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Introduction
Over the next few years PCNs will be asked to deliver expanded services, new ways of integrated working and
new service models to realise the ambitions of the NHS Long Term Plan.
Key to this ambition is finding ways to deliver strategies that promote illness prevention and address health
inequalities. The recognition that tackling these issues is fundamental to improving healthcare is reflected in
both the strategic purposes outlined for the Integrated Care systems and the PCN objectives for 22/23 (See
Appendix 1 for more info about inequality and the ICS and PCN goals).

The PCN service requirement ‘tackling neighbourhood inequalities ‘ directly supports the goal to tackle health
inequalities across a PCN. PCNs are being asked to identify a cohort where there is evidence of inequality by
February the 28th 2022 (see appendix 3 for info on inequalities).
In order to support this work PCN profiles are being produced by Public Health Northamptonshire and
supported by the Primary Care Team, Northamptonshire CCG. The primary care team are planning to support
PCNs in this work by looking at the enablers needed to deliver changes like workforce and estates. The work
will also look to help practices benchmark current assets , challenges, solutions and opportunities. The hope is
that this will contribute and compliment future work that PCNs will do in order to develop services and
estates planning.

PCN Profiles
•

Listening to feedback from providers and using the lessons learnt when PCN profiles were produced
previously in 2019, the emphasis has been on helping PCNs identify areas to look for inequality rather
than creating a comprehensive data pack that would require analyst to interpret and a system to prioritise
multiple opportunities.

•

The Core20plus 5 approach (see appendix 2) has been used to help provide focus. While this has been
developed primarily for the ICS the principles can still be applied at PCN level and below.
Development of the approach.

For each PCN the LSOAs have been highlighted that fall into the 20% most deprived nationally. Then key
indicators identified by the Public Health team for conditions in the ‘5’ have been reviewed against national
indicators. This approach means that PCNs can look at the population in these deprived areas, the clinical
indicators and determine if any inequality exist. Depending of the size of the cohort identified this group may
need to be segmented further by looking at age groups, gender or ethnicity for example. It is hoped that this
approach gives practices flexibility around choosing their cohort but for those where resource is more limited
then the profile has identified deprivation and some key clinical indicators that could be explore without
requiring lengthy data analyst and interpretation.

Deprivation
Shape use IMD score to
assess the deprivation of
an area. This map shows
LSOAs with a score of
33.26 or more.

LSOAs with a score of
33.26 or more are in the
20% most deprived area.

Corby, Daventry Kettering
and Northampton have
areas that score 32 and
sit in the next deprivation
group (scores ranging
from 21.56 to 33.25).
They are not shown on
this slide.

PCN Red Kite Healthcare: Practice catchments and 20% most deprived areas.

Source: SHAPE Tool 2021
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GP Profiles in Fingertips tool present an overall summary of PCN activities. Four health conditions,
mental health, CVD, cancer and diabetes, and the demographic characteristics of Red Kite Healthcare
PCN were compared to the England average. The areas that PCN need to focus on are highlighted here.

Population demographic
Red Kite Healthcare PCNprofile
has
•

A higher prevalence of obesity (7.8% vs. 6.9%);

•

A higher smoking prevalence (22.0% vs. 15.9%);

•

A higher prevalence of active smokers (19.0% vs. 14.3%);

•

A higher prevalence of depression (15.0% vs. 12.3%);

•

A higher prevalence of dementia (0.9% vs. 0.7%);

•

A lower proportion of patients with diabetes who had a foot examination and risk classification
(denominator incl. PCAs) (37.3% vs. 49.3%);

•

A lower proportion of patients with diabetes, who had last BP <=140/80 (denominator incl. PCAs)
(41.0% vs. 46.5%);

•

A lower proportion of patients with severe mental health issues having a comprehensive care plan
(denominator incl. PCAs) (25.4% vs. 43.1%);

Note: This is a summary at PCN level, you may find variations among GPs within the PCN. Please follow this link
National General Practice Profiles for the information at practice level. The time period covered in the datasets is
2020-21.
Source: National General Practice Profile, PHE Fingertips Tool 2022
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Appendix 1

ICS four strategic purposes are:
• Improve outcome in population health and health care.
• Tackle inequalities in outcomes, experience and access.

• Enhance productivity and value for money.
• Support broader social and economic development

Guidance on the development of place based partnerships as
part of statutory integrated care systems Sept 2021. NHSE/I.

Summary of PCN Objectives 2021/22 and 2022/23
NHSE/I Dec 2021

Appendix 2

Core20PLUS5 – An approach to reducing health inequalities

Core20PLUS5 is a national NHS England and NHS Improvement approach to support the
reduction of health inequalities at both national and system level. The approach defines a
target population cohort – the ‘Core20PLUS’ – and identifies ‘5’ focus clinical areas
requiring accelerated improvement.
PLUS
Integrated Care System (ICS)-determined population groups experiencing poorer than
average health access, experience and/or outcomes, but not captured in the ‘Core20’
alone. This should be based on ICS population health data.
Inclusion health groups include: ethnic minority communities, coastal communities, people
with multi-morbidities, protected characteristic groups, people experiencing homelessness,
drug and alcohol dependence, vulnerable migrants, Gypsy, Roma and Traveller
communities, sex workers, people in contact with the justice system, victims of modern
slavery and other socially excluded groups.

Inclusion health groups include:
Ethnic minority communities, coastal communities, people with multi-morbidities, protected
characteristic groups, people experiencing homelessness, drug and alcohol dependence, vulnerable
migrants, Gypsy, Roma and Traveller communities, sex workers, people in contact with the justice
system, victims of modern slavery and other socially excluded groups.

Appendix 3

Reducing Health Inequalities though new models of care. Institute of Health Equity

Health inequalities may be driven by:
1. Different experiences and distribution of the wider determinants of health or structural
factors. For example, the environment, community life, income or housing. In other words,
the social economic and environmental conditions in which people live, work and play.
2. Different exposure to social, economic and environmental stressors and adversities.
These affect states of mind from an early age and throughout life. Stress and psychological
wellbeing directly affect resilience, health conditions and health behaviours.
3. Differences in health behaviours or other risk factors between groups, for example
smoking, diet, and physical activity levels have different social distributions. Health
behaviours may be influenced by wider determinants of health, like income.
4. Unequal access to or experience of health and other services between social groups.
People who share protected characteristics, as defined in the Equality Act 2010, may
experience poorer health outcomes as a direct result of discrimination or due to different
experiences of the factors described above.
Health Equity Assessment Tool (HEAT) PHE

