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Health Inequalities relating to Cardiovascular Disease in Merthyr Tydfil





 
Introduction 
  Cardiovascular Disease (CVD) is the leading cause of death and major cause of disability rates in Wales (British Heart Foundation, 2018). It causes 26 per cent of mortality in wales, which is over 8,600 deaths per year, 2,500 of these deaths being under the age of 75 (British Heart Foundation Cymru, 2018). CVD is a term used to describe all diseases of the heart and circulation, such as: coronary heart disease; atrial fibrillation; heart failure; and stroke (British Heart Foundation Cymru, 2018). There are several lifestyle and medical factors that contribute towards developing CVD (British Heart Foundation Cymru, 2018). Diabetes is a medical factor that contributes towards CVD. Those with diabetes can double the risk of developing CVD and are almost twice as likely to die from heart disease or stroke as those without (British Heart Foundation Cymru, 2018). Another medical factor that contributes to CVD is hypertension, affecting one in five adults in Wales. Those living with hypertension are up to three times more likely to develop heart disease or suffer a stroke (British Heart Foundation Cymru, 2018). One of the biggest lifestyle factors of CVD is smoking. In Wales, around 5,500 smokers die from smoking-related causes per year, with 1,100 deaths caused by cardiovascular disease (British Heart Foundation Cymru, 2018). Secondly, poor diet and physical inactivity is also a lifestyle factor towards CVD. Around 46 per cent of adults in Wales do not reach the recommended physical activity requirements, and less than quarter of the population do not consume the recommended five portions of fruit and vegetables per day. As a result, it is estimated that 23 per cent of the population in Wales are obese, and more than one third are overweight. Other risk factors include: age; gender; family history; and ethnicity (Public Health Wales Observatory, 2012; British Heart Foundation Cymru, 2018).
  Gender and age are strongly related to CVD. Table 1. below shows the percentage of patients with coronary heart disease (CHD) on the GP registers in Wales (Public Health Wales Observatory, 2017). It is suggested that males are at higher risk of developing CVD, due to differences in psychosocial and behavioural coronary risk factors compared to females. These factors include: excessive alcohol consumption, smoking, stress, social isolation and exhaustion (Weidner, 2000). Table 1. demonstrates that a higher percentage of males develop CHD in all ages.


Table 1. – Percentages of patients with CHD in Wales
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(Public Health Wales Observatory, 2012).  

   As shown in table 1., the percentage of those with CHD significantly increases with age in both genders. Those aged 85 and over are at highest risk with around 29 per cent in males and 20 per cent in females. However, 2,495 adults under the age of 75 died in 2016/17 from CVD (British Heart Foundation Cymru, 2018). 
 The outcome of CVD is a good indicator of social inequalities in health as most of the medical and lifestyle risk factors are socially patterned (Scarborough, et al., 2010). There have been global social inequalities for several years, with higher mortality rates in more deprived areas than the less deprived (Black, et al., 1980). Public Health Wales Observatory, (2017) stated that CVD is associated with deprivation, with increasing rates of mortality in premature deaths (under 75) in the most deprived areas. For example, as shown in diagram 1., people living in the poorest areas of Wales are more likely to die of premature CVD, than those living in the richest (British Heart Foundation Cymru, 2018). These areas include: Blaenau Gwent; Merthyr Tydfil; Caerphilly; Rhondda Cynon Taf; Neath Port Talbot; Denbighshire; and Swansea (British Heart Foundation Cymru, 2018). 



Diagram 1. – Premature CVD death rates in each county in Wales
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(British Heart Foundation Cymru, 2018).
As seen below in Diagram 1., premature death rates in deprived areas are twice as high than the rates in the least deprived. Therefore, association between health and deprivation is clearly apparent. There are several contributors to poor health in deprived areas in Wales, including: employment status; income; education; health; community safety; geographical access to services; housing; and physical environment (Joseph Rowntree Foundation, 2018; Hywel Dda Key Population Statistics Summary, 2018). Due to these circumstances, those living in low-socio economic positions have a poorer risk factor profile, including increased risk of hypertension, and diabetes and tendency towards higher rates of smoking in comparison to those living in higher-socio economic positions (Public Health Wales Observatory, 2012). Individuals working in routine occupations are found to be twice as likely to say their health is ‘poor’ compared to individuals in higher managerial and professional occupations. It is also found that those living in low socio-economic groups are less likely to have good nutrition and are less likely to participate in regular exercise (Phillips, et al., 2010). 

  As stated by Marmot, et al. (2010), “Inequalities in health arise because of inequalities in society – in the condition in which people are born, grow, live, work and age”. The link between society and health is so close, that the vastness of health inequalities is good for progressing towards a fairer society (Marmot, et al., 2010). 

  The most current deprivation measure, and the one recommended for local use, is the Welsh Index of Multiple Deprivation (WIMD), created in 2011 at Lower Super Output Area Level (areas with a population of around 1,600) (Jones et al., 2013). For each local authority, the Deprivation Fifths were produced to rank all Lower Super Output Areas (LSOA’s) by grouping them into fifths, based on the WIMD. In relation to the whole of Wales, a relatively high proportion of areas in Merthyr Tydfil are among the 10 per cent most deprived areas in Wales scale (Public Health Wales Observatory, 2009). 

The following factors contribute towards the deprivation of Merthyr Tydfil.

Health and Well-Being in Merthyr Tydfil 
  Overall physical and mental health is closely linked to poverty. Those on lower incomes are more likely to experience poor physical and mental health. Those with disabilities or in poor health may also contribute towards low income as they find it harder to work (Joseph Rowntree Foundation, 2018).
  According to the Welsh Government (2014) male and female life expectancy in 2011-13 were much lower than the Welsh average. Cwm Taf Public Service Board (2017) found that 30 per cent of adults living in Merthyr Tydfil were reported to be obese in 2014-15 which is significantly higher than the Welsh average of 23 per cent. It was also reported that only 28 per cent of Merthyr Tydfil’s adult population reached the recommended five a day scheme, in comparison to the Welsh average of 32 per cent (Welsh Government, 2014; Our Cwm Taf, 2017). Likewise, Cwm Taf Public Service Board (2017) reported only 28 per cent of Merthyr Tydfil’s adult population met the recommended physical activity guideline, again, lower than the Welsh average of 31 per cent (Welsh Government, 2014). Similarly, 25 per cent of the adult population reported to being current smokers, which is higher than the Welsh average of 20 per cent (Welsh Government, 2014; Our Cwm Taf, 2017). As stated above, each of these factors contribute to the risk of CVD. The British Heart Foundation (BHF), (2017) found that the death rates for CVD in all ages in Merthyr Tydfil (322.5 per 100,000) is much greater than the death rate of higher socio-economic counties, such as The Vale of Glanmorgan (232.1 per 100,000). Similarly, the premature death rate in Merthyr Tydfil (103.8 per 100,000) is twice as high as for The Vale of Glanmorgan (53.0 per 100,000) (BHF, 2017). As shown in Table 2. below, Merthyr Tydfil had the most hospital admissions for CVD in all ages, per 100,000 in 2013-14 (Hywel Dda University Health Board, 2016)
Table 2. - CVD emergency hospital admissions for all ages, year 2013-14. 
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(Hywel Dda University Health Board, 2016)
  Data for mental well-being in Merthyr Tydfil was found to be lower than the Welsh Average (Welsh Government, 2014) indicating poorer mental health in this area. Practical implications are needed in place to improve the overall health and well-being of those living in Merthyr Tydfil. 
Economy in Merthyr Tydfil
Income poverty in Wales has dropped in the last 20 years, however, rates of poverty are still higher in Wales than in England, Scotland and Northan Ireland. It is estimated that a quarter of those living in Wales live in poverty, and the risk of poverty is also increasing for both working and workless households (Joseph Rowntree Foundation, 2018). In 2013, employment rate in Merthyr Tydfil was 63.3 per cent, the third lowest amongst all Welsh local authorities. (Welsh Government, 2014; Our Cwm Taf, 2017).
[image: ../Desktop/Screen%20Shot%202018-12-30%20at%2018.05.09.png]Graph 1. – Employment Rate of Merthyr Tydfil between 2001-13

(Welsh Government, 2014).
As shown in Graph 1., the employment rate had decreased in 2011, but has overall risen since 2011. However, the employment rate has stayed below the Welsh average between 2001-13 (Welsh Government, 2014; Our Cwm Taf, 2017). Joseph Rowntree (2018) states that the risk of poverty is much higher for people in households with no income from paid employment. In wales, it was estimated that 16 per cent of households were workless households in 2017. However, the level has decreased over the last 10 years (Joseph Rowntree Foundation, 2018).
  Currently in 2018, the average weekly earnings for those living in Merthyr Tydfil and working full time stand at £440.60. The Welsh average currently stands at £518.60, therefore, Merthyr Tydfil are below the average. However, the local authority did not always stand below the average. In 2013, earnings were above the Welsh average, it decreased in 2008 and remained below since with the gap widening each year (Welsh Government, 2014; Our Cwm Taf, 2017).  The percentage for those who are of working age and claiming job seakers allowance in Merthyr Tydfil in 2018 is 1.0 per cent, which is above the Welsh average of 0.8 per cent (Our Cwm Taf, 2017). 
Education in Merthyr Tydfil 
  Cwm Taf local authorities had also reported that 63 per cent of Merthyr Tydfil’s population felt safe walking in the area, and when traveling in 2016-17. The welsh average for feeling safe in the area is 73 per cent, therefore, Merthyr Tydfil is below the average (Our Cwm Taf, 2017). 
  The percentage of working adults with GSCE’s in Merthyr Tydfil is 59.4 per cent, which is significantly under the Welsh average of 74.1 per cent (Our Cwm Taf, 2017). Similarly, the percentage of working adults with a higher education certificate in Merthyr Tydfil is 22.7 per cent, considerably below the Welsh average of 35.1 per cent (Our Cwm Taf, 2017). In 2017, 16.4 per cent of working age adults are without any qualifications, however, the percentage has fallen over the years, yet remains above the Welsh average of 8.7 per cent (Our Cwm Taf, 2017). In 2014, the secondary school pupil attendance rate was 0.7 per cent below the Welsh average of 93.6 percent, and was ranked the fourth lowest rate out of all Welsh local authorities. However, overall the rate has risen since 1999 (Our Cwm Taf, 2017). Due to low a low percentage in attendance, the percentage of pupils achieving the core subject indicator at key stage 2 was 2 per cent below the Welsh average of 86.1 per cent in 2014, ranking thirs lowest in Wales (Our Cwm Taf, 2017).
Housing in Merthyr Tydfil 
  The biggest cost for most households is paying for housing, rent or mortgage. Affording and securing a decent home is a fundamental requirement, and can affect ones mental and physical health, relationships and access to education and work. Therefore, the cost of housing has a significant impact on people (Joseph Rowntreee Foundation, 2018).           
  Homelessness acceptances in Merthyr Tydfil has fluctuated above and below the Wales average between the years of 2001-13. However, in 2014 the homelessness rate decreased, remaining significantly under the Welsh average, ranking the fifth lowest of all local authorities in Wales (Welsh Governemnt, 2014). 
  As shown in table 3. below, the percentage of additional housing units delivered during the year that were classed as affordable per 10,000 households decreased substantially in 2013-14 to roughly 7 per cent which is under the Welsh average of roughly 17 per cent, making it the fourth lowest rate among Wales. 
Table 3. – Additional affordable housing provision rates in 2013-14
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(Welsh Government, 2014).
Community Safety
  In 2018, the total percentage of recorded crime rate of all offences recorded by the police per 1,000 people was 93.68 per cent, below the Welsh average of 74.41. The overall crime rate has dropped since the year 2002 to around 60 per cent in 2013. However, increased again by the year of 2018 (Welsh government, 2014; Our Cwm Taf, 2017).
  The rate of individuals referred for alcohol misuse in 2014 is considerably above the Welsh average. In total, 448 individuals in Merthyr Tydfil were referred to alcohol treatment services in 2014, the Welsh average was estimated at 260 people.  As shown in in Table 4., Merthyr Tydfil had the highest alcohol misuse rates of all authorities in Wales in the year 2013-14 (Welsh government, 2014; Our Cwm Taf, 2017). 
Table 4. – Rate of individuals referred to treatment for alcohol misuse, 2013-14
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(Welsh Government, 2014).
Reducing Health and Social Inequalities 
  The Marmot Review (2010) was created for people to take control over their own lives, in ways that will influence their own health, health behaviours and those of their families. The two aims of this review include: improving health and well-being for the whole population; and to reduce health inequalities. Marmot (2010) set two policy goals to achieve this goal:
1. Create an enabling society that maximises individual and community potential.
2. Ensure social justice, health and sustainability are at the heart of all policies.
[image: Screen%20Shot%202019-01-02%20at%2011.31.06.png]Figure 1. – Marmot’s Six Policy Recommendations 

(The Marmout Review, 2010)
To achieve these goals, Marmot, et al., (2010) created six policy recommendations:
Policy objective A – Give every child the best start in life.
  It is important to reduce health inequalities before birth, and through the early stages of life as a child. Reducing health inequalities at a young age means it is less likely that most children will develop poor health and behaviours. Therefore, the highest priority recommended is to give every child the best start in life. Ensuring a good start in live prevents lifelong effects on many aspects of health and well-being from obesity, CVD and mental health, to education and economic status (Marmot, et al. 2010).
  To reduce inequalities in early child development several policies were put in place, including Sure Start and the Healthy Child Programme. 

Policy Objective B – Enable all children, young people and adults to maximise their capabilities and have control over their lives. 
  Education inequalities affect physical and mental health, as well as income, employment and quality of life. Good education brings many advantages, and to reduce social and health inequalities it is essential to maintain focus on improving educational outcomes across the world (Marmot, et al. 2010). Marmot’s (2010) policy recommendations are put in place to reduce the social gradient in skills and qualifications, to ensure that schools, families and communities work together to reduce gradient in health and resilience of young people, and improve the access and use of learning facilities across the world. The policies include: Ensuring that reducing social inequalities in pupil outcomes is a strong priority; Prioritising to reduce social inequalities in life skills; and Increasing the access and use of quality learning opportunities across the country.

Policy Objective C – Create fair employment and good work for all.
  Good employment is linked to health, and conversely, unemployment contributes to poor health. Therefore, ensuring everyone gets into work is essential for reducing health inequalities. However, careers must be sustainable and offer a decent living wage. It must also be flexible to enable individuals to balance work and family life to prevent adverse working conditions that may damage health (Marmot, et al. 2010).
 Despite the Governments actions to change attitude towards progress in the employment of all social groups, the beginning of 2008 remained to show significant inequalities in different social groups’ experience of work (Equality and Human Rights Commission, 2010).
 To improve access to good careers Marmot, et al. (2010) created these policies for each authority to consider. These policies include: Prioritising active labouring market programmes to reduce long-term unemployment; Ensure public and private sector maintain equality guidance and legislation; Provide guidance on stress management and promote overall good health at work; and develop better security and flexibility in employment. 
 
Policy Objective D – Ensure a healthy standard of living for all.
  Insufficient amount of money leads a healthy life and is highly significant cause of health inequalities. As a society becomes wealthier, the income and resources considered to be sufficient also increase (Marmot, et al. 2010). However, despite the important steps made by the government to prevent child poverty, the percentage of those living in poverty in the UK remains high. The employment policy has helped, yet the UK benefit scheme remains inadequate. In 2012, the Universal Credit was introduced to simplify the benefits system and encourage people back in to employment, however, it has been the subject of many problems and delays during its implementation and has yet to prove its original aim (National Audit Report, 2018). There is a general agreement among stakeholders that the benefit changes are one of the problems behind the increase in poverty and homelessness in Wales (Alston, 2018). 
 The taxation system in the UK, direct and indirect tax, disadvantages those on lower incomes. Those who earn less money spend a large proportion of their wage on commodities that attract indirect taxes, resulting in overall tax, as a proportion of disposable income, is highest in the lowest quintile (Marmot, et al. 2010). 
  Marmot, et al., (2010) stated that the current benefit and tax system needed adjusting to strengthen incentives to work for those on a low income and to increase simplicity and certainty for families. The recommended policies that Marmot, et al., (2010) put in place are the following: Develop and implement standards for minimum income for healthy living; Remove ‘cliff edges’ for those moving in and out of work and improve flexibility of employment; and Review and implement systems of taxation, benefits, pensions and tax credits to provide a minimum income for healthy living standards and pathways for moving upwards. 
  On the other hand, the UK government at Westminster has implemented a period of austerity since 2010 and has severely cut back spending in public services. The Welsh Assembly has seen its block grant reduced and this in turn has meant less funding year-on-year to local government. Local authorities have therefore, in turn had to cut the services that they provide to local people (WLGA, 2017). 

Policy Objective E – Create and develop healthy and sustainable places and communities.
  Each community has physical and social characteristics, which enable and promote healthy behaviours and contribute towards social inequalities in health. Communities can determine an individual’s physical and mental health and well-being. However, there is an apparent social gradient in ‘healthy’ community characteristics (Marmot, et al. 2010). Improving the community capital and reducing social isolation across authorities can prevent risk of poor health through social support which is critical to physical and mental health (Marmot, et al. 2010). It is essential to assemble social capital at a local level to ensure that policies are retained by those most affected. To improve community inequalities, Marmot, et al., (2010) recommended these following policies: To prioritise policies interventions that reduce both health inequalities and mitigate climate change; Integrate the planning, transport, housing, environmental and health systems to address the social determinants of health in each locality; and support locally developed and evidence based community regeneration programmes. 
Policy Objective F – Strengthen the role and impact of ill-health prevention.
 An individual’s social gradient affects their health behaviours, including: smoking, obesity, physical inactivity and poor nutrition, which plays a role in the development of chronic diseases, including CVD. As stated above, investing in the earl years of a child is essential for preventing ill health later in life. Traditionally, the responsibility of preventing ill health lies in the NHS, however, it is essential that local authorities encourage important decisions to prevent ill-health in schools, work environment, at home, and in government services (Marmot, et al. 2010). The recommended policies advised by Marmot, et al., (2010) include: Prioritising investment in ill health prevention and health promotion across government departments to reduce the social gradient; Implement an evidence-based programme of ill health preventive interventions that are effective across the social gradient; To focus core efforts of the public health departments on interventions related to the social determinants of health proportionately across the gradient. 

Policies put in place in Merthyr Tydfil 
  Merthyr Tydfil County Borough council (MTCBC) put together a well-being statement in 2015 based on the Future Generations Act. The act was developed to improve economic, social, cultural and environmental well-being of Wales through setting seven well-being goals. The statement was put together to help secure an integrated and collaborative approach to achieving each of the seven well-being goals to improve all four pillars of well-being to those living and working in Merthyr Tydfil. The well-being objectives cover four main groups: 
1. Best Start to Life - Ensuring each child gets the best start in life and are equipped with the skills needed to be successful learners and confident individuals.
2.  Working Life – Developing the workforce of the future and developing the environment and infrastructure for business to flourish.
3.  Environmental Well-being – To protect, enhance and promote the natural environment, countryside, heritage and cultural assets.
4. Living Well – Develop a safer community, to enable good physical and mental health.
   The MTCBC receive quarterly monitoring reports which are reported to the Cabinet. The latest report was dated November 2018, when progress on the four objectives were reported upon and discussed. The decision was to continue to work on delivery of the objectives to meet the targets set for 18/19 financial year. The report also identified the problems of meeting these objectives in the context of the financial pressures on the council. It was decided to monitor, challenge and support the delivery of the well-being programme during the remainder of this financial year (Chapman, 2018). 

Policies set in Wales to prevent CVD
  The Welsh Government created a 5 year NHS plan, Together for Health, which sets out an ambitious programme for health and well-being in Wales. The programme sets out the overall population outcomes that need to be achieved, including improving better health for everyone and reduce inequalities in health (Welsh Government, 2016). To do so, reducing the impact of CVD on the lives of people in Wales will contribute towards a healthier Wales. The programmes vision for heart care is for: individuals of all ages to have a low as possible risk of developing CVD; and for Wales to have good incidence, mortality and survival rates for heart disease in comparison with the best in Europe (Welsh Government, 2016). The government found that good progress had been made in some areas. The Wales Heart Disease Implementation Group was introduced to ensure a more focused approach was achieved for the future. The new implementation group was introduced to encourage the local health boards and trusts to focus on further action to meet the standards set (Welsh Government, 2016). The plan was created to set better patient experience and outcomes, reducing health inequalities and variability in access to services. Each organisation is required to publish an annual report on heart sevices for the public of Wales to measure progress (Welsh Government, 2016).

Conclusion
  To conclude social inclusion is a matter of life and death, and affects the way people live. Currently, Merthyr Tydfil is under the Welsh average for all statistics that contribute towards making it a deprived area. Despite this statement, the statistics have improved over the years due to the policies put in place. However, not all objectives have been met due to the significant number of cuts to the county council, as is the situation with all other counties in Wales. 
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Figure 5.3: Additional affordable housing provision rate, 2013-14
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