UNIT 1: HUMAN OPTIONS: HEALTH ISSUES- Part 3
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Key Questions/Ideas:

1. What are the regional variations in health and morbidity in the UK?

2. What factors affect the regional variation in health and morbidity?

3. How do age, gender and wealth influence the access to facilities for exercise, health care and good nutrition?

4. How does the provision of health care systems vary across Stockton-on-Tees? 

What are the regional variations in health and morbidity in the UK?

Life expectancy
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Life expectancy is the average number of years from birth a person can expect to live. In the UK this has been steadily increasing (see graph). Women continue to live longer than men, but the gap is decreasing. In 1985, the gap was 4 years between male and female life expectancy whereas in 2005 the gap was just 2.8 years. However, life expectancy does vary across the UK due to a range of socio-economic factors. In 2005, variations in life expectancies across the UK were at their highest levels since Victorian times. Research carried out by the Universities of Sheffield and Bristol found a ten year gap between the ‘best’ and ‘worst’ places.  Targets have now been 
set by the government to reduce this gap by 10% by 2010 through tackling the complex socio-economic causes of this variation. 

 
On a country level, people in England tend to live longer than their counterparts in Wales, Scotland and Ireland as shown by the table based on statistics in 2005. 

	Country
	Males
	Females

	England
	76.9
	81.2

	Wales
	76.3
	80.7

	Northern Ireland
	76.0
	80.8

	Scotland
	74.2
	79.3

	UK
	76.6
	81.0


However, variations in life expectancies are more clearly seen at a regional level. A report from ONS (Office for National Statistics) found that all of the top 10 areas for life expectancy are in England, and five are in the South East.  In Scotland, Glasgow is the only part of the country where the men on average die before they are 70. The city also has the lowest life expectancy for women at 76. In contrast, Kensington and Chelsea in west London has the highest life expectancy. Men there live on average to 82 and women to 86. Danny Dorling, professor of Human Geography at Sheffield University, said: "The rise in life expectancy is not surprising, it is happening across the developed world. "But what is quite unique to the UK is that we are getting more unequal which means for some people those extra years are spent in ill health. "In Scandinavian countries and Japan this is not happening and that is because they are more equal." 

However, when looking at a slightly different variable ‘healthy life expectancy’ which is life expectancy before ill-health strikes, the variation is even more alarming. People in Didcot, Oxfordshire, could expect 86 healthy years, while in parts of Middlesbrough the figure was 54.9. The study concluded that nine of the top 10 healthiest spots were to be found in the south of England. Meanwhile, six of the bottom 10 were either areas of Liverpool or Manchester. The district in England and Wales with the lowest healthy life expectancy at 54.9 years, according to the study, is Middlehaven, the dockside area of Middlesbrough. A former shipyard community, local planners hope a £200m facelift will improve its image. By contrast, the 1990s-built Ladygrove estate in Didcot, which officially tops the national table, may have received a boost in its rating from the local recreation grounds and sports centre that are now avialable. 
Morbidity

Morbidity refers to illnesses and the reporting of disease. Research carried out in the UK over recent years has aimed to identify patterns of morbidity and the factors that contribute to these patterns, with a  view to targeting elements of healthcare to combat them. This is a more blurred pattern than life expectancy. For example regions in the north have a higher mortality from heart disease, strokes and lung cancer, whereas London has the highest rates of infectious and respiratory diseases. The links between factors such as age, income, occupation, education and environment and types of morbidity are also difficult to establish. 
Research so far has shown:

· Scotland has the highest rates of lung cancer, heart disease, strokes, and alcohol and drug related problems.

· Wales has the highest incidences of breast, prostate and bowel cancer.

· Northern Ireland has the highest rate of respiratory disease.

· England has the lowest rates for most of these. 
On a regional level in England there are some variations in morbidity but as discussed earlier it is not as clear as life expectancy patterns. Patterns of cancer highlight a divide based on north-south lines. People in the north of England and Scotland are far more likely to get certain cancers than those living in the South. The Office for National Statistics "Cancer Atlases" for the 1990s show an obvious North-South divide for cancers. Scots and Northerners are more prone to lung and stomach cancer, which appear to be linked to smoking and alcohol use as well as socio-economic deprivation. Geographical patterns for bladder, kidney, oesophageal (gullet) and stomach cancers were similar. However, there was little geographical variation in the incidence and death rates of breast, ovary and prostate cancers. 
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Drug related problems also show a complex pattern across the UK. The map below shows that the higher rates of drug related problems are the darker shading. These tend to be around Yorkshire and Humber and central London. The clear North south divide that can be seen with life expectancy is not evident here.  However, when comparing urban areas with rural areas we do see a clearer pattern, with higher rates of morbidity in towns and cities. Therefore, when looking at the map above it may be easier to explain the variation by looking at regions which are predominantly rural compared to those areas which have large urban areas within them. 
Therefore, we can conclude that variations in morbidity are less significant at a country or even regional level and more significant within a region. 
Variations in health across Stockton-on-Tees
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Health and deprivation in Stockton-on-Tees are generally worse than England as a whole.  (see ward map for deprivation)
· Smoking and rates of early deaths from cancer and from heart disease and stroke all appear worse than the averages for England. 

· Men and women from the least deprived areas of Stockton-on-Tees can expect to live longer than men and women from the most deprived areas: about eight years longer for men and about six years longer for women.

· Over the last ten years, deaths rates from all causes have decreased for men and women in Stockton-on-Tees. Rates of early deaths from heart disease, stroke and from cancer have decreased over the past ten years but remain above the averages for England.

Looking at the tables below we can see a clear difference between health in two areas of Stockton-on-Tees. Ingleby Barwick is a wealthy suburb of Stockton where 93% of the residents are social class 1 and 2. Whereas Stockton town centre is a ward which includes the inner city area surrounding the CBD. This was formally known as Portrack and Tilery. In this ward just 18% of the population is deemed to be in social class 1 or 2 according to the census data. Can we link the variations in health with social groups, or is it a more complex situation? 
	General Health
	Ingleby Barwick (suburban area)
	Stockton-on-Tees borough
	England

	Good
	80%
	67%
	69%

	Fairly Good
	15%
	23%
	22%

	Not Good
	5%
	10%
	9%

	Life expectancy (1999-03)
	79.9
	77.4
	78.3


	General Health
	Stockton town centre (Inner city)
	Stockton-on-Tees borough
	England

	Good 
	54%
	67%
	69%

	Fairly Good
	28%
	23%
	22%

	Not Good
	18%
	10%
	9%

	Life expectancy

(1999-03)
	71.3
	77.4
	78.3


What factors affect the regional variation in health and morbidity?

Whatever the geographical pattern of health across regions in the UK, we do need to attempt to explain the variations. These variations can be and have been attributed to age of population, socio-economic status, education, health-related behaviours and environment.

Age structure of population

Obviously areas that have a higher proportion of over 65’s may have higher incidences of morbidity. It has been found that people living near the coast in Devon, Norfolk and Dorset have the highest risk of heart disease. In the south and east of Dorset, nearly 14% of the population were at risk compared to fewer than 6% in London. One of the main reasons alongside access to health services and lifestyle is the fact that 22% of Dorset’s population is retired, compared to 13% which is the average for the UK. 
Socio-economic status

Socio-economic status has been shown to have a major impact on health, and there is evidence that a lower status is associated with increased risks of some diseases, infant mortality and life-span. Across the UK, babies born to father in social class 5 (unskilled and unemployed) have higher infant mortality rates than those born to fathers in social class 1 (managerial and professional). Also men within social class 5 also have a higher mortality and shorter life expectancy than those in social class 1. However, there are also variations across the UK associated with social class. Men in social class 5 in the north have a higher level of morbidity and mortality than their counterparts in the south of the UK. The reasons for this may lie with deprivation. Social class 5 have lower incomes and therefore access to poorer accommodation and ultimately there is a disproportionate amount of disadvantaged people living in a deprived area. This major issue, alongside patterns of behaviour such as higher rates of smoking, less uptake of healthcare and a lower ability to maintain health all leads to a high rate of morbidity and mortality for social class 5. 
Education

Levels of education can play a role in explaining the geographical patterns of health. Educated people tend to smoke less, eat a healthier diet and take more exercise. They are educated in the value of maintaining good health plus they can also often access health services more effectively. 
Health-related behaviours
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Levels of smoking vary considerably across the UK and within regions. Those of a lower social group are more likely to be heavy smokers, and it is this that explains the link between deprivation and lung cancer. Alcohol consumption and diet vary little across regions and therefore, are likely to have limited influence on patterns of health. Attitudes towards health, in particular exercise, may be an affect, but it is far from straightforward to quantify the effects.
Environment

The relationship between the weather and various aspects of health has been studied in great detail. Relationships have been found between:
· Temperature, heart disease and pneumonia, but these are more associated with seasonal variations of temperature than regional variations.

· Rainfall and heart disease, which may have an impact on regional variations. 

Air pollution used to be responsible for high areas of morbidity and mortality from respiratory diseases in the UK until the introduction of central heating. This has significantly declined since the 1960’s. Background radiation also has an impact upon health. In those areas where background radiation is high (see map), such as southwest England, morbidity rates are higher. In the southwest of England the rocks contain high amounts of radon, consequently the radioactivity is thought to be responsible for a higher risk of lung cancer in the area. There has also been some evidence of links between high rates of heart diseases and soft water found in the north and west. Excesses of nickel, cadmium, mercury and lead in water supplies are hazardous and there has now been a link made between aluminium and Alzheimer’s disease. 

How do age, gender and wealth influence the access to facilities for exercise, health care and good nutrition?

In the UK many aspects of health provision are closely linked to age. For instance, antenatal, maternity and post-natal services through GP’s, midwifery services, hospital maternity units and health visitor services are age related. So are health services linked to schools there are also specific services linked to old people and the geriatric stages of life. 
Other health services, such as contraceptive clinics, sexually transmitted disease clinics and breast screening services are aimed more or less at specific age groups, and some are aimed at one sex. However, health facilities must be considered more widely than just medical facilities. Under 16’s who may have lost access to school playing fields are just the same group that may find it difficult to access private health and fitness clubs. Even local authority may have age restrictions which stop or limit access for young people. 

Opportunities for young people to exercise are further restricted by the increase in traffic on the roads in many places. Until recently many more children used to walk or cycle to school, but a variety of pressures have reduced that exercise possibility. In particular, the increased traffic on the roads and the heightened concern about stranger danger and bullying mean that more parents drive their children to school. This increases traffic on the roads and congestion around schools, which increases the danger to children and adds more pressure not to walk or cycle.

There have been some local initiatives to develop school access plans, where certain routes are recommended. Some schools have also set up walking bus schemes where groups of parents and children agree to meet and walk to school together so that everyone has company and a degree of protection from traffic.

It is not just children who find it difficult to access exercise facilities and other health services. The elderly are less mobile than young adults; more women now own cars yet access to cars is still more common for men than women; the wealthy own more cars than the poor and more and more facilities are more accessible to car users than to public transport users, pedestrians or cyclists. For many years there has been an increasing pressure to own cars as they have become more of a necessity and less of a luxury. This has created a viscous circle as increased car use means that more and more facilities are designed to suit car users. 

Access to facilities is easier for the rich, the educated, the two-parent family, people between about 20 and 65, men and the employed. It is more difficult for the young, the old, the poor, the single-parent family, the unemployed, recent migrants and women. Low education levels are often associated with some of these disadvantaged groups, which means they are less able to understand and negotiate their way through complex bureaucratic systems which give access to health care and they are less well equipped to argue for their full rights from the system. Cultural factors may also play a part. Some women find it difficult to use gyms and swimming pools because of traditions of dress and separation of the sexes. If there is to be equal access to health and fitness facilities for all, a big effort has to be put into redesigning facilities and their locations to make them accessible to all, and into ensuring that all groups (by age, sex, culture etc) can make good use of what is provided. Public transport has to be improved and made more attractive and affordable. If local and national governments are to play a full role in improving the health of the nation and in reducing differentials in life expectancy and fitness, they must factors into their planning. 
How does the provision of health care systems vary across Stockton-on-Tees? 
All health care within the UK is provided by the NHS and has been since 1948.  In 2000 the Government produced the NHS plan.  A number of reforms were put in place based around primary health care trusts. Primary care is the first person that you see when you have a health problem.  It includes surgeries, dentists, opticians and pharmacists as well as walk in centres and NHS direct. PCTs take 80% of the NHS budget.
North Tees Primary Care Trust
This has 186 000 people registered.  There are 27 GP practices, 26 dental practices, 28 pharmacies and 14 ophthalmic opticians.  The PCT is responsible for deciding on the health service needs of the population and making sure that these services are provided.  

The PCT allows GPs to manage the health services in their own districts.  They can use the knowledge they have gained from the neighbourhood and decide where to send patients,

North Tees and Hartlepool foundation trust
This provides hospital based care for 365 000 in East Durham, Hartlepool Stockton and Sedgefield.  There are 2 teaching hospitals.  One is University Hospital North Tees and the other University Hospital Hartlepool.  Outreach work is also done a Peterlee Community hospital. Both these hospitals are located in the suburbs where access is easy for suburban residents.  However those living in the inner city who are more likely to require health care but less likely to have their own transport may find access more difficult. 

Special Mental Health trust
West Park hospital in Darlington provides health care for 1.4 million people across Tees, Esk and Wear valley.  It focuses on mental health, learning disabilities and addictive behaviour.  It has 500 staff in over 200 sites and a budget of £200 million.

North East Ambulance Trust

This is based in Newcastle and provides urgent and emergency health service network in the NE including Stockton.  It provides ambulances for accident and emergency as well patient transport for 4000 patients a day

In addition to these service Stockton –on Tees has the Nuffield private hospital in Norton.  There are 19 nursing homes providing trained nursing care for the elderly and 30 care homes for the elderly providing accommodation, meals and personal care. There is also the Butterwick hospice which a charitable hospice for respite care located in Stockton. 







