in 1998 to 25% by 2010, 800,000 smokers from all groups nationally successfully quitting at the 4-week stage by 2006.  We have ambitious targets for quitting in Salford; we are currently exceeding those targets.
Additionally, there are a number of other targets, which will contribute to reductions in health inequalities:
· Cutting the number of women who smoke in pregnancy by 1 per cent a year
· Increase the national breast-feeding initiation rate by 2% a year, focussing on women from disadvantaged areas.
· Contributing to the national reduction in death rates from coronary heart disease in people under 75 by at least 25% by 2005
· Contributing to the national reduction in cancer death rates of at least 12 % in people under 75 by 2005
· Achieving a 70% uptake in influenza immunisations in people aged 65 and over, targeting populations in 20% of areas with lowest life expectancy.
Progress against national targets towards meeting national targets in Salford has been uneven:
· Over the past ten years, rates of death have fallen in a number of priority areas, including a 28% drop in circulatory disease since 1993.
· However, death rates have fallen faster elsewhere in the country. For example, death rates for circulatory disease remain 25% greater than the North West and 50% higher than in England and Wales.
· Long term limiting illness rates remain higher in Salford than for England and Wales – and have increased in the past ten years.
2.7 
Wanless

The Wanless Reports (2002, 2004) set the challenges for the NHS to secure long-term health improvement in England and Wales. It argues that the costs of the National Health Service are not sustainable and in the long term its success depends upon the improving the health of the nation. This will be achieved by radical prevention measures, individuals becoming fully engaged in caring about their health and by enabling people with chronic conditions to care for themselves, through the development of expert patient programmes and other schemes to enable individuals to manage their own illnesses. The recommendations from the report reflect Salford’s 2020 vision to make health improvement the business of the city. In particular, we have growing numbers of people with long term chronic conditions, who will benefit from mainstream services designed to support them in managing their illnesses. We are also working with communities to support the improvement of health.
There remains a task to connect national priorities with local ones – making the case to show how attending to local environmental concerns will in time contribute to meeting national targets relating to diseases.

2.8
Local priorities
Local priorities are expressed in Salford’s Community Plan, which sets out the vision for making Salford a better place.  The Plan has seven key themes, they are:
· A healthy city
· A safe city
· A learning and creative city
· A city where children and young people are valued
· An inclusive city with stronger communities
· An economically prosperous city
· A city that’s good to live in
Each theme has correspondent targets and delivery partnerships; they also have a direct contribution to play in achieving the 2010 and 2020 agendas.

2.9
Achieving the 2010 and 2020 agendas

The Salford Health Inequalities Strategy has five key areas for action, underpinned by explicit recognition of the impact poverty and associated lack of aspiration and opportunity has on many communities in the city:

· The very young and their families (under 5 years) – reducing infant mortality and recognising that what happens in the first years of life has a strong influence on individuals’ health in the long term (this has effects on both the 2010 and the 2020 agendas);

· The over 50s, – lengthening life expectancy (immediate effects on the 2010 agenda);

· Smoking and tobacco control – tackling Salford’s major killer and relieving the burden on health services (effects on both agendas);

· Food and drink  (especially food poverty – issues relating to the availability, affordability and accessibility of food); and
· Physical activity (increasing the provision of opportunities to be active in accessible, safe and enjoyable settings).

A strong commitment to public participation underpins all the work in this area. Without community engagement and mature and robust models for community governance, the long-term agenda will fail.  It is important all stakeholders are clear about what their roles are and how they can contribute.
2.10 
Local Targets

Similarly, there are a number of floor targets that drive local action – they have potential to drive efforts to improve health and reduce inequalities in Salford. Similarly, the Healthy City Forum can monitor the impact of the efforts to improve the health of local people, and check that they serve to reduce inequalities.
Education
· 38% of pupils to obtain 5+ GCSEs (A*-C) 
· In all schools at least 25% of pupils to obtain 5+ GCSEs (A*-C) by 2006 
Employment
· Generate more sustainable enterprise in disadvantaged communities
· Increase the employment rate of people with disabilities, lone parents, ethnic minorities, over 50s
Crime
· Not to exceed more than three times the national average for domestic burglaries – 55.8 per 1000 households
Housing
· All social housing to be of a decent standard by 2010 
· Reduce number families living in non decent housing by 33% by 2004
2.11 
Conclusions
Bold attempts to improve Salford will not be achieved unless health improvement and reducing inequalities become a central priority for all agencies in the city. 
Improving health and reducing inequalities will have positive effects on Salford’s capacity to be the vibrant and successful place local people want it to be. Similarly, improvements in housing, education and economic prosperity will have positive effects on health. We have to nurture this ‘virtuous circle’ if we are to regenerate our city and renew our disadvantaged communities. There are linkages between attempts to reduce inequalities and the City Council’s actions to improve the well being of local people and provide green, safe and healthy environments.  Success lies in bringing all these agendas together through Partners IN Salford.
Chapter 3.
Reducing inequalities in Salford

3.1
Improving health and reducing inequalities is a complex business
There is a seldom a straight forward relationship between a single ‘cause’ and a measurable health ‘effect’. Health is affected by many factors, which have cumulative effects (e.g. access to health services, poverty and gender, location and ethnicity). Often the effects are cyclical, and are experienced by generation after generation. They might also be culturally embedded. A range of factors affect the actions people take, the opportunities they have, and the health they experience. Effective action encompasses efforts on each of these areas. It also involves changing organisations and developing practice.
The actions detailed in this strategy are based on what we know will work.  However, our task is not just to improve health but also reduce inequalities. We will not support actions which improve health for a few but widen inequalities overall. 
3.2
Radical action has to be taken; public sector organisations, in partnership with others, need to identify and realise their health improving potential.
The following principles support effective improvement; they will characterise the work in Salford:
· Establish a baseline of knowledge. It is crucial that we understand the health of local people to be able to measure the improvements brought about.
· Address the determinants of health. A broad preventative agenda, focusing on ‘upstream’ interventions (improving housing, education, employment) should complement developing the health improving potential of primary care and other services. A developed understanding of the determinants of ill health should indicate each partner’s potential roles.
· Focus on what makes people healthy. Work with communities should identify the assets residents and neighbourhoods have, and understand the factors that make them feel good about themselves. Successful approaches seek to understand those characteristics that have been traditionally hard to quantify, for example the structures, norms and cultural mores that help members of a community maintain clear senses of who they are, and what drives them. Communities are unique, and a profound local knowledge of them is crucial. What works in Ordsall might not work in Eccles.
· Invest in prevention and focus action where need is greatest. It is necessary to channel resources where need is greatest, in order to support ‘levelling up’ of health status across the city. This may mean additional investment or redistribution. Focusing efforts only on populations with the capacities and capabilities to make changes can bring about modest improvements in the health of the population, but might worsen inequalities. For example, analyses of smoking trends over the last fifty years show that whilst numbers have declined, changes have taken place in the wealthier sections of society. Increasingly, smoking is an activity of the poor, and places the burden of smoking-related illnesses on them. 
· Use examples of good practice to inform programmes of work.  In pockets of Salford, community development and health improvement work in communities has been successful. We should learn from these efforts and strengthen activities more widely. Successful innovations piloted in the New Deal for Communities programme should be rolled out across the city.
· Work in partnership with communities. Local residents should be at the centre of actions to reduce inequalities, identifying problems and solutions, and building local capacity to act. Sometimes small changes can bring about significant results, especially if local people own them and feel compelled to support their implementation. There is a strong role for elected councillors as representatives of local people and community leaders. Neighbourhood management will be important.
· Develop actions for all partners. All government departments must examine the impact of their policies on health – a process that should be reflected at local levels. There is a role in this regard for Scrutiny and Overview Committees, as has been developed in the recent Scrutiny of Tobacco control to test the effects of local decision making and service provision on inequalities. The local strategic partnership, Partners IN Salford, has a crucial role to play in ensuring that all city-wide actions have a positive health impact.
· Effect long-term change by investing in prevention.  There should be a shift in the balance of funding between prevention and care. Mainstreamed health inequalities programmes should replace one-off, short-term initiatives, and recognise the long haul in shifting health inequalities. Projects create inequalities, unless the learning from them is shared, and implemented, across the city. Programmes of work have to be developed which coordinate efforts to change the complex determinants of ill health.
· Share resources. Programmes should be delivered through partnerships with pooled resources at local, regional and national level. A range of factors impact on health, and no one agency can act in isolation. Joint posts are one way in which expertise and knowledge can be shared across organisations.
· Manage performance. Progress should be carefully monitored, and focus should be given to measuring outcomes as well as process. It is important to understand how progress has been made, as well as measure the extent of success. A strong understanding of what works in Salford will inform future activities. Strong lines of accountability between relevant agencies and communities should be identified and monitored. The Healthy City Forum has a crucial role to play in this regard on behalf of Partners IN Salford. 
· Align strategies and programmes.  We should make sure that there is match between the Health Inequalities Strategy and other key local drivers to improve life chances and reduce inequality. We should be working to a small number of common goals and targets to improve the lives of local people. 
3.3
To realise the vision we have to operate differently – more of the same will fail the people of Salford  
We have to improve the health of the poorest people in Salford by ‘levelling up’.  The local challenge is two-fold.
· First, we have to ‘level up’ the health of people in the most deprived parts of the city with the least deprived. People living in Ordsall, for example, should not fair worse than their counterparts in Worsely, because of the amount of the money they have, the opportunities they can access, the place in which they live, or the circumstances into which they are born. 
· Second, we have to ‘level up’ the health of people living Salford to the national average. We must lengthen the life of people living in Salford but also improve their health and well-being whilst they are alive.  It is important that actions engage with the complexity and reality of peoples’ lives, including the material disadvantage communities might experience.
Chapter 4.
Bringing about change in Salford 

To achieve sustainable and meaningful change, the Salford Health Inequalities Strategy is organised around three overlapping areas, recognising that improving health and reducing inequalities require whole systems change, developing communities in tandem with organisations. It also focuses on improving the life chances of local people. 

The action plan has been divided into two sections: 

· Nine detailed programmes of work to describe interventions to meet the 2010 agenda. 

· A programme of development of Partners IN Salford to influence and monitor interventions on determinants of health of the next generation.  This is to ensure that they do not increase health inequalities – 2020 agenda.  

The coordinated programmes have been developed using evidence of what works (presented in Appendix 1) and an understanding of the opportunities there are for bringing about change locally.  

For the 2010 priorities, action is organised in nine co-ordinated programmes:

1. Acting on the strategic priorities (programmes 1-5);

· Building health communities

· The under fives

· The over 50s

· Tobacco control

· Food, drink and physical activity

2. Developing organisations and workforce (programmes 6-8); 

· Developing health improving organisations

· Developing health improving workforce

· Equitable health services

· Using information intelligently (programme 9).

By 2010 we will have effective programmes of action held to account by Healthy City Forum - Appendix 2
· Promoting health (e.g. through neighbourhood well-being programmes);

· Preventing illness (e.g. working with ‘at risk’ and vulnerable communities, including focus on chronic disease management); and

· Protecting communities (e.g. through immunisation programmes).

By 2020 we will be:

· Working simultaneously on ‘upstream’ determinants (e.g. poverty, housing, employment and environment) and life chances (e.g. access to information, access to services), adopting a population approach to break generational cycles of poor health.
By 2020 Salford will be characterised by:

· A whole system commitment to improving health and reducing inequalities, where organisations no longer work in partnership to achieve health improvement, but where health improvement will be considered core business;
· Excellent housing, health, education and social services, and high levels of collective self management for chronic diseases; and 
· Its exemplary action in harnessing the health improving capacity of our organisations and their practitioners – including maximising the positive health impacts of how partners represented on the Healthy City Forum spend their money locally, who they employ and how they deploy resources.
Achieving the 2010 and 2020 targets demands concerted effort now. Long-term success necessitates immediate actions. 
Delivery and performance monitoring

The following tables list the broad actions that will be taken under the direction of the strategy with partnership contribution clearly identified forming its action plan.  

Chapter 2 detailed the overarching national targets that drive the Salford Health Inequalities Strategy. Each target is accompanied by a calculation in real terms of what has to be achieved locally.  The proxy and interim measures detailed in the Action Plan are indicators of success in terms of process and impact that will be achieved on the way to meeting the overarching targets. Taken together, the targets and interim/proxy measures will form the basis of the performance management information that will be reported to the Healthy City Forum, the Board of the Primary Care Trust and the Cabinet of the City Council. Similarly, the Health and Social Care Scrutiny and Overview Committee will demand progress reports on regular basis.

4.1 
ACTION ON THE 2010 PRIORTIES – meeting the 2010 targets

4.1.1 
Programme one: building healthy communities

4.1.1.1
Neighbourhood-based:

	Action
	Lead
	Proxy/interim indicators 

	Implement neighbourhood-based health improvement delivery
	SPCT - public health/localities/SCC
	· Established work programme for health improvement officers and community nurses linking with neighbourhood teams in SCC.

· Indicators developed in discussion: PH staff and other front line practitioners, local people and operational management in PCT and City Council.

· Generation of a basket of public/patient developed indicators for Health Inequalities Strategy.

	Improve community engagement in neighbourhoods
	SPCT - Corporate Policy/SCC - Social and Community Services and all directorates/partners
	· Evidence of increased engagement.

· Numbers of participants in events.

· Numbers of residents involved in decision making processes.

· Numbers of residents involved in evaluation of local initiatives.

· Quantification of influence of engagement.

	Develop neighbourhood-based health action plans 
	SPCT - public health/SCC neighbourhood management
	· Development of eight plans – one for each of the community committee areas. 

· Satisfaction of partners in the process.

· Evidence of clear linkage into PCT locality planning and delivery (through locality fora) and City Council neighbourhood management.


4.1.1
Programme one: building healthy communities

4.1.1.2 City wide:
	Action
	Lead
	Proxy/interim indicators

	Nurture innovation in New Deal for Communities Area and learn from good practice 
	SPCT - public health
	· No. of learning events delivered.

· Evaluation of relevance of learning events.

· Rollout of innovation across city.

· Changes in approaches to work.

	Develop inequalities work in general practice, using GMS/PMS opportunities 
	SPCT - public health/localities
	· Delivery of Greenfield PMS.

· No. of GPs with special interest in health inequalities.

· Impact of approach on local self reported health.

· Satisfaction of patients.

	Develop prevention element of mainstream delivery, including pathways for SHIFT, including health education activities 
	SPCT - public health/SCC
	· No. of joint posts across council focusing on health promotion/disease prevention.

· Joined up approaches to evidence-based health promotion as part of health service redesign, through care pathways.

· No. of city council directorates delivering health promotion/disease prevention work.

	PCT and Council to employ and train local people
	SPCT - public health/SCC Economic development
	· No. of local people being trained.

· No. of local people completing training.

· No. of people from local BME communities participating in employment and training schemes.

· Evidence that workforce reflects local population.

· No. of local people recruited to dedicated posts.

	Develop programmes for local people to improve health related skills
	SCC - Basic Skills Coordinator
	· No. of staff on training to sign post patients into basic skills opportunities.

· No. of referrals made.

· Satisfaction of participants in scheme.

	Develop green travel plan for PCT /SCC
	SPCT - public health/SCC Economic development
	· No. of staff  members using public transport to do PCT and Council business.

· Number of miles completed by bicycle.

· Number of events of car sharing.


4.1.2
Programme two: The Under Fives

	Action
	Lead
	Proxy/interim indicators (with a focus on equity across the city).

	Continue implementation of Teenage Pregnancy Strategy 

· Media and communications strategy

· Sex and relationships education

· Sexual health services

· Support to young parents and their children
	SPCT - public health/Teenage Pregnancy Executive Group/SCC
	· Effectiveness of support in hospital.

· Impact of communications strategy on young people.

· Evaluation of SRE interventions.

· Number of condoms distributed.

· Number of visits to relevant clinics.

· Satisfaction of service users.

· Number/rate of teen conceptions.

	Increase breast feeding in deprived neighbourhoods
	SPCT/Public Health/breast mates/health visitors/ Hope hospital maternity services
	· Service user views of support offered.

· No. of mothers breast feeding.

· Breast feeding initiation rate.

· Length of time mothers breast feed.

	Develop links with Sure Start

· target immunisation in low take up areas, with a focus on the Jewish Community in Kersal.
	SPCT - public health
	· Number of Sure Start initiatives being taken into the mainstream.

· Evidence of Sure Start changing mainstream practice.

· Quantified changes in approach as a result of partnership working.

· Vaccination rates.

· Numbers of GP practices meeting 95% immunisation targets.

	Changing front line delivery to take population perspective

· Health Visitors embrace Hall 4

· Develop roles of school nurses

· Develop roles of practice nurses to deliver health promotion 


	SPCT – public health/localities
	· No. of front line staff on public health training schemes.

· Evidence of mainstreaming innovation in front line services.

· No. of health visitors reviewing practice in light of Hall 4.

· Number of ratified changes in H/school nursing/practice nurse practice.

· Recorded satisfaction of patients.


4.1.3
Programme three: the Over 50s

	Action
	Lead
	Proxy/interim indicators (with a focus on equity across the city).



	Increase access to high quality primary care services – ensure prescription of appropriate medication 
	SPCT/Public Health/Service Modernisation
	· No. of statins and hypertensive drugs prescribed.

· Patient satisfaction.

· No. of admissions for stroke and heart  attacks.

· No/rate. of stroke and heart-related deaths.

· Flu vaccination rates.

	Reduce falls in the home – implement forthcoming strategy
	Older People’s Partnership Board
	· No. of falls in the home.

· No. of hospital admissions.

· No. of deaths as a result of falls.

· No. of episodes of surgery.

	Increase affordable warmth – implement forthcoming strategy and monitor 
	PCT/SCC – Housing
	· No. of participants on referral training for front line staff.

· No. of front lining staff making referrals for support in relation to actual/potential fuel poverty.

· No. of reported conditions related to damp in the home.

· No. of deaths related to hypothermia.

· No. of admissions for hypothermia.




4.1.4
Programme four: tobacco control

	Action
	Lead
	Proxy/interim indicators (with a focus on equity across the city).



	Act upon forthcoming recommendations of Health and Social Care Scrutiny Committee’s in depth exercise on tobacco control in the City (03/ 2004)
	Salford Tobacco Partnership/SCC/SPCT
	· Response to recommendations – forming work programme of Salford Tobacco Control Partnership.

	Set up Salford Tobacco Control Partnership
	SCC/Env Services/City Council
	· Development of Tobacco Control Strategy and action plan.

· Progress reported to Healthy City Forum.

· CHD/Cancer mortality rates.

	Develop smoking cessation service

· primary care settings;

· the prison; and 

· in communities


	SPCT
	· Reported views of related staff.

· No. of 4 week quitters.

· No. of twelve month quitters.

· Satisfaction of service users.

· No. of presentations in primary care for smoking related conditions.

· No. of smoking-related admissions to hospital.

	Reduce smoking in pregnancy
	SPCT/smoking cessation/Hope Hospital
	· No. of successful interventions through Sure Start ‘Smoke free homes’ initiative.

· No. of pregnant mothers smoking.

· No. of referrals to specialist support.

· No. of pregnant mothers quitting.

· Patient satisfaction.

	Train front line staff (in City Council and PCT) to signpost motivated quitters into smoking cessation service
	SPCT/Smoking cessation service
	· No. of trained staff.

· Levels of knowledge amongst front line staff;

· No. of referrals made.

· Patient satisfaction.

	Engage smoking prevention worker:

· Build capacity of neighbourhood –based health improvement workers;

· Control supply of tobacco locally;

· Action in schools (with healthy schools initiative);

· Develop smoke free places in Salford; and

· Review workplace policies in PCT and SCC.
	SPCT/Env Services- SCC
	· Quarterly progress reports to Healthy City Forum.

· No. of smoke free places across the city.

· No. of cases made by trading standards.

· No. of shop keepers selling to underage customers.

· No. of smoke free policies in major employers.


4.1.5
Programme five: food, drink and physical activity

	Action
	Lead
	Proxy/interim indicators (with a focus on equity across the city)

	Set up Salford Food Poverty Partnership
	SPCT/Public Health
	· Development of food poverty action plan.

· Progress reported to quarterly Healthy City and Social Inclusion Forums.

	Map food affordability, availability, accessibility
	SPCT/Public Health
	· Produce report: June 2004.

	Increase consumption of five fruit and vegetables-a-day

· Clockwork Orange fruit and vegetable van sales

· Grow Your Own in primary schools

· Blender scheme

· Cookery clubs in primary schools

· Training programme

· Communication campaigns
	SPCT - public health
	· Amount of fruit and vegetables sold through van sales distribution scheme – Central Salford and Little Hulton.

· Local evaluation of the scheme.

· No. of schools taking up scheme support.

· No. of positive articles in local media.

· No. of residents participating in training.

· Levels of understanding of 5 A Day amongst staff, adults and children.

· How much fruit and veg being eaten in Salford.

	Work with schools food provider to ensure quality of school meals
	SPCT - public health/healthy schools/education department
	· No. of healthy options in schools.

· No. of vending machines in schools.

· Availability of non-healthy foods and drinks in schools.

· Satisfaction of school pupils/students.

	National Schools Fruit Scheme
	SPCT/Schools
	· No of schools participating.

· No of pupils receiving fruit.

· Satisfaction of pupils.

· Reported effects on classroom behaviour and attainment.

· No of obese children.

· Levels of understanding of nutrition.

	Develop food hygiene courses in community settings
	SCC Env Services
	· No of courses set up.

· No of participants on courses.

· No of participants from disadvantaged communities.

· No of food-related conditions reported.

	Improve access to leisure facilities
	Leisure Company/SCC
	· No of local accessing leisure facilities.

· No of visits of local participants.

· Reported satisfaction of service users.

· No of participants coming from disadvantaged communities.

· No of participants reporting improvements in health, well being.

· Obesity.

	Develop healthy walks and opportunities for increased physical activity 

· Health walks 

· Green Gyms
	SPCT/Health Improvement Officers//Environmental Services/Salford Leisure
	· No of walks set up.

· No of people attending.

· No of participants from disadvantaged communities.

· No. of schemes run by volunteers.

· No of scheme taken over by local people to run themselves.

· Reported satisfaction of walkers.

· No of participants maintaining walks after three months.

· No of participants maintaining walks after six months.

	Build on healthy hearts and hips and exercise on prescription schemes
	SCC leisure Services
	· No of participants.

· No of participants from disadvantaged communities.

· No of scheme taken over by local people to run themselves.

· No of participants reporting sustained activity levels after three months.

· Satisfaction of service users.

	Develop and implement Green transport plan for the PCT and City Council
	SPCT/SCC
	· Changes in planning of bus routes as a result of LSP input.

· No. of staff  members using public transport to do PCT and Council business.

· No. of local cycle paths.

· Number of miles completed by bicycle.

· Number of events of car sharing.

	Develop alcohol strategy for Salford
	SPCT - public health/DAAT/Crime and Disorder Partnership
	· Development of alcohol strategy.

· Development of Salford alcohol partnership.

· Development of basket of targets after publication of National Strategy.


4.1.6
Programme six: developing health-improving organisations

	Action
	Lead
	Proxy/interim indicators (with a focus on equity across the city)

	Develop Healthy City Forum
	SPCT/Public Health and all partners 
	· No of added value activities successfully initiated.

· No of added value activities successfully completed.

· Satisfaction of partners.

· Continued commitment of partners.

· Effective communication of messages/issues/business of the Forum.

	Increase investment in prevention
	SPCT  - Commissioning/ SCC – Chief Executives
	· Commissioning strategies take into account inequalities in health, through explicit dedicated funding criteria.
· Commitments made to increasing percentage of spend on prevention – all agencies/ directorates.

	PCT and commissioned organisations and City Council to procure from local suppliers
	SPCT – LIFT/Commissioning/City Council
	· No of local suppliers engaged by PCT and SCC.

· No of local suppliers supplying locally produced goods.

	PCT and commissioned organisations and City Council to employ more local people
	SPCT – LIFT/Commissioning/City Council
	· No of local people in training posts by PCT and SCC.

· No of local people working for PCT and SSC.

	Develop Healthy Schools Standard– focus on developing programmes to improve nutrition and reduce obesity, smoking and substance misuse
	SPCT public health/SCC LEA
	· No of primary schools participating.

· No of secondary schools participating.

· Number of poorest performing schools participating.

· Impact on young people’s health.

· Impact on schools performance.


4.1.7 
Programme seven: developing health improving workforce
	Action
	Lead
	Proxy/interim indicators (with a focus on equity across the city)

	Set up health inequalities development programme for councillors, non executive directors, senior managers and front line staff
	SPCT/Public Health/SCC Scrutiny/Cabinet
	· No of activities organised.

· No of participants.

· No of participants completing the module/training package.

· Satisfaction of participants.

· Impact of training on decision-making.

	Develop structured and accredited training package to develop skills of local public health workforce 
	SPCT - public health and Teaching and Learning SCC economic development/basic skills
	· No of training packages accredited.

· No of participants.

· No of participants completing the module/training package.

· Satisfaction of participants.

· Impact of training on local practice.

	Encourage local staff to undertake relevant health inequalities research as part of their personal development plans
	SPCT - public health/Teaching and Learning/ SCC
	· No of staff undertaking research training.

· No of relevant research projects initiated.

· No of research projects completed.

· Value of research to organisational/practitioner development.

· Ability of organisations to change practice in light of research/evidence.


4.1.8 Programme Eight:  Equitable Health Services
	Action
	Lead
	Proxy/interim indicators (with a focus on equity across the city)

	Influencing the Choice agenda
	Public health/Localities
	· No of public and patients involved in shaping the agenda from disadvantaged communities.
· Impact of health inequalities information on the Choice agendas.

	GMS/PMS contracts – 
To reduce inequalities 
To deliver health promotion/education
	Public health/Service Modernisation - PCT
	· No. of GPs placed in under-served areas.
· No of GPs with special interest in health inequalities.
· Targeted health improvement activity in practices in disadvantaged communities.
· Work with localities to enhance GP services (as per enhanced part in GMS contract).
· Satisfaction of patients.

	LIFT Developments
· Develop new models of primary care delivery in walk in centres to promote access
	LIFT/SCC
	· No. of nurse practitioners placed in under-served areas.
· Evidence of innovation transferred into mainstream provision.
· Patient satisfaction.

	Access to primary care
	Public health/Service Modernisation - PCT
	· Waiting times to primary care – no more than 48 hours.
· Equitable access to primary care across the city.
· Adequate Interpretation and translation services.
· Accessibility of primary care buildings.

	Self care scheme 
	Public health/Service Modernisation - PCT
	· No of patients on scheme.
· Satisfaction of expert patients in responsiveness of primary care staff.


	Community pharmacy
	Public health/Service Modernisation - PCT

	· Roll out of pilot in Lower Charlestown and Kersal.

	Sexual Health Strategy
	Public health/Service Modernisation - PCT
	· No of patients using sexual health services.
· Effectiveness of sexual health promotion work (cf teenage pregnancy strategy).
· Evidence of reaching groups of people traditionally not served (e.g. homeless, asylum seeker populations, etc).
· Patient satisfaction.
· Reduction in HIV and STDs.


4.1.9
Programme nine: using information intelligently
	Action
	Lead
	Proxy/interim indicators

	Produce Annual Salford Health Inequalities Report
	SPCT - public health
	· Annual public health report.

	Evaluate neighbourhood-based health improvement
	SPCT - public health/neighbourhood management/NDC
	· Resources for evaluation identified.

· Staff trained to undertake evaluations.

· Production of clear and useful evaluation findings.

· Systematic learning from evaluations.

	Develop a programme of equity audits for next three years, starting with cancer services equity audit in 2003/4
	SPCT - public health
	· Priorities identified.

· Recruitment of Equity Officer.

· Three audits completed (food, children’s services, cancer).

· Measurement of impact of audits on the way services are planned and delivered.

	Public health data available via web sites of organisations
	SPCT - public health/SCC
	· Information available on PCT inter and intra-net.

· Information link on SCC web site/inter and intra-net.

	Develop disease registers in general practice
	SPCT - public health/ localities 
	· No of practices using disease registers.

· No of patients referred to specialist.

· interventions as result of registers.

· Reduction in hospital episodes/mortality as a result of register initiated action.

	Learn from local projects to improve health improvement delivery; including New Deal for Communities, Salford RAPAR Project and neighbourhood-based  development work
	SPCT - public health/SCC –new deal 
	· Systematic programme of events to share learning.

· Processes to actively use learning in decision making.

· No of changes made to current service delivery.

· Quantification of influence of learning on policy making.


4.2 
ACTION ON 2020 AGENDA
	2020 agenda: 
	
	

	Develop the capacity of Partners IN Salford to understand their work in relation to its impact on health inequalities
	PCT public health, PCT information, City Council Strategic Information Group and Performance Management of Partners in Salford to
	· Programme of training to understand impact on inequalities.

· Influence on relevant initiatives/strategies, e.g. ‘Supporting People’, Housing Market Renewal, etc.

	Develop the capacity of Partners IN Salford to monitor and direct the impacts of partner activity on health inequalities
	PCT public health, PCT information, City Council Strategic Information Group and Performance Management of Partners in Salford to
	· Compendium of local intelligence, set up systems for measurement.

· Basket of local inequalities indicators to monitor performance on inequalities agenda and City-wide commitment to improving Salford (as detailed in the Community Plan).

	Health impact assessment on Housing Market Renewal scheme
	SPCT – Public health/ SCC - Housing
	· Integrated impact assessment established.

· Baseline developed.

· Assessment produced with clear messages and recommendations.


References:
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Appendix: 1 What works in reducing health inequalities: drawing together evidence and        identifying opportunities for change in Salford

The following tables detail evidence and broader impact of the actions outlined above. They are intended to show how what we know about effective actions has been used in the development of this strategy, and the thought that has gone into allocating responsibilities to agencies They are intended to be read in conjunction with the action plans, detailed above.   The information is taken from reviews posted on the Health Development Agency website.  www.had-online.co.uk

	The very young and their families (the under 5s)
	
	
	

	Target
	Proposed work programme
	Strategic links
	Performance Proxy/interim indicators

	
	What works – action?
	What works – enablers?
	
	

	· Starting with local authorities, by 2010 to reduce at by at least 10% the gap between the fifth of areas with the lowest life expectancy at birth and the population as a whole.
· Reduce the level of inequality in rates of under-18 conception between the worst fifth of the wards and the average by at least a quarter and
· By achieving agreed local conception reduction targets: reduce the national under-18 conception rate by 15% by 2004 and 50% by 2010
	· Break cycles of disadvantage – support families to be economically independent.
· Improve life chances for family members, especially training an d employment.
· Reduce child poverty.
· Develop networks, nurture senses of belonging and support development of ‘social capital’.
· Increase access to high quality health services and early years support.
· Promote health across all sectors.
· Improve housing for children, and reduce numbers in bed and breakfast.
· Improve education outcomes.
· Increase availability, accessibility and affordability of nutritious and appropriate food.
· Increase breast feeding in deprived neighbourhoods.
· Reduce accidents in the home and in the street.
· Improve quality and frequency of transport to increase access and use of services.
· Develop opportunities to be physically active in safe and appropriate settings and
· Improve the environments in which young children live and learn, making them healthy, safe and clean.
	· Take a population perspective.
· Work with local people to identify needs and solutions in the most deprived areas (community committee areas).
· Consult and engage local communities – especially those who find it hard to access services.
· Develop capacity of front line staff to signpost families into relevant services.
· Encourage major local players (NHS, City Council and University) to strengthen local economies, procure from local suppliers, employ and train local people and develop green travel plans.
· Develop smarter systems for tracking progress of children and young people.
· Mainstream activity.
· Use information about health intelligently.
· Measure use of services to stop inequity, in particular children’s services.
· Develop inequalities research portfolio and
· Evaluate process and outcomes.
	· Primary Care.
· Neighbourhood Renewal.
· Sure Start.
· Life Long Learning.
· Patient and Public Involvement.
· Anti-poverty.
· Market Housing Renewal.
· Social Inclusion.

	· Conception rates.
· Rates of childhood diseases and conditions.
· Immunisation rates.
· Use of health services.
· Satisfaction with provided services.
· Percentage of households – including lone parents - in receipt of income support.
· Working families tax claimants.
· Numbers of children looked after.
· Percentage attaining 5 passes at GCSE.
· Exclusion levels from secondary schools.
· School attendance levels.
· Destinations of year 11 students.
· Percentage of decent and ‘fit’ homes.
· Numbers of children injured and killed in accidents and 
· Well being and quality of life scores.


Over 50s

	Target
	Proposed work programme
	Strategic links
	Performance Proxy/interim indicators

	
	What works – action?
	What works – enablers?
	
	

	· Starting with local authorities, by 2010 to reduce at by at least 10% the gap between the fifth of areas with the lowest life expectancy at birth and the population as a whole
	· Improve life chances of people over 50, especially training and employment.
· Reduce poverty and reliance on benefits.
· Increase affordable warmth.
· Develop networks, nurture senses of belonging and support development of ‘social capital’.
· Increase access to high quality health services.
· Promote health across all sectors.
· Improve housing
· Increase availability, accessibility and affordability of nutritious and appropriate food.
· Reduce accidents in the home and in the street;
· Improve quality and frequency of transport to increase access and use of services.
· Develop opportunities to be physically active in safe and appropriate settings. 
· Improve the environments in which people over 50 live and work, making them healthy, safe and clean and
· Provide high quality secondary prevention through primary care.
	· Take a population perspective.
· Work with local people to identify needs and solutions in the most deprived areas.
· Consult and engage local communities – especially those who find it hard to access services.
· Develop capacity of front line staff to signpost people over 50 into relevant services.
· Encourage major local players (NHS, City Council and University) to strengthen local economies, procure from local suppliers, employ and train local people and develop green travel plans.
· Develop smarter systems for tracking progress of people over 50.
· Mainstream activity.
· Use information about health intelligently.
· Measure use of services to stop inequity, in particular of cancer services.
· Develop inequalities research portfolio and
· Evaluate process and outcomes.
	· Older people. 
· Primary Care.
· Life Long Learning.
· Patient and Public Involvement.
· Neighbourhood Renewal.
· Anti-poverty.
· Market Housing Renewal.
· Social Inclusion.
	· Life expectancy of Salford residents.
· Death rates from circulatory disease, ages under 75.
· Death rates from all accidents, all ages.
· Death rates from cancer, ages under 75.
· Death rates from suicide and undetermined injury, all ages.
· Smoking cessation rates.
· Rates of diseases and conditions (especially stroke, heart disease and cancers) in people over 50.
· Flu immunisation rates.
· Use of health services.
· Satisfaction with provided services.
· Percentage of retired households – in receipt of income support.
· Percentage of decent and ‘fit’ homes and 
· Well being and quality of life scores.


Smoking and tobacco control

	Target
	Proposed work programme
	Strategic links
	Performance Proxy/interim indicators

	
	What works – action?
	What works – enablers?
	
	

	· Starting with local authorities, by 2010 to reduce at by at least 10% the gap between the fifth of areas with the lowest life expectancy at birth and the population as a whole

	· Develop twin-track approach to prevent smoking and support cessation.
· Coordinate action through city-wide Tobacco Control Strategy with dedicated support to implement and monitor progress.
· Work with Salford Scrutiny and Overview Committee to scrutinise local action.
· Develop effective smoking cessation services in primary care and the community.
· Create smoke free places, in particular, smoke free work environments.
· Identify good practice in the city, and share learning
· Reduce smoking in pregnancy;
· Develop prevention work in schools and other places where young people meet.
· Control supply of tobacco to young people and
· Develop systems for identifying illegal supply of imported tobacco.

	· Take a population perspective.
· Engage community leaders in efforts to reduce smoking and control tobacco in Salford.
· Improve systems for collecting data on quitters.
· Develop community-based smoking prevention and cessation activity.
· Provide specialist support for health improvement practitioners.
· Enable front line staff to identify smokers motivated to quit and sign post them to relevant services.
· Work with schools.
· Work with private sector
· Offer incentives for local businesses to implement smoke free policies.
· Mainstream activity.
· Use information about health intelligently.
· Measure use of services to stop inequity, in particular cancer services.
· Develop inequalities research portfolio and
· Evaluate process and outcomes.
	· Patient and Public Involvement.
· Anti-poverty.
· Social Inclusion.
· Older people. 
· Sure Start.
· Life Long Learning
· Primary Care.
· Anti-poverty.
· Social Inclusion.
	· Life expectancy of Salford residents.
· Death rates from circulatory disease, ages under 75.
· Death rates from cancer, ages under 75.
· Smoking cessation rates.
· Rates of smoking-related diseases and conditions.
· Blood pressure rates.
· Use of relevant health services.
· Satisfaction with provided services; and 
· Well being and quality of life scores.


Food, drink and physical activity
	Target
	Proposed work programme
	Strategic links
	Performance Proxy/interim indicators

	
	What works – action?
	What works – enablers?
	
	

	· Starting with local authorities, by 2010 to reduce at by at least 10% the gap between the fifth of areas with the lowest life expectancy at birth and the population as a whole
	· Increase availability, accessibility and affordability of nutritious and appropriate food.
· Establish local food poverty strategy, with associated programme of work and partnership to oversee progress.
· Promote 5-A-Day work in deprived areas.
· Provide opportunities for improving cooking skills in deprived communities.
· Encourage schools to provide nutritious and affordable food.
· Support reduction in salt consumption.
· Develop food hygiene training, and inspect food producing premises.
· Develop joint exercise and nutrition programmes in schools, especially for obese children and their families.
· Undertake behavioural-focused activities with children and adults in community settings.
· Structure and support activities in a range of settings (e.g. exercise on prescription).
· Increase accessibility of leisure facilities, including parks.
· Reduction in fear of crime; and 
· Work to make open spaces safe and well maintained.
	· Take a population perspective.
· Work with communities to identify barriers and opportunities.
· Provide expert support for health improvement staff.
· Enable front line staff to identify motivated individuals and sign post them to relevant services.
· Mainstream activity.
· Use information about health intelligently.
· Measure use of services to stop inequity, in particular food access and cancer services.
· Develop inequalities research portfolio and
· Evaluate process and outcomes.
	· Primary Care.
· Neighbourhood Renewal.
· Sure Start.
· Life Long Learning.
· Patient and Public Involvement.
· Anti-poverty.
· Community safety.
· Market Housing Renewal.
· Social Inclusion.

	· Life expectancy of Salford residents.
· Death rates from circulatory disease, ages under 75.
· Death rates from cancer, ages under 75.
· Death rates from suicide and undetermined injury, all ages.
· Rates of related diseases and conditions.
· Blood pressure rates.
· Use of relevant health services.
· Satisfaction with provided services and
· Well being and quality of life scores.


Appendix 2 
The Healthy City Forum (HCF), is a strategic delivery vehicle for the Partners IN Salford, has high-level representation from agencies across the city, as well as lay members. The Forum is responsible for overseeing progress made in the health inequalities Strategy, and will define a detailed work programme to take it forward. It is charged with implementing the Strategy and monitoring its effectiveness.
Individual Directorates of the City Council and the Primary Care Trust will each have a role to play in meeting local targets. Directors will be accountable for actions in their domains. In addition, other Strategic Partnerships in the city will have a contribution to make to improving health and reducing inequalities. The PCT provides strategic leadership and manages the work of HCF. The aims of the Healthy City Forum are implemented by the Health and Well being in Salford Group, which is responsible for co-ordinating prevention work in Salford. The Group is accountable to the Healthy City Forum.
The terms of reference of the Healthy City Forum are to:
· To promote linkages and dialogue, and to progress work between agencies and communities in Salford to improve health and reduce inequalities
· Bring together the health improvement, promotion of well being and NHS modernisation agendas, where partnership working adds value, into a coherent programme and monitor progress
· Identify the contribution each partner can make to improving health and reducing inequalities
· Identify actions where partners working together will improve health and reduce inequalities more than working in isolation
· Ensure investments in health care services are targeted at those that have the most contribution to make to improving the health of the population of Salford
· To take the lead in the Salford partnership for the implementation of the health section of the Community Plan and Neighbourhood Renewal Strategy
· To link issues that can contribute to health improvement and reduction of inequalities to the work of the other 6 strategic delivery groups of the Salford Partnership and 
· Report to the Salford Partnership on the development of the Healthy City programme 
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