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Abstract

Background: Socio-economic deprivation is a key determinant for health. In England, the Index
of Multiple Deprivation (IMD) is a widely used composite measure of deprivation. However,
little is known about its spatial clustering or persistence across time.

Methods: Data for overall IMD and its health domain were analysed for 2004-2015 at a low
geographical area (average of 1500 people). Levels and temporal changes were spatially
visualised for the whole of England and its 10 administrative regions. Spatial clustering was
guantified using Moran’s /, correlations over time were quantified using Pearson’s p.

Results: Between 2004 and 2015 we observed a strong persistence for both overall (p=0.94)
and health-related deprivation (p=0.92). At the regional level, small changes were observed
over time, but with areas slowly regressing towards the mean. However, for the North East,
North West and Yorkshire, where health-related deprivation was the highest, the decreasing
trend in health-related deprivation reversed and we noticed increases in 2015. Results did not
support our hypothesis of increasing spatial clustering over time. However, marked regional
variability was observed in both aggregate deprivation outcomes. The lowest autocorrelation
was seen in the North East and changed very little over time, while the South East had the
highest autocorrelation at all time points.

Conclusions: Overall and health-related deprivation patterns persisted in England, with large
and unchanging health inequalities between the North and the South. The spatial aspect of
deprivation can inform the targeting of health and social care interventions, particularly in
areas with high levels of deprivation clustering.

Keywords: England; deprivation; Index of Multiple Deprivation; IMD; clustering; spatial;
persistence; north; south.
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What is already known on the subject

e Socio-economic deprivation is a key determinant of health.
e However, very little is known about the spatial clustering of English deprivation or its
persistence across time.

OCoONOOOPR~WN =

e The Index of Multiple Deprivation (IMD) is a comprehensive aggregate measure
11 incorporating seven domains of deprivation. The IMD can provide insight on relative
12 changes in deprivation over time at the regional level.

14 What this study adds

15 e Between 2004 and 2015, overall and health-related deprivation in England strongly
persisted at a low geographical area level.

18 e For the North of England, where health-related deprivation was the highest, the
decreasing trend in health-related deprivation was reversed by 2015.

21 e Spatial clustering for both overall and health-related deprivation appears to have
decreased over time, with some exceptions in 2015.

24 e Spatial aspects of deprivation can inform more effective organisation of health
services and the targeting of health or social interventions, particularly in areas where

27 there are high levels of deprivation clustering.
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Introduction

The impact on health of socio-economic deprivation — for example, lower levels of income,
wealth and education — is well established. At the area level, greater deprivation is associated
with worse clinical outcomes,1 2 higher comorbidity IeveIs,3 * and lower levels of healthcare
access and utilisation.” ® Higher individual-level socio-economic deprivation has been linked to
poorer health for secondary school students in New Zealand,’ higher oral-health-related
hospitalisation rates in Australia,® poorer self-reported health in Germany and the US,’ *° worse
perinatal outcomes in France,'! and higher all-cause and cause-specific mortality in England and

Wales.*?

Socio-economic deprivation is often found to be a more powerful determinant of health
outcomes than medical care.” In US studies, only 10-15% of preventable mortality has been
estimated to be attributed to medical care.™ In England, performance of primary care practices
on a range of quality of care indicators was not found to be associated with all-cause or cause-
specific mortality,”> whereas local area deprivation was the strongest measured predictor.'
This highlights the importance of socio-economic deprivation, and the need for accurate and
valid measurement to inform policies to address its health impacts.

A major challenge is developing measures that reliably quantify deprivation. Despite
international interest, most countries have been slow to create comprehensive deprivation

17 18

indices; for example, composite indices have only recently been proposed in Canada, and

the US has yet to develop its own alternative.™®

In England, the first widely used composite
measure of material deprivation, the Townsend Index, was created in the 1980s, incorporating
four indicator variables derived from decennial Census data (unemployment, non-car
ownership, non-home ownership and household crowding).21 A similar measure, the Carstairs

2

Index, was compiled for Scotland, 22 and New Zealand developed its own census-based

aggregate measure of deprivation.23

In England, a more comprehensive measure, the Index of Multiple Deprivation (IMD), was
developed in the 2000s incorporating routine administrative data covering a wider range of
indicators (a total of 37 in 2004).24 Iterations of the index have been reported for 2004,%,
2007,26 2010,27 and 2015.% The current measure guantifies relative deprivation across seven
domains, known collectively as the English Indices of Deprivation (income, employment,
education and skills, health and disability, crime, barriers to housing and services, and living
environment), using an area-based model at a low geography (average of 1500 people)

29
l.

although it was originally developed for a higher level.”” The overall IMD is calculated as a

weighted mean across the seven domains, with income and employment deprivation given the
largest weight (22.5% each), followed by health and education deprivation (13.5% each), and

4
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with the other three domains given equal weights (9.3%). English epidemiological studies
routinely incorporate the index or individual component domains.

Despite the clinical importance of the English Indices of Deprivation, some aspects remain
under-researched. The first is the spatial nature of deprivation, i.e. how clustered it is. The
second is the longitudinal trends of clustering and regional deprivation (although the IMD is
standardised in each time point and thus does not allow for investigating absolute change,*>?
it is possible to assess relative changes over time). And the third is the persistence of
deprivation over time. All three are important to help guide the organisation of health care
services and to target social and health interventions. In this study we longitudinally and
spatially describe health-related (i.e. the health and disability domains) and overall deprivation
in England (the IMD). We hypothesised that between 2004 and 2015, and especially after the
2008 financial crisis, spatial autocorrelation for deprivation would increase, indicating
increasing spatial clustering of both poverty and wealth. We also quantify the longitudinal and
spatial properties of deprivation within each of 10 administrative English regions and make
comparisons across them. Finally, we quantify the persistence of deprivation over the study
period.

Methods

English Indices of Deprivation

Details about the subdomains included in each domain are provided in Table 1. For each
domain, the subdomains are normalised on ranking and then standardised, before factor
analysis is used to inform on the weighting of each subdomain. Therefore, the subdomain
weighting varies over time while the domain weighting does not. The health deprivation
domain aggregates information on years of potential life lost, illness and disability, acute
morbidity and mood and anxiety disorders. Their respective weights in 2015 were 0.244, 0.287,
0.254 and 0.216. The years these indicators cover also vary due to data availability and other
reasons. For 2015 for example, years of potential life lost was based on 2008-2012 calendar
year data, illness and disability on 2013 calendar year data, acute morbidity on 2011/12-
2012/13 financial year data and mood and anxiety disorders on 2012-2013 calendar year data.

Given the normalisation and standardisation of the subdomains, the aggregate measures, i.e.
overall IMD and each of the seven domains, are relative and cannot account for longitudinal
improvement or deterioration at the country level. However, longitudinal analyses can still
inform on distributional changes in the aggregate measures over time. Deprivation scores are
calculated and assigned to very low UK geographical units. Although small changes to the
indices have been implemented over time, comparability has been maintained since the

5

https://mc.manuscriptcentral.com/jech



OCoONOOOPR~WN =

Journal of Epidemiology & Community Health

methods used are the same and no major changes have been considered necessary.? Separate
deprivation measures exist for other UK countries, with varying degrees of similarity to the
English IMD.

Lower Super Output Areas

The low geographical units to which the indices of deprivation are assigned are called lower
super output areas (LSOAs) and they are designed to contain around 1500 inhabitants, on
average. To roughly comply with this size-based definition, they can change following a
decennial census. Thus, following the 2011 census, English LSOAs were re-organised into
32,844 units (from 32,482 after the 2001 census) to better reflect population changes, mainly
increases.®® Nevertheless only 2.5% of English LSOAs merged, split or underwent a more
complicated change.?* Census-adjusted population estimates over time and for each English
LSOA were obtained from the Office of National Statistics.*
estimates we observed that mean LSOA size was 1654 inhabitants (median: 1595; 1°* centile

Using the 2015 population

1102; 99" centile 2926). Since pre-2011 deprivation indices were only reported using 2001
LSOAs we created a weighted means algorithm to assign them to 2011 LSOAs and allow a
seamless comparison over time. Spatial coordinates for the 2011 LSOAs were obtained from the

.3 We used digital vector boundaries generalised to 20 meters and

ONS open geography porta
clipped to the coastline to reduce size and improve visualisation. Finally, LSOAs were organised
into 10 regions to allow for comparisons within England, based on the 2006 restructuring of
Strategic Health Authorities: North East, North West, Yorkshire & the Humber, East Midlands,

West Midlands, East of England, London, South East Coast, South Central and South West.>

Analyses

Deprivation outcomes of interest were overall and health-related IMD, in 2004, 2007, 2010 and
2015. We also analysed the fourth health-related IMD domains separately: years of potential
life lost, illness and disability, acute morbidity and mood and anxiety disorders. Outcomes and
their temporal changes were visualised using spatial maps for all of England and each of the 10
regions.

Spatial autocorrelation, or correlation in a signal among nearby locations in space, was
assessed and quantified using Moran’s 138 This measure accounts for the multi-dimensional and
multi-directional nature of spatial autocorrelation, and can identify the presence or not of
deprivation clusters. A higher value than the one expected under a random spatial pattern
would indicate that deprived areas are clustered together and hence a deprived LSOA is more
likely to have deprived LSOAs as bordering or close neighbours (and similarly for affluent
LSOAs), with a value of 1 indicating perfect spatial correlation. We compared the values for
Moran’s | in the four time points to assess whether existing spatial autocorrelation for

6
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deprivation in 2004 has changed over time. An increasing value for Moran’s | would indicate an
increase in deprivation-related spatial segregation. The measure was calculated for the whole
of England and each of the 10 regions, to allow for within-England comparisons.

Pairwise correlations across the four time points were computed (Pearson’s rho) to quantify the
persistency of area deprivation. Pairwise correlations between overall and health-related IMD
but also across health-related IMD subdomains were computed, to assess whether the two
main outcomes and the subdomains are different enough to justify reporting on all. To visualise
and compare temporal changes in the average deprivation levels between the 10 English
regions, we plotted population weighted boxplots for each of the two main outcomes and the
health subdomains. Analyses were executed with Stata v14.1 and R v3.3.1. Due of the size of
the dataset, effectively the whole of England, statistical significance is irrelevant; any
comparison would be statistically significant and thus we focus on effects sizes wherever
possible.

Results

Both overall and health-related deprivation was strongly correlated at all time points, indicating
small changes over time. Pearson’s rho remained above 0.94 for overall deprivation (2004 vs
2007: p = 0.98; 2004 vs 2010: p = 0.97; 2004 vs 2015: p = 0.94) and 0.92 for health-related
deprivation (2004 vs 2007: p = 0.97; 2004 vs 2010: p = 0.93; 2004 vs 2015:p = 0.92).
Correlation between overall and health-related IMD was strong, as anticipated, but the
strength somewhat deteriorated over time from p = 0.88 in 2004 to p = 0.84 in 2015. As
expected, subdomains of the health-specific deprivation were strongly correlated with overall
deprivation, with the lowest values observed for mood and anxiety disorders vs acute morbidity
(p = 0.57 in 2004 and p = 0.63 in 2015) and the highest for years of potential life lost vs the
comparative illness and disability ratio (o = 0.79 in 2004 and 2015).

Spatial maps were plotted for the whole of England and each region, for all years and each
deprivation outcome (overall IMD and health-related IMD and its four subdomains). We
present overall deprivation for 2015 and the whole of England in the main paper (Figure 1), and
for health-related deprivation in Appendix 2 (Supplemental Figure Al). Longitudinal spatial
maps for all other regions and the whole of England are provided in Appendices 1a to 1f, while
a longitudinal spatial map for London which allows for visual comparisons over time is
presented in Appendix 2 (Supplemental Figure A2).

Temporal changes of deprivation for English regions are presented in Figure 2. Although
changes over time are small, areas appear to be very slowly converging towards the English

7
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average for both overall and health-related deprivation. However, for the three northern
regions where health-related deprivation was the highest (North-East, North West and
Yorkshire & the Humber) the decreasing trend between 2004 and 2010 seems to have been
reversed and we observed increases in 2015. The findings are similar across all four health
subdomains (Appendix 2, Supplemental Figures A3 and A4).

Spatial autocorrelation results did not support our original hypothesis of increasing spatial
clustering over time (Figure 3). Across the whole of England and for overall deprivation,
Moran’s | was 0.0972 in 2004 (95% Cl: 0.0970, 0.0974) but by 2015 it had linearly dropped to
0.0686 (95% Cl: 0.0683, 0.0688), indicating a reduction is spatial autocorrelation and clustering.
However, the picture was different for health deprivation where spatial autocorrelation was
higher at a level of 0.1725 in 2004 (95% Cl: 0.1723, 0.1728), dropped to 0.1490 in 2007 (95% ClI:
0.1488, 0.1493) and remained relatively stable thereafter (0.1450 in 2010, 95%Cl: 0.1448,
0.1453; 0.1505 in 2015, 95%Cl: 0.1503, 0.1508). In addition, the levels and trends of spatial
autocorrelation were not consistent across the health deprivation subdomains. For years of
potential life lost, autocorrelation was relatively stable between 2004 and 2010, but
moderately increased in 2015. Spatial autocorrelation was higher for the comparative illness
and disability ratio, but it deteriorated over time and in 2015 it was lower than was observed
for years of potential life lost. Acute morbidity autocorrelation remained stable over time,
although a small increase was seen for 2015. Finally, autocorrelation for mood and anxiety
disorders has changed little over time and was the highest observed in 2015. Overall, regarding
the health IMD subdomains, spatial clustering appears to be increasing for years of potential
life lost and acute morbidity (Figure 3).

Marked regional variability was observed in the two aggregate deprivation outcomes, both for
2004 spatial autocorrelation levels and for their changes over time (Figure 4). The lowest
autocorrelation was seen in the North East and it has changed very little over time, while the
South East had the highest autocorrelation at all time points although it reduced over time. For
the East of England and the South Central coast, autocorrelation for overall deprivation and
especially health related deprivation increased in 2015, in contrast to the trends for the rest of
the country. Regional variation in autocorrelation was also observed for the health deprivation
subdomains (Appendix 2, Supplemental Figures A5 and A6). The smallest regional variation was
seen for years of potential life lost, with the South East reporting the highest levels and the
North East reporting the lowest. Changes over time were small for this subdomain, but trends
also varied by region. For the comparative illness and disability ratio, regional variability was
also modest and the general decreasing trend was seen in all regions, while the South East and
South West had consistently the highest level and the North East the lowest. For the other two
subdomains, acute morbidity and mood and anxiety disorders, regional changes in
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autocorrelation over time are more unstable, with the East of England and the South Central
demonstrating high levels of autocorrelation.

Discussion

From 2004 to 2015, overall and health-related deprivation strongly persisted at the LSOA level.
Regional changes over time were modest for overall deprivation, with regional levels
converging towards the English average. However, the picture was different for health-related
deprivation (and within each of its four subdomains: years of potential life lost, illness and
disability, acute morbidity, and mood and anxiety disorders), with significant national
heterogeneity observed and levels consistently higher in the North East and North West, and
regional differences persisting over time. Our findings do not provide evidence of increasing
clustering for overall deprivation, with autocorrelation for overall deprivation declining over
time for the whole of England and each of its 10 regions, with some exceptions in 2015. Despite
this overall decreasing trend, regional variation in overall deprivation autocorrelation was
observed, with deprivation in the South coast appearing much more clustered than the North,
particularly the North East.

For health-related deprivation, levels of autocorrelation were consistently higher than what
was observed for overall deprivation, especially for the South coast. However, clustering levels
of health-related deprivation for the whole of England remained broadly the same since 2007,
with some regional variation of, primarily decreasing, trends. Different autocorrelation trends
were observed for the subdomains, with clustering increases for years of potential life lost and
acute morbidity.

Strengths and limitations of the study

This large longitudinal study that used data for the whole of England (53 million people in
2011), to investigate spatial and longitudinal patterns of overall and health-related deprivation.
To our knowledge, it is the first study of its kind to provide an insight into the temporal
persistence of deprivation and it’s clustering.

However, some limitations exist. First, there have been some minor changes in the underlying
indicators of deprivation over time, which might have influenced our estimates. However, the
trends we observe persist between 2007 and 2010 when there were no changes to the
measures, while the health deprivation domain has remained unchanged across the whole time
period. Second, the IMD and each of each domains are normalised and standardised at each
time point, hence the measure cannot account for longitudinal improvement or deterioration
at the country level,*® only for relative regional changes. Third, there are varying levels of lag in

9
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the underlying indicators included in each IMD version (for example data from 2012-13 used for
the 2015 IMD), but there is no data overlap across them. Fourth, it is possible that analyses at
the LSOA level are masking the relative deprivation trends in smaller and extremely deprived
communities.* Finally, there was a boundary change following the 2011 census which may
have affected our findings,*' but only 2.5% of LSOAs were affected while we developed an
algorithm to make reasonable population weighted based estimates for these localities,
depending on whether they merged, split or another change occurred.

Findings

Overcoming material and health deprivation is a global challenge. Neighbourhood connectivity
has been shown to be important, both in terms of the housing market and the labour market.*?
However, a lack of connectivity does not fully explain deprivation, which poses a diverse
challenge, a fact that needs to be taken into account by policy interventions. The very high
persistence of neighbourhood deprivation over the 11-year study period (2004 to 2015),
relative to the rest of England, was expected but is nevertheless of concern and highlights the
need for more social interventions to tackle inequality and social mobility in England.

The social inequality gap for the North of England, and how it compares to the South, is well
known,*® although our results for overall deprivation indicate it has been slowly closing. In the
context of a universal healthcare provider, the National Health Service, persistent deprivation
plays an important role in premature mortality in England,* ** but it does not fully explain the
persistently higher levels of all-cause mortality in the North,*® which has recently increased at
an alarming rate for those aged 25-44.*” Although health selective migration is likely to be a
factor,” and it is likely to influence inequalities by age,* we found that levels of health-related
deprivation were consistently higher in the North, not only in premature mortality but also
illness and disability, acute morbidity (hospital admissions), and mood and anxiety disorders.

Despite the longitudinal persistence of overall deprivation, the spatial clustering of
neighbourhood deprivation appears to have slowly decreased over time, although large
regional variation was observed both in levels of clustering and their changes. For most regions,
this reducing trend plateaued after 2010, possibly as a consequence of the 2008 financial crisis,
with London and the South East the notable exceptions. This pattern may be related to
gentrification projects, which have aimed to regenerate deprived inner city neighbourhoods.*
Gentrification is a controversial and still debated practice, accused of displacement, segregation
and social polarisation,®® while too often the regeneration agenda is not inclusive.>

High levels of spatial clustering for health-related deprivation would have implications for the
planning of health services and interventions, since they would imply a non-uniform
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distribution of need across a region with hotspots of high levels of morbidity. To address such
spatial health inequality, services may need to be redesigned to take this factor into account.”®
For example, general practices may be incentivised to re-locate within such hotspots, and
targeted interventions may need to be prioritised in these areas. Similarly, infrastructure and
regeneration spending needs to be inclusive and weighted towards the health-deprivation
hotspots, rather than uniform. For the South of England we observed modest levels of
clustering, which even increased for the South Central region.

The regional clustering of health-related deprivation (and its levels) will be affected by external
economic migration, which varies greatly across regions.54. On average, external migrants are
likely to be more materially deprived than English-born residents but with better health, at
least initially.>® The age structure of the population will also play an important role, and the
population in the North of England is older.”’

Conclusions

Socio-economic deprivation is a key determinant of health. In order to improve population
health, policy makers need to not only invest in health care, but also — and perhaps more
importantly — to address material and educational inequalities. The time-lag between effective
policy intervention and reductions in inequality highlights the need for urgent action. We found
that from 2004 to 2015, overall and health-related deprivation patterns persisted in England at
a low geographical level. In terms of relative deprivation comparisons, regional levels of overall
deprivation appear to be slowly converging to the mean over time. However, regional variation
of health-related deprivation changed little, highlighting large and unchanging health
inequalities between the North and the South of England. Although this variation can be
partially explained by population differences, more needs to be done to address the issue.

Over time, the clustering of overall deprivation, and to a smaller extent of health-related
deprivation, decreased, with the regional trends demonstrating high heterogeneity. This
decrease and the underlying causes need to be better understood. The spatial aspect of
deprivation is often overlooked, but it can provide vital information for the effective
organisation of health services and targeting of health or social interventions. This is particularly
important for areas such as the South coast of England, where there are high levels of
clustering.

11

https://mc.manuscriptcentral.com/jech



OCoONOOOPR~WN =

Journal of Epidemiology & Community Health

Acknowledgments

We would like to thank the Office of National Statistics for the wealth of information they have
collected and systematically organised, which made this study possible.

Declaration of competing interests

MRC Health eResearch Centre Grant MR/K006665/1 supported the time and facilities of EK and
IB. No other relationships or activities that could appear to have influenced the submitted
work.

Authorship & contributorship

EK designed the study, extracted the data from all sources, performed the analyses and drafted
the manuscript. MM, HvM, AMR, DA, IB and TD critically edited the manuscript.

EK is the guarantor of this work and, as such, had full access to all the data in the study and
takes responsibility for the integrity of the data and the accuracy of the data analysis.

Data sharing

The data used in this study are freely available and the authors are willing to share in an
organised and cleaned final dataset.

12

https://mc.manuscriptcentral.com/jech

Page 12 of 29



Page 13 of 29 Journal of Epidemiology & Community Health

”
2

3

4 References

3 1. Pickett KE, Pearl M. Multilevel analyses of neighbourhood socioeconomic context and health
? outcomes: a critical review. J Epidemiol Commun H 2001;55(2):111-22. doi: DOI

8 10.1136/jech.55.2.111

9 2. Stafford M, Marmot M. Neighbourhood deprivation and health: does it affect us all equally?
10 Int J Epidemiol 2003;32(3):357-66. doi: 10.1093/ije/dyg084

1; 3. Barnett K, Mercer SW, Norbury M, et al. Epidemiology of multimorbidity and implications for
13 health care, research, and medical education: a cross-sectional study. Lancet

14 2012;380(9836):37-43. doi: 10.1016/50140-6736(12)60240-2

15 4. Charlton J, Rudisill C, Bhattarai N, et al. Impact of deprivation on occurrence, outcomes and
1? health care costs of people with multiple morbidity. J Health Serv Res Po

18 2013;18(4):215-23. doi: 10.1177/1355819613493772

19 5. LaVeist TA, Gaskin D, Richard P. Estimating the Economic Burden of Racial Health Inequalities
20 in the United States. Int J Health Serv 2011;41(2):231-38. doi: 10.2190/HS.41.2.c

g; 6. Franks P, Muennig P, Lubetkin E, et al. The burden of disease associated with being African-
23 American in the United States and the contribution of socio-economic status. Soc Sci

24 Med 2006;62(10):2469-78. doi: 10.1016/j.socscimed.2005.10.035

25 7. Denny S, Lewycka S, Utter J, et al. The association between socioeconomic deprivation and
gg secondary school students' health: findings from a latent class analysis of a national

o8 adolescent health survey. Int J Equity Health 2016;15 doi: ARTN 109

29 10.1186/s12939-016-0398-5

30 8. Kruger E, Tennant M. Socioeconomic disadvantage and oral-health-related hospital

g; admissions: a 10-year analysis. BDJ Open 2016;2:16004. doi: 10.1038/bdjopen.2016.4
33 9. Voigtlander S, Berger U, Razum O. The impact of regional and neighbourhood deprivation on
34 physical health in Germany: a multilevel study. BMC Public Health 2010;10(1) doi:

35 10.1186/1471-2458-10-403

gg 10. Subramanyam M, Kawachi I, Berkman L, et al. Relative deprivation in income and self-rated
38 health in the United States. Soc Sci Med 2009;69(3):327-34. doi:

39 10.1016/j.socscimed.2009.06.008

j? 11. Henrotin JB, Vaissiere M, Etaix M, et al. Deprivation, occupational hazards and perinatal

49 outcomes in pregnant workers. Occup Med (Lond) 2017;67(1):44-51. doi:

43 10.1093/occmed/kqw148

44 12. Romeri E, Baker A, Griffiths C. Mortality by deprivation and cause of death in England and
jg Wales, 1999-2003. Stroke (cerebrovascular diseases) 2006;60:169.

47 13. Braveman P, Gottlieb L. The Social Determinants of Health: It's Time to Consider the Causes
48 of the Causes. Public Health Rep 2014;129:19-31.

49 14. McGinnis JM, Williams-Russo P, Knickman JR. The case for more active policy attention to
g? health promotion. Health Affair 2002;21(2):78-93. doi: DOI 10.1377/hlthaff.21.2.78

52 15. Ryan AM, Krinsky S, Kontopantelis E, et al. Long-term evidence for the effect of pay-for-

53 performance in primary care on mortality in the UK: a population study. Lancet

gg 2016;388(10041):268-74. doi: 10.1016/50140-6736(16)00276-2

56

57

58

o 13

https://mc.manuscriptcentral.com/jech



OCoONOOOPR~WN =

Journal of Epidemiology & Community Health Page 14 of 29

16. Kontopantelis E, Springate DA, Ashworth M, et al. Investigating the relationship between
quality of primary care and premature mortality in England: a spatial whole-population
study. Bmj-Brit Med J 2015;350 doi: ARTN h904

10.1136/bmj.h904

17. Pampalon R, Hamel D, Gamache P, et al. A deprivation index for health planning in Canada.
Chronic Dis Can 2009;29(4):178-91.

18. Chan E, Serrano J, Chen L, et al. Development of a Canadian socioeconomic status index for
the study of health outcomes related to environmental pollution. BMC Public Health
2015;15:714. doi: 10.1186/512889-015-1992-y

19. Phillips RL, Liaw W, Crampton P, et al. How Other Countries Use Deprivation Indices-And
Why The United States Desperately Needs One. Health Affair 2016;35(11):1991-98. doi:
10.1377/hlthaff.2016.0709

20. Eibner C, Sturm R. US-based indices of area-level deprivation: Results from HealthCare for
Communities. Soc Sci Med 2006;62(2):348-59. doi: 10.1016/j.socscimed.2005.06.017

21. Townsend P. Deprivation. J Soc Policy 1987;16:125-46.

22. Carstairs VDL, Morris R. Deprivation and health in Scotland1991.

23. Salmond CE, Crampton P. Development of New Zealand's Deprivation Index (NZDep) and Its
Uptake as a National Policy Tool. Can J Public Health 2012;103(8):57-S11.

24. Noble M, Wright G, Smith G, et al. Measuring multiple deprivation at the small-area level.
Environ Plann A 2006;38(1):169-85. doi: 10.1068/a37168

25. Communities and Local Government. The English Indices of Deprivation 2004 (revised):
Department for Communities and Local Government, 2004.

26. Communities and Local Government. The English Indices of Deprivation 2007: Technical
Report: Department for Communities and Local Government, 2008.

27. Communities and Local Government. The English Indices of Deprivation 2010: Technical
Report: Department for Communities and Local Government, 2011.

28. Communities and Local Government. The English Indices of Deprivation 2015: Technical
Report: Department for Communities and Local Government, 2015.

29. Noble M, Smith G, Penhale B, et al. Measuring multiple deprivation at the small area level:
the indices of deprivation 2000. Regeneration research summary 2000;37

30. Norman P. Identifying Change Over Time in Small Area Socio-Economic Deprivation. Applied
Spatial Analysis and Policy 2010;3(2):107-38. doi: 10.1007/s12061-009-9036-6

31. Norman P. The Changing Geography of Deprivation in Britain, 1971 to 2011 and Beyond.
2016

32. Norman P. Demographic and Deprivation Change in the UK. In: Stillwell J, Norman P,
Thomas C, et al., eds. Spatial and Social Disparities: Understanding Population Trends
and Processes: volume 2. Dordrecht: Springer Netherlands 2010:17-35.

33. Office for National Statistics. Changes to Output Areas and Super Output Areas in England
and Wales, 2001 to 2011, 2012:13.

34. Office for National Statistics. Lower Layer Super Output Area (2001) to Lower Layer Super
Output Area (2011) to Local Authority District (2011) Lookup in England and Wales
[Available from:
http://geoportal.statistics.gov.uk/datasets/6d3b1fc88b284a9bb9d4827530b16da4 020
16.

14

https://mc.manuscriptcentral.com/jech



Page 15 of 29 Journal of Epidemiology & Community Health

”
2

Z 35. Office for National Statistics. Super Output Area mid-year population estimates for England
5 and Wales, Mid-2011 (Census Based) [Available from:

6 http://www.ons.gov.uk/ons/publications/re-reference-tables.html?edition=tcm%3A77-
7 2856292016.

g 36. Office for National Statistics. Open Geography Portal [Available from:

10 http://geoportal.statistics.gov.uk/2016.

11 37. Department of Health. Strategic Health Authority Configurations 2006 [Available from:

12 https://web.archive.org/web/20070205232558/http://www.dh.gov.uk/assetRoot/04/1
- 3/37/60/04133760.pdf.

15 38. Moran PAP. Notes on Continuous Stochastic Phenomena. Biometrika 1950;37(1-2):17-23.
16 doi: Doi 10.2307/2332142

1; 39. Norman P, Darlington-Pollock F. The Changing Geography of Deprivation in Great Britain:
19 Exploiting Small Area Census Data, 1971 to 2011. 2017

20 40. Exeter D, Flowerdew R, Boyle P. Policy implications of pockets of deprivation in Scotland.

21 GIS Evid Based Policy Making 2007;95

gg 41. Norman P, Rees P, Boyle P. Achieving data compatibility over space and time: creating

54 consistent geographical zones. Population, Space and Place 2003;9(5):365-86.

o5 42. Rae A, Hamilton R, Crisp R, et al. Overcoming deprivation and disconnection in UK cities:

26 Joseph Rowntree Foundation 2016.

g; 43. Doran T, Drever F, Whitehead M. Is there a north-south divide in social class inequalities in
o9 health in Great Britain? Cross sectional study using data from the 2001 census. Brit Med
30 J2004;328(7447):1043-45. doi: DOI 10.1136/bmj.328.7447.1043

31 44. Norman P, Boyle P, Exeter D, et al. Rising premature mortality in the UK's persistently

gg deprived areas: Only a Scottish phenomenon? Soc Sci Med 2011;73(11):1575-84. doi:

34 10.1016/j.socscimed.2011.09.034

35 45, Exeter DJ, Boyle PJ, Norman P. Deprivation (im)mobility and cause-specific premature

36 mortality in Scotland. Soc Sci Med 2011;72(3):389-97. doi:

gg 10.1016/j.socscimed.2010.10.009

39 46. Hacking JM, Muller S, Buchan IE. Trends in mortality from 1965 to 2008 across the English
40 north-south divide: comparative observational study. Brit Med J 2011;342 doi: ARTN

41 d508

fé 10.1136/bm;j.d508

44 47. Buchan IE, Kontopantelis E, Sperrin M, et al. North-South disparities in English

45 mortality1965-2015: longitudinal population study. J Epidemiol Community Health

46 2017;71(9):928-36. doi: 10.1136/jech-2017-209195 [published Online First: 2017/08/10]
jg 48. Connolly S, O'Reilly D, Rosato M. Increasing inequalities in health: Is it an artefact caused by
49 the selective movement of people? Soc Sci Med 2007;64(10):2008-15. doi:

50 10.1016/j.socscimed.2007.02.021

51 49. Norman P, Boyle P. Are health inequalities between differently deprived areas evident at
gg different ages? A longitudinal study of census records in England and Wales, 1991-2001.
54 Health Place 2014;26:88-93. doi: 10.1016/j.healthplace.2013.12.010

55 50. Lees L. A reappraisal of gentrification: towards a 'geography of gentrification'. Prog Hum

gg Geog 2000;24(3):389-408. doi: Doi 10.1191/030913200701540483

58

o 15

https://mc.manuscriptcentral.com/jech



OCoONOOOPR~WN =

Journal of Epidemiology & Community Health

51. Lees L. Gentrification and Social Mixing: Towards an Inclusive Urban Renaissance? Urban
Stud 2008;45(12):2449-70. doi: 10.1177/0042098008097099

52. Atkinson R. The evidence on the impact of gentrification: new lessons for the urban
renaissance? International Journal of Housing Policy 2004;4(1):107-31. doi:
10.1080/1461671042000215479

53. Lorant V, Thomas |, Deliege D, et al. Deprivation and mortality: the implications of spatial
autocorrelation for health resources allocation. Soc Sci Med 2001;53(12):1711-19. doi:
Doi 10.1016/50277-9536(00)00456-1

54. Rienzo C, Vargas-Silva C. Migrants in the UK: An Overview. Migration Observatory Briefing,
2016.

55. Rechel B, Mladovsky P, Ingleby D, et al. Migration and health in an increasingly diverse
Europe. Lancet 2013;381(9873):1235-45. doi: 10.1016/50140-6736(12)62086-8

16

https://mc.manuscriptcentral.com/jech

Page 16 of 29



Page 17 of 29

OCoONOOOPR~WN =

Journal of Epidemiology & Community Health

Table 1: Index of multiple deprivation domains, 2015*

Domain (weight)

Subdomains

Income (22.5%)

Adults and children in Income Support families

Adults and children in income-based Jobseeker’s Allowance families

Adults and children in income-based Employment and Support Allowance families
Adults and children in Pension Credit (Guarantee) families

Adults and children in Child Tax Credit and Working Tax Credit families, below 60%
median income not already counted

Asylum seekers in England in receipt of subsistence support, accommodation
support, or both

Employment

Claimants of Jobseeker’s Allowance, aged 18-59/64

(22.5%) e Claimants of Employment and Support Allowance, aged 18-59/64
e (Claimants of Incapacity Benefit, aged 18-59/64
e (Claimants of Severe Disablement Allowance, aged 18-59/64
e Claimants of Carer’s Allowance, aged 18-59/64
Health and e Years of potential life lost: age/sex standardised measure of premature death

disability (13.5%)

Comparative illness and disability ratio: age/sex standardised morbidity/disability
ratio

Acute morbidity: age/sex standardised rate of emergency admission to hospital
Mood and anxiety disorders: composite score based on the rate of adults suffering
from mood and anxiety disorders, hospital episodes data, suicide mortality data
and health benefits data

Education, Skills
& Training
(13.5%)

Key stage 2 attainment: average points score

Key stage 4 attainment: average points score
Secondary school absence

Staying on in education post 16

Entry to higher education

Adults with no or low qualifications, aged 25-59/64
English language proficiency, aged 25-59/64

Crime (9.3%)

Recorded crime rates for: Violence; Burglary; Theft; Criminal damage

Barriers to
Housing &
Services (9.3%)

Road distance to: post office; primary school; general store / supermarket; GP
surgery

Household overcrowding

Homelessness

Housing affordability

Living
Environment
(9.3%)

Housing in poor condition
Houses without central heating
Air quality

Road traffic accidents

*Details available in the 2015 technical report of the English Indices of Deprivation ®
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Figure 1: Overall deprivation for England, 2015

Figure 2: Overall (top) and health-related (bottom) deprivation for English regions, over time
Figure 3: Spatial autocorrelation with Moran’s | for deprivation domains and subdomains, for the whole of England over time

Figure 4: Spatial autocorrelation with Moran’s | for overall (top) and health-related (bottom) deprivation by region, over time
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Online Appendix 2 for “Geographical epidemiology of health and overall deprivation in England, its
changes and persistence from 2004 to 2015: a longitudinal spatial study”

Figure Al: Health-related deprivation for England, 2015
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Figure A2: Overall (top) and health-related (bottom) deprivation for Greater London, over time

London, overall deprivation
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Figure A3: Health-related deprivation subdomains for English regions, over time (1 of 2)
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Figure A4: Health-related deprivation subdomains for English regions, over time (2 of 2)
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Figure A5: Spatial autocorrelation with Moran’s | for years of potential life lost (top) and the comparative illness and disability

ratio (bottom), by region and over time
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Figure A6: Spatial autocorrelation with Moran’s | for acute morbidity (top) and mood and anxiety disorders (bottom), by
region and over time
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