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A summary

1. Health inequalities policy is lacking at national level, despite there being good evidence 
of what works and England having ‘done this before’ – institutional amnesia and a lack of 
political will.  NHS England has a new approach through the NHS, and with partners – this 
is necessary but not sufficient.

2. The public health system has not been protected financially, partly because it sits in local 
government not the NHS, despite public health spending being 3-4 x as cost-effective as 
NHS spending in producing health

3. The action is at regional and local level.  ICSs hold promise IF they focus on population 
health, not simply the integration of care services.  The latter depends on deep 
collaboration with the public health family, most of this expertise sits outside the NHS and 
is in local government; and the NHS putting the money in – local government is close to 
bankruptcy.  Bridging that gap is key – there are cultural, funding and incentive barriers to 
overcome – this depends on leadership and commitment from ‘both sides’.
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Health inequalities
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Health inequalities are wide, and have been exacerbated 
through covid-19 
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England had an effective cross-govt policy up to 2010

England had a cross-govt national 
health inequalities strategy until 
2010, before then inequalities were 
widening, they narrowed around 
the strategy period, and widened 
again afterwards.

Policy weakened post-2010, targets 
and support were dropped, and 
more was expected of local and 
regional systems, effort drifted.

Covid-19 has increased interest 
again, with some but not enough 
change.
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The NHS has a new approach – ‘core20plus5’

1. Partly as a response to covid-19 experience, NHS England has strengthened its 
focus on health inequalities in three ways
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Public health: £ and system
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Integration then fragmentation of organisations

2013 2020

• New executive agency national body. Public 
Health England set-up, bringing together 
70+ existing organisations – to provide 
synergy, policy advice, data/surveillance

• Locally, most of NHS public health people 
and funding moved to local government, 
where judged could have a greater impact 
on health.

• Funding transferred, and distributed by 
formula.  No assessment of whether the 
overall level was enough.

• Some clinical services remain e.g. 
screening and immunisations in the NHS

• Govt announces PHE will be abolished, 
to be replaced by a health protection 
organisation (United Kingdom Health 
Security Agency) and a health 
improvement body (the Office for 
Health Improvement and Disparities); 
some functions back to NHS England.

• Both bodies live in October 2021. OHID 
has struggled to influence nationally, 
working well regionally.  UKHSA 
managing transition to post-covid 
health protection model.
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Falling expenditure despite being cost-effective

Local government receives a 
grant from central government 
to fund public health services.

This has been falling in real 
terms since 2015-16, as local 
govt has faced cuts which the 
NHS has not.  These cuts have 
been bigger in more deprived 
areas with greater need.

Evidence shows the services 
funded through the grant are 3-
4 times as cost-effective in 
improving health as putting the 
same money into the NHS 
baseline
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The promise of ICSs and public health 
collaboration
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Complex population health and health inequalities problems require balanced 
action in the four pillars and, critically in partnership, where they overlap

14
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https://www.kingsfund.org.uk/publications/vision-population-health
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A population health approach requires ICS-public health family collaboration

ICSs in regions

Public health family in regions

Local authority teams
OHID

UKHSA
NHS England

Trusts

Most expertise/knowledge 
on population health lies 
here in the public health 
family, splintered across 
organisations; many not in 
the NHS

Most funding lies here, 
principally NHS 
organisations

+

Success depends on these coming together
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GM’s life expectancy has diverged 
positively since devolution (end of 
2014 to 2019) compared to 
control populations – on average 
by about +2 months over that 
period.

Effects bigger for men than 
women, and in some places rather 
than others.

Overall, effects were larger in the 
most deprived areas compared to 
the least deprived.

GM, perhaps it is starting to work…?
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Beyond GM, need for explicit principles and behaviours

Many systems seeking to establish collaborative principles between public health 
community, ICSs and regional bodies.  Every one different, lots of common ground.
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The national… economy inactivity and the 
election
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Economic inactivity and Labour testing the waters

+



© The Kings Fund 2017

button and the text turns red 
you have tabbed too far and 

© The Kings Fund 2018

Still coming… covid legacy and cost of living 
wave
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e.g.

Impact on LTCs late presentation and 
exacerbation, management of secondary 
prevention being seen in the data now

Long-run(?) complex changes to behaviours and 
mental health

Covid legacy, complex dynamics
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Do we know the shape, dynamics of poverty/CoL wave?

We know poverty affects health, and decision-
making, in multiple ways – narrowing and tunnelling 
people’s lives – as well as direct effects.

Cost-of-living challenges draw in a much wider 
population group than have faced these challenges 
before.  We will see deepening and broadening of 
challenges.

Where in systems (national, regional, local), are 
these ‘waves’ being modelled in terms of connections 
to s/m/l-term effects on health and demand for 
services?

Local government can teach the NHS a lot in this 
space
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The question… how are you maximizing your 
joint assets in facing these challenges and 

opportunities? 
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The West Midlands (and wider Midlands) has great assets, 
are you making the most of each other?

These assets need to be mapped, and their role in
the work of systems and the region clarified, in
order to have maximum impact inside
organisations and avoid unplanned duplication or
tacit competition

Community cohesion:
Teams talked about how 
they rely for insight and 
for delivery on 
organisations, leaders, 
individuals and trusted 
locations within 
neighbourhoods

Public health expertise:
Well-connected knowledge 
and professional insight 
exists within UKHSA, OHID, 
local authorities, academic 
bodies, Trusts, and ICBs –
despite workforce pressures 
in the discipline

Analytical support:
A network of support to local 
analysts is led by the Midlands 
Decision Support Network:  this not 
only raises standards but seeks to 
produce multi-disciplinary insight 
with decision making tools and 
rapid reviews of key evidence 

Innovation support:
AHSNs, and the Midlands 
Engine, have capabilities 
to connect public services 
to industry and tech, 
bringing new ideas and 
approaches into work on 
inequalities

Academic rigour:
Either via ARCs or as individual 
universities, there is credible 
local research expertise in 
Leicester, Keele, Birmingham 
etc.  It is not clear how those 
talents are being marshalled to 
collective benefit

Professional networks:
Networks exist or are forming 
across sub-regions – Chief 
Medical Officers, directors of 
population health, health 
inequality leads, directors of 
public health etc.  Most are 
split east/west midlands.

Leading edge practice:
Local work is cited in 
national publications and 
guidance, but is not 
adopted region wide as 
yet – e.g. UHCW wait list 
algorithm, LLR primary 
care funding rebasing
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A summary

1. Health inequalities policy is lacking at national level, despite there being good evidence 
of what works and England having ‘done this before’ – institutional amnesia and a lack of 
political will.  NHS England has a new approach through the NHS, and with partners – this 
is necessary but not sufficient.

2. The public health system has not been protected financially, partly because it sits in local 
government not the NHS, despite public health spending being 3-4 x as cost-effective as 
NHS spending in producing health

3. The action is at regional and local level.  ICSs hold promise IF they focus on population 
health, not simply the integration of care services.  The latter depends on deep 
collaboration with the public health family, most of this expertise sits outside the NHS and 
is in local government and the NHS putting the money in – local government is close to 
bankruptcy.  Bridging that gap is key – there are cultural, funding and incentive barriers to 
overcome – this depends on leadership from ‘both sides’.


