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Executive Summary:   

Effective health care can narrow or widen inequalities depending on whether it is 
equitably delivered or not.  

This paper describes a framework for analysing the role of primary healthcare in tackling 
health inequalities. It illustrates how this framework can be applied using coronary heart 
disease as a focus and suggests initial work with the primary care system focuses on 
coronary heart disease and cardiovascular disease more generally. 

Maximising the contribution of primary care to reducing health inequalities must involve 
considering equity of inputs, structure, and healthcare processes with reference to the 
concept of intervention decay. There is evidence for inequity in outcomes and some 
aspects of care, as well as some aspects of workforce supply.  

The increasing maturity of the primary care networks and their responsibilities around 
health inequalities creates an opportunity to put more strategic focus on systematically 
tackling health inequalities through primary care.  
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Recommendation(s)  

That:  

1. Cardiovascular disease is the initial focus for work to address health inequalities 
through primary care. 

2. Further analysis should be done to look at equity in other aspects of primary care 
for people with coronary heart disease. 

3. Bury CCG should support PCNs to analyse inequalities in health and care 
(starting with cardiovascular disease) within practice and PCN populations with 
the aim of identifying aspects of care that vary according to patient 
characteristics such as deprivation and ethnicity and to identify clustering of 
aspects of care that might help identify those patients who are potentially 
missing out on the most effective interventions. 

4. Data on skill mix across practices is collected to allow a fuller assessment of 
equity of distribution of the clinical workforce relative to deprivation and health 
need and support PCNs’ workforce strategies. 

5. Council and CCG speak to counterparts at the Greater Manchester level and 
propose analysis to understand the relationship between general practice 
workforce supply and composition and key outcomes. 

6. Bury CCG and Council and GP Federation to support the Primary Care 
Networks to develop their health inequalities plans drawing on the frameworks 
outlined in this paper. 

7. The Health and Wellbeing Board should ask for an update on progress against 
these recommendations in September 2022. 

Background  

1. Bury has adopted the GM population health strategy model. This model builds on the 
King’s Fund’s vision for a population health systemi. This comprises four overlapping 
areas: (i) the wider determinants of health; (ii) health behaviours and lifestyles; (iii) 
places and communities; and (iv) and integrated health and care system. Tackling 
inequalities requires action across all four areas and their overlaps. This paper 
focuses on the role of primary care in tackling inequalities in primary care.  

2. Primary care delivers important aspects of primary prevention (e.g. vaccination, 
screening and brief advice for alcohol misuse) secondary prevention (NHS health 
checks and other screening programmes), and tertiary prevention through 
management of long-term conditions. Despite evidence that primary care activity is 
more equitable than secondary careii, there is variation in diagnosis and care for 
important conditions, and the distribution of primary care resources is not always 
equitable.  
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3. The increasing maturity of the primary care networks and their responsibilities around 
health inequalities creates an opportunity to put more strategic focus on 
systematically tackling health inequalities through primary care. 

4. This paper focuses on coronary heart disease as an example. Despite improvements, 
coronary heart disease and cardiovascular diseases more broadly still include the 
leading causes of death and disability in the North Westiii. We recommend that 
coronary heart disease (and cardiovascular disease more broadly) is used as an 
initial focus for identifying and tackling health inequalities through primary care. 

Recommendation 1: that cardiovascular disease, and coronary heart disease 
within that, is the initial focus for work to address health inequalities through 
primary care.  

A framework for evaluating the role of healthcare in tackling health inequalities 

5. It is widely understood that ill health is inequitably distributed. Effective health care 
can narrow or widen inequalities depending on whether it is equitably delivered or not. 
That health care is generally inequitably distributed is less widely understood, despite 
having been described for over 50 yearsiv.  

6. Figure 1 illustrates how need (the burden of illness in a population) can be related to 
the combination of inputs (GPs, other clinical staff, funding, other assets) and 
structures (primary care networks, neighbourhood teams, community hubs) that make 
up health and care services and the outcomes of these services (improved health). It 
incorporates the idea of intervention decayv. Intervention decay describes how the 
number of people who could benefit from a healthcare treatment gets eroded by gaps 
and barriers that stop people accessing care. These barriers are labelled A-D in figure 
1. There is potential for inequity in each aspect of this diagram: in need, in the 
resources and structures that make us services, and in the extent to which people 
miss out on treatment through the intervention decay process. All these inequities 
contribute to inequities in health outcomes (such as preventable deaths or illness or 
hospital admissions).  
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7. This paper focuses on inequities in outcomes, processes, and inputs, as they relate to 
primary care in Bury. It uses examples to illustrate the types of challenges that exist 
and outline a framework for reducing health inequalities through primary care. The 
focus is on coronary heart disease as a major cause of illness and death in Bury 
which can to some extent be reduced by good quality primary care.  

8. The paper is not intended to be exhaustive. Separate work is being done to address 
inequity in secondary care, for example around ensuring that elective care waiting 
lists are reduced in an equitable way, and equity audits of specific secondary care 
pathways (e.g. acute coronary syndrome). 

Inequity in outcomes 

9. People living in more deprived communities tend to have worse health and die 
younger on average compared to people living in less deprived communities. This 
inequity is reflected in coronary heart disease. Figure 2 below shows deaths from 
coronary heart disease for small areas in Bury according to a measure of deprivation. 
Both graphs show a pattern of more deaths due to coronary heart disease in more 
deprived parts of the borough, although most parts of Bury are above the average for 
England (indicated by the dashed line in panel A). The pattern for hospital admissions 
is the same. There is a clear need for improvements in coronary heart disease 
outcomes across the borough, and that bigger improvements are needed in our most 
deprived communities. Panel A shows age-adjusted rates. The inequity in underlying 
crude (i.e. not age-adjusted) rates (panel B) are less stark because the inequality is 
masked by the fact that more deprived places tend to have younger populations and 
coronary heart disease is more common in older people. The crude rates are 
important though as these are more comparable with diagnosis rates.  
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10. Variation in outcomes may be the product of the variation the underlying risks for 

coronary heart disease (labelled ‘need’ in figure 1) or in the diagnosis and treatment 
of people for coronary heart disease or a combination of both need and care. The rest 
of this paper analyses variations in diagnosis, quality of care, and supply of clinical 
staff.  

Inequity in process 

11. Given that coronary heart disease outcomes are so inequitably distributed, we would 
expect to see GP practices serving more deprived populations diagnosing higher 
proportions of their patients with coronary heart disease. This is not the case: Figure 3 
panel A shows Bury GP practices according to a measure of how deprived their 
patient population is and the proportion diagnosed with coronary heart disease 
(according to the practice’s Quality and Outcomes Framework coronary heart disease 
register). The small number of practices within Bury prevents statistical analysis but 
the trend is towards practices serving more deprived populations diagnosing coronary 
heart disease at lower rates. This suggests substantial under-diagnosis of coronary 
heart disease that affects more deprived communities more than less deprived 
communities (labelled ‘B’ in figure 1), or worse outcomes for people with coronary 
heart disease, or (more likely) some combination of both. 

12. As well as lower diagnosis rates, practices serving more deprived populations may 
also have a higher proportion of patients with personal care adjustments (figure 2 
panel B). This may indicate higher proportions of patients not attending appointments, 
refusing treatment, or otherwise finding that the standard treatment is not appropriate 
for them. This provides evidence for intervention decay at points C and/or D in figure 
1. 

Figure 2: relationship between deprivation and coronary heart disease outcomes
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13. For those patients diagnosed, it is important that there is equity in quality of care. 
Figure 4 presents two indicators of quality of preventive care for patients with 
coronary heart disease: flu vaccination and the use of aspirin or other medications 
that reduce the risk of serious events such as heart attacks. The data suggest that 
while intervention decay due to variation in quality of care is relatively equitable and 
low for the use of aspirin and similar medications, the proportion of patients 
diagnosed with coronary heart disease who get a flu vaccine is lower for practices 
serving more deprived populations and variation in this aspect of preventive care is 
higher.  

Figure 3: relationship between deprivation and diagnosed coronary heart disease and personal care adjustments
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14. These are just two of several possible measures of quality of care. Further analysis 
(including grouping practices by PCN) would support detailed assessment of 
inequitable variation in primary care for patients with coronary heart disease as well 
as other cardiovascular diseases.  

Recommendation 2: Further analysis should be done to look at equity in other 
aspects of primary care for people with coronary heart disease. 

15. This analysis has looked at variation between GP practice populations. However, 
there is likely to be substantial variation within a practice population. Data are not 
available publicly that would support this analysis, but it may be possible to get them 
through searching local GP records. 

Recommendation 3: Bury CCG should support PCNs to analyse inequalities in 
health and care (starting with cardiovascular disease) within practice and PCN 
populations with the aim of identifying aspects of care that vary according to 
patient characteristics such as deprivation and ethnicity and to identify clustering 
of aspects of care that might help identify those patients who are potentially 
missing out on the most effective interventions. 

16. To summarise: more deprived communities have higher rates of emergency hospital 
admissions and deaths from coronary heart disease. While this likely reflects higher 
rates of risk factors for coronary heart disease (such as smoking) in those 
communities, there is evidence intervention decay may widen inequalities in 
outcomes in the form of under-diagnosis, variation in some aspects of preventive 
care, and in barriers to adherence to treatment.  

Figure 4: relationship between deprivation and preventive care for patients with CHD
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Inequity in inputs: GPs per person 

17. Equity of care is not likely without equity in provision of clinical staff. Nationally, more 
deprived areas tend to have fewer GPs per person than less deprived areas. 
According to NHS England data, Bury has the fewest GPs per patient in Greater 
Manchester and the 8th lowest out of 23 CCGs in the North West (see figure 2 below). 

 

18. If GP resources reflect need, we would expect more GPs per patient in practices 
serving more deprived communities. Figure 2, panel A shows the numbers of GPs per 
patient for Bury’s GP practices (on the vertical axis) against a measure of the 
deprivation experienced by that practice’s population (on the horizontal axis). The 
yellow trendline suggests that GP practices serving more deprived communities do 
not have more GPs per head and may have fewer. This graph probably understates 
the degree of inequity as it does not take account of differences in health need within 
each population.  

19. Figure 2, panel B shows the slopes of the trendlines for similar plots for all CCGs in 
the North West. Positive values suggest more GPs per patient in practices serving 
more deprived populations. Negative values suggest the opposite. On this measure, 
Bury appears to have a less equitable distribution of GPs than many areas in the 
North West. Notably some areas do have more GPs in practices serving more 
deprived communities. There is evidence that number of GPs per patient is 
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Figure 5: Bury CCG has relatively low numbers of GPs per head of population
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associated with higher overall satisfaction scores and with satisfaction with time to get 
an appointment. 

 

20. GPs are only one part of the clinical workforce. There is national evidence which 
suggests other clinical staff (practice nurses, pharmacists, etc.) tend to be more 
equitably distributed than GPs. Practices with fewer GPs per patient may be operating 
on a different mix of clinical skills, such as making more use of advanced nurse 
practitioners and other clinical staff. Further analysis is needed to understand whether 
this is the case for Bury. The creation of PCNs and the additional roles recruitment 
scheme may offer opportunities to smooth differences in resourcing within PCNs. 

Recommendation 4: that data on skill mix across practices is collected to allow a 
fuller assessment of equity of distribution of the clinical workforce relative to 
deprivation and health need and support PCNs’ workforce strategies. 

21. There are likely too few practices within Bury to enable meaningful statistical analysis 
of the relationship between staffing mix and overall numbers, deprivation, and 
outcomes such as quality of care, patient satisfaction, and health outcomes. This may 
be more feasible at the city-region level, and such analysis may help guide the focus 
of the emerging Integrated Care System’s primary care work. 

Recommendation 5: that Council and CCG speak to counterparts at the Greater 
Manchester level and propose analysis to understand the relationship between 
general practice workforce supply and composition and key outcomes. 

  

Figure 6: relationship between deprivation and GPs per person in Bury and the North West
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Discussion: what can be done about intervention decay? 

22. This paper has used publicly available data at small geographic areas to show how 
the intervention decay framework can be applied in practice to understand inequalities 
in primary care and identify opportunities for narrowing inequalities in health 
outcomes. It has focussed on coronary heart disease as a major cause of illness and 
death that affects all parts of the borough and where effective treatments are 
available. But the same model can be applied across a range of health outcomes. 

23. The table below (adapted from a presentation by Chris Bentley to the West Yorkshire 
Health Inequalities Academy in February 2021) suggests approaches to stemming 
intervention decay at each stage in figure 1. Each primary care network may wish to 
consider these as part of their health inequalities work. The suggestions in the table 
below include those that would benefit from close working between practices, primary 
care networks, integrated neighbourhood teams, and community hubs, local charities 
and other assets. 

A: Under-
awareness 

B: Under-diagnosis C: Variation in 
quality of care 

D: Barriers to 
adherence Partnership GP 

Social marketing 
programmes  
 
Community based 
focus to 
awareness raising  
 
Community 
Champions and 
Ambassadors 

Frontline Making 
Every Contact 
Count (MECC)  
 
Enhanced focus 
on target 
communities 
 
NHS Health 
Checks  
 
‘No wrong door’ for 
health queries  
 
Single point of 
access/helpline 
Peer support:  
• Champions  
• Navigators  
• Advocates 

Patient register 
search  
 
Focus on those 
patients who have 
not received 
multiple 
interventions or 
have missed 
repeated checks. 
 
Flag patients for 
opportunistic 
review. 
 
Health Check 
‘Hidden’ CHD:  
• Diabetes  
• COPD  
• Severe Mental 
Illness  
• Learning 
Disabled 
 
PHM cohort 
analysis 

Increase 
consistency and 
quality of clinical 
care.  
 
Address 
unwarranted 
variation. 
 
Enhance 
practitioner 
communication 
skills  
 

Structured self-
management 
education.   
 
Peer support to 
self-managed 
care. 
 
Wrap-around 
socio-economic 
support.  
 
Social prescribing. 

 

Recommendation 6: Bury CCG and Council and GP Federation to support the 
Primary Care Networks to develop their health inequalities plans drawing on this 
framework 

24. Some of the recommendations in this paper, such as additional analyses focusing on 
coronary heart disease and cardiovascular diseases can be delivered relatively 
quickly. Others, such as actions to identify and tackle under-diagnosis or improve 
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uptake of influenza vaccinations for people with cardiovascular diseases will take 
longer. An update at the September meeting should mean some actions should be 
complete, and clear plans should be in place for the longer term goals. 

Recommendation 7: Bury Health and Wellbeing Board should ask for an update on 
progress against the recommendations in this paper in September 2022. 

 

__________________________________________________________   

Report Author and Contact Details: 
 

Steven Senior 

s.senior@bury.gov.uk  

____________________________________________________________ 
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