
Logic model Core20plus5 program
	

	Key Needs to be Addressed
	What we will do (activities)
	How we will do it (actions)
	How we will know we have done it (outputs)
	How we will know we have made a difference (S-T outcomes)
	How we will know that we have reduced health inequalities (L-T outcomes)


 ICSs are all expected to see a measurable improvement in healthcare service access, experience, and outcomes in their ‘Core20PLUS’ population, thus reducing avoidable mortality
	Women from BAME communities have poorer pregnancy outcomes than others with a 4x higher risk of dying in pregnancy in England.
	Support organisations and develop services working with pregnant women from BAME communities to take up antenatal services and access wider support
	Work with the best 1001 days programme in providing preventative interventions in the community for pregnant women from BAME communities.
	Targeted preventative interventions for BAME pregnant women are in place in communities otherwise not served.
	Of those women attending preventative interventions in the community more women will access their antenatal support
	Fewer BAME women will experience complications in labour and there will be fewer lower birth weight babies from this community.

	In Bradford more than 30% of deaths of people aged 50-69 were attributed to smoking (2019).  In Bradford people in routine and manual occupations are nearly 3x as likely to smoke as those in other occupations resulting in worse health and premature mortality.
	Collaborate with public health on the tobacco strategy to ensure smoking cessation services meet the needs of the target population.
	Ensure the tobacco strategy has a focus on the target populations and access for these groups to smoking cessation is considered throughout.
	Core20 population receiving additional smoking cessation services proportionate to the need identified in data.
	Services will be proportionate to need with more access to smoking cessation in communities identified as higher risk.
	Smoking prevalence in deprived communities is decreasing

	In Bradford district people with SMI are more than 3x as likely to die prematurely than people without SMI.  Financial hardship can be both a cause and a result of mental illness.
	Primary care and VCS organisations will consider suitable access for those with SMI to their annual health checks
	Co-produce accessible and relevant communications and deployment of skilled staff in acceptable venues to improve uptake of the health check with the target population.
	More of those with SMI will be receiving their annual health check in a way in which is accessible for them including smoking cessation.
	There will be a reduction in undiagnosed conditions for those with SMI that access preventative support in their community 
	More of those with SMI will receive their annual health check and a reduction in un-diagnosed conditions including improved access and support for long term conditions

	In the 20% Bradford and Craven practices with the most deprived populations only 23.2% of eligible people receive a flu vaccination compared with 61.6% in the 20% practices with least deprived populations.  Only 54.4% (most deprived 20%) but 81.1% (least deprived 20%) have received a 1st COVID vaccination.
	Influence strategy and work through communities increase access and understanding of vaccines.
	Improve messaging about vaccines using trusted community voices and increase the amount of outreach into communities to access vaccines 
	Increased year on year offer of vaccine in community settings and reported decrease in vaccine uptake hesitancy using community intelligence.
	More of those from deprived areas will be able to get a vaccine in a community venue.
	Vaccine uptake in deprived communities increases and for those with increased risk from additional vulnerability e.g. COPD and chronic respiratory disease

	People from the most deprived communities are more likely to get cancer, be diagnosed at a late stage for certain types of cancer and to die from the disease.  In Bradford district 48% of premature mortality from cancer and 45% of lung cancer incidence is linked to deprivation.
	Create opportunities for communities to understand cancer screening and lung health checks to improve uptake and early diagnosis
	Provide communities with culturally sensitive information on cancer screening and improve access to screening using VCS partners
	Targeted cancer champions are in place in CP’s with a cancer priority and prevention interventions are including education on cancer screening.
	Attendance at routine cancer screening and lung health checks in Primary care will improve for those target communities not currently attending.
	Early diagnosis of cancer is increasing in deprived communities and lung cancer screening is more readily available in target areas.

	27% of the gap in life expectancy for men and 23% of the gap for women between most and least deprived populations in Bradford is due to cardiovascular disease (2020/21).
	Increase the amount of people knowing their BP and accessing the NHS health check through community-based health checks and preventative interventions eg weight, physical activity projects 
	Maximise the opportunities in communities to improve access to community health checks and preventative projects.
	There is a consistent offer of ways to receive your NHS health checks in target communities.  Improved acceptable opportunities for physical activity, availability of healthy food, smoking cessation and alcohol support in areas of deprivation. 
	More of those with hypertension will be aware of the need to attend primary care and will be taking anti hypertensives.  More of those identified as high risk for CVD will access lifestyle support.
	More people with high blood pressure will be diagnosed in deprived communities decreasing the risks from CVD

	24% of Bradford’s population are under 15 (highest percentage in Yorkshire and Humber).  Approximately 22% of children in Bradford experience income deprivation.  In Bradford 6,890 households are affected by the national 2 child limit on benefits (3rd highest in UK).  High deprivation increases risk of adversity and trauma, significantly contributing to disease burden.  
	Collaborate with the district Adversity Trauma and Resilience programme to acknowledge the influence of poverty and increase resilience in CYP in the most deprived areas.  
	Implement locally enhanced and district wide evidence-based programmes that support families at risk and increase resilience in children. Maximise investment in areas of greatest need in co-production with CYP and families.
	Communities have access to culturally appropriate family support with proportionately more provision in areas of deprivation.  Increased local support for pregnant women and young families in need of welfare and social support
	Children and families living in IMD 1 and 2 will be receiving additional support to improve access and their experience of social and emotional support.  Schools’ data will show an improvement in attendance.
	More CYP and families at risk of the impact of deprivation will be accessing local support when needed and living in improved home conditions and CYP in Bradford will be equipped with skills to support their wellbeing. 

	Bradford investment of core20plus5 funding is utilised according to need and to address health access, experience and outcomes and sustainability plans are discussed and prepared before the end of the program
	Provide data and evidence to communities and CP to improve access to preventative interventions and screening for those in target communities.  Seek opportunities for external/alternative funding.
	Recruit and embed additional resource (5 RI managers) in the HCP and communities to focus on inequalities with provision of regular data to inform delivery. Present Core20 projects in appropriate priority boards.
	Implementation of preventative interventions and strategies to tackle inequalities in communities.  Clear opportunities for funding identified across other funders. 
	Improvements in health behaviour and outcomes through more people accessing screening and interventions to promote health improvement
	Data and intelligence is consistently used to make well informed decisions on supporting access, experience and outcomes for residents in Bradford
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