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health inequities through primary care in
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but not limited to publications and other
dissemination activities.
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Audience for the report

There are several target audiences for this report, including all local, regional and national

organisations whose strategic objectives are to address health inequities through the
proportionate provision of primary health care services.

These include:

» Primary Care Practitioners, Primary Care Networks.

Health Education England; NHS Education for Scotland; Health Education and
Improvement Wales;

NHS England, NHS Scotland, NHS Wales, Department of Health Northern Ireland,

Independent policy units
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Executive summary

The reason we carried out

the FAIRSTEPS work

Health inequities are unjust and avoidable inequalities in health outcomes
within populations’. While the largest contributor to health inequalities come
from social determinants of health (income, housing etc.), around 20% is
amenable to high quality healthcare®. However, this is less available to those
that need it the most®. This ‘inverse care law’, described over 50 years ago,
but persisting today*, suggests that we need to make significant changes

in the way we plan and deliver services to reduce health inequity. The 2010
Marmot report argued that in order to tackle health inequities, services
should develop local interventions to fit their setting, informed by a set of
guiding principles®. A set of evidence informed principles should help ensure
additional investment of time and resources into developing interventions

has maximal impact.

Our aims

The FAIRSTEPS study aims to provide

a set of evidence informed principles

to guide the commission, design and
delivery of interventions in primary care

to address health inequities, along with

a set of practical examples, prioritised by
practitioners and patients, of interventions
that have been tried and tested. The
resulting framework is relevant for
providers and commissioners of education
and training and primary care services.
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What we did

We developed the FAIRSTEPS framework
using a mixed methods approach

that had three parts: an integrative

review of evidence®; a Delphi process

for understanding and prioritising
interventions with practitioners and
experts in the field’; and engagement with
individuals and communities with lived
experience of health inequities to ensure
that the work remained relevant to the real
world®.



Integrative review

The review used a systematic search for information about interventions in general
practice to reduce health inequities over the last 20 years. It integrated scientific
publications with relevant reports and policy documents. The review looked at what
interventions contained and how well they worked; it also examined what they tried to do
and how they tried to do it. The review had three outputs:

« Adescription of interventions according to what they contained, what they aimed to
do, how they aimed to do it, and why they expected it to work;

« A description of the barriers and facilitators to implementing interventions;

« Aset of intervention vignettes. These are short descriptions of interventions to reduce
health inequities - either taken directly from one report or composed of typical
components from a number of similar reports. These provided the material for both the
Delphi process and the iterative discussion with people with lived experience of health
inequities.

FAIRSTEPS Study 5
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Delphi Process

The Delphi process used a panel of experts to rank the vignettes in terms of usefulness
and ease of implementation’. The aim of the Delphi was to find those interventions that
were most useful to patients and which, with appropriate support and investment, could
be most easily implemented in general practice.

We used a three round Delphi process in which participants ranked vignettes of possible
interventions. Those completing all three rounds were predominantly general practitioners
(76%), but participants included practice management (19%) and other clinical
practitioners from urban or mixed urban/rural primary care settings. In the first round, all
participants scored each intervention vignette. In the second round, participants re-scored
the same vignettes but could see group scores from the first round. After the second
round, we removed vignettes that did not reach a consensus threshold on both usefulness
and ease of implementation ratings. The third round produced a final prioritised ranking

of the highest scoring vignettes. Before the first round of the Delphi, our lived experience
group discussed all of the vignettes to ensure they made sense and suggest modifications.
They also met to review the results of each round of the Delphi and contribute to
decision-making for the following round. We also had the process reviewed by our expert
stakeholder panel.

Involving people with lived experience

We worked with 8 individuals from the Deep End Sheffield Patient and Public involvement
group at all stages of the project to ensure that the suggestions for the Delphi process and
the findings at each stage of our methods were easy to understand and focused on the
needs of people in the real world®.

These methods are summarised in figure 1.
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Figure 1. Process of development of the FAIRSTEPS framework
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What we found

Review

The review included 68 scientific papers
and 20 other forms of report. From these
we produced 69 examples of interventions
designed to reduce health inequities

in general practice. We used these to
inform and develop the vignettes for

the Delphi process and patient panel.

At the end of the Delphi process, 28 of
the 69 intervention vignettes had met
our standards of usefulness and ease of
implementation. These are the FAIRSTEPS
prioritised interventions.

Very few of the interventions identified
from the review had been tested in
rigorous randomised controlled clinical
trials. This lack of testing is not surprising
as there is historically poor representation
of underserved populations and their
practitioners in research®. As the aim of
this research was not to make strong
recommendations for particular
interventions as a consistent way of
reducing health inequities (as assessed
by traditional hierarchies and grading

of evidence™), but rather to map and
prioritise different options available, this
lack of testing did not prevent us from
including studies. The Delphi process
and integration of patient perspectives
and topic experts were therefore the
essential components in developing a
credible framework.

8 | FAIRSTEPS Study

Many of the interventions we found
included some evidence of effectiveness.
Where this was accompanied by clear
description of plausible ways that the
intervention should work, we were able
to recommend key components that
should be included and contextualised in
any local interventions aiming to reduce
health inequities. We were also able to
review evidence on the important issues
that mean that underserved populations
are not able to receive high quality primary
healthcare.

We found that many interventions were
designed for a specific setting, patient
group, or type of service. Rather than
recommending that these be used in
settings different from those for which
they were designed, we recommend that
the principles that inform them should be
used within a structured framework for
building local interventions which reflect
local circumstances and local needs.



Examples of interventions

The interventions we found ranged from strengthening or adapting current general
practice to developing new services or partnerships with other groups such as charities
or businesses. Examples include providing regular targeted, accessible information

for underserved groups; ‘flagging’ individual records using standardised data coding
(SNOMED") to highlight a different approach to care is required and developing new
out-reach clinics with multidisciplinary teams.

Following the Delphi process, we were able to show how different interventions scored
for usefulness and ease of implementation. These ‘prioritised interventions’ - those
interventions that were considered most useful in addressing inequities of care and,

with appropriate strategy, support and investment, feasible to implement, from the
perspective of practitioners- are provided at the end of the framework with examples and
comments about the intervention from the lived experience patient panel.

g’
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The FAIRSTEPS framework

The FAIRSTEPS framework is unique in its
integration of evidence of theory and both
practitioner and patient perspectives.

This builds on both our comprehensive
review of primary care interventions and
why and how they may work, and our
Delphi survey of example interventions
scrutinised by practitioners and patients
for how useful and easy to implement they
would be in practice.

We recommend that developing a local
intervention should be a local process,
inclusive of as many local stakeholders as
possible. This co-creation is an overarching
principal within the framework and should
ensure that important local factors are
incorporated into the service re-design and
evaluation, and is an overarching principal
within the framework. Who is this service
for, who will deliver it and what are the

key outcomes of interest? This approach
reflects best practice in the iterative
development of complex interventions

to improve healthcare™. The resulting
intervention may be a simple change

to a structure or process, for instance

in one practice. It may also be a more
complex intervention involving a wider
group of stakeholders, across a network of

10 | FAIRSTEPS Study

practices, involving multi-agency working.
Whatever its form, plans should be agreed
by all stakeholders and specific actions
and components clearly described. Being
explicit about what is being proposed, and
who is responsible for the changes, should
make it easier to plan how the intervention
(and any associated investment) might

be evaluated, through changes in care
processes, outcomes, or wider impacts.

A collection of FAIRSTEPS interventions
prioritised by practitioners supplement
the framework, to signpost to particular
interventions to consider adapting to local
circumstances. Many of these examples
require strategic investment of resources
and time, but others are achievable
through simpler changes. The examples
provide commissioners with examples

of the sorts of interventions that, with
appropriate investment, might be delivered
by existing general practice providers,

and those that are better commissioned
separately, for example incorporating a
multiagency approach.



Developing a FAIRSTEPS intervention.

The framework supports organisations to develop their own FAIRSTEPS intervention for
locally identified health inequities and sensitive to local context. The following targeted
groups can use the framework:

e Training and education providers - to help build the content and form of any education
or training regarding health inequities and to inform learning outcomes

« Networks and practices - as a tool to co-create more effective primary care
interventions with stakeholders to maximise impact on addressing health inequities.

* Primary Care commissioners - to develop specifications for primary care or inclusion
health services with service users and their practitioners in a way that maximises
return on public investment.

FAIRSTEPS Study 1
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Using the framework

The FAIRSTEPS framework has four components, or steps,
outlined below and illustrated in figure 2 on page 20.

Step one - Define the groups experiencing the inequity.

This describes the nature of the inequity problem that has been identified and the patient
group(s) experiencing it. It will often be something identified locally, but could also be
something identified more broadly, or something required by healthcare commissioners
as a contractual requirement. In the latter case, it will ensure that any subsequent actions
taken are evidence informed and sensitive to local circumstances. In all situations, it is
best to describe clearly the characteristics of the patient group(s) that are experiencing
the inequity and why it is a current priority before going onto step two.

12 FAIRSTEPS Study
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Step two - Consider the issues.

This step asks users of the tool to consider each of the four key areas in turn:

+ access and engagement;

 structure and processes of services;

 patient experience;

 staff awareness and capability.

Though it is not necessary to identify something important in each area, we recommend
that users of the framework carefully consider each question together, and that time

is taken to hear different perspectives. Taking this time to consider how each area is
contributing to the inequity problem for different groups will ensure the intervention
developed is holistic and minimise any risk its effect will be limited by a missing ingredient.

The four areas are described in more detail below:

Access and engagement - this refers

to difficulties people face in accessing
services. It can include things like
location, scheduling, transport and
interpreter availability. It will also relate
to service capacity of existing provision.

Structures and processes - this refers
to ways in which current ways of
providing healthcare might contribute
to the inequity. For instance, it may

be more difficult for some groups of
people to use certain services or require
skills and confidence in negotiating
phone access and triage systems.
Issues identified might relate to the
focus and priorities of care delivery (i.e.
contractual requirements) or processes
of communication.

Patient experience - this refers to
public experience, and expectations,
of what services provide and how
they communicate. It includes how
much patients feel able to trust
their healthcare providers and how
understood they feel when receiving
services. One example might be the
responsiveness to particular patient
circumstances during registration
procedures.

Staff training and development - this
refers to identifying and addressing
specific issues with knowledge, skills
or attitudes of staff that may influence
inequities. This might include reviewing
the skill-mix of multi-disciplinary teams
or additional support or supervision.
Training might address knowledge
gaps relating to single issues or a

more general understanding of health
inequities. It comes last as, when
working through the framework, new
development needs maybe identified
that were previously unrecognised.
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Step three - Ensure key ingredients are included.

This step is critical. It incorporates the ingredients into the intervention that are most

likely to make it work. A summary of the ingredients found in the FAIRSTEPS study is shown
in table 1. Some relate to the issues identified and others relate to how the intervention
should be set up. Users will find these are more or less obviously matched to the inequity
problem being addressed. Given the issues discussed in step 2, users should reflect on
which ingredients should be prioritised for their intervention. They may identify other
ingredients not listed. Establishing a shared focus on building these ingredients into the
designed intervention should help to ensure that return on any investment is maximised.
The converse applies: without tending to these ingredients, the risk increases that resource
and investment is wasted.

We recommend users ask themselves the following questions to identify these ingredients.

e Which ingredients need prioritising to make it work?
¢ How should we be implementing the changes to make it work?

Writing down the answers and keeping them at the heart of any intervention design is a
critical step in using the framework.

14 FAIRSTEPS Study




Table 1- Examples of key ingredients that help make interventions work.

Active ingredients: general Active ingredients: implementation
Which need prioritising to make this How should we implement

intervention work? the intervention?

+ Access barriers + Collaboration

+ Anti-stigma interventions + Context-sensitive

+ Awareness of patient characteristics + Embed into existing processes

+ Building trusting relationships + Using facilitation

+ Care models + Flexibility in approach
+ Continuity of care « Participatory approach (co-design)
« Cultural sensitivity, + Partnership working

responsiveness & competency
+ Culture and language matching
- Equity oriented care
- Holistic care
+ Integrated care

- Patient-centred care
(non-judgemental)

- Social paediatric care

- Trauma informed care
(i.e. Adverse Childhood Experiences)

+ Health literacy

+ Income improvement

+ Interactions between different groups
+ Involvement & empowerment

+ Lifestyle questions

+ Multi-disciplinary consultations

+ Patient group appointments

+ Psychosocial interventions

FAIRSTEPS Study 15
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How and why?

The last part of step three involves considering how and why the intervention is expected
to work. Many interventions in the FAIRSTEPS study clearly described how they had been
planned in a particular way. These descriptions often referred to common ideas or theory
on the ways patients interact with healthcare, taking into account aspects relating to
both the patients and the service providers. Most commonly, these ideas were about
how individual attitudes and behaviours are shaped by their environment and the ways
in which these attitudes and behaviours can be changed. Less often, there were theories
about how interventions would change the way organisations worked more generally. The
theories we found are described simply in table 2.

We recommend users of the framework reflect on whether any of these ideas or theories
are relevant to what they are trying to achieve, and how they relate to the key ingredients
they have prioritised. Considering how you expect your intervention to change people’s
behaviour will also help identify the key ingredients that are likely to make the intervention
successful and transformative.

16 | FAIRSTEPS Study



Table 2 - Examples of theories about behaviour changes used in some interventions.

Changing behaviour | Theory description Theory name
General behaviour Behaviour can be altered through exploring a Motivational
change person’s thinking and motivation about their interviewing™
behaviour
A sense of autonomy, competence and Self-determination™

connectedness increase people’s motivation to
change behaviour

A person’s belief that any action will help achieve Self-efficacy®™

a desired goal determines their likelihood of taking

that action

A persons knowledge and understanding is Social cognitive theory™

created through interactions with the world

A person’s behaviour depends on their physical, Social ecology”
social and cultural world

Health behaviour Characteristics about a person and the way a Candidacy theory™
change service is provided affect a person’s sense of
eligibility for health care

What we think and do affects how we feel; what Cognitive behavioural
we feel affects how we think and behave theory™

A person’s sense of threat and their belief Health belief theory?°
they can do something about it drives health

behaviour

People use unhealthy methods to feel better Coping theory?®

and reduce stress when other methods are not

available

People perceive their own health in different ways | Self-perceived health

status??

Team behaviour For change to become more permanent, team Normalisation process
change members need to see sense in the changes, theory??

actively participate, work collectively and reflect

on the changes together as a team

Teams learn best when learning together, in a Small group learning®*

relaxed atmosphere, in small groups

Stigma and prejudice between groups can be Allport’s contact theory?®

reduced through creating interactions between

them
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Step four - Co-design the intervention

This is a local process, which follows on from the evidence-informed components
described above. It should reflect answers to the previous questions, involve service

users and all stakeholders. It should address the inequity problem identified. It should
reflect local context, resources and investment available. It should ensure key ingredients
identified are prioritised in its design. The FAIRSTEPS framework gives stakeholders
confidence their intervention is developed through an evidence-informed tool. The
FAIRSTEPS framework will also form the basis of an evaluation framework for the
intervention. In order to help users to think broadly about the possibilities we have collated
a list of the things that we found described in the FAIRSTEPS study review (Table 3).

Table 3 - A catalogue of the types of interventions found in the FAIRSTEPS review that
people had tried as interventions to address health inequities

A catalogue of interventions described in the FAIRSTEPS review

- Additional or longer + Group-based interventions + Professional support
appointments . Health checks networks
+ Advocacy with patients « Housing provision + Screening
+ Automated reminders « Income optimisation + Self-management
+ Capacity building - Organisational change - Signposting
- Case management « Outreach & Transport - Staff self-care
« Community engagement « Motivational interviewing - Staff training
+ Counselling and coaching « Multidisciplinary Team - Standardised coding of
« Employment advisors working patients from underserved
- Exercise - Participatory Action groups
. Extended hours Research (PAR) + Survey & Small groups
+ Financial incentives + Patient Education + Translation
+ Plan Do Study Act cycles - Compound activities
- more than one
intervention
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Whatever changes are decided, there should be a clear action plan, with shared agreement
of responsibilities and timelines. Being explicit about what is being proposed and how

it will address the inequity can inform plans about how the impact of the intervention
might be measured by changes in care processes, outcomes and impact. These plans
might reflect the issues identified and how the changes will mitigate them, as well as more
formal health outcomes (e.g. blood pressure). Ongoing audit and evaluation should be built
in from the outset.

The FAIRSTEPS prioritised interventions are those interventions found in the FAIRSTEPS
evidence review that were prioritised by practitioners and the public during the FAIRSTEPS
Delphi study as most likely to have impact at the frontline. They act as a further signpost
to interventions that might be adapted to users’local circumstances and are provided as a
supplement to the framework. Table 4 provides an illustration of the framework in action.

Summary

The FAIRSTEPS framework provides an evidence informed tool for developing locally
sensitive interventions targeted at addressing health inequity through primary care. The
framework takes users through a considered, step-by-step, process of intervention design
for primary care service development and training & education. The framework is flexible
to employ across a wide range of provider contexts and can be used to develop new
interventions or refresh existing services.

It collates evidence available on the sorts of issues that need to be addressed, the key
ingredients that will make interventions to address them more likely to be successful, and
the types of interventions others have tried.

The FAIRSTEPS framework does not provide the definitive prescription for how to address
any particular health inequity identified. Instead, it gives its users an evidence informed
tool to develop or commission something that they can be confident should address

the issues they have identified in an effective way. As the delivery of any FAIRSTEPS
intervention is likely to require additional investment, the framework provides a method to
target investment for those who wish to address the inverse care law through primary care.
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FAIRSTEPS prioritised interventions

We present below the intervention vignettes that were prioritised in the
FAIRSTEPS Delphi survey by primary care practitioners. Out of the 69
descriptions presented in the survey, those shown here met our criteria for
being considered most useful and, with the right strategic investment of time
and resources, easier to implement.

They are presented according to the three primary audiences for the Delphi findings.

 Training and education providers - to help build the content and form of any education
or training regarding health inequities and to inform learning outcomes

« Networks and practices - as a tool to co-create more effective primary care
interventions with stakeholders to maximise impact on addressing health inequities.

» Primary Care commissioners - to develop specifications for primary care or inclusion
health services with service users in a way that maximises return on public investment.

22 FAIRSTEPS Study



Training and education providers (figure 3)

FAIRSTEPS training and education interventions can inform strategy for national and
regional bodies responsible for training the future NHS workforce (Higher Education
Institutions, Health Education England and NHS Education for Scotland) who want to
develop socially accountable curricula. These interventions target equipping the future
workforce to the particular challenges of working with underserved groups through
learning at various stages of their training. In general, earlier is better than later and
engaged, experiential learning activities are considered most useful. The prioritised
interventions also suggest that, with appropriate resourcing, practitioners serving
underserved groups have the appetite to engage with training and supervision.

Should
Shadowing days for involve Structured
GP specialty trainees the whole postgraduate training
with community . programmes for GP
groups supporting practlce specialty trainees in
Online learning underserved areas underserved areas

modules for primary
care practitioners on
healthcare needs of
underserved groups Good if resources

limited, face

to face may be

better Team staff- training session in
practicing equity-oriented care
(including wellbeing and team
resilience)

Community placements for
healthcare students with
community groups and GPs in
underserved areas

Positive for
community
and medical

Health screening for
new migrants from
healthcare students
with links to primary become an

care & community inferior service

support. (run by students)

Make sure doesn’t
students

-awin win

Series of blended-
learning sessions for
staff, focusing on one
particular undeserved
group Would be good to
use role-plays to
help learning

Ease of implementation

Useful Very Useful

Figure 3. Prioritised examples of actions to address health inequity for training and
education providers with summaries of comments from study patient group.
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Primary care providers (figure 4)

FAIRSTEPS interventions for primary care providers tend to fall into three groups. There are
interventions, which practices could adapt independently, through altering their systems
and processes of care. There are more collaborative interventions involving others such

as patient groups, charity or community groups (potentially provided across a connected
network of practices). There is a smaller group of targeted interventions to help patients
support their own wellbeing.

Fantastic,
Networks and Practices really
important
Systematic flagging ‘SAFE Surgery’ initiative ensuring
of patient records to migrants and other groups are
identify those who may aware that care is available

be vulnerable to inequities without ID and interpreters are
in health prevention (e.g. available if required .
cancer screening)

Multi-lingual promotion of
cancer screening for non-
. . English speakers including
Link with computer prompts for

local charities practitioners to signpost
Group health coaching

appointments for

opportunity to have

Weekly weight loss group screening tests

coaching programmes
targeted at people with low Ensure easy
incomes access

underserved groups to Targeted wellbeing Easy pathways to mental
improve risk factors and and housing advice and health support targeted
c manage chronic conditions support for domestic at at-risk individuals in
o violence victims and vulnerable groups (e.g.
.'g vulnerable families homeless, socially isolated)
+J X .
S Very important. Group educational Locally led volunteer Welfare advisors on hand
£ Ensure sessions on cancer buddying service to provide to assist with benefits for
. screening for women support and accompany patient and carers on low-
%_ prOfe,ss::nal from underserved isolated people from income, including drafting
= oversight. groups with childcare, underserved groups to letters and appeals.
- food and the appointments
o
Q
7]
(4]
[37]

Useful Very Useful

Figure 4. Prioritised examples of actions to address health inequity for primary care
providers with summaries of comments from study patient group.
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Primary care commissioners (figure 5)

This group of interventions contains the largest number of prioritised interventions.

We hope it helps commissioners of primary care services to identify where and when

to target investment at networks or practices or at specialised commissioned services.
The interventions comprise three main groups. There are interventions that require
targeted investment to enhance generalist care through current primary care. There are
interventions that make access to current services easier for underserved groups and
there are interventions that describe new specialised inclusion health services that would
need commissioning separately from general primary medical care services.

Primary Care Commissioners

Ease of implementation

NHS
fragmentation

is confusing

A well-being diary
and access to
health records to
enable adults with
learning difficulty to
better engage with
health-care services

Would empower

more women to
improve their
health

Weekly sessions
with female physio
for women from
underserved groups
(e.g. migrants) to
support activity and
targeted exercises

Useful

Support for isolated

elderly patients
from underserved
groups in accessing
healthcare
appointments

and engaging

with community
resources

A great idea

but should be

widened out
a bit more

Ensure person
can be trusted

by community

Support for
health-care
appointments

for people from
underserved groups
with transport
difficulties, using
local community
groups and taxi
companies

Mobile health-van
with facilities for
blood tests,

X-ray and ultrasound
equipment to
provide services
to inclusion
health groups (e.g.
homeless)

Long-term would

be preventative and

resource saving

Local health
champion(s) liaising
with practices about
community priorities
and sharing information
e.g. about screening
and prevention.

Very welcome.
Partner with

ongoing projects

Mobile health unit
for inclusion health

groups with care

from multidisciplinary
team, support from

drug & alcohol
services and for
basic needs

Specialised primary
healthcare centre
giving care and harm
reduction measures
for inclusion health
groups (drug users/sex
workers)

Funded programme
of extended
consultations for
patients with complex
needs, supported

by multi-disciplinary
team meetings.

Practice registration
programme for
homeless people
through outreach
clinical programme to
identify and manage
healthcare needs

Multidisciplinary
health & social case-
management for
vulnerable people
who are homeless,
isolated or have
severe mental health
problems.

Funded two-

year programme

for extended
consultations for
practices registering
new refugee and
asylum seekers with
additional needs

Vitally important.

Very Useful

Figure 5. Prioritised examples of actions to address health inequity for primary care

commissioners with summaries of comments from study patient group.

This report and more detail about the FAIRSTEPS study, including the results of the
integrative review, the Delphi study, the patient participation work-stream and prioritised

interventions can be found in the full report at https://figshare.shef.ac.uk/
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