
Question 1: (Improving Population Health programme -Strategic Direction)

Since all the Health and Wellbeing Boards have carried out Joint Strategic Needs Assessments, 
what’s the point of “partnership efforts to understand the causes of poor health”? Surely those 
causes are already widely known?

Response 

“We build on the learning from the Joint Strategic Needs Assessments in each place to understand 
the causes of poor health at a system level. We add to the Joint Strategic Needs Assessments with 
system level intelligence, working with partners such as Public Health England to improve our 
understanding of population health at a system level.”

Translation into plain English

Joint Strategic Needs Assessments only refer to individual councils’ areas. The West Yorks and 
Harrogate Integrated Care System puts all these individual Joint Strategic Needs Assessments 
together to see if there are patterns across the whole area.

Questions 2 & 3 : Evidence of the appropriateness of the American asset-based approach 

In deciding that the American asset-based approach is key to the success of the Programme, what 
evidence, if any, for its appropriateness did the Improving Population Health Programme Board 
consider?

If they did consider evidence, when and how did they do this, when formulating their strategic 
approach?

Questions 4 – 6 about the role of Primary Care Networks in “asset-based interventions”

Question 4: Specifically: Did they consider the evidence base for the asset-based interventions to be 
used by Primary Care Networks? If so, what evidence did they review?

Did it include the Health Foundation’s briefing, Understanding Primary Care Networks? This says:

“… the evidence for the impact of some of these [PCN] roles is not always clear ––for example, for 
social prescribing link workers (and for social prescribing interventions more broadly)…Ultimately, 
the success of social prescribing is contingent on the availability of services within communities to 
effectively address identified needs. Of the link workers who responded to a small NALW survey in 
2019, 74% identified ‘a lack of resources and/or funding in the community and difficulty in 
accessing resources in the community/council’ as the most challenging aspect of their role.”

Question 5: Given this evidence of widespread lack of resources and/or funding in the community, 
have they considered that an asset-based approach could actually increase inequalities? Did they 
take into account the 2014 study in the Journal of Community Practice: Neoliberalism with a 
Community Face? 

This identified that:

“Asset-based approaches could potentially advantage the already influential and cohesive 
communities…The potential for the asset-based approach to not only sideline the issue of 
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inequalities, but to also increase them, is, we argue, the most significant issue raised by our study 
and one which is to some extent absent from the key literature in this area.”

Question 6: Did the Improving Population Health programme Board and/or the Health Inequalities 
Network consider further evidence, eg from the Health Foundation’s briefing, Understanding 
Primary Care Networks, that

“aspects of the way PCNs are currently designed risk exacerbating existing inequalities in the 
provision of primary care,” -and so “risk negating efforts to tackle health inequalities”?

This is despite the inclusion of a PCN service specification on Tackling Neighbourhood Inequalities 
from April 2021.

For example, the Health Foundation’s briefing says that,

“The Carr-Hill formula –used to weight funding for GP practices –has been criticised for not 
sufficiently taking the effects of deprivation into account…As a result, the weighted component of 
per capita funding for PCNs is based on a formula that may systematically under-fund practices 
with the most need.”

I can’t see anything that rectifies this in the NHS England/British Medical Association 6th Feb 2020 
Update to the GP contract agreement 2020/21-2023/24, although if there is I’m happy to be set 
right.

Question 7 about whether a focus on positive “assets” obscures the causes of poor health

Question 7: Did they consider evidence that the assets agenda, through a relentless focus on the 
positive, may marginalise discussions of significant structural and economic inequalities and 
undermine collective oppositional action to address these problems -when it is these that are really 
the cause of poor health among poor people and that need solving? For example, the work of 
Barbara Ehrenreich (2010),Lynne Friedli (2011) and Kevin Harris (2011)?

Responses to Questions on the Asset- Based Approach for the Improving Population Health

“Our asset based approach for the programme comes from an understanding that we should move 
towards a model that focuses on the capabilities of an individual rather than their deficits. Assets 
can be described as the collective resources which individuals and communities have at their 
disposal, which protect against negative health outcomes and promote health status. In better 
understanding what motivates and interests people we can help them to live healthier and happier 
lives. This applies also to the assets in a community and the assets within our wider workforce.

“Asset based approaches emphasise the need to redress the balance between meeting needs and 
nurturing the strengths and resources of people and communities. Asset based approaches are not a 
replacement for investing in service improvement or attempting to address the structural causes of 
health inequalities.

“The approach we are taking is widely recognised. It is informed by evidence from multiple sources 
including:

• Public Health England (2015) “A guide to community-centred approaches for health and 
wellbeing”

• Kings Fund (2019)“A citizen led approach to health and care – lessons from the Wigan 
Deal”
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• Kings Fund (2013) “Strong communities, wellbeing and resilience”: 
• Social Care Institute for Excellence (2018) “Integrated Care Research and Practice –Asset 

Based Places”: 
• The Health Foundation (2015) “Head, hands and heart: Asset-based approaches in health 

care. A review of the conceptual evidence and case studies of asset-based approaches in 
health, care and wellbeing”

• Jane Foot, 2012 “What makes us healthy? The asset approach in practice: evidence, action, 
evaluation” 

“Our approach is much broader than Primary Care Networks. We have set out an approach but we 
will not prescribe specific interventions to be used by specific primary care networks. We recognise 
the need to work with communities to understand the wider services that exist for social prescribers 
to refer into and to understand the gap in community provision.”

Translation

It’s time for people with long term health problems to pull up their collective socks – and be glad 
that they have some – instead of making demands on the NHS and social care services, which 
they’ve been doing far too much. That said, we will still spend some money on improving the NHS 
and try and tackle the causes of ill health. Go away and read those articles. They agree with us. Oh 
and the Primary Care Networks are only part of the story and we don’t have anything to say about 
whether GP Practices in poor areas are under-funded. 

Question 8 About being the priority target for diagnostic tests and individual behaviour 
change schemes

Have they reviewed any evidence of how people living in poor communities are likely to respond to 
being the priority target for diagnostic cancer tests and individual behaviour change schemes aimed 
at reducing high levels of illnesses strongly associated with poverty and deprivation, such as COPD, 
heart problems etc?

Response 

“We will be engaging with local communities on approaches to address inequalities in the coming 
year to test perceptions on this in West Yorkshire and Harrogate.”

Translation 

No, not yet. But we’re going to ask people what they think about this. After we’ve started doing it, 
though.

Question 9 – about how public spending cuts and increasingly precarious employment have 
disproportionately worsened the health of people living in poor communities

Have they considered how public spending cuts and increasingly precarious employment have 
disproportionately worsened the health of people living in poor communities, or considered the 
value of concerted lobbying of government to reverse these damaging policies?

Response 

“We are actively feeding in learning from the Marmot Report 2020 into the work of the Improving 
Population Health Programme. This report highlights how the gap in health has grown between 
wealthy and deprived areas.” 
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Translation 

We’re not telling you what – if anything – we’re doing about the social, economic and 
environmental injustices that the Marmot Report 2020 identifies as the cause of modern epidemics 
and shortened lives.

Questions 10 – 13 About Primary Care Network staff shortages, particularly in deprived 
areas

Question 10: Since the Improving Population Health Programme seems to depend largely on the 
work of new Primary Care Network staff, did the Board or relevant Networks consider evidence 
that it’s not at all clear how realistic the Primary Care Network workforce plan is? The Health 
Foundation briefing Understanding PCNs said:

“NHS England is confident that 20,000 additional allied health professionals will be available in 
time, but there are no data available inthe public domain to allow us to model or verify these 
projections. NHS England has not stated how many of each type of professional is expected, but the 
scale of the increases required will be large. In September2018, there were only 55 physiotherapists, 
99 physician associates and 428 paramedics working in general practice in England.”

Info from NHS Digital. General practice workforce, final 30 September 2018, experimental 
statistics. 2018. Available from: https://digital.nhs.uk/data-and-information/publications/statistical/
general-and-personal-medical-services/final-30-september-2018-experimental-statistics
Question 11: Did they consider the evidence that the workforce crisis in General Practice 
disproportionately affects deprived areas, and that this might affect the recruitment of the allied 
health professionals requiredto make the PCNs work? The Health Foundation says that,

“Between 2008 and 2017, the number of GPs working in areas containing the most deprived 
quintile of the population fell by 511, while 134 additional GPs were recruited to the areas 
containing the most affluent quintile…[E]ven assuming that the promised 20,000 additional staff 
will be available to PCNs, there are no mechanisms to level the playing field for recruitment. We 
calculate that thenumber of pharmacists working in general practice is already lower in more 
deprived areas. Although some professionals will choose to work in areas of greater need (and often 
greater workload) there’s a risk of perpetuating a situation in which PCNs serving the most deprived 
populations (with the greatest health needs) are least able to recruit.”

Question 12: If they did consider this evidence, what are they doing about it?

Question 13: Do you have any information about the test bed cluster for the PCN specification on 
Tackling Neighbourhood Inequalities Specification (which seems not to exist yet)?

Response to Questions 10-13 (Links with Primary Care Networks)

“Primary Care Networks (PCNs) are one mechanism through which we can target efforts to 
Improve Population Health. Our programme considers partners wider than PCNs including; our 
acute and mental health hospital trusts, the voluntary and community sector and the neighbourhoods 
that people living in West Yorkshire and Harrogate identify with. We are aware of the workforce 
challenges in Primary Care that can disproportionately affect our most disadvantaged areas. We are 
working with the Primary and Community Care Programme to take action to address this including 
specific posts for newly qualified GPs in areas ranked most deprived and a support programme for 
GPs and PCNs operating in our most deprived communities. This work will be delivered through 
Health Education England and FairHealth, based on learning from the Deep End GP work in 
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Glasgow. We don’t have any additional information about the test bed cluster for the PCN 
specification for Tackling Neighbourhood Inequalities. We have expressed an interest with the NHS 
England Health Inequalities team in supporting the development of this specification in addition to 
being involved in the development of other Health Inequalities approaches targeted towards 
Integrated Care Systems.”

TRANSLATION 

The Integrated Care System isn’t only working with Primary Care Networks to Improve Population 
Health. But we’re hoping Health Eduction England will help increase numbers of GPs and other 
primary care staff, particularly in the most deprived areas. We don’t know any more than you about 
the PCN Specification for Tackling Neighbourhood Inequalities

(I am losing the will to live so have skipped a few questions and answers.)

Question 16: About “analytical capacity” for “population health management”

What analytical capacity does the Integrated Care System need to undertake Population Health 
Management? 



Is the Integrated Care System procuring support for developing Population Health Management 
from any organisations on the Health Services Support Framework? 

6Is the Imperial College Health Partners /Yorkshire and Humber Academic Health Science 
Network’s Population Health Management Programme responsible for developing this analytical 
capacity?

Response to Question 16 

We are working with existing analysts working across the partnership, in roles in clinical 
commissioning groups, hospital trusts and local authorities, to undertake population health 
management. We are also working with Public Health England to undertake an audit of our capacity 
within the system to help understand future training needs for our analytical workforce. Imperial 
Health Partners and Yorkshire and Humber Academic Health Science Network are providing 
workshops in each place to provide an introduction to Population Health Management but they are 
not responsible for developing capacity within the system.

TRANSLATION

a) We don’t know but we’re trying to find out. b) No.

https://imperialcollegehealthpartners.com/improving-population-health/
https://imperialcollegehealthpartners.com/improving-population-health/


Question 18: Wouldn’t the Integrated Care System be better off pointing out to the 
government that its policies are the cause of the problems of violent youth crime it’s paying 
the Police, local government and health and community leaders to solve?

One of the objectives for action is to work with the Local Enterprise Partnership and the West 
Yorkshire Violence Reduction Unit to explore how to share intelligence that impacts on the 
determinants of health. Another is to Work jointly with the Violence Reduction Unit to pilot a 
school and community programme aimed at reducing Serious Youth Violence (in particular crime 
using a weapon) in targeted areas across WY&H.

By searching online for the Violence Reduction Unit, I found it’s a home office-funded initiative to 
bring together the police, local government and health and community leaders to tackle violent 
crime by understanding its root causes.

But surely there is already widespread knowledge of the factors that have led to increased violent 
crime, particularly among children and young people? Such as the destruction of youth services, 
rampant childhood poverty and all it entails, and the huge cuts to police budgets? As well as the cuts 
and privatisation of the probation service? 

So isn’t this evading the reality that violent crime, particularly among children and young people, is 
a problem resulting from ideologically-driven austerity policies? And, just like the asset-based 
approach to Improving Population Health, doesn’t this approach risk marginalizing discussions of 
significant structural and economic inequalities and undermine collective oppositional action to 
address these problems? Wouldn’t the Integrated Care System be better off pointing out to the 
government that it is the cause of the problems it’s paying the Police, local government and health 
and community leaders to solve?

Response to Question 18

The WY&H Improving Population Health Programme and West Yorkshire Violence Reduction Unit 
(VRU) are working in partnership to embed a Public Health approach to reducing serious violent 
crime.

A Public Health approach is working at both a population and individual level to understand the 
characteristics, behaviours and potential protective factors of populations to prevent serious violent 
crime whilst considering the impact and relationship between the determinants of health (including 
austerity, housing, education and employment) and health inequalities.

We are building on the evidence that has been developed nationally, particularly the success that has 
been seen with the VRU in Scotland, we are using the three questions developed in the Scottish 
model and applying them through our partnership working:

The added value of working in partnership with the VRU is the ability to ensure that the health and 
care system are embedded in the partnership which has traditionally been led via the police and 
Community Safety Partnerships.

Serious violence cannot be tackled in isolation. It must be observed and addressed through the 
identification and grouping of preventable multiple risk factors and underlying determinants that 
cause violence. Violence prevention is every body’s business and must be tackled at a system level 
and must also be incorporated within a range of broader partner strategies and policies as the risk 
and protective factors for violence are experienced across different life stages.



We have already begun to see the success of our partnership with developments in A&E 
departments, linking the VRU agenda to the Health and Housing work stream and developing a 
public health approach to evaluation that all commissioned projects will undertake. At the recent 
launch of the VRU, West Yorkshire was acknowledged as one of the VRUs that are clearly 
demonstrating their commitment to a public health approach, not just addressing the enforcement 
and consequences of violent crime but evidencing commitment to tackling the root causes of 
serious violent crime.

Question 19 Is tackling socio-economic health inequalities part of emergency preparedness 
plans for Covid19? 

A 2011 study of “Socio-economic disparities in mortality due to pandemic influenza in 
England” (Int J Public Health (2012) 57:745–750 DOI 10.1007/s00038-012-0337-1) found that:

“People in the most deprived quintile of England’s population had an age and sex-standardised 
mortality rate three times that experienced by the least deprived quintile (RR = 3.1, 95% CI 2.2–
4.4). Mortality was also higher in urban areas than in rural areas (RR = 1.7, 95% CI 1.2–2.3). “

In preparing for a possible pandemic, is there going to be rationing of access to critical care? I have 
read recently of a “3 wise men” approach, doctors deciding who should get access, linking to 
ethical guidance published in relation to pandemic flu a decade or so ago –minimising harm, 
fairness etc.

There are potential health inequality implications:

• There could be socioeconomic patterns in terms of exposure and the practicality of taking 
personal steps to reduce exposure.

• Patients in poorer areas will have more difficulty in self-isolating –many will be carers 
themselves, families will be more at risk.

• It’s hard to imagine patients with a handful of co-morbidities getting to the top of the 
priority list for access to critical care –and co-morbidities are more prevalent in poorer areas

There could be a wide range of measures to reduce the health inequality impact:

• The payment of something akin to a winter fuel payment to all those on low income, just to 
give this vulnerable group a little financial flexibility and opportunity to reduce their risk of 
exposure to the virus; and to cope with the financial penalties of self-isolation if necessary.

• Carers need additional support, but on the other hand domiciliary care workers risk 
spreading infection (and are at risk themselves). More money is better than nothing, but 
extra support staff should be recruited asap.

• Coronavirus assessment hubs should be easily accessible to deprived communities. 
Protocols for treatment or admission to hospital need to be open and transparent, and 
assessed for any potential inequality.

• I’m struggling with the access to critical care issue –hard to think of anything practicable 
other than the “3 wise men/women” approach, as the issues are too complex.

• Later on, access to vaccines may become an issue if they are in short supply. We don’t need 
to wait, equitable access procedures can be developed in advance.

Are any of these -or other – measures being carried out to ensure that people in poor/deprived 
communities have equal access to covid19 care?

Response to Question 19



The NHS in West Yorkshire and Harrogate, and Public Health England (PHE) are well prepared for 
outbreaks of new infectious diseases. The NHS has put in place measures to ensure the safety of all 
patients and NHS staff while also ensuring services are available to the public as normal. NHS 111 
has an online coronavirus service that can tell people if they need medical help and advice on what 
to do. This information is being shared widely across all communication channels and public 
services, and beyond.

https://calderdaleandkirklees999callforthenhs.wordpress.com/2020/04/07/suspected-covid-19-patients-lives-are-in-the-hands-of-nhs-111-call-handlers-with-only-90-minutes-training/
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