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	Grampian
	Linda Leighton-BeckLinda SmithAndrea Thomson
	- In Aberdeenshire, NHS is part of Tackling Poverty & Inequalities Group under CPP – practical initiatives developed through this group.
 - Briefing document provided by Tackling Poverty Co-ordinator. Disseminated widely to staff.  Briefing doc (together with useful Fife doc) discussed at recent CHP Improving Health  / Reducing Inequalities workshop (5/12).
 - Staff briefing sessions made widely available.
 - Effects of welfare reform highlighted as key focus of new action learning set in Fraserburgh over next 4 mths (led by NHS). Actions to support / mitigate against effects to be developed. Findings, actions and recommendations from this work will be taken to CHP and CPP for potential roll out across Aberdeenshire.

In Moray, The Moray Council has recently established a working group to focus on welfare reform. 
To date there is in house representation on this group from housing, social work, benefits, employment etc, It is anticipated that a wider group including appropriate community planning partners i.e. NHS will be established in due course.
In addition , there is also an established CPP Employability Action Group, of which has undergone a recent review. This group reports to the Moray Economic Partnership, who in turn report to the Community Planning Board. NHSG/CHSCP is represented.

In Aberdeen City, see Welfare to Wellbeing paper. A programme board has been established by ACC under the Director of Social Work, to start mitigating against areas of impact as a result of the welfare reform changes. The programme board is keen to proactively handle communications across staff within all partner organisations as well as the public and 'customers'.
	


	Lanarkshire
	Elspeth Russell
Mungo Shirkie


	Update November 2012
NHSL is represented on local partnership forums with the local authorities and other key partners such as DWP and CAB. 
NHSL has recently formed an internal Welfare Reform Working group to identify and take forward key actions to mitigate the impact of the Welfare reforms and an action plan is in development.
A presentation on the impact of welfare reform was given to NHS Board members in Nov 2012.
Key actions to date include:
Communications: NHS Lanarkshire is working with North Lanarkshire Council and partners to support communication campaigns which aim to increase public awareness of the reforms This has included promoting the campaign messages through NHS communication channels such as the NHSL website, staff briefings and acute hospital TV screens as well as targeted distribution of campaign materials to key groups such as General Practitioners and pharmacies where appropriate. To dates campaigns have been delivered on Working Tax Credits, ESA, and DLA. A specific health campaign was also promoted under the slogan Feeling the Pinch...don’t let it cost you your health which signposted to a range of local health improvement services and supports.  
South Lanarkshire Council recently hosted a Community conference with a focus on welfare reform and have produced a DVD and leaflet which outline the key welfare reform changes. These are presently being finalised.
Training: Following on from the three hour training sessions delivered to Council and NHS staff earlier in 2012, tailored one hour locality briefing sessions specifically for NHS staff will be delivered in partnership with financial inclusion providers from January 2013. 
North Lanarkshire Council have developed an e-learning welfare reform module which is now being considered for use in South Lanarkshire. 
An e-learning module has also been developed by NHSL and will be rolled out in early 2013. 
Screening for financial security within NHS assessments: Work is underway to review primary care assessment forms to ensure financial security screening questions are included as part of routine assessments in order that clients are signposted where appropriate.
General Practitioners: Following discussions with the Primary Care Medical Directorate work is being undertaken by NLC Financial Inclusion team to develop guidance for GP’s in order to ensure GPs are able to signpost patients and are able to support patients through the appeal process.  
Building community capacity and resilience 
NHSL continue to promote and develop the Well Connected social prescribing programme. There are 8 Well Connected areas including:  Welfare and Benefit Advice; Employment; Volunteering; Life Long Learning; Healthy Reading; Stress Control Classes; Physical Activity and Arts, Creativity and Culture.
A pilot has been undertaken in Whitlawburn, South Lanarkshire, with the Housing Association, Blantyre and South Lanarkshire Credit Union and the local CAB, with the support of Tackling Poverty funding. The pilot will  test out an approach which will help to raise residents awareness of the Welfare Reforms (in particular Universal Credit); help them to prepare for changes and promote a budgeting service through the Credit Union which would help them to manage their monthly benefits payments and make all necessary payments, including their rent. A report on this work will be due in January 2013.

Discussions are underway with Lanarkshire Food and Health Partnership around the provision of food banks and further development of the network of food coops across Lanarkshire. Health improvement teams have also supported fuel poverty events within communities.
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GPs at the Deep End

GP experience of the impact of
austerity on patients and general
practices in very deprived areas

Concerns have been raised in several quarters about the consequences of
the Government’s welfare reforms and other austerity measures, which
have been implemented since October 2010. These concerns include the
negative impact that cuts in benefits are having on some of society’s most
vulnerable individuals and families.

GPs and primary healthcare professionals are at the frontline in
responding to the needs of these people. “GPs at the Deep End” work in
100 general practices serving the most socio-economically deprived
populations in Scotland. This report draws on the recent experiences of
Deep End practices, as they were asked to reflect on the effects of
austerity measures on patients and on patient care. Responses included
general comments and individual case studies.

The report makes for grim reading. It describes the direct and indirect
consequences of austerity policies on patient health and on the systems
that are in place to support health and wellbeing. The case studies are a
graphic illustration of the strain these systems are already under; and
more importantly, the strain that the most vulnerable — the elderly living in
fuel poverty or the homeless mother and her child — are experiencing right
now.

March 2012

Report compiled on behalf of the Deep End Steering Group
by David Blane and Graham Watt, with thanks to the general
practitioners in the Deep End who contributed to the survey






INTRODUCTION

This report comprises the responses of general practitioners working in the 100
most deprived general practices in Scotland to the question "How have the current
austerity measures affected your patients and your practice in the last week
(beginning 20 February 2012)?”

The responding practitioners work in general practices and a homeless health
centre in Glasgow, Edinburgh, Dundee and Ayrshire, including the 1st, 10th, 12th,
58th, 59th, 66th, 75th, 79th and 89th most deprived general practices in Scotland
(out of the total of 1030 practices).

The draft report was circulated to all Deep End practices, seeking further comment
and confirmation that the cases described are typical.

BACKGROUND

Austerity measures were introduced following the UK Government’s spending
review announced by the Chancellor in October 2010. This included £81bn of cuts in
public spending over four years.

In April 2011, claims for benefits on the basis of incapacity for work were transferred
to claims for employment and support allowance (ESA). Entitlement was re-
assessed using the new stricter criteria of the Work Capability Assessment (WCA).

The Welfare Reform Act — representing the biggest change to the welfare system for
over 60 years — received Royal Assent on 8th March 2012. The Act introduces a
new Universal Credit which will replace most existing benefits and limits the total
amount of benefit a person can claim.

As well as these broader plans for welfare reform that will come into effect in 2013,
there are changes to working tax credits to be implemented from April 2012. A
report on the UK Parliament website provides an estimate of the number of
households that are expected to no longer be entitled to tax credits as a result of
these changes, including over 25,000 households in the central belt of Scotland.”

MAIN FINDINGS FROM DEEP END
PRACTICE RESPONSES

Most of the issues raised relate to the direct and indirect sequelae of austerity
policies — benefit cuts; service cutbacks; and an increasing number of patients being
taken off Employment Support Allowance (ESA) or Disability Living Allowance
(DLA). These can be divided into issues affecting patients; practices; secondary
care/support services; and social work/housing:

"To qualify for working tax credit from April, couples with children will have to work 24 hours a week
between them, not 16 as before, and one of them will have to work at least 16 hours a week.
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Patient health

A central concern of Deep End practices is the number of patients with
deteriorating mental health.

At one end of the spectrum, there are those who are in work, and previously well:

®m under increasing stress at own jobs due to cutbacks
m taking on extra work/jobs, with resultant impact on family and relationships
m experiencing stress of job insecurity

At the other end of the spectrum, there are those with chronic mental health issues
and established physical problems who are “deemed fit for work” and have their
benefits cut:

®m struggling to make ends meet

® increasing contact with GPs and psychiatry
B increasing antidepressant/antipsychotic use
m  self-medicating with drugs and alcohol

Aside from the direct detrimental effects of drugs, alcohol, and worsening mental
health on physical health, it can also be affected indirectly as many patients are
reluctant to take time off work due to job insecurity. Additionally, GPs report less
time to deal with physical problems, as these are no longer a priority for the patient.

| observe this again and again that | cannot address medical issues as |
have to deal with the patient’s agenda first, which is getting money to
feed and heat.

This financial hardship is manifesting in several ways, but perhaps most striking is
the growing number of individuals and families experiencing fuel poverty — the
combination of increased costs and falling benefits resulting in a choice between
heating and eating. Practices reported cases of an elderly patient going to a friend’s
house in order to wash; families relying on relatives to pay for food and cigarettes
(unable to stop smoking due to stress); and a mother resorting to prostitution to feed
herself and her family.

In my surgery | am hearing from patients who for 2—3 days a week
cannot afford to heat their houses (many use metered cards which are
more expensive than direct debit payments).

Changes to the benefit system were cited by most respondents as impacting on
patients’ health and practice workload. Practices described an “endless cycle” of
appeals, during which time the patients’ benefits are reduced. One GP calls this
“completely unnecessary [and] completely avoidable”; another felt that the WCA
(Work Capability Assessments) were ill-matched to the clinical reality.

For obvious reasons the patients in X [deprived area of Glasgow] call
Corunna House [where the Work Capability Assessments are done]
“Lourdes” because all the sick come out cured!

Practice impacts

m  Changing workload. Most patients appeal the WCA decisions and ask for
letters in support of appeals. This is encouraged by benefit support workers
and solicitors. As noted, however, it impacts on practice time that would
otherwise have been spent on health concerns.
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m  Access affected. Pressure on appointments and appointment length as a
result of the above, including increasing volume of unscheduled
appointments in some cases.

m  Staff morale. Several practices report sadness and frustration among staff
members at their inability to alleviate the suffering they see, and increased
stress due to extra workload. Again, this has potentially significant
detrimental impacts on patient care.

Secondary care and support services

m  Patient transport for outpatient appointments has been affected by
cutbacks, such that there have been reports of many patients complaining
about long waits, with some elderly, frail patients arriving home after
midnight. Will this result in higher DNA rates?

m Delay of discharge letters from secondary care, which can result in
potentially serious prescription errors, is often due to typists being off, or
unfilled posts.

m Increasing funding and access barriers to residential detox.

m  Addiction workers struggling to do any structured addiction work because
they are too busy trying to help patients in crisis.

m Patients are attending Community Addiction Teams for money due to
benefits being cut; but addiction and social services have run out of funds
for crisis loans.

m  Other examples that Deep End practices gave included rehab services,
occupational therapy, and heart failure nurses being harder to access.

®  One respondent felt like GP practices were a “dumping ground”, as other
services are affected by cutbacks.

Social work and housing

m  Several descriptions of a service that is overworked and understaffed and
that is, ultimately, failing some of the most vulnerable members of society.

m  Reports of vulnerable adults and children being unallocated despite
serious concerns for their safety and/or wellbeing.

m Difficulty getting social work colleagues to attend practice meetings.
®m Increased difficulty getting patients into respite care.
® Increasing reliance on voluntary sector.

®  Addiction services and social services have been categorically told to turn to
charities for basic items such as beds and cookers when children are being
returned from care to their parents.

We have a working single mother who became homeless due to community
violence, she has been in a cold damp flat sleeping on a mattress on the floor with
her 11 month old child for nearly six months, housing has been unable to find her a
suitable flat.
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ANNEX — CASE STUDIES'

m  Patient refugee, fleeing violence from another city, staying in a temporary
voluntary sector night shelter (winter initiative) every night last week,
presented looking for mental health support and medication. Previously on
antidepressants, no money, all worldly goods with him in a small bag, winter
initiative closing at end of week and no idea where to go now. Signposted to
State homeless centre but as no local connection unlikely to be housed for
more than 28 days, given basic food and toiletries from health centre stock,
very distressed/sobbing.

® T, mid 40s, has been coming to see me for the last few months. She has
chronic depression with multiple previous suicide attempts. She suffers from
angina and has had an Ml in the past. She lives in a flat with her boyfriend. T
has recently been deemed fit for work, but is appealing this decision. Money
is extremely tight, and she and her boyfriend are currently surviving on his
benefits alone. T has suffered from physical, sexual and emotional abuse all
her life and her current relationship is no exception. T wants to visit her
daughter (whose young child has recently been removed from her care), but
can’t afford the coach fare — her partner (not the daughter’s father) won't
pay, as he will not allow T to leave him, even to see her own family. T is
waiting for her daughter to pay for the coach ticket. The daughter in turn is
waiting for her own benefits to come through. Another daughter is homeless.

®  Mother, early 40s, who was sexually abused in her childhood. She has seen
me regularly since mid-2010 when she presented with alcohol dependency,
talking for the first time in her life about her abuse, contemplating change.
She was referred by myself to addiction services team. She received a detox
in late-2010 and had a very minor relapse over xmas. She is currently trying
to consolidate her life and | am working slowly towards confidence issues
and possibly return to work. She was found to be capable of work, a
judgement | disagree with at present and | worry that her mental health will
deteriorate. Her benefits got stopped. She was diagnosed with Type 2
Diabetes in November and instead of working with her setting goals for her
diabetes | wrote a letter for an appeal and referred her to the benefits worker
as these were her priorities.

m  Single woman in her 30s asked to do work of several staff at self scanning in
supermarket where she works due to cutbacks. Can’t cope, stressed, makes
looking after three teenage school kids with behavioral problems harder.
Attends emergency surgery crying +++. Feels unable to address own
problems, doesn’t know who to turn to so comes to GP. Long, unscheduled
consultation.

®  Male Eastern European patient with insulin dependent diabetes and likely
retinopathy and degree of renal impairment. No access to public funds and
getting food from shelters and other charitable donations. Sleeping rough but
recent access to bed in a flat though he has to find another £100 in next
week to pay rent or will have to sleep rough again. Requesting letter to
support him attending locations distributing food explaining his medical
problems. In theory not entitled to secondary care services but requires
secondary diabetic services.

" Please note that patient details such as age, nationality and location have been changed in
order to ensure anonymity.
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m  Eastern European pregnant lady with no money or food. Living in squalor
with approximately eight other adults. No money available or access to any
public funds. Begging for money.

m  Female, mid 50s, with lifelong mental health problems and a history of self-
harming and has never worked. She probably has learning difficulties
(although has not been diagnosed as such) and limited literacy skills. She
has been presenting more frequently in the surgery with increased anxiety
and episodes of self-harm. She is having to live on £168 per fortnight
because her benefits have been cut. She is relying on handouts from her
family (who are all local residents and also struggling financially) but is going
without heating over 3 days a week until her money is sent through. She is
already linked into the community health team but this will not address the
underlying trigger to her increased presentation with mental health problems
which are a consequence of her poverty.

m  Male, early 50s, out of work because of osteoarthritis but also has a history
of depression that has been relatively stable until now. Until a few years ago
he worked continuously in the labouring trade and was not often out of work.
Since the economic downturn he has essentially become long term
unemployed. He was receiving disability allowance but this was then cut and
he has now entered the appeal process. His family are helping him with his
mortgage because he is unable to make his payments otherwise he and his
wife will become homeless. Like many patients who have little savings
because they have worked in low paid jobs and find themselves later in life
unemployed there is a great deal of anxiety and uncertainty about their
future. This patient's mental health problems have escalated and he is being
seen by mental health services. At this juncture he could not psychologically
cope with re-training.

®  Mother and young daughter with complex issues. Mother was stable on high
dose methadone but because of personal circumstances (threats on her life
following a violent assault) she moved out of the area and re-located. Whilst
she was temporary re-located she remained my patient because of her
methadone prescribing. The youngster has been brought up in a family
where virtually all adults have addiction issues and | have concerns about
this child’s mental health. There has been a prolonged period of instability
where the combination of benefit cuts and social circumstances have
resulted in homelessness where the whereabouts of this child was unknown
whilst she was staying in various locations either with her mother or other
adults. There was already social work involvement but it took several
contacts/letters from the addiction workers and myself to finally have a child
protection plan for this child (there has also been involvement from Child and
Adolescent Mental Health Services but this has been short-term). At one
point this parent had no money to buy this child any clothes where they were
both almost ‘rough sleepers’. | am highlighting this case particularly because
some of the most vulnerable children in our society are becoming even more
vulnerable because of austerity measures. Not only are they being denied
their basic rights to protection, participation and provision there is a stress for
staff at the frontline who are unable to alleviate their suffering. In the long
term the adverse outcomes for these children carries a greater economic
burden for society. No child can possibly muster enough resilience to cope
with these experiences.

®  Mum and dad working different night and day shifts to allow for child care for
their three- year-old. No family help. Can't sell flat — trying for two years —

DEEP END REPORT MARCH 2012 Page 6





and would like another child if they could move. Leads to stress and
depression.

®  The Tuesday started with half an hour on the phone to give the police the
relevant medical information for two of our patients who had been found
dead in their homes the previous day. Separate incidents — both in their
thirties and both with drug paraphernalia around — one with a tourniquet still
on his arm the other recently self discharged from hospital with cirrhosis. |
think we get inured at times to these deaths of young people — but two on the
same day... This week | have felt particularly hard hit and sad... for them...
for their families and friends... and for all our young folk — where are our
priorities?

®  Single parent, late 30s, developed acute onset sciatica having been fit and
well and working previously. She was walking with a stick and required a
variety of analgesic agents to control unpleasant sensory symptoms. MRI
showed clear nerve root impingement, but due to a high BMI she required to
lose weight before she could be considered for general anaesthetic. She was
referred to the local weight management service but has not yet managed
her weight goal because of extremely stressful social circumstances. Early
on in her sickness, a few weeks after her MED3 (fithess for work certificate)
started, she was assessed and found fit for work, and had her money
stopped. In my opinion this was a medically inappropriate decision. | did not
realise it at the time but this was not a quirky isolated example of an aberrant
process. A deluge of similar situations followed and | quickly realised | could
not challenge each one as workload made that impossible. | slowly became
aware of the Appeals process and people coming for MED3s. The last few
months have been among the most depressing, disturbing times in my many
years as a GP.

The following five cases represent snapshots from one practice:

(1) Divorced man, late 40s, recently unemployed and struggling with depression
— deemed fit for work. If his story had been listened to it would be clear that
he is currently unfit for work. His response? “| couldn’t give a toss/really low”.
Family very worried — daughter has moved to live with him as she does not
want to leave him on his own. Concerning situation exacerbated by attitude
of local Benefits Agency. His own safety is borderline — he is clearly unfit to
hold down a job.

(2) Epileptic man, mid-20s, deemed fit for work. His epilepsy is not controlled, he
is attending the epilepsy clinic at the hospital on a regular and frequent basis
as his medication is steadily increased trying to reduce his seizures and he is
deemed fit! Not safe and unfit.

(3) Woman, late-50s, has struggled with depression since the (premature) death
of her husband five years ago. She rarely leaves the house alone/is variable
with personal care/ fortunately has siblings and children who keep in regular
contact with her but she is clearly unfit for work.

(4) Man, late-50s — diabetic neuropathy — deemed fit for work — has not worked
for years — diagnosis nine years ago. Stress of appeal is a completely
unnecessary burden.

(5) Woman, late-40s, works for the local council — seeking help as a result of her
stress. The major problem is the stress of changes at work/general level of
anxiety regarding job security and how those still in work will cope with the
pressure.
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GPs at the Deep End

General Practitioners at the Deep End work in the 100 most deprived general
practice populations in Scotland and are an independent group supported by the
Royal College of General Practitioners, the Department of General Practice at the

University of Glasgow and the Scottish Government Health Department.

http://www.gla.ac.uk/departments/generalpracticeprimarycare/deepend/
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South Sector contribution to the City Wide Financial Inclusion Contract 


Keep Well Programme


 


Healthier Wealthier Children Programme


 


Outreach surgeries in GP premises (South East)


 


Outreach surgeries in Mental Health Settings (South West)


 


All of the above have now been incorporated into the new city-wide contract using a combination of Keep Well; Healthier, Wealthier Children and Health Improvement funding. 


Schools Benefits Campaign


Supplementary to the FI contract, we are contributing to a Social Work Benefit take-up campaign in 4 Primary Schools in Govanhill. The aim to maximise free school meals entitlement as a passported benefit.


CHP Welfare Reform DLA Take-up Campaign


Aim

To contribute to the City-wide Welfare Reform Working Group’s DLA Take-up campaign by ensuring that all patient s within the South Sector who may be entitled to DLA submit a claim by end of March 2013.


Outputs:


Information to Staff


· Run breakfast sessions/seminars in New Year for Primary Care staff with emphasis on DLA


· Incorporate DLA take-up into staff Financial Inclusion awareness-raising sessions 


· Explanatory letter to all GPs outlining DLA changes and CHP DLA take-up campaign


· Leaflets and covering letter direct to practice staff  


· Information into core brief and general email to all CHP Staff


2. Information direct to patients


 Take information leaflet out to where patients/service users are.


We will draw up a schedule of outreach sessions to provide information about DLA and support to complete the forms. 


In addition, we will put information onto Solus Screens in GP Practices

Food Growing Projects 

Initiatives involving local voluntary sector organisations supported in a number of cases by Oxfam are being supported. 

Awareness raising / training provided locally


6 breakfast drop-in sessions at Health Centres. 99 staff attended from a range of Primary Care staff groups. These will be repeated by 6-monthly intervals throughout the length of the contract.


Presentations about FI Contract to 114 staff via Team meetings. Updates will be delivered throughout the length of the contract.

4 2-hour Poverty Awareness-raising sessions arranged for staff across the South. Will be repeated depending on demand.
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Help for You

Everyone struggles with money worries at sometime or another but sometimes it can feel overwhelming. When it feels like this talking to someone who can help makes a huge difference.


Knowing where to go for advice and information is important. This leaflet is designed to point you in the right direction for money and debt advice as well as any entitlements you may be due.


The Money Advice Service


Having a family can mean that staying in control of finances can be a challenge. On this site you’ll find lots of information, resources and calculators to help you plan, budget and save

www.moneyadviceservice.org.uk  


National Debt Line


0808 808 4000


The helpline that provides free confidential and independent advice on how to deal with debt problems


Healthy Start


www.healthystart.nhs.uk

if you qualify you can get free vouchers every week which you can use to buy milk, plain fresh and frozen fruit and vegetables and infant formula milk. You can also get free vitamins


Helpline: 0845 607 6823


The cost of credit varies enormously from one lender to another so it’s useful to be aware of this. The table below highlights just how costly borrowing from some lenders can be


Cost of Credit (based on borrowing £300)


		Lender

		Term

		APR

		Total Payable

		Cost of Credit



		Credit Union

		52wks

		12.6%

		£319.86

		£19.86



		Doorstep Lender

		55wks

		177%

		£495.00

		£195.00



		High St Money Shops

		52wks

		246.5%

		£884.00

		£584.00



		Loan Shark

		52wks

		1000%

		£3000.32

		£2700.32





www.cucity.co.uk

This website focuses on the considerable financial benefits people enjoy as a result of becoming a member of a credit union. You too can enjoy these benefits by joining one or more of Glasgow’s credit unions today

www.scottishcu.org

A website that lists credit unions operating throughout Scotland

Your Local Money Advice Services

Money Matters (Govan)


0141 445 5221


Citizens Advice Bureau (Greater Pollok)


0141 876 4401


Other numbers you may find useful


Breathing Space


A confidential phone line you can call if you’re feeling down


0800 83 85 87


6pm-2am Mon-Thurs


6pm Friday – 6am Monday (24hrs)

Domestic Abuse


24hr helpline


0800 027 1234


Childline 0800 11 11

18yrs and under
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section1. | INtroduction

This report sets out the findings of an evaluation of the
Priesthill/Househillwood Healthy Weight Communities (HWC)
Programme.

There is increasing recognition both in the UK and worldwide that there is an ‘obesity
epidemic’. This is supported by research evidence based on analyses of national
surveys going back over twenty years. The issue has received much aftention recently
from politicians, professionals, the media and the public.

Healthy Weight Communities (HWC) is a Scottish Government programme that aimed
to deliver an outcome focused approach to tackling unhealthy weight, particularly in
children and young people in a family and community context. The HWC inifiative
was part of the Scottish Government’s Healthy Eating, Active Living action plan'. It
was inspired by the French Epode model. Eight HWC pathfinders were selected in
May 2009 with an initial 2 years of funding until March 2011. An additional 12 months
funding has now been awarded to all these communities through to March 2012.

The Programme was distinctive in a number of ways

* It defined the objective (i.e. to group, connect and promote existing local
initiatives in ways which enhance their impact) but left it to pathfinders to
design how to achieve this objective.

* There was an emphasis on innovation and experimentation, with no specific
demands on outputs or milestones that might discourage this

* There was an emphasis on process, ownership, partnership and leadership.

*

There was a requirement to connect info the Community Planning structure.

* There was an emphasis on learning and on the sharing of insights and lessons
as the work progressed.

This evaluation examines the progress and impact of the Priesthill/Househillwood HWC
programme, one of the eight national HWC Pathfinders.

The evaluation complements the national HWC Programme Evaluation Report and
Local Evaluation Reports to provide a comprehensive body of evidence on the
learning from the programme.

I http://www.scotland.gov.uk/Publications/2008/06/20155902/0
2 Scofttish Government, Healthy Weight Communities Programme Evaluation, August 2011
3 Rocket Science, Healthy Weight Communities, Final Project Report: Glasgow, February 2012
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The stated aim of the research was to assess the impact of the Healthy Weight
Communities Programme on the Priesthill and Househillwood area of Glasgow.

*

* *

*

* % Xk F *

What impact has the HWC Programme had on the individuals who live within
the Priesthill/ Househillwood area of Glasgow?

How effective is current service delivery at increasing knowledge and activity
levelse

Has the programme increased community spirit and relatfions?

What impact has there been on local services, i.e. changes, developments?2
Has the HWC programme increased community engagement and
involvement within physical activity and nutritional programmes?

How sustainable are the programmes being delivered by the HWC
Programme?

What is the added value of the HWC?

How has the HWC coordinated activities?

What impact has HWC made to the timescales of other projects?

What barriers have impacted on the HWC Programme?

How have inequadlities in health been addressed throughout the programme?

The evaluation was carried out between July 2011 and February 2012. It was based on
a qualitative research design that involved a number of main stages:

*

*

An inception meeting with the evaluation steering group, to understand the
origins of the HWC programme and its progress, and to agree the detail of the
evaluation project.

Facilitated input fo a HWC Programme Board meeting to help build a shared
understanding of the achievements of the HWC programme, the role of this
evaluation, and its relationship with other related evaluation work.

Secondary research relating to the policy context within which the HWC
programme was conceived and delivered (including a range of policy
documents), the learning from the national programme (from the interim and
final evaluation reports), the design of the Priesthill/Househillwood pathfinder
(from the original bid document and supporting material), the known
characteristics of the target area (from available statistical information), the
progress of the programme (from Programme Board minutes, various one-off
reports, local evaluation evidence, and progress reports to the Scofttish
Government).

A series of meetings and an extended depth interview with Programme Co-
ordinator, and interview with the Team Leader for the Children and Young
People Service within the CHP Health Improvement Team.
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* Semi-structured interviews with representatives from the HWC Programme
Board, which provided the opportunity for every member to input their views
to the evaluation.

* Structured participant observation at the main Community Fun Day event
from the HWC programme in August 2011.

* Semi-structured interviews with representatives from those local agencies that
both participated in the HWC Working Group and delivered project activities
as part of the programme.

* Semi-structured interviews with a selection of community representatives that

either participated in the Community Advisory Group or in operational or
project activity linked to the programme.

This report has been prepared to tell the story of the programme, exiract the learning

from the experience, and outline the progress and impact arising. With this in mind the

report is set out as follows.

Section 2 piscusses the development of the Glasgow HWC
Programme Design & Programme in South Glasgow and its main design
Development features.
secfion 3 Examines the strategic alignment, leadership and co-
Leadershinand ordination of the HWC programme as central elements

of the initiative.

secfion 4 Describes the choice of Priesthill/Househillwood as a
Area CharacteristicS focus for the programme, the unique characteristics of
and Influence thaot area, and the implications for programme delivery.
section 5 Discusses the challenge of securing meaningful
community community engagement in the HWC programme and
Engagement the associated approach and achievements.
section 6 Reviews the range of project action initiated through
Reviewof the programme, and associated progress, outcomes
Project Activity ond added value of this activity.
Section 7 Examines the main outcomes arising from the
Programme Impacts programme and the likely sustainability of the
Sustainahili partnership structure and associated activity that was
& Sustamability brought forward through the programme.
S_GCﬂOﬂ 8  Draws together the main findings arising from the
Conclusions and cvaluation together with associated learning points and
Recommendations recommendations.
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secion2.| Programme Design & Development

This Section discusses the development and early progress of the
Priesthill/Househillwood HWC Programme in South Glasgow and its main
design features.

Initial Expectations

In June 2008 the Scottish Government announced its intention to establish pathfinder
Healthy Weight Community programmes in a small number of areas across Scotland.

The Letter of Guidance to prospective applicants in April 20094 set out the focus and
requirements of the programme:

“The objective of establishing Healthy Weight Communities will be to
demonstrate the ways in which community-wide approaches to engaging
children, young people in healthy eating, physical activity and healthy
weight activities, as part of a coherent single programme, may have a
greater impact on long term health outcomes than current discrete activities.
These cross-sector programmes will be aimed at children and young people
in family, school, community and commercial contexts.”

The core requirements for a successful HWC included:

*

*

Leadership and championing at the highest level in each of the lead
agencies involved.

Identification of a specific community
An approach based on evaluation and shared learning

The creation of connections between multiple healthy improvement services
in a range of settings with a clear vision of how this will add value in achieving
a shared set of objectives

Programmes focussing on achieving healthy weight outcomes for children and
young people, and achieving wider outcomes, for example in terms of
sustainable communities

Planning and delivery of programmes which exemplifies effective and
committed cross-sector partnership working between local authority, health,
voluntary and private sectors

Effective use of appropriate techniques to identify and target priority sections
of the community

A popular shared programme identity and brand.

4 http://www.scotland.gov.uk/Topics/Health/health/healthyweight/healthyweight/Communities

Evaluation of the Priesthill/Househillwood Healthy Weight Communities Programme





X

An agreed, single bid for HWC pathfinder status was submitted from Glasgow. The
proposal was developed within the context of the former South West Glasgow
Community Health and Care Partnership (CHCP)®, and tendered as a joint submission
between the NHS Greater Glasgow & Clyde and Glasgow City Council (which
together formed the Strategic Health Partnership for the city).

Following approval of the South West Glasgow bid, more detailed consideration was
given to the targeting of the programme and from a shortlist of three areas the
Priesthill/Househillwood was selected (See Section 4 for details).

In order to translate the broad and loose objectives of the programme into an
actionable set of activities, the initiative was taken on by the Adults and Older People
Health Improvement Team in the South West CHCP. This occurred as a temporary
arrangement, until the Team Leader for Children and Young People feam came into
post later in 2009.

While under the auspices of the Adult and Older People Team, efforts were made 1o
establish priorities for the initiative and build momentum. Various meetings were held,
including two key gatherings.

An initial meeting was held involving a small group of
agencies and local people already involved in local food
Initial meeting \ork. This agreed the need for effective community
July 2009 engagement and a structure to foster meaningful agency
involvement engagement. It was agreed that a larger
stakeholder event would be organised.

A larger stakeholder event was held in Priesthill Community
Hall, involving 12 local residents and 23 representatives
Stakeholder event from local agencies. This established a broad set of
September 2009 priorities set within a ‘whole community’ approach, as well
as agreement on a basic management structure to co-
ordinate the work of the programme.

Work was also undertaken to identify local residents that would form a Community
Advisory Group. This along with the wider approach to community engagement is
discussed in Section 5.

The outcome of these early efforts had the effect of establishing a framework for the
programme. While this was an attempt to engage positively with the community and
local service providers in the design of the programme, it has been reported to have
a number of what, in hindsight, were negative effects. According to some
programme partners this had the effect of extending the focus and target age range

5 Now within NHS Greater Glasgow & Clyde South Sector Community Health Partnership (CHP)
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for the initiative, generating an unhelpful “wish list” of priorities and project ideas, and
of unrealistically raising the expectations of the community around what could be
delivered from a short-term initiative.

The responsibility for the Priesthill/Househillwood HWC Programme was fransferred to
the Children and Young People Team in November 2009 upon recruitment of the
Team Leader, although a Programme Co-ordinator did not come into post until
February of the following year.

Unavoidable delays in the recruitment process for Project Co-ordinator (the post had
to be re-advertised), along with the process of tfransitioning to new line management
arrangements, and sharpening focus served to delay progress. Members of the
Community Advisory Group af the fime in particular have pointed fo growing
frustration at the pace of progress.

The Co-ordinator was appointed full-time to the programme and served to provide
renewed direction and momentum. Among the early priority tasks involved in
refocusing the programme included:

Building agreement on the target age group
Developing an agreed and workable Action Plan for the Programme

Managing relationships with existing community reps and finding new ones

* ok o ¥

Refining arrangements for developing, funding and supporting new activity

Time was also spent by the Co-ordinator — with support from the national HWC
evaluation contractor Rocket Science - in developing a programme Logic Model. This
Theory of Change was presented to the Board by the Co-ordinator, and expected o
underpin the planning and delivery of the programme. However, there was no
evidence that it ever provided a useful tool for assessment of progress tfowards
outcomes. This is consistent with the experience of many that the concept and
discipline involved in using this tool for planning and impact assessment can be very
challenging for front line workers.

The management structure for the programme had already been established in the
early stages of the initiative, but was refocused in light of experience.

Two main elements fo the management structure were in place before the Co-
ordinator came into post.
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The Programme Board brought tfogether a range of individuals
(with differing interests, expectations, and designations) with the
Programme iniention of providing direction to the initiative. Over time
Board ottendance at Board Meetings declined, with a growing role
taken on by the Co-ordinator in generating input and discussion
aft meetings.

During the transition to new management arrangements by the
Community Chidren and Young People team, interest and participation in
Advisory Group the Advisory group dropped off. Eventually the Community
Advisory Group stopped meeting, although some members
retained an active involvement.

The management arrangements for the HWC programme were further strengthened,
to provided renewed impetus to service development. A Working Group was formed
which brought together a core group of workers, to focus on ways to join up and
enhance local services. This practical response has been widely acknowledged by
participants as a valuable add-on which led to improved partnership working.

The development of a popular shared identity and brand for the HWC was an
important foundation for the programme, and an expectation of the Scottish
Government.

This was taken forward through running a competition in all the nurseries and primary
schools in the area. The selection of the name, the Bee Club, and its logo was won by
a P7 pupil in Gowanbank Primary, and was an important initial starting point for
marketing HWC and what the programme was about.

However, as new activities slowly got off the ground over a period of 12 to 18 months,
and although the brand logo continued to be used on publicity materials, the link
between the Bee Club and HWC began over time to be less clear, especially among
parents who had no nursery or primary school age children.

For example, children in nurseries and schools were invited to take part in a range of
initiatives in addition to those delivered by HWC, and there appeared to be a lack of
clarity at times about which were part of the Bee Club and which were delivered by
services with similar aims or activities to the HWC.

This confusion over branding was not helped by services promoting their own logos.
For example, Glasgow Life branded the pre-5 gymnastics as ‘Glasgow Life in
partnership with the Bee club’.
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During 2010/11 the HWC programme appears to as, one partner describes it, “finally
shifted up a gear and started to show some encouraging progress”.

A positive shift in partner perspectives was noted during the period. According to a
Stakeholder Scorecard Survey conducted by Rocket Science in May 2010 and again
March 2011¢, there was a “measurable shift in perceptions” relating to the
identification and understanding of the target groups and in developing and
implementing plans fo influence afttitudes, behaviours and beliefs. According to
stakeholders the objectives of the programme became clearer, with a better sense of
how local partners could deliver on early expectations.

Programme partners have credited the Programme Co-ordinator with the improving
momentum and prospects during this period. The momentum being built by the Co-
ordinator was supported by new management within the Health Improvement Team,
and then greatly assisted by a one-year extension to the initial two-year funding
allocation from the Scottish Government (covering 2011/12).

The energy and skills of the Co-ordinator, combined with small amounts of seedcorn
funding, enabled partners o come together to initiate a variety of project activity. This
was new activity designed to fill gaps or extend existing work around nutrition and
physical activity in a range of key settings (particularly schools, and nurseries).

Sectioné reviews the key elements of project activity and the successes and
challenges experienced, while later Sections go on fo examine the wider impact and
sustainability of the activity brought forward under the programme.

¢ Rocket Science, Healthy Weight Communities, Final Project Report: Glasgow, February 2012
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This Section examines the strategic alignment, leadership and co-
ordination of the HWC programme as central elements of the initiative.

The national Obesity Route Map formed the overarching policy backdrop that the
Scottish Government was working to, and HWC was seen as a way of festing out aft a
local level the methods implicit in the Government’s action plan for obesity.

HWC was seen as a local version of what was happening at a Scottish level in getting
local authorities and health boards to work together in partnership on health
outcomes. Its objective was to provide opportunities for testing things out and
learning from how partnerships worked on the ground. The HWC was expected to
bring together existing activities, such as active schools, planning and transport, and
combine these with innovative approaches, to direct energy towards a clear
common purpose.

It was expected to confribute to the national healthy weight indicator, and to support
delivery against the childhood healthy weight HEAT target. This was infended to
confribute to outcomes in terms of sustainable places, resilient communities, thriving
local economies and effective partnership working across sectors.

While most HWC programmes went down the route of being highly strategic, the
Priesthill/Househillwood HWC was more operational in focus, with an emphasis on
innovation as well as extending existing types of activities and offering new and
different options for pre-school and primary school children and their parents.

Connection into Citywide Plans and Structures

The intention was for the Priesthill/Househillwood programme, as the only Glasgow
pathfinder, to feed into strategic planning at a citywide level and for learning to be
disseminated across the then five Community Health and Care Partnership (CHCP)
areas.

At the outset the Glasgow HWC bid was led and championed by the Director of
Public Health in her dual role as a director of both NHS Greater Glasgow & Clyde and
Glasgow City Council.

Initially the Priesthill/Househillwood programme maintained a direct reporting link into
the Strategic Health Partnership for Glasgow (comprising Glasgow City Council and
NHS Greater Glasgow & Clyde). This reporting link was maintained until the dissolution
of the Partnership and separation of previously integrated Council and HHS Board
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functions. This provided something of a vacuum in strategic leadership at the highest
level in relation to the Priesthill/Househillwood HWC pathfinder.

Nonetheless, the HWC programme did make an important wider connection into the
strategic approach to tackling obesity in the city, as arficulated in the Glasgow
Healthy Weight Action Plan (2009-12). Throughout the duration of the initiative there
was active representation of the Glasgow City Council Corporate Policy Officer with
responsibility for Health Improvement on the HWC Programme Board. This provided a
direct link, forwards and backwards , into wider action on Healthy Weight in the City.

There was also an explicit expectation on the part of the Scottish Government that
the HWC programme would work via Community Planning processes, both
strategically and operationally. This proved difficult as, despite invitations,
representation on the HWC Programme Board from the South West Glasgow
Community Planning Team was not forthcoming. The HWC initiative was, however,
able to make an explicit link with the South West Glasgow CPP Health Thematic Group
(jointly supported by the Community Planning team), which facilitated the opportunity
for updates and strategic discussion on the HWC programme.

Overall, the HWC appears to have been hampered by a range of external structural
and organisational changes. The small scale and limited visibility of the initiative
meant that it did not achieve the strategic significance initially expected.

Initial guidance from the Scottish Government suggested that strong local leadership
and championing were to be central to the success and sustainability of the HWC
programmes.

Due to arange of factors, local leadership in the Priesthill/Househillwood programme
it proved challenging to deliver on the type of local leadership anficipated;
particularly when comparisons are drawn with the French Epode model.

Most agency partners have questioned the effectiveness of the Programme Board in
setting a direction for the programme. In this respect a number of main challenges
were evident.

The strategic group formed for the initiative brought together a mix
of agency representatives of differing interests and designations.
Appropriateé This meant that either individuals were insufficiently senior to bring
representation delegated authority to the table, or on the other hand their
seniority meant that the Priesthill/Househillwood HWC programme
was one of very many other pressing responsibilities.

Continuityof During the main phase of the HWC initiative major restructuring
representation occurred across key agency partners (CHP, CPP, Glasgow Life,
Glasgow's Regeneration Agency, etc.). According to some
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partners this had some disruptive effect on the continuity of
membership, and served to create an environment of uncertainty
or in some cases retrenchment around core priorities.

Area boundaries were also reconfigured, with the CHP area

extended to cover all of south Glasgow. For some agencies this
Active meant that the HWC target area became relatively smaller in scale
and significance in light of other strategic priorities. One or two
partners confirmed that demands of internal restructuring and
wider area responsibilities meant that their input or attendance at
meetings was not as active as it might have been.

This combination of factors was summarised by one agency representative who
commented that “Partners thought that it was a good idea at the time, but quite
quickly they got caught up in other things. | think it became seen as an optional add
on, and dropped down the list of priorities for many.”

Key to the Epode model and to Scottish Government thinking was the idea that
services would begin to work more effectively tfogether fowards common aims and
objectives.

The objective of tackling obesity and promoting healthy weight through exercise and
better nutrition was something that most services that took part in
Priesthill/Househillwood HWC shared (namely the nurseries, schools, Active Schools,
Health Improvement, and Glasgow Life). They therefore started with a similar
understanding of what types of activities might contribute to promoting healthy
weight. They also shared a focus on pre-school and primary school children and their
parents and carers.

The Community Garden/Allotment project was an example of a project that tried to
extend the types of services involved, namely Glasgow City Council Allotment Officer
and Land and Environment Services Team, Glasgow Housing Association, and
Glasgow South West Regeneration Agency. The challenges involved in this particular
project as illustrated in Section 6 arose from the short fime frame involved trying to
build up new working arrangements and agreements on relative responsibilities.
Feedback from service partners points to a number of main learning poinfs.

S Some of the agencies that took part were already members of or
Building on . o
_oL i aftended cross agency forums e.g. the Learning Communities and
existing service the Early Years Forums. These provided opportunitfies for Health
planning |mprovement and Active Schools to meet and discuss programme
structures ideas and to share these with a wider audience of nursery, primary
and secondary school leads. There were also opportunities for
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Glasgow Life and Health Improvement staff to meet informally
being located in neighbouring buildings. The CHCP was also a
route for involving services: “*One of our local managers in Glasgow
Life went to the strategic CHCP and that is how we were invited to
take part in the HWC".

Providing a
local focus for
joint planning

The infroduction of the Programme Working Group had a positive
and catalytic effect in giving rise to new project activity, in better
joining up services, and in generally strengthening partnership
working. It also provided a forum for looking at what was not
working and remotivating the partners. As one partner put it, “it all
sounded good in theory, but it proved harder to implement in
practice” Enthusiasm and momentum waned, to be recovered
over time once the Co-ordinator was in post.

Developing new
partnerships

Some services were keen to develop new partnerships. One
example of this was Glasgow Life. "We established new contacts
with nursery school staff as a result of contributing to their exercise
programme. This was a good way of us promoting our service and
developing partnership with nurseries on par with what we have in
primary schools through Active Schools”. Having some expertise or
product that they could provide seemed to help build relationships
between service partners.

The initiative is credited with having had some positive results for
the Health Improvement team itself. Staff noted that the initiative
provided a focal point for action and led to a concentration of
efforts. One practical manifestation of this was in the cross-team
planning and delivery of the activity programme in local nurseries.
According to one team member "it provided the time and space
to experiment, and test new approaches”. Some of the learning
has now been applied more widely.

The appointment of the Programme Co-ordinator in February 2010 was central to the
later achievements of the programme. According to partners, the Co-ordinator
helped to build momentum, give partners a practical focus, and bring forward a
range of project activity.

In the absence of a ‘Mayoral’ figure of sufficient seniority — as is evident in the French
Epode model on which the HWC programme is based — the Co-ordinator played an
important leadership role. This was supported by the Team Leader within the Children
and Young People service.
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Agency and community representatives have roundly praised the work of the Co-
ordinator. The feedback from partners has pointed to a number of critical successful
factors relating to the post holder.

The Co-ordinator is widely acknowledged as having brought a mix
of enthusiasm and determination which has been helpful in driving

Determination forward the programme. Over time the post holder seems to have
asserted her authority over the programme and injected energy
and momentum into the process when it was most needed.

The Co-ordinator appears to bring good knowledge of the health
improvement field, strong communication and negoftiation skills,
and a solid grounding in community development practice. This
was important in navigating the complexities of the programme, in
binding partners together, and in working in an effective manner
with the community.

Good communication and negofiation skills were complemented
Personal by an ability to work with people from all positions and
backgrounds. This helped to establish good working relationships
with partners and provided a good basis for partnership working
QCross services.

The role of Co-ordinator, as a full-fime post, afforded the time
needed to push forward on agreed HWC priorities and project
Dedicated igecs. During a period when most partner agencies were
role undergoing a period of change and uncertainty, as one partner
put it “ the Co-ordinator proved to be calm at the centre of a
storm”, in that the post provided conftinuity, focus, and capacity.

However, there were clearly limitations:

* The Co-ordinator post was of insufficient seniority fo ensure ongoing agency
commitment at the highest levels.

* From the point of view of community representatives, the post holder had not
worked in the area before — "she was not a known face locally” suggested
one community representative — and therefore necessarily had to take time to
build frust and credibility within the community.

* The post was short-term in nature (in effect lasting only two years) which made
it difficult fo build on the partnership efforts fostered through the programme
or to sustain the various elements of project activity.

* Although active locally on a daily basis, the Co-ordinator had her
administrative base outside of the target area, and had to move offices in the
short life of the programme, this also impacting on the idea of short-termism.
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This section examines the choice of Priesthill/Househillwood as a focus
for the programme, the unique characteristics of the area, and the
implications for programme implementation.

In forming a proposal to the Scottish Government for HWC Pathfinder status, partners
recognised that deprivation profile of South West Glasgow is such that many
communities would significantly benefit from the investment from the programme’.

A shortlist of three potential target communities were identified at bid stage (each
with a population of just under 9,000), with criteria for selection outlined as follows:

* Significant regeneration challenges
* Very poor existing health indicators

* A well-defined identifiable neighbourhood with an existing infrastructure of
organisations

* Community agreement to be involved in this programme and some existing
health weight activity to build on

* Availability of local community facilities e.g. community hall(s), access to
parks/greenspace, primary and nursery school(s).

On this basis Priesthill/Househillwood was selected ahead of Ibrox and
Arden/Carnwadric, the other potential target areacs.

Area Characteristics and Needs

The Priesthill/Househillwood community is located on the south west urban fringe of
Glasgow, some six miles from the city centre. It is made up of two distinct
neighbourhoods (divided by Peat Road as a territorial boundary), which together
comprise a population of some 8,500 people.

The area contains a relatively youthful age profile (21% aged under 16 years), more
families and fewer older people than the city as a whole. Although an urban area
with a large concentration of social rented housing (64% of all housing),
Priesthill/Househillwood benefits from large areas of greenspace (including
Househillwood Park) and excellent amenities (including the Pollok Civic Realm which
incorporates health centre, leisure complex, and other services).

7 Healthy Weight Communities, Application by Glasgow City Council
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Figure 4.1: The Priesthill/Househillwood Area
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Across a range of indicators (evident at the outset of the programme) it is clear that the
Priesthill/Househillwood area experiences significant levels of social and economic exclusion,
with substantial health inequalities evident when national comparisons are drawn.

Figure 3.2: Community Health Profile of the Priesthill/Househillwood Area
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Implications of the Community Selected

With the benefit of hindsight, the geographic definition and targeting of the
Priesthill/Househillwood area can be seen to have impacted on the ultimate success
of the programme. Drawing on the perspectives of strategic, operational and
community partners a number of interrelated implications have been highlighted.

The ‘community’ selected was of a size consistent with the
aspirations of the partners on embarking on the programme, and
proved to be of a manageable size with which to join up local

Size ofthe services and design and implement additional project activity. Yet

area the responsibilities of strategic partners tended to span a much wider

geographic area (typically south west of the city) which made it
more difficult to get energy and resources to an area that was
perceived as relatively ‘small’ by some senior officers.

The selected area was two distinct neighbourhoods rather than one,

set within a wider geography where issues of territoriality are well
sense of known. This was said to have created a natural reluctance for
individuals to travel across area boundaries to participate in
activities (given concerns about safety), and difficulties for the
programme in connecting residents to activities that cut across or
were located outside of safe ferritories.

community

Although the area had a range of active community groups, it
seems that the level of community-led action on health had
declined over many years. Indeed community representatives
Community pointed to the disappearance of a number of important community

infrastructure health projects over time. This meant that the foundations on which
to build meaningful community ‘ownership’ of the programme
weren't obvious or readily in place. More work than expected was
required to engage with the community.

According to community representatives, a history of short-term (and
ultimately unsuccessful or unfulfilling) initiatives preceded the HWC
Community programme locally. This meant that many of the natural community
expectations leaders locally were sensitised to this issue, and were either sceptical,
held reasonably low expectations, or were reluctant to commit
significant time and energy to the initiative without visible results.

The Section that follows builds on these points to describe the process of community
engagement in more detail, and the lessons arising from this.
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Community Engagement

This Section discusses the challenge of securing meaningful community
engagement in the HWC programme and the associated approach
and achievements.

The Approach to Community Engagement

The national HWC programme was designed to help demonstrate ways of engaging
and inspiring the commitment of communities towards healthy eating, physical
activity and healthy weight activities. Effective community engagement was key.

From the earliest stages of the programme, there appears to have been recognition
of the need for meaningful community involvement at different levels. This was
reflected in the early community development work through the CHP Adult and Older
People team, and reflected in the comments of many partners.

Community engagement occurred at two main levels:

* Efforts to foster community ownership of the programme, the main mechanism
for this being the Community Advisory Group

* Efforts to reach out to a wider cross-section of the local population through
events and engaging activity centred largely on physical activity.

We now go on to describe each in turn.

The project actively attempted to develop community leadership or at least a sense
of community ‘ownership’ at an early stage.

The time of a Community Development Worker was assigned to the HWC Programme
while under the auspices of the CHP Adult and Older People team. This role was
focused on establishing a Community Advisory Group.

As it franspired, the Community Advisory Group was developed upon an existing local
group — Women Together. This fapped into an established and convenient body
interest among local residents. In hindsight, however, partners have acknowledged
that this group represented only one set of interests, and that more might have been
done atf an early stage to widen the base of community involvement and leadership
in the programme. The community representatives on the group themselves identified
the issue "...the group was not broad enough and didn’t cover enough groups".
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As noted earlier, this initial community interest quickly dissipated due to perceived
delays and a subsequent lack of rapid results. The programme was not seen to live up
to early, and perhaps unrealistic, expectations. According to one project worker, “the
drive didn't come from the community as quickly as was hoped. The results didn’t
come quickly enough for some, so interest waned.”

A number of community representatives have talked about the wider difficulfies in
securing and maintaining volunteer input. One commented that “volunteers are now
thin on the ground”, this relating fo a number of points raised earlier about the rise
and fall of short term community initiatives (and scepticism arising), and limited
ongoing support o build community capacity.

Much time and effort was spent by the Programme Co-ordinator during the course of
early 2010 work with an increasingly frustrated Community Advisory Group, although
new members were recruited meetings eventually had to be halted due to declining
interest. Gradually the priority then shifted fo engaging a wider group of residents in
project development and implementation.

These factors were exacerbated by the decision to site the Co-ordinator outside of
the community itself. According fo one community representative: “There can be a
bit of an ‘ivory tower’ thing, where workers have their comfy offices outside the area
and are parachuted in from time to time”. This was mirrored in the comments of the
Co-ordinator who talked about working hard to overcome a “them and us” situation.

This combination of "volunteer burnout" and the basing of the Co-ordinator away from
the area led to the perception of a lack of "foot soldiers" with much of the work falling
on too few people.

The HWC initiative adopted a highly direct and localised strategy to engage with the
neighbourhoods of Priesthill and Househillwood.

At an overall level the Project co-ordinator has attempted to identify and work with as
many community groups and members as possible within the time available. Steadily
this has built positive relationships and links intfo much existing community activity in
the area.

The projects brought forward as part of the initiative have also each attempted o
reach their target audience. A variety of techniques were used, including leaflet
drops (to reach households directly), presentations (to reach local community
groups), and direct engagement through local settings (e.g. schools, nurseries). There
was little reliance on print or online media to reach the wider population.

Programme stakeholders have suggested that the most effective forms of
engagement were those grounded in local settings, where there was the opportunity
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to work with local partner organisations. The project activities with and through
nurseries and primary schools proved parficularly effective at reaching a captive
audience and building on existing work around physical exercise and nutrition. Other
approaches perceived to be “parachuted in” (as one local worker described them),
found it more difficult to engage effectively with sufficient numbers of local residents.

It has also been widely reported that issues of territoriality and willingness to fravel
impacted on the ability fo engage effectively with all sections of the Priesthill and
Househillwood communities. At a practical level this influenced the choice of activities
that formed part of the HWC programme and their location. It also appears to have
impacted on the take up and perceived success of activities.

In the latter part of the programme high profile events proved a highly effective and
visible way of the bringing the community together and getting them involved. This
included a family fun day. These events are described later in the report.

The development of the Bee Club logo and merchandising was an attempt to create
a locally owned and recognised brand around the programme. This reflected an
attempt to make use of a bottom-up approach where possible, and was reportedly
preferred to broader and more expensive social marketing approaches. The
challenges in making use of the child-designed Bee Club branding has already been
noted earlier in this report, and agency and community representatives interviewed
have noted that the programme did not achieve the visibility that was hoped for
within the reduced timeframe for the programme.

It is clear that meaningful community ownership and wider engagement takes time
and can only be achieved through ongoing effort. The experience of delivering the
HWC pathfinder in south west Glasgow points fo a number of main learning poinfs.

It is important to have a historical understanding of the target area.
Understanding Knowing the community hegl‘rh STOTISTI('ZS is not enough. There needs
to be a deeper understanding of the rise and fall of projects and
community provision in the area (and the concomitant scepticism)
and issues around geography, distance and participation.

the history

Given the ferritorial divides evident within and between Glasgow
Rddressing nelghbourhooo!s, one of the m.om lessons was ’rhg r\eed to de5|:gn.
activity accordingly. The location of events/activities and continuity
of venue, along with creative ways to address travel barriers are all
considerations in this respect.

territoriality

Making a splash Even within a relatively small community, initiatives must work hard
to create a positive perception and to engage with a large
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number of residents. The use of high profile signature events can
prove a useful starting point to engaging positively with large
sections of the community.

The Co-ordinator has made a determined effort to widen the base

Reaching of community involvement in the initiative, and there is evidence
heyondthe that thisis beginning to pay off. The locus of community
usual suspects involvement in this and similar initiatives must go beyond a smaill
grouping or narrow range of interests.
One of the main reflections from the Priesthill/Househillwood
o initiative is the need for early, sustained and wide-ranging
Underpinning community development work. The unavoidable changes and
community delays in getting the HWC programme off the ground, however,
development <cnd history of area, meant that this was difficult fo achieve fully in
this case. There is a real need to slowly build frust and involvement
over a meaningful fimeframe.
It is vital that any initiative builds on common interests and
Using connections, rather than engineering new and additional burdens
appropriate in ferms of people’s involvement. Where the Priesthill/Househillwood
_ programme was shown to work well, it worked ‘with the grain’;
settings making use of settings that people were familiar with and used
regularly.
Being part of the community also matters. Despite having an
Having a local administrative base outside of the target area, the HWC Project
Co-ordinator had to work very hard to maintain a daily presence in
presence Priesthill/Houshillwood. Local workers therefore need to spend time
in the community and take time to be acceptedin it.
Community engagement is only a means to an end, however, and
not an end in itself. The experience in Priesthill/Househillwood
A long term suggests that a meaningful long-term commitment needs to be in
commitment place to avoid the understandable scepticism of residents. For

community representatives to become involved it was important to
know that there are well-rooted and permanent services/venues
that people can invest time in and know that they will remain.
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Review of Project Activity

This Section reviews the range of project action initiated through the
programme, and associated progress, outcomes and added value of
this activity.

The Approach

As part of the Priesthill/Househillwood pathfinder programme partners have
developed and taken forward a variety of ‘new’ project activity. Resources for this
activity were made available through an application process, with ideas and
proposals assessed on their merits by partners.

There are a number of main, and general, points to make about the project activity
that the HWC initiative has given rise to:

* The balance of project work related to physical activity (often linked to the use
of outdoor space) rather than healthy eating. This played to the
characteristics and strengths of the target area, which provided good access
to greenspace.

* There was concentration on delivery within either nurseries or schools, as well
as a local church, which were familiar to parents and extended their use for
other types of activities involving parents.

* The development of new angles on activities that had been tried before but
needed to create a ‘wow’ factor and attract take-up, e.g. a demonstration of
stunt cycling fo launch the cycling tuition in schools.

* The project activity was delivered largely by agency partners (e.g. Glasgow
Life), often building on pre-existing ideas and activities. In one or two cases
however, outside experts were sourced to deliver specialist courses such as
catering, dance, and creative games.

In general terms, the scale of this new project activity appears to have gone
somewhat beyond that originally envisaged in the Scottish Government guidance.
This is positive in the sense that together partners identified those new activities that
would best complement and enhance existing activity through the pathfinder.

Key Project Activity

The following pages examine the scope, effectiveness and learning from the main
elements of project activity brought forward under the programme.
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Holistic delivery in nursery schools

A Health improvement programme FAB (Food Action and Brushing)
had been successfully piloted in nurseries in the area. The early years
partnership with nursery staff was already established and this
facilitated discussions around delivery of a new pilot programme
under the Bee Club brand. The aim was to establish positive attitudes
towards healthy eating among pre-school children and to raise
awareness among parents and carers about simple changes that
would confribute to healthier outcomes. Nurseries were seen as a
stepping stone to involving parents with children in primary schools.

Rationale/
Ohjectives

The Bee Club was piloted in three nurseries for 7 weeks, this co-
ordinated by NHS Greater Glasgow and Clyde's oral health officer.
The programme combined a focus on nutrition with exercises
delivered by Glasgow Life coaches. Based on feedback from

Project parents on the pilot new elements were included in the main 8 week

activity programme such as stress management, alcohol awareness, and
smoking cessation. As a result of the success of the Bee Club, HWC
introduced teaching input to the nursery staff e.g. in alcohol
awareness, and yoga. Children were also offered the opportunity to
take part in pre-school swimming lessons (if their parents or
grandparents could take them), pre-school gymnastics, and the
parent and child classes.

The Bee Club sessions were delivered by a range of staff from health
improvement, Glasgow Life, as well as a freelance chef and nutrition
expert. This was a tangible and highly effective example of how the

focus of the HWC served to join up local services.

The staff in one voluntary sector nursery were keen for their parents
to take part in the programme. However, because most were in
employment the timing of sessions during the day didn’t suit them.
Although offered a programme in the evening parents said they
couldn’t fake part because of caring and other responsibilities. Their
preference was for a full day of activities or a shorter block of
Progress and sessions with no commitment to take part in the full programme.
challenges However, in another nursery with a significant number of working
parents they did manage to involve working mums and dads.

Anofther issue for the voluntary sector nursery was space. Its kitchen
was used for cooking meails for the children and was therefore not
available for the cookery demonstrations. The nursery was planning
to use the facilities of a neighbouring community centre but this was
no longer available as the centre closed down.

In another nursery the parents were interested in other activities such
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as Zumba classes, and the manager had expressed interest in
including budgeting in the programme but neither could be
accommodated within the current programme.

The most popular session was the cooking session delivered by a
chef. He was responsive to variations in dietary needs such as
Best practice adapting recipes for a family used to non-Western foods.

and Following a successful pilot in Govan of the development of recipe
innovation guides by nurseries, this initiative was extended to the Bee Club with
each nursery developing a different recipe illustrated by the children
themselves. This recipe collection is in the process of being
published.

The take-up in three nurseries was very high and only one nursery
was unable to get parents to take part. However, this meant that
extra sessions could be run where there was the demand. One dad
who fook part found the cooking sessions particularly useful for him
as a lone parent. The feedback from parents was that there was a
good range of activities and the sessions didn’t last too long. “The
buzz from the cooking classes led to us infroducing pizzas as an
Outputs and option for the kids staying for lunch®.

outcomes Nursery staff were very supportive of other aspects of the HWC such

as following up parents who forgot some weeks to take their children
to swimming, thus reducing dropout rates. One of the perceived
benefits of the swimming lessons was that children would qualify for
kids Cards for free swimming sessions.

They were also very keen to support the idea of developing a
community allotment. Both Burnbrae and Craigbank had nursery
gardens and were keen to extend this interest to parents.

HWC offered a range of opportunities that appealed to different
interests, attempting to not leave anyone out including working
parents.

HWC grants also covered the cost of equipment e.g. the utensils
used by the Chef were priced by one manager at £2,000, which was
outwith the budget of a nursery.

Added value
of HNG Nursery staff felt they benefitted from the training input in alcohol

awareness and yoga, and from participating in activities used to
infroduce healthy messages to children. For managers having
external input was valued as it brought in experts who ran a co-
ordinated programme of activities which in turn contributed to
health and exercise outcomes that nurseries are required to deliver.
In addition, HWC extended the range of activities on offer both for
pre-school children and their parents/carers.
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Cycling in primary schools

Rationale/
Ohjectives

Schools are frying to achieve two hours of physical education per
week, which is quite a challenge, as also is delivering the cycling
proficiency scheme. At St Bernard’s Primary school the first week of
the old scheme usually involved the Depute and the Active School
Co-ordinator repairing the children’s bikes as most were not road
worthy — “missing brakes or saddles, or no airin the tyres”. The school
was keen to get parents involved in the cycling side of the school’s
extra curricular activities as well influence young people’s
confidence through cycling.

Project
activity

While waiting for the new bikes and bike storage container to arrive,
St Bernard’s ran the normal cycling proficiency class over six sessions
from May to June, with 15 pupils taking part from P5. HWC arranged
for Clan (stunt cyclists) to come into the school in August 2011 to
launch the new programme. Through HWC the Depute from St.
Bernard’s along with teachers from Cleeves received bikeability
fraining from Glasgow City Council Community Action Team (CAT).
St Bernard’s is delivering one class at basic level and a class at
proficiency level. The aim is to recruit parent helpers so that the
school can run an after school scheme on a regular basis. A cycling
lane has been painted in the school grounds from the main gate
round the school to a ramp where the bike stands are located. This
is a vast improvement as currently children have to disembark at the
gate and are not allowed to cycle through the grounds. “Approval
by the head master of the cycling frack in the playground was easy
as there were no costs involved for the school, and also because of
the storage provided". Cleeves Primary and Gowanbank also took
part in the cycling club project.

The Head teacher and other teachers are committed to the
programme and have welcomed the offer of bikeability fraining by
Glasgow Life's Community Action Team.

Progress and
challenges

The school is confident that it will be able to recruit parents for initial
training by the Depute followed by further training by Glasgow City
Council’'s Community Action Team. Parents including some
grandparents have already indicated an interest in helping. The
Depute has been approved as part of his continuing professional
development to take part in a Cycling Scotland 4 day course for
frainers. However, although staff involved in schools are committed
to continuing the cycling training there may need to be some
financial payment for their fime and training.
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) This is one example of how it is possible to involve parents in the
Best practice development of an extra-curricular exercise option for pupils as well

and as involving teachers in delivering cycling as part of the curriculum .

innovation . .
Cutting down on theft was also a priority and therefore passports

were issued for each bike and invisible markings put on the bikes.

This project has meant that these schools can now offer a new
extra-curricular activity for their pupils. St Bernard’s now has15 bikes
that the school can use to train all age groups. They were also
supplied with safety equipment. Through HWC they also have a
maintenance contract with a small company in Glasgow who will
service their bikes, plus a permanent circuit painted in the
playground. Signage was also offered to schools. St Bernard’s has
seen an increase in the numbers of children coming to school on
bikes as a result of the cycling club. Parents are also beginning o
avoid parking on the cycling lane into the school. The demonstration
by Clan motivated pupils in the school with their show. The DVD

Outputsand short video clips which are shown before each lesson include a

outcomes mountain biking expert, which helps to widen the pupils’ horizons in

terms of encouraging them to get out into the mountains with their
bikes. The Depute has observed immeasurable improvement in
confidence of the children involved from for example learning that
cycling the slowest is a skill. Also the programme teaches children
about how to minimise risks and about safety gear (helmets and
high visible clothing). The school values the resource that the bikes
represent and would like to extend their use outside school to some
pupils whose parents can't afford to buy them bikes. However, this
would mean that the bikes might disappear, so the school is
currently looking at other ways in which pupils could practice skills
learnt on the course such as organising cycling trips e.g. using the
Barrhead circuit, and telling parents about Sustran fracks.

Without HWC funding the schools couldn’t have delivered this
project. It would not have been practical to run such a class relying
Added value on pupils using their own unsafe, and ill-maintained bikes. The
of HNG donation of bikes has meant that it has been possible to get onto
the teaching of cycling skills quicker, with bikes that fit the pupils plus
storage for them. This programme is in line with the promotion by the
Scottish Government of the Scottish cycling training scheme.
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Rationale/
Ohjectives

Glasgow Life has identified that one of the gaps in the area was pre-
five provision, and this also came out of the stakeholder consultation
in September 2009. Although pre-five gymnastics is offered at
Bellahouston (a sports centre not far from Priesthill but outwith the
areaq) sessions are over subscribed. The fact that Bellahouston
Academy, one of the secondary schools for the areq, is the centre
of excellence for gymnastics in Glasgow, provides a unique
opportunity. There is a clear pathway from pre-school gymnastics to
gymnastics training, and starting with pre-school children is seen as
making an important contribution to healthy weight. This form of
gymnastics is non competitive and fun. It's about development of
social interaction skills (e.g.parachute games) and it breaks down
gender barriers (for example dancing is for girls and use of the gym is
for boys), plus parents are involved.

Project
activity

The programme was delivered from August 2011 in the local church.
The children were split info 18 months to 3 years and 3 fo 5 years,
either morning or afternoon sessions. Parents were initially
apprehensive about taking part in the gymnastics with the toddler
age group but once that was broken down they enjoyed the parent
child interaction and having fun with their child.

A reduced charge was made which was half the normal rate for a
block of sessions. For reasons of sustainability It was decided not to
make these classes free as otherwise parents would find it difficult
after HWC finished to start paying for sessions.

Glasgow Life has worked closely with the Active Schools Co-
ordinator and has maintained involvement in the Working Group of
the HWC project. The perception is of, “a close knit group of workers
that have worked together effectively on the programme”.

Progress and
challenges

Equipment was made to order so this delayed the start from Easter
2011 as originally planned until the new school term.

Glasgow Life was unaware that there was a staggered start of
children at the nurseries so they missed some of the later entrants
and had to visit the nurseries a second time to promote the
programme with parents.

Another challenge was that parents had to go to the civic realm to
book a place on the programme, as coaches weren't allowed to
take money

Glasgow Life wanted to drum up support from parents to take up
the option of pre-school gymnastics training, and had one
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volunteer. The idea was that parents would deliver pre-school
gymnastics on a voluntary basis, either in the church if additional
funding was available or in the Civic Realm, where there was free
accommodation. However, courses for volunteers have still be
arranged by Glasgow Life through Scottish Gymnastics’ fraining
courses.

Best practice
and
innovation

Glasgow Life had been keen to get community buy-in so had
prioritised effective marketing of the programme. They had
established contacts with nurseries and had met some of the
parents as a result of confributing fo the 6 week Bee Club
programme in nurseries. They leafleted every door in the areaq,
publicised the programme in the church newsletter, and put leaflets
up in the housing office, local shops. They felt it was important to
allow friends to attend together so parents from other neighbouring
areas were also able to book if there were any spare places.

Outputs and
outcomes

The take up by parents was very good. By mid October 4 classes
were running each week, 29 children were taking part, and 16
parents were involved in the classes for 18 months to 3 years. The
afternoon classes were parficularly popular. One granny said, “This is
great and is so needed in this area and | hope it lasts and is
continued”. Parents of the three to five year olds meet together,
have a cup of tea, and seem to be really engaged in the project.
Parents expressed an interest in a weekend gymnastics club but for
cost reasons and also as the church hall was not available at the
weekend this could no go ahead. As a result of the perceived
success of this project, and of the agreement with HWC, money was
ring fenced by Glasgow Life for pre-school gymnastics coach
training for 4 local people over 3 years plus supervised initial delivery
of the programme. One parent had shown an interest early on in
being trained in pre-school gymnastics.

For Glasgow Life, access to funding for equipment and coaches was
delivering a programme that fitted with the needs of the area and
of the role of Glasgow Life in getting people active. Without the
grant the programme could not have been delivered in the
community venue (£5,000 for equipment, the cost of coaches and
churchlets at £15 a hour i.e. £60 per day). Their hope was o
mainstream this activity as part of the Glasgow Life programme, as if
the take-up by parents justified continuation the classes could be
delivered in future in the Civic Realm.

A representative from Glasgow Life commented that “the collective
thought of everybody looking to achieve the same thing was
Important. Given that funding is limited pooling resources and
working together for a common aim is important”. The HWC
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strengthened joint working between Glasgow Life and Health
Improvement, and as a result of involvement in this programme
Glasgow Life now has developed relationships with the early years
services and strengthened these partnerships on a par with those
they have with the schools through Active Schools. Glasgow Life has
also been able to involve other parts of its service e.g. the play team
in some events and activities in the schools, and as a result a lot
more services are doing different things with the same target groups.
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Rationale/
Ohjectives

Active Schools had previously organised a parents only exercise class
in St. Bernard’s primary and were keen to restart one but extended it
to include mums and dads from Cleeves and Gowanbank Primary
schools. Parents said that they preferred to exercise without their
children, once they had dropped them off at school. Two mums from
the previous group came back to join the new class.

Project
activity

The class started in St. Bernard’s Primary but then moved to the
church hall. It ran from 9.30 to 10.30 once a week, as it suited
parents to drop off their older kids at the school and go straight to
the class. The class involved dance fithess exercises, then circuits
adapted to individual needs and finishes with stretches. It was led by
local dance instructors.

There has been a lot of shared learning between the partners
involved in HWC about how best to involve parents in exercise
programmes. The working group provided a forum for discussions.

The class was for parents only and therefore required a créche for
younger siblings. Unforfunately the room set aside for the créche in
St. Bernard’s was later required as a classroom. The class therefore
had to move to alocal church, which was nearby. However this
disruption led to a drop in the number of mothers attending.

A decision was taken early on in the planning of this class to work
towards making it sustainable after HWC ended. Parents were
charged £2 a class, and the money was put aside to help to
subsidise a parents run group in future which would employ one of
the dance instructors.

Outputs and
outcomes

Attendance varied from eleven initially to about five or six regulars.
Part of the grant from HWC was used to purchase yoga mats and
dumbbells that could be used for continuing the class in the
community.

HWC provided an opportunity for Active Schools to facilitate the
involvement of parents of primary school children in an activity
programme led by trained coaches. Active Schools has no funding
itself for employing coaches or créche workers, or paying for lets
outside schools. They also rely on volunteers. HWC enabled the
piloting of an exercise programme which, if parents were willing to
organise and pay toward the costs, could be continued to meet in
the Church Hall.
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Consideration was given to finding ways to mobilise and enthuse the
Rationale/ Iocal population at large. Family fun day events were considered
Ohjectives key fo extending the engagement of members of the community in
HWC, and were designed to provide a range of taster sessions
attractive to all age groups.

Two family fun days were organised — one on 27th August, the
Summer Family Fun Day, and the second in December 2011. Both
involved family runs, with the Decemlber one aptly called a Rudolf

Fun Run.

Project
activity The summer fun day was organised in a local park and involved the

following highlights, which despite the very wet weather attracted
more than a hundred children of all ages and their parents: the 1K
fun run for which participants received Bee club goodies bag; soft
play activities including bouncy castle; gyro gymnastics; cookery
classes and making smoothies; face painting; and football
competition.

The fun days involved partnership working between key agencies

involved in the HWC and was co-ordinated by the Health

Improvement Team. These included Glasgow Life, and Active
Joint working Communities Scotland.

Other workers confributed e.g. a cycling enthusiast and his wife
showed the children how to mix up smoothies using cycle power. A
wood carver demonstrated his art. ABC events organised the
football competition. The buggy fit members were involved in
organising the fun run.

Despite the inclement weather for the summer fun run there was a
challenges

good furn out and taster sessions enabled a wider cross-section of
the community to take part in HWC activities.

Bestpractice Combining fun activities with health messages was very successful.
and One example of this was the smoothie maker relying on cycle power
innovation which attracted pre-school as well as older children who enjoyed
tasting the results of their strenuous exercise.

Both the summer and Rudolf fun runs encouraged children and

Outputs and  quits of all age groups to take part in a fun activity. With large
OUICOMES umbers of participants at these events, there are plans in progress

to organise an easter run and Active Communities Scotland are

negotiating support for the continuation of these family fun runs.
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Even if this does not become a regular community event it did
demonstrate what could be done and the level of interest in
community based fun activities.

These events were free because of HWC funding and were
Addedvalue therefore very popular and attracted participants of all ages. The
of HNG events enthused and inspired large numbers of the resident
population, although unfortunately occurred late in the life of the
HWC programme.
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Community Fitness (Buggy-fit - Jogging Buddies)

Rationale/
Objectives

HWC understood that there was an interest within the community in
access to opportunities for community fitness. Initially concentrating
on a ‘family approach’ the HWC programme attempted to
enhance opportunities for community fitness and physical activity for
local mothers and toddlers. This was an attempt to build on nascent
walking groups that had failed to get off the ground locally.

Project
activity

Active Communities Scotland Ltd (an organisation with a history of
working in the Greater Pollok area and developing work on active
communities elsewhere) were asked to put together a proposal.
Using work they had developed around fitness for young mothers,
they put together a proposal with three main areas, walking, jogging
and buggy-fit and submitted this in August 2010. These were offered
in the Priesthill/Househillwood area and had a relatively poor uptake.
A range of supplementary and profile-raising activities were
therefore developed including, family fun runs, Junior Jog Scotland
courses in schools and indoor exercise classes for mothers.

In the development of the project Active Communities Scofland
made presentations about the ideas for community fitness to the
HWC team and partners and to other service and community
organisations. This included health visitors and the parent and child
team in Social Work . When the project was up and running, in
February 2010, they made further presentations to health visiting
teams and to parents in schools, nurseries and mother and toddler
groups. Later that year they worked with primary school teachers
about the Junior Jog Scotfland courses that they offered and ran. The
Active Communities Scofland team have been in touch with the
local area partnership development officer about further funding for
the community fun run and ancillary activities.

Progress and
challenges

The exercise and fitness program (Jogging Buddies and Buggy Fit)
was offered in Priesthill and Househillwood. These proved to be areas
where it was difficult to get local people to engage in the project.
The project team used a range of venues and approaches to fry
and involve local mothers, they involved members of HWC
Community Advisory Group and took every opportunity to raise the
profile of the projects. The turnout remained poor, with the
particularly bad weather in Spring 2011 and the distance that some
women would have to walk to the venues also identified as an issue.
The Active Communities Scotland team looked to use a family fun
run to raise the profile and attract participants.

As the core of the HWC launch event in August 2011 the family fun
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run attracted 80 participants and a deal of interest in the jogging
classes. The second block of classes ran from September to
December 2011 and while there were a number of new attenders
the numbers were sfill low again possibly impacted by the bad
weather. The team moved the event indoors and ran gentle exercise
classes for mothers. The fitness work was reviewed and stronger links
made with local community groups, e.g. Women Together. Another
community fun run was organised for December 2011, the Rudolph
Run which attracted 50 grannies, mothers and young people as
participants.

The Active Communities Scotland team with their resource
underused in the community offered Junior Jog Scotland courses in 3
primary schools in the broader area (Gowanbank, Cleeves, and St.
Bernards) and these classes have been well received.

Best practice
and
innovation

There has been the innovative use of family events to raise the
programme’s profile and attract membership — this included the
Family Fun Run in August the Rudolph Run in December and there
are plans in place for a Mad Hatters Fun Run in March 2012.

The poor uptake of the original community fitness offer has led to
changes in focus around both geography and target group. The

Outputs and success of the family fun run events (attendances of 80 and 50)

outcomes shows that the broader approach may bear fruit, however, it will
take time to franslate the success of the fun runs info enhanced
attendance at the Active Communities Scotland classes.
The flexible approach displayed by HWC and its understanding of
the problems involved in working in poorer communities was

Added value instrumental. This allowed the HWC Co-ordinator to support the
Oof HWEG chosen exercise provider (Active Communities Scotland) who,

because of their experience of these situations were willing to try a
range of approaches to bring fitness opportunities to the area.
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Community garden/ allotment

This significant HWC initiative was inspiring by a number of interlinked
themes: community interest in allotments and growing, supported
volunteering and community capacity building, and implementing
physical activity and healthy eating opportunities,

Rationale/
Objectives

Community interest in a gardening and growing space was high,

and the HWC set up an allotment group to build on this. The

greenspace officer for Development Regeneration Services (DRS)

was directly involved with HWC in supporting and developing this.

The allotment group visited several parkland sites and held regular

meetings in local schools. Difficulties in accessing suitable sites
Project meant that other options had to be developed.

activity the council greenspace officer and HWC Co-ordinator developed
and presented the new ideas to the teachers, pupils and parents of
two local schools. The greenspace officer’s technical expertise was
key in the development work for the gardens in each school. This
fime consuming process has been worked through and joint
community/ school growing areas are planned for Cleeves and
Gowanbank primary schools. These projects will receive substantial
funding and support for the next two years.

Development work on the Community Allotment, originally involved
Glasgow City Council Allotment Officer from Land and Environment

Jointworking Services Team, Glasgow Housing Association, and Glasgow South
West Regeneration Agency. With difficulties in obtaining suitable
sites for the work, joint work with Cleves and Gowanbank primary
schools provided sites for an amended form of Allotment/ School
and community garden.

The community allotment project has had a number of challenges in
its development. This included difficulties in finding a suitable site
leading to problems in retaining interest by members of the original
support group. Challenges were also evident in negotiating
Progress and combined community and school growing space within local

challenges Primary school grounds.

The development process for the allotments took a long time and no
suitable sites were offered to the group. The offer of a contaminated
ex-mine site, a very large area, expensive to fence and the site of
gang fights at the weekend was the last straw for the group. As well
as these difficulties there was a certain amount of resistance from
local residents to the siting of the allotments.
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A ‘Plan B’ was developed which would be that the monies from
HWC would be put into the development and support of a
community garden within the school grounds. This would also
include funding for a community team to come in to provide
growing and planting support for two years.

Not all of the allotment group were happy with this. However, the
workers involved are certain that putting the gardening and
growing areas in the schools supports the long-term development of
the HWC work. The two schools are very happy to increase their
participation in the project and there will be two appropriately
designed school and community gardens as a strong legacy of the
HWC project.

The next task for the supporters of the two school sites will be to
ensure there is enhanced buy-in to the idea from the broader
community and the other services.

Best practice
and
innovation

The innovative use of school grounds, HWC funding and community
and school joint use of the provided growing areas should improve
knowledge understanding and use of fresh food in the area.

As this part of the HWC project has been more difficult than
expected to implement there are no direct outputs from it at the
moment. However, there are successful outcomes to much of the
collaborative development work; the schools will have excellent
resources to develop teaching around food, growing and ecology
(Gowanbank will move on to the next stage of the Eco-Schools
project with enhanced support) and the possibilities for community
growing are in place. As one primary school feacher commented,
“...the opportunity given to the school by this funding of the outdoor
space is fantastic”.

The support of HWC and the expertise and enthusiasm of its partners
helped to bring the allotment/ community garden project to fruition
after a range of difficulties. The links with schools, community and
local organisations allied to the HWC programme and its funding
meant that the difficulties faced could be circumvented. This would
have been much more difficult to achieve from within a single
organisational silo.

Evaluation of the Priesthill/Househillwood Healthy Weight Communities Programme





v,

Gowanbank School (a holistic community focus)

One of the objectives of HWC was to "...group, connect and
promote existing local initiatives". This Section draws together the
range of activities that have been supported by HWC in one areq,
the community around Gowanbank Primary School. The
developments supported and enhanced by HWC input can be seen
to be acting across a range of services and providing a
comprehensive/ holistic health driver in the area. This can be seen to
enhance work on volunteering and community capacity building,
implementing physical activity and healthy eating opportunities.
Focussing this work on the school is useful as schools provide a
centre for community activity which is generally viewed positively; its
where most of the local children attend; it involves the parents; it
provides a space for community activity tailored for children; and it
is a safe space.

Rationale/
Objectives

The school has been involved in most of the HWC activities and has
been a key site for the cycling work developed as part of HWC. The
school hosts project bikes and has been provided with an extensive
cycling proficiency track for the training.

A wide range of health promoting activity takes place within the
school premises most of it managed by teachers, although there is a
range of other work supported and funded by HWC including Junior
o Jog Scoftland classes run as an extension of the buggy fit/ jogging
Activity buddies program, and a set of expanded Glasgow Life play sessions
which have been funded to expand health focused activities.

The school has a weekly parent and child club with funding from
HWC. Working with mothers to improve their relationships and
activities with their young children the club has organised activities
such as Zumba and collaborative games for mothers and children.

As an Eco School silver award winner the school was very interested
in the idea of hosting a community garden on their site and took
part in a series of discussions facilitated by the HWC Co-ordinator.

Gowanbank Primary has had an excellent relationship with the
Health Improvement Team. The team kept the school up-to-date

Jointworking with local work around health and opportunities for funding. When
HWC appeared on the scene the school formed a strong
relationship with the Co-ordinator and was pleased to be involved
and support the work. As noted by a representative from the School,
"we take part in anything that helps the kids and the area".
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Progress and
challenges

A fenced off area near the school which was in a rather distressed
state was the first site identified for a school community garden. In
the beginning the owners of the land (City Property) were willing to
let the school have access and the Council greenspace officer and
the pupils cleared the area and planned a garden in this space. A
set of problems arose about the use of the space with the owner
seeking payment for the land. A ‘Plan B’ was developed which
would be that the monies from HWC would be put into the
development and support of a community garden within the school
grounds. This would also include funding for a community team to
come in to provide growing and planting support for two years.

Glasgow Life delivers play sessions three nights a week in
Gowanbank Primary as part of their city wide program of activities,
arts and crafts and social games for young people. Working with
HWC the local sessions in Gowanbank have been expanded to
include activities around healthy eating and fitness. The HWC
funding has enabled sessions on cooking, street dance, Zumba,
cycling and climbing. The support has extended the work done on
healthy living topics and has enabled the service to “bridge a few
gaps”. The HWC funded sessions will be evaluated using a local
project that specialises in multi-media work.

The logo for the Bee Club was designed by one of the primary
school pupils and the teacher was positive about the work that the
Bee Club has done.

The collaborative approach with other services and the community
has seen the siting of the community garden within the school, has
funded enhanced play sessions for the after school service, and has
enabled support for a mother and child group.

Outputs and
outcomes

As a result of the HWC initiative there has been enhanced work on
health improvement within the curriculum and in the extra-curricular
work taking place in the school. The provision of a site for the
community garden/ growing area is having a positive impact on the
school and the local community.

Added value
of HWC

HWC has acted as a source of information, inspiration and funding
allowing a range of work around food and health to be developed
in the area, much of it centred on the school.
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This Section examines the main outcomes arising from the programme
in relation to local people, services, community relations, and in
addressing wider health inequalities. It also discusses the prospects for
sustainability of the worked initiated as part of the programme.

The Impact on individuals

Changes in behaviour are seen as a long term process. The hope of health
improvement staff was that the families that had taken part would continue to make
healthy choices such as experimenting with recipes, taking children to the swimming,
and that children in primary schools would confinue o bring their bikes to school.

Similarly for Active Schools the impact was felt to be on the parents that came along
to the exercise classes in terms of helping to make them more active even though
probably HWC did not change the behaviour of other parents. “It's like you put on an
after school club and aftract kids who attend a lot of other clubs. It's the ones that
don’t go are the ones you want to target but they're the most difficult to target.”

However, Glasgow Life was confident that having piloted the pre-school gymnastics
and swimming the take-up by parents suggested that they were keen for their
children to become more active, and that this initial inferest could be fostered
through mainstream programmes.

The Impact on local services

Health Improvement and Active School staff are keen to see some of the projects
confinue, such as the use by nurseries of the recipe cards linked to the curriculum and
parental learning. The feedback from both primary and nursery staff was that if
funding could be found they would want to continue a lot of the activities developed,
especially as these were seen to tick the boxes in terms of health and wellbeing
outcomes by which nurseries and primary schools are judged. They were also keen for
some of the HWC fraining developed for staff fo continue e.g. yoga, massage,
bikeablity skills. This was seen as important to the CPD of staff.

HWC was seen as providing a more joined-up approach to delivery of health
improvement programmes which made it easier for staff to promote. Both nurseries
and primary schools are inundated by requests from external agencies to get parents
involved as well as having to meet targets set for them by Education Services, and
therefore a programme which co-ordinated these different inputs, feeding directly
info outcomes, was valued.
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The impact on community spirit and relations

The feedback on community ownership of HWC was less positive. A number of
community representatives were critical of the short termism of the programme
(“Everything gets pulled out of this area”) and of the lack of learning from previous
programmes with similar objectives (“The history of community action in this area is
important. We need to build on past successes ..."). In particular they criticised the
lack of initial leadership, lack of links established between agencies and community
members, and lack of involvement of a wider cross-section of community members.
While individuals took part in programmes, with the possible exception of the
allotments group, there was no effective community representative structure driving
the development and delivery of HWC.

Wider impact on health inequalities

Inequalities in health are affected by a range of social determinants that can shape
health outcomes. While a short ferm programme like this cannot hope to make major
changes in health outcomes it can provide indications of some types of impact.

As noted in Section 4 the Priesthill/Househillwood area experiences significant levels of
social and economic exclusion, with substantial health inequalities. Addressing the
social determinants of health is the responsibility of a range of public sector agencies,
a cross section of which were involved in this programme. The model of collaborative
working promoted by the HWC enabled service providers to address some of these
social determinants in a number of ways.

Most activities were delivered free of charge to participants. There
was no booking fee involved and equipment was provided,
funded through the HWC programme. One example of this was
the purchase of good quality bikes for schools so that children

Low Income without bikes or with old bikes were able to take part. Where there
was charge, as with the pre-five gymnastic this was heavily
subsidised, or with the adult exercise class was infroduced in order
to build up funds that would cushion the employment of coaches
after the end of the project.

One of the aims of the programme was to raise awareness of
Unemployment opportunities for employment within the leisure sector. Therefore
and Pvilt info the planning of a number of projects was encouraging
employment parents to consider whether they would like to do further training in
for example pre-school gymnastics, for which there might be scope
for sessional employment. A number of parents including some
grannies indicated they might be interested in being frained but
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none of the training fitted with the timing of the project. A number
of nursery parents also expressed an interest in Zumba classes with
a view to tfraining as instructors but again this did not fit with the
programme of activities.

Nurseries were particularly aware of health inequalities and the
design of delivery that addressed the diverse needs of parents and
children. They commented on the attention given to ensuring that
the programmes delivered were inclusive of parents and children
with different abilities, and that in parficular the selection of recipes
to meet the needs of children used to non-Western food as well as
children who were never offered fruit and vegetables at home.

Diversity within
the community

Provision of after school activities were seen as an important
conftribution to working families who were unable to afford child
minding services. Adding to the range of activities on offer was
seen as contributing to making after-school clubs enjoyable both
for pupils and for staff employed to supervise them.

Lack of access The community allotments is not yet up and running. However, the
to affordable experience of community gardens combined with input in ferms of
cooking skills is that this type of work can make an impact on the
food affordability and access to nutritious food.

Prospects for Sustainability

The short-term nature of the HWC, combined with the Priesthill/Househillwood model
of initiative new project activity, raise some inevitable questions about the
sustainability of the outcomes described.

At a structural level, the Programme Management Board and the Working Group was
made up of representatives of agencies involved in delivery of the HWC programme.
Both groups relied on meetings being convened by the HWC Co-ordinator. Therefore
it is unlikely that either structure will confinue. However, a number of the agencies
involved are already linked to other structures which may provide a basis for
sustaining some of the joint initiatives. These are:

* the Early Years Forum chaired by Health Improvement; and

* the Health Steering Group of the Learning Community chaired by Health
Improvement, organised around secondary schools and their feeder nurseries
and primary schools. This may be changing to sector-specific meetings of
nurseries, primary and secondary schools in the south of Glasgow but there still
seems an interest in continuation of input by Health Improvement and Active
Schools Co-ordinators to such forums.
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Having begun to work more closely together under the banner of the HWC initiative,
the feedback from nursery staff was they would like to continue joint projects. In
particular the involvement of parents from both nurseries and primary schools in the
community garden was seen as having scope for continued joint input. It has now
been agreed that the Green Space officer feam will develop this project. Assuming
that there is funding into 2012 to fund ground maintenance, nurseries in the area
appear keen to see this community garden as an extension of their own nursery
gardens. This will help them meet sustainable environment as well as health
improvement outcomes.

Some activities may also continue because of the equipment already in place such
as the bikes and cycle tracks, the yoga mats and exercise equipment for adults, and
the pre-school gymnastic equipment. However, where delivery relies on expert input
e.g. dance, gymnastics, cooking, the challenge for services will be to make them
affordable for parents able and willing to pay.
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This Section draws together the main findings arising from the
evaluation together with associated learning points and
recommendations.

The Priesthill/Househillwood HWC pathfinder programme set out to demonstrate the
ways in which community-wide approaches to engaging children and young people
in healthy eating, physical activity and healthy weight activities, as part of a coherent
single programme, could have a greater impact on long ferm health outcomes.

Slow to get off the ground, the HWC Programme was quickly beset by structural
difficulties at both organisational and community levels. Partner organisations in the
midst of major reorganisation found it difficult to buy-in strategically, moving the
responsibility for the initiative internally across CHP teams started it on the wrong fooft,
and a delay in appointing a Programme Co-ordinator compounded difficulties. The
target community chosen did not lend itself to quick success and the difficulties
experienced in involving and retaining community activism has probably served to
reinforce the negativity arising from past failures of short-term initiatives in the area.

As it emerged, the challenge for the HWC initiative was to turn around a programme
that had consulted but not delivered in its first 18 months. With the expectations of the
community deflated, the Project Co-ordinator and partner agencies needed to
demonstrate to members of the community what could be achieved through services
working together.

Through the perseverance and skills of the Project Co-ordinator, colleagues, and close
partners, the HWC went on to achieve much in the second half of its short life. This
owed much also to the use of seedcorn funding released through the programme,
which helped to rally partners and kick-start a variety of project activity.

As aresult of the new impetus created in the latter part of 2010, there were
considerable improvements in local partnership working and service co-ordination; if
not in strategic alignment.

Many of the agencies involved reported that the Priesthill/Househillwood HWC
programme had enabled them to test out a variety of new, enhanced, or extended
projects and services.

Glasgow Life, for example, expressed satisfaction at the take-up of pre-school
gymnastics and indicated that it is committed to mainstreaming this as part of its
delivery of classes in the Civic Realm.
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The programme also allowed nurseries and primary schools fo expand the ways that
they could demonstrate health outcomes as part of their nursery/school plans. It also
allowed them to look at how they worked with parents to support their children’s
learning. Ideas backed by funding and by the input of experts were what nurseries
and primary schools valued most.

Delivery of programmes consisting of a series of taster sessions enabled parents to try
out elements of programmes. This was valuable in that it provided a platform for them
to talk about the issues that were most important to them. This placed new demands
of services. However, reworking programmes after they have been publicised and
recruiting the relevant experts is not very easy with pre-planned programmes. More
time might have been spent at the pre-planning stage rather than in delivering a
series of sessions and then asking for feedback.

The parent and child clubs provided a good model for developing work in a relatively
neutral environment that could lead to small but important attitudinal change. The
exercise classes for parents were similarly designed to be easy, fun and enjoyable and
to get over the idea that it's not necessary to go to a gym to be more active.

Many of the later achievements of the programme were due to the wider
programme team being able and willing to go an extra mile to deliver change in the
community. The involvement of outside specialists who had knowledge of the area
and extensive expertise in their specialisms was also very important.

The early, unavoidable delays in gefting the programme off the ground as well as its
challenging context meant that the two plus one years afforded to this short-term
initiative did not allow it to fully realise its potential. The critical challenge for this and
other short-term interventions is to deliver on need for new project activity within what
is an inherently unsustainable structure.

Learning Points

As a demonstration programme, the national HWC pathfinders were established to
understand what others might learn from co-ordinated, multi-agency work. In this
respect the Priesthill/Househillwood programme has fully lived up to expectations.
Some of the main learning points can be summarised as follows.

In fime limited projects it is important to be able to start quickly, be
Agood, visible and accessible and have a clear set of achievable aims. The
consequence of not doing so is to have a slowly developing and
challenging initiative with questionable buy in by some organisations
and some parts of the community.

Building on 1t is aiso vital to build on solid foundations. This means building action
local on stronglocal agencies with good reputations (in this case the
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schools and nurseries). It also means drawing on workers that have
an understanding of the area and a reputation for good work.

Strategic
buy-in

Strategic buy-in and ownership of a programme by some form of
multi-agency partnership group is essential. Attempting to establish a
local partnership without a parent body to which it is accountable
can mean that there is no commitment to look at funding the
continuation of some of elements of programme activity.

Using funding
wisely

Grant funding is clearly extremely valuable for kick-starting a
programme and getting the community on board and willing to take
part. However, unless such funding is used to make the case for
mainstreaming it is af risk of raising expectations that cannot be met
in the medium to longer term.

Effective
community
engagement

Effective community engagement in an area is essential. This means
ensuring a deep understanding of the current (and past) community
provision in an area, having a sustained visibility and presence in that
areaq, slowly building frust and involvement over a meaningful
fimeframe (and in doing so reaching beyond a narrow set of
community interests), and ensuring that there are well-rooted and
permanent services/venues on offer that local people can invest
fime in and know that they will remain.

The right co-
ordinator

In any complex, multi-agency initiative it is often the person at the
centre of the initiative that determines its ultimate success or failure.
The Co-ordinator in the Priesthill/Househillwood programme
demonstrated what can be achieved in the face of adversity with a
strong working knowledge, good experience of working in
communities, and the right combination of facilitation skills and
personal commitment.

The Priesthill/Househillwood HWC programme successfully identified the shared
agenda of a number of partner agencies around healthy weight linked to exercise
and nutrition. It also provided opportunities for services to experiment with ways of
delivering programmes that maximised the resources available (e.g. the use of school
premises through Active Skills, and access to coaching training through Glasgow Life).

It is now incumbent upon those main agencies in south west Glasgow that were
active in the programme to consider ways in which the joint delivery of services might
resource the continuation of some of the programmes that have now been piloted.
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The legacy of the programme includes a number of projects that have started but
have not been fully developed.

One such project is the community garden/allotments. This project has attracted
considerable interest from both the community and local nurseries and schools, and
of all the projects encapsulates some of the key aspects of HWC, namely:

*

*

Community engagement and ownership of an initiative (a local committee
was established)

Involvement of new partners, including those with city-wide responsibilities
(including Glasgow City Council Allotment Officer and Land and Environment
Services Team, Glasgow Housing Association, Glasgow South West
Regeneration Agency, Social Work Department)

Addressing health outcomes — access to and understanding of fruit and
vegetables through involvement in the community gardens is an area of
opportunity. While these growing spaces are not yet up and running the
experience of community growing and cooking projects like the North
Glasgow Community Food project shows that this type of work can make an
impact on the food and nutrition patterns in poor areas.

Another project that may have the potential for further development is the cycling
fraining in schools. The provision of good quality bicycles and the associated training
provides the starting point for bike clubs and the proposal by one group for a
recycling and community support project.

There is also scope for mainstreaming some activities. Examples of these are the
initiatives targeting nursery school age children such as the pre-school gymnastics and
swimming lessons.

There are also products of the programme which can be used in other areas of
Glasgow such as the recipe guides by nursery parents/staff and illustrated by children.
Such materials are very relevant to the developing Curriculum for Excellence
programme of work in nurseries and schools.

Despite the ups and downs of this challenging initiative there much learning that has
emerged for partners and there is much now to protect.
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Hundreds lose out on
support and services

Hundreds of people with learning
disabilities across Scotland may
not be getting the support they
need as councils tighten up
eligibility criteria and cut council
services.

For the second year running the
number of people with learning
disabilities known to local
councils in Scotland has fallen.

Statistics collected by the Scottish
Consortium for Learning Disability
ESAY project show that over the
last year 4.6% less people with
learning disabilities are known to
councils. 14 councils out of 32
have reported a reduction in
numbers. This follows on from a
smaller fall the previous vyear
when 9 councils reported
reductions.

All Scotland figures

2009 27,671
2010 27,391
2011 26,036

The councils having the biggest
reductions were

North Lanarkshire |-862
Edinburgh City -311
Aberdeen City -155
Glasgow City -135

Glasgow city council admits that
their personalisation process has
contributed to the reduction in
their numbers. Other local
councils have confirmed to SCLD
that closure of cases has been a
major factor in the reductions.

This trend is counter to much of
the planning statistics used by

local councils to justify
programmes of cuts in services.

In Glasgow the personalisation
was justified in September 2010
as necessary because of “the
projected reduction in social care
budgets of 12% over the next 3

years and the accompanying
increase in demand, in for
example, learning  disability

services.” (Health & Social Care
Committee, 22/9/10)

This reduction is not unique to
Scotland. MENCAP, the English
charity for people with learning
disabilities found in a recent
study “Stuck At Home” that 28%
of English councils had seen a
similar process of reduction of
adults known to local authorities.

“The tightening of eligibility
criteria by many local authorities
has also led to lots of people with
a learning disability losing all their
services, including day services....
28% of local authorities cited a
decrease in the number of adults
with a learning disability known
to social services in 2011/12
compared to 2009/10. This trend
is contrary to a steady increase in
the number of people with a
learning disability in society in
general, which suggests that local
authorities
could be
failing to
recognise
learning
disability and
are therefore
not providing
services to
people who
need them.”

Second Floor,

Thorn House,

5 Rose Street,

Edinburgh, EH2 2PR,

079 201 418 23

Email: office@ldascotland.org
Web: www.ldascotland.org

Similar reasons apply here to,
with the number of case closures
coupled with the increasing
difficulty to get accepted as
eligible for social care services
leading to this fall in numbers.

We know there are no less people
with learning disabilities in
Scotland than a year ago. These
statistics tell us that less people
are getting the help they need
from councils.

This is the consequence of the
first stages of public sector
spending cuts. For years we have
been told that there was going to
be a big increase in the numbers
of people with learning
disabilities and that resources
had to be shared out better. It
turns out that less people are
getting services and support all
over the country. The Scottish

Government needs to get a grip
of this situation before we see
the door closing on yet more
vulnerable people.

IN TIIE EVENT OF CUTS

BREAK GLASS






Visit www.ldascotland.org

A place for day centres?

Over the last ten years there have been many
closures and other changes in day services. Many
people have been moved out of centres and are no
longer receiving any services (see front page). The
actual numbers in centres have changed little over
the last 10 years — from about 7,500 to 6,000.

But centres remain popular for many people with

Dundee, a faulty consultation process was used to
justify the decision to close the Kemback Street Day
Centre. Those in housing support would no longer
get a separate day service and the others would get
transferred to another centre.

The reality is that nowhere in Scotland are support
staff waiting with nothing to do. Sometimes they
carry out other duties during the day but most
with staff
employed on part time or zero hour contracts to

often they simply aren’t there -

learning disabilities with a range of needs because

keep costs down.
they have changed with the times.

e Many are now integrated with community
leisure facilities.
e Others are linked to work opportunities
e Others encourage a health mix of community
based and centre based activities.
People still value the sense of community,
friendship, structure and purpose that they gain

from centres.

Over the last two years, it seems councils have Meanwhile service users and families who benefit
7

been aiming to remove people who get housing from the Kemback St service are fighting back with

support in their own homes from day centres. a campaign which has won the support of local and

Such an approach is justified by the argument that national politicians and thousands of local people.

people already get care - why pay twice for it. They have challenged the council time and again

This has been delivered in Glasgow by the use of and been proved right each time. While the
the Individual Budgets which saw 250 people

forced out of day centres in May 2011 when they

campaign has not won yet, they have shown that it
won’t be easy to deprive people with learning

could no longer “afford” to pay for the service. In disabilities of the services that they value.

Don’t Stand By—Stand Up And Stop It

Every day bullying and harassment are a real and persistent threat in the lives of thousands of people with
learning disabilities. People face petty theft, name calling, casual violence and sometimes systematic abuse.

It rarely happens when support staff are there as their presence makes the bullies less likely to say or do
anything. But it does happen when other people are present but do not intervene.

Patrick Harvie’s Hate Crime law should have helped to make things better for people with disabilities. The
reality is that it has hardly been used. Of 7,000 aggravated offences taken to court in 2011, only 100 were for
people with disabilities. And of the 100 made it to court only 5 in the whole of Scotland were proven (3 of
theft and 2 breaches of the peace). There are more disability related crimes committed every day in Scotland!

Much of the problem lies in the attitudes of the police to first the crime itself (seen as being something that
should be shrugged off) and then to people with learning disabilities themselves (seen as unreliable witnesses
who cannot be relied on to give consistent evidence in court). (exrc, Hidden in piain sight, 2012)

As a result people with learning disabilities feel vulnerable, unsure of who they can trust. The damage done is
multiplied because people have nowhere to turn to. It is time this law was properly put into effect. Most
disability related crime takes place when other people are present . Most bystanders are uncomfortable but
don’t know how to act.

We do not believe that we can shift society’s attitude by just taking more people to court. But by giving
disability hate crime the public prominence that it deserves we can begin to establish that this form of crime in
unacceptable and nudge those bystanders to stand up and intervene.
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Remember
fo Ask...

“Would you like to speak with an advisor to
discuss money worries or help you to claim
any benefits that you may be entitled to?”

If your patient answers YES make a referral to NHS Money
Advice Services

Who are we?

We are Glasgow Advice Agency (GAA). Our lead partner in the North
East is GEMAP Scotland, a long established and respected financial
inclusion and money advice project.

What do we provide?
GAA provide Glasgow City North East Sector patients with a

comprehensive range of advice services designed to support people
most in need.

* Income Maximisation
e Debt Advice

e Benefits

e Savings

e Banking

e Budgeting

GEIMAP

scotland Itd
financial inclusion NHS @ %»
& money advice services

Greater Glasgow

T.- o 14 1 773 5850 and Clyde Glasgow's Advice kinformation Network A DVIOE AGENGY






If your patients are facing financial
difficulties, they should not pay for advice.

You can help your patients to use the free,
high quality services available to them in
this area.

Who can be referred?

*  Pregnant women

» Parents or carers of children under 5 years

» Parents or carers of children under 19 years with
additional support needs (e.g. long term illness or disability)

+ Keep Well patients

* Chronic Disease Management patients

* Patients not in contact with SWD or other money advice
services e.g. McMillan

How can I help my patient access the
service?

NHS staff and Health Professionals in Primary Care can complete
an NHS Money Advice referral form for North East Sector and send
it on via NHS.net or post. The patient will be contacted by phone,
letter or personal Email

Any Questions?
Contact Carol Orr

Health Improvement Team NHS
Tel: 0141 201 9835 &
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01/10/2010


Mortgage Interest Payments


01/01/2011


VAT


01/01/2011


Child Trust Fund


01/01/2011


Health in Pregnancy Grant


01/03/2011


Employment & Support Allowance


01/03/2011


incapacity Benefit


01/04/2011


Disability Living Allownace


01/04/2011


Local Housing Allowance


01/04/2011


Housing Benefit Deductions


01/04/2011


Tax Credits


01/04/2011


Sure Start Maternity Grant


01/04/2011


Benefit Up Rating


01/10/2011


Local Housing Allowance


01/04/2012


Employment & Support Allowance


01/04/2012


Local Housing Allowance


01/04/2012


Tax Credits


01/10/2012


Disability Living Allowance


01/04/2013


Housing Benefit


01/04/2013


Job Seekers Allowance


01/04/2013


Cap on Entitlement


01/04/2013


Child Benefit


01/04/2014


Disability Living Allowance


01/04/2014


Universal Credit










CLINICAL SERVICES REVIEW:

 POTENTIAL IMPACT OF CURRENT SOCIAL AND ECONOMIC POLICY ON FUTURE HEALTH AND HEALTH CARE UTILISATION

1. Key points


· The combined effect of general austerity measures and welfare changes are predicted to further decrease income for many groups already experiencing poverty and extend poverty to individuals and groups not currently considered as being in poverty

· Disabled people are likely to be especially affected


· Mental health problems are anticipated to increase


· Food poverty has already been identified as increasing


· Increase in poverty and inequality translates into an increase in poor health and a concomitant increase in demand for health care especially primary care and unplanned care. 


· Conversely, poor mental health arising from a loss of optimism has been associated with DNAs and poor concordance with treatment


· This cannot currently be quantified for the NHSGGC area but new service models should be tested to assess their ability to cope with the impact of potential increase in demand 

2. Aim of chapter


The aim of this chapter is to summarise the changing nature of social and economic policy in order to identify possible impact on health and health care. 


3. Introduction


The UK officially went in to recession in 2009 and since then there have been rapid local, national and global consequences caused by international stock market crashes, emergency financial support for many banks, cuts in UK interest rates to historically low levels, large-scale redundancies and sharp rises in unemployment. Austerity measures were introduced following the UK Government’s spending review announced by the Chancellor in October 2010.

All recessions increase the rate of unemployment but the current recession has been characterised as being different from previous recessions in relation to its impact. Bambra (2011) has identified 3 key differences: the safety net available to the unemployed is reduced, the ‘new’ unemployment compounds existing levels of structural worklessness, female unemployment is an increased public health problem. In addition, deterioration in employment rights is increasing the insecurity and the health impact of work.

The Welfare Reform Bill has set out radical long term changes which will mean £18 billion of welfare cuts from 2011-2014. The changes to the collective safety net has consequences on health and for health services. 

The combination of the recession, austerity and welfare reform have the potential to affect a large proportion of the population and extend the burden of ill health. The most recent NHSGGC DPH report highlights the local increase in personal insolvencies, mortgage arrears and housing repossessions. This builds on growing UK income inequality over the past 30 years.

These measures are translating into very real health consequences for the local population as evidenced by the recent report  by Blane and Watt who have  assessed the impact of the changes to welfare benefits and austerity on general practice and secondary care/support service and shown that there have been  changes in workload as the result of increased demand, problems with accessing secondary care services, some services such as addiction services struggling to cope with the increase in demand, impact on staff morale .

In addition, social work and housing are already experiencing the direct impact of benefit changes, services that are already overworked and understaffed .For example, vulnerable adults and families remain unallocated despite concerns for their safety, there is increasing pressure on respite care and an increasing reliance on the voluntary sector. For 2010/11, Citizen’s Advice Bureaux in Scotland reported a 16% increase in requests for advice on tax issues, an 8% increase in benefits advice sought and a 6% increase in advice on debt.

FareShare, a charity supporting people in food poverty, has indicated that the food it distributed in 2011-12 contributed to more than 8.6m meals, benefiting an average 36,500 people a day via 720 organisations. Its long-term plans are to triple the numbers of people and charities it supplies. Along with charity shops and payday loans companies, food banks have become one of recession Britain's high growth sectors. Originally set up to support homeless individuals, food banks report they increasingly serve families hit by benefit cuts or unemployment, and low-income working households who can't make ends meet. There are currently discussions underway in Glasgow to extend the numbers of food banks.

4. Planned changes to welfare benefits


The graphic below highlights the timescale for the range of benefit changes and the phasing that are currently planned. The nature of the changes is presented as Appendix 1.



5.  Summary of possible impacts


There is currently a paucity of literature about the predicted impact of the recession and welfare changes on health care demand. The tables below are nevertheless a based on consideration of both the impact of the recession and austerity measure alongside the welfare reform measures and their possible relationship to health impact and health care utilisation. An indication is given as to the relevance of the impact to specific work streams within the Clinical Service Review

Table 1: Impact on health

		Possible impact on health 

		Rationale relating to social and economic policy

		Relevance to CSR workstream



		Increased child morbidity and child health inequality gradient steeper

		Increase in child poverty – Welfare Reforms: Universal Credit potentially reduces family income, Child Trust Fund scrapped, Health in Pregnancy Grant scrapped, Sure Start  maternity grant limited to first child only, Child benefit rates frozen for three years from 2011, Changes in tax credits: Baby element (extra£545 a year) removed, Family element withdrawn from families on more than£40k/year, Childcare costs cut from 80%to 70%

Increase in child poverty – Recession: Decrease in the availability of employment and women’s employment affected differentially. Joseph Rowntree Foundation has recently commissioned work on what will happen to poverty under current government policies; absolute child poverty and working age adult poverty are forecast to rise continuously and by more than relative poverty between 2012 and 2015 because the living standards of low income families are set to fall but forecast to fall less than the living standards of families on median income. This heralds an unprecedented collapse in living standards chiefly due to a rise in inflation rates and week earnings growth.




		Child and Maternal



		Increased morbidity amongst young people

		Increase in youth poverty – Welfare reforms: Education Maintenance Allowance is reduced in Scotland, scrapped in England

Increase in youth poverty and lack of opportunities – Recession: UK Youth unemployment rates in the top third highest countries in the OECD



		Child and Maternal, Unplanned Care



		Increased morbidity amongst adults and adult health inequality gradient steeper

		Increase in adult poverty: DLA to be replaced by Personal Independence Payment with new assessment for all working age claimants. Predicted 2015–16 median incomes to be no higher than in 2002–03.

Increased risk of debt and homelessness: Changes in mortgage interest relief. Capping of Housing Benefit

Increase in work related ill health: Recession has a created a situation in which poor employment practices are more common. Evidence from citizens advice bureaux shows numerous examples of poor employer behaviour, 
Recession increases workplace stress by 40%



		Unplanned care


Planned care



		Increased morbidity amongst older people

		Increase in old age poverty: Basic and 30 hour elements of working tax credit frozen for three years people over 60 eligible if working 16 hours


Increase in length of working life: Increases in pension age. Significant and immediate change for women born after a certain date

		Older People, Cancer,


Unplanned care


Planned care





Table 2: Impact on health care

		Possible impact on health care utilisation

		Rationale relating to social and economic policy

		Relevance to CSR workstream



		Shift in primary care workload

		Direct: Increase reporting of mental health problems associated with recession and debt management. Overall increase in reporting of ill health, co-morbidity and complexity. Increase in prescriptions

Indirect: Management of Introduction of the ESA. Increased requests for sick lines for mental health problems

		Unplanned care


Planned care



		Increased referral 

		Compound impact of social policy on morbidity leading to general increase in referral


Increase to certain specialties such as physiotherapy as the result of poorer working conditions




		All



		Increased DNA

		Increased homelessness as the result of changes to mortgage relief and housing benefits


Increased job insecurity shown to affect ability to take time off work to attend medical appointments

		All



		Increased discharge challenges

		Changes to Disability benefits make discharge packages more difficult to organise


Compound impact of measures on income of potential carers


Availability of community care options further reduced




		Older People, Cancer,


Unplanned care


Planned care



		Increased uptake of A and E

		Evidence suggests a reversal in the downward trend in suicide


Increase DNAs


Complex social problems correlate with increased A and E use


Some indications of increase in violent crime based on evidence from previous recessions

		Unplanned care


Planned care



		

		

		





Sue Laughlin, Norma Greenwood, Jackie Erdman, November 2012

Appendix 1:       Welfare Benefit Changes 2010 -13 and Impact on Health


		From October 2010


Support for mortgage interest cut from 6.08% to 3.63%

		Impact


Increased risk of debt and homelessness due to shortfall in mortgage interests.

		Potential Health Risk

8 out of 10 homeless clients have one or more physical health need

7 out of 10 clients have one or more mental health need

4 in 10 use A&E at least once and 3 in 10 are admitted to hospital





		From January 2011


Child Trust Fund scrapped


Health in Pregnancy Grant scrapped




		These payments were Universal

		Poverty in and soon after birth is associated with higher risk of low birth weight, maternal depression in infancy, lower rates of breastfeeding. All associated with lower poor outcomes on the rest of childhood.






		From April 2011


Sure start  maternity grant limited to first child only


Child benefit rates frozen for three years


Other benefits to be up rated using the CPI


Housing Benefit in private rents to be reduced for new claimants


Capped nationwide


Four bedroom limit


Reduced from median to 30th percentile


Removing excess £15 excess for claimant whose rent is lower than the local housing allowance


Deductions from HB for other adults in the property to increase


Discretionary housing payments increased


Tax credits


Baby element (extra£545 a year) removed


Family element withdrawn from families on more than£40k/year


Childcare costs cut from 80%to 70%


Basic and 30 hour elements of working tax credit frozen for three years people over 60 eligible if working 16 hours


Child element increased by £180 above CPI



		A child born to a low income family from April 2011 is worse off by £1500

		1in 4 children in the Scotland live in poverty rising to 1in 3 in some areas. Poverty in childhood has been shown to have profound effects on health in later adult life. Higher childhood nutrition is shown to have significant effect in adult height in men and women. Childhood adversity including economic disadvantage has been shown to increase levels of ill health among adults



		From January 2012


Contributory employment and support allowance starts to be withdrawn for work related activity group after one year


Lone parents to be moved onto jobseekers allowance when youngest child reaches age of 5


Tax Credits


Couples with children to be required to work at least 24 hours a week between them with one working at least 16 hours a week


Backdating cut from 3 months to 1 month


£2,500 disregard for in – year falls in income


50- plus element scrapped


Child element will not be increase by£ 110 above indexation as previously announces


Family element withdrawn after child element

		A couple with one child one working 20 hours a week will lose £74.34/week




		Lone parents are at particular risk of poverty –children born to single parents are 907 times more likely to be born into poverty than children born to employed couples.

Children of lone parents or who do not have a parent in work are most at risk of poverty, however 8% of children living in a household where all adults work live in poverty. This emphasises the continuing risk of in-work poverty.





		From April 2013


DLA to be replaced by Personal Independence Payment with new assessment for all working age claimants


Housing Benefit in social sector to reflect family size


Council tax benefit to be localised and reduced by 10%


Local housing allowance to be up rated in line with CPI


Tax credits disregard for in year increase in income reduced to£5,000


Benefit cap £550/per week for couple/1 parent £350/week for single person


Community care grants and crisis loans to be abolished and replaced by local schemes

		An un employed able bodied family with six children will not get any help with rent or council tax due to benefit cap

		Disabled adults aged 25 to retirement are twice as likely to live in low –income households as their non-disabled adult counterparts.

Disabled people face extra costs managing their impairment and include adaptations, social care, mobility aids and communication aids.


There is a significant relationship between poverty and long term illness, with long term illness increasing the risk of experiencing poverty and poverty increasing the risk of long term illness.





		From October 2013


Universal credit to replace income –based benefits and tax credits for new working age claimants

		

		



		From October 2012

National Minimum Wage


18-20year olds £4.98


Job Seekers Allowance

Under 25’s £56.25


Educational Maintenance Allowance


(Scrapped in England) £30/week for household where parent earns under320,817/annum bonuses scrapped.



		

		Around 20% of young people aged 20-24 in the UK live in poverty higher for those between the ages of 16-19.Young women are four times more likely than young men to be in poverty. Leaving home increase the risk of poverty.


Young males face particular mental health risks with suicide rates amongst this group particularly high



		From April 2012


State pension changes  and Pension Credit


Women born between October 1953 and March 1955 will now see their pension age pushed back by more than a year. The exact delay will depend on the month in which they were born. Those who have drawn the short straw are women born between March 6 and April 5 1954, who face a full two-year delay. Under current rules these women would be retiring in March 2018 – now it won't be until March 2020.



		Disproportionate burden on women of the initial changes to pensions

		The risk to older people in Britain is three to four times higher than typical risk of poverty in Europe.


The transition from work to retirement and the death of a spouse/ partner are the biggest downward trends in income mobility. There is a strong association between levels of deprivation amongst older peoples and poor emotional well being and 2.4 million older people suffer from depression that impairs their quality of life.





Sources CPAG May 2012, Pensions www.direct.gov.uk/workplacepension; http://homeless.org.uk/sites/default/files/Health%20Audit%20Findings_National%20evidence_0.pdf;  www.poverty.org.uk/61/index.shtml;  Eurostats 2009













� � HYPERLINK "http://www.cas.org.uk/Resources/CAS/Migrated%20Resources/Documents/Evidence%20reports/FairEmployment-Final.pdf" ��http://www.cas.org.uk/Resources/CAS/Migrated%20Resources/Documents/Evidence%20reports/FairEmployment-Final.pdf�
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		Work Area

		Current Activity

		Future/additional activity



		

		What

		Where

		How

		Who

		



		Link to Strategic Groups

		Tackling Poverty Strategy Group (over-arching group for all activity)


CPP Group (over-arching group for all activity) Renfrew Council have 6 sub-groups taking forward implementation

Work and benefits Group




		Glasgow 


Renfrew 


West Dumbarton

		NHS representation  on groups

		Fiona Moss


?


?

		Identify all strategic groups across GGC 


Identify all NHS links to strategic groups


Ensure feedback loop between strategic groups and FI group


Use data on Health impacts to support and help target activity


Link to local Revenue and Benefits Teams (via ADGs or equivalent?)



		Minimising impact on patients

		Financial Inclusion Contracts

Healthier Wealthier Children 


McMillan Service


Information on Solus screens 




		NHSGGC

NHSGGC 


Glasgow (?)


Glasgow




		Direct provision of FI Services 


        Ditto


       Ditto


Social Work


briefing materials

		Various providers funded by NHS 


ADG Welfare Reform Group via Dawn Thom 




		Digital by default – influence Scottish Exceptions Group by nominating NHS member(s). Carolyn Armstrong is already on it


 DLA take-up campaign -  Pharmacy bags (Ailsa King is checking on this)


Social Fund -  Social Work may hold the new equivalent so possible influence of use of this.


 Benefit cap on large families- possible role for Health Visitors

Using data on Health impacts to support and help target activity


Continue contributing to information distribution as Reforms come on line (e.g. thru ADGs or equivalent)


Community Development approaches for some of this work – possible separate session



		Awareness-raising/training activity for staff

		Developing info for Community Care Service Groups


Mapping access to FI in general; targeted briefings


Awareness-raising/training among Primary Care Staff

Work with DWP on signposting and awareness-raising on migration to ESA and its impact on MH Service Users




		Renfrew 


West Dumbarton 


Glasgow 


Mental Health Services

		Briefing sheets/awareness-raising sessions 


Mapping exercise 


Through the FI contract 




		Susan Clocherty


?


FI Contractors and HI Staff


Mental Health Services and DWP

		DWP web-site: good place for sourcing info


Healthier Wealthier Children: currently disseminating report – can piggyback info re. Welfare Reform onto this process


(James Egan)

Add Welfare Reform input into other training e.g. Gender-based Violence 


Ensure awareness-raising activity includes info on health impact 


Info sessions for Management groups


Using data on Health impacts to support and help target activity



		Encouraging staff to make FI routine enquiry




		Include income maximisation on new Phsyio referral screen




		East Dumbarton 


NHSGGC-wide

		Questions added to IT system 


Info on staff website re. asking FI questions

		Phsyio service

		NHS 24 – are they “asking the question”? – possible link to GAIN Helpline


Using data on Health impacts to support and help target activity



		Minimising impact on staff

		Looking at disseminating info to NHS staff 




		Renfrew 




		Briefing sheets/awareness-raising sessions

		Staff Partnership Forum

		Impact on NHS Staff: City Council estimate that 30% of non-teaching staff will be Universal Credit recipients; what are the NHS figures? Particular impact on sessional/bank staff. Possible info briefings for staff on “in work benefits”. Link with NHS Low Pay Group
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Welfare Reform and Potential Planning Framework Implications


1. Introduction

The Welfare Reform Act sets out radical long term changes which will mean £18 billion of welfare cuts from 2011-2014. The absence of any collective safety net has consequences on health and for health services. This builds on growing income inequality over the past 30 years which is starkly reflected across NHSGGC, high unemployment and economic uncertainty. This is compounded for people who face increased conditionality in the benefits system- DWP figures show that 2,916 people per year face benefit sanctions in NHSGGC. Direct monthly payment, including housing benefit, which will come in with Universal Credit in 2014 are likely to cause financial difficulty for some households and increase risks for women experiencing gender based violence. Meanwhile the recession has seen a rise in job insecurity and a reduction in living standards for many people in work.

The following shows where these benefit cuts will impact on the Planning frameworks and gives an overview of the changes. This is based on evidence sources which are shown at the end of the document.

		Planning Framework

		Potential Impact



		Acute

		Increase in disease related to poverty, smoking and poor diet (cardiovascular, respiratory, diabetes, cancer, arthritis), negative impact on carers, discharge more difficult due to cuts in local services, recovery affected by financial worries, increased complexity, increase in DNAs, increased uptake of A&E.





		Adult Mental Health




		Increased use of primary care MH services, recovery affected by financial worries, increased complexity, negative impact on physical health, increase in suicide (1% for every 10% rise in unemployment), increase in DNAs, increased A&E presentations.






		Alcohol and Drugs




		Increased use of primary care services, recovery affected by financial worries, impact on children, increased complexity, increase in DNAs, increased A&E presentations. However alcohol use decreases during recessions.





		Cancer

		Increase in disease linked to poverty, smoking and poor diet, negative impact on carers, discharge more difficult, recovery affected by financial worries.





		Child and Maternal Health




		Risk to child health through an increase in child poverty, increase in physical and mental health issues, increased use of services, homelessness, increased complexity, increase in DNAs, increased uptake of A&E, high risk to large families and lone parents, impact on women and children’s physical and mental health through food insecurity



		Disability

		Negative impact on carers, discharge more difficult, recovery affected by financial worries, increased complexity.



		Long Term Conditions

		Increase in disease linked to poverty, smoking and poor diet, negative impact on carers, discharge more difficult, recovery affected by financial worries, increase in DNAs.





		Older People 




		Increase in disease linked to poverty smoking and poor diet, fuel poverty, negative impact on carers, discharge more difficult, decreased quality of life, physical and mental health affected by financial worries, increase in DNAs, increased uptake of A&E.





		Primary care

		Increased use of services (GPs already reporting significant impact on services due to reassessment of Incapacity Benefit and high distress in some patients), increase in disease linked to poverty, smoking and poor diet increase in disease linked to poverty and poor diet, increased complexity, recovery affected by financial worries, increase in DNAs, increased uptake of A&E.






		Sexual Health

		Possible increase in risk taking behaviour increasing use of services (unprotected sex).





		Workforce

		Possible impact of reduction in tax credits on our staff (13,000 staff work under 34 hours and couples with children may lose working tax credit), increase in debt and financial worries, increase in ill-health related to stress.





Overview of Welfare Reform Changes Risks 

Housing Benefit Cuts. Risks= homelessness, reduced household income, substandard housing, safety

· Owner-occupiers on income-based benefits are at greater risk of more debt, repossession and homelessness due to a shortfall in mortgage interest. Support for mortgage interest cut from 6.08 per cent to 3.63 per cent 

· Only 3 out of 10 private rented properties affordable to people on Housing Benefit

· Housing benefit calculation change and new occupancy rules will affect single young people aged under 35 (private sector rent restricted to room in shared accommodation), people in larger accommodation (April 2013: 14% cut for social housing tenants under pension age with spare bedroom, 25% for two or more), deductions from HB for other adults in the property increased by 27%

Tax Credit Cuts. Risks= reduced income for working families

· Couples with children to work 34 hours per week to qualify for working tax credit 

· Removed from ‘middle income’ families


· Backdating cut from 3 months to 1 month


· No increase for drop in income of less than £2,500


· Rates frozen (except for child/disability amounts)


Disability Benefit Changes. Risks= reduced income for disabled people, reassessment process causing distress, reduced independence, negative impact on carers

· Everyone on incapacity benefit or Income Support due to incapacity reassessed for Employment and Support Allowance (ESA)


· Contributory-ESA stopped after one year unless in support group


· Contributory ESA in youth abolished


· From April 2013, everyone of working age on Disability Living Allowance (DLA) to be reassessed for ‘Personal Independence Payment’ (PIP) It has been estimated that 60,000 Scots disabled people would stand to lose entitlement to their current level of mobility support.  As such their losses will range between £20.55 and £54.05 per week (i.e. between £1070 and £2800 p.a.).

· Reduction in people claiming disability benefits will affect carer’s benefits and access to passported benefits e.g. Blue Badge

Benefit Cap. Risks= Reduced income for large families

· To be set at average earning of £26,000 pa or £500 pw ( Couples with 6 children currently receive around £500 pw – not including housing benefit)  Exception for households with DLA, ESA support group, WTC or war widows


· Exception for 9 months if newly unemployed, were in job for a year or lose through no fault

· To be delivered by local authorities – can use discretionary housing payments to top-up


Social Find and Crisis Loans. Risks= Ensuring most vulnerable get support through transition to new devolved process

· From April 2013, Crisis Loans and Community Care Grants abolished

· Replacement devolved to Scottish Government

· Local authority to assess needs and decide payments

· Grants (or loans) or in kind support


Universal Credit. Risks= Poor financial management due to monthly payments, lack of computer skills making claiming difficult, women at risk in relation to domestic violence (household payment)

· Claims, changes of circumstances and most client contact made online – LA support for people who cannot manage


· Real-time earnings information from HMRC


· Abolition of hours rules – under 16 hours work will be worthwhile, including help with childcare


· Lower amounts for most disabled children and disabled adults


· Claim, assessment and award made automatically

· Payment made to household on a monthly basis


Sanctions. Risks= people with complex social issues more likely to have reductions to benefits.

· DWP data suggests that approximately 2,916  (updated figure) people per year in NHSGGC are sanctioned 

Sources include- 

Child Poverty Action Group and Inclusion Scotland briefings


The Impact of the Economic Downturn on Health and the Consequences for Health and Social Care: A Discussion Paper


Eugene Waclawski, 2009

NHS Highland Literature Review- A written submission by Margaret Somerville, Director of Public Health, NHS Highland to the Scottish Government Finance Committee in preparation for the Committee’s Evidence Session on 20th June 2012.

 GP experience of the impact of austerity on patients and general practices in very deprived areas, GPs at the Deep End, 2012.

Mental Health and the Economic Downturn, National priorities and NHS solutions, Royal College of Psychiatrists Mental Health Network, NHS Confederation & London School of Economics and Political Science, 2009.

DWP and NHSGGC data sources


Prepared by Jackie Erdman, CIT, NHSGGC, August 2012 
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From Welfare to Wellbeing


The Emergence of Wellbeing as a Concept

Democratic governments have always been interested in increasing and measuring their citizen’s wellbeing and there is increasing evidence of what influences individuals wellbeing and knowledge about how to measure it. There is also growing interest within local government and its key local partners in achieving better outcomes in a period of reducing public sector budgets. 


In the last decade a booming economy and stable and relatively high levels of public funding (until recently) did not translate into improved wellbeing and for many coincided with the rising levels of anxiety and stress.


This point is emphasised by the work of Richard Wilkinson and Kate Pickett in their work entitled The Spirit Level which used a number of wellbeing scales to measure social, emotional, as well as some aspects of physical wellbeing. These indicated that the UK featured among countries in the developed world as having one of the worst levels of wellbeing. Their proposition is that wellbeing is determined not by levels of national wealth but by levels of inequality. 

A Moment of Discontinuity 


The UK Government proposals for welfare reform will bring the wellbeing agenda ever more sharply into focus. Whilst local government will undoubtedly have concerns about the detail of some of the proposed measures of reform, the case for reform appears to be overwhelming. The 2020 Public Services Trust in their publication entitled “From Social Security to Social Productivity – A vision for 2020 Public Services” puts it like this: “Whilst the Beveridge model has served Britain well for 60 years it is time for a fundamental reassessment of public services. We need a rethink from the bottom up reflecting the needs, capabilities and aspirations of 21st century citizens”. The Beveridge model of welfare may have provided a safety net but it does not appear to have produced a route to wellbeing. The 2020 Public Services Trust publication goes on to suggest we have reached a moment of discontinuity: 


· Estimates suggest meeting the cost of our ageing society and abolishing child poverty would alone require an extra 4% to 6% of GDP to be spent on public services over the next 2 decades.

· Rising inequality in the past quarter century presents major challenges which our current public service settlement has been unable to tackle.


· Whilst public services have improved over the last decade many social outcomes are still disappointing e.g. health inequalities remain unacceptably large, educational attainment still fails to equip our youth with the skills needed for a dynamic economy and criminal reoffending rates remain high. Meanwhile between 1997 and 2008 public sector productivity fell by an average of 0.3% a year.

The Concept of Social Productivity

The concept of social productivity entails a new deal between the citizen, society and the state which rejects both the old statist models of universal service delivery and the new public management models of consumerism. Instead a new settlement for public services would be based on the principle of social citizenship where citizens would have a duty to contribute as well as a right to receive support. The contention is that responsibility and reciprocity are essential characteristics of a more resilient society. 

The notion of resilience is also finding its way into national and local government policy. Consider the words of Sir Robin Wales, Mayor of Newham, London Borough Council: “The welfare state has made a real difference to people’s lives but we have come to recognise that while many of our services are well intentioned they manage rather than challenge poverty. Benefit dependency is a real problem and if we do not demand more from people we condemn many to unfilled and stunted lives. Of course we need to provide a safety net but we cannot allow people to become entangled in it”. Indeed improving resilience has been a key feature of social work practice for over a decade particularly in work with children and families.

The social productivity model suggests that instead of top down targets the new tests should be about how public services can:


· Help create social value for citizens and communities

· Enhance citizen autonomy, capability and resilience


· Unlock citizen resource


· Support existing social networks and build collective community capacity

This requires 3 shifts for public services:


· A shift in culture - public services must engage and enrol citizens, families and communities, enterprises and the wider society in creating better outcomes as partners. The state, market or society alone cannot achieve this. So our goal must be a new culture of democratic participation and social responsibility.

· A shift in power – a centralised model cannot deliver the integrated and personalised public services that citizens need. We need to invert the power structures so that services start with citizens.


· A shift in finance – Public services must be more open, transparent and understandable to citizens. Contributions and benefits across the life cycle must be clearer allowing citizens to use public services responsibly. One example would be the creation of new life cycle social accounts which would track tax, benefits and service use and allow social contributions to be recorded and valued.


Demand Management


A corollary of social productivity could be described as demand management. It is used here to describe the actions a local authority takes to reduce demand and the costs of demand for its services in the short, medium and long term. This is in contrast to supply management which is the traditional local authority approach to cost reduction. In the short term demand management is about changing expectations, in the medium term about changing and improving participation of citizens, and in the long term about reducing need. 

Demand management is:-

· Addressing mismatched expectations through changes in process and communication.


· Ensuring that over supply is reduced.


· Reducing costs of those who do have needs by tapping into citizen driven innovations i.e. personalisation with a purpose.


· Building the community skills and capacity to take on more responsibility and reduce needs in the long term – transforming the relationship with the citizen.


Demand management is not:-

· Tightening eligibility criteria

· Restricting access or opening hours


· Stopping non statutory services


· Passing costs on to partners


A Definition of Wellbeing

So what do we mean by wellbeing? There is a consensus that wellbeing involves a myriad of factors. Lord Richard Layard, a leading British economist specialising in the study of wellbeing and public policy, identifies 7 factors that represent a web of other influences and experiences:


· Family relationships


· Financial situation


· Work


· Community and friends


· Health


· Personal freedom


· Personal values


The new economics foundation through the UK Government’s Foresight Project identify 5 actions to improve wellbeing that individuals could be encouraged to build into their lives and indeed local authorities could be encouraged to build into the way that they support people:

· Connect - developing strong relationships and social networks


· Be active – more exercise and play improves wellbeing


· Take notice – self awareness and the importance of developing social and emotional literacy.


· Keep learning – social interaction, self esteem and feelings of competency


· Give – studies show that cooperative behaviour activates the reward area of the brain


Perhaps the way in which we as a local authority respond and interact with welfare reform could be guided by the above influences and actions.
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SUBJECT: Update on Welfare Reform

1. PURPOSE

The purpose of this paper is to provide NHS Lanarkshire Board with an update on the
progress of the Welfare Reform Act 2012, its likely impact on the population of
Lanarkshire and on NHS Lanarkshire services, and to stimulate debate about the actions
that NHSL can take to mitigate the impact of this reform.

2. SUMMARY OF KEY ISSUES
2.1 The Aims of the Reform

On 8 March 2012 the Welfare Reform Act received Royal Assent signalling the biggest
change to the welfare system for over 60 years. The main elements of the Act as
described by the Department of  Work and Pensions (DWP)
(http://www.dwp.gov.uk/policy/welfare-reform/legislation-and-key-documents/welfare-
reform-act-2012/) (accessed 110ctober 2012) are:

e The introduction of a Universal Credit to provide a single streamlined benefit that will
ensure that work always pays.

e A stronger approach to reducing fraud and error with tougher penalties for the most
serious offences.

e A new claimant commitment showing clearly what is expected of claimants whilst
giving protection to those with the greatest needs.

o Reforms to the Disability Living Allowance (DLA) for those aged 16 — 64 years,
through the introduction of the Personal Independence Payment (PIP) to meet the
needs of disabled people today.

e Creating a firmer approach to Housing Benefit

e Driving out abuse of the Social Fund system, giving greater power to local
authorities.

e Reforming Employment and Support Allowance (ESA) to make the benefit fairer and
to ensure that help goes to those with greatest need.

e Changes to support a new system of child support which puts the interest of the child
first.

2.2 The Potential Impacts of the Reform

The reforms have still to be implemented and therefore there is the need for considered
collective judgement and a review of available evidence to enable conclusions to be
drawn upon the potential impact of the Reform. An analysis outlining changes to the
existing benefits, time frame and likely impact has been undertaken by colleagues in
North Lanarkshire Council, is included in Appendix 1. This analysis clearly demonstrates
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that the most vulnerable in our communities are most likely to be negatively impacted by
the implementation of the Reform. There are some key issues to bring to the attention of
the Board:

Housing Benefit

This benefit will be cut by 14% and 25% respectively if the house has one or two
extra bedrooms. This will impact social housing in both North and South
Lanarkshire. With the lack of one-bedroom social housing there is the distinct
possibility that some individuals will not be able to pay their rent and this could
possibly lead to eviction. There is also an issue of social cohesion with regard to
non-dependent adults living in a household. In some households there may be
adults, particularly young adults, who may not be willing or may not be able to
contribute to the rent and be asked to leave. There is concern that this could lead to
an increase in homelessness.

Impact on the Disabled

It is estimated that in the United Kingdom 3.5million disabled people will lose £9.2
billion pounds in benefits. There is great concern that some of our most vulnerable
citizens will be greatly affected by the reform. For example, an analysis of the
medical conditions of people in receipt of Employment Support Allowance in the
Work-Related Activity Group whom sanctions had been applied (loss of benefits for
non-compliance) found that approximately 46% had a mental health or behavioural
disorder.
(http://statistics.dwp.gov.uk/asd/workingage/esa_sanc/esa_sanc_aug12.pdf
(accessed 14 November 2012)). Whilst no-one condones fraud, there is concern
that in achieving the stated aim of reducing fraud, vulnerable people will be
adversely affected.

Universal Credit

This will come into force in October 2013 with full migration by October 2017. It is
too early to assess the impact of Universal Credit, but there are some serious
concerns. For example, benefits will be paid as a single monthly payment to the
head of the household. In some chaotic households this could result in great
financial hardship. There are major concerns about the potential rise in
homelessness. If the head of the household decides to gamble and drink the
monthly benefits over a weekend, including the Housing Benefit, what will happen to
others in the household? It is likely that there will an increase in the levels of
inequalities and poverty in Lanarkshire.

Universal Credit will be accessed through the internet by default. This may present
challenges to individuals with inadequate literacy and IT skills According to the
Scottish Survey of Adult Literacies (SSAL) 2009
http://www.scotland.gov.uk/Publications/2010/07/16144921/1 (accessed 20
November 2012) around one-quarter of the Scottish population (26.7%) may face
occasional challenges and constrained opportunities due to their literacy difficulties;
and within this quarter of the population, 3.6% (one person in 28) face serious
challenges in their literacy practices. llliteracy is not evenly spread throughout the
population but linked to a variety of other factors, for example, according to SSAL
15% of those who had learning, speech visual or hearing impairments scored at the
lowest possible literacy level compared to 7% of those with no such impairments.
The Department of Work and Pensions recognise that some individuals may require
alternative methods for making a claim however there is concern that vulnerable
individuals may not receive the support that they require.
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The Potential Impact of the Reform upon Health and the NHS

The full impact of the reforms on health and clinical services cannot be quantified
until the reforms are fully implemented however the Scottish Public Health Network
has published a literature review on the likely impact of Welfare Reform
(http://www.scotphn.net/projects/current_project/impact of welfare reform
(accessed 1 October 2012)). This Report highlights a number of key issues:

Illnesses in adults and children requiring in-patient care are likely to increase,
including mental, cardiovascular and respiratory illness.

llinesses resulting from low income, housing difficulties and fuel poverty and specific
obesity-related illnesses such as diabetes, arthritis and cancer arising from poorer
nutrition may increase.

Increase in numbers visiting GPs or contacting NHS24. Additional consultations will
bring consequent costs associated with increased prescribing and diagnostic
testing.

The reduction in benefits paid via the new Personal Independence Payments is
likely to affect carers’ benefits as well. As people become less able to self-manage,
it is likely to put more demand on NHS and partner services.

The proposed occupancy standards could affect access to familial carers if people
move from their communities, again resulting in increased demand on NHS and
partners services.

A number of health behaviours are known to be associated with social deprivation.
These include a reduction in fruit and vegetable consumption, higher rates of
smoking and lower rates of breast feeding, and higher rates of harm as a result of
higher rates of drunkenness.

A large scale cross-sectional study which covered approximately one third of the
Scottish population looking at 40 morbidities identified a very strong association
between deprivation and multi-morbidity. It found that the onset of co-morbidity
occurred 10 — 15 years earlier in people living in the most deprived areas when
compared with those in the most affluent population.

Key actions being taken by NHS Lanarkshire and both Local Authorities

NHSL has been working collaboratively with partners to mitigate the impact of the
Reform:

Development and delivery of short briefing sessions for NHS staff to be delivered locally
in partnership with financial inclusion providers. These sessions will ensure staff are
aware of the reforms, raise this issue of financial security with clients, and are able to
signpost clients to local support services.

An e-learning module on BILD is being developed in partnership with North Lanarkshire
Council and will be adapted to meet the needs of NHSL staff specifically and made
available through LearnPro. All front line clinical staff who are not able to attend a locality
briefing session should be encouraged to complete the e-learning training, including new
staff through their induction.

NHS Lanarkshire Communications Department is working with the local authorities to
support communication campaigns which aim to increase public awareness of the
reforms in line with partnership Welfare Reform Action Plans. This includes promoting
the campaign messages through NHS communication channels such as the NHSL
website, staff briefings and acute hospital TV screens. In addition. North Lanarkshire
have recently launched a postcard campaign to raise awareness of health improvement
services available to support clients who are experiencing reduced disposable income
and this has been disseminated to all GP practices and pharmacies. South Lanarkshire
engaged stakeholders in a full discussion on welfare reform at their Community Planning
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conference in November. At this event South Lanarkshire Council launched a booklet
and DVD providing information and advice on welfare reform.

e Work is underway to review primary care assessment forms to ensure financial security
screening questions are included as part of routine assessments in order that clients are
signposted where appropriate.

e Following discussions with the Primary Care Medical Directorate work is being
undertaken by North Lanarkshire Council Financial Inclusion team to develop guidance
for General Practitioners in order to ensure GPs are able to signpost patients who
require financial support and guidance and are able to support patients through the
revised benefits appeal process. The learning from this will be applied across the whole
of Lanarkshire.

e NHSL will continue to promote and develop Well Connected (Lanarkshire’s Social
Prescribing Programme) which makes it easy for people to take part in and benefit from
activities and services that can improve their health and wellbeing. There are 8 Well
Connected areas including: Welfare and Benefit Advice; Employment; Volunteering; Life
Long Learning/Training; Healthy Reading; Stress Control Classes; Physical Activity and
Arts, Creativity and Culture.

e NHSL has provided a financial contribution to both local authorities to support the
welfare reform programme, boost resource to financial inclusion services and support
pilot work in preparation for the changes. For example, ‘See How you Can Benefit’ in
Whitlawburn aims to help raise residents awareness of the Welfare Reforms; help them
to prepare for changes and promote a budgeting service through the Credit Union.
North Lanarkshire Council have been able to increase the number of staff in the
Financial Inclusion Team to meet the increase in demand for the service.

e Salus have won the contract to undertake the Personal Independent Payment
assessment nationally. This will ensure that the assessment is appropriately governed
and that Salus will ensure that the assessment framework developed by DWP is
ethically delivered.

2.5 Further Areas for Development.

NHSL has recognised that the Welfare Reform will have significant negative impact
upon the health and wellbeing of many people in Lanarkshire and has engaged with
partners to mitigate some of the potential negative impacts of the reform. There are
other areas that need to be considered, particularly NHSL's role as an employer.
Unemployment amongst young people is a major concern and is a priority for both
Community Planning Partnerships and the Scottish Government. NHSL is actively
supporting youth employment programmes with both Councils and supporting
Project Search which supports young people with learning disabilities into the
workforce. Providing basic level entry opportunities for young people with limited
gualifications may be an area that could be explored

3. LINKAGE TO CORPORATE OBJECTIVES
These reforms are likely to have a negative impact upon the following objectives:
e To improve life expectancy and healthy life expectancy for people of Lanarkshire

e To deliver continuous improvement in response to patients’ needs for quicker
and easier access to NHS services
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CONTRIBUTION TO QUALITY

The likely increased demands upon services are likely to hinder our efforts towards
improving the quality of our services.

FIT WITH ‘A HEALTHIER FUTURE’ STRATEGIC PLANNING FRAMEWORK

These reforms are likely to hinder the achievement of our aims to reduce health
inequalities and improve health and health-life expectancy. If the reforms do not result in
helping people to find and return to work, then health inequalities are likely to increase.

FINANCIAL CONSEQUENCES

At this stage it is not possible to quantify the full financial impact of the reforms until they
are implemented. It is however reasonable to assume that there will be an increased
demand placed upon NHS Lanarkshire services.

EQUALITY AND DIVERSITY IMPACT ASSESSMENT

A full Equality and Impact Assessment will be undertaken once the details of all of the
reforms are fully understood.

RISK ASSESSMENT/MANAGEMENT.

Due to the magnitude of the reforms it has not been possible to complete a
comprehensive risk assessment and management plan.

CONSULTATION AND ENGAGEMENT.

NHS Lanarkshire is working with both North and South Lanarkshire Councils to develop
joint responses with regards to engagement with the communities.

FIT WITH BEST VALUE CRITERIA.

NHS Lanarkshire has responded to Welfare Reforms by engaging with key partners,
particularly North and South Lanarkshire Council. The response to the reform has been
developed in partnership and a number of programmes have been jointly funded.

CONCLUSION

The overall aims of reforms of helping people into work and making work pay is
welcomed however, it would seem that the design and implementation of some of the
proposed reforms will negatively impact upon the health of individuals and their families
and potentially the most vulnerable in our communities. The reforms are likely to
increase demand for a range of NHS and Community Planning Partner Services. NHS
Lanarkshire will continue to respond to the challenges that are set out by these reforms
and including supporting and investing in Community Planning Partnership responses to
the reforms.
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In addition, NHS Lanarkshire has to continue to support people to remain in, or enter,
the workforce. Human Resources should continue to support employment programmes
such as Project Search and youth employment Initiatives. Salus should continue to
support individuals and workplaces through its range of programmes including Healthy
Working Lives. NHS Lanarkshire should continue to support the multi-agency
partnership group Routes to Inclusion that promotes a Community Planning Partnership
approach to employment.

FURTHER INFORMATION
For further information about any aspect of this paper, please contact
Gabe Docherty, Health Promotion Manager

01698 858121
gabe.docherty@lanarkshire.scot.nhs.uk

Harpreet Kohli, Director of Public Health
01698 858241
harpreet.kohli@lanarkshire.scot.nhs.uk

Colin Sloey, Director, NCHP
01698 858123
colin.sloey@Ilanarkshire.scot.nhs.uk
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Appendix 1 - North Lanarkshire Council Analysis of the Impact of Welfare Reform

WELFARE REFORM CHANGES

RECENT AND FORTHCOMING BENEFIT CHANGES — APRIL 2012

Date Benefit Change/Cut Impact Analysis
Oold + No new linked claims for Incapacity | Targets those who have tried to move from “welfare to | Hits people who have done what Government wants
. Benefit, SDA or Income Support (for | work”. Reneges on “trial period” promise (e.g. to WTC | them to do. Undermines future confidence and will
“
January sickness sickness) from 31/01/11. claimants etc that could return to previous rate of | make people more fearful of attempting work. At
" 4+ Claimants no longer return to old rate but | benefit if job did not work out). A significant cut, in | odds with normal precedent of not making
2011 route
b fit claim lower ESA and face Work Capability | benefits and less certainty of being able to continue on | retrospective changes and aim of encouraging
enerits Assessment. benefit given harder ESA tests. “welfare to work”.
Migration of existing claimants (of Incapacity + Affects around 1.5 million people across UK with a | Originally ESA was only for new claimants (to avoid
Benefit, Severe Disablement Allowance and disproportionate effect in deprived areas with a memories of previous migration from Invalidity
Income Support through sickness) begins. To high incidence of long term limiting illness. Benefit). ESA was meant to be an enabling benefit
March be completed by April 2014, with individual (albeit with some compulsion) to support people into
Work Capability Assessments to determine if + Pilots showed a 30% “failure rate” (as opposed to work at a time of high employment.
2011 can transfer to ESA: 15% forecast), First results show 37%.
Em p|0ym ent The IB Personal Capability Assessment system was
If “YES” switch to ESA at transitionally + Some groups previously exempt (e.g. severe already the toughest in the developed world and
to and Su PpPOrt | protected rate — but may still lose Contributory mental health/learning disabilities or on DLA High | fraud/error rates were ¢.0.5%. The priority in ESA
Allowance ESA after April 2012. Care) face tests for the first time. Additional increasingly shifted to benefit savings and blaming
A support needs (e.g. CMHTs, CSTSs). claimants not enabling.
pri If “NO” can appeal and get assessment phase
ESA pending, sign on for income based JSA + Likely increase in demand for advice and help with | Refusal rates for new claimants has been far higher
2014
or lose benefit. appeals. than Parliament were led to believe (68% rather than
50%). Job Centre staff reporting a significant gap
CUT of up to £2,500 million pa (30%) by + Of those disallowed 50% may get JSA, 50% lose between those “failing” the ESA test and having
2014. benefit. realistic employability.
ALL Increases will be set by the Consumer Price | Those receiving any benefit will see its value decrease | Together with the VAT increase in January 2011 from
ra— Index (which produces consistently lower | over time, lessening their ability to pay for essentials. | 15% to 20% and higher inflation in basic essentials,
Worki NQg age€ | increases) instead of the Retail Price Index or | Will be the biggest cut of all by 2015. could make everyday life unaffordable for those with
benefits the Rossi index. benefits income. While a high increase of 5.2% in
September establishes big increases in April 2012,
CUT of £7,555 MILLION pa by 2014/15. still below RPI of 5.6%.
hil
C d Frozen for three years As prices rise and benefits doesn’t, families afford More cuts affecting ALL families and children, poorest
Benefit CUT of £1285 million pay by 2014/15. less. most.
April Materni
P ate ty Restricted to the first child only. Babies in neighbourhoods with complex financial and | Help withheld from larger families in areas of high
2011 Grant social problems now denied £500. disadvantage, with greatest risk of poverty.
Taper on income for tax credits moves from
BOTH 39% to 41% Increases “marginal tax rate” by 2%. Affects low income working families in particular.
CUT of £755 million pa by 2014/15.
Tax Credits Fall from £25,000 to £10,000 in “disregarded | Likely return of destabilising effect of overpayment | Administrative complexity and cost for HMRC and

increases in income during the current tax
year”
CUT of £540 million by 2014/15.

recovery experienced in early years of tax credits.
Moving into work paying over £10k may lead to
overpayment problems.

less predictability and increased fear of recovery may
be a disincentive to move from benefits into work.






Date Benefit Change/Cut Impact Analysis
Basic & 30 hour elements in WTC frozen for | The amount of tax credits to working families | This and other changes below are all cuts targeting
3 years. CUT of £625 million by 2014/15. reduces in real terms. working families and may not fit well with the stated
aim: of “making work pay”.
Working Tax New category for workers ages 60+ who | Helps older workers to explore reduced hours option. | Another option at 60+ to support carrying on in work,
. can claim WTC if working over 16 hours at | Previously if no dependent children or not a disabled | but may overlap with £ for £ reduction in Pension

Credit 60+, regardless of whether a disabled worker | worker, then would have needed to work 30 hours to | Credit if low earnings.
or have children. get WTC.

Childcare element of WTC reduced from | Those who qualify for help with their childcare costs | Childcare is frequently cited as a major barrier to
80% to 70% of actual childcare costs up to a | will receive significantly less. Those with higher | work, effectively reducing working parents’ take-
capped maximum. CUT of £385 million pa | childcare costs will be worst hit. home pay. This cut will increase childcare costs for
by 2014/15. low-paid parents.

Income threshold for family element of CTC | “Better off families” lose £42 a month. Family | Some nominally “better off” families will feel the cut,
reduce from £50,000 pa to £40,000 a year. | Element now fully extinguished at £41,230 instead of | especially if they have high housing or other living
Taper above threshold increased sharply from | £58,000 (or £66,000 when Baby Addition applied). costs.

i 6.66% to individual element taper of 41%.
Child Tax CUT of £135 million by 2014/15.

Credit Baby addition to CTC Family Element | Families with a child under age of one lose up to | A cut hitting children already in poverty the hardest.

scrapped. CUT of £275 million by 2014/15. £10.50 pw.
A one off increase of £180 a year above | Will benefit families on lower incomes. Partly offset | Welcome, but will not counter effect of other benefit
normal increase with further Increase of £920 | by freeze of Child Benefit, but does target increase. cuts on child poverty, e.g. parents working on low
. million. incomes, tenants, sick, or long term unemployed.
Ap ril Local Housing Allowance capped at: for 1 | Reducing the amount going to low-income | Caps only affect inner London currently, as
2011 bed (£250), 2 bed (£290), 3 bed (£340) and 4 | households to help pay their rent, especially those | elsewhere LHAs are below new caps, Scrapping the
bed (£400) who need a larger home. 5-bed rate will affect larger families everywhere.
5 bed rate abolished.
CUT of £165 million pa
Non-dependant deductions — large | Affects tenants with non-dependant adults (e.g. | A major cause of rent arrears, family dispute and
increases over next 3 years to make up | parents, grown up children) living in house. Non- | potential homelessness. Goes against policy aims
. ground since last increase 10 years ago. | dependants may not always be willing — or be asked | of maximising use of housing stock and supporting
Housing CUT of £210 million pa. — to make up the shortfall. families.

Benefit Local Housing Allowance Rates will be set | Only 1/3 (instead of %) of available private rented | A big cut which increase of £40 million pa in
at the 30" percentile of local private rent | housing locally will be affordable to HB claimants. Discretionary Housing Payments will do little to
prices, not the 50". offset.

CUT of £475 million by 2014/15.

LHA: Additional room if needed for a carer. | A gain that supports caring, but still ignores needs | Long needed improvement, but does not address

INCREASE of £15 million pa. within a family (e.g. A separate room for a disabled | extra space needs within a family from disability.
child, partners needing separate rooms because of | Does not address issue of spare room to enable
disability). “shared care” of children living elsewhere.

No longer keep up to £15 if rent below LHA | Will only affect tenants whose rent was below the | Tenants may have got used to extra income will feel
LHA. the loss.

4+ Equal Pension age: equal pension age | Raises minimum age for claiming both Retirement | Current age said to be “financially unsustainable”, as

. of 65 to now be achieved by November | Pension and Pension Credit. Equalisation has been | smaller working age population has to fund growing
Pension 2018. speeded up but increased to 66 delayed. RP bill but there is a choice.
Age

4+ Higher Pension age: equal pension
age to rise to 66 by October 2020.
Rising to 67 by 2028.

CUT of £60 billing between 2026 and 2036.

Change allows for RP and easier NI

conditions.

higher

People can already choose to work on, but a higher
pension age hits those in physical jobs and those hit
by tougher tests for ESA. Increased competition for
young workers in recession.
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Date Benefit Change/Cut Impact Analysis
To be increased by the highest of: consumer | Restores link with earnings and offers a “triple | Welcome restoration of previous permanent
. price increase, average earnings of 2.5% | guarantee” for future pensions. Will make a significant | commitment abolished in 1979 — and implemented
Retirement each year. difference over time to pension levels. in some years from 1997 — 2010). Link allows
Pension pensioners to keep up with any general increase in
Increase of £1530 million pa by 2014/15. Commitment to universalism in tackling pensioner | living standards, reducing tendency to growing
poverty also seen in retention of other universal | inequality and marginalisation. A pension only
benefits Cold Weather Payments, TV licences at 75+, | linked to prices since 1948 would be ¢ £45pw. This
. bus passes, heath benefits etc. contrasts markedly with approach for “working age”
April claimants and children.
2011 Increase to match basic state pension cash | As above. Increases gain for the income of the | May to some extent offset cuts to Savings Credit
. increase. poorest 20% or so of pensioners on Guaranteed | that could affect 50% of pensioners (see below).
Pension Credit. PC has only a 65 to 70% take up so need remains
Credit Increase of £650 million pa by 2014/15 to encourage take-up and maximise entitlement
linked to AA.
Savings Credit maximum frozen for next 3 | Affects those on minimal incomes — or levels just | May offset effect of other increases. Counter to
years. above it — who get a bonus for saving for retirement. general policy aim of encouraging people to make
CUT of at least £330 million pa by provision.
2014/15.
Reduced in April 2012 — see below.
Educational Abolished in England. A loss of up to £30 | Will impact particularly on 16 to 19 year olds from low | Colleges value the extra resource for books/travel
. a week for young people on low incomes | income families, who lose up to £30 a week (and | and incentives. Likely to increase NEETs and
Septem ber Maintenance | staying on at school or college. About 10% | bonuses for attendance, attainment). Some may give | attainment gap between richer and poorer areas
2011 Allowance as discretionary funding. up, others do less well. and reduce social mobility.
January LHA Single room rent restriction for single | Further extends restriction for people in private sector | Rationale for lower rates “reflecting a different
. people (not lone parents) under 25 extended | tenancies, increasing marginalisation and | labour market reality”, but unlikely in mid 30s. Will
2012 Housing to people aged under 35. ghettoization. Exempt groups remain. hit parents with “shared care” of children who may
Benefit CUT of £215 million pa by 2014/15. not have suitable accommodation for children to
stay over.
Income From 20" March 2012 new claims for IS | Over 100,000 lone parents switched from Income | Lone parents want to work where jobs and support
(lone parents) only if a child under age of 5 | Support onto JSA since 25/10/10. Nominally same | exist, when it is right for their children etc.
Support (was reduced to 7 in October 2010). If not | benefit rate, but must “actively seek” and be “available | Compulsion via JSA may distract from action on
(|0ne parents) then “sign on” for JSA. Existing claimants | for work” or face JSA sanctions. barriers to work and risks increased child poverty.
with no child under 5 will have the benefit 21% of children of single parents who work full time
removed in phases. are income poverty.
Hours Increase: Couples with children | Families on low earnings with low hours lose WTC. Impacts on working families where unable to find or
. must work at least 24 hours combined | Families working between 16024 hours lose help with | work additional hours (e.g. because juggling caring
Apr” 2012 (rather than 16) to qualify; with one working | childcare costs. responsibilities). Opens a gap for many between 16

Working Tax at least 16 hours. Cuts for all working parents from freeze. and 24 hours where no top up income is available
g CUT OF £390 million pa. Those ages 50+ moving from unemployment into low- | and may have to give up work.
Credit Couple and lone parent elements frozen | paid work now denied WTC.
for 2012/13.
CUT of £275 million by 2014/15.
50 plus element scrapped.
CUT of £50 million.
Child Tax Family Element income threshold | Family element (worth £10.50 pw) will cease being | Undermines idea to include 90% parents in the
R abolished, so will start to taper off straight | paid at much lower incomes than before affecting | system to adjust support in system. Would this
Credit after CTC individual elements. many on average earnings. even be considered had this remained as an

CUT of £480 million pa by 2014/15.

income tax allowance?
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New rule of disregarding an income drop of
£2,500.

Tax credits will not increase to help you if your income
drops unless the drop is more than £2,500.

Housing Benefit and Council Tax Benefit will still be
adjusted for income drops and should be notified.

ALL CUT of £510 million by 2014/15.
Tax Credits Time limit for notifying changes of | People will have less time to inform HMRC about | Saving assumes a significant loss for people who
circumstances cut from 3 months to 1 | changes affecting their tax credits. miss deadline. A particular problem for new

month.
CUT of £360 million pa.

parent(s), who may be under pressure adapting
after a new baby, especially if any other difficulties.

Contributory

Limited to 1 year for people in the “work-
related activity” group. Support group not

Loss of independent income for those with savings or
working partners. Applied retrospectively, so some will

Reneges on NI contracts and principle of collective
mutual social security. Pressure to take out less

ESA affected. lose ESA straight away. Doubles cuts from migration | cost effective private insurance. Potential increased
. CUT of £1,100 million by 2014.15. and WCA. resentment of those still able to claim Income-
Aprll 2012 related ESA.

ESA in Youth Abolished from April 2012. Claimants | Ends non-means tested ESA for fewer than 20s. | Particularly affects people with learning disabilities.
switch to Income related ESA or come off | Targets people with severe or long term illnesses or | Not all claimants will be able to get Income-related
benefit. disabilities. ESA instead, (e.g. if a working partner,

compensation payment or capital provision made by
parents).
Housing Local housing allowance rates frozen | Less variation from month to month — harder to find | Main effect will be felt over time if CPI consistently
. ready for increasing with CPI if lower in April | properties within LHA if rents increase substantially. lower than 30" percentile.
Benefit 2013
Pension Savings credit reduced to £18.54 (single) | Few pensioners will qualify for the savings credit and | Reduces the reward for ‘moderate provision’ — will
. and £23.73 (couple). Also threshold for | those that do will receive less. affect pensioners with small amounts of
Credit qualifying increased by 8.4%. savings/occupational pensions.
January Affluence test for CB: Child Benefit to be | All families paid child benefit but clawed back via | Undermines value placed on all children; CB
. . withdrawn (via income tax) where an earner | income tax on higher earner. Means some 500,000 | redistributes from those without children to those
2013 Child Benefit over £50,000, CB stops completely at | new self assessment tax returns. Reduces but does | with and main earner to main carer. Undermines
£60,000. not remove one v. two income anomaly in original | support for collective social security. Complicates
CUT of £2,485 million by 2014/15. proposals. system and costs.
Tax Credits Increased income disregard falls to £5,000 | Extends April 2011 cut. Means greater likelihood of | Further exacerbates cost, complexity and
(amount of cut included in April 2011 figure). | overpayments similar to when tax credits were first | disincentives.
introduced.
Council Tax Handover of responsibility for CTB schemes | A cut in support for those on low income to help pay | Cuts impact may be magnified by pressure for
. to local authorities within a 10% reduced | council tax and potential variation between schemes. | above inflation council tax rises. Increased
Benefit budget. However pensioners’ level of benefit will be protected. complexity and confusion.
CUT of £490 million by 2014/15.
Restricted to the number of rooms “needed” | Applies to “working age” families. If a family is in a | A child leaving home could mean debt or a house-
in social housing (already happens in private | larger home than they are deemed to “need”, benefit | move, for remaining family. Could reduce changes
rented housing). will reduce, causing a shortfall in rent. 14% reduction | of a child returning from care if housing is no longer
. CUT of £490 million pa by 2014/15. for one extra room and 25% for two or more. suitable. Also foster carers between placements
Ap”' 2013 could be affected.
HB to be used to apply a cap on total | People affected will have same low disposable income | Vast increase in household debt. Move towards
Housing benefits income (unless on DLA or Working | as most benefit claimants, but have high HB as a | segregation as seen in other capitals (e.g. Paris).
. Tax Credit or ESA support group or war | result of market and policy failure in supply of | Mainly an issue in high rent areas (e.g. London) but
Benefit pensioners) at “median income” (c £350 for | affordable housing. Likely to risk homelessness, | ripple effect beyond. Savings on HB may be offset

single adult, £500 for couples).
CUT of £270 million pa.

migration, family break up, and ghettoisation. 67,000
household affected. 9 months protection if become
unemployed after at least a year in work.

by increased demand on housing and social
services.

Local Housing Allowance rates up-rated in
line with the consumer price index if lower
than 30" percentile figure.

CUT of £290 million by 2014/15.

Housing benefit will no longer be based on what recent
actually costs.

Shortfalls in rent will have to be found out of other
income. Debt and evictions are likely to increase.
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April 2013

Disability
Living
Allowance
&
Personal
Independence
Payment

DLA for 16 to 65 year olds to be replaced by

PIP:

+ 20% budget cut and focus on most
disabled.

+ 2 rates in each component based on

severely limited/limited ability for daily

living and/or mobilising activity.

Medical assessment of all claims using

ESA style descriptors focussing on

more restricted list of mainly essential

living tasks.

+ Longer overall qualifying period — 3
months backward, 9 months forward.

+ Pilot for new claims from April in NW
England then UK wide from June.
Existing claims migrate from October
2013.

CUT of £1,070 million pa (20% of the

budget).

=

Loss of DLA for those failing the new Personal

Independence Payment (PIP) criteria. Likely to hit

those with less easily definable issues (e.g. autism,

mental health, MS, cancer).

Proposed descriptors (currently in trial/consultation

30/4) — look to:

+ Restricts limitations to a medicalised yes/no using
complex and potentially subjective descriptors (as
per ESA).

4+ Limit potential for reasonableness, flexibility and
adjustments (and all gains from case law) within
DLA — even if not always applied ....

+ Discriminate against verbal attention and mental
health conditions.

A double impact for those on lowest incomes as loss

of DLA will mean loss of DLA related premiums.

These are also under review for UC.

Potential for failure to claim in proposed migration

process.

PIP seems likely to be more confused, arbitrary and
expensive, increasing reliance on “snap shot”
picture from a medical perspective, focusing on
essential survival tasks rather than support to live
independently (or even into work). Abandons slow
progress made in DLA case law towards a common
sense, flexibility and social model of illness and
disability.

Cuts will impact on resources for supported
housing, home care and individual/personalised
budgets and PIP could lead to increased
dependence on social services or any local “big
society”. Claimant numbers are a factor in Council
funding.

Disproportionate effect in lower income areas are
typically much higher % of population claim and will
suffer a double loss from a DLA related premiums in
means tests benefits/tax credits. UC proposals look
to cut significantly.

Social Fund

Crisis loans (waiting for benefit claim to be
processed) and BLs to be replaced by
‘payments on account’.

All other crisis loans and community care
grants established. And budget passed to
Local Authorities.

Reliant on ‘payments on account’ system operating
effectively which it has not done previously.

Local Authorities likely to replace cash system with
use of soup kitchens, foodbanks, and furniture reuse
projects.

Funding to Local Authorities is not ring-fenced and
there is no statutory requirement to provide so likely
to be ‘postcode lottery’ situations arising. No
independent appeal process — IRS disbanded.

October
2013

Universal
Credit

Merge all means tested benefits and tax

credits into a single Universal Credit:

+ New claims from Oct 2013. Migration to
UC by Oct 2017 with transitional

protection.

+ Common system of allowances/
additions

L+ Includes amounts for rent or mortgage
interest

+ A single 65% taper as people earn, with
disregards to encourage a few hours
work

+ Couples where one under pension age
will claim Universal Credit not Pension
Credit.

+ Four levels of work conditionally:

1. Fulljob seeking (as in JSA)

2. Work preparation (as in ESA
WRAC)

3. Keeping contact with labour market

4. No conditionality (in work, carers,
ESA SC)

Aims to reduce barriers into work and complex
interactions between in work and out of work benefits

+ Overall there will be in increase in resources — of
some £2 billion.

+ Could potentially smooth transition to work with a
common assessment of needs and a common
withdrawal rate of benefit as income increases.

+ Claim is that no-one will be worse off — at least at
point of change. Poorest 30% will be better off by
£2 to £4 a week.

+ Adult (disability” elements: Briefings imply big
cuts! Refer only to a “limited capability for work
element” and a more generous than present
“limited capability for work related activity
element”. No criteria/elements based on DLA/PIP
(e.g. for those with disabilities who are workers,
carers, jobseekers or lone parents).

+« Child “disability”: two disability elements at
same rates as LCW/LCWRA elements, but based
on receipt of DLA. A loss of c. £27 pw for
disabled children if not on DLA Highest Care.

+ Possible charge on property for those getting help
with housing costs and loss of help with housing
costs 16+ hours work.

Idea widely seen as having potential, but some real

issues:

4+ The original plan strongly argued for 55%
taper. Proposal is for 65%, which could be
85% or more as CTB stays outside UC. Much
higher that WTC too high for incentive effect,
when even 50% is too high for top earners?

4+ Maximum earnings disregards look more
generous but strange link to housing costs
mean many fill fall back to minimum disregards
although these are substantially increased on
current disregards.

4+ Some will gain and some lose from changes.
Linking benefits conditional on not working to
in-work benefits may be difficult.

4+ Confusion between “sickness” and “disability”
benefits threatens big cuts for many. Policy
intent to align to 2 rates (i.e. those for the
LCW/LCWRA elements) does not require only
criteria to via WCA. Unless DLA/PIP related
criteria are added (as per children) then big
losses for those with disabilities for whom the
CVA is not relevant.
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Conditionality will apply for claimants whose + Review of carers benefits leaves CA

October Universal gross income is below 35 hours x minimum unchanged, extends a carers element to carers
2013 Credit wage (fewer hours if other responsibilities in work, but specifically rules out getting both a
e.g. childcare) carers and a disability element at the same

time e.g. where a carer also has disabilities.

4+ Reproduces significant HB/CTB housing
“poverty trap”. Housing and childcare costs
remain as major barriers to work.
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Executive Summa

Background

Liverpool Public Health Observatory (LPHO) was commissioned to produce a report on
the health impact of the economic downturn. Through a literature review and analysis
of key indicators the report assesses the evidence base for the impact of the economic
downturn on mental and physical health and use of health and local authority services
in the five Merseyside PCTs: Knowsley, Halton and St Helens, Liverpool, Sefton and
Wirral. Included in the report is an assessment of effective interventions likely to aid
local services in helping their population cope with the effects of the economic
downturn. This research will inform commissioning of the likely future service needs.

Aims and Objectives

To understand the likely impacts of recession on health and in particular the impacts of
this economic downturn such as changes in welfare and housing benefits and
reductions in public sector spend; to identify local examples of good practice and
include interventions which are known to mitigate the impacts; to develop a set of core
indictors which all areas can monitor over time.

Methods

The project was managed by a working group representing the five Merseyside PCTs
and Liverpool Community Health NHS Trust, with specialist support from the
programme leads for mental health and for employment and skills management. While
there was insufficient time to complete a systematic literature search and analysis, a
wide range of information and sources has been used in compiling this report.

Why this recession is different from others

The UK economy officially entered into recession in June 2008, since when it has only
had limited growth. Many studies have looked at the impact of previous recessions to
predict the likely impact on health of the current economic downturn. However, it has
been noted that there are four key differences now to previous economic recessions:

A diminished safety net for the unemployed. Although the economy is now officially in
recovery, the effect of the recession may be prolonged. Indeed, Britain could face
many more years of severe austerity to balance the country’s finances. During the
financial year 2010-11, earnings, state benefits and tax credits all fell in real terms. It is
estimated that this has led to a fall in median net household income of 3.5%, the largest
single-year drop since 1981, returning to its 2003-04 level. The decline in average
living standards looks set to continue for many years to come.

New unemployment co-exists with significant structural worklessness in the form of
long-term sickness absence and disability pension receipt.

The nature of work has changed within Britain during the last twenty years. A decrease
in industrial employment and an increase in the size of the service sector accompanied
by an increase in shift work and flexible, precarious employment with limited or no
employment or welfare rights. This carries a high risk of unemployment, often without
redundancy packages. Furthermore, a daily existence of low paid, high-strain,
temporary employment will result in ill prepared people who are minimally resilient in
the face of the additional negative health impact of unemployment.
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The labour market is becoming increasingly feminised and gender roles are shifting.
Therefore, the negative effects of unemployment may be more equally experienced by
women and men.

Mechanisms causing health impacts

Evidence from a recent literature review suggests that through the economic downturn
there are three main intervening mechanisms causing health impacts: stress,
frustration-aggression and ‘effect budgeting’. Declining economies increase the
incidence of stressful job and financial events and increase the anticipation of stressful
experiences such as job loss and financial difficulties. The much tested frustration-
aggression argument predicts that contracting economies can increase the perception
of unfair loss of earned rewards, and increase the incidence of intrafamily and
workplace violence as well as substance abuse. However, it could also have an
inhibiting effect on violence and substance misuse, as workers who fear job loss will do
whatever they can to avoid it. A declining economy not only reduces the money
available to many households, but also forces them to invest time and effort in
managing the sequelae of lost jobs or lost income - taking time, energy and money
away from other investments, such as exercise, socially supportive behaviours, good
nutrition etc. This has also been described as “time poverty”.

Local areas have very low economic resilience

The downturn will impact in different ways upon businesses, individuals and
communities, in that some will be more economically resilient or vulnerable than others
to shocks in the external environment. For example, research by the Centre for Cities in
January 2011 shows that Liverpool Primary Urban Area (an aggregate of Knowsley,
Liverpool and St Helens) is in the top four cities projected to suffer the highest public
sector job losses; Wirral and Liverpool PUAs have the highest welfare bill of all PUAs in
England.

Social support can be protective, but can be tested in economic downturns
Social support, social networks and social cohesion can make people more resilient to
an economic crisis. From evidence of previous recessions, the adverse health effects
of rapid economic change were reduced substantially where many people were
members of social organisations such as trade unions, religious groups or sports clubs
illustrating the protective effects of social support. However, the economic crisis is
probably increasing the social exclusion of vulnerable groups as they may have to
sacrifice social activities.

Certain vulnerable groups are less resilient to this economic downturn

A study for the Joseph Rowntree Foundation (JRF) looking into how people in the UK
are coping with poverty during the aftermath of the current recession, shows that
adapting to the rising cost of living creates a considerable stressful burden by having to
economise on food, heating and travel, spending more time and effort on shopping and
cooking, whilst having less nutritious food. Such effects occur disproportionately among
people with disabilities, ethnic minorities, the poor, some women and single mothers
(and their children), young unemployed and older people.

Cuts in public spending are affecting services that promote long-term health and well-
being (such as: adult social care, libraries, community centres) and their reduction or
closure could threaten the health of the vulnerable and the elderly. There is also
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substantial evidence that poverty is both a determinant and a consequence of mental
health problems.

Overview of the health impacts

A widening of health inequalities is predicted

The study by the JRF into people coping with poverty at the start of the recovery, before
the cuts to public sector services and the introduction of welfare reform, found that for
some the recession has meant worse diets, colder homes and less physical mobility, as
they have been unable to adjust their spending without harming their well-being, with
potentially longer-term impacts on health.

Fuel poverty

The elderly, disabled, babies, children and adolescents are more susceptible to the
effects of fuel poverty, as households attempt to make savings by reducing fuel costs
through self rationing and disconnection. Fuel poverty is increasing in all areas covered
by this report, with Liverpool having consistently higher rates than other areas, from
nearly 16% of households in 2006 to over a quarter in 2009. The majority of
households in fuel poverty are consistently in the lowest income groups, but with rising
energy costs, more households with higher incomes are being pushed into fuel poverty.
Since the start of the economic downturn CABs have seen a huge increase in people
coming for help because they are unable to pay their gas and electricity bills.

Cold homes and damp and/or mould growth are key determinants of poor health. Fuel
poverty is linked to respiratory and cardiovascular disease, to exacerbating existing
health problems such as asthma, bronchitis and arthritis (that can lead to accidents
through stiff joints) and causing mental ill-health. It also increases the likelihood of
minor ilinesses such as colds and flu. Excess winter deaths are three times as high in
the coldest homes as in the warmest. Children living in cold homes are more than twice
as likely to have respiratory problems as children living in warm homes. A quarter of
adolescents living in cold housing have mental health problems. This is five times the
proportion among adolescents who have always lived in warm homes.

Older people

The combination of the house-price slump, the reduction in pension values, the loss of
interest on savings, in addition to the rising cost of utilities bills and the price of food
means that many older people have reduced household budgets. They will therefore
be at risk of fuel poverty and poor diet, with all the associated health impacts.

Children and young people

Mental health

If parents or guardians lose their job then the economic impact of this could constitute a
risk factor for the longer-term mental health of their children.

Education

Efficiency savings in schools could affect the level of teaching support and adversely
impact on classroom behaviour and exam results. There will be a disproportionate
effect on children from disadvantaged backgrounds not being able to access higher
education.
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Poverty

It is predicted that absolute and relative child poverty will increase through government
changes to personal taxes and state benefits. The Children’s Society is concerned that
after Universal Credit is introduced in 2013 around 100,000 disabled children will lose
up to £27 per week.

Mid-year estimates for 2010 put Liverpool within the top 20 Local Authorities (LAs) with
highest levels of child poverty across England. In one Liverpool parliamentary
constituency nearly half of all children resident are living in poverty.

High unemployment amongst young people

During July-September 2011 1.02 million 16-24 year olds were out of work. Young
people are particularly badly hit by unemployment and can suffer from the long-term
‘scarring’ that can occur after such a bad early experience with the labour market. This
can have a lasting adverse effect on employment prospects and future earnings
particularly for low-skilled or those not in education or training. Young unemployed
people have a higher risk of getting mental health problems, such as depression, than
young people who remain employed. Attempted suicides are up to 25 times more likely
for unemployed young men than for those in jobs.

Disabled people

It is estimated that between 50-60% of disabled people live in poverty and they are
particularly vulnerable to cuts in public sector services. What level of support a disabled
person is entitled to can have life changing implications. Knowsley is the best LA in
England in terms of provision and access to welfare services for disabled people,
despite being the eighth most deprived area in the country. By combining services from
Health and Social Care together and joint commissioning it has been able to protect its
disabled population from the worst of the cuts and has given the authority an
opportunity to make cost savings.

Women and single parents

Women are suffering from cuts to their jobs, benefits and services that support women'’s
everyday lives. The measures are undermining women’s hard won rights to protection
from violence and access to justice, as the Ministry of Justice plans to save £350m a
year from the legal aid budget. There is a growing likelihood that women will be the
ones left filling the gaps’ as state services are withdrawn. It is those who have the least
to lose that will lose the most: women who are unemployed or on low incomes,
pregnant women, families, single mothers and pensioners, victims of sexual, domestic
or other violence. Many of the spending cuts will have a disproportionate impact on
women and will lead to greater inequality between women and men.

Ethnic minorities

Ethnic minorities tend to be concentrated in sectors of the economy where the long-
term decline in employment has been accelerated by the recession. Also, spending
cuts in the public sector may have a disproportionate effect on ethnic minority groups,
because this is a sector where they are disproportionately employed. Black, black
British and mixed race young people have seen the biggest increases in
unemployment. Nearly half of black and black British 16-24 year olds are unemployed
a rate that has increased by nearly 13% since the start of the recession. As in previous
recessions in the 1980s and 1990s, minority unemployment may stay relatively high for
a long time after an economic recovery.
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Impacts on physical and mental states

Studies have consistently shown that unemployment, which increases in economic
downturns, is linked to poorer health. The links between poorer health have been
explained through the psychological effects of unemployment (e.g. stigma, isolation and
loss of self-worth) and the material consequences of a reduced income. Along with
poorer mental health there is a reported decline in self-reported health and an increase
in limiting long-term illness. However, there is some counter evidence which suggests
that some chronic conditions and acute morbidity may actually decrease during
economic recessions. Rapidity of economic change appears to be a key hazard to
health. The direction of change seems less important.

Cardiovascular disease

Risk factor studies from America suggest that undesirable job and financial experiences
will increase the risk of acute cardiovascular disease (CVD), nonspecific morbidity, and
mortality later in life. Emotional states associated with job loss, including anxiety and
depression, may influence CVD through excessive activation of stress response
pathways, particularly for the long-term unemployed or who enter into a cycle of low
paid insecure employment.

Mental health

The strongest negative effect of an economic downturn is on mental health. There is
consistent evidence that the economic downturn may increase suicide and alcohol-
related death rates, which can be seen as markers of deterioration of mental health -
although suicide rates in England and Wales may be underestimated, as since 2001
narrative verdicts are increasingly being used. The majority of new disability claims are
on the basis of mental health. Mental health can develop as co-morbidities among
those initially out of the labour market through physical conditions.

Those still in work but suffering from job insecurity may experience mental health
effects that reduce productivity, through stress, anxiety and depression-related
disorders. Worries about job losses have made stress the most common cause of long-
term sick leave in Britain with employers planning redundancies most likely to see a rise
in staff mental health problems. Stress in the public sector is becoming a particular
challenge through the sheer amount of major change and restructuring. At the same
time there is a slowing in the jobs market. With the fear of being targeted for
redundancy schemes over a quarter of employees are struggling into work when sick,
according to a CIPD survey of nearly 2 million workers.

People suffering from financial strain will be particularly at risk of mental health
problems.

Health behaviours

The extent to which economic changes impact on health behaviours depends on the
extent to which people are protected from harm from risk factors such as cheap
availability of alcohol and the dominant culture. In some studies unemployment is
linked to a higher incidence of risky health behaviours, in particular among young men
including problematic alcohol use and smoking. In western countries there is an
association between economic downturns and worsening diets as people try to save
money with cheap junk food.
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Are there any positive impacts of the economic downturn?

There may be increased opportunities for leisure time as job pressures and working
hours reduce. How people deal with difficulties like unemployment in times of economic
crisis depends on their coping mechanism. If struggling with an inadequate income
opportunities for using leisure time will be limited. However, reductions in income can
lead to a reduction in hazardous health behaviours and car accidents and traffic
fatalities decrease. A quarter of people surveyed have reported growing their own fruit
and vegetables which can have a positive impact on mental health.

The adverse effects of a recession are reduced where many people are members of
social organisations such as trade unions, religious groups or sports clubs illustrating
the protective effects of social support. Informal social welfare can provide people with
a place to turn to for support whether to borrow money, or to supply food or shelter or to
get advice on sources of help. The crisis may offer possibilities to strengthen social
capital and to shift our value base from money to non-monetary components of life,
provided that social protection is sufficient.

There is some evidence to suggest that some chronic conditions and acute morbidity
may actually decrease during economic recessions. Whether these are substantive
impacts or represent increased / enforced tolerance to morbidity remains to be
established.

Impact on public services through the economic downturn

Evidence suggests mental health problems are causing a surge in anti-depressant
prescriptions in England, particularly in the North of England due to a rapid rise in
unemployment. There has also been an increased use of specialist mental health
services during 2009/10. This includes an increase of 30.1% from 2008/9 in the
number of people being detained in hospital under the Mental Health Act.

Also, the under-funding of adult social care could increase hospital admissions, due to
cuts in local authority provision. Furthermore, there may be further increases in alcohol
related hospital admissions.
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Recommendations to Local Authorities, Commissioners and Service
Providers

To minimise the effects of reduced public services:

At the very least plans for cuts should be assessed and monitored for their likely
health impact on equality and human rights, vulnerable groups and neighbourhoods
Ensure co-ordination of policies and practices, where multiple agencies have an
impact on a particular issue

Be aware that there will be long-term impacts of the recession even when entering
the recovery

Fully understand your economy, and the impact of the recession on businesses,
people, capital developments and demand for services;

work with local partners, business leaders, property developers, neighbouring
authorities and regional bodies to gather intelligence and agree a strategic
response; and

Implement a strategy that has clear objectives, is tailored to local issues and
focuses on both the social impact and the future recovery.

Consider using a ‘whole area’ Total Place approach to public services to shield
areas from the economic downturn - this can lead to better services at less cost
such as Hull's ‘Place Shielding Action Plan’

Consider integrating lifestyle/prevention services into whole person centred
wellness services.

Improve information on local provision: To record standardised performance
metrics, establish guidelines for setting benchmarks and advocate good practice
locally.

Increase knowledge of what works: l|deally to establish an anonymous database of
the cost effectiveness of interventions (as maintained by NICE in the healthcare
sector) and publish standard guidelines on what data funders should track to
encourage the analysis and dissemination of best practice.

To mitigate the mental health effects of the economic crises consider:

Using active labour market programmes to enable the unemployed to find work
Encouraging employers to develop strategies and approaches that address
uncertainty, anxiety and job stress.

Family support programmes to protect low income families from further economic
strain.

Community support agencies to be adequately resourced to help people overcome
problems arising from job loss, debt, and mortgage arrears.

Improved access to affordable sources of credit by supporting credit unions or their
development.

Better regulation of bailiffs. All statutory agencies that use bailiffs to include
disability equality duty specifications in their procurement contracts.

Training for health and social care professionals so that they can identify debt
triggers and sources of help for money problems.

Encouraging health and social care professionals to work with creditors and debt
advisers when supporting clients who are experiencing problem debt

Having advisers who are able to provide information about debt and welfare
benefits to be based at GP surgeries and hospital clinics
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e Development and dissemination of a guide to money management for people with
mental health problems to be distributed through GP surgeries, hospitals,
community health services and third sector mental health organisations

e Social prescribing approaches to be explored - for instance, offering welfare advice
on prescription, or gardening on prescription to improve mental health problems
and wellbeing.

e Improved access to money and debt advice services.

e Primary care for the people at high risk of mental health problems — providing
psychological support and promoting problem-solving skills to modify the effects of
unemployment and indebtedness

e Control of alcohol prices and availability

Consider the following examples of good practice that promote social

relationships:

e interventions that support family and early years e.g. Sure Start

¢ strengthening the home learning environment and adolescent transition

e building social capital for children and older people e.g. liveable streets, stop and
chat spaces

e reducing environmental barriers to social contact: reducing motor vehicle traffic
access to green, open spaces; affordable, accessible public transport

e asset sharing e.g. through co-production, social return on investment measures,
credit unions, social enterprise

e protecting / reclaiming public space e.g. challenging restricted use of public areas
like shopping malls in Business Improvement Districts; landshare schemes to open
up land for community cultivation or bringing together those with gardens and those
without, collective opportunities for healthy lifestyles e.g. social prescribing /
community referrals; green gyms, food production/distribution, life long learning

To lessen the impact on disabled people and those at risk of chronic ill-health

apply the following principles:

¢ Involve service users in designing and planning their services and in some cases
delivering it can lead to improved outcomes at lower costs.

e Take a capabilities approach to disability by looking at people’s strengths and
promoting what they can do.

e Implement a strategy of progression or ‘just enough support’ — where people
gradually rely on less formal services and more community-based services may
improve independence and quality of life whilst reducing costs.

¢ A move towards more integrated services can significantly reduce cost in
administrative and back office functions as well as improving outcomes by creating
more seamless and jointly commissioned packages of care.

e A commitment to personalisation, designing and planning services around the
individual and giving people choice and control over their support are necessary to
the development of principles above.

e Outsourcing — creating arms length trading organisations to deliver care services
independently from the council to allow innovation and efficiency, while returning
dividends to the local authority.

e Gathering data and conducting impact assessments to enable an accurate picture
of how many disabled people live in an area, where they live and what services
they rely on. Ensures the cumulative impact of the full range of local cuts is
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considered in relation to the wellbeing, social inclusion and independence of
disabled people.

e Consider carrying out a thorough and full consultation when considering cuts to
services, or changes to eligibility criteria

To lessen the impact on deprived neighbourhoods:

e Sustain the recent gains in neighbourhood conditions from regeneration

e Provide LA and partnership schemes to help low-income home-owners with house
maintenance. In partnership with owners provide: advice, training and schemes
such as handy people, discounts and tool loans that could prevent home and area
decline.

e Maintain neighbourhood renewal activities

¢ Maintain and expand the following services:
o local job creation — encouraging use of local labour; allowing people to work for

voluntary organisations whilst claiming benefits

o employment and training support
o services for young people
o public and semi-public transport
o crime prevention activities

e Consult on difficult issues

e The health sector, local authorities and the third sector to identify mechanisms
which pool resources across localities for maximum health benefit.

To help young people, particularly those ‘Not in Education, Employment or

Training’ (NEET):

e Reform commissioning: Provide improvements in commissioning through:

o Better collaboration between local authorities and service providers
o Greater focus on value by developing commissioning capabilities

o Creating local markets for NEET services

o Adopting standard processes to reduce administration

e Grow the best provision: To create more networked commissioning and business
support for the best providers.

e Foster better links into employment: The school curriculum needs to prepare young
people for the world of work through better links, high quality work experience and
more routes into work e.g. apprenticeships. Make it easier for employers to engage
with young people, particularly those most at risk of becoming NEET.

e Support targeted case management for those most at risk as many children face a
challenging pathway through numerous services and interventions; an integrated
case management approach is needed to improve coordination

e Protect and develop services intended to support vulnerable children and young
people into employment, training and education.

e Those who are NEET and children with significant social needs may require more
intensive and targeted support.

Consider action to protect against food poverty and fuel poverty during the

economic downturn:

e Provide access to reasonably priced fruit and vegetables such as: ‘bag a bargain’
schemes and Knowsley ‘veggy van’ service
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e Targeted information and ideas on how to retain a balanced diet on a low budget
have been provided in children’s centres and this is also an approach that might be
extended to the wider community using community food workers

e Gardening on prescription may encourage people to source their own fruit and
vegetables whilst also helping to combat depression, anxiety and low moods.

e Ensure there is advice available to people at risk of fuel poverty (see the example
Liverpool Healthy Homes Programme).
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Introduction

Liverpool Public Health Observatory (LPHO) was commissioned to produce a report on
the economic downturn. The report assessed the evidence base for the impact of the
economic downturn on mental and physical health and use of health and local authority
services in the five Merseyside PCTs: Knowsley, Halton and St Helens, Liverpool,
Sefton, Wirral. Included in the report is an assessment of effective interventions likely
to aid local services in helping their population cope with the effects of the economic
downturn.

This research will inform commissioning of the likely future service needs.
Aims
e To understand the likely impacts of recession on health
e To understand the impacts of this economic downturn in particular e.g. changes
in welfare and housing benefits and reductions in public sector spend
e To quantify these impacts
e To identify local examples of good practice
e To review the evidence base (taking new Horizons Confident Communities as a
starting point) for interventions which are known to mitigate the impacts where
appropriate

Objectives

e To review the available literature of health impacts of recession, long-term
unemployment and job instability (using current known reviews as a starting
point)

e To investigate the feasibility of developing a set of indicators which enable a
quantifiable assessment of impact and produce a baseline report, having
gathered relevant data

e Toinclude a literature review of effective interventions to mitigate the impacts
identified.

Methods
The work consisted of an evidence review of:
e Impacts of recession on mental & physical health & wellbeing
e Local level interventions i.e. not government policy level, that can support local
people in mitigating or dealing with the consequences of the current economic
downturn.

The process was managed by a working group consisting of a representative of each
PCT taking part and also Liverpool Community Health NHS Trust, plus ‘specialist’ input
from people who have particular expertise in the areas likely to be covered (see list in
next section).

This work focused on an evidence review of:
e Impacts of recession on mental & physical health & wellbeing with an emphasis,
where possible, on quantification of this impact and its effects on how people use
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services differently e.g. if unemployment rises by x% what impact does that have
on mental wellbeing and in turn on prescribing of antidepressants or use of debt
advice services.

e Local level interventions and service delivery models i.e. not government policy
level, that can support people in mitigating or dealing with the consequences of
these impacts.

e Where the evidence permits, inclusion of impacts on different groups (taking care
not to duplicate work already done for the mental health needs assessment, but
potential to utilise this in a different way if appropriate).

Starting with known reviews and suggested literature from the working group and
colleagues, key references in reviews were followed up and where there was a gap in
the knowledge base appropriate searches took place on key topic areas such as
vulnerable groups. Feedback from the working group also suggested topics to review.
The current nature of the economic downturn made it necessary to monitor the news
and newspapers and to locate original key sources of relevant news items.

Working Group Membership

PCT reps:

Halton & St Helens - Sharon McAteer (chair -NHS Project Lead)

Sefton - Pat Nicholl

Knowsley - Richard Holford

Wirral - Will Sopwith

Liverpool - John Lucy (Associate Director of Public Health, Liverpool Primary Care
Trust)

Rachael Gosling (Liverpool Community Health NHS Trust)

Specialist support:
Jude Stansfield: Mental Health Programme lead, ChaMPs
Claire Maguire, Employment & Skills Manager with Sefton Council

LPHO:
Alex Scott-Samuel (University of Liverpool Academic Supervisor)
Lyn Winters (Liverpool Public Health Observatory Lead/ Researcher)

What is health impact assessment?

Health Impact Assessment (HIA) can be explained as “the estimation of the effects of a
specified action on the health of a defined population.”” Health should be viewed
holistically as much more than the absence of disease, but a “complete state of
physical, mental and social well-being.”

The definition of health used in the HIA is derived from the work of Lalondé> and
Labonté* based on a socio-economic model of health and these key influences/
determinants of health can be illustrated as layers of influence, as in Figure 1. The
socio-economic model emphasises the interconnectedness between the layers. At the
core are generally fixed determinants such as age, sex and genetic characteristics that
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can have an effect on an individual’'s health potential. The inner layer contains the
lifestyle factors that can promote or damage health. According to this model the outer
layers have the most influence on health. Individuals do not live in a vacuum, but
interact with others in their immediate environment. Social interaction and support can
have a protective influence on health even in unfavourable circumstances.

The wider influence of their living and working environment will also determine how
effective their social and community influences are. The wider socio-economic, cultural
and environmental conditions influence how people behave; determine attitudes,
general access to healthy choices and a cohesive social environment. Thus the
Dahlgren and Whitehead’s model is a useful reminder of the importance of wider factors
for health.®

Figure 1: The main determinants of health

ource: Whitehead & Dahigren, 1991°

From these health determinants, it can be seen that the potential to improve the
population’s health will come through social, economic and environmental reforms
rather than through medical advances.” Specific actions that grow out of public policy,
can affect these determinants so they influence health either positively or negatively.®®

Is this economic downturn different from previous recessions?
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The way in which the recession’ impacts on the population’s health depends on a
number of factors. This includes the extent, nature and duration of the economic
downturn, the co-existent economic and social policies, the dominant socio-cultural
values, the level of formal and informal welfare and the demographic changes in the
labour market.'°

The UK economy officially entered into recession in the second quarter of 2008/09
(June 2008), which was confirmed in January 2009 by the definitive occurrence of two
consecutive quarters of economic contraction. Although the economy is now officially in
recovery, the effect of the recession may be prolonged.”" Indeed, Britain could face
many more years of severe austerity to balance the country’s finances.'? A study by
the Institute for Fiscal Studies'® claims that UK household incomes were relatively
insulated from the immediate impacts due largely to the stabilising role of the state
welfare system. During the financial year 2010-11, earnings, state benefits and tax
credits all fell in real terms. It is estimated that this has led to a fall in median net
household income of 3.5% the largest single-year drop since 1981, returning to its
2003-04 level. Furthermore, the decline in average living standards looks set to
continue until at least 2013-14, but after the sluggish economic forecast by the Office
for Budget Responsibility (OBR) this may be for many years longer." '

The impact that a recession can have is complex, and can affect individuals and
households in many different ways. The Audit Commission has developed a model to
describe the stages of a significant recession and recovery:

Wave 1: economic — A relatively short period where economic output declines; firms
fail or reduce staff numbers; unemployment rises quickly; and real incomes fall.

Wave 2: Social — A longer period in which output growth returns, but job losses
continue. Unemployment remains high, bringing with it increasing housing, health and
domestic problems.

Wave 3: Unequal recovery — Recovery occurs when the economy is expanding and
unemployment has passed its peak. Investment and economic development return, but
not all areas benefit. Some continue to decline, while others bounce back."

Many studies have looked at the impact of previous recessions to predict the likely
impact on health of the current economic downturn. However, it has been noted that
there are four key differences now to previous economic recessions:'®

A diminished safety net for the unemployed. Access and entitlement to out of work
cash benefits and welfare services have decreased considerably and are more
stigmatised. Therefore the extent to which the welfare system can act as a buffer
against the negative social and health consequences of the economic recession has
diminished.

New unemployment co-exists with significant structural worklessness in the form
of long-term sickness absence and disability pension receipt.

! Period of general economic decline, defined usually as a contraction in the GDP for six months (two
consecutive quarters) or longer. Marked by high unemployment, stagnant wages and fall in retail sales.
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The nature of work has changed within Britain, during the last twenty years. A
decrease in industrial employment and an increase in the size of the service sector
have been accompanied by an increase in shift work and flexible, precarious,
employment with increasing numbers of people working on either temporary contracts
or no contracts, with limited or no employment or welfare rights. These new economic
forms will also impact on the experience and distribution of unemployment as those with
the least protection will be at most risk of unemployment, often without redundancy
packages, such as women, the young and immigrants. Furthermore, a daily existence
of low paid, high-strain, temporary employment, will make them ill prepared and least
resilient to the additional negative health impact of unemployment.

Labour market is becoming increasingly feminised and gender roles are shifting.
There seems little doubt that women have made huge progress; in numerically
dominating areas of the labour market and entering and succeeding in previously male
dominated occupations and professional groups. Therefore, the negative effects of
unemployment may be more equally experienced by both genders.

What are the mechanisms causing health impacts?

Evidence from a recent literature review suggests that through the economic downturn
there are three main intervening mechanisms causing health impacts: stress,
frustration-aggression and ‘effect budgeting’."’

The stress mechanism — declining economies increase the incidence of stressful job
and financial events and increase the anticipation of stressful experiences such as job
loss and financial difficulties. In turn these can increase the likelihood of experiencing
other stresses such as marital difficulties. The stress mechanism assumes that most of
the stress of everyday life comes from working therefore a reduction in time at work
may reduce the prevalence of stress-induced illness. Figure 2 illustrates the links
between socioeconomic stress, resulting from material deprivation and poor mental
health.
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Figure 2: Socio-economic stress and its impacts on health
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Frustration- aggression - is based on the much-tested argument that individuals
denied an expected reward may experience psychosomatic antecedents of aggression.
Some exhibit antisocial behaviours whilst others cope by using alcohol or drugs. Thus
contracting economies can increase the perception of unfair loss of earned rewards,
and increase the incidence of intrafamily and workplace violence as well as substance
abuse. However, it could have an inhibiting effect on violence and substance misuse,
as workers who fear job loss will do whatever they can to avoid it.

‘Effect budgeting’ — this mechanism assumes that people have limited time, energy
and money to manage their environment and experiences. A declining economy not
only reduces the money available to many households, but also forces them to invest
time and effort in managing the sequelae of lost jobs or lost income. These new
allocations means taking time, energy and money away from other investments these
could include: exercise, socially sugportive behaviour, good nutrition etc. This has also

been described as “time poverty”."

What impact does a downturn have on health resilience of individuals

and communities?

The economic downturn will impact in different ways upon businesses, individuals and
communities, in that some will be more resilient or vulnerable than others to shocks in
the external environment. Resilience has been defined as ‘the concept of mechanisms
that protect people against the psychological risks associated with adversity’ that has
four main processes: reduction of risk impact, reduction of negative chain reactions,
establishment and maintenance of self-esteem and self-efficacy, and opening up of

Assessing the impact of the economic downturn on health and wellbeing Page 24





opportunities. It is important that these mechanisms operate at key turning points in
people’s lives such as major changes to circumstances that can be brought about by an
economic downturn such as unemployment or risk of redundancy.

Economic resilience

Findings from a study looking into how people in the UK are coping with poverty during
the aftermath of the current recession, shows that in the face of global economic shocks
whilst coping with the rising cost of living, resilience is not a bottomless resource that
can be freely replenished without cost in the form of increased pressures on time, high
levels of stress and making sacrifices. Non-state actors were not a simple solution to
protecting people against the downturn. Protection provided through non-state actors
tends to be uneven and mediated through community gatekeepers, so that some
people may be excluded.®

Research by Experian Public Sector on economic resilience takes a holistic view of
local areas and ranks them in terms of their ability to respond to economic shocks such
as public sector cuts. Each area is given an overall rank from 1-324 where 1 is the best
and 324 is the worst. The economic resilience assessment takes into consideration
over 30 factors that include four themes: business, community, people and place. A
clear north-south divide is apparent from the research.? All Merseyside LAs and
Halton have very low resilience and are ranked in the third in the country.

Table 1: Local Authority rankings for economic resilience

Local Overall rank | Business People Community | Place
Authority

Halton 283 267 281 315 206
Knowsley 285 257 305 308 238
Liverpool 287 281 268 323 214
Sefton 274 293 230 290 113
St Helens 299 310 282 301 179
Wirral 288 314 144 307 172

Source: Experian 2010°°%'

Business has been weighted 50% to reflect importance to short-term resilience. The other
themes are each weighted 17%.

Examples of what is included in different themes:

Business: vulnerable jobs, resilient jobs, business, start-ups, % self employed, solvency

People: Professionals, low skilled workers, household earnings, working age population,
social cohesion, qualifications.

Community  Claimant count, vulnerable to long term unemployment, vulnerable to declines in
disposable income, social cohesion, life expectancy.

Place House price, school achievement, crime, green space.

Wirral has low business resilience but average earnings but it will be vulnerable to a
drop in income as a result.?

Liverpool performs very poorly in terms of ‘community resilience’. The local authority
has the highest concentration of deprived localities of any local authority in England. In
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addition, claimant count rates are incredibly high and a large proportion of households
are vulnerable to long term unemployment. Perceived rates of social cohesion are low,
and life expectancy averages for both sexes are amongst the lowest in the country.?

Liverpool also has the highest percentage of workless households in the UK at 31.9%
where no adult aged 16 to 64 is in work. This is from ONS data derived from the
quarterly Labour Force Survey, in which 53,000 households across the UK, containing
more than 100,000 adults, are quizzed about their work or lack of it. Over the seven
years since 2004 that data are available, Liverpool has had the highest percentage of
workless households in five of the years, with it being in the top three in the other two
years. Being sick or disabled (at 28%) was the main reason why members of workless
households nationally are not in work, and this was also the percentage in Liverpool.??

In both the 1990/91 and 2008/09 recessions unemployment increased the most in the
communities with high proportions of manufacturing workers and rented homes, and
which already had highest unemployment. Many of these high unemployment areas
have remained disadvantaged through economic boom and bust periods and have
seen the greatest rise in unemployment since 2008-9.% However, those communities
with large proportions of people employed by the public sector and dependent on state
benefits are now at risk. During the past year (June 2010-June 2011), 240,000 jobs in
the public sector were lost. This figure includes 111,000 public sector job losses
between March and June 2011, that are only compensated for by 41,000 jobs in the
private sector during the same time period.?*? This is the largest fall in public sector
employment since comparable records began in 1999 and public sector job losses are
proportionally higher in the poorest areas of the country.?® Liverpool Primary Urban
Area (PUA)? is in the top four cities projected to suffer the highest public sector job
losses. Birkenhead PUA?® and Liverpool PUA have the highest welfare bill of all PUAs
in England.?

% Liverpool PUA is defined by Centre for Cities as an aggregate of Knowsley, Liverpool and St Helens
local authorities
® Birkenhead PUA is defined as Wirral local authority
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Table 2: Public and private sector employment, by local authority, Jan-Dec 2010

» ] o Significance test of
3 ® o o difference from UK average
> S 3 §, o “o | (95% confidence level)
2 °- ° o o 5® . -
-"u £ 3 £ S ¢ | Public Private
uEJ 59| uw™| E. W% | @ % | Sector Sector
L0 50 't' ) o'w ® o | Employment | Employment
25| 85| o 55| & E|Rate Rate
0 < o QA © 2A Sy
SnE|l o @ » 22 x| x x x
a7 = (8]
o 5% |8 |5 | 2 Wl 2s| 25|23 B¢
y a a E o 2< | @< | §< | 8<
% % % % %
Halton 18.1 12.0 15.9 54.1 50.0
Knowsley 26.7 15.1 17.9 41.6 42.7 v
Liverpool 29.9 21.5 18.1 50.4 41.4 v
St. Helens 22.8 11.8 20.0 39.8 47.5 v
Sefton 32.3 17.3 23.5 36.2 46.6 v v
Wirral 29.5 14.4 19.5 34.3 45.7 v
Liverpool City
Region LEP 28.1 16.7 19.4 42.8 44.8 v v
Source: ONS

1 Public Sector Employee jobs located in the area as a share of total employee jobs located in the area.
2 Public Sector Employee jobs located in the area divided by the area’s population of 16 to 64 year olds.
3 Share of 16 to 64 year old residents of the area who report that they are employed in the public sector
4 Private Sector Employee jobs located in the area divided by the area’s population 16 to 64 year olds.

5 Share of 16 to 64 year old residents of the area who report that they are employed in the private sector.

For LAs in Merseyside Sefton has the highest rate of public sector employment. At
23.5% the public sector employment rate is significantly higher than the UK average,
while at 46.6% the private sector employment rate is significantly below the UK
average.

How does the health impact of a downturn interact with the underlying
social support arrangements?

A key determinant of health is having positive and supportive relationships with others.
Social support, social networks and social cohesion can make people more resilient to
an economic crisis.?” From evidence of previous recessions, the adverse health effects
of rapid economic change were reduced substantially where many people were
members of social organisations such as trade unions, religious groups or sports clubs
illustrating the protective effects of social support.?® In times of economic crisis informal
social welfare can provide people a place to turn to for support whether to borrow
money, or to supply food or shelter or to get advice on sources of help.?® During the
1990s East Asian economic crisis Thailand and Indonesia experienced short term
increases in death rates, but there was no obvious change in Malaysia. Health in
Malaysia did not suffer at this time as there were no reductions in social protection.*
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Nevertheless, community cohesion is tested in times of scarcity with different groups
fighting for access to scarcer resources, and with the ascendency of far right political
groups who are quick to blame immigrants for the ‘victimhood’ of White British. Conflict
is afl)w issue that along with government, local community organisations must prepare
for.

Are vulnerable groups less resilient to this economic downturn?

Certain population groups are normally at a disadvantage, but during an economic
downturn their health can be further compromised as their physical, mental and
financial resources are least resilient to withstand the economic shocks. These groups
include those with disabilities, ethnic minorities, the poor, some women and single
mothers (and their children), young unemployed and older people.®’ They will suffer
from an unequal recovery from the economic downturn which will in turn increase
inequalities in health and so the cycle of poor health will continue.® At risk to cuts in
public spending are services that promote long-term health and well-being (such as:
adult social care, libraries, community centres) and their reduction or closure could
threaten the health of the vulnerable and the elderly.® However, a court ruling has
claimed that decisions in two LAs to axe library services are unlawful, as they have
failed to take account of their equality duties. These councils should have assessed the
disproportionate health impact the closures would have on vulnerable groups.33
Evidence from previous economic recessions shows that those with disabilities, ethnic
minorities and low skilled workers will experience an increase in and longer duration of
unemployment.®* During this economic downturn young people are also experiencing
disproportionately high unemployment. The economic crisis is probably increasing the
social exclusion of vulnerable groups as they may have to sacrifice social activities.*

How are people living in poverty and on low incomes affected?

A substantial amount of evidence has shown an association between socioeconomic
status and mental health problems. In short, poverty is both a determinant and a
consequence of mental health problems.*®

Homelessness and housing problems

What the above mentioned vulnerable groups tend to have in common is a low income.
It is expected that at the very least the economic crisis will bring more poverty, more
foreclosures on houses, more homelessness and related housing problems.*’

The UK Government homeless statistics for the quarter April to June 2011 showed local
authorities had accepted 11,820 applicants categorised as homeless - a 17% increase
from the same period in 2010.>” Charities have raised concern that the situation could
get worse with soaring household and utility bills, unemployment and stagnant wages.*
Through housing market pressures, cuts in housing benefit and housing budgets
alongside reforms in the Welfare Reform and the Localism Bills, it is feared the
cumulative effects will almost certainly cause homelessness to increase further.*® The
charity Shelter predicts that in Britain 35,000 (which is 630 people a day) will be faced
with losing their home by the end 2011. Furthermore, from their own research 61% of
people who have experience homelessness or the threat of homelessness said that it
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directly led to a stress related illness, while 70% said they spent most of their time
worrying about it.*°

How do people living in poverty cope with this financial crisis?

A study for the Joseph Rowntree Foundation (JRF) looked at how people living in
poverty in three different areas of the UK in 2009-2010 coped with the financial crisis, at
the start of the recovery before cuts to welfare spending.'®

e Changes to work patterns included job losses, having to travel further for
employment, working more flexible hours and feeling less secure about current
employment.

e Changes to everyday life included adapting to the rising cost of living which
creates a considerable stressful burden by economising on food, heating and
travel, spending more time and effort on shopping and cooking, having less
nutritious food.

e Family, friends and local communities provided vital support and contributed to
maintaining social cohesion. Informal financial systems, such as credit unions in
Northern Ireland and loan committees in the Pakistani community in Oldham,
were seen as valuable sources of support for residents and small businesses.

e State support protected people from destitution, with sharp rises in the numbers
receiving out-of-work benefits. People singled out tax credits as vital protection
for those in low-paid, insecure jobs.

Nevertheless, for some in this study the recession has meant worse diets, colder
homes and less physical mobility, as they have been unable to adjust their spending
without harming their well-being, with potentially longer-term impacts on health.” Yet
the economic downturn and cuts in public sector spending could widen health
inequalities between the rich and poor. Compared to those living in the richest areas,
people living in poor neighbourhoods in Britain already face up to 7 fewer years in life
expectancy and 17 fewer disability free years.*’

How does an economic downturn promote fuel poverty and how does this
impact on health?

The elderly, disabled, babies, children and adolescents are more likely to suffer from
the effects of fuel poverty as the household lives in an inadequately heated home, in an
effort to save money. A household is said to be fuel poor if it needs to spend more than
10 per cent of its income on fuel to maintain an adequate level of warmth - usually
defined as 21 degrees for the main living area, and 18 degrees for other occupied
rooms.*? Fuel poverty is a combination of factors including: household income, energy-
efficiency of a home and the cost of fuel. A recent report by Department of Energy and
Climate Change (DECC) estimates that 5.5 million people in the UK now face living in
freezing conditions through self-rationing and disconnection — with tenants in the private
rented sector among those at highest risk of fuel poverty. During 2004-2009 there has
been an increase in the proportion of households suffering from fuel poverty in all
regions. In the North West this increased from 7% to 22%.*? Statistics collected by
DECC shows fuel poverty is increasing in all areas covered by this report, with
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Liverpool having consistently higher rates than other areas, from nearly 16% of
households in 2006 to over a quarter in 2009. [See section on Local Indicators]

Through the economic downturn as the cost of energy has increased more than
incomes, many people are finding it is harder to pay high energy bills. The majority of
households in fuel poverty are consistently in the lowest three income decile groups.
From 2003-2009, the number of fuel poor households in these groups rose from 1.2
million to 3.4 million. During the same period the number of fuel poor households in
income decile groups 4 to 10 increased from 0.05 million to 0.53 million. Although
households in the lowest income decile historically make up the majority of the fuel
poor, the proportion actually fell from 71 per cent in 2003, to 46 per cent in 2009 —
another illustration of the pressure of rising energy costs, pushing more households
with higher incomes into fuel poverty. *2

Furthermore, since the start of the economic downturn CABs have seen a big increase
in people coming for help because they can't afford to pay their gas and electricity bills.
During 2010 they advised over 100,000 people on fuel debt problems.*?

It is sometimes difficult to disentangle the precise causal link between ill health and fuel
poverty-related problems. Cutting back on heating to maintain manageable fuel bills
leads to cold homes and damp and/or mould growth — key determinants of poor health.
A proportion of the excess winter deaths, particularly those due to respiratory disease,
can be attributed to cold indoor conditions. Cardiovascular disease may be more linked
to cold external temperatures. However ‘cold stress’ may also play an important role.
This occurs when shock of a cold morning might cause too much cardiovascular strain,
particularly if leaving a cold dwelling. Thus the impact of cold stress is reduced if
people live in a warm home. With indoor temperatures 16°C or below respiratory
problems become more common, and causes some cardiovascular risk. Exposure to
temperatures between 12°C and 9°C for more than 2 hours causes core body
temperatures to drop, blood pressure to rise and increased risk of cardiovascular strain.
Cold homes are also linked to exasperating existing health problems such as asthma,
bronchitis and arthritis (that can lead to accidents through stiff joints) and causing
mental ill-health.** It also increases the likelihood of minor illnesses such as colds and
flu.

A recent review has found that excess winter deaths are three times as high in coldest
homes as in the warmest. It found that most excess winter deaths among people in this
group are attributable to either cardiovascular diseases (40% of deaths) or respiratory
diseases (33%). Furthermore, children living in cold homes are more than twice as
likely to have respiratory problems as children living in warm homes, the report found.
A quarter of adolescents living in cold housing have mental health problems. This is
five times the proportion among adolescents who have always lived in warm homes (1
in 20). The report says that improving the energy efficiency of the country’s housing
stock is an essential step in reducing the number of households in fuel poverty.*

How is the economic downturn putting older people’s health and care at
risk?

Research published by PricewaterhouseCoopers suggests that many people with
private pensions will be as much as 30% worse off compared with those with similar
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savings who finished work in 2008, because of a combination of tumbling stock markets
and interest rates at a record low. Furthermore, the Bank of England is resuming its
quantitative easing programme, injecting £75 billion of new money into the economy
making it harder to fund retirement schemes.*® Pension values and benefits are also
reduced as they now only increase with the cost-of-living in line with the Consumer
Price Index (CPI) that does not take into account the cost of housing (such as
insurance), council tax, vehicle excise duty, and TV licences, all costs that consumers
have to bear. Thus the CPI rises more slowly than the Retail Price Index (RPI) which it
replaced in April 2011. People will also have to work longer before they can claim a
pension and with the exception of Merseyside LAs people living in other areas of the
country will have to wait until they are 65 before they can have a free travel pass. For
those in their own homes, the combination of the house-price slump, the reduction in
pension values, the loss of interest on savings, in addition to the rising cost of utilities
bills means that many older people have reduced household budgets.® They will
therefore be at risk of fuel poverty and poor diet, with all the associated health impacts
and may be isolated from others without free travel on public transport.

There is a crisis in care home funding for vulnerable older people, as councils are
facing huge budget cuts, fees that have been paid by local authorities to care homes
have fallen by 4% in the past two years.*” Indeed one local council’s cuts in payments
have been ruled as illegal in a landmark High Court case, as they failed to engage in
any meaningful negotiation with care providers. Private care home managers have
complained that the dwindling rates from councils fail to cover the cost of good quality
services, and does not cover the costs of simply meeting the Care Quality
Commission’s essential standards of quality and safety for care homes in Englan
Many providers may be forced to restrict places for publicly-funded residents,
threatening the choice and amenities available for them. Others may close homes or
choose only to operate in areas with high levels of self-funding residents.*’

d.47 48

Are there specific impacts on the health of children and young people?

Among people losing their jobs, the psychological impact will appear in the short term
but economic pressure will also affect families and constitute a risk factor for the longer-
term mental health of children. Thus if preventive actions are not in place, there is a
risk that the toll of the crisis will be paid by the next generation — who are now
children.*

Efficiency savings in schools could affect the role of teaching assistance that can
adversely impact on classroom behaviour and exam results. There will be a
disproportionate effect on children from disadvantaged backgrounds not being able to
access higher education.® If a new single national formula is introduced in 2013, using
data from the Department of Education, the IFS claims that primary and secondary
schools in some of the most deprived areas such as Liverpool could lose out from the
changes with funding being cut by more than 6% for primary and more than 10% for
secondary schools. Furthermore, the government would be implementing this reform
alongside cuts to the overall schools budget, limiting its ability to compensate the losers
or ease the transition to the new system.>

Adverse effects of the recession can put a strain on family relationships. Further cuts in
social services will put even more pressure on children’s services that could result in
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more failures unless collaborative working is improved.® With LA cuts to Sure Start
centres there is real fear that they are being ‘diluted to such an extent that advances in
tackling child poverty in this country will be dramatically reversed.’®"

The 2010 Child Poverty Act commits successive governments to cut absolute child
poverty by 2020 to 5% and relative poverty by 10%. However, a study conducted by
the Institute for Fiscal Studies (IFS) claims that these targets will be missed by a wide
margin, as absolute and relative child poverty are forecast to be 23% and 24% in 2020-
21 respectively. Universal Credit should reduce poverty substantially, but the poverty-
increasing effect of other government changes to personal taxes and state benefits will
more than offset this.*? Individuals are in absolute poverty if household income is below
60% of median household income held constant at the 2010/2011 level. Relative
poverty is when an individual is living in a household whose income is below 60% of the
median household income.>® The Government targets are tracked using figures before
housing costs, which show a lower rate of poverty because the costs of housing are so
high. Without taking housing costs into consideration IFS projections claim 2.5 million
children (21.3%) in the UK are now in relative poverty but after housing costs a further 1
million are.®? The reality is that with an income of less than 60% of the median, families
struggle to meet basic needs like food, heating, transport, clothing and the extra costs
of schooling like equipment and trips. Parents will often try and shield their children
from some of the impacts of financial hardship and the stigma of ‘poverty’ by such
measures as skipping meals.>*

Analysis of the Family Resources Survey by The Children’s Society finds that 40% of
disabled children (320,000) live in relative poverty, once the additional costs of their
disability is accounted for with 110,000 of these children living in severe poverty (in
households on less than 40% of median income). Where a disabled child is in a
household with a disabled adult the poverty figure rises to 49%. The Children’s Society
is concerned that after Universal Credit is introduced in 2013 around 100,000 disabled
children will lose up to £27 per week.

The Children's Society's own research reveals that a decrease in family income directly
relates to low well-being. Children in households where income has fallen are likely to
be twice as unhappy as those in homes where income has risen. They are at greater
risk of suffering from mental health issues and behavioural problems and may also be
at risk of performing badly at school.>>*" The effects of extreme poverty on children
include deficits in cognitive, emotional and physical development, and the
consequences on health and well-being are lifelong.

The Child Poverty Act requires local authorities to produce child poverty strategies and
work with local partners on reducing and preventing child poverty in their area. This is
particularly difficult for local authorities with the highest rates of child poverty. Yet the
spending settlements that have been provided by central government for 2011-12 and
2012-13 tend to be less favourable for these local authorities. Mid-year estimates for
2010 puts Liverpool Local Authority within the top 20 LAs with highest levels of child
poverty across England (35% of children in poverty) and Liverpool Riverside within the
top 10 parliamentary constituencies with the highest levels of child poverty with 48% of
children living in poverty.>*
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During July-September 2011, ONS figures showed that 1.02 million 16-24 year olds
were out of work. Thatis 1 in 5 young people.®® Young people are particularly badly hit
by unemployment and can suffer from the long-term ‘scarring’ that can occur after such
a bad early experience with the labour market. Research on previous recessions
shows this can have a lasting adverse effect on the employment prospects of low-
skilled young people aged 16-18. Their early experience of unemployment can have a
substantial wage ‘scar’ of low wages up to the age of 23 and a modest residual wage
scar for up to 20 years even if employment was secured. If they are employed they are
more likely to be on temporary contracts that are the first to be cut when employers
wish to reduce costs.*>®

For young people not in employment, education or training (NEET) there is particular
concern. In England around 16% of 16-24 year olds are NEET. For some this can lead
to long term difficulties in the labour market with reductions in wages and higher
chances of future unemployment. Indeed, people with low skills have greater difficulty
in finding work in an economic downturn.>* Public sector cuts are restricting youth
services and the capacity of government to help people to enter the labour market.°
Young unemployed have a higher risk of getting mental health problems, such as
depression, than young people who remain employed.**®" In a UK survey of young
NEETs 25% said being unemployed caused arguments with their family and more than
1 in 10 said unemployment drove them to drugs or alcohol.? Attempted suicides are up
to 25 times more likely for unemployed young men than for those in jobs.®

The coalition government’s new job fund of £1bn to be spent over three years will
provide job subsidies and the expansion of apprenticeships and of the work experience
placements in the private sector for young people who are unemployed. However, the
package has been criticised by the Labour party for being funded from cuts in working
family tax credits. The work-experience programme has also been criticised by the
TUC as there have been wide-spread reports of exploitation of the young people, whilst
theyezlave been ‘edging out other workers who should be paid the going rate for the
job’.

How are austerity measures affecting key determinates of health for
disabled people?

Disabled people suffer disproportionately from low incomes (from unemployment,
unstable and low paid employment) and higher costs. When a conservative estimate of
the additional costs of disability is taken into account it is estimated that 47.4% of
families with a disabled member are living below the poverty line.?® Other studies
suggest that the impact of the costs of disabilitg put the percentage of disabled people
living in poverty to over 50%% or almost 60%.°” As far more disabled people live in
poverty than the rest of the population theg/ are therefore particularly vulnerable to cuts
in service provision and welfare benefits.®® They have no “financial resilience” to
absorb or recover from financial shocks.

As part of the government’s deficit reduction strategy it is proposing that a Personal
Independent Payment (PIP) will replace Disability Living Allowance (DLA) for those
eligible for work between the ages of 16-64. These DLA claimants will be reassessed
to measure the functional impact of their disability from April 2013 to see whether they
are entitled to the new PIP.®® However, it has been pointed out that two people with a

Assessing the impact of the economic downturn on health and wellbeing Page 33





similar disability could have different disability-related costs if one is financially secure,
has a good social network, and suitably adapted home and transport and the other is
unemployed, isolated in unsuitable rented accommodation and dependent on public
transport. As several benefits, including Housing Benefit, Employment Support
Allowance and others are set to be cut, so disabled people are likely to see a significant
decrease in their income.”

Ministers are looking to prune £350m from the civil legal aid budget by 2014-5 as part of
cuts across government to reduce its deficit. The disability rights groups say the
changes mean up to 80,000 people will no longer be able to get access to publicly
funded legal advice to help them challenge benefit decisions. Campaigners say those
affected will not be able to find legal help elsewhere and it could have a "serious
impact" on their finances and peace of mind - making it harder for them to return to
work in the future.”’

As a result of the financial crisis every local authority has had to implement cuts. A
recent study by the think tank Demos has collected data from LAs and ranked them
according to how well they are coping with deficits in their local budget and shielding
disabled people from harm.®® In England, each local authority was assigned a score
based on:

. Changes to social care budgets for children, adults and older people
between 2010/11 and 2011/12

Average changes in user charges for a range of disability services including
transport, community meals, respite etc. between 2010/11 and 2011/12

The care contribution policy put in place — how the local authority takes
disability related benefits into account when calculating the amount people have to
contribute to their social care funding

The level of efficiency reduction placed on personal budgets (which can
make personal budgets lower than the cash equivalent of the care people would
receive directly from their council)

The current eligibility criteria for state funded social care in the local
authority (low, moderate, substantial or critical needs)

Any changes in eligibility criteria between 2010/11 and 2011/12

The point scores from each of these areas were combined to give an overall score out
of 100, and local authorities were ranked accordingly from 1-152 where the highest
scoring LA is ranked 1 and the lowest is ranked 152.
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Table 3: How well local authorities in Merseyside and Halton are protecting services for disabled people

Children’s
& Families

Local .

authority social care
budget
change (%)
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Source: Demos
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Knowsley has said that there have been no closures of disability care or
support services in the local area, nor have they increased any charges
for these services.

Sefton has increased the cost of day centre activities to £30 per day and
the cost of using accessible transport in the local area by £5 per journey
for those who use their own money to pay for the service.

Liverpool has increased the cost of care in the home by 3.7%, day care
centre and disability equipment costs have increased by 4%.

St Helens has increased the cost of using specialist transport by 42%
and the council also takes into account all of a disabled person's
Disability Living Allowance (DLA) when assessing how much they will
contribute towards a disabled person's care. Disability Living Allowance
is a benefit, which is designed to help disabled people meet the extra
costs of living with a disability. Finally, the council has kept the eligibility
for care and support at the lower level of 'moderate' needs and above.

Very
High
Cut

75

Halton has increased the cost for using local day care centres,
community meals services, specialist transport, short breaks or respite
service and emergency alarms by 2%. The council has closed one small
children’s home and moved the children over who used the service
during the day to a different day service.

Very
High
Cut

96

5.
Poor

Wirral has recently closed 5 local respite services and intermediate care
homes as part of a project to outsource its care to an independent
organisation. It has also introduced a new charge of £4 a week for
people who use local telecare services that use technology to enable the
disabled person to live independently. The council currently takes into
account 75% of a person's income when working out how much they will
contribute towards the cost of their care. They are considering whether
this should be increased to 100% of a disabled person's income.
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Knowsley is the best LA in England in terms of provision and access to welfare
services for disabled people, despite being the eighth most deprived area in the
country. ® Knowsley has an integrated health and social care system where there
are joint appointments at senior level. This allows the two bodies to pool budgets,
establish integrated teams and merge functions. Recently the partnership expanded
further to bring in leisure and cultural services, to become Knowsley Health and
Wellbeing. By combining services together and joint commissioning it has been able
to protect its disabled population from the worst of the cuts and has given the
authority an opportunity to make cost savings.®®

However, across the country there is huge variation in front-line eligibility, user
charges and financial rules even within neighbouring areas. What level of support a
disabled person is entitled to can have life changing implications. Disabled people
use multiple services and supports in their communities. Therefore a strategy to
evenly spread the cuts of a number of services will often converge on disabled
families leading to a cumulative and disproportionate impact. One of the most
striking findings of Demos’ study is that most local authorities do not systematically
collect data that enable them to predict how budget cuts will affect disabled people
living in their area.®

Are women and single mothers disproportionately affected by the
austerity measures?

According to a report by the Fawcett Society through the government’s austerity
measures women are losing their financial security and their human rights are under
attack.”? They are suffering from cuts to their jobs, benefits and services that
support women'’s everyday lives. The measures are undermining women'’s hard won
rights to protection from violence and access to justice, as the Ministry of Justice
plans to save £350m a year from the legal aid budget. A letter in the Guardian from
women’s groups is calling on the justice secretary to review proposed changes to
legal aid which will restrict access for those who have suffered domestic violence.”
Furthermore, there is a growing likelihood that women will be the ones left ‘filling the
gaps’ as state services are withdrawn. It is those who have the least to lose that will
lose the most: women who are unemployed or on low incomes, pregnant women,
families, single mothers and pensioners, victims of sexual, domestic or other
violence. Signatories to the Fawcett Society report include many charities and
organisations that support women including: Eaves Housing for Women, the End
Violence against Women coalition, Rape Crisis, Child poverty Action Group, Unison,
Daycare Trust, Gingerbread and Maternity Action.”?

Recent research conducted by the Centre for Human Rights in Practice, at the
University of Warwick also endorses these finding.” It concludes that many of the
spending cuts will have a disproportionate impact on women and will lead to greater
inequality between women and men. The combination of cuts may have a negative
impact on some women’s human rights.” Nearly a third (30% of women) but only
15% of men rely on state support for at least 75% of their income.” The TUC has
estimated that 65% of people who lose their jobs as a result of public sector pay cuts
will be women."®
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Research from The Fawcett Society and the Institute for Fiscal Studies have found
that single women and single mothers are set to lose from benefit changes.”” After
taking into consideration all tax and benefit reforms to be introduced between 2010 -
2015, single women will lose more as a proportion of their income than other
households as a result of the cuts. Single mothers can expect to lose 8.5% of their
net annual income by 2015 - more than a month's income each year. The
government has announced that £300m would be made available for childcare, but
analysis for the Resolution Foundation found the change would only benefit those
working less than 16 hours per week.”

Research from the National debt charity Consumer Credit Counselling Service
(CCCS) shows that over half (53.7%) of their clients, in the first six months of 2011,
who have been in mortgage arrears are single women between the ages of 40-59.
Two thirds of those are also on low incomes between £10,000 and £20,000 a year.79
During May-July 2011, women’s unemployment has increased by 41,000 (more than
men’s) to 1.06 million the highest figure since April 1988.%°

The cumulative impacts of cuts: cuts to advice, housing and counselling services to
women, cuts to the budget of the police, Crown Prosecution Service and National
Health Service combined with cuts to Legal Aid and cuts to welfare benefits will all
have an impact on the human rights of women victims and survivors of violence. For
instance, cuts and other changes to welfare benefits risk increasing women’s
financial dependency on men, making it harder for women to leave violent
relationships. "

Changes to funding for further and higher education may reduce women'’s ability to
access education and/or increase the long term costs of education to women. The
indirect impact of cuts to school budgets may disproportionately impact on women
who tend to be the primary carers of children. ™

Have ethnic minorities been disproportionately affected during this
economic downturn?

The labour market situation of ethnic minority groups first began to deteriorate in the
recessions of the 1970s and 1980s. Men and people from selected ethnic groups
lose out because they tend to be concentrated in sectors of the economy where the
long-run decline in employment has been accelerated by the recession. Also,
spending cuts in the public sector may have a disproportionate effect on ethnic
minority groups, because this is a sector where they are disproportionately
employed.®’

Findings show that, as in previous recessions, ethnic minorities have been
disproportionately affected by the rise in unemployment in this recession. Black,
black British and mixed race young people have seen the biggest increases. Black
or Black British people aged 16 to 24 years old have the highest rates of
unemployment over 48%, an increase of nearly 12.8% since the start of the
recession. Mixed ethnic groups have seen the biggest increases in unemployment,
from 21% in March 2008 to over 35% in November 2009. Youth unemployment
among white people has risen from 12.4% to 20.4%. At 5.9%, the lowest change
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has been among Asian British g/oung people — but overall unemployment in this
group remains high at 31.2%.%% As in previous recessions in the 1980s and 1990s,
minority unemployment may stay relatively high for a long time after an economic
recovery.?’

Immigrants are likely to find work in precarious employment in the service sector
working on either temporary contracts or no contracts, with limited or no employment
or welfare rights and at a high risk of unemployment, often without redundancy
packages. Furthermore, a daily existence of low paid, high-strain, temporary
employment, will make them ill prepared and least resilient to the additional negative
health impact of unemployment.'®

There appears to be an association between this rise in unemployment and
increased use of specialist mental health services. The Mental Health Bulletin
2009/10 shows that whilst the number of people using specialist mental health
services rose across all ethnic groups, for the mixed ethnic group there was a rise of
17.7%. There was a particularly noticeable rise in the proportion of inpatients who
were detained from the black group, of whom 66.3% were detained in 2009/10
(compared with 53.8% in 2008/09. In 2009/10 Mixed and Black and Black British
groups both have rates of access to services that are over 40% higher than for the
majority White group (at approximately 3,800 per 100,000 population compared with
about 2,700 for the White group.®

What are the impacts on physical and mental health states?

Association between mortality and welfare spending cuts

Using evidence from 15 EU countries from 1980-2005 an association has been
found between increased welfare spending and a decrease in mortality. Specifically
the study found that an increase in spending of $100 on welfare (excluding
healthcare spending) was associated with the following reductions in mortality: all
cause mortality by 0.99%; cancer deaths by 0.065%; cardiovascular disease (CVD)
by 1.23%; suicides by 0.62%; alcohol related deaths by 2.80% and tuberculosis by
4.34%. The $100 was based on purchasing power parity of the $ in 2000.%

It is estimated that in the UK welfare spending will be cut by £18 billion in 2014-2015
and from projected population estimates this equates to £283.47 per capita cut in
welfare spending. At current exchange rates $100 is equivalent to £61.86. Applying
these figures to available local mortality data for 2008/9, table 4 shows estimates of
the number of additional annual deaths across the Mersey PCT cluster which might
be associated with the 2014/15 welfare cuts.®®> Unfortunately, figures from this
analysis were not available for Wirral.
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Table 4: Estimated additional annual deaths across the Mersey PCT cluster
associated with forthcoming 2014/15 UK welfare spending cuts*

Cause of Mersey PCT
death Knowsley | Liverpool | Sefton | St Helens | Halton cluster

All Causes | 63 195 139 83 51 531

Cancer 1 4 3 2 1 11

CVD 21 67 53 31 18 191

Suicide 1 1 1 0 0 3

Source: Liverpool PCT® * Figures have been rounded to the nearest whole number

However, a caution is necessary in interpreting these figures, as the authors from the
original research pointed out associations do not necessary prove causality and the
reverse of their findings thus reducing welfare spending by an equivalent amount will
not necessarily cause excess mortality by the same ratio. “Nevertheless, the
maintenance of social welfare programmes seems to be a key determinant of future
population health that should be taken into account in ongoing economic debates.”*

Cardiovascular disease

Emotional states associated with job loss, including anxiety and depression, may
influence cardiovascular disease (CVD) through excessive activation of stress
response pathways. The evidence suggests there will be deterioration in health for
those who become long-term unemployed or who enter into a cycle of low paid
insecure employment. Risk factor studies from America, that compare the health of
individuals exposed or unexposed to contracting labour markets or to undesirable job
or financial experiences, such as involuntary job loss, suggests that undesirable job
and financial experiences will increase the risk of acute CVD, nonspecific morbidity,
and mortality later in life. However, this is not supported from Northern European
studies which may be explained by differences in the social and financial services
available following job loss as well as by the relatively younger age of the cohorts
studied in Northern Europe."”

Morbidity

In terms of limiting long-term iliness and self reported general health, studies indicate
that these decline during economic recessions, at least in children under 18.86
Studies have consistently shown that unemployment, which increases in economic
downturns, is linked to poorer health. The links between poorer health have been
explained through the psychological effects of unemployment (e.g. stigma, isolation
and loss of self-worth) and the material consequences of a reduced income.®” Along
with poorer mental health there is a reported decline in self-reported health and
limited long-term illness®®® In Greece which has suffered disproportionately from
the economic crisis and has very high unemployment, there was a significant rise
(14%) in the prevalence of people reporting that their health was bad or very bad,
whilst there was a decline in the number of people eligible for sickness benefit of
about 40% between 2007 and 2009.%

However, there is some counter evidence which suggests that some chronic
conditions and acute morbidity may actually decrease during economic recessions.’
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Mental health

The strongest negative effect of an economic downturn is on mental health.

Mental health is not merely the absence of mental disorders or symptoms but also a
resource supporting overall well-being and productivity.®** There is consistent
evidence that the economic downturn may increase suicide and alcohol-related
death rates, which can be seen as markers of deterioration of mental health.®? The
majority of new disability claims are on the basis of mental health. Mental health can
develop as co-morbidities among those initially out of the labour market through
physical conditions.?” Table 5 summarises the economic downturns effects on

mental health.

Table 5: Impact on determinants of mental health problems

Determinant

Mediated by

Health Impacts

Population most at risk

Rising
unemployment

Financial strain; loss
of: social status;
identity; self-esteem,
physical and mental
activity

Psychological
distress, alcohol
abuse, depression
and suicides

Young aged 15-24

Middle-aged & unmarried

men/single women

Job insecurity

Narrowing of options
& choices; loss of
control; fear of job
loss; financial
difficulties; workload
increase;

Common mental
health problems; job
stress

Low skilled; public sector

workers and others in

sectors having to reduce

personnel

Households in

Financial strain; worry

Poorer mental health.

low income workers;

high debt Housing payment Risk factor for mental | those with little
increase problems; consumer disorder; increased experience of coping with
debt occurrence of major hardship; single,
depression females/mothers
Increased Social exclusion; Mental health Poor or living near the
poverty inequality problems; depression | poverty line; children

and suicide;
developmental deficit
(emotional, cognitive,
physical)

growing up in extreme
poverty: low educational
levels

Adverse life style

Increased alcohol

Rise in suicide;

Lower educational group

changes intake; binge drinking | alcohol related deaths
Families under Strain on parental Poor mental health; Mothers, children &
pressure mental health; marital | feelings of adolescents

interaction

helplessness; young —
confusion, anger &
insecurity

Cuts in health
systems & social
protection

Loss of state support
to mitigate against the
impact of economic
downturn

As above

As above; families

Source: Wahlbeck and Awolin®
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Is rising unemployment increasing mental health problems?

UK unemployment figures released for July-September 2011 showed the number of
unemployed 16-24 year olds had risen to 1.02m, to reach 21.9% of the economically
active population for that age group (up 1.7% on previous quarter). The
unemployment rate for 16-24 year olds are the highest since directly comparable
records began in 1992. The unemployment rate for the economically active
population also rose to 8.3% (up 0.4% on previous quarter) and is the highest since
1996 and the number of unemployed in the UK (2.62m) is the highest since 1994.%®
In the North West the unemployment rate for 16-64 year olds is 8.7% (down 0.3%
from previous quarter). With economic growth remaining sluggish for some time to
come the public sector is expected to shed 710,000 jobs by 2017. In combination
with a weaker outlook for private sector job creation the Office for Budget
Responsibility (OBR) now expects unemployment to peak at 2.8 million by the end of
2012, and this will put downward pressure on earnings growth across all sectors of
the economy for several years to come.™

In the UK unemployment is an important determinant of health as for the majority of
people it is the main source of income.?® Unemployment is a lagged consequence of
the recession. Even as growth returns it is predicted that unemployment will
continue to rise and social problems worsen such as mental ill-health.”
Unemployment is the biggest trigger into poverty, and unemployed people are
almost twice as likely as the population average to experience persistent poverty
over a four-year period.*

Those still in work but suffering from job insecurity may experience mental health
effects that reduce productivity, through stress, anxiety and depression-related
disorders. This will decrease productivity which is important for economic growth.
Worries about job losses have made stress the most common cause of long-term
sick leave in Britain with employers planning redundancies most likely to see a rise in
staff mental health problems. Stress in the public sector is becoming a particular
challenge through the sheer amount of major change and restructuring.” At the
same time there is a slowing in the jobs market.”® With the fear of being targeted for
redundancy schemes over a quarter (28%) of employees are strug%ling into work
when sick, according to a CIPD survey of nearly 2 million workers.’

People suffering from financial strain will be particularly at risk of mental health
problems. During 2009 the mental health charity Rethink, said its information
centres and telephone advice lines were reporting a surge in people experiencing
problems as a result of financial difficulties. These include people who have been
‘high fliers and now find life without their jobs overwhelming’.?’

Is the economic crisis causing rises in violence, suicides and
homicides?

Rapidity of economic change appears to be a key hazard to health. The direction of
change seems less important. Several studies have found that deaths increase
when the economy is expanding or contracting.®? %¢'%° However, rises in
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unemployment are associated with significant short-term increases in premature
deaths from intentional violence, while reducing traffic fatalities. Every 1% increase
in unemployment was associated with a 0.79% (95% confidence interval (Cl) 0.16 to
1.42) rise in suicides for those less than 65 and a 0.79% (95% CI 0.06-1.52)
increase in homicides.*

It should be noted that suicide rates in England and Wales may be underestimated,
as since 2001 narrative verdicts are increasingly being used. A narrative verdict is a
factual record used to break down the circumstances under which a death occurred.
These verdicts do not attribute the cause to a named individual and are therefore
difficult to interpret by ONS with the result that many suicides could be recorded as
accidents even if suicide is strongly implied. This could lead to misleading
evaluation of national and local suicide prevention strategies and a masking of the
effects of the current economic crisis. The variation in practice by different coroners
means that local figures could be unreliable.™"

In Greece during the current economic crisis, in adults, unemployment has risen
from 6-:6% in May, 2008, to 16-6% in May, 2011 (youth unemployment rose from
18-:6% to 40-1%). Suicides rose by 17% in 2009 from 2007 and unofficial 2010 data
quoted in parliament mention a 25% rise compared with 2009. The Minister of
Health reported a 40% rise in the first half of 2011 compared with the same period in
2010. A quarter of callers to the national suicide helpline faced financial difficulties in
2010 and reports in the media indicate that the inability to repay high levels of
personal debt might be a key factor in the increased suicides. Other alarming
indicators include the rise in violence and homicide and theft rates nearly doubled
between 2007 and 2009.%

There is no reliable evidence that the economic downturn will increase intimate
partner violence.'%?

How are health behaviours being affected by the economic downturn?

The extent to which economic changes impact on health depends on the extent to
which people are protected from harm from risk factors. For instance, during the
Great Depression in America that began during 1929 ten years after the introduction
of prohibition, alcohol was more difficult to obtain than in the past and during this
depression there were fewer deaths. Mortality rate in American cities actually fell
during the crash by about 10%. In contrast, after the collapse of the Soviet Union in
1991, accompanied by economic decline, there was a rapid increase in death rates
by up to 20%. A culture of heavy drinking was deeply ingrained in the USSR with
cheaply available alcohol at this time.?® In some studies unemployment is linked to a
higher incidence of risky health behaviours, in particular among young men including
problematic alcohol use and smoking.'®

Alcohol misuse has health and social consequences borne by individuals, their
families, and the wider community. According to the latest findings from the North
West Public Health Observatory in their updated 2011 Local Alcohol Profiles for
England (LAPE), almost 900 more people are admitted to hospital each day for
drinking than five years ago. There were 1.1 million alcohol-related admissions in
England in 2009/10. This equates to 3,000 a day, compared to 2,100 a day in

Assessing the impact of the economic downturn on health and wellbeing Page 42





2004/5. Furthermore, alcohol-related iliness and injury rates are at their highest in
Lancashire and Merseyside. Rates of hospital admission varies across England with
3,114 admissions for alcohol per 100,000 people in Liverpool, compared to 849 per
100,000 in the Isle of Wight.'**

During this economic crisis in Greece the prevalence of heroin use reportedly rose
by 20% in 2009, from 20,200 to 24,100. Budget cuts in 2009 and 2010 have
resulted in the loss of a third of the country’s street-work programmes. There has
been an increase in new infections of HIV which were expected to increase by 52%
in 2011, with half due to intravenous drug use. However, there were some positives:
a marked reduction in alcohol consumption and drink-driving.*°

How does a downturn impact on diet and is this temporary or the
catalyst of new habits?

In western countries there is an association between economic downturns and
worsening diets as people try to save money by using/relying/switching to cheap junk
food. Agricultural subsidies promote production of high fat, energy-dense foods
while healthier food such as fruit and vegetables receive little government support in
the EU or US. Not surprisingly fast food restaurants have been increasing their
profits and staff recruitment during the crisis. Ingredients such as trans-fatty acids,
used in fast food, significantly increase CVD risk."®

The rising cost of living has already increased the strain of eating nutritiously and for
some a struggle to provide food in adequate quantities. Thus coping with the
economic downturn and rising cost of living will mean poverty is increasingly
associated with obesity and other nutrition related conditions. For infants the impact
of poor diet in the first two years of life is irreversible.™

Research by Fareshare, which redirects food trade surpluses to those in need
through daily distributions to organisations such as homeless hostels, day centres,
breakfast clubs and women’s refuges, has confirmed its donations were reaching
35,000 people a day, up from 29,000 a day last year. The organisation has seen the
largest annual increase in the number of charities asking for handouts, as low-
income families are struggling with rising food prices, and one in three charities it
surveyed was facing government funding cuts. Indeed, 42% of charities reported an
increase in demand for food in the past year as food prices soar and the recession
bites, putting additional strain on families and people on low incomes. FareShare’s
survey found that 54% of these charities’ clients have gone without food for a day or
more at some point during the past year and 41% are unable to buy food on a
regular basis, meaning that they are more reliant on these charities for help.'®

Due to poverty, thousands more young people, who are unable to feed their family,
are turning to food banks. The Trussell Trust, which runs the UK's only national
network of food banks, is seeing more 16 to 30-year-olds through its doors because
of high youth unemployment brought on by the economic crisis. The numbers of
people using its food banks had increased from 41,000 last year to almost 61,500 in
the past 12 months."?’
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As the Chancellor's Autumn statement has announced that there will be no
increases in child tax credit, the child poverty action group has commented that
“Britain’s poorest families have been abandoned today and left to face the worst.”'%®
Poor families tend to live in deprived neighbourhoods where opportunities for buying
cheap fresh foods are scare. However, they may be helped if they are given access
to ‘bag a bargain’ schemes that have been made available in some Sure Start
children’s centres, where they can buy locally produced reasonably priced fruit and
vegetables. Also, if the popular Knowsley ‘veggy van’ service (supported by
Knowsley NHS) that provides fresh cheap fruit and vegetables to key locations and
house deliveries was made more widely available and replicated in other areas.
Targeted information and ideas on how to retain a balanced diet on a low budget
have been provided in children’s centres and this is also an approach that might be
extended to the wider community.’ On a positive note, over a quarter of people
surveyed by a marketing company in 2009 have said they are growing their own fruit
and vegetables.”'® Through a £3,000 NHS Health and Wellbeing grant an 8- week
trial is being held so people who are registered with a GP in Southampton can be
considered for a scheme that offers a gardening course in an effort to combat
depression, anxiety and low moods.™"’

Are there any positive impacts from the economic downturn?

There is something of a debate over the impact of a recession on health with some
arguing that it is generally bad for health and those that propose that it can have
positive effects brought about through increased opportunities for leisure time as job
pressures and working hours reduce. 87 How people deal with difficulties like
unemployment in times of economic crisis depends on their coping mechanism.
struggling with an inadequate income opportunities for using leisure time will be
limited. However, reductions in income can lead to a reduction in hazardous health
behaviours and car accidents and traffic fatalities decrease.®” 2 Indeed in Greece
there has been a marked reduction in alcohol consumption and drink-driving.*® In an
effort to combat high food prices 25% of a thousand UK people surveyed in 2009
said they have started growing their own fruit and vegetables, this can also have a
beneficial impact on mental health.""°

93 If

The adverse effects of a recession is reduced where many people are members of
social organisations such as trade unions, religious groups or sports clubs illustrating
the protective effects of social support.?® In times of economic crisis informal social
welfare can provide people with a place to turn to for support whether to borrow
money, or to supply food or shelter or to get advice on sources of help.?® The crisis
may offer possibilities to strengthen social capital and to shift our value base from
money to non-monetary components of life, provided that social protection is
sufficient.®

There is some evidence to suggest that some chronic conditions and acute morbidity
may actually decrease during economic recessions.”’
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What is the impact on public service demand?

Antidepressant use

Job loss (caused by plant closes in Austria where health insurance is mandatory for
workers) for males showed a significant increase in spending on antidepressants
and other psychotropic drugs as well as for hospitalisations related to mental health
problems for men, although the effects are economically rather small; and sickness
benefits strongly increase due to job loss. However, this sickness benefit increase is
mainly due to sickness benefit rules rather than a deterioration in health status.'"?
The authors point out that this research is in line with the hypothesis that
unemployment causes mental health problems whereas physical health appears to
be largely unaffected. Certainly in the literature the physical effects of the recession
are debatable. Nevertheless immediate health effects may not show up in physical
health conditions but more likely in mental health.

During 2008 as the economic downturn started to take effect, in England there were
2.1m more prescriptions of antidepressants than in 2007, leading to concerns that
doctors were increasingly supplying the drugs as a "quick fix" without attempting to
address the underlying cause of the problems and perhaps use alternative therapies.
In total, 36m prescriptions were given out, an increase of 24% over the previous five
years. Furthermore, 22 of the 25 highest prescribing PCTs were in the north of
England.”’

Figure 3: Map of anti-depressant prescriptions in England 2009/10
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Medicated England

Anti-depressant prescriptions, 2009/10, per 100,000 population
P p P 9/ p pop Brent Teaching PCT
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B 45,000 6 25.95 Information Centre have
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Ealing PCT
37,980
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Blackpool PCT
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186,623 2009/10 total prescriptions 35,845
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Salford PCT.
121,293
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9.5%

that are up to 5 times
higher than the lowest
rates from some PCTs in
the South of England.

SOURCE: NHS IC

Source: Guardian Newspaper'™®

Latest figures released from ONS show that between 1991 and 2009 prescriptions
dispensed for antidepressants increased by 334 per cent in England, from 9.0 million
in 1991 to 39.1 million in 2009. In 2009/10 more than 1 in 10 adults (11%) in
England were diagnosed with depression. ONS analysis also shows that women
(21.5%) are more likely to have at least one common mental disorder — such as
depression or anxiety — than men (13.6%).""

Increased use of specialist mental health services

In 2009/10 the number of people spending time in an NHS mental health hospital
increased for the first time since 2003/04-2004/5 by 5.1% to 107,765.%° The rise was
due to an increase of 30.1% in the number of people being detained in hospital
under the Mental Health Act (MHA) - from 32,649 in 2008/09 to 42,479 in 2009/10.
As a percentage of patients in NHS mental health hospitals, those who were
compulsorily detained under the MHA rose to nearly 39.4% in 2009/2010 — up 7.6
percentage points from 2008/09. As the number of those detained in hospital via the
criminal justice system also continued to rise, the figures suggest NHS mental health
hospitals are increasingly being used to care for patients who are a risk to
themselves or others.

The Mental Health Bulletin 2009/10 shows®*:
. Over 1.25 million people were recorded as using NHS specialist mental health
services in the year — the highest number since the data collection began in
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2003/04 and a 4.0% increase from 2008/09. Of these people 8.5% spent time
in hospital.

. The average number of days spent in hospital during the year per patient was
68 days for women and 78 days for men.

. The number of women detained under the MHA who came into hospital via
prison or the courts was 830, an estimated rise of 86.5% from 2008/09. The
number of men in this category rose by 48% from 1,982 to 2,935.

A warning from Greece on reducing health care costs

Greece has been affected more by the financial crisis than any other European
country. As a result of high unemployment and austerity measures the picture of
health in Greece is disturbing, yet it may still take several years for the true picture to
immerge. There has been a rise in people reporting their health to be poor, an
increase in drug use which has been linked to the rise in HIV infections whilst Budget
cuts in 2009 and 2010 have resulted in the loss of a third of the country’s street-work
programmes. Suicides have also risen along with a rise in violence, homicides and
thefts.

Yet Greeks are experiencing difficulties accessing health care. There have been
about 40% cuts in hospital budgets, understaffing, reported occasional shortage of
medical supplies, and bribes given to medical staff to jump queues in overstretched
hospitals. At the same time there was a 24% increase in public hospital admissions
in 2010 compared with 2009 and 8% increase in the first half of 2011 compared with
the same period in 2010, partly fuelled by fewer patients using private hospitals.
From 2007 to 2009 there was a 15% significant increase in people not going to a
doctor or dentist despite feeling that it was necessary, (odds ratio 1.15, 95% CI 1.02-
1.30 for doctors; 1.14, 1.01-1.28 for dentists’ visits). This was mostly due to long
waiting times (1.83, 1.26-2.64). Greater attention to health and healthcare access is
required.*

Under-funding of adult social care could increase hospital admissions

Tough spending settlement for local government suggests that a funding gap of at
least £1.2 billion could open up by 2014 unless all councils can achieve
unprecedented efficiency savings. The consequences are that even fewer people
will receive the care and support they need. This will have knock-on effects for
people needing NHS care as there will be more emergency admissions to hospital,
delayed discharges and longer waits for treatment.'"

Furthermore, it is predicted that care home closures could mean that over the next
decade, up to 100,000 frail older people could be left isolated at home — or end up
being admitted to hospital. Even if just a quarter were admitted to hospital it would
still cause serious problems for the NHS. "

Alcohol related hospital admissions

In all LAs that are represented in this report have increased their alcohol related
admissions rate before and after the recession most peaking between 2009/10 Q4
and 2010/11 Q2 after which rates started to show a decline. Liverpool generally had
the highest rates of alcohol related admissions that increased from 725 per 100,000
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during 2008/09 Q2 at the start of the recession to 823 per 100,000 during 2010/11
Q2 when it reached its highest point making a 11.9% increase.
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Summarising the main health impacts of the economic downturn

From the Whitehead and Dahlgren diagram (in fig 1) the key influences on health
can be put in a table form as below and used to plot the determinants on health in
HIAs.

Table 6: Key Areas influencing health

Biological factors age, sex, genetic factors
Personal / family circumstances | family structure and functioning, primary
and lifestyle secondary / adult education, occupation, income,

risk taking behaviour, diet, smoking, alcohol,
substance misuse, exercise, recreation, means of
transport (cycle / car ownership)

Social environment culture, peer pressures, discrimination, social
support (neighbourliness, social networks /
isolation), community /cultural / spiritual
participation

Physical environment air, water, housing conditions, working conditions,
noise, smell, view, public safety, civic design,
shops (location / range / quality), communications
(road rail), land use, waste disposal, energy, local
environmental features

Public services access to (location / disabled access) and quality
of primary / community / secondary health care,
child care, social services, housing / leisure /
employment social security services, public
transport, policing, other health relevant public
services, non-statutory agencies and services

Public policy economic / social / environmental / health trends,
local and national priorities, policies, programmes,
projects

Source: Merseyside Guidelines for Health Impact Assessment’"”
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Table 7: Priority positive health impacts from the economic downturn

Certainty of
Category of Predicted health impacts (Quantifiability of impacts | Impact
Influence (Q) qualitative; (E) estimable; (C) calculable) Definite (D),
Probable (P);
Speculative (S)
Leisure Increase in leisure time as working hours reduced | P
Q)
Income As income reduces a decrease in hazardous P
health behaviours such as alcohol and smoking
these if these substances are not cheaply available
(E)
Decrease in hazardous health behaviours (E)
Decrease in traffic accidents and fatalities as less D
miles travelled due to cost of fuel (C)
Social Support | Members of social organisations are protected P
from adverse health effects of economic crisis (E)
Informal social welfare provides opportunities to P
borrow money, provides food, shelter, advice on
sources of food (Q)
Crisis may offer possibilities to strengthen social (S)
capital, is protective of health (Q)
Lifestyle More people reported to be growing own fruit & (S)
vegetables. (E)
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Table 8: Priority negative health impacts from the economic downturn

Category of Predicted health impacts (Quantifiability of impacts | Certainty of

Influence (Q) qualitative; (E) estimable; (C) calculable) Impact
Definite (D);
Negative Probable (P);
Speculative (S)
Loss of Unemployed are almost twice as likely as P
income population average to experience persistent

poverty over a four-year period. (E)

T

Long-term unemployment can lead to poor mental
health (C)

Job loss associated with increase in acute CVD (E)

alcohol abuse (E)

Rise in alcohol-related deaths (C)
Rise in suicides (C)

Rise in fuel poverty (E)

Rise in poor diets/food poverty (E)

Rise in households living in poverty (E),
Child poverty increase (E)

U|UTUTOOTUVT O

Rising health inequality between rich and poor (E)

Young Unemployment:

Can have a scarring effect on future employment
prospects and wages. (E)

Parasuicidal episodes are up to 25 times more P
likely for unemployed young men.(C)
They are at a higher risk of getting mental health P
problems (C)

T

NEETs Those with low skills more likely to be unemployed | P
(E) and unemployment (from survey data) :
Can cause arguments with family (Q)
Drove some to drugs & alcohol (Q)

OTUTT

Vulnerable Disabled, ethnic minorities, those living below the
groups poverty line, some women and single mothers (and
their children), older people — normally at a
disadvantage, their health can be further
compromised & suffer an unequal recovery. (E)

T

Ethnic Rise in unemployment or working in precarious
minorities insecure, low paid employment. (E)

Education Efficiency savings in schools could impact on
classroom behaviour and exam results. (Q)

Changes in funding may reduce women’s access
to further/higher education (Q)

»w nw ow

Social support | This is tested in economic downturns with different
groups fighting for scares resources (Q)

Economic downturn is probably increasing the P
social exclusion of vulnerable groups if they have
to sacrifice social activities (Q)

Public policy Austerity measures will impact most on poor and D
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other vulnerable groups (E)

Category of Predicted health impacts (Quantifiability of impacts | Certainty of
Influence (Q) qualitative; (E) estimable; (C) calculable) Impact
Definite (D);
Negative Probable (P);
Speculative (S)
Public Increase in anti-depressant prescribing (C) D
services Reductions in LA funding to Adult social care could | P
increase could increase isolation of vulnerable
adults (E) and
increase hospital admissions and bed-blocking (C) | P
Increased use of specialist mental health services | D
(E)
Increases in alcohol related hospital admissions D
particularly among young (E)
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How can public services mitigate the effects of the economic
downturn?

Total Place

According to the rationale behind the Total Place initiative, the impact of the
economic downturn means all of the public sector needs to find radical new solutions
to not only deliver better value for money, but also better local services more tailored
to local needs. Total Place is an initiative that looks at how a ‘whole area’ approach
to public services can lead to better services at less cost. It seeks to identify and
avoid duplication between organisations — to redesign the way public services are
planned and delivered and provide both service improvement and efficiency at the
local level. There are 13 pilot areas patrticipating in the scheme, each area ensuring
a diverse mix of economic, geographical and demographic profiles."

Total Place concepts are increasingly a part of policy responses to a range of
problems, including the effects of the financial crisis on neighbourhoods.

Box 1: Total Place case study

Hull City Council, in an area that has suffered more than most from the economic
crisis, is responding with a number of initiatives, including a regularly updated ‘Place
Shielding Action Plan’. This has measurable targets, and individually named
departments taking a lead in specific areas such as business support programmes,
supporting local government suppliers, supporting families and individuals through
access to housing, finance and facilitation of welfare benefits, tackling
unemployment and developing skills, advising the voluntary and community sector
and, providing community leadership and community safety.'"

Preventing mental health problems

Economic downturns result in smaller changes in the mental health of the population
in countries with strong social safety nets.** Research by the World Health
Organisation®® suggests that mitigating the mental health effects of economic crises
depend on government action in 5 key areas:

e Active labour market programmes — to enable the unemployed to find work
includes education and training opportunities to re-skill; special programmes for
young people in transition from school to work particularly apprenticeship-type
which offer most mental health benefits.

e Family support programmes — to protect low income families from further
economic strain. Includes support for the costs of children and other dependants
as well as support for maternity and parental leave.
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e Control of alcohol prices and availability — this has proved to be the most
effecti1v2(3 and cost-effective in reducing alcohol consumption and associated
harm.

e Primary care for the people at high risk of mental health problems —
includes improved responsiveness to changes in people’s social, employment
and income status and early recognition of mental health problems, providing
psychological support can modify the effects of unemployment and
indebtedness. Promoting problem-solving skills may protect against depression
and suicidal behaviour.

e Debt relief programmes — can help people who are suffering from the stress of
excessive debt. Debt advice helps individuals to improve their financial situation
and may also improve their mental health. Community support agencies should
be adequately resourced to help people overcome problems arising from job
loss, debt, and mortgage arrears.”® People can receive this through a referral
from primary care called social prescribing. [See examples of good practice for
some local schemes]

Box 2: Active labour market programmes (ALMP)

These aim to improving the prospects of unemployed people finding employment
and include public employment services, labour market training, special programmes
for youth in transition from school to work and labour market programmes to provide
or promote employment for unemployed people and those with disabilities. ALMPs
include resilience-building mental health promotion programmes. Group
psychological support for unemployed people promotes mental health and increases
re-employment rates. Furthermore, these have been found to be cost-effective
providing savings for public-sector providers of social welfare benefits and employers
alike through increased rates of employment, higher earnings and fewer job
changes.®

The Cardiff School of Social Sciences recommends:'°

Employers should be encouraged to develop strategies and approaches that
address uncertainty, anxiety and job stress.

‘Employers should manage concerns about future downsizing and possible
redundancies in an open and transparent way. Where possible, HR departments
should offer careers advice and training to highlight potential alternative careers and
opportunities. Changes to working hours and work demands should be kept to a
minimum where possible. Interventions to support people at risk of becoming unwell
due to stress should be considered. This may protect people at risk of involuntarily
and permanently exiting the labour market. Counselling and advice should be made
available, or at least the need for this support to be recognised and acknowledged,
for employees who are experiencing other disadvantage as a result of the economic
downturn.’

Mind’s recommendations for improving access to debt advice for people with mental
health problems:'?!
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e Improved access to affordable sources of credit. For instance, local
authorities and other community organisations to assist credit unions in
increasing accessibility and credibility by helping with accommodation,
developing partnerships and where possible, providing funding to support the
development of credit unions.

e Better regulation of bailiffs. For example, all statutory agencies that use
bailiffs to include disability equality duty specifications in their procurement
contracts.

e Training for health and social care professionals so that they can identify
debt triggers and sources of help for money problems. In particular, mental
healthcare professionals to have the basic knowledge necessary to intervene
effectively before a crisis emerge. This would involve knowing the danger signs,
knowing where to signpost the individual for more specialist debt advice and
working collaboratively with the debt advisers.

e Health and social care professionals to work with creditors and debt
advisers when supporting clients who are experiencing problem debt

e Advisers who are able to provide information about debt and welfare
benefits to be based at GP surgeries

e Development and dissemination of a guide to money management for
people with mental health problems to be distributed through GP surgeries,
hospitals, community health services and third sector mental health
organisations

¢ Improved access to money and debt advice services.

Furthermore, social prescribing approaches should be explored for instance offering
advice on prescription,'?? or gardening on prescription to improve mental health
problems and wellbeing.""

Minimising the effects of reduced public services

The Audit Commission recommends Councils should ensure:

e They avoid complacency over the recession’s impact, since the most
substantial pressures have yet to emerge;

e fully understand their economy, and the impact of the recession on
businesses, people, capital developments and demand for services;

e work with local partners, business leaders, property developers, neighbouring
authorities and regional bodies to gather intelligence and agree a strategic
response; and

¢ Implement a strategy that has clear objectives, is tailored to local issues and
focuses on both the social impact and the future recovery.

A paper from the Joseph Rowntree Foundation makes suggestions on what should

be the priorities to lessen the impact on deprived neighbourhoods:??

e Atthe very least plans for cuts should be assessed and monitored for their
likely impact on vulnerable groups and neighbourhoods. [See Box 2 for
description of vulnerable neighbourhoods]

e Sustain the recent gains in neighbourhood conditions — from neighbourhood
regeneration represents good value for money. Local agencies need to plan
ahead to sustain new buildings, improved services and strengthened community
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organisations through difficult times. LA and partnership schemes to help low-
income home-owners with house maintenance. In partnership with owners
provide: advice, training and schemes such as: handy people, discounts and tool
loans could prevent home and area decline.
¢ Maintain neighbourhood renewal activities
e Maintain and expand the following services:
o local job creation — encouraging use of local labour; allowing people to
work for voluntary organisations whilst claiming benefits
o employment and training support
o services for young people
o public and semi-public transport
o crime prevention activities
e Consult on difficult issues
¢ Monitor the impact of actions

The Cardiff School of Social Sciences recommends:'°

Pooling resources: The health sector, local authorities and the third sector to
identify mechanisms which pool resources across localities for maximum health
benefit.

Furthermore according to Michael Marmot, in a deteriorating economic climate,
every policy in local government to be tested for its positive impact on
health.'*

Box 3: Which neighbourhoods are the most vulnerable to the effects of the
recession?

e Communities with high unemployment and large increases in
unemployment - this will include those contained in the top 10% of communities
claiming Job Seeks Allowance (JSA). When unemployment in a ward reaches
23-24% that seems to be a tipping point associated with a more sharp increase
in difficulty of getting out of poverty and worklessness. Also absolute numbers of
people affected are important too. Where this is large these areas are likely to
experience the biggest knock-on effects of recession and to require the biggest
response.

e Communities that have been relatively disadvantaged for decades — these
areas risk falling back further in the economic downturn as regeneration
programmes come to end and are not replaced.

e Communities that have seen high proportionate increases in JSA claims
during 2005-09

e Any of the above, located within more advantaged areas or LAs where
disadvantage is very widespread — some local authorities in these advantaged
areas may be complacent about the effects of the recession, and might not
realise that their areas contain hard-hit communities. Conversely, individual
hard-hit communities in areas where many are affected may have special
problems and may struggle for recognition or priority. In Liverpool 38% of
communities had claim rates that put them in the 9" or 10" highest deciles
nationwide in 2009. The fact that a few communities in this group had much
higher rates than others, or had experienced a recent increase, could be
overlooked.
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e Communities hard hit by housing problems?

Protecting front-line services for the disabled population
Following court rulings, it is recommended that a thorough and full consultation is
carried out when considering cuts to services, or changes to eligibility criteria.

Demos has identified some elements common to the local authorities they reviewed
who are coping well to local budget cuts. By applying these principles (below) a
number of benefits have been identified. These include:

e Co-production — involving services users in designing and planning their
services, and in some cases delivering it. Codesigning services with disabled
people can lead to improved outcomes at lower costs.

e A capabilities approach to disability — looking at people’s strengths and
promoting what they can do, rather than a deficit model, which focuses on what
people cannot do for themselves.

e A strategy of progression or ‘just enough support’ — where people gradually
rely on less formal services and more community-based services. Using
alternatives to paid staff as part of an overall package of support may also
provide opportunities for more efficient use of resources for many people;
improve independence and quality of life whilst reducing costs.

e A move towards more integrated services, bringing in care, health and often
housing and leisure. Integration of services can significantly reduce cost in
administrative and back office functions as well as improving outcomes by
creating more seamless and jointly commissioned packages of care.

e A commitment to personalisation, not as a cost-cutting measure, but as a
foundation on which these other strategies can be built around. Designing and
planning services around the individual and giving people choice and control
over their support are necessary to the development of principles above. Giving
people budgetary control through ‘personal budgets’ can lead to more efficient
use of resources, but this should not be at the expense of declining engagement
with public services.?’

e Outsourcing — creating arm’s length trading organisations to deliver care
services independently from the council. This gives the outsourcing
organisations independence allowing them to innovate and become more
efficient, while returning dividends to their sole shareholder — the local
authority.®®

e Gathering data and conducting impact assessments. Developing effective
ways to gather data enables an accurate picture of how many disabled people
live in an area, where they live and what services they rely on. Robust impact
assessments of LA budgetary decisions ensures the cumulative impact of the full
range of local cuts (not just social care) is considered in relation to the wellbeing,
social inclusion and independence of disabled people.'*

Young People, particularly those ‘Not in Education, Employment or
Training’ (NEET)
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The Private Equity Foundation® has developed an action plan for improving
performance on tackling NEET issues by focussing on prevention and better
coordination.

Reform commissioning: Provide improvements in commissioning through:
Better collaboration between local authorities and service providers
Greater focus on value by developing commissioning capabilities
Creating local markets for NEET services

Adopting standard processes to reduce administration

Grow the best provision: To create more networked commissioning and business
support for the best providers.

Foster better links into employment: The school curriculum needs to prepare
young people for the world of work through better links, high quality work experience
and more routes into work e.g. apprenticeships. Make it easier for employers to
engage with young people, particularly those most at risk of becoming NEET.
Support targeted case management for those most at risk: Many children face a
challenging pathway through numerous services and interventions. An integrated
case management approach is needed to improve coordination.

Improve information on local provision: To record standardised performance
metrics, establish guidelines for setting benchmarks and advocate good practice
locally.

Increase knowledge of what works: Ideally to establish an anonymous database
of the cost effectiveness of intervention (as maintained by NICE in the healthcare
sector) and publish standard guidelines on what data funders should track to
encourage the analysis and dissemination of best practice.

The Cardiff School of Social Sciences recommends: '

Protecting and developing services intended to support vulnerable children
and young people

Services that support vulnerable young people into employment, training and
education need to be protected and enhanced.

Those who are NEET and children with significant social needs may need more
intensive and targeted support.

Interventions to promote and strength social relationships that are
protective to health

A review of evidence, discussion and debate within the North West with key sector

representatives and interviews with health and other professionals has

recommended supporting effective interventions, which include: ?’

¢ those that strengthen social relationships and opportunities for community
connection for individuals and families, especially those in greatest need e.g.
support for parents, support for older people, for those who are homeless, those
who have mental health problems, those who have learning difficulties, people in
transition e.g. from prison to the community, leaving care, facing redundancy

¢ those that build and enable social support, social networks and social capital
within and between communities e.g. reducing material inequalities, tackling
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discrimination, improving the physical environment, especially for children and
young people, access to green, open spaces, reducing motor vehicle traffic in
residential areas

those that strengthen and/or repair relationships between communities and
health and social care agencies e.g. enhancing community control through co
production, timebanks, asset sharing or transfer

those that improve the quality of the social relationships of care between
individuals and professionals e.g. practice that avoids social disparagement

Examples of good practice include:

interventions that support family and early years e.g. Sure Start

strengthening the home learning environment and adolescent transition

building social capital for children and older people e.g. liveable streets, stop and
chat spaces

reducing environmental barriers to social contact: reducing motor vehicle traffic,
access to green, open spaces, affordable, accessible transport

asset sharing e.g. through co-production, social return on investment measures,
credit unions, social enterprise

protecting/reclaiming public space e.g. challenging restricted use of public areas
like shopping malls in Business Improvement Districts; landshare schemes to
open up land for community cultivation or bringing together those with gardens
and those without collective opportunities for healthy lifestyles e.g. social
prescribing/community referrals; green gyms, food production/distribution, life
long learning

Action for public authorities to promote vulnerable groups’ equality
and human rights

A human rights and equality impact assessment of the public spending cuts on
women in Coventry made the following suggestions:”*

Public authorities (Local Authorities, Commissioners and service providers) have
legal obligations to promote equality and not to breach human rights. In order to
do this effectively they need to consider the potential impact of all budget cuts on
equality and human rights and carefully monitor the actual impact
To ensure co-ordination of policies and practices, where multiple agencies have
an impact on a particular issue
To take account of the combined impact of different cuts on particularly
vulnerable groups in their assessments and monitoring
o To assess the impact of job losses, pay freezes and cuts to childcare the
following areas to be monitored in local areas:
= Level of job losses among women and men
= Overall employment rates among women and men
= Pay gap between women and men
= Childcare provision
o With regard to housing the following areas to be monitored:
» The gap between actual rents and the amount paid by local housing
allowance (LHA) and how this changes over time
= The quantity of private rented accommodation in local areas at LHA
rates or below
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= The numbers made homeless in local areas and housed by the Council
» The impact of changes to LHA (and other benefits) to the household
budgets of particularly vulnerable and disadvantaged groups

o The impact of the changes to benefits and taxes and the harsher sanction
regime to be monitored to assess:
= The long term impact of the changes on gender equality
= The impact of the changes on the human rights of the poorest women

and other vulnerable groups
o With regard to education the following areas to be monitored for their impact
on women:
= The number/percentage of women who are accessing further and higher
education courses after the implementation of cuts

= Other negative impacts on women of reduced support and funding for
further education (e.g. ability to pay back student loans)

= Cuts and reduction of support services in schools and the indirect
impacts of this on women
o The impact of the cuts on women’s safety to be monitored on an ongoing
basis including:
= Levels of reported violence against women, including through the British
Crime Survey and to local agencies as well as reports to the police

= The number of successful prosecutions

» The degree to which services are able to provide support to victims of
violence including shelter, counselling and other forms of support

= Whether changes to benefits, legal aid and other forms of support are
constraining women from leaving violent relationships or otherwise
negatively impacting upon them
o Monitoring required with regard to the health services
»= Which healthcare services are reduced/removed as a result of the
budget cuts and changes to the delivery of services

» The number of staff who lose their jobs

= Cuts to organisations who currently rely on healthcare funding

= The disproportionate impact of all the above on women and whether
there are human rights impacts
o Monitoring required with regard to legal aid services
* Any decrease (in type and number) of cases in areas where legal aid is
no longer available

= The impact of changes to access and eligibility requirements on the
cases that are brought through the legal aid system

= Lack of availability of advice for women seeking legal help

» The impact of any of the above on the rights of women

= How other cuts to funding of legal advice services (e.g. City Council or
Equality and Human Rights Commission funding) may impact upon the
situation.

o To pay due regard to the role played by women’s organisations and voluntary
organisations providing services to women in tackling discrimination and in
protecting women’s human rights. Monitoring required:

»= The level of (reduction in) funding for women'’s organisations and
voluntary organisations providing services to women as compared to
other voluntary organisations in Coventry
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= The impact of any reduction in funding on these organisations and their
provision of services to women

= The impact on women who have lost access to services or had services
reduced

Action to improve diets and reduce fuel poverty the during economic
downturn

e Provide access to ‘bag a bargain’ schemes that have been made available in
some Sure Start children’s centres, where people can buy locally produced
reasonably priced fruit and vegetables

o Knowsley ‘veggy van’ service that provides fresh cheap fruit and vegetables
(supported by Knowsley NHS) to be made more widely available and replicated
in other areas

e Targeted information and ideas on how to retain a balanced diet on a low budget
have been provided in children’s centres and this is also an approach that might
be extended to the wider community.'®®

e Gardening on prescription may encourage people to source their own fruit and
vegetable whilst also helping to combat depression, anxiety and low moods.
This is currently offered to patients in Southampton through a Health and
Wellbeing grant. ™"’

¢ Follow the example of the Liverpool Healthy Homes Programme to advise and
support people at risk of fuel poverty and giving advice on keeping homes warm
enough through the winter.

Wellness services

Public services now have to do much more for less. Wellness services that tackle
the root causes of ill-health, particularly inequalities in health could make
considerable savings.

Wellness services take a “whole person” centred approach.'?® They are described
as “those that specifically promote health and wellbeing, (including the dimensions of
wellness: physical, intellectual, emotional/psychological, social, spiritual,
occupational and environmental) rather than diagnose and treat illness. This could
be via healthy lifestyles, psychosocial interventions for individuals, families or
groups. This might include a combination of smoking cessation, weight
management, alcohol brief interventions, physical activity pathways, health trainers,
social prescribing / referral, psychological well being interventions, e.g. mindfulness
and stress management.”

A recent Liverpool Public Health Observatory report'?? has reviewed these services
and is free to download from:
http://www.liv.ac.uk/PublicHealth/obs/publications/report/\Wellness Services cost-
effectiveness review Final Report.pdf

This report reviews the regional and National evidence base regarding any
programmes that commission on a “whole person” centred approach and potential
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benefits that might be achieved in terms of the economics and overall patient/ public
experience and quality issues. This review also contains many examples of good
practice and guidance for setting up these services.

Examples of good practice

Liverpool Healthy Homes Programme

The Healthy Homes Programme (HHP) is run jointly by Liverpool City Council and
the NHS Liverpool Primary Care Trust (PCT). It aims to prevent ill health and injury
resulting from poor quality housing conditions.

What we do

Healthy Homes Advocates visit properties in the areas with the greatest health and
housing support needs and gather information about the occupants and their health
needs, as well as the condition of their homes. They can then provide free help and
advice to residents on removal or prevention of hazards that can improve their health
and wellbeing.

Advice is given on:

. Health proofing homes (from excess cold, damp and mould).

. Home safety (to prevent falls on stairs, flat surfaces and hot surfaces and
identifying any slip, trip or fall hazards).

. How to access services provided by various support agencies such as Age
Concern or the Benefit Maximisation Service.

. Healthy eating.

Fuel poverty and keeping your home warm enough through the winter.
Maximising income.

Enforcement

HHP has a team of Environmental Health Officers who can use enforcement powers
to make unwilling landlords improve properties if there are serious health and safety
risks to their tenants.

Where landlords fail to carry out the necessary work Environmental Health Officers
can prosecute them if they consider housing conditions to be a danger on the basis
of health and safety standards and the landlord is unwilling to take the appropriate
remedial action.

Partners

HHP work closely with a wide network of partners who provide support services to
local people. This means HHP can put residents in contact with organisations who
can help them. For example, HHP can contact:

. Merseyside Fire and Rescue Service to fit smoke alarms in the property.

. Roy Castle Fag Ends to get in contact with you to help you give up smoking.

. Citizen Advice Bureau helps people resolve their legal, money and other
problems.
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Liverpool Community Food workers

Liverpool PCT employs a team of Community Food workers who run educational
‘taste and eat’ sessions and provide training to members of the community on basic
food hygiene and healthy eating on a budget. All of their work is focused on the
needs of the community they work in. They work closely with community groups
throughout Liverpool, health professionals and Sure Start to bring healthy eating
messages to a wide audience.

All staff in the food worker teams live in Liverpool and most live in the communities in
which they work. Because the food workers live locally and understand the realities
of living in their own communities, they are credible and valid sources of information
on food and health. They are able to use local knowledge to motivate people to
make changes to family eating habits. The project has also helped local people to
begin a career in the NHS, providing training and qualifications on food and health so
each Food Worker is able to provide credible and safe advice on what to eat, to
promote health particularly in an economic downturn.

www.tasteforhealth.com

Health Impact Assessment of the health impacts of Liverpool City
Council service changes on older people

Liverpool Community Health (LCH) Trust has commissioned IMPACT, University of
Liverpool, to undertake a rapid, concurrent Health Impact Assessment (HIA) of the
health impacts of Liverpool City Council (LCC) service changes on older people who
are resident in Liverpool and who use LCH services.

The HIA will inform understanding of how services are changing in the City, the
potential impact of those changes for LCH service users aged 55 years and over and
consider how new ways of working can be explored.

The HIA will present recommendations designed to provide opportunities for
community engagement and participation in service provision, bringing new ways of
working in order to maximise potential positive benefits to health and well-being, as
well as ways to minimise potential negative impacts. A HIA report for Liverpool
Community Health Trust will be used to inform decision making and commissioning
intentions.

Knowsley Council quarterly Resilience Monitor
The Policy, Impact and Intelligence Division at Knowsley Council is producing a

comprehensive quarterly monitor of the main indictors of the economic pressure on
people living in Knowsley. This monitor includes charts to illustrate:
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¢ Key economic indicators (with a coloured arrow to show whether these have
gone up or down or stayed the same) — bank rate, inflation using CPI, prices for
food, fuel, public transport and house prices, rent and wage levels

o Labour market statistics — unemployment, redundancies, vacancies, job seekers
and benefit claimants

o Benefit dependency in each of the Partnership Areas

e Levels of personal debt — council tax, personal debt and how concerned
residents are about it from tracker survey, what types of debt are residents
seeking advice about from CAB and credit union data, and how this varies
across the borough

e New homes and empty homes

e Housing challenges facing Knowsley residents — where people are looking to
buy in Knowsley, situation facing buyers —average house price, % of first time
buyers who would be priced out from buying in their ward, pressure on social
housing — number of repossessions, rate per 1000 households, comparison of
weekly rent compared social housing, number of applicants/transferees on to the
council

e Town centre vitality — number and % of vacant shops, number of car parking
town centre visitors

e Geographical hotspots — benefit dependency, educational attainment / decline,
crime, anti-social behaviour, low life expectancy for males and females, smoking
prevalence,

e Tracker survey on how people are responding to pressure — happiness, ability to
afford what makes people happy, tension, financial security, changes in financial
security, community safety,

e Demography — population, ethnicity, working age employment status, homes
tenure, ACORN classification by household, households in debt, repossession
per 1000 households

Advice on Prescription scheme in Halton & St Helens

This is a joint project run by NHS Halton and St Helens Health Improvement Team
and the local Citizens Advice Bureau (CAB). The aim of the project is to fast-track
people visiting their GP with mental health problems due to social welfare issues, to
appropriate support services rather than referring to psychological therapy services.

The difficult economic climate has seen many support organisations like the CAB
struggle to cope with the significant rise in numbers of people seeking debt advice.
Waiting times to see debt advisers have lengthened, sometimes to be in excess of 8
weeks. Problems involving debt, employment, benefits or housing issues are
common topics increasingly being presented to GP's and primary care staff. These
difficulties bring about anxiety or low mood type symptoms which potentially may
worsen whilst someone is waiting for a traditional clinical intervention service. NHS
Halton and St Helens are currently funding six debt advisors for the CAB. The Advice
on Prescription service forms part of the collaborative approach between these two
organisations, and the Health Improvement Team, to provide social welfare support
locally.
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In the initial 12 week evaluation period 5 GP practices, the single point of access to
mental services and the psychological therapy service used in the pilot, referred 35
people. Thirty-eight per cent of people referred had their level of mental health
intervention stepped down, within the recognised stepped care model, as a result of
the CAB helping them to manage the trigger to their distress. Furthermore, two
mental health practitioners reported that two patients in crisis services had their
suicidal risk level significantly reduced or eliminated as their issues were resolved by
the Advice on Prescription service.

Over the next year NHS Halton and St Helens are looking to expand the service to
other key partners who provide support and advice.

http://www.mhdirectory.net/news/advice-prescription-scheme-halton-st-helens

Welfare advice in nine GP practices in areas of high deprivation in
Sefton

An evaluation of this CAB Health Outreach service demonstrated that almost half the
patients referred may have had a mental health issue. There was a statistically
significant reduction in the number of GP appointments and prescriptions for
hypnotics/anxiolytics during the six months after referral compared to six months
before. There were also non-significant reductions in nurse appointments and
prescriptions for antidepressants.'®
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Local Indicators

Claimant count in Merseyside and Halton

Figure 4: Job Seekers Allowance (JSA) claimants in Merseyside and Halton, Jan 05-
Jul 11. % working age population.
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The claimant count measures the number of people claiming Jobseeker’s Allowance
(JSA) and differs from unemployment (which measures people who meet the
internationally agreed definition of unemployment). The claimant count can be
affected by changes to the overall benefits system. For example, from late 2008
until mid-2011 changes in eligibility rules for Lone Parent Income Support resulted in
fewer lone parents (predominantly women) being able to claim that benefit resulting
in more lone parents claiming JSA while they look for work. From April 2011, the
Department for Work and Pensions has been re-assessing claimants of Incapacity
Benefit (IB) resulting in some people who have been declared ineligible for IB
claiming JSA while they look for work. The effect of this exercise on the claimant
count so far is likely to have been small.*®

At the local authority level, the effect of the recession on JSA claimant rate has been
most severe in Liverpool, followed by Knowsley and Halton. Least affected are
Wirral, St Helens and Sefton. All areas are much higher than the average for
England. The rate in most areas was at its highest in January 2010. In Liverpool the
JSA claimant rate increased by 2.4% of working age population (WAP) from 4.8% to
7.2% between June 2008 and August 2009.

Assessing the impact of the economic downturn on health and wellbeing Page 67






Assessing the impact of the economic downturn on health and wellbeing Page 68





Figure 5: Long term JSA claimants (>12 months) in Merseyside LAs and Halton, Jan
05 — Jul 11. % working age population
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Figure 5 illustrates that from July 2009, as the recession started to bite, there was an
increase in JSA claimants who had been out of work for more than a year. Sefton
increased the most as the JSA claimant counts out of work for over 1 year as a
proportion of the working age population (WAP) rose by 0.6% from 0.5% in June
2008 to 1.1% in September 2011. Liverpool had the highest rate of long-term JSA
claimants which reached 1.6% of the WAP.

Figure 6: JSA claimant rate in the Liverpool City Region by age of claimant, January
2005-July 2011. % working age population
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Figure 6 illustrates the effect of the recession upon JSA claimant rate by age band in
the Liverpool City Region Local Enterprise Partnership (LEP) that covers the

boroughs of Halton, Knowsley Liverpool, St Helens, Sefton and Wirral.

It can be seen that there is a disproportionate effect of the economic downturn on
younger age groups. Between the official start of the recession in June 2008 and
August 2009 the JSA claimant rate increased by 11.6% of 18 to 24 year olds and
3.2% of 25 to 29 year olds. Between June 2009 and January 2010 JSA claimant
rate increased for 35-39 year olds by 3.1%. There is a lower gradual increase in the
older age groups.

Young Persons aged 16-18 Not in Education, Employment or Training
in Local Authorities

Table 9: November to January Estimated number (%) of children aged 16-18 years
who are Not in Education, Employment or Training (NEET) by Region and LA 2006-7

to 2010-11
2006-7 2007-8 2008-9 2009-10 2010-11
% % % % %

No NEET No NEET No NEET No NEET No NEET
NORTH
WEST 21,541 | 8.9% | 19,567 | 7.9% | 19,438 | 7.8% | 17,599 | 7.3% | 15,684 | 6.7%
Halton 538 | 11.8% 493 | 11.5% | 1,143 | 13.2% 404 | 10.2% 348 | 9.3%
Knowsley 687 | 13.7% 695 | 15.0% | 1,775 | 14.4% 437 | 10.6% 432 | 11.4%
Liverpool 2,039 | 13.2% | 1,846 | 11.5% 345 | 10.4% 1,311 | 87% | 1,180 | 8.2%
Sefton 870 | 7.6% 802 | 7.2% 775 | 7.6% 688 | 6.5% 584 | 5.8%
St. Helens 684 | 10.0% 585 | 8.5% 561 | 8.1% 505 | 7.5% 458 | 7.0%
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Wirral | 1,213 ]100% | 1,122 95% | 736] 9.1%| 1,025| 9.1%| 935| 8.6% |

Source: Department of Education
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Figure 7: November to January Estimated % of children aged 16-18 years who are Not
in Education, Employment or Training (NEET) by Region and LA 2006-7 to 2010-11
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The proportion of young people aged 16-18 ‘not in education, employment or
training’ (NEET) in Liverpool during and after the recession has decreased from
13.2% in 2006-7 down to 8.2% in 2010-11, but has been above the North West
average. North West average has remained fairly constant over the years below the
10% level. Knowsley has had the highest average of NEETs in each year. Sefton,
St Helens and Wirral have not gone over the 10% level. Both Halton and Knowsley
have remained between 10-15% between 2006-7 to 2009-10.

Landlord and mortgage repossession claims and orders

To obtain a court order granting the entitlement to take possession of a property, a
claimant — a mortgage lender or a landlord — must first make a claim which is then
issued by a county court. Generally, the issuing process involves the arrangement
of an initial hearing before a judge. At such a hearing, the court may grant an order
for possession of the property immediately. This then entitles the claimant to apply
for a warrant to have the defendant evicted by bailiffs, so taking possession of the
property. Throughout the court process, even where a warrant for possession is
issued, the claimant and defendant can still negotiate a compromise arrangement to
prevent eviction. More than one order may be granted during the course of an
individual case. For example, it is possible that after an initial possession order is
granted, the defendant may make an application to the court for the order to be
varied or set aside, which could then result in another order being made. As a result,
the headline statistics on orders in these statistics are defined as the number of
possession claims that lead to an order being made. This measure is more accurate
than a straight count of the number of orders made, as it removes the double-
counting of instances where a single claim leads to more than one order. It is also a
more meaningful measure of the number of homeowners who are subject to court
repossession actions. Where more than one order is made in relation to a single
claim, the date and type of the first order made is counted in these statistics.
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Note that the figures represent court actions for possession and not actual homes
repossessed. Repossessions can occur without a court order being made, while not
all court orders result in repossession taking place. Landlord and mortgage
repossession claims and orders for Merseyside local authorities and Halton are
illustrated in figures 5 and 6 respectively.

Figure 8: Landlord Repossession Claims and Orders in Merseyside LAs and Halton
(2005-2010) per 1000 households.
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In most areas there is a downward trend in claims and claims leading to orders after
2008 apart from in Knowsley where there was a slight upward trend and then a
decline during 2009 and on the Wirral there was a slight upward trend during 2010.

Figure 9 Mortgage Repossession Claims and Orders in Merseyside LAs and Halton
(2005-2010) per 1000 households.
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There has been a sharp rise in mortgage repossession claims and orders since 2005
that peaked in 2008 at the start of the recession, after which there was a steep
downward trend. A similar pattern is shown for England, but it is lower than for local
areas. The numbers of claims leading to orders being made are substantially larger
than the numbers of actual repossessions and the disparity between these figures
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varies over time. In Merseyside the proportion of claims that have resulted in court
orders has gradually increased from 67% in 2005 to 71% in 2009 and remained at
70% during 2010.

The downward step change coincided with the introduction of the Mortgage Pre-
Action Protocol (MPAP) that was introduced by the government on 19" November
2008. The Protocol gives clear guidance on what the courts expect lenders and
borrowers to have done prior to a claim being issued. The main aims of it were to
ensure that the parties act fairly and reasonably with each other in any matters
concerning the mortgage arrears, to encourage more pre action contact between
lender and borrower and to enable efficient use of the court’s time and resources.

Local Fuel Poverty statistics 2006-2009

Figure 10: % of households in Local Authorities that are fuel poor — 2006-2009
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To obtain LA rates of fuel poverty, in fig. 3, a logistic regression model is created
using household level data from the English Household Survey detailing whether the
household is fuel poor or not (as the binary dependent variable) and matched to
variables from other sources that are available for all Census Output Areas in
England. Unfortunately, figures for fuel poverty 2007 are not available. However, In
March 2010, a consultation with users highlighted a clear desire for these statistics to
be produced annually and it is the Department of Energy and Climate Change’s
(DECC) intention to produce these statistics annually in the future.

The figures above show that fuel poverty is increasing since 2006 in all areas
covered by this report. Liverpool consistently has higher rates than the other local
authorities in the three years 2006, 2008 and 2009. Liverpool rates have increased
by 10.6% during this time. Whereas, Halton has the lowest rates in each year, which
have increased by 8.7% over the same period. Knowsley has seen the biggest
increase of 11.7%, from 11.7% in 2006 to 23.4% in 2009.
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Children living in poverty

Table 10: Percentage of children in poverty by Local Authority

Alh‘;“;‘:'ity Percentage of all Children in Poverty*

2006 2007 2008 2009 2010
Halton 25.7 254 25.6 27.2 26
Knowsley 32.6 33.6 32.8 32.3 33
Liverpool 34.7 35.7 34.6 34.4 35
St. Helens 23.9 24.7 24.4 25.2 25
Sefton 19.9 20.4 19.9 20.3 20
Wirral 23.5 24.3 24.2 24.9 25

Sources: HMRC, 2010 estimates from End Child Poverty™

*Percentage of Children in poverty: refers to the number of children under 20 living in
families in receipt of Child Tax Credit whose reported income is less than 60% of the
median income or in receipt of income support or (Income Based) Job Seekers
Allowance, divided by the total number of children in the area (determined by Child

Benefit data)

Table 11: Percentage of children in poverty by Parliamentary constituency

Parliamentary
constituency

Percentage of all Children in Poverty*

2006 2007 2008 2009 2010

Liverpool, Riverside 47.6 49.5 47.5 459 48
Birkenhead 37 391 38.5 38.9 39
Liverpool, Walton 38 39.5 38.5 38.1 39
Bootle 35.4 37.1 36.2 36.4 37
Liverpool, West Derby 34.5 35.3 34.8 34.4 35
Knowsley South 28.9 29.9 29 28.8 30
Knowsley North and Sefton

East 27.8 28.8 28.5 28 29
Liverpool, Wavertree 27.4 28.7 27.4 27.5 28
Wallasey 26.6 27.4 27.8 29.2 28
Liverpool, Garston 27.8 27.2 26.5 274 27
St. Helens South 26.4 271 26.3 26.8 27
Halton 24 23.6 23.9 25.6 24
St. Helens North 21.5 22.4 225 23.7 23
Southport 14.9 15.2 14.8 15.2 15
Wirral West 13.6 13.7 13.6 14.3 14
Wirral South 12.6 12.8 12.8 12.8 13
Crosby 11.7 11.5 11.3 12 12

Sources: HMRC, 2010 estimates from End Child Poverty

During 2006-2010 in Sefton 1 in 5 children was living in poverty. In all other local

authorities around 1 in 4 was. In the parliamentary constituency of Liverpool

Riverside nearly half of children living in the area during 2007 and 2010 were living in
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poverty and nearly two-thirds of parliamentary constituencies had at least a quarter
of children living in poverty. The figures for each area have remained fairly constant
over this 5 year period. Two-thirds of wards in both Knowsley and Liverpool in 2009
(the last ONS figures published) had a quarter or more children living in poverty.
Whilst in Halton and St Helens 57% and 50% respectively were living at this level.
Only 4 wards in Halton and 2-6 wards in each Merseyside LA had reached the
government’s target of 10% or less living in relative poverty. Therefore it will be very
difficult to reach this target in all wards by 2020.

Alcohol Related Admissions

The evidence suggests that in an economic downturn unemployment and financial
difficulties may lead to increased stress and mental health problems, which in turn
may be associated with increased alcohol abuse and attributed disease.

Figure 11: Alcohol related admissions in Merseyside LAs and Halton by European
aged standardised rate per 100,000 population
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Figure 11 shows the alcohol related admission for Merseyside LAs and Halton by
quarter from 2007/08 — 2010/11 (the 2010/11 are only provisional data.) In all LAs
the alcohol related admissions rate was significantly higher than the England
average. Sefton’s alcohol related admissions were generally lower than all other
LAs with one exception in 2007/08 Q2 when St Helens had a slightly lower rate.
Sefton’s alcohol related admissions rates were the closest to the North West
average. All LAs have increased their alcohol related admissions rate before and
after the recession most peaking between 2009/10 Q4 and 2010/11 Q2 after which
rates started to show a decline. Liverpool generally had the highest rates of alcohol
related admissions that increased from 725 per 100,000 during 2008/09 Q2 at the
start of the recession to 823 per 100,000 during 2010/11 Q2 when it reached its
highest point making a 11.9% increase.
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Conclusions and Recommendations

Conclusions

This economic downturn is disproportionately affecting the poor and those in
vulnerable groups who will be amongst the poorest, sickest or most disabled. These
groups include those with disabilities, ethnic minorities, the poor, some women and
single mothers (and their children), young unemployed and older people. As
economic growth continues to stagnate and harsher austerity measures are
introduced, more households will be joining those on low incomes and living below
the poverty line, without the sustaining influence of social protection from a strong
welfare state. What all these vulnerable groups tend to have in common is a low
income.

Whilst struggling in poverty or on a low income in the face of global economic shocks
trying to cope with the rising cost of living, resilience is not a bottomless resource
that can be freely replenished without cost in the form of increased pressures on
time, high levels of stress and making sacrifices. Adapting to the rising cost of living
creates a considerable stressful burden by having to economise on food, heating
and travel, spending more time and effort on shopping and cooking, whilst having
less nutritious food that all takes a toll on mental and then physical health. Indeed,
these are stresses that are increasing in all areas covered by this report which could
have a detrimental effect on physical and mental health. Excess winter deaths are
three times as high in coldest homes as in the warmest. A substantial amount of
evidence has shown an association between low socioeconomic status and mental
health problems.

These population groups are normally at a disadvantage, but during an economic
downturn their health can be further compromised, through stress, effort budgeting
and coping with the unfairness of their situation. They will suffer from an unequal
recovery from the economic downturn which will in turn increase inequalities in
health and so the cycle of poor health will continue. The economic crisis is probably
increasing the social exclusion of vulnerable groups if in coping with increasing
demands on their resources they have to sacrifice social activities.

Evidence from previous economic recessions shows that those with disabilities,
ethnic minorities and low skilled workers will experience an increase in and longer
duration of unemployment. During this economic downturn young people are also
experiencing disproportionately high unemployment that can have a lasting adverse
effect on employment prospects and future earnings particularly for low-skilled or
those not in education or training. Young unemployed have a higher risk of getting
mental health problems, such as depression, than young people who remain
employed. Absolute and relative child poverty is expected to increase through
government changes to personal taxes and state benefits, putting them at a greater
risk of suffering from mental health issues and behavioural problems and may also
be at risk of performing badly at school. Social mobility could be affected too by
efficiency savings in schools as children from disadvantaged backgrounds may not
have the access to the support they need to progress to higher education.
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It is expected that at the very least the economic crisis will bring more poverty, more
foreclosures on houses, more homelessness and related housing problems.
Liverpool Local Authority is already within the top 20 LAs with highest levels of child
poverty across England. Most people who experience homelessness or the threat of
homelessness will suffer from stress related illnesses and spend most of their time
worrying.

Local areas too show low economic resilience and are all ranked within the bottom
third in the country as the north south divide increases. Over four years Liverpool
has had the highest workless rate which includes a high proportion of the sick and
disabled. Unemployment has increased most in high manufacturing and high rented
areas. Public sector job losses are also disproportionately higher in poorer areas,
which in turn are more dependent on public sector services and welfare benefits that
are both being cut.

Evidence consistently shows that unemployment, which increases in economic
downturns, is linked to poorer health, though the psychological effects and prolonged
stress of unemployment and the material consequences of a reduced income.
Those working in precarious employment with little or no employment and welfare
rights (such as immigrants) suffering a daily existence of low paid, high-strain,
temporary employment, will make them ill prepared and least resilient to the
additional negative health impact of unemployment.

Rapidity of economic change appears to be a key hazard to health. There is
consistent evidence that the economic downturn may increase suicide and alcohol-
related death rates. Worries about job losses have made stress the most common
cause of long-term sick leave in Britain with employers planning redundancies are
most likely to see a rise in staff mental health problems. People suffering from
financial strain will be particularly at risk of mental health problems. In some studies
unemployment is linked to a higher incidence of risky health behaviours, in particular
among young men including problematic alcohol use and smoking. Thousands more
young people, who are unable to feed their family, are turning to food banks.
Poverty is increasingly associated with obesity and other nutrition related conditions.
For infants the impact of a poor diet in the first two years of life is irreversible.

At risk to cuts in public spending are services that promote long-term health and
well-being (such as: adult social care, libraries and community centres) and their
reduction or closure could threaten the health of the vulnerable and the elderly. The
cuts in welfare and public sector services could widen health inequalities between
the rich and poor — who already face fewer years in life expectancy and fewer
disability free years.

Major reductions in LA budgets will likely result in reductions in funding for adult
social care. The consequences are that more vulnerable adults could be isolated at
home, if the predicted closure of adult care homes takes place or be admitted to
hospital causing serious problems for the NHS. The use of anti-depressants has
soared as the economic downturn started to take effect, leading to concerns that
GPs were not addressing the underlying cause of the problems. Furthermore, the
use of specialist mental-health services has increased.
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The maintenance of social welfare programmes seems to be a key determinant of
future population health that should be taken into account in ongoing economic
debates. The economic crisis may offer possibilities to strengthen social capital and
to shift our value base from money to non-monetary components of life, provided
that social protection is sufficient.
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Recommendations to Local Authorities, Commissioners and Service
Providers

To minimise the effects of reduced public services:

e At the very least plans for cuts should be assessed and monitored for their likely
health impact on equality and human rights, vulnerable groups and
neighbourhoods

e Ensure co-ordination of policies and practices, where multiple agencies have an
impact on a particular issue

e Be aware that there will be long-term impacts of the recession even when
entering the recovery

e Fully understand your economy, and the impact of the recession on businesses,
people, capital developments and demand for services;

e work with local partners, business leaders, property developers, neighbouring
authorities and regional bodies to gather intelligence and agree a strategic
response; and

e Implement a strategy that has clear objectives, is tailored to local issues and
focuses on both the social impact and the future recovery.

e Consider using a ‘whole area’ Total Place approach to public services to shield
areas from the economic downturn - this can lead to better services at less cost
such as Hull's ‘Place Shielding Action Plan’

e Consider integrating lifestyle/prevention services into whole person centred
wellness services.

e Improve information on local provision: To record standardised performance
metrics, establish guidelines for setting benchmarks and advocate good practice
locally.

e Increase knowledge of what works: Ideally to establish an anonymous database
of the cost effectiveness of interventions (as maintained by NICE in the
healthcare sector) and publish standard guidelines on what data funders should
track to encourage the analysis and dissemination of best practice.

To mitigate the mental health effects of the economic crises consider:

e Using active labour market programmes to enable the unemployed to find work

e Encouraging employers to develop strategies and approaches that address
uncertainty, anxiety and job stress.

e Family support programmes to protect low income families from further
economic strain.

e Community support agencies to be adequately resourced to help people
overcome problems arising from job loss, debt, and mortgage arrears.

e Improved access to affordable sources of credit by supporting credit unions or
their development.

e Better regulation of bailiffs. All statutory agencies that use bailiffs to include
disability equality duty specifications in their procurement contracts.

e Training for health and social care professionals so that they can identify debt
triggers and sources of help for money problems.

e Encouraging health and social care professionals to work with creditors and debt
advisers when supporting clients who are experiencing problem debt
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Having advisers who are able to provide information about debt and welfare
benefits to be based at GP surgeries and hospital clinics

Development and dissemination of a guide to money management for people
with mental health problems to be distributed through GP surgeries, hospitals,
community health services and third sector mental health organisations
Social prescribing approaches to be explored - for instance, offering welfare
advice on prescription, or gardening on prescription to improve mental health
problems and wellbeing.

Improved access to money and debt advice services.

Primary care for the people at high risk of mental health problems — providing
psychological support and promoting problem-solving skills to modify the effects
of unemployment and indebtedness

Control of alcohol prices and availability

Consider the following examples of good practice that promote social
relationships:

interventions that support family and early years e.g. Sure Start

strengthening the home learning environment and adolescent transition

building social capital for children and older people e.g. liveable streets, stop and
chat spaces

reducing environmental barriers to social contact: reducing motor vehicle traffic
access to green, open spaces; affordable, accessible public transport

asset sharing e.g. through co-production, social return on investment measures,
credit unions, social enterprise

protecting / reclaiming public space e.g. challenging restricted use of public
areas like shopping malls in Business Improvement Districts; landshare schemes
to open up land for community cultivation or bringing together those with gardens
and those without, collective opportunities for healthy lifestyles e.g. social
prescribing / community referrals; green gyms, food production/distribution, life
long learning

To lessen the impact on disabled people and those at risk of chronic ill-health
apply the following principles:

Involve service users in designing and planning their services and in some cases
delivering it can lead to improved outcomes at lower costs.

Take a capabilities approach to disability by looking at people’s strengths and
promoting what they can do.

Implement a strategy of progression or ‘just enough support’ — where people
gradually rely on less formal services and more community-based services may
improve independence and quality of life whilst reducing costs.

A move towards more integrated services can significantly reduce cost in
administrative and back office functions as well as improving outcomes by
creating more seamless and jointly commissioned packages of care.

A commitment to personalisation, designing and planning services around the
individual and giving people choice and control over their support are necessary
to the development of principles above.

Outsourcing — creating arms length trading organisations to deliver care services
independently from the council to allow innovation and efficiency, while returning
dividends to the local authority.
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e Gathering data and conducting impact assessments to enable an accurate
picture of how many disabled people live in an area, where they live and what
services they rely on. Ensures the cumulative impact of the full range of local
cuts is considered in relation to the wellbeing, social inclusion and independence
of disabled people.

e Consider carrying out a thorough and full consultation when considering cuts to
services, or changes to eligibility criteria

To lessen the impact on deprived neighbourhoods:

e Sustain the recent gains in neighbourhood conditions from regeneration

e Provide LA and partnership schemes to help low-income home-owners with
house maintenance. In partnership with owners provide: advice, training and
schemes such as handy people, discounts and tool loans that could prevent
home and area decline.

e Maintain neighbourhood renewal activities

e Maintain and expand the following services:
o local job creation — encouraging use of local labour; allowing people to work

for voluntary organisations whilst claiming benefits

o employment and training support
o services for young people
o public and semi-public transport
o crime prevention activities

e Consult on difficult issues

e The health sector, local authorities and the third sector to identify mechanisms
which pool resources across localities for maximum health benefit.

To help young people, particularly those ‘Not in Education, Employment or

Training’ (NEET):

¢ Reform commissioning: Provide improvements in commissioning through:

o Better collaboration between local authorities and service providers
o Greater focus on value by developing commissioning capabilities

o Creating local markets for NEET services

o Adopting standard processes to reduce administration

e Grow the best provision: To create more networked commissioning and business
support for the best providers.

e Foster better links into employment: The school curriculum needs to prepare
young people for the world of work through better links, high quality work
experience and more routes into work e.g. apprenticeships. Make it easier for
employers to engage with young people, particularly those most at risk of
becoming NEET.

e Support targeted case management for those most at risk as many children face a
challenging pathway through numerous services and interventions; an integrated
case management approach is needed to improve coordination

e Protect and develop services intended to support vulnerable children and young
people into employment, training and education.

e Those who are NEET and children with significant social needs may require more
intensive and targeted support.
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Consider action to protect against food poverty and fuel poverty during the

economic downturn:

¢ Provide access to reasonably priced fruit and vegetables such as: ‘bag a
bargain’ schemes and Knowsley ‘veggy van’ service

e Targeted information and ideas on how to retain a balanced diet on a low budget
have been provided in children’s centres and this is also an approach that might
be extended to the wider community using community food workers

e Gardening on prescription may encourage people to source their own fruit and
vegetables whilst also helping to combat depression, anxiety and low moods.

Ensure there is advice available to people at risk of fuel poverty (see the example

Liverpool Healthy Homes Programme).
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Appendix 1: List of Local Recession Indicators
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Recession Indicators

Table 12:

Indicators that can be used to monitor the recession

Indicator

Available from

Labour market profile data
Job seekers allowance
claimants

Nomis official labour market statistics.
http://www.nomisweb.co.uk/

Percentage 16-18 not in
education, employment or
training (NEET)

http://www.education.gov.uk/16to19/participation/neet/a0064
101/16-to-18-year-olds-not-in-education-employment-or-
training-neet

2010 data are an average at the end of November 2010,
December 2010 and January 2011. They include all young
people known to the local authority who were aged 16, 17 or
18 at that time.

The Proportion of children
in poverty.
National Indicator 116

http://www.hmrc.gov.uk/stats/personal-tax-
credits/child_poverty.htm

Definition: The proportion of children living in families in
receipt of out of work benefits or in receipt of tax credits
where their reported income is less than 60 per cent of
median income

Homelessness

Number of households
accepted and acceptances
rate per 1,000 households

http://www.communities.gov.uk/housing/housingresearch/ho
usingstatistics/housingstatisticsby/homelessnessstatistics/liv
etables/

Regional LA
http://www.communities.gov.uk/housing/housingresearch/ho
usingstatistics/housingstatisticsby/homelessnessstatistics/pu
blicationshomelessness/

Annual Mortgage &
Landlord Repossession
claims/orders

http://www.justice.gov.uk/publications/statistics-and-
data/civil-justice/mortgage-possession.htm
Quarterly and annual LAs 2003-2010

Fuel poverty statistics

Department of Energy and Climate Change

2003, 2006, 2008-9 will be provided annually in future at LA
level
http://www.decc.gov.uk/en/content/cms/statistics/fuelpov_sta
ts/fuelpov_stats.aspx

Admission episodes for
alcohol-attributable
conditions (previously
NI39)

http://www.lape.org.uk/natind.html
Annual trend 2002-03 to 2009-10. PCT & LA

EPAC prescribing data for
antidepressants, hypnotics
(used for insomnia) and
anxiolytics (anti-anxiety
drugs).

ePACT.net

http://www.nhsbsa.nhs.uk/PrescriptionServices/3230.aspx
Requires registration with prescription service
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Indicator

Available from

Mental health hospital
admissions

Mental Health Observatory, North East Public Health
Observatory

http://www.nepho.org.uk/mho/diagnosis

(Interactive atlas 2001-2006 only MHO No longer funded?)

Emergency Hospital
Admissions

The Information Centre for health and social care
Clinical and health outcomes knowledge base
http://www.nchod.nhs.uk/

Indirectly age standardised rates; All ages
Financial years 2002/03 to 2008/09 LA & PCT

Mortality for all cause
Direct Standardised Rate

www.nchod.nhs.uk

2007-2009 pooled data by LAs PCTs Counties

IMD

ONS Neighbourhood Statistics LAs 2007, 2010

% LSOAs in the 10% most
deprived IMD

PCT publications/analysts
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