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INTRODUCTION
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Deprivation is known to be a key driver in health inequality1; it is associated with lower life 

expectancy and worse health outcomes. The disparity in health status between people living in 

the most and least deprived areas has widened over the past ten years, despite key government 

pledges to tackle health inequality2. This has been further heightened by the Covid-19 

pandemic.

HIP & KNEE REPLACEMENT

Residents in the most deprived areas receive less 

provision relative to need for total hip and knee 

replacement than those in the least deprived 

areas7. Improving the overall quality of care and 

ensuring people have access to and receive 

equivalent care wherever they live has a key role 

to play in tackling the healthcare gap. 

ACUTE KIDNEY INJURY

Recent studies show higher incidence of 

acute kidney injury (AKI) in deprived areas 

of the UK alongside worse survival rates5,6.

People living in deprived areas were more 

likely to have comorbidities and to present 

when their AKI was at a more severe 

stage. 

LIVER DISEASE

Liver disease is the biggest cause of death in 

young people (aged 35-49 years) and is 

largely preventable. People in deprived areas 

are up to six times more likely to die from 

alcohol–related liver disease than those in 

more affluent areas8. 

The impact of deprivation begins at birth and many of 

the drivers of health inequality are beyond the control 

of the NHS. However, the NHS Long Term Plan 

emphasised the role the NHS needs to play in reducing 

health inequalities through prevention, integration and 

addressing unwarranted variation in care3. 

Evidence4 suggests that people living in the most 

deprived areas face;

• inequalities in access to and quality of care, 

• longer waits in A&E, 

• more difficulty in getting a GP appointment and

• less opportunities to access elective care. 

PNEUMONIA

Our recent insight report on pneumonia

highlighted the higher number of hospital 

admissions for people living in the most deprived 

areas.

While we 

cannot treat our 

way out of 

inequalities, the 

NHS can ensure 

that action to drive 

down health 

inequalities is 

central to 

everything we do

NHS Long Term Plan, 2019

“

“

Higher incidence and worse outcomes for many clinical conditions are linked to deprivation. 

In this report we explore the relationship between deprivation and conditions which are 

common causes of hospitalisation using clinical data from Aqua’s Advancing Quality 

programme.

The ambition of the Advancing Quality programme is to reduce unwarranted variation in 

the care delivered to patients which can lead to avoidable hospitalisation, ill health and premature 

death; tackling health inequalities linked to deprivation is a key way to achieve this.

https://aqua.nhs.uk/home/pneumonia-care-a-call-to-action/


DEPRIVATION IN THE NORTH WEST
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48.7% of neighbourhoods in Liverpool are 

in the most deprived decile nationally11.

Most North West local authorities are above the national average 

More deprivation than national average

National average (21.7)

Blackpool (45.9)

Ribble Valley (10.3)

More than two-thirds of local authorities in the North West are more deprived than the 

national average. 

The local authority in the North West with the highest IMD score is Blackpool, which includes 

8 of the 10 most deprived neighbourhoods in the country12.

The Index of Multiple Deprivation (IMD) is the official measure of deprivation in England. It 

takes into account variables, like health, education and housing9. The shaded areas on the map 

shows the neighbourhoods in the most deprived fifth nationally and clearly show clusters of 

deprivation in north west England10. 

43.3% of neighbourhoods in Manchester are 

in the most deprived decile nationally11.



Deprivation, life expectancy and ‘bad health’
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(    ‘bad health’)

In addition to life expectancy being considerably shorter for people living in the most deprived 

areas, they also spend more years of life in a state of bad health13.

IMPACT ON HOSPITAL ACTIVITY

Emergency admissions Elective admissions

People in more deprived areas are more likely to go into hospital as an emergency and less 

likely to have elective admissions. The charts show the rate of hospital admission per 10,000 

population with the most deprived deciles on the left to the least deprived on the right.

Chart key: 1 = most deprived; 10 = least deprived
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Community acquired pneumonia Decompensated liver disease

The relationship between deprivation and emergency admission is even more pronounced for 

conditions such as pneumonia and liver disease. 

Rates of admission for community acquired pneumonia are 35% higher in the most deprived 

compared with the least and for decompensated liver disease they are more than double. 

What does this cost the NHS?

There were 1.8 million admissions in the North West in 2019/20, 16 admissions per 100 

population overall but 21 admissions per 100 in the most deprived decile.15 The average cost 

per admission was £1600.16 If the rate for the most deprived decile was reduced to the overall 

average, the North West could prevent 79,000 admissions annually and save £12 million.

Hospital admissions

North west overall Most deprived decile

Potential savings

16
per 100 population

21
per 100 population

Deprivation decileDeprivation decile
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Patients from deprived areas develop pneumonia 8 years younger

Deprived patients are younger and have more co-morbidities

Patients in the most deprived areas are 

more than a decade younger on 

admission15; the average age of a patient in 

the most deprived decile on admission to 

hospital is 49 years old, compared to 60 in 

the least deprived decile. 
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69

comorbidities

Patients in their 50s in the most deprived 

decile have an average of 9 other 

conditions, compared to 6 in the least 

deprived decile15.

comorbidities

Reflecting the overall pattern of poorer health and increased likelihood of admission at a 

younger age, there is an 8.5 year difference in the average age of admission for pneumonia 

patients between the least and most deprived populations15.



Deprived patients are offered less surgery and more likely to have complications

While people from more deprived areas are less likely to go into hospital for an elective hip or 

knee replacement, once in hospital, they are more likely to have to return as an unplanned 

emergency within 30 days of discharge15. 

Impact of obesity
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4.8%
30 day readmission

Childhood obesity by deprivation decile
2019/20 school year

National Child Measurement Programme data shows that obesity rates rise with increasing 

deprivation. In the adult north west England hospital population, patients with obesity stay a 

median of one day longer, accumulating around 25,000 extra bed days per year. Taking a holistic 

approach to deprivation that includes public health initiatives can help offset the impending impact 

of obesity on secondary care and save resources.

Deprivation decile (least to most deprived)

Obesity and length of stay 

in adults
2019/20 North West hospital 

admissions

Elective hip & knee replacement

Deprivation decile
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9.1%
30 day readmission

Least deprived decileMost deprived decile

In contrast to the conditions associated 

with emergency admissions, the rate of hip 

and knee replacement is much higher in the 

least deprived deciles14, 15.
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5 days

Patients from the most deprived communities with an acute kidney injury spend, on average, 

2 days more in hospital than the least deprived.  Where these patients received ‘perfect care’ (i.e. 

they received all the AQ measures they needed) they had a shorter length of stay 14,15. 

7 days 8 days 6 days

In least deprived 

decile

In most deprived 

decile

In most deprived 

decile where 

perfect care not 

received 

In most deprived 

decile where 

perfect care 

received 

GOOD CARE CAN IMPROVE OUTCOMES

Non-overlapping 

95% confidence 

intervals

Hip & knee replacement patients 

who receive pre-operative education 

have better care and better 

outcomes.  They are significantly 

more likely to receive good care as 

defined by the AQ measure set 

(passing 96% of AQ measures 

compared to 82% for patients 

without pre-operative education).

The AQ measures include early 

mobilisation, which reduces the risk 

of readmission. Patients from the 

most deprived decile are statistically 

significantly less likely to receive pre-

operative education compared to 

patients from the least deprived 

decile, with a detrimental effect on 

care and outcomes14. 

Hip & knee replacement: rate of pre-operative education

2019/21 AQ data

The AQ programme works with health care providers to reduce unwarranted variation and 

improve care. Our monthly reports against our clinical measures identify improvement 

opportunities in care delivery. We define ‘perfect care’ as patients receiving all aspects of care 

delivery they need, according to our AQ measures. 

Reduced length of stay for AKI patients



THE AQ APPROACH: 4 PILLARS OF QUALITY IMPROVEMENT
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GAIN CONSENSUS ON CARE STANDARDS

What does good look like?
Measure sets aligned to national guidelines; involvement of clinical experts and regional 

networks

IDENTIFY UNWARRANTED VARIATION

Where do we need to improve?
Monthly data collection; regular, bespoke and thematic reporting highlighting regional 

differences

IMPROVE QUALITY OF CARE

How do we improve?
Plans on a page; bespoke improvement support; consultancy work to support 

improvement

LEARN AND SHARE BEST PRACTICE

What has worked?
Case studies and papers; virtual learning events and collaboratives; resource repository

The AQ pillars underpin everything we do, supporting our work of reducing unwarranted 

clinical variation to help prevent avoidable hospitalisation, ill health and premature death. 

✓

WHAT GOOD LOOKS LIKE

The Advancing Quality programme has developed key metrics in line with national guidelines 

and clinical expertise for high quality care in six focus areas, identifying variation in care delivery 

and where to improve to promote fair and equal treatment for all regardless of geography. 

✓

Acute kidney injury (AKI)

Decompensated liver disease (DLD)

Community acquired pneumonia (CAP)

Hospital acquired pneumonia (HAP)

Elective hip & knee replacement

Sepsis

Focus areas

Key metrics

Timely investigations for 

accurate diagnosis

Timely evidence-based 

treatment and interventions , 

including some pre-and post-

hospital  

Timely and appropriate referral 

and escalation for further care



WHERE DO WE NEED TO IMPROVE?
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The chart on the left shows this variation. 

The blue dot shows the average rate of 

perfect care across all AQ providers, and 

the grey bars show the range between the 

highest and lowest rates.

In decompensated liver disease, the range 

is small, suggesting more consistent care, 

but overall performance is low. In hip & 

knee replacement, the average is high, but 

there is a big gap between the best and 

worst performers 14. 

Range of perfect care Jan 20 – Jun 21

As shown previously, achieving perfect care can improve patient outcomes, but there is 

considerable variation in the rate achieved between clinical focus areas and providers.

HOW DO WE IMPROVE?

The data in this report show that deprivation has a far reaching impact on people’s access to 

and experience of care. Patients entering the AQ pathways have complex and varying needs, 

however reducing variation and providing good care for all patients can help improve their 

outcomes and in turn, can help towards mitigating the effects of deprivation. 

We can offer support at different levels:

• Working with individual teams to provide bespoke 

improvement support, helping to identify barriers to change 

and supporting them to use quality improvement tools and 

methodology to devise, test and implement change.

• Providing organisations with an overview of overall 

outcomes to help shape and align with organisational priorities

• Providing a system-level overview of variation in care to help 

with service planning across the whole pathway
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Our work also extends 

beyond this core remit. 

One of the key drivers for 

the NHS in tackling 

inequalities is a focus on 

prevention, and part of 

this is to take a holistic 

approach to the patient, 

identifying and responding 

to their underlying health 

conditions and needs. 

Primary care 

dashboards for 

chronic conditions

Analysing outcomes 

for patients from 

care homes

AQ can work with 

providers on projects 

involving patient care 

before and after their 

treatment in hospital, 

using our unique position 

to link information for 

improvement. These are 

examples of our previous 

and ongoing work.

What else can we offer?

Identifying and 

assessing the impact 

of comorbidities 

Improving quality of 

patient information 

given to GPs

Identifying variation 

to enable specific 

initiatives 

Identification and 

analysis of discharge 

summary metrics 

Information to 

support holistic care 

of acute patients

Benchmarking and 

identifying 

improvement 

opportunities 

WHAT HAS WORKED?

EVENTS INSIGHTS COLLABORATION

The fourth pillar of the AQ approach is learning and sharing good practice. We hold regular 

events, bringing together clinical expertise, business intelligence and QI methodologies to help 

build and support improvement communities. As well as those looking through the lenses of 

specific conditions, our events also adopt broader, multi-sector focuses, forging connections 

between organisations and across disciplines. Our regular and on-demand analyses, together 

with reports and case studies, help highlight good practice and opportunities for improvement. 

AQ is founded on an ethos of collaboration and our improvement advisors provide tailored 

support to participating organisations, helping to embed and sustain improvements. For more 

about AQ, email advancing.quality@nhs.net 

mailto:%20advancing.quality@nhs.net
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