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Foreword

Welcome to our report: Negating the gap: Preventing ill health and promoting healthy 
behaviours. This is the fourth report in our future of public health series and explores 
how a concerted focus on prevention and health promotion can help increase healthy 
life years and reduce health inequalities. However, despite a wealth of evidence that 
investing in prevention is fundamental to a resilient and sustainable health system, 
the UK, spends less than five per cent of healthcare funding on preventative services. 
As scientific knowledge increases and the ability to track and monitor the health 
status of individuals improves, the impact of failure to invest in prevention will become 
increasingly evident and difficult to justify to the public. 

The biggest preventable killers, such as tobacco, obesity, alcohol and recreational drugs, cost the taxpayer billions of pounds each year for 
treatment and long-term care, and put unsustainable pressure on the health service. To address these issues, central and local government, 
the NHS, the wider public health system and industry need to collaborate more effectively to improve detection and prevention of ill health, 
and to apply cutting edge science, technology, evidence and data to target support where it is most needed. 

Prevention is inextricably linked to the wider social determinants of health, prevention measures need to be based on a social compact 
between health and care providers, other stakeholders, and the public. This requires new models of co-creation and a focus on patient 
activation and self-management.

Effective prevention requires an approach to population health management that is underpinned by the collection and collation of not only 
health and social care data but also public health data on housing, income levels, and education status, as well as public health’s knowledge 
of place. Specifically, by ensuring that data is collected on the most at-risk groups, or those with the most complex needs, the public health 
system should be better able to respond and reduce unjust variations in ill-health and mortality outcomes across the UK. 

Many people with long-term health conditions have complex needs which means that they encounter multiple local services; and many 
people in the most socially deprived parts of the country experience vulnerabilities that require a multi-agency approach to tackling them. A 
collaborative partnership between public health, the NHS and social care is therefore crucial.

This report examines the complexities of public health prevention and the challenge of improving prevention and reducing health inequalities. 
It highlights the need to increase the percentage of funding spent on prevention; focus more on primary prevention, including new models 
of co-creation; adopt patient activation and self-management tools; and tackle digital exclusion and improve public health literacy. Failure to 
improve preventative services disproportionately affects people living in more economically disadvantaged areas: this makes prevention a 
priority goal of social policy. 

As always, we welcome your feedback.

Karen Taylor
Director
UK Centre for Health Solutions

Sara Siegel
Partner
UK Health and Care Sector Leader 

Contents

About the Centre for Health Solutions
Established in 2011, the Centre is the research arm of Deloitte’s Life Sciences and Health 
Care practices operating in the UK and across our European member firms. Our aim is to 
be a trusted source of relevant, timely and reliable insights on emerging trends, challenges 
and solutions. We use our research to encourage collaboration across all stakeholders, 
from pharmaceuticals and medical technology companies to health and care providers and 
commissioners, to the patient and health and care consumer.
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Obesity affects around 1 in every 4 adults and around 1 in every 5 children aged 10 to 11.1 

In 2019-20, the prevalence of obesity in children aged 10-11
was 27.5 % in the most deprived areas and 11.9 % in the least 
deprived areas.3 

In 2019-20, the prevalence of obesity in children aged 4-5
was 13.3% in the most deprived areas and 6% in the 
least deprived areas.2 

Diabetes: in 2020 there were over 4.9 million people living with 
diabetes, and if nothing changes by 2030 there will be 5.5 million.4 
In 2021, 24.2% of people with Type 2 diabetes were from the 
most deprived quintile, compared to 14.8% from the least 
deprived quintile.5 

In early 2021 around 1 in 5 (21%) individuals aged 16 years and 
over were experiencing some form of depression, double the 
rates pre-COVID-19 (when 10% of adults experienced some form 
of depression).6

327,174 cases of cancer were diagnosed in 2019, some 
896 every day, and 3,724 more than in 2018.8 The number of 
people diagnosed is predicted to increase to over 500,000 by 2035.9 

There are 20,000 more cases of cancer a year in the most deprived 
areas compared to the least deprived areas of the UK.10 

Nearly

(12%) fewer patients started cancer treatment in the UK 
in April 2020-March 2021 compared with the same period in 
2019-20.11 The number of patients starting cancer treatment 
having been diagnosed through screening in England was 
42% lower in April 2020-March 2021 compared with the 
previous 12 months.12

Children from the poorest 20% of households are four times 
more likely to have serious mental health difficulties by the 
age of 11 than those from the wealthiest 20%.7
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Mortality rates from cardiovascular diseases (CVD) in the 
United Kingdom fell from 336 deaths per 100,000 in 2010 to 255 
deaths per 100,000 population in 2019.16

People living in England’s most deprived areas are almost
4 X more likely to die prematurely from CVD than those in 
the least deprived areas. CVD is also more common among 
individuals with a severe mental illness, or whose ethnicity 
is South Asian or African Caribbean.17 

Physical inactivity is responsible for one in six UK deaths (the 
same as for smoking) and is estimated to cost the UK 

£7.4 billion annually (including £0.9 billion to the NHS).23

The proportion of smokers in the population fell from 20% in 2011
to 14% in 2019.18

More than a million people in the UK stopped smoking during 
the COVID-19 lockdown.19

Alcohol misuse is estimated to cost the NHS 

and society as a whole

25% of
pregnant women

in West Lancashire 
were still smoking at the 

time of delivery ...

... compared to
1% in West London 

(national average
10.6%).20

annually.21 In 2019 the age-standardised alcohol-specific death rate 
was 11.8 deaths per 100,000 people, an increase of 11.3% since 2001.22
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2010 2019

20%

14%

As of July 2021, there were around 7.6 million people living with heart 
and circulatory diseases.13 More than 40,000 people under the age of 
75 died from heart and circulatory diseases in 2020.14 More than 
100,000 hospital admissions each year are due to heart attacks: 
that’s 280 admissions each day or one every five minutes.15

40,000
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WITH CVD

336
DEATHS PER

100,000
255

DEATHS PER
100,000

100,000
ADMISSIONS
EACH YEAR

280
ADMISSIONS

EACH DAY

The UK’s health: 
Key facts and trends
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Prioritising ill health prevention 
and health promotion

Health is a precious asset, and prevention of ill health is 
essential in tackling health inequalities. Effective prevention 
enables more people to live longer and with more years spent 
in good health reducing the pressures on the health and care 
system. Health promotion is crucial in improving prevention. 
While there are increasing numbers of digital health tools to 
support prevention there is also a need to improve the digital 
and health literacy of the general public. COVID-19 has shone 
a spotlight on the unequal impact of the pandemic on specific 
groups of the population. It has disrupted several important 
public health prevention programmes such as routine cancer 
screening and routine vaccinations and has shown how failure 
to improve prevention results in disproportionate levels of 
mortality along the social gradient. To be successful, prevention 
needs to be based on a population health management 
approach and be appropriately funded: it should also be a 
partnership between the NHS, public health, and stakeholders 
across the health ecosystem.

About this report
This is the fourth report in our series on the future of public health.24 
It is based on:

	• an extensive literature review conducted between March and 
December 2021, including a review of the policies and practices 
driving public health transformation and an analysis of datasets 
across the UK to improve our understanding of key public health 
issues 

	• responses from semi-structured interviews with 85 senior 
stakeholders across the health and care ecosystem, including 
directors of public health (DsPH), policy makers, individuals 
working at arm’s length bodies, commissioners and funders, 
academics, voluntary sector organisations and employers. These 
interviews were conducted between April and the end of July 2021.

Our research was conducted against the backdrop of the ongoing 
COVID-19 pandemic and wide- reaching statutory reforms of the 
NHS, social care and public health. Our findings are intended to 
provide insights into the challenges facing public health before the 
pandemic, the impact of the pandemic, and what is needed for an 
effective and sustainable future. Further details of the methodology 
including the list of interviewees can be accessed in our overview 
report Narrowing the gap: Establishing a fairer and more sustainable 
future for public health.25

Defining health promotion and ill-health prevention
Health promotion is the ‘process of enabling people to increase 
control over, and improve, their health’. It moves beyond a focus 
on individual behaviour towards a wide range of social and 
environmental interventions.26 Health promotion activities engage 
and empower individuals and communities to choose healthy 
behaviours and make changes that reduce the risk of developing 
non-communicable or chronic diseases and other illnesses. Health 
promotion is dynamic, enabling individuals and communities to 
increase control over the determinants of health, thereby improving 
their health. It is based on education, prevention, advocacy, 
empowerment, and building a social support system. There are 
five commonly used approaches for enhancing health promotion: 
medical, behavioural, educational, empowerment and social change.

Ill-health prevention is about avoiding disease before it starts and 
planning for and taking action to prevent the onset of a disease or 
other health problem before the occurrence of the undesirable 
health event. There are three distinct levels of health prevention (see 
Figure 1). Primary prevention involves ‘upstream interventions’ which 
generally tend to be cheaper and more efficient than secondary and 
tertiary prevention and entails lower morbidity and mortality rates.27 

Typical health promotion, disease prevention, and wellness 
programmes include evidence-based communication and education 
strategies and may require legislation and regulations, financial 
incentives and penalties to have an impact.

In the UK, responsibility for health promotion and ill-health 
prevention programmes is vested in NHS and local authority public 
health teams. To be effective, however, requires collaboration and 
partnership working between health and care and local authority 
organisations at national and local level. Crucially, engaging and 
empowering individuals and relevant groups of the population (for 
example, smokers) is also important. The NHS and public health 
also need to work in partnership with social care, social enterprises, 
voluntary organisations and other stakeholders across the health 
ecosystem. Prevention and health promotion interventions also 
need to be targeted at those most in need to reduce health 
inequalities. The integration proposals in the Health and Care Bill 
that is currently working its way through Parliament should help 
collaborations to become more effective. We consider the Bill’s 
implications later in this report.28

Figure 1. The three main levels of prevention

Source: Deloitte analysis

Primary prevention

Preventing disease before it happens

Modifying existing risk factors:
Bike helmets

Tobacco cessation

Preventing development of risk factors:
Bike trails located away from vehicles

Policies limiting youth from purchasing tobacco

Primary prevention is aimed at reducing the 
incidence of disease and health problems within 
the population or targeting high risk groups and 

includes specific protection measures such as 
vaccinations.

Secondary prevention

Identifying disease before problems 
become serious

Newborn screening
Mammography

Regular check ups for people who smoke
BMI screening

Blood pressure measurement

Secondary prevention involves screening to detect 
diseases in their earliest stages before the onset 

of signs and symptoms and providing early 
interventions including anti-hypertensives, 

statins, diet and exercise programmes to stop or 
slow disease progression.

Tertiary prevention

Preventing complications of disease

Post-stroke rehabilitation
Blood sugar-lowering medications for diabetes

Physical therapy for back injury
Chemotherapy

Tertiary prevention involves the management of 
disease post-diagnosis to slow or stop progression 
to help people manage long-term, often complex 
health problems and injures to improve peoples’ 
ability to function, their quality of life and their 

life expectancy.
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Interdependencies between the social determinants 
of health (SDOH) and prevention
As highlighted in our second report in our future of public health 
series, Identifying the gap: Understanding the drivers of inequality 
in public health, the social determinants of health (SDOH); the 
conditions in which people are born, grow up, live, work and age, 
influence the health of the population, and cause health inequalities. 
Indeed, there is a social gradient across the SDOH, which means that 
people in lower socio-economic groups have worse health outcomes 
than people who are better off. They also experience greater 
barriers in accessing and obtaining health and care.29

Our ‘Identifying the gap’ report summarises the research findings 
from Sir Michael Marmot and his team at the University College 
London Institute of Health Equity (IHE), which show the extent of 
health inequalities in 2010 and 2020 and which identify prevention 
as critically important in reducing health inequalities, for example: 

	• The 2010 report ‘Fair Society, Healthy Lives’ emphasised the need 
to strengthen ill-health prevention, emphasising that it is a shared 
responsibility involving the empowerment of individuals and local 
communities. The report also stressed the need for longer-term, 
sustainable funding in prevention, targeted across the social 
gradient in a way that is proportionate to the level of disadvantage 
(‘proportionate universalism’).30

	• A follow-up report in 2020, ‘Health Equity in England: The Marmot 
Review Ten Years On’, was highly critical of the failure over the 
previous ten years to tackle the growing inequalities in healthy 
life expectancy, especially for those living in poorer communities, 
women, and black and ethnic populations. And again, emphasised 
the importance of investing more in prevention and health 
promotion.31

Figure 2. Life expectancy at birth by area deprivation deciles and sex, England, 2017-19

Note: Arrow indicates years gap from least deprived decile 

Source: Office for National Statistics (ONS), 2021.
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Analysis from the Office of National Statistics (ONS) shows how life 
expectancy at birth declines along the deprivation deciles (Figure 
2), suggesting that the current approach to prevention and health 
promotion is not working. Indeed, our ‘Identifying the gap’ report 
highlighted the even greater impact on healthy life years with a 
19.8-year gap for females and 18.4-year gap for males in healthy 
life expectancy across the deprivation deciles. COVID-19 has made 
these inequalities even worse, particularly for black and ethnic 
groups, those with learning difficulties or physical disabilities, and 
other vulnerable groups; demonstrating unequivocally that the UK is 
a very unequal society.

In July 2021, The Health Foundation’s COVID-19 impact inquiry, 
Unequal pandemic fairer recovery, found that inequalities in 
COVID-19 mortality rates followed a similar social gradient to that 
for all causes of death; and while ‘health behaviours contribute to 
the causes of non-communicable diseases (NCDs), the SDOH are 
themselves causing inequalities in health behaviours’.32 The Health 
Foundation concluded that COVID-19 had amplified pre-pandemic 
inequalities and that while containment measures had caused 
economic harm and damaged the population’s health in general, 
people from disadvantaged backgrounds were affected far more.33 
The report calls for ‘urgent attention, investment and reform’ of the 
UK’s public health systems.34

The economic argument for investing more in public 
health interventions 
According to research by the University of York Centre for Health 
Economics (2019) the estimated cost of each additional year of good 
health in the population achieved by public health interventions, 
measured using Quality Adjusted Life Years (QALYs), is £3,800. This 
is three to four times lower than the £13,500 average cost of NHS 
interventions per additional year of good health. This suggests that 
a reallocation of resources from the NHS to public health is likely to 
improve health outcomes overall, and that the squeeze on the public 
health grant in recent years, while protecting NHS expenditure, is 
likely to have reduced health outcomes.35

Funding for prevention activities has reduced over the 
past six years 
Since the transfer of responsibility for public health services to 
local authorities in 2013, approaches to prevention have varied 
across local authorities, linked largely to the availability of funding 
and the differing needs of local populations. Although a new 
public health funding formula introduced in 2013-14 sought to 
account for differences in need between local authorities there 
was limited progress in shifting resources to those areas below 
target. Consequently, despite the political rhetoric about improving 
prevention, and the rigorous research by The King’s Fund, Health 
Foundation and others, the reality is that overall funding for 
preventative services has reduced. 

The absence of agreement on what constitutes spending on 
prevention and health promotion, together with the varied and 
fragmented approaches taken by different local authorities, makes 
it difficult to assess how expenditure on prevention is allocated. 
This limits people’s understanding the effectiveness of public health 
investment. Analysis by the Office of Economic Cooperation and 
Development (OECD) estimates that most countries spend less than 
five per cent of their health budget on prevention and even then, 
most prevention spending is on secondary and tertiary interventions 
rather than on primary prevention.36

“�You need funding for prevention but all 
there is funding for is treatment” 
Director of Public Health
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Figure 3. Funding of preventive care in the UK

Note: Most of the operation activities of PHE (and devolved equivalents), as well as local authorities (LA)-funded public health activities come under preventive 
healthcare within the health accounts, except drug and alcohol treatments, which are considered curative/rehabilitative care 

Source: Office for National Statistics (ONS), 2021.
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In England, analysis by the ONS, shows that funding for preventative 
activities decreased from five per cent of total health spending in 
2013 to 4.5 per cent in 2019 (see Figure 3).37 The focus for spending 
has been largely on delivering mandated services, with limited 
funding available for primary prevention. Given this reduction in 
resources, has been at a time of increasing demand from an ageing 
and growing population, it is difficult to justify this level of reduced 
funding on ill-health prevention and health promotion.

Public health grant spending per person fell by almost a quarter 
between 2015-16 and 2021-22: this was equivalent to a £1 billion 
reduction in real terms in the public health grant. Reductions in the 
public health grant have continued in 2020-21 and 2021-22, at a time 
when COVID-19 has increased health risks, partly because people 
have been unable to access preventive services. 

The Health and Care Bill: Integration and reform of care and 
public health
Overall responsibility for public health functions is vested in the 
Secretary of State for Health. The first major change in policy 
responsibility for health promotion and ill-health protection in 
England was the 2012 Health and Care Act which delegated public 
health responsibilities to a newly established executive agency, 
Public Health England. At the same time, Directors of Public Health 
(DsPH) and their teams were transferred to local authorities 
with local authorities given new legal responsibilities for health 
improvement, protection and promotion.38 Meanwhile, in Scotland, 
Wales and Northern Ireland, public health remained part of the NHS. 
These changes are covered in more detail in our ‘Identifying the gap’ 
report.39

These public health reforms meant that as far as prevention and 
promotion were concerned, the NHS was left to focus largely on 
secondary and tertiary prevention and treatment pathways, while 
PHE and DsPH led on primary prevention but also had a role in 
supporting the NHS on downstream prevention and promotion 
activities. Most commentators saw this transfer of responsibility for 
public health services to local authorities as ‘a good move’, since it 
placed DsPH and their teams closer to the communities they serve. 
It also meant that they were better placed to influence the SDOH. 

NHS policies recognising the need for more focus on 
prevention (April 2013 - March 2020) 
Over the past eight years the NHS has published several crucial 
policy documents which have recognised the importance of moving 
to a more integrated health and care system. These also included a 
recognition of the importance of upstream investment in prevention:

	• The NHS Five Year Forward View (FYFV) ( June 2014) identified as a 
priority a radical upgrade in prevention and public health, focusing 
on obesity, smoking and other major health risks, and also on new 
models of care.40

	• Prevention is better than cure: Our vision to help you live well for longer 
(November 2018) recognised the need for a much stronger focus 
on upstream primary prevention and a commitment that: ‘by 
2035, there is an overall gain of a least five extra years of healthy, 
independent life, and the gap between the richest and poorest has 
been reduced through making prevention a priority’.41

	• The NHS Long Term Plan (LTP) (February 2019) envisaged a bigger 
role for the NHS in prevention and reducing health inequalities. 
It proposed setting measurable goals and that commissioning 
allocations should give a bigger share of funding to areas with high 
inequalities.42

	• All Our Health (updated July 2019) is a framework and series of 
resources for upskilling health and care professionals (HCPs), to 
help prevent illness, protect health and promote wellbeing.43

	• Advancing our health: prevention in the 2020s ( July 2019), a green 
paper consultation document, acknowledged the need for a new 
approach to prevention and identified the 2020s as a decade in 
which proactive, predictive and personalised prevention with 
new technologies such as genomics and AI would be used to help 
create a new prevention model.44

While these policy ambitions and associated funding have helped 
the NHS move progressively towards integrating health and care 
they have predominantly had an NHS lens and are largely focused on 
the treatment aspects of prevention. Advancing our health: prevention 
in the 2020s, however, does include a number of commitments to 
put prevention at the centre of decision-making at both local and 
national government levels.45 However the COVID-19 pandemic 
has demonstrated quite clearly that none of these policy initiatives 
have had much, if any, effect on improving the health of socially and 
economically disadvantaged groups in the population. 

The Health and Care Bill 2021: Integration and reform of 
care and public health 
In November 2020 NHS England and NHS Improvement (NHSE&I) 
published a policy document Integrating care: next steps to building 
strong and effective integrated care systems across England, requiring 
every health and care provider to become part of one of 42 
geographically based Integrated Care Systems (ICSs) by April 2021 in 
order to enhance integration through effective positioning of social 
care within the ICS structure. The focus again is on introducing a 
fundamental shift in the organisation of the NHS and social care, and 
leaves responsibility for public health with local authorities. However, 
like public health, the expectation is that service delivery will require 
collaboration and a focus on place and local populations. ICSs will 
also have a statutory responsibility for adopting a population health 
management (PHM) approach to improving prevention and reducing 
health inequalities, an approach public health has been using for 
several years.46

During 2021 the government has focused on getting the necessary 
legislation in place to establish ICSs as legal entities by April 2022. 
The Health and Care Bill which had its first reading in July 2021, 

is currently making its way through the parliamentary legislative 
process. It includes targeted changes to public health, social 
care, regulation, and joining up services through place-based 
partnerships between commissioners and providers of services 
(including local government and the voluntary sector), and through 
provider collaboratives. Figure 4, is The King’s Fund illustration based 
on the provisions in the Health and Care Bill in October 2021 (and 
may change as the Bill passes through Parliament). 47, 48
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COVID-19: Creating new organisations and responsibilities 
for prevention and promotion 
COVID-19 has exposed the fragmentation in the public health 
system, including difficulties in responding to external threats, and 
the serious impact of failure to improve prevention and tackle the 
SDOH. In response, the government has introduced further reforms 
involving the replacement of Public Health England by two new 
bodies. This decision was first discussed in a report on the future 
of public health in September 2020, with the details of what this 
would mean for public health in a DHSC policy document in March 
2021, Transforming the public health system: reforming the public health 
system for the challenges of our times.49, 50

The changes came into effect on 1 October 2021 (Public health system 
reforms: location of Public Health England functions from 1 October).51 
The main changes are that the health protection responsibilities 
of PHE have moved to a new organisation, the UK Health Security 
Agency (which we examine in our report Bridging the gap: Protecting 
the health of the nation). Responsibility for health prevention and 
promotion, and the wider determinants of health, were transferred 
to the Office for Health Improvement and Disparities (OHID), part 
of the Department of Health and Social Care. Responsibilities 
for prevention services delivered by health services (including 
vaccination, immunisation and screening) have been moved to NHS 
England and NHS Improvement. DsPH and their teams remain part 
of local government (see Figure 5).

Although recognising the fundamental role of public health in 
population health management (PHM), the draft legislation does 
not mandate how the ICSs should engage with public health in their 
decision-making processes. 

While the Bill currently establishes a new Triple Aim as the core 
purpose for the NHS (promoting health and wellbeing of the 
population; improving the quality of care delivered to patients; 
and ensuring the sustainable use of resource), it does not include 
the need to reduce health inequalities, which may be a missed 
opportunity.

Figure 4. Integrated care systems (ICSs) – Key planning and partnership bodies from April 2022

Source: https://www.kingsfund.org.uk

NHS England
Performance manages and supports the NHS 
bodies working with and through ICS

Integrated care board (ICB)

Membership: independent chair; non-executive 
directors; members selected from nominations 
made by NHS trusts/foundation trusts, local 
authorities and general practice

Role: allocates NHS budget and commissions 
services; produces five-year system plan for health 
services

Membership: representatives from local 
authorities, ICB, Healthwatch and other partners

Role: planning to meet wider health, public health 
and social care needs; develops and leads 
integrated care strategy but does not commission 
services

Partnership and delivery structures

Name Participating organisations

Integrated care Partnership (ICP)

Cross-body 
membership, 
influence and 

alignment

Influence

Statutory ICS

Care Quality Commission
Independently reviews and rates the ICS

Geographical footprint

System
Usually covers a population 

of 1-2 million

Provider collaboratives NHS trusts (including acute, specialist and mental 
health) and as appropriate voluntary, community and 
social enterprise (VCSE) organisations and the 
independent sector can also operate at place level

Place
Usually covers a population 

of 250-500,000

Health and wellbeing boards

Place-based partnerships

ICS, Healthwatch, local authorities, and wider 
membership as appropriate; can also operate at 
system level

Neighbourhood
Usually covers a population 

of 30-50,000

Primary care networks General practice, community pharmacy, dentistry, 
opticians

Can include ICB members, local authorities, VCSE 
organisations, NHS trust (including acute, mental health 
and community services), Healthwatch and primary care

Influence

Figure 5. The new organisational responsibilities for public health prevention and promotion 

Office for Health Improvement and 
Disparities (OHID) – Accountable to CMO NHS England/Improvement

• Global Public Health
 (Health Improvement)
• Nursing, Midwifery,
 AHP and Emergency
 Services Public Health
 Leadership
• Maternity and Early
 Years
• Alcohol, Drugs, Tobacco
 and Inclusion health
• Diet, Obesity and
 Physical Activity
• Health Marketing and
 Behavioural Change
• Regional and Local
 Health and Wellbeing
• Advice and Support
• Dental public health
• Health Improvement
 Priority Programmes
 (including public
 mental health)

• Sexual Health and
 HIV services
• National Screening
 Programmes
• UK National Screening
 Committee
• Research, Translation
 and Innovation (Health
 Improvement)
• Health Intelligence
• Public Health Workforce
• Health Economics and
 modelling
• Quality, Clinical
 Governance and
 Safeguarding
• Public Health Grant
 Assurance (with DHSC)

Department of Health 
and Social Care

Transfer of responsibility for Public Health England’s health improvement, ill health 
prevention and public health promotion functions from 1 October 2021

Local authorities and Directors of Public Health and their teams

Integrated
Care Systems/

Integrated
Care Boards

Primary Care 
Networks

• National Screening Programmes
• Screening Quality Assurance
• Regional and Local Screening and Immunisation
 Commissioning Support and Expert Advice
 (embedded in NHSE)
• Regional and Sub Regional Health Care Public
 Health (HCPH)
• National Healthcare Public Health

NHSE Transformation directorate

• National Disease Registration Service (containing the
 National Cancer Registration and Analysis Service
 (NCRAS) and the National Congenital Anomaly and
 Rare Disease Registration Service (NCARDRS)

Note 1: Public Health England (PHE) transferred all of its health protection functions into the UK Health Security Agency (UKHSA) – see our report – Bridging the 
gap: Protecting the nation from public health threats.
Note 2: Clarification of accountability is subject to any changes that may be required as the Health and Care Bill passes through the Parliamentary process.  
Source: Deloitte analysis

Transfer of functions Accountability for public health Collaborative working and data and information flows
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The mission of the OHID, led by the Deputy Chief Medical Officer 
for England, is to tackle health inequalities across the UK. It is 
expected to work collaboratively across national, regional and local 
levels as well as with the NHS, academia, the third sector, scientists, 
researchers and industry. It is also expected to introduce a new 
approach to public health, focused on preventing debilitating health 
conditions before they develop and addressing ‘unacceptable health 
disparities that exist across the country’. NHS England’s focus on 
prevention and population health are also being strengthened 
by transferring to it crucial national capabilities to help drive and 
support improved health as a priority for the whole NHS. OHID is 
also expected to strengthen the local response, given so many of the 
conditions for good health and living well are determined at a local 
level.52

Prevention and promotion: Learning the lessons from COVID-19
The pandemic has not only exposed increasing health inequalities 
and their impact on health outcomes, but has also highlighted 
notable inequalities in access to health prevention interventions 
and support. Specifically, those living in more deprived areas have 
experienced the biggest falls in hospital care, with evidence of larger 
falls in urgent cancer referrals and new cancer first treatments in 
poorer areas.53 

When launching the OHID, the Secretary of State for Health 
identified these disparities in access as a key rationale for reforming 
public health and increasing the focus on health inequalities. He 
confirmed that:

	• the pandemic had left the NHS facing two backlogs: more than 5.5 
million people waiting for elective treatments; and a social backlog 
in mental health and public health which was “much harder to 
quantify” and “less evenly spread” 

	• admission rates to hospital for COVID-19 were 2.9 times higher 
in the most deprived areas of England compared with the least 
deprived, and the mortality rate was 2.4 times higher. Minority 
ethnic groups were more likely to be admitted to critical care for, 
and die from, COVID-19 than white British people

	• while for some people COVID-19 was “a wake-up call to get fit and 
get healthy”, for others it went the other way − a trend that needed 
to be reversed quickly

	• cancers and cardiovascular disease account for over 60 per cent 
of years of life lost to premature death, and the risk of premature 
death from these causes varies greatly depending on where 
people live. Vaccination rates, screening, early diagnosis of cancer 
– all critical to improving health outcomes – are all lower in more 
deprived communities in England than in affluent ones. It therefore 
needs to be easier for people to access screening services and 
diagnostics and to get support from primary care.54

The NHS and public health have introduced new technology-enabled 
access and service models to help tackle some of the inequality 
issues. However, it is essential that these innovations are tracked 
and monitored to understand how they impact disease prevention, 
reduce health inequalities, protect people from health threats and 
support individuals and communities to improve their physical and 
mental health and resilience. Case study 1 illustrates how one region 
went about evaluating services during the pandemic, identifying 
gaps in provision and improving understanding of the impact of its 
policies on inequalities.

“�These health inequalities have  
always been here. COVID has just 
exposed them” 
Public Health Consultant

Case study 1
Tackling socio-economic inequalities in access to planned hospital care in the Midlands in 2020

Situation
Pre-pandemic, there were large increases in rates of elective spells per head of population (between 2005 and 2018 elective spells 
increased by 33.1% a rate of 2.2% per annum). At the same time outpatient attendances per head increased by 78.1% (4.5% per 
annum). Rates of access were higher among those living in the least deprived areas. This was not always the case, but the pattern holds 
for most major causes of morbidity.

In the summer and autumn of 2020 concerns grew about reduced access to routine hospital care such as diagnostics, outpatient 
care and planned surgery. Waiting lists and waiting times were increasing and the Midlands Decision Support Units (MDSU) network 
recognised the potential for this problem to exacerbate existing inequalities.55

Action
The 11 ICSs that make up the MDSN jointly commissioned analysis from the Strategy Unit (which acts as Development Centre for the 
Network) to explore the extent, causes and consequences of socio-economic inequalities in access to planned hospital care. The 
analysis had four objectives, which were to:

•	 describe socio-economic inequalities in access to planned hospital care

•	 identify where in the patient pathways these inequalities in planned care emerge

•	 explore potential drivers of these inequalities

•	 explore whether poor access to planned care in some communities leads to increased demand for unplanned care.56

Results
The analysis explored four pathways: chronic obstructive pulmonary disease, heart failure, arthritis of the hip, and cataracts. It found 
that, after adjusting for levels of need, activity in the early parts of each of these four pathways was skewed towards the most deprived, 
but the pattern was skewed away from the most deprived in the late pathway where secondary care treatment occurs. 

The analysis concluded that the late pathway skew towards the least deprived populations that had occurred in recent years may 
be a function of various policy initiatives introduced to improve or control access to secondary care treatments. Growth in the rates 
of access to new imaging technologies tends to be lower in the most deprived areas. When the NHS seeks to limit access to certain 
forms of surgery, rates tend to fall more rapidly in the most deprived areas. When the NHS introduces new screening programmes, 
interventions resulting from those programmes tend to increase more slowly in the most deprived areas. 

What next?
The research suggests there is value in reviewing the policies and procedures that seek to improve or control access to elective care 
and the process by which decisions about treatment are taken, ensuring that these processes do not inadvertently disadvantage 
people living in the most deprived areas. Deciding whether and how to act on this evidence will require careful consensus-building 
within local health systems.57
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Prevention and promotion: Tackling the main risks and drivers 
of health inequalities
There is a large body of evidence and case examples on preventative 
approaches and a general consensus on what works and what 
doesn’t, but our interviewees considered that the majority of funding 
was still on secondary and tertiary treatments when an upstream, 
primary prevention approach targeted at higher risk groups was 
needed. They highlighted the limited funding available for non-
mandated prevention services as a critical factor but could also point 
to many examples in local areas, often with third sector providers in 
community intervention, and largely focused on health promotion 
and empowering individuals to take more control of their health. 

While most interviewees acknowledged that individuals have some 
responsibility for their own health and lifestyle choices, they also 
recognised the importance of providing support to encourage 
individuals and groups to do so. We asked them how well prevention, 
promotion and other services aimed at prolonging healthy life years 
were being tackled before the pandemic. Their responses were 
mostly neutral or negative, with prevention the lowest-ranked area 
(Figure 5).

The main risk factors driving the disease burden in England 
The 2019 Global Burden of Disease (GBD) Study identified the 
main risks to health and their contribution to the total number of 
deaths in England. These risks have been known about for decades 
but were still the main contributors to premature death, namely: 
tobacco (20%), high blood pressure (14%), poor diet (12%), obesity 
(9%) and alcohol use (4%). Air pollution (3%) and lack of exercise (2%) 
are also significant contributors to deaths in England.58 Conversely, 
vaccination programmes are positive drivers of health improvement. 

Figure 4. How well do you think the following areas were being tackled prior to the COVID-19 pandemic

59% of interviewees answered this question for at least one of these areas.

Source: Deloitte analysis of interviews of public health stakeholders conducted between 5 April-19 July 2021.
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Reductions in public health budgets have coincided with a slowdown 
in improvements in life expectancy and in some groups of the 
population, a decline. The Health Survey of England 2019 found that 
that 18% of men and 15% of women were smokers and that smoking 
is still common among some groups. Levels of obesity were a major 
cause of concern: 68% of men and 60% of women were overweight 
or obese; among children 18% of boys and 13% of girls were obese; 
and 16% of adults screened positive for possible eating disorders.59

The NHS Long Term Plan (January 2019) includes a commitment 
to improve prevention highlights the importance of working with 
partners to prevent disease or injury before it occurs and making it 
easier for individuals to make healthier choices and so reduce the 
risk of ill health, disease and premature death. The LTP also commits 
to support behaviour changes and address lifestyle factors in order 
to improve healthy life expectancy. Actions include tailored help for 
tobacco addiction, alcohol and obesity, and treatment to reduce the 
risk of early ill health and diseases such as cancer, cardiovascular 
disease, stroke, respiratory disease and mental ill-health.60 

We asked our interviewees how well mental health, smoking, obesity, 
drug and alcohol abuse and regular vaccination programmes were 
being tackled before the pandemic. Responses were largely positive 
about routine vaccination programmes and relatively balanced 
about the success or otherwise of ‘stop smoking’ initiatives; however, 
their views about mental health, obesity, and drug and alcohol 
programmes were much more negative (see Figure 7).

The reasons given for the negative ratings (see Figure 8) provide 
insights to help design more effective services in the future. Other 
points raised by our interviewees included the large number of 
different and often confusing strategies to tackle obesity and 
mental health problems, which have not always translated into 
consistent action on the ground. Many interviewees mentioned 
that introducing minimum alcohol pricing and sugar tax has had 
a notable impact on obesity-related behaviours, but they were 
concerned that progress in these areas as well as some of the 
improvements that they had started to see in drug and alcohol 
services, is likely to have been reversed by the hiatus in services 
during the COVID-19 pandemic. 

Figure 7. How well were the following prevention areas were being tackled prior to the COVID-19 pandemic

Interview question: How well were the following prevention area were being tackled prior to the COVID-19 pandemic?
55% of interviewees answered this question for at least one of these areas.
 
Source: Office for National Statistics (ONS), 2021.
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While the NHS and public health have introduced many new 
technology-enabled access and service models to help tackle 
some of the inequality issues, it is essential that these innovations 
are tracked and monitored to ensure they don’t add to health 
inequalities (see below). It is also important that the technology is 
simple and easy to use and has been developed with input of end 
users. The technology also needs to be able to show evidence on 
how it contributes to disease prevention and supports individuals 
and communities to improve their physical and mental health and 
resilience.

Health literacy and digital literacy
Improving health and digital literacy is crucial if prevention and 
health promotion are to help reduce health inequalities. Health 
literacy (HL) refers to the extent to which individuals can find, 
understand and use information and services to inform health-
related decisions and actions for themselves and others. It is an 
asset in reducing health inequalities and negative patient outcomes. 
Low HL is associated with poor patient activation, greater morbidity 
and use of emergency services, less preventive care, greater 
difficulty managing long-term conditions, and higher premature 
mortality.61 Individuals differ greatly in the extent of their knowledge 
about health and their susceptibility to misinformation. Poor HL has 
strong correlation with the social determinants of health (SDOH). 

“�One of the major problems in terms 
of health promotion is that for a long 
time negative data has been collected, 
whereas we need to collect positive data 
to encourage more people to change 
their behaviour –such as the number 
of households with smoke alarms, the 
percentage of people who are eating five 
a day, the number of schools within your 
local area that are promoting health– 
what I’m suggesting is you shift it away 
from the individual to the place” 
Director of Public Health

Figure 8. Key reasons for the ratings of public health’s pre-pandemic performance on the different prevention areas

Interview question: How well were the following prevention areas were being tackled prior to the COVID-19 pandemic? 55% of interviewees answered this 
question for at least one of these areas.

Source: Deloitte analysis of interviews of public health stakeholders conducted between 6th April – 19th July 2021. 

Reasons for positive or neutral ratings Reasons for negative ratings 

Mental Health (MH) • There has been an increase in mental health support for children
 and young people in recent years.

• Mental health services are receiving greater recognition.

• The current system focuses on treatment rather than prevention.

• Mental health is often perceived as a non-public health issue.

• There is a disparity in the level of funding for mental health services,
 particularly relative to other health services.

• There is a need for greater skills and knowledge across public
 health professionals managing mental health services.

Smoking • Responses were relatively balanced about the success or otherwise
 of ‘stop smoking’ initiatives.

• Smoke-free prison services have been implemented across
 many sites.

• There have been many funding cuts for smoking services in
 recent years.

• Reducing smoking in pregnancy was seen as a major challenge by
 many public health professionals.

Obesity • National policy initiatives for example the UK soft drinks industry
 levy (SDIL), were seen as having a positive impact in slowing the
 increase in rates of obesity.

• There are a lack of obesity metrics. 

• Local impact from national strategies is often not seen.

Drug and alcohol 
abuse

• There are some initiatives, for example, minimum alcohol pricing
 that could be more widely implemented.

• There has been an increase in drug use seen during the
 COVID-19 pandemic. 

Routine,non-COVID-19 
Vaccination/
immunisation 
programmes

• The last few years have seen a slow but steady increase in routine
 vaccination rates.

• Vaccine hesitancy is still widespread, particularly amongst ethnic
 minority groups.

The government needs to provide public access to reliable health 
information, so that people are better able to recognise health-
related misinformation. This also requires improvements in the HL of 
the general public. 

Much of the content on health promotion is now delivered digitally 
which means that alongside improving health literacy there is also a 
need to improve digital literacy. Although the numbers of people in 
the UK lacking basic digital skills are falling, approximately four per 
cent of UK households in 2020 lacked internet access and 4.8 million 
people had never gone online.62,63 

The combination of low digital and health literacy risks exacerbating 
health inequalities. For example, an estimated 175,000 to 500,000 
of those instructed by letter to ‘shield’ had no internet access so 
could not use the websites they were signposted to.64 NHS Digital 
has identified that the groups most likely to be excluded are older 
people, people without jobs or in low-income groups, people in 
social housing, and people with disabilities.65

The Good Things Foundation’s Widening Digital Participation 
(GTF WDP) programme, one of biggest national programmes for 
improving health literacy, has been independently evaluated.  
Phase 1, from 2013 to 2016, focused on improving literacy in 
communities across England through a ‘blended learning’ model 
of community-based and online learning, targeting those with 
the greatest needs first. An independent evaluation showed 
that participants gained skills and confidence in accessing health 
information online, resulting in fewer visits to the GP, 111 and 
hospitals. 

This achieved an estimated annual saving based on behaviour 
change of £3.7m in saved GP visits and £2.3m in saved A&E visits 
- a return on investment of £6.40 for every £1 invested in Year 3 of 
the programme.66 Phase 1 is discussed in greater detail in our 2019 
report Shaping the future of UK healthcare: Closing the digital gap.67

Case study 2 shows the findings from Phase 2 of the programme 
(that ran from 2017 to 2020) and illustrates how improving digital 
skills is effective in improving health literacy. 
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Case study 2
Good Things Foundation ‘Widening Digital Participation’ – an NHS Digital-funded programme to 
improve digital literacy and reduce health inequalities (2017-2020)

Situation
Good Things Foundation’s Widening Digital Participation programme, funded by NHS Digital, aimed to ensure that more people have 
the digital skills, motivation and means to access health information and services online. The first part of Phase 2 of the project, which 
ran for approximately 12 months, supported 23 ‘pathfinders’, health and care providers including clinical commissioning groups 
(CCGs), GPs, local authorities, care home providers, voluntary sector organisations and community groups to identify points in health 
and care systems, products, processes and patient journeys that could be improved through digital technology and community-
based interventions. While each pathfinder was unique, all were supported to go through a series of five steps and draw on co-design 
principles to build a ‘digital health hub’ model.68 A digital health hub (DHH) is defined as a trusted place, with trusted people accessing 
trusted information.69 After this, 22 ‘mini pathfinders’ helped to test the emerging DHH model through the Good Things Foundation 
network of community partners. 70

Action
The approach taken by the Good Things Foundation to form DHHs was based on the principle of going to where people are − 
whether a GP surgery, a homeless shelter, a dementia support group or a cancer support network − to win trust and obtain valuable 
insights into what people really need. Local digital hubs were established in partnership with the community − local charities, NHS 
organisations, care homes, libraries, Health Watch and Citizens Advice. This was seen as essential to building digital confidence and 
motivating behaviour change. 

Outcome
Throughout the duration of Phase 2 of the programme the pathfinders project supported 21,178 people, a further 166,162 people 
were made aware of digital health resources, and 53,173 people improved their digital literacy through free on-line learning (‘Learn My 
Way’). 83% of people using Learn My Way said they felt more confident with online tools to manage their health, 33% said they made 
fewer visits to their GP (an average of 4.8 visits saved) and 14% said they made fewer visits to A&E (an average of 3.1 visits saved).71 

Prevention: Better than treatment Improving prevention of mental health problems 
One of the biggest areas of concern during the COVID-19 pandemic 
has been the increase in mental health problems. Despite multiple 
policies and programmes to improve mental health services, the 
focus has been largely on treatment, usually once the condition 
becomes more severe. Historically there has been limited emphasis 
on early interventions to improve prevention. Consequently, mental 
health inequalities persist: 70 per cent of our interviewees said that 
they had not been well tackled. 

“Prevention is the easiest thing to ignore” 
Strategic Adviser

The mental health of vulnerable children and adolescents is another 
critical challenge. During the pandemic the disruption in school 
attendances and inequalities in access to educational support has 
had a deleterious impact on children’s mental health. Pre-pandemic, 
an estimated 10 per cent of children and young people in the UK 
aged between 5 and 16 years had a clinically diagnosed mental 
disorder, and this percentage increased substantially during the 
pandemic. Indeed, public health agencies around the world have 
warned that a wave of depression, suicide and other mental ill-
health issues is on the horizon. 

Even before the pandemic the case for investment was gaining 
momentum and a growing number of virtual mental-health service 
providers have emerged to serve this market: the pandemic has 
accelerated uptake and digital innovation has accelerated at an 
unprecedented pace, transforming services. 

Today, there are a range of NHS-approved, digitally enabled models 
of care for mental health, providing insights to help improve 
healthcare providers understanding of the causes and symptoms of 
different mental health conditions, how well treatments work, and 
how each treatment works for individual patients. Care delivered 
via digital platforms can also: help people avoid the social stigma 
often associated with poor mental health, reduce waiting times and 
remove the need to travel and take time off work for treatment. It 
can also facilitate access to treatment for those who have previously 
avoided face-to-face therapy appointments.72 Examples of digital 
platforms include:

	• �Ieso Digital Health (Ieso) provides cognitive behavior therapy (CBT) 
through one-to-one online chat sessions and therapy sessions. 
Since April 2021 it has also provided online video CBT. Ieso is 
commissioned by 49 NHS CCGs and 27 NHS providers across 
England and Scotland as part of the IAPT (Increasing Access 
to Psychological Therapies) service. It has treated over 70,000 
patients and has recorded over 400,000 hours of anonymised 
therapy transcripts to help evaluate the effectiveness of services. 
Recovery of patients is equivalent to face to face, and often fewer 
sessions are required.73 

	• SilverCloud is the leading global provider of evidence-based 
wellbeing and behavioural health solutions, delivered digitally 
and at scale - enabling four to six times as many people access 
support than through traditional treatment routes. Working 
with more than 500 organisations, including over 75 per cent of 
IAPT services, the platform offers over 30 programmes that are 
evidence-based and clinically validated. These programmes have 
shown results equivalent to face-to-face care for the 1 in 5 people 
with a diagnosable mental health condition and have helped over 
65 per cent of patient, member, and employee users to experience 
significant decreases in depression and anxiety symptoms and 
85 per cent showing a reduction in symptoms. SilverCloud is also 
available to individuals through certain healthcare plans, hospitals, 
GPs, universities and employers.74

	• Healios has created a digital clinic offering specialised clinical 
assessments, therapy sessions and support programmes, 
delivered via digital tools, self-management apps and a 
telemedicine platform to children and young people with mental 
health and neurodiverse conditions. Healios is used by two-thirds 
of NHS mental health trusts.75 It has delivered over 80,000 clinical 
sessions, 35 per cent of which took place when lockdowns and 
social distancing were disrupting face-to-face mental health care.76 

Digital technology has tremendous potential to make mental health 
and behavioural health systems fit-for-purpose, affordable, and 
scalable, particularly for countries and people currently without 
access to services. But despite their potential, the new tools and 
services come with concerns about safety and efficacy, as well as 
ethical questions related to the use of personal data. Our existing 
regulatory structures do not have answers to all these concerns, and 
there is consequently some exposure to risks.

The World Economic Forum and Deloitte have explored the ethical 
concerns presented by digital technology in mental health and have 
developed a toolkit that offers a framework of governance principles, 
standards and processes that can be adopted as a code of ethics, 
regulatory standards, or simply as a kitemark of compliance, with a 
means for adapting these to the cultural, legal, medical, and clinical 
situations in different jurisdictions. The toolkit enables stakeholders 
to embrace validated digital mental health services safely, 
strategically, and ethically, by focusing on trust through assurance 
and transparency.77
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Figure 9. Obesity prevalence in children aged 4-5 and 10-11, by Index of Multiple Deprivation (IMD), England, 2019/20

Source: NHS Digital, National Child Measurement Programme 2019/20 
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Stopping smoking 
Evidence of the negative impact of smoking on health has been 
recognised for decades. Moreover, during the pandemic smokers 
and ex-smokers have been more likely to end up in hospital if they 
contract COVID-19. According to the ONS, in 2019, 14.1% of UK adults 
smoked cigarettes − a significant reduction from 20.2% in 2011. The 
biggest reduction was among 18 to 24-year-olds, down from 25.7% 
who smoked in 2011 to 16.0 per cent in 2019.78

In 2021 research by the International Longevity Centre (ILC) UK 
found that stopping smoking is only one part of the solution, as 
many former smokers are already living with the long-term effects 
of smoking, such as cardiovascular conditions and cancer. Smoking 
is responsible for 77,600 deaths a year in England alone and a 
typical life-long smoker aged 30 can expect to lose about ten years 
of life expectancy compared to someone who has never smoked. 
The report also noted that although the government has stated its 
ambition to become ‘smoke-free’ in England by 2030, funding for 
national behaviour change communication campaigns and smoking 
cessation services has been cut since 2009. UK annual tobacco 

duties are worth only £9 billion a year, less than half the economic 
cost of smoking. The costs of smoking are therefore not just those 
to individuals and their health, but also the cost to the broader 
healthcare system and the public purse.80

When discussing prevention and cessation of smoking, our 
interviewees commented that one of the more intractable areas 
is smoking during pregnancy. In 2017 the DHSC set a target to 
reduce this to 6% or less by the end of 2022. By 2020 around 10% 
of pregnant women in the UK were smoking at the time of delivery, 
but wide variations in rates of smoking during pregnancy existed 
across the social gradient.81 The National Institute for Care and 
Excellence (NICE) recommends the use of a carbon monoxide test as 
a simple evidence-based method for identifying smokers, which has 
been used as a routine part of antenatal care since 2010. However, 
antenatal care is delivered by the NHS, but since 2013, ‘stop smoking’ 
services have been the responsibility of local authorities, and often 
delivered by a range of different community-based providers. This 
creates a disconnect between diagnosis and access to treatment.82 

Tackling obesity
Obesity is a risk factor for several chronic diseases with the greatest 
prevalence in lower socio-economic groups. Rates of obesity 
are high and rising, with rates of adult obesity almost doubling 
since 1993, and morbid obesity quadrupling. The UK government 
spends an estimated £18 billion (8%) of all government healthcare 
expenditure – on conditions related to high BMI every year.83 In the 
UK about two-thirds of adults (68% of men and 60% of women) 
and a third of children are now overweight or obese.84 Worryingly 
some 18% of boys and 13% of girls are obese, with the prevalence 
increasing along the social gradient (Figure 9).85

Obesity is a complex chronic condition, and losing weight is not just 
a question of eating less and being more active. It can be influenced 
by genetics, physiology, environment, job and education, and what is 
going on in the brain. Obesity is much more than just excess weight, 
it is associated with over 200 complications affecting an individual’s 
health, such as heart disease, high cholesterol, Type 2 diabetes, 
fatty liver disease, and some cancers. People living with obesity also 
face social stigma; and they may feel ashamed about their weight, 
and resist seeking information and support. However, behavioural 
research indicates that incentives or penalties can encourage people 
take a proactive approach to prevention and treatment. 

Many of our interviewees identified obesity as an example of 
failure in prevention. One senior public health leader noted that 
“Campaigns work on those who are already halfway there” and 
another that “Major things like obesity have not been successfully 
addressed”. Moreover, a body of research conducted during the first 
wave of the pandemic found that obesity increased the risk of dying 
from COVID-19 by around 40 per cent, with obesity rates twice as 
high in deprived areas compared to affluent areas.86

Lifestyle factors causing obesity include an unhealthy diet and 
physical inactivity. However, people living in deprived areas often 
face significant barriers to accessing affordable healthy food. 
For example, calorie-rich takeaway shops are more prevalent in 
deprived areas. There are also barriers to taking regular exercise, 
with people in the UK 20 per cent less active now than in the 1960s; 
albeit people in the 21st century are among the first generations 
to make a conscious effort to build physical activity into their daily 
lives.87 Reductions in manual labour and lack of understanding about 
the benefits of exercise are key challenges.

It is often said that people make their own choices; however, the 
evidence suggests that ‘poverty leads to poor choices, not poor 
choices to poverty’. For example, the Food Foundation found that 
households in England in the bottom ten per cent of household 
income would need to spend 74% of their income on food were 
they to follow official healthy eating advice. During the pandemic the 
problem has become even more challenging.88

The Food Foundation has been monitoring food insecurity levels 
through regular nationally-representative polling since March 2000. 
It found that food insecurity levels in the UK while high before 
Covid-19 (7.6% of households), have been exacerbated further by 
the pandemic. Its March 2021 report, found that between August 
2020 and January 2021, 2.3 million children lived in households 
that experienced food insecurity (12% of households with children) 
and 4.7 million adults (9%) experienced food insecurity, with rates 
continuing to remain substantially elevated compared to pre-Covid. 
Moreover, inequality in food insecurity has widened between those 
from BAME backgrounds and white ethnic groups and adults with 
disabilities have also consistently been more acutely affected by 
food insecurity during the pandemic compared with those without 
disabilities.89

Our interviewees suggested that despite numerous national obesity 
strategies over the past 20 years, public health has not had a 
sustainable impact on obesity, and there is much more that the NHS 
and local government could do − for example, using local insights to 
target services at communities with the greatest need, training the 
workforce to offer advice about diet and nutrition, and incentivising 
referrals to specialist diet programmes. Collaborations with local 
sports and drama and dance clubs are often an effective way of 
encouraging people to do more exercise, but first there is a need to 
address affordability.

Interviewees also commented on the positive impact of the soft 
drinks industry levy in 2015 as well as the broader strategies to 
reduce sugar by 20 per cent in food categories that primarily 
contribute to children’s sugar intake. A DHSC consultation paper on 
Advancing our health prevention in the 2020s sets out a plan for action 
on marketing and labelling of infant feeding, clear food labelling, 
improving the nutritional content of foods, further reductions 
in the sugar and salt content in commercial food and drink, and 
implementing policies on sale of energy drinks to children.90 
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In July 2021 Henry Dimbleby published his independent ‘The Plan’ 
a National Food Strategy for England - the result of two years of 
intensive research, engagement, and policy development. He laid 
out four strategic objectives for the food system: 

1.	 escaping the junk food cycle

2.	 reducing diet-related health disparities

3.	 making the best of our land

4.	 creating a long-term shift in our food culture.91

The strategy makes robust recommendations on sugar and salt 
reformulation taxes, mandatory business reporting, preventing 
children’s food insecurity, increasing access to fruit and vegetables 
(particularly among low-income groups), and strengthening national 
and local food system governance. It also called for a new Food Bill.92 
The Government is set to respond with its own Food Strategy White 
Paper in early 2022. 

Reducing alcohol and drug misuse
Excessive alcohol consumption is linked to a host of adverse physical 
and mental effects, including cancer, violence and suicide.93 Alcohol 
misuse is estimated to cost the NHS £3.5 billion and society as a 
whole £21 billion annually.94 The rate of hospital admissions relating 
to alcohol consumption has increased over time from 1,639 per 
100,000 population in 2008-09 to 2,367 per 100,000 in 2018-19.95 
Alcohol-specific death rates in 2019 were highest among those aged 
55 to 64 years among both men and women.96

Public support for greater controls over alcohol consumption is a key 
consideration for government in decisions about introducing new 
alcohol-related regulations and programmes. Research indicates 
that the public would be receptive to some more stringent policies 
on alcohol control, especially in relation to product labelling and the 
dissemination of public education campaigns. But more advocacy 
will be needed to obtain higher levels of support for restricting the 
marketing activities of alcoholic drinks companies.97

Analysis shows that in the past decade deaths from drug poisoning 
have been higher in the most deprived areas of England and 
Wales compared with the least deprived, particularly among those 
aged in their forties where the rate of deaths have reached peaks 
that are at least 5.5 times higher in deprived areas.98 While our 
interviewees were critical of the public health response to drug and 
alcohol misuse, they recognised that tackling drug abuse and the 
dependency problem requires a cross-government, multi-agency 
response. Moreover, substance misuse needs to be seen as a 

chronic health condition: it has been estimated that each £1 spent 
on treatment will save £4 by reducing demands on health, prison, 
law enforcement and emergency services.99 While there is extensive 
evidence about the outcomes of interventions to tackle drug abuse, 
a challenge is to implement solutions consistently and over a long 
enough time frame, but this is often impeded by the short termism 
of local initiatives.100 

On a more positive note, several interviewees mentioned the 
success of the governments ‘Everyone In’ rough sleepers initiative, 
implemented during the COVID-19 pandemic (on March 26, the 
minister for local government and homelessness, wrote to local 
authorities across the UK and asked them to house every rough 
sleeper by the end of the weekend). Several reviews acknowledge 
this as a national example of a positive public health initiative that 
has made a difference for people, many with a complex mix of drug, 
alcohol and mental health problems.101 This demonstrates the on-
going debate about the interrelationship between substance abuse 
and mental health and the strengthening argument that they should 
be considered together. 

Our interviewees considered that the flexible collaboration between 
housing and health services adopted during the pandemic could 
provide important lessons for ICSs as they take on the responsibility 
for establishing partnerships with the NHS and public health to 
jointly plan for the provision of both mental health and substance 
misuse services, aligned to the needs of the local population.102 

Vaccination: A crucial public health prevention tool 
Vaccination has an important role in health protection (see our report 
Bridging the gap: Protecting the nation from public health threats).103 
Public health professionals consider vaccines as one of the most 
effective ways to prevent disease and premature deaths. In the UK, 
the NHS has a robust schedule of routine primary care vaccinations 
commencing soon after birth at the ages of eight, 12 and 16 weeks, 
vaccination against the human papillomavirus (HPV) at age 13/14, 
and vaccination against influenza and pneumonia for those  
aged 65 and over.104 Individuals can also obtain  
vaccination against diseases they likely to  
encounter when travelling to other 
 countries. GPs’ electronic health  
records hold details of every 
registered patient’s  
vaccine history. 

“�Just think about how digital solutions can 
be used to solve a prevention problem 
and make it a priority to use digital 
health to solve it. So much of digital tech 
is around acute care and safety such as 
medication and electronic prescribing. 
There’s also a focus on efficiency and 
capturing data but it would be good to 
think about issues from a public health 
perspective - how can we use digital tech 
more to drive improvement in public 
health?“ 
Director of Public Health 

The WHO has listed vaccine hesitancy as one of the biggest 
threats to global health. The reasons for hesitancy are complex 
and context-specific, and vary across time, place and vaccines.106 
Improving vaccination uptake requires a collaborative effort between 
family doctors, parents, public health officials, governments, 
the technology sector, and civil society to dispel myths and 
misinformation around vaccination.107 

On vaccination programmes, our interviewees acknowledged that 
they had historically tolerated a degree of vaccine hesitancy as 
this was often down to difficulties with physical access to services, 
such as difficulties with transport or getting childcare or time 
out from work. Others identified the need to target information 
and promotional messages at specific ethnic groups, and the 
need for promotion activities to reflect the culture and language 
requirements of specific groups. 

As we have seen, vaccination is highly effective at reducing severe 
illness and death from COVID-19. Vaccines for COVID-19 are also 
safe, with extremely low risks of severe adverse reactions. Causes 
and drivers of poor confidence in COVID-19 vaccines are linked 
to social disadvantage in education and poor access to accurate 
information, and misinformation, rumours and conspiracy theories. 
During the pandemic many DsPH and their teams have worked 
with healthcare providers and have involved social enterprises, 
faith leaders, community champions, youth ambassadors, patient 
support groups, media celebrities etcetera to help reduce vaccine 
hesitancy, with positive results.108 In September 2021 PHE’s vaccine 
surveillance report estimated that vaccines had directly averted over 
230,800 hospitalisations and prevented some 24 million cases of 
COVID-19 and between 119,500 and 126,800 deaths.109 

Focusing on early diagnosis and screening 
Research evidence is unequivocal in showing that prevention can be 
improved through early diagnosis (detecting symptomatic patients 
as early as possible) and health screening (testing individuals to 
identify those with a specific disease before any symptoms appear). 
However, health screening programmes such as those for cervical 
and breast cancer and even blood pressure testing were largely 
put on hold during the first wave of the pandemic and have been 
restricted since then. A crucial measure for improving prevention is 
to restore screening activity to previous levels. 

England’s national screening programmes, which result in over 10 
million screening appointments and save approximately 10,000 lives 
each year, is set to change in many ways over the next decade. The 
advent of more targeted screening techniques means that those 
at higher risk of a condition can be targeted better. The genomic 
revolution means that testing for multiple genes to create polygenic 
risk scores is becoming both feasible and more affordable. New 
technologies including artificial intelligence (AI) will also be able to 
support HCPs in the delivery of screening by freeing up capacity.110 
We will be exploring the future of screening and diagnostics in a new 
research study in 2022.
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Population health management: Improving ill-health 
prevention and promotion 
PHM involves gathering data about population health and wellbeing 
across multiple care and service settings and analysing it with a view 
to identifying the most prevalent healthcare needs of a community 
and adapting services accordingly. The health care reforms in the 
UK acknowledge the importance of PHM and gives ICSs statutory 
responsibility to adopt a PHM approach to improve prevention and 
reduce health inequalities. While the concept of PHM is not new, 
attempts to tackle it have been varied and fragmented. Today, data 
analytics and machine learning contribute to PHM by helping to 
identify risks and stratify patient populations, improve the speed 
and accuracy of diagnostics, design personalised approaches to 
improve prevention, and target healthcare interventions at those 
who need it most and at a time when it will add the most value to the 
patient’s life.111 

Our 2019 report The transition to integrated care: Population health 
management in England identifies nine critical success factors 
which form part of four key building blocks which we identify as 
key to achieving PHM. It also provides two maturity assessment 
frameworks to assist health systems in understanding the journey to 
adopting a PHM approach (see Figure 10).

Our interviewees identified a refreshed approach to PHM as key 
to improving health prevention. We asked them what PHM key 
performance indicators (KPIs) were currently being measured, and 
the general view was that the use of KPIs was underdeveloped and 
that there was a lack of consistency or standards for capturing PHM 
data across public health. They expected ICSs to address this as a 
priority. There was general agreement that public health needs to 
have agreed PHM quality standards aligned around reducing health 
inequalities, improving prevention and health promotion. 

Figure 10. The four key building blocks – Infrastructure, Insights, Impact and Intervention – and nine critical success factors 
enabling population health management 

Building blocks

Critical success factors

Population engagement and patient activation 

Aligned incentives across the system

Delivery of primary care at scale

Focused population targeting and segmentation

Robust monitoring, advanced analytics and insight processes

Having a shared vision, mission
and understanding of the journey Leadership maturity and good governance

New approaches to delivery and workflow

Improved shared technology and digital infrastructureInfrastructure

Insight

Interventions

Impacts

“�The key performance indicators needed 
for public health are health inequalities, 
mental health and obesity. There will 
also be a need for some COVID-related 
KPIs including something on long COVID, 
something on employment status and 
on educational attainment relating to 
health, and one on environment health 
and climate issues“ 
Director of Public Health 

“�At the moment, some KPIs are clear and 
well defined measures. For example 
there are a number of well-validated 
ways to look at health inequalities, such 
as, place-based health inequalities. But 
there will be a greater need to look 
at things from an ethnicity viewpoint. 
Others will need more thought as to 
what the appropriate metric might be, 
for example on environment and health 
it is not yet clear what will be the most 
pertinent metrics to use” “ 
Director of Public Health 

PHM will be an essential lever for improving prevention and 
targeting promotion activities
 More personalised, preventative approaches to PHM require access 
to different sources of data including patient data such as diagnostic 
tests to make treatment more targeted and more personalised. 
Many patients with long-term health conditions have complex 
needs, and they encounter multiple local services. By collating data 
on these patients from different sources, and sharing it between 
the NHS, social care and public health, it should be possible to break 
the stubborn link between longer-term conditions and hospital 
admissions. The fact that this issue disproportionately affects 
people living in more economically disadvantaged areas should 
make it a priority social policy goal. 

To refine PHM as an approach to addressing inequalities, and 
identify the causes of inequalities, it is first necessary to know that 
these exist, in which demographics, and how large the differences 
are. The UK already has world-leading national datasets covering 
health, employment, income, transport and housing. But these 
are not always easily brought together. There are also around 80 
or so public sector data collection sets that need to be reviewed 
comprehensively to ensure that they are capturing statistics on 
inequalities. Technology can play a crucial role in routinely linking 
and communicating data across these datasets. This will require 
system leaders to: 

use data analytics to understand how different aspects of 
disadvantage combine to affect health inequalities and to identify 
which ones are most influential: this would help inform where 
resources and policy should be targeted

	• evaluate new policies to understand how (and whether) they 
impact health inequalities and the findings to continually improve 
policy and its implementation.

In future, all public health research should be able to demonstrate 
how it includes relevant communities in its work. In using AI, 
researchers will also need to consider what biases might emerge 
in resulting algorithms due to imbalances in input data or data 
reflecting existing inequalities, such as over- or under-representation 
of ethnic groups in crucial areas. Any data collected should include 
enough demographic information to allow measurement of 
inequalities across participants and outcomes and ensure that 
disadvantaged groups are fully represented in the data.
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