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Preface

This report has been written by Sarah Morgan Publrc Health Registrar, with
oversight from Angeline Walker, Public Health Consultant, as part of their role
providing Public Health expertise to the natlonal Hepatobrllary & Pancreas Clinical
Reference Group (CRG). .

The report is intended to provrde the CRG wrth an overvrew of sub- populatrons
adversely impacted by liver drsease and where Consrderatlon could be given to
modify services to address mequahtres It does not represent an official policy

position of the CRG ' < . ‘

Any enquiries rega'rdrng this ’rjublication sn,ddld be sent to: TBC
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Key Messages

e The burden of liver disease in England is increasing

o Overall, liver disease mortality and morbidity are increasing

o Several risk factors for liver disease are showing harmful trends
¢ The burden of liver disease is uneven across the population of England

o There are inequalities in risk factors marbidity, and mortality from liver
disease ,

o There are specific groups wrthm the populatlon who face this greater
burden

= Those who live in more deprived areas are particularly
affected. However, deprivation doesn't fully explain the greatest
burden seen across the population, particularly for certain
conditions such as non-alcoholic fatty liver disease (NAFLD)
and viral hepatitis. Local areas should look at their data and
populations to understand local patterns. Implementation of the
NHS England and NHS lmprovement‘ ‘Core20PLUS5’
r approach to support the reductlon of health inequalities could
_be beneficial in this respect.

= Men experience worse premature mortality, but not in all local
~_areas and some nsk factors such as obesity are higher in
. women ,

=  There are rnequalmes in certain geographical areas including
the north of England and coastal populations

= There are inequalities in certain vulnerable groups, including
- people who inject drugs (PWID)

e Services may not eouitably match the burden of liver disease or it’s risk
factors

o This includes a geographical mismatch between the location of
services and greatest need

o It also includes considerations around other factors that hinder access
beyond geographical location

= Many people with liver disease may have multiple health, social
and economic issues and therefore find accessing services in
general difficult.
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= Tailoring services to known vulnerable populations, such as
seen in Hepatitis C services, may help address wider access
issues.

NORTHERN ENGLAND
tends to have significantly
worse liver disease and
death than southern regions
and there is a
GEOGRAPHICAL MISMATCH
between the location of
services and greatest need.

The MOST gx&mzvgaw e a

areas have 4 times e P e

the rate of premature e R e e
Paaobd e g BTy

liver deaths than the
least deprived areas.

Liver ﬁ“‘%ﬁ’;ﬁw B mﬁm’*

MEN HAVE DOUBLE
the hospital
admission rates for
_ alcoholic liver disease §
aaz}mm%@ to fema?ea;

5 | Health inequalities stocktake — liver disease

WITN7273002_0005



Introduction

Health inequalities are unjust differences in health and wellbeing between different
communities which are systematic and avoidable. Healthcare is only one of many
factors that influences health. The social and economic environment may have a
bigger impact. The NHS Long Term Plan' calls for strengér NHS action on health
inequalities, for reasons of fairness and to |mprove outcomes. As the Long Term
Plan states ‘While we cannot treat our way out of rnequalltles the NHS can ensure
that action to drive down health rnequalrtres is central to everythrng we do™.

This report presents the findings of a heal‘fh‘ inequalities stocktaké“"i’n relation to liver
disease for the national Hepatobrhary & Pancreas Cllmcal Reference Group (CRG).
It aims to help the CRG better understand whrch sub populat:ons are adversely
impacted by liver disease across the whola of the pathway, and where
consideration could be given to modify services to addréfs_s;inequalities. There are
over 100 diseases_qffthﬁé:liyer, affecting at Ieaﬁstfz million people in the UK. Some
diseases of the liver progressy to need specialised services for liver, biliary and
pancreatic medicine and surgery, such as acute liver failure, complicated chronic
liver disease, complrcated vnral hepatltrs or cancers of the liver, pancreas, and
blhary tree. Liver condltlons that progress to need specialised services typically start
with a cpmmon set of,nsk factors and a common pathway of liver damage.

Liver dxsease often develops sﬂently with no signs or symptoms until serious
complications of develop. Lrver blood tests have been the mainstay of liver disease
identification and are chec;,ked in both primary and secondary care to exclude liver
disease. However, d‘\épéﬁnding on the specific liver condition, these may not be a
reliable marker of the present or severity of liver disease with the result that many
patients with liver disease are not identified until they have developed significant
liver damage. British Society of Gastroenterology (BSG) have developed guidelines
to help guide investigation and referral in symptomatic and asymptomatic patients
following blood tests or a clinical concern®. It is unclear if national guidelines
diagnostic tests, and exemplar pathways have become normalized and part of

1 The NHS Long Term Plan 2019

2The NHS Long Term Plan 2019 Quote P41 paragraph 2.27

3 Newsome PN et al (2018). Guidelines on the management of abnormal liver blood tests.Gut;67:6-19. and
Appendix
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general practice in liver disease management across the UK*. This health
inequalities stocktake necessarily considers determinates such as disease risk
factors and the role of other services.

There are many ways to define health inequalities. This stocktake has used the
PHE Health Equity Assessment Tool framework® and considered:

e the nine protected characteristics of the E‘qUaﬁ:'rc‘yV!EAQt 2010,

e socio-economic differences,

e geographic factors

e and being part of a vulne:r‘aplekor IncIQéiSn Health group®.
Health inequalities may be driver‘ijby:s” .

e Different expeﬁeﬁcés and imbécts of ‘they;;'wyider determinants of health or
structural factors For example the environment, community life, income,

and housing.

° leferent exposure to ooczal economic, and environmental stressors and
‘ }ffadvers:tles L ‘

° leferences in health behavuours or other risk factors between groups, for
example smoking, alcohol consumption, diet, and physical activity levels
have different. somal d|str|butlons Health behaviours may be influenced by
wider determmants of health, like income.

e Unequal access to, or experience of, health and other services between
social groups.

NHS England and NHS Improvement launched the ‘Core20PLUS57 approach in
2021 to support the reduction of health inequalities at both national and local

4 Jarvis H et al (2021). Engagement with community liver disease management across the UK: a cross-
sectional survey. BIGP Open

5 PHE 2020. Health Equity Assessment Tool (HEAT)

5 Inclusion health groups include: ethnic minority communities, coastal communities, people with multi-
morbidities, protected characteristic groups, people experiencing homelessness, drug and alcohol
dependence, vulnerable migrants, Gypsy, Roma and Traveller communities, sex workers, people in contact
with the justice system, victims of modern slavery and other socially excluded groups.

7 NHS England and NHS Improvement. Core20PLUSS — An approach to reducing health inequalities.
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system levels. Although liver disease is not one of the ‘5’ focus clinical areas
requiring accelerated improvement, the approach defines a target population cohort
— the ‘Core20PLUS’. The ‘Core20’ is the most deprived 20% of the national
population as identified by the national Index of Multiple Deprivation (IMD). The
‘PLUS’ are the population groups experiencing poorer than average health access,
experience and/or outcomes, but not captured in the ‘Core20’ alone. This stocktake
can help outline these ‘Core20PIlus’ populations in relation to liver disease.

A secondary aim of this stocktake has been to developﬁafn approach to assessing
and identifying health inequalities relating to a partlcu]ar disease or condition which
could be adopted by other CRGs within the Internal Medicine National Programmes
of Care. - N

Methodology

The stocktake has used the PHE s Health Equnty Assessment Tool (HEAT) as a
framework®.

Available data and evidence on liver dlsease and risk factors were mapped with the
help of NHS and OHID (formerly PHE) colleagues to sdentlfy and obtain the most
relevant mformatlon

A review of CRG servrce specmcatlons was undertaken to identify health
mequahtles which had aIready been estab ished and action underway to address
health mequalxttes .

FoHowmg the data mappmg and document review, the questions that the HEAT tool
poses were answered whxch forms the basis of this report. The questions
considered were: -

1. Which populations face the biggest health inequalities?
a. Socio-economic status or geographic deprivation
b. Inclusion health and vulnerable groups

c. Experience related to protected characteristics

8 PHE 2020. Health Equity Assessment Tool (HEAT)
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2. Causes of inequalities
a. What are the potential drivers for these inequalities?
b. Which wider determinants are influential?
c. Which health behaviours play a role?
d. Role of service quality, access and take up
3. Our ability to address inequalities ’
a. Which of these can we directly,eerrtrel?
b. Which can we influence? |

c. Which are out of our control? <

4. Potential effects of speciatiqs'ttivver services'eri health inequalities? (positively
or negatively) < . .

Scope

This health mequalmes stocktake has taken a poputatxon health focus on liver
disease as a whole, rather than focussmg spemfcally on specialist liver services. It
consnders how w1der determmants rlsk factors and the health service affect liver
disease within the populatxon As a pubhc health approach has been used, data on
actlvrty or cost of serVIces for people with liver disease has not been included,
unless reported within publlc health datasets and publications.
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Distribution of health

An increasing burden

Main findings from the Liver Disease Profile Updates November 2021 and
January 2022

Premature mortality from all major causes of liver disease increased in 2020. The
2020 single-year rate for males was 26.4 per 100,000 population aged under 75, for
females it was 15.1 per 100,000 population aged under 75.

Deprivation remains an influential factor on liver disease mortality and hospital
admissions for liver disease, with those living in the most deprived areas being more
adversely affected.

There are highly significant geographical differences in all cause liver disease
mortality with, in general, but not exclusively, rates being higher in the North of
England

Rates of premature liver disease deaths across local authority areas are generally
much higher in males than females, however, in 7 local authority areas the rate
experienced by females is higher than males.

91% of the additional deaths from liver disease (as underlying cause) were alcohol
related.

Rates of admission to hospital where the primary diagnosis was liver disease
significantly decreased from 143.6 per 100,000 population in the financial year ending
2020 to 124.7 per 100,000 population in the financial year ending 2021 (the first full
year of the COVID-19 pandemic)

At a regional level, overall rates of liver disease admissions to hospital remain highest
in the north of England with the North East having the highest rate

Across the county and unitary authority (UA) areas (sometimes referred to as upper
tier local authorities (UTLA)) there is a 4-fold difference between the rate of
admissions for liver disease for the financial year ending 2021.

Rates of admission to hospital for alcohol-related liver disease (alcoholic liver
disease) in the financial year ending 2021 were the highest in a decade (45.5 per
100,000 population, a count of 24,516 admissions)
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Liver disease continues to claim more lives each year. Chronic liver disease is one
of the main causes of premature death for men and women aged under 75 years. It
ranks in the top 5 causes of death for males aged 20 to 64 and females aged 35 to
64.° As many people with liver disease die in working-age, liver disease impacts
beyond the individual and family to the wider economy.

The burden of liver disease on health services has grown over the last decade,
despite a fall in the rate of overall admission of liver dlsease in the most recent year
of data, 2021 (Figure 1).

Figure 1: Hospital admission rates for liver dlsease per 100 OOO population,
England, 2010/11 to 2020/2170
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Rates of hospital admission for alcohol-related liver disease continued to climb in
2021, being significantly higher than they were in the financial year ending 2020
and the highest for a decade (Figure 2).

% Health Profile for England: 2021
0ffice for Health Improvement and Disparities Fingertips.Liver Disease Profiles
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Figure 2: Hospital admission rates for alcoholic liver disease'", per 100,000
population, England, 2010/11 to 2020/21"?
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e |s Iargely preventable WhllSt the preventable under 75
mortahty rates for cancer and cardlovascular disease have fallen over the past
decade, the under 75 preventable mortahty rate’ from liver disease has stayed flat,
suggestmg more could be done to tackle preventable deaths from liver disease.

Chronic liver disea

Underlying risk factors and their trends

Liver disease is almost entirely preventable with the major risk factors: alcohol,
obesity and Hepatitis B and C accounting for up to 90% of cases. These risk factors
can contribute to multiple different causes of liver deaths. Alcohol stands out,

11 Data and figures taken directly from the Fingertips liver disease profile have replicated their use of the
term ‘alcoholic liver disease’ (consistent with ICD10 code K70), rather than the term alcohol-related liver
disease

12 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles

13 Deaths are considered preventable if, in the light of the understanding of the determinants of health at the
time of death, all or most deaths from the underlying cause (subject to age limits if appropriate) could mainly
be avoided through effective public health and primary prevention interventions. Office for Health
Improvement and Disparities Fingertips Public Health Profiles
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however, as deaths coded as alcoholic liver disease represented the largest share
of all liver deaths in 2020 (Figure 3).

Figure 3: Causes of liver deaths in England 2015 - 2020, based on ONS data'
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¢ Alcohol.

The prevalence of ‘increasing and higher risk’ drinkers has increased in 2020/2021
above pre-pandemic levels. Alcohol-specific mortality increased by around 20% in
2020, which was an acceleration of the already increasing trend, driven mainly by
increases in liver disease mortality. The increase in alcohol-related liver disease
mortality during 2020 has been linked to increased alcohol consumption among
heavy drinkers who were already at risk of liver failure'. Internationally, among

14 ONS data for all age deaths in England coded as K70-K77 diseases of liver and B15-19, C22, 181, I85 (these
being the codes used by OHID for number of deaths from liver disease in Fingertips liver disease profiles).
T86.4 omitted as unavailable. Extracted from Nomis (a service provided by the Office for National Statistics)
15 Health Profile for England: 2021
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nine other developed countries,'® England had the highest rate of male morbidity
for alcohol use in 2019.

¢ Obesity

England has high rates of adult obesity when compared with many other high
income countries'” and the long-term trend is increasihé;”it is estimated to have
increased from 24.8% in 2011 to 28.0% in 201913§‘,;;'The: proportion is consistently
slightly higher in females than males (29.1% compared with 27.0% in 2019)°.
Childhood obesity is also increasing. The National Child Mea‘surement
Programme?° reports obesity prevalence‘in children aged 4 5‘ﬁ(‘reception year) has
increased from 9.9% in 2019/20 to 14.4% in 2020/21 ‘Among children aged 10 and
11, obesity prevalence has mcreased from 21 O% in 2019/20 to 25.5% in 2020/21.
Boys have a higher obesity prevalence than grrls for both age groups.

e Viral Hepatitis B and C

The incidence of abute Hepatitis B is low in"E:ngland:" but the contribution of
Hepatitis B infection to the burden of liver disease is increasing. Globally the
prevalence of Hepatltrs B is hlgher ina number of countries and in most impacted
regror he African region, there is up to ’10% prevalence of hepatitis B infection
among the general populatron21 Country of birth and ethnicity are relevant factors

to consrder when consrdenng heatth rnequahtres and liver disease in relation to
Hepatitis B in the UK therefore (see table on protected characteristics for more
detail.) The incidence rate ef Hepatitis C can reflect local disease burden or testing
practice. \

Around one-quarter of all liver disease cases in the UK are due to hepatitis
infections. During 2020, the rate of premature mortality from Hepatitis B related
end-stage liver disease/hepatocellular carcinoma increased (though not
significantly) compared to 2019. In 2020 there were 82 deaths, a rate of 0.16 per
100,000 population aged under 75. This compares to 2019 where there were 67

6 The G7 (USA, Canada, Japan, France, ltaly, Germany, UK) and the 2 other European Union nations with a
population greater than 35 million - Spain and Poland. Global Burden of Disease Collaborative Network.
Global Burden of Disease Study 2019

7 Health Profile for England: 2021

18 Health Profile for England: 2021

18 Health Profile for England: 2021

20 NHS Digital. National Child Measurement Programme, England 2020/21 School Year.

2L \WHO 2021 Global progress report on HIV, viral hepatitis and sexually transmitted infections.
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deaths, a rate of 0.13 per 100,000 population aged under 75 in 2019. During 2020,
rates of premature deaths from Hepatitis C related end-stage liver disease or liver
cancer decreased (though not significantly) compared to 2019. In 2020 there were
237 deaths, a rate of 0.46 per 100,000 population aged under 75. This compares to
2019 where there were 243 deaths, a rate of 0.47 per 100,000 population aged
under 75. Since 2016 the count of deaths (336) have reduced by 29%?22.

Hepatitis B vaccination coverage decreased in the finaﬁibiél year beginning 2020
with 32 local authorities with 100% coverage compared to 48 in 2019/20.

The impact of COVID-19

Due to the timing of updates to public héalth data sets, informa”tioen and trends
reported in this stocktake may not fully reflect the |mpact of COVID-19 on liver
disease and its risk factors. The,Wuder Impacts: of COVID 19 on Health (WICH)
monitoring tool?3 provides detailed data,on access to Hepatitis C testing and
treatment and alcohol consumptioh; adm:iési:qns, and m,ontality at various points
since the start of the pandemic. In general, éébéss to Hébatitis C testing and
treatment was Iowéx ’du\rihgthe pandemic ahd:;aklyc‘;bhél‘:indicators have worsened.

Which populatlons face the greatest health
mequahtre3’?

A wealt‘h of data shoWSﬁ‘:‘,certain“‘"segments of the population face a higher burden of
liver disééég_and risk faéféf(s for liver disease.

Socio-economic status
A strong relationshyip“ :is ,s:é‘eh‘ between deprivation, risk factors for liver disease and
the morbidity and mortality from liver disease.

Risk factors

The Health Survey for England 2019 reported drinking over 14 units of alcohol
weekly (increased risk level of consumption) increased with household income.
Among men, the highest proportion of those drinking at this level was in highest
income households (44%) compared with 22% in the lowest income households.

2 Office for Health Improvement and Disparities. Liver Disease Profiles update November 2021
2 Office for Health Improvement and Disparities. Wider Impacts of COVID-19 on Health (WICH) monitoring
tool.
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Similarly, among women, the highest proportion of those drinking alcohol at
increased or higher level was in the highest income households (25%) compared
with 9% in the lowest income households?*. Despite this, rates of hospital
admissions for alcohol-related conditions are higher in the most deprived areas
compared to the least deprived areas.

This inverse relationship between consumption and harms has also been seen
internationally and is often referred to as the ‘alpoholharm paradox5. Attempts to
understand this have suggested interactions with other behaviours such as
smoking, poor diet and exercise, are among the reasons why‘alcohol-related harms
are greater in more deprived areas. Alcohol use and related poor | health can be
both a result from and a cause of depnvatlon25

Obesity prevalence is lowest in the least deprlved areas and highest in the most
deprived areas, although there is a clearer relatlonshlp between worsening
deprivation and higher levels of obesity for females than males27 Adult overweight
and obesity is hrgher in those who socmeconomlc class is categorised as
intermediate, routme and manual or never worked/long term unemployed,
compared to those in managerlal and professronal occupations?®. By education
level, overwelght and obesity is hlghest in those with no qualifications and levels
decrease with mcreasrng formal quallﬂcatlons29 There are wide inequalities in
ChlldhOOd obesity with children in the most deprived areas twice as likely as
children in the least depnved areas to be obese®.

Amongst thos'e‘Who becomef:chronlcally infected with Hepatitis B, around a fifth will
eventually develop liver cirrhesis and a tenth of these will develop liver cancer.

Rates of premature mortallty from Hepatitis B related end-stage liver
disease/hepatocellular carcinoma are highest amongst the most deprived areas.

A course of four doses of Hepatitis B vaccine are given to babies born to mothers
who are known to have chronic Hepatitis B infection as a preventative measure. In
2020/21 the median proportion of children aged 24 months who received all 4

24 NHS Digital. Health Survey for England 2019 Adults’ health-related behaviours.

% Bellis et al (2016). The alcohol harm paradox: using a national survey to explore how alcohol may
disproportionately impact health in deprived individuals. BMC Public Health. Feb 18; 16:111.

26 Bellis (2016). The alcohol harm paradox, harms caused to others and life course effects.

27 Health Profile for England: 2021

2 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles

2 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles

30 NHS Digital. National Child Measurement Programme, England 2020/21 School Year.
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doses of the vaccine was 83%. The most deprived decile had vaccination rates
much lower than the least deprived decile, 62.2% and 86.1% respectively®'. There
is evidence that uptake of Hepatitis B vaccine among some higher risk groups,
namely people who inject drugs (PWID), has plateaued over the decade (see
inclusion health section).

In the UK, PWID are at the greatest risk of Hepatitis C irnfection. There is a
complex relationship between deprivation, drug use and other socioeconomic
challenges such as homelessness and time in prrson .

The pattern of deprivation and eligible people in drug misuse treatment who have
been offered a Hepatitis C test does not follow a clear pattern of poorer access as
deprivation increases, counter to the relatronshrp seen wrth many other indicators.32
Drug services and testing mrtratlves are able to posrtlvely impact on mequahtxes

Morbidity, mortality, and depnvatlon

Areas experiencing greater levels of depnvatron have much ‘higher rates of
premature death from hver drsease Those in the most depnved areas have a rate
that is almost 4 tlmes higher than the Ieast depnved areas. This gap is not
narrowmg over time (F;gure 4) ‘

Premature mortahty from atcohol related hver disease follows a similar pattern,
worsenmg with depnvatlon33 as do most indicators for premature death from
Hepatitis B.and C related:eancer;@

31 Office for Health Improvement and Disparities. Liver Disease Profiles update November 2021

32 Office for Health Improvement and Disparities Fingertips. Public Health Profiles

33 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles

34 Note the one year 2020 relationship for premature Hepatitis B cancer deathsdoes not show same clear
pattern worsening with deprivation, but the 3 year trends for HepatitisB and C premature cancer deaths do.
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Figure 4: Mortality rate due to liver disease, per 100,000 population aged under 75,
by lower super output area deprivation decile 2019, England, 2001 to 2020%
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s, hospital admission rates for liver disease, alcohol-
related liver disease, and alcohol specific conditions show a clear pattern of
worsening as deprivation increases.

Whilst the magnitude vari

The relationship betWéen deprivation and NAFLD hospital admissions is not so
clear on the 1 year data (Figure 5), but is clearer when looking at the 3-year data at
smaller geographical breakdowns (lower super output areas) (Figure 6).

35 Office for Health Improvement and Disparities. Liver Disease Profiles update November 2021
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Figure 5: Hospital admission rates for non-alcoholic fatty liver disease, per 100,000
population aged under 75, by IMD 2019 lower super output area deciles in England.
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36 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles.

37 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles
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Whilst the overall picture is that deprivation has a large impact on mortality and
morbidity from liver disease, any variation in this relationship between different
conditions should be borne in mind to tackle inequalities in health for all.

Geographic

There are clear regional differences in the burden of preventable deaths from liver
disease. This points to inequalities faced by populations. in the underlying
determinants of health, risk factors and access to prevé‘ntion and treatment in
respect to liver disease and, importantly, that more could be done to prevent this
variation.

Figure 7 shows, pre pandemic, the North?Wést North East, Yor’kshire and Humber
and West Midlands all had significantly hlgher levels of preventable mortallty from
liver disease than the England average .

Figure 7: Under 75 mortality rate from liver dlsease conSIdered preventabfe by
region, benchmarked to Engiand38

Under 75 mortality rate from liver disease considered preventable (2019 definition) (Persons, 3 Directly standardised rate - per 100,000
year range) 2017-19

Area Recent Count Value 5% 5%
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- 2,072 16.0 Wi 153 16.7
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2635 142 137 14.8

- 3,434 141 136 14.5

- 2,254 13.5 13.0 14.1

Risk factors

In 2019, ‘increasing or higher risk’ drinking was highest in the North East, at a
prevalence of 28.7%, followed by the North West (26.9%). The East Midlands had
the lowest level of ‘increasing or higher risk’ drinking (18.7%)%.

Obesity prevalence was highest in the North East (34.0%) and lowest in London
(23.4%) “°.

%®0ffice for Health Improvement and Disparities Fingertips. Mortality Profile
3Health Profile for England: 2021
#0Health Profile for England: 2021
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Overall, the London region has the highest rate of premature mortality from
Hepatitis B*' and the North West region and London regions have the highest rates
of premature mortality from Hepatitis C*2.

Morbidity and mortality across the regions

In 2020, Blackpool local authority had the highest premature death rates for liver
disease in the country (44.9 per 100,000 population aged under 75). The lowest
rate in 2020 was South Norfolk (7.4 per 100,000 population aged under 75). This is
a sixfold difference.

Birmingham had the largest count of premat_tlr‘e' deaths frb‘r:ri;él‘ikver disease with 549
deaths in 2017 to 2019. It also had the Iargest number of deafhs in the single year
of 2020 at 194 (a rate of 24.9 per 100,000 population aged under 75) The median
rate across English local authontles was 19.4 per 100 000 population aged under

7543 ~ ,

The liver disease profile mapping tool glves a snapshot of geographxc variation in
the burden of liver dlsease In general terms across key indicators, the burden is
highest in the North of England (Flgure 8)

41 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles

2 Office for Health Improvement and Disparities. Liver Disease Profiles update November 2021
and Office for Health Improvement and Disparities Fingertips.Liver Disease Profiles

#0ffice for Health Improvement and Disparities. Liver Disease Profiles update November 2021
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Figure 8: Liver Disease and Alcoholic Liver Disease - premature (under 75)
mortality and hospital admission rates by region, against benchmark of England

4
average?
Map of Government Cffice Region in England for Under 75 mortality rate from Map of Government Office Region in England for Hospital admission rate due
liver disease (Persons, & year range) to liver disease {Persons)
{Directly standardised rate - per 100,000 2017 - 18} {Directly standardised rate - per 100,000 2020/21)

s
Map of Government Office Region in England for Under 75 mortality rate from  © Map of Government Office Region in England for Hospital admission rate for
alcohotic liver disease (Persons, 1 year range) . alcoholic liver disease (Persons)
{Directly standardised rate - per 100,000 2020} (Directly standardised rate - per 100,000 2020/21)

#0ffice for Health Improvement and Disparities Fingertips.Liver Disease Profiles. Data view — maps.
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There are exceptions to the pattern of highest burden in the north, for example 1
year NAFLD admissions were highest in the East of England, 3 year NAFLD
admissions are also high in the South East and premature Hepatitis B and C deaths
high in London (Figure 9).

Figure 9: Premature (under 75) mortality from Hepatitis B and C related cancer and
hospital NAFLD admission rates by region, against benchmark of England

average*®
Map of Government Office Region in England for Under 75 mortality rate from Map of Government Office Region in England for Under 75 mortality rate from
hepatitis B related ge liver i (3 year hepatitis C related end-stage liver disease/hepatocetiular carcinoma {3 year
range) range)
(Crude rate - per 100,000 2017 - 19§ {Crude rate - per 100,000 2017 - 18}

Map of Government Office Region in England for Hospitat admission rate for Map of Government Cffice R;q;on in land for Hospital admission rate for
e f non-aleoholic fatty liver disease (NAFLD) (2 year range)
non-alcoholic fatty liver disease (NAFLD) (1 year range) (Crude rate - per 100,000 201718 ~ 18/20}
{Crude rate - par 100,000 2020121} @ -

40ffice for Health Improvement and Disparities Fingertips.Liver Disease Profiles. Data view — maps.
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When comparing levels of deprivation and burden across regions there is not exact
alignment (Figure 10). This suggests regions have specific combinations of risk
factors, incidence and prevalence which must be considered locally, alongside
service configuration, service quality and the wider determents of health. It will be
important to use the ‘Core20PLUSS’ approach to conduct Integrated Care System
(ICS) level analysis to determine population groups experiencing poorer than
average health access, experience and/or outcomes for liver disease.

Figure 10: Percentage of people living in 20% most depnved areas by region
against benchmark of England®*® 4

CHiofconipued.

Map of Government Office Region in England for Percentage people living in
20% most deprived areas in England
{Proportion « % 2014)

Coastal Populatlons

A particular geographlc group, hlghhghted in the 2021 Chief Medical Officer’s
(CMO) report*’, are coastal populations. High levels of deprivation are important
reasons for the poor health outcomes in coastal communities. The clear links
between deprivation and risk factors for liver disease and morbidity and mortality
related to liver disease have been shown above. ONS analysis for the CMO 2021
report found that deprivation was higher in coastal communities compared to non-
coastal communities, with smaller seaside towns and large coastal (non-seaside)
towns with ports and/or industrial heritage being especially deprived.

40ffice for Health Improvement and Disparities Fingertips.Liver Disease Profiles. Data view — maps.
47 Chief Medical Officer’s Annual Report 2021. Health in Coastal Communities
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Excess alcohol use is commonly raised as an issue by coastal Directors of Public
Health. ONS analysis of alcohol-specific mortality rates found a mixed picture.
Large urban areas appeared to have a higher alcohol-specific mortality rate. There
is a statistically significant higher alcohol-specific mortality rate in males in large
towns (both coastal and non-coastal) compared to smaller non-coastal towns. The
CMO report comments that mortality figures, however, are unlikely to represent the
overall burden of the challenges associated with alcohol. Further analysis of alcohol
related indicators at a granular level in relation to coastal communities would be
beneficial. 7

Whilst not liver specific, the CMO report*® also hlghlrghts the srgmﬂcant health
service deficit in terms of recorded seerce standards, cancer indicators and
emergency admissions in coastal communltres Although reasons for this are
unclear, possible explanations include challenges with the retention. of medical
workforce and access to services. Challenges to the recruitment and retention of
health and social care staff is a co'nlrnon concern expressed by coastal Directors of
Public Health and NHS leaders. An‘alysl{s by HEE found that, despite coastal
communities having an older and more depnved populatron they have 14.6% fewer
postgraduate medrcal trarnees 15% fewer consultants and 7.4% fewer nurses per
patient compared to the natlonal average

Incluswn health and vulnerable groups

People who mject drugs

People who inject drugs (PWlD) are at higher risk of blood borne viruses and may
have a range of additional challenges such as homelessness and time in prison.
Homelessnessand lmpnsonment have been associated with increased risk of
Hepatitis C. -

The latest unlinked anonymous monitoring (UAM) Survey*® of HIV and viral
hepatitis among PWID shows the markers of ever having been infected with
Hepatitis B fell from 15% in 2011 to 9.5% in 2019, but remained stable between
2019 and 2020.

The prevalence of antibodies to Hepatitis C, indicating ever having been infected
with Hepatitis C, was 60% in 2020. This is statistically higher than the prevalence of

4 Chief Medical Officer’s Annual Report 2021. Health in Coastal Communities
4 Unlinked Anonymous Monitoring {UAM) Survey of HIV and viral hepatitis among PWID: 2021 report.
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43% seen in 2011. This increase in ever infection with Hepatitis C is likely a result
of an ageing cohort of PWID who are living longer, together with improved Hepatitis
C treatment which has led to greater uptake co-ordinated through the Hepatitis C
elimination strategy®, as well as ongoing incident Hepatitis C infections.

Chronic Hepatitis C infection among those with evidence of ever being infected with
Hepatitis C was 29% in 2020, which is a decrease from 58% in 2011. This decline
in chronic Hepatitis C infection is likely due to the scale-up of treatment against
Hepatitis C among PWID, a part of the Hepatitis C el mj‘nétion strategy.

Uptake of interventions and services

Uptake of at least one dose of Hepatitis B:yva'ccine among UAM survey participants
has plateaued over the decade, if not sl,igﬁﬂy'declined (66% in 2020). Vaccine

uptake is known to be significantly Iower\:a:,mgng people of youngé'rk‘age and recent
initiates to injecting. N = L

Similarly, there has been no change in the self-reported uptake of voluntary
confidential testing (VCT) for Hepaﬁtis (”3‘4‘byhs,uryey pér\ﬁcipants over the last
decade. The proportion of survey pa'ﬁicipanté ‘répor‘ting eVér"being tested for
Hepatitis C was 84% in 2011 and 85% in 2020.’ The proportion reporting being
tested for Hepatiti‘s‘ C in the current or préVious year increased from 41% in 2011 to
48%in2020. : v

Just Qvér a third of@the 2020 Aparticipant\s with chronic Hepatitis C were aware of
their infection. This low level of awareness was similar to that seen in 2019. In
2020, 63% of those awa‘r‘éipf ever having Hepatitis C infection had seen a specialist
nurse or doctor (hepatologist) for their Hepatitis C and been offered and accepted
treatment. This is an increase from 20% in 2011 and a large increase from 2019
(39%).

Two-thirds of the UAM Survey participants in 2020 reported ever being in prison,
which is a decrease from 72% reported a decade ago. The proportion of
participants who reported being currently homeless or having been homeless
during the last year has increased from 28% in 2011 to 49% in 2020.

There is regional variation in the proportion of adults with substance misuse
treatment need who successfully engage in community-based structured treatment

50 PHE 2020. Hepatitis C in England 2020 Working to eliminate hepatitis C as a major public health threat
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following release from prison (Figure 11). This is highest in the North East and
North West and lowest in the South West and London.

Figure 11: Proportion of adults with substance misuse treatment need who
successfully engage following prison by region against England benchmark®’

Adults with substance misuse treatment need who successfully engage in community-based structured Proportion - %
treatment following release from prison 2020021

» "
Area !?;::t Count Value Loifo/:c; U;;se/:cs
England 3 6,929 38 374 388
" 533 55 530 56.0
E 3 1,158 44, 429 46.7
% 583 41 39.1 443
£ 1,149 40. 290 426
+ 790 40 379 422
% 567 57 351 400
w 840 3. - 342 382
3 486 s - 267 31.0
- 523 220 R 203 237

Other inclusion health and vu‘ir‘l‘e‘ré"blegroups L

There is a lack of dlsaggregated data readllyyava‘l‘lyable in relahon to liver diseases
and other mclusuon health and vulnerable greups

Experience related to protected charactenshcs

Data is not readlly avaxlable to gnve a comprehenswe breakdown of risk factors,
morbld;ty, and mortahty from hver disease agamst all the protected characteristics
defined by the 2010 Equallty Act52 Table 1 outlines some key observations from
available data sources and highhghts where data is not readily available.

51 Office for Health Improvement and Disparities Fingertips. Public Health Profiles
2 Equality Act 2010: guidance
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Table 1: Protected characterises within 2010 Equality Act and liver disease risk factors and burden

53 Health Profile for England: 2021
54 NHS Digital. Statistics on Alcohol, England 2020.
55 Health Profile for England: 2021
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Sex Indicators within liver Hospital admission rates for liver disease and alcohol-related liver
disease profiles available | disease are higher in males than females and the trend over the past
by sex, including decade shows ‘li\yttl‘e evidence of the gap narrowing. The male rate of
hospital admiesions' for liver disease overall is 1.7 times higher than
e Hospital admission | the female rate (for males 157 per 100,000 population in the financial
rate due to liver year endlng 2021 and for females 95 per 100,000 population). The

disease and for rate of hospital admissions for alcohol-related liver disease (alcoholic
alcoholic liver | jiyer disease) is twice as high in males (62 per 100,000 population)
disease ‘:‘f‘than for fem3!e$‘f(30 per 100,000 population) in England.%®

e Under 75 mortality | Premature liver dlsease deaths across local authority areas are

rates from hver generally much higher in males than females. In 2017 to 2019,

disease and . Harrew_local authority showed the widest gap with a 3.7-fold

alcohohelylver differe‘h‘ce between the rate experienced by males (21.1 per 100,000
iei,idis‘easé' . population aged under 75) compared to females (5.8 per 100,000

populahon aged under 75). Richmondshire, South Cambridgeshire,
> Guxldford, West Devon, Ribble Valley, Harborough, and Uttlesford
"_\Igcal authorities however showed slightly higher rates in females than

males.

Premature alcohol related liver disease mortality, based on the 3-
year data from 2017 to 2019, is significantly higher in males (11.9 per

56 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles. Data view — inequalities.
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100,000 populati ged under 75) than for females (6.5 per 100,000
aged under 75

57 Health Profile for England: 2021
58 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles. Data view — inegualities.
59 PHE 2020. Acute Hepatitis B (England): annual report for 2018
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Religion or belief

50 Guidance on the hepatitis B antenatal screening and selective neonatal immunisation pathway.National hepatitis B in pregnancy audit
61 Office for Health Improvement and Disparities Fingertips. Liver Disease Profiles. Data view — inequalities.
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Sexual orientation

Pregnancy and maternity | Public healt “‘data . Hepatltls B,, ‘ ftlon transmltted from mother to child is an important
cause of persistent Hepatitis B infection, but in most cases it can be

includes screén positive
prevented Coverage of antenatal screening is high at over 99%.

rates for Hepatms Bi

~ f.f,OveralI O 4% of pregnant women in England screen positive or are
‘ known to be Hepatitis B infected. London’s rate is almost double
o _anywhere else in England®.

”neonatal Hepatxtxs :
vaccine coverage ‘

‘The national hepatitis B in pregnancy audit in 2013, found 70% of
pregnancies were in women with a prior hepatitis B diagnosis.
Women newly screened HBsAg positive were younger, more likely to

520ffice for Health Improvement and Disparities Fingertips.Severe Mental lliness
53Guidance on the hepatitis B antenatal screening and selective neonatal immunisation pathway. Table 1: Screen positive rates for hepatitis B in pregnant women,
England, 2018 to 2019
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lack basic level Eng\l;is{h and more likely to have booked for antenatal

care at = 20 wee estation than the previously diagnosed group®.

In 2020/21’ t 3 _proportion of children aged 24 months who
¢ 114 doses of the vaccine, was 83%. The most deprived
ates than the least deprived decile.

have lower vaccinati

64 Guidance on the hepatitis B antenatal screening and selective neonatal immunisation pathway.National hepatitis B in pregnancy audit
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Further information

Data presented above is only a small subset of data available on liver disease and
the populations affected. Please see Appendix for further information on sources for
reference.

Causes of inequalities

Drivers of inequalities

The pattern of health inequality raised abQVéEfS driven by a number of factors.
These include: : ~ .

o The prevalence of the underlyiﬁg’majg‘ygti:tsk factors of 65’§sity, alcohol,
Hepatitis B and H‘éypétitis C. In themselves these risk factors are
influenced by socidée‘(‘:‘b\ﬁo‘mic\issues,‘s‘f(jch as deprivation and by
health behaviours mcludmg ‘dtu\gand alcohol use.

o Othefr;h’yéélkth"'b‘(-f}hav‘ioursicrt)ninebte’dr Wfth;accessing health care, and
following prevention or treatment advice

o Health serwce factorsmcludlng
. fﬁé,;}le\\’/elr:fc;fﬁ;ihyestme:hkt’ii}l preventative measures
< - the conﬁguration of services
- quahtyof services
= tﬁé’tfii\rﬁing of diagnosis (patient and health service factors)
= degree of adherence to clinical guidance
o Wider determinants

= The clear link between deprivation and risk factors for liver
disease, and morbidity and mortality from liver diseases is
shown above.
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= Also influential, as a wider determinant, will be policy and
operational decisions at all levels within government and
across NHS and other services around alcohol, food,
substance misuse and treatment and support for vuinerable
groups.

Role of services - quality, access and take up

This section considers public health data related to servnces for liver disease and
has not undertaken analysis of NHS provider data -

Service configuration

There is geographical variation in healthcare provision, access and outcomes.
Where this is not explained by the underlymg burden of risk factors or liver disease
this is unwarranted variation. '

Distance for individuals to trave to services, anng with the match of burden of risk
factors and disease to service loca’uon and avallabmty, are both important to tackle
health inequalities. . "

Mapping for the 2n‘d“k Atlas'of‘\‘/ariation m risk ‘faétors and healthcare for liver disease
in England, pubhshed in 2017 showed the Iocatlon of different levels of liver
disease services in relat;on to background Ievels of liver disease admissions and
mortahty (Figure 12) This: mappmg suggested service location was not always
allgned with the need for greater provnsnon ‘of liver services in deprived areas with
the hlghe:st rates of liver disease mgrbldlty and mortality. Updated mapping would
be beneficial to look at current patterns.
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Figure 12: Liver service locations mapped against liver disease admissions and
liver disease mortality rates °
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In 2020 the British Liver Trust developed a survey to investigate the status of
planning and commissioning for the early detection of and management of liver
disease by asking about the availability of community pathways to respond to
abnormal liver blood tests and liver disease more generally®®. The survey had
responses covering 99% of the UK. Figure 13 shows the findings. On the map red

8 PHE 2017. The 2nd Atlas of variation in risk factors and healthcare for liver disease in England
% Jarvis H et al (2021). Engagement with community liver disease management across the UK: a cross-

sectional survey. BIGP Open
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indicates no pathway for either the interpretation of liver blood tests or liver disease
more generally; yellow indicates a pathway for the interpretation of liver blood tests
only or pathways in development; blue indicates pathways for both; and the two
areas in black did not respond to the survey. There was marked regional variation
and areas with a pathway in place (blue) were in the minority.

Figure 13: 2020 survey findings on availability of clinical community liver pathways
in UK

The availability of clinical commissioning group or health board-endorsed community liver
pathways in the UK.

#

%
H

Helen Jarvis et al. BJGP Open 2021;5:BJGP0.2021.0085 B}Glz ‘
“Open

Copyright © 2021, The Authors

Although there will alw\é\ys be some warranted variation in service models,
depending on the demographics and prevalence of liver disease in each locality, all
patients should receive the same high quality of care, access to expertise,
procedures, treatments, and outcomes irrespective of where they live

At the prevention end of the liver disease pathway, there are a range of policies,
services and interventions to reduce alcohol related harm as well as offer treatment
for dependence. As one example of variation at this end of the pathway, wide

37 | Health inequalities stocktake — liver disease

WITN7273002_0037



variation is seen in the proportion of people successfully completing alcohol
treatment across the country. Successful completion ranges from 17% in
Rotherham to 56% in Calderdale. The England average in 2019 was 37.8%. This
variation cannot be completely explained by other factors such as burden or
deprivation and, therefore, may suggest services are performing differently (Figure
14). It is worth noting that nationally under a fifth of dependant drinkers access
alcohol treatment, so inequalities in access in the first place as well as successful
completion, need to be considered®.

Figure 14: Successful completion of alcohol treatment by region against England
benchmark®

Map of Government Cffice Region in Eng for pletion of
alcohol treatment
(Proportion - % 2018}

Public health datasets are not designed to collect information on outcomes and
other quality metrics for services. The 2017 Atlas of Variation in liver disease
commented on a lack of data on the performance of services and patient outcomes,
calling for more comprehensive data on treatment and demographics to be routinely
collected and published. This would enable patients to ascertain whether they are

670ffice for Health Improvement and Disparities Alcohol and drug misuse and treatment statistics
88 Office for Health Improvement and Disparities Fingertips. Public Health Profiles
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receiving a good-quality service and enable commissioners to be sure they are
obtaining value for money.

In 2017 reported variation in expenditure across CCGs in England for the
hepatobiliary programme ranged from £2,276 to £20,372 per 1,000 population (9-
fold difference). The variation across CCGs was 3-fold for non-elective admissions
and 5-fold for elective care. Figure 15 shows this variation in expenditure across the
country. Updated analysis on variation in expenditure would be beneficial.

Figure 15: Variation in expenditure on hepatobthar
presented in 2017 Atlas of Variation®® ~

Map A2: Rato of i wit hopatobifiary pr per 1000 p by CCG 201314

onditions by CCG, as

W +1ighest (213 803 - £20.372)
| (£12,916 - £13,892)
£12,107 - £12.815)
(611,156 - £12,108}
Lowest (£2.276-£11 155}
No data

Contains Oemanas Gureey data @ Crown copyright ked datalsase right 2016
Cantaine Nathonad S assutics daba S Comens Sopynght and databiase fight 205

Areas where there is significantly higher or lower spend should reflect on the
relationship with relevant drivers for this expenditure such as risk factors,
prevalence of disease service provision and/or use and patient outcomes. Key
areas to explore at a local level are:

¢ the level of expenditure

8 PHE 2017. The 2nd Atlas of variation in risk factors and healthcare for liver disease in England
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e reasons for the expenditure

e the ways in which expenditure is used

e the potential for variation

¢ if variation is apparent, the reasons(s) for the variation observed

« the potential reasons for unwarranted variation

In 2017 considerable variation in levels of whyole\i{t:in‘ré équwalent (WTE) staffing was
reported. At that time, there were 193.8 WTE hepatologists in England, and the
expertise was not uniformly distributed, as almost two-thirds (64%) were either
based within specialist regional centres or transplant centres Excludmg transplant
centres and specialist regional centres, of the remammg 135 hospltals only 16
(12%) at that time met the criteria for an adequately staffed district general hospital
acute service (two hepatologlsts and at least two gastroenterologrsts with an
interest in hepatology)70 ' ‘ ‘

Further mapping of‘curren specialist Iivér stafﬁ‘ng'numbers and their location,
overlaid with burden of risk factors and mortality and morbidity, would aid in
advocacy for a workforce dlstnbuted m such a way as to address inequalities.

Patie’nt,experienc,e; N

Undé‘ré‘ténding patient‘ekperienCe and patient involvement in the planning and
monitoring of services is an |mportant aspect of service quality and helping to
address mequahtres '

The British Liver TrU$t u,nd;e‘rt:akes a regular patient survey on people’s experience
of diagnosis and liver services. The patient survey in 2020 had over 2000
respondents from across the UK with a range of liver disease.”! Late diagnosis was
a theme in the findings, with a quarter of people feeling that they were diagnosed
very late at a point where there were very few or no treatment options. The survey
report, therefore, highlights the need to ensure pathways are in place to facilitate
early detection of liver disease, mirroring other data that often diagnosis is at an
advanced stage of iliness. Another theme was lack of information, with almost 60%

0 williams et al. (2017) New metrics for the Lancet Standing Commission on Liver Disease in the UK. Lancet
2017; 389: 2053-80
‘The British Liver Trust. Patient Survey 2020
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of people saying they did not feel that they were given enough information at
diagnosis. Better information and signposting for patients is therefore a
recommendation from the survey. The average overall satisfaction with care in this
survey was 60, where 0 is not at all satisfied and 100 is completely satisfied.

The National Cancer Patient Experience Survey has comparisons of patient
experience by tumour type, but liver is combined into the ‘Upper Gastro’ group.
Respondents with Upper Gastro cancer scored statis,tieau‘y significantly lower than
the national average on 23 of the 61 questions asked and higher than the national
average on 3 questions (Did hospital staff tell yoh :‘thaf:yo‘u could get free
prescriptions?; While you were in hospital did hospital staff ask you what name you
prefer to be called by?; Since your dxagnOSis has anyone d:scussed with you
whether you would like to take part in cancer research'?)72 ‘

Public attention surrounding liver disease is notalways positive, due to
stigmatisation and some percep“tio”ns of the disease being ‘self-inflicted’. The truth is
genetic susceptlbmty:\andenwronmental facto‘r;,:;jus‘tﬁ hke dlabetes or heart disease.
It is important to ensure that NHS services tackle stigmatisation and discrimination

in the way liver disease and its risk factor{s;f are framed. One example is the use of
language sueh as ‘IifeSty!e chomes which eyersimplify the challenges certain
populations face in protecting their health and accessing health services.

Tranéplzant services’*and ineqﬂality

In 2020/2021 the deceased donor transplant rate ranged from 10.0 to 11.4 per
million popuiatlon (pmp) across English NHS regions and overall was 11.0 pmp”?,
without adjustments for potential demographic differences in populations.

Analysis to identify if fhe\‘\variation is more, or less, than a random effect (Figure 16)
showed moderate evidence of geographical variation beyond what would be
expected at random for registrations but no evidence for transplants. No adjustment
was made for area-specific demographic characteristics therefore, these results
should be interpreted with caution™

72 NHS. National Cancer Patient Experience Survey 2019. National Results Summary
73 NHS Blood and Transplant. Organ and Tissue Donation and Transplantation Activity Report 2020/21
74 NHS Blood and Transplant. Annual report on Liver transplantation 2020/2021
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Figure 16: Rates of registration to the liver transplant list and liver transplant rates
per million population between 1 April 2020 and 31 March 2021, by recipient
country/NHS region of residence
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Overall, across all trahs«p}ant tybes‘ there is a continued gap between the need for
in Black and Aslan communities and the availability of suitable organs’s.
However, looking at liver tréﬂ'splants one year after listing for transplant: 69% of
both white and B Asi ’ Mixed Race and Minority Ethnic (BAME) patients have
received a transplan le 6% and 8% have died on the list, respectively. There
has been an overall decline in waiting times for all ethnicities; Asian and Black
patients now wait a similar time for a transplant compared to White patients (Figure
17).

75 NHS Blood and Transplant. Organ Donation and Transplantation data for Black, Asian, Mixed Race and
Minority Ethnic (BAME) communities Report for 2020/2021
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Figure 17: Liver transplant waiting times by ethnicity’®

Figure 4.17 Median adult liver waiting time {days) by ethnicity and financial years,
1 April 2009 - 31 March 2020
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' Date change to reflect the introduction of the new liver allocation scheme in March 2018

76 NHS Blood and Transplant. Organ Donation and Transplantation data for Black, Asian, Mixed Race and
Minority Ethnic (BAME) communities Report for 2020/2021
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Potential effects of
specialist liver services on
health inequalities

Current service specifications and exphc:t consideration
of health inequalities

All available Service Specifications undet:tne remit of the Hebatobiliary and
Pancreas CRG 77 were reviewed for references to health lnequahtres or action to
address these. It should be noted service specn‘lcatlons were written several years
ago and many changes have occurred since, such as the completion of Equality
and Health Inequalities Impact Assessments through the pohcy development
process. o .

improve access, was perhaps most expllcntty stated in Serwce Specification No.

F04 S f - Networks for Hepatms e Care in Adults. This service specification
exphcutly mentloned known populattons with h|gher prevalence, and the association
with depnvatxon Actnons servtces should make to address known barriers to
access, conﬂgure servxces to ensure better equity of access to known marginalised
groups and reduce varlatIQn in prac’tlce were also explicitly mentioned. The other
service specitieations did ndt:'include such detailed consideration of sub populations
of note, or detail on potential measures to reach these populations.

In service Speciﬁcatioan. A02/S/a - Hepatobiliary and Pancreas (Adult) it was
notable that the growth of liver disease and risk factors were referred in the
language of ‘lifestyle choices’ and not language of inequalities. This service
specification did refer to network models to address geographic issues and
variation in care.

Service specifications did refer to, or stipulate, measures such as mandatory
training on equality and diversity, disability access, translation, or duty to cooperate

77 All available Service Specifications downloaded fromHepatobiliary and Pancreas CRG websiteon 6
September 2021
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with Equality Impact Assessment (EIA). Equity of access was also mentioned in
several service specifications, but not further defined or expanded as to how this
could be achieved.

How do specialist liver service impact positively on
health inequalities?

Hepatitis C services have shown a strong approach to understanding the population
with the highest burden and tailoring services to match their needs. Nationally this
has led to great progress towards elimination of Hepafftis C, with a positive impact
on health inequalities given the populations aﬁected

Do specialist liver services 1mpact negatlvely on health
inequalities?

Where the provision of liver services does not match depnved areas or other areas
with populations who have the hlghest rates of Irver dlsease morbidity and mortality,
this could impact negatively on health mequahtles \

Further analysis is: needed to understand if poputatrons have fair access to
appropriate expertrse ina Suttable Iocatlon and that services are provided with due
attention to the challenges various populat,lcns may have in accessing services.
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Actions to address
Inequalities and next steps

1.1 Leadership

The CRG can play a key role in showing leadership asrfciss the whole care pathway
by being fully aware of the health inequalities populations face and ensuring there is
sufficient focus on inequalities in service specmcatlons and clinical commissioning
policies. .

The CRG can work to influence policy a‘n‘d‘? implementation in héalth promotion,
preventative and treatment services, mcludmg serwces for alcohol use and obesity
in order to stem the tide of patlents arnvmg in more spemahst liver serwces This
could include working more closely across systems espemally supporting
integrated care boards and systems (ICB and ICS) to join up action on health
inequalities and advocatmg for conmderatton of preventxon and early diagnosis of
liver disease. - . = .

Specific consideréﬁsh could b‘:ewgiven to hbw the CRG can work with a range of
partners to 1mprove the preventlon early ldent|f|cat|on and treatment of alcohol
related hver dlsease espemally in populatlons likely to be disproportionately
|mpacted such as those in depnved areas.

Recommendatlons and next steps:

1. Develoﬁén action pjlﬁ&ih to further understand and address health inequalities,
which clearly articulates how the CRG will support more localised action on
health inequal‘i‘tie;:s‘ under the ‘Core20plus5’ approach.

2. ldentify the key initiatives and groups working on complementary
workstreams, such as improving early access to alcohol services, and
ensure attendance at each other’'s meetings, and coordinated work plans
where relevant.

3. Work with partners across the NHS, OHID, academic and charity sector to
identity the key metrics that would aid in monitoring liver inequalities and
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ensure there is better data collection and publication on service quality and
demographics.

1.2 Service configuration

There is geographical variation in health risk factors, early identification, treatment,
and outcomes. This leads to a need for local tailoring of services and for
commissioners, clinicians, and providers to understand their context, against the
national picture and peers.

The CRG can respond to this by reviewing current speeialist service configuration
and promote and support local investigation and action on pathways which will
improve access to liver services, as part of support for the CoreZOpIUSS’ approach.

Recommendations and next steps

1. Commission an updated. mappmg of the specrahst Irver workforce and
services to compare agamst the geographtc areas and populations facing the
most deprivation and burden of hver dlsease to ldentnfy areas of mismatch
and priority for actrons to redress :

2. Further ccnstc er how the CRG ca‘n\work‘ with others to ensure equality of
access to early identification and treatment, through local pathways, in
identified geograph c areas and populations facing the higher burden of liver

dtsease ‘ E

1. 3 Servrce quatlty

The CRG can contmue to defme and set standards for quality services and ensure
sufficient monrtormg is in pta ce to be assured that quality is consistent across
geographic areas and populatrons

The NHS Long Term Plan calls for more differentiated support to be offered to
individuals to make further progress on prevention, on inequalities reduction, and
on responsiveness to the diverse people who use health services. More in-depth
consideration is needed of how this can be incorporated alongside the CRGs remit
to produce service specifications and policies. This will help ensure provider
attention is on the particular sub-populations most affected, and that all services
start with a focus on addressing inequalities.
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Recommendations and next steps:

1. Produce an inequalities toolkit to accompany the CRG’s service
specifications, containing further guidance for providers on considering and
addressing health inequalities.

2. Consider what other tools and metrics would best support providers and
ICSs to monitor performance of services, including progress on inequalities,
and take steps with partners to advocate for their introduction.
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Appendix

British Society of Gastroenterology (BSG) Guidelines
for the management of abnormal liver blood tests.

Boxes in yellow indicate the initial evaluation of the clinical presentation. Patients

with marked derangement of liver blood tests, synthetic failure and/or suspicious

nt referral to secondary care
(red box). For the remainder, a clinical history alcnih\gsidé valuation of the pattern of
liver blood test derangement will determine choic é‘of pét‘h\
grey boxes. ‘

clinical symptoms/signs should be considered for

and is shown in the

Response to abnormal liver blood tests.

A

Philip N Newsome ot al. Gut 2018:67:6-19

Copynight © B Publishing Group L33 & British Socuty of Gastrosdensiogy. Al nglts romsvd
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Useful data sources

Information source and
link

Office for Health
Improvement and
Disparities Fingertips -
Liver Disease Profiles

Office for Health
Improvement and

2nd Atlas of vanatron in msk

facters and heafthcare for

liver drsease in Enqlan@,“:,

Disparities. Fmgertrps < ilhe

Description

Interactive data tool with
data on liver disease and
risk factors at different level
- of English geography an‘d“
selected mdrcators‘by\sex
age, and deprlvatron

. Comprehenswe report and
‘interactive tooi outlining

a‘rlatlons in burden of risk
factors llver disease and

”iffvanatlon in serwces

Date / update information

Rolling programme of
updates.

November 2021 update
covered mortality and
vaccination coverage data

" ~ and January 2022 update
- covered hospital admission

data.

Exact\dét_@s for updates to
the profiles announced on

the www.gov.uk statistical

| release calendar

Not updated since 2017.

Office for Health
Improvement and |
Disparities Fmgertlps_
Public Health Outcomes
Framework

': Interactive data tool which

~includes alcohol-related
indicators, obesity-related
indicators, and vaccination
- coverage for Hepatitis B at
different level of English
geography and selected
indicators by sex, age, and
deprivation.

Rolling programme of
updates.

Upcoming updates on |
statistical release calendar.
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NHS Digital statistics on Data on deaths, hospital 2020 report available.
alcohol. admissions, drinking

“behaviour and affordability |~ Statistics on Alcohol,
England 2021 due Jan

2022.

Upcoming publication dates
stated on website.

PHE Health Profile for 2021 was the fourth anhfuéi Past years reports

England 2021 profile combiningrdé nd | available.

knowledge with lnformatlan

from other\sg@f(zes to give
~a broad picture of the
“health of people in England

Future update plans not
stated.
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