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The NHS won’t make you healthy!
(well, only a bit) 

Health Creation in Herts and West Essex  



The Human Condition 
by Magritte



The Wider Determinants
of Health



Fair Question?

‘What's the point of treating 
people and then sending them 

back to the conditions that 
made them sick in the first 

place?’

Professor Sir Michael Marmot



NHS Demand cannot be managed by medicine alone
Evidence

1. 30% in most deprived areas used 999, 111, 
A&E/walk-in centre because unable to access GP  
(10% in least deprived areas)

2. Direct correlation between higher levels of 
deprivation and higher emergency admissions

3. Increase of stay in critical care beds 2017/18 - 
2022/23 was 27% for most deprived (13% for least)

4. For some conditions, prevalence lower in most 
deprived areas BUT deaths higher
• dementia: 1.4 x less prevalent in most 

deprived areas of England but mortality 1.6 
times higher

• atrial fibrillation 1.3 x less likely, deaths 1.6 x 
higher
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Working together for a healthier future

The Health Creation Strategy, signed off 
by ICP in December 2022 was co-
produced with the Alliance

Amanda Wilson
VCFSE Alliance Coordinator
amanda.wilson@vcfsealliance.org
01438 579317



‘Health Creation is the process 
through which individuals and 
communities gain a sense of 
purpose, hope, coherence, mastery 
and control over their own lives and 
immediate environment; when this 
happens their health and wellbeing 
are enhanced.’ 

Hazel Stuteley, OBE, 2014

“Providing the conditions in which 
people can be healthy and helping 
them to be so … helping create 
resilient, confident, capable and 
healthy individuals.” 

Lord Nigel Crisp, Health is made at 
Home, 2020

Homepage - The Health Creation Alliance

https://thehealthcreationalliance.org/


Health Creation Strategy

• No Wrong Door 

• An ‘Integrated Wellbeing Offer’ 

• Effective use of data about need and 
Impact

• Asset Based Community Development

• Health Inequalities                                                                                                          

• Creative Health                                                                                                              

• Volunteering                                                                                                                 

• Improving Health of Unpaid/Family 
Carers                                                                                                    

• Joint Strategic Commissioning of VCFSE                                                                                       

• Culture and Co-production                                                                                                       

Health Creation Strategy – VCFSE Alliance

https://vcfsealliance.org/health-creation-strategy/


Independent Investigation of the National 
Health Service in England, September 2024

Lord Darzi's report proposes three major 
strategic shifts for fixing the NHS123:

1. Move from hospital to community 
care

2. Transition from analogue to digital 
technology

3. Shift focus from treating illnesses to 
preventing them = Health Creation

https://www.bing.com/ck/a?!&&p=c67f7b81d7a8dc10JmltdHM9MTcyNzA0OTYwMCZpZ3VpZD0wNDBiNGQ1My0yYWM0LTY4OTktMGRhOC01ZjdkMmJmYzY5NWQmaW5zaWQ9NTY3MQ&ptn=3&ver=2&hsh=3&fclid=040b4d53-2ac4-6899-0da8-5f7d2bfc695d&psq=darzi+three+shifts&u=a1aHR0cHM6Ly93d3cuc3RhbmRhcmQuY28udWsvbmV3cy91ay9sb3JkLWRhcnppLXJlcG9ydC1uaHMtY29tbXVuaXR5LW51cnNlLWhlYXJ0LWRpc2Vhc2UtZnVuZGluZy1iMTE4MTU4MC5odG1s&ntb=1
https://www.bing.com/ck/a?!&&p=c67f7b81d7a8dc10JmltdHM9MTcyNzA0OTYwMCZpZ3VpZD0wNDBiNGQ1My0yYWM0LTY4OTktMGRhOC01ZjdkMmJmYzY5NWQmaW5zaWQ9NTY3MQ&ptn=3&ver=2&hsh=3&fclid=040b4d53-2ac4-6899-0da8-5f7d2bfc695d&psq=darzi+three+shifts&u=a1aHR0cHM6Ly93d3cuc3RhbmRhcmQuY28udWsvbmV3cy91ay9sb3JkLWRhcnppLXJlcG9ydC1uaHMtY29tbXVuaXR5LW51cnNlLWhlYXJ0LWRpc2Vhc2UtZnVuZGluZy1iMTE4MTU4MC5odG1s&ntb=1
https://www.bing.com/ck/a?!&&p=fe0a1facd5106344JmltdHM9MTcyNzA0OTYwMCZpZ3VpZD0wNDBiNGQ1My0yYWM0LTY4OTktMGRhOC01ZjdkMmJmYzY5NWQmaW5zaWQ9NTY3Mg&ptn=3&ver=2&hsh=3&fclid=040b4d53-2ac4-6899-0da8-5f7d2bfc695d&psq=darzi+three+shifts&u=a1aHR0cHM6Ly93d3cuc3RhbmRhcmQuY28udWsvbmV3cy91ay9sb3JkLWRhcnppLXJlcG9ydC1uaHMtY29tbXVuaXR5LW51cnNlLWhlYXJ0LWRpc2Vhc2UtZnVuZGluZy1iMTE4MTU4MC5odG1s&ntb=1
https://www.bing.com/ck/a?!&&p=fc3578b430b273d9JmltdHM9MTcyNzA0OTYwMCZpZ3VpZD0wNDBiNGQ1My0yYWM0LTY4OTktMGRhOC01ZjdkMmJmYzY5NWQmaW5zaWQ9NTY3Mw&ptn=3&ver=2&hsh=3&fclid=040b4d53-2ac4-6899-0da8-5f7d2bfc695d&psq=darzi+three+shifts&u=a1aHR0cHM6Ly93d3cuaHJhLm5ocy51ay9hYm91dC11cy9uZXdzLXVwZGF0ZXMvbG9yZC1kYXJ6aXMtaW5kZXBlbmRlbnQtaW52ZXN0aWdhdGlvbi1vZi10aGUtbmhzLWluLWVuZ2xhbmQv&ntb=1
https://www.bing.com/ck/a?!&&p=ad1fb721fffbbc56JmltdHM9MTcyNzA0OTYwMCZpZ3VpZD0wNDBiNGQ1My0yYWM0LTY4OTktMGRhOC01ZjdkMmJmYzY5NWQmaW5zaWQ9NTY3NA&ptn=3&ver=2&hsh=3&fclid=040b4d53-2ac4-6899-0da8-5f7d2bfc695d&psq=darzi+three+shifts&u=a1aHR0cHM6Ly93d3cuYm1qLmNvbS9jb250ZW50LzM4Ni9ibWoucTIwMDEvcnI&ntb=1


David (heart disease patient)
• Social Worker made referral

• Social Prescribing Link Worker visited David at 
home discovered:
– Hoarding and property unsafe

– Stockpiling food, much of it rotting  

– Bedroom & bathroom unusable

– No heating or hot water 

– Significant unmanaged debt 

– Lonely

– Unable to use his garden - overgrown and cluttered

Social impact on clinical outcomes is obvious in this 
case



Connecting for Health: 
David – what the VCFSE did

• Link Worker took him to CAB for benefits advice and Step Change to get debt 
restructured

• Care 4 Freedom, hoarding service – worked on 

     psychological dependence on old stuff

• Herts Healthy Homes visit sorted emergency heater & finance re fuel poverty

• “Meal at Easter” and church coffee group for social life

• Greenaiders cleared his garden  

• Community Hardship fund for repairs to heating and hot water system

• Being alongside people, taking the time to make sense of it all...



Is this what public services do?

‘If you want to get 
somebody to do something, 
make it easy. If you want to 
get people to eat healthier 
foods, then put healthier 
foods in the cafeteria, and 
make them easier to find, 
and make them taste 
better. So in every meeting I 
say, “Make it easy.”

      Richard Thaler, Economics, Nobel Laureate 2017

 



What do we think NWD means/should mean? 

• There is always someone who 
can help

• The system takes responsibility 
for networking so that people 
can find the right help

• The system promotes the No 
Wrong Door message to 
public and professionals: ‘If in 
doubt...’



Behaviour Change Wheel - Individual

Susan Michie et al, 2011



University of Hull
          Hull York Medical School Empowering vs blaming patients

• Survey of 3,000 people with type 2 diabetes
• Loneliness, stigma, embarrassment, blame, guilt
• Feel they’re seen as burden on NHS

‘If you have type 2 people think it is your fault, that you haven’t 
looked after yourself properly.”

‘At Christmas or going out for a friend’s birthday it isn’t easy to 
cope with not being able to eat the same food, the same 

birthday cake as everyone else. So instead – you just don’t go 
out.”

Question: how does a focus on individual behaviour change fit with the need 
for a societal/systemic culture change?  Whose is the ‘blame’ really?



Behaviour Change – The System’s 
Responsibility to Change and Integrate

Do we have the right supports and 
services?  Are they accessible?  Are they the 
right quality?  Equity and consistency of 
outcomes?

Do we have the right networks – No Wrong 
Door?  Trigger points.  Comms.  Linked 
websites, directories, updated and high 
quality and integrated?  Is it easy?

Do we have the right comms for the public?  
Fun?  Engaging?  Accessible? Do we have 
the right support to help the least 
motivated?  Do we really want to get rid of 
silos?  Have we heard from communities?

Capacity

Motivation

Opportunity

Integrated 
Wellbeing ‘Offer’



Our Mission

“To move UK healthcare beyond an 

over-reliance on pills by 

combining social prescribing, lifestyle 

medicine, psychosocial interventions 

and safe deprescribing. As well as 

reducing unnecessary and 

inappropriate prescribing, 

this integrated approach will improve 

outcomes and reduce health 

inequalities”



Analysis: Depression is probably 

not caused by a chemical imbalance 

in the brain – new study,  20 July 

2022

Writing in The Conversation, Professor 

Joanna Moncrieff and Dr Mark 

Horowitz (both UCL Psychiatry) report 

on their new research showing no 

clear evidence that serotonin levels or 

serotonin activity are responsible for 
depression





Avoiding Unnecessary 
Attendances and Admissions MH

• Mind Crisis Cafes (Herts): 10,000 referrals pa, 2,000 of whom explicitly attended 
Crisis Cafes instead of A&E of whom 1,340 were supported to stay safely at home

• Crisis House (for short stay): 10% referrals from Ambulance Service/A&E, 11% from 
police 

• Of people referred to Crisis House in Hemel for short crisis stay, 10% were referred 
into the house by A&E and ambulance staff, 11% by police

• Community Service: 49% contacted a Hertfordshire Mind Worker at their local 
charity site and were referred in for crisis support

• If visit to A&E costs £420 and just 75% of referrals prevent A&E attendances, saving 
to acutes = c.£3m, less £1.1m for the service = saving to system of c.£2m

• Patient experience: holistic, wrap around care, support to stay in/connect with their 
communities and be more resilient in the future



For more information visit                    and search ‘hospital discharge’gov.uk

Involving carers in hospital discharge 

reduces the risk of re-admission by 25%*. 

Find out who is providing support for your patient at home

*Systematic review by American 
Association of Retired Persons (AARP) 
compared discharge in ‘usual care 
transitions’ with those where carers 
had been integrated - these were 
associated with 25% reduction in 
hospital re-admission.



Invisible?

Carer called by the Waiting Well Team

‘I am waiting for a hip replacement.  I am in a very bad place right now.  I 
can hardly walk and can’t stand for very long. I am now permanently using 
crutches.  I am a full-time carer for my husband but now he helps me.  He 
has severe mobility issues and has a heart condition but has postponed a 
heart operation so he can support me.’



Fair Question?
‘What's the point of treating 

people and then sending them 
back to the conditions that 
made them sick in the first 

place?’

Professor Sir Michael Marmot

In response to question about carers at International 
SP Conference, London, June 2024: 

‘We need to recognise that there are some groups in 
society that are at much higher risk from the social 
determinants of health and carers is a prime 
example...we need to build that into our thinking.’

•1.2m carers live in poverty (400k in deep poverty)
•Poverty rate 50% higher than for non-carers  
•Nearly 1 in 10 carers (9%) live in deep poverty in the 
UK
https://www.carersuk.org/reports/poverty-and-

financial-hardship-of-unpaid-carers-in-the-uk/

https://www.carersuk.org/reports/poverty-and-financial-hardship-of-unpaid-carers-in-the-uk/
https://www.carersuk.org/reports/poverty-and-financial-hardship-of-unpaid-carers-in-the-uk/


Darzi on Carers: 

‘Carers UK points out that all too often unpaid carers do not receive the 
recognition and support that they need and deserve from the NHS. 
Instead, they feel invisible, misunderstood and unsupported despite their 
huge contribution.’

‘A fresh approach is needed which regards unpaid carers both as people 
with their own needs where caring is a significant factor in their lives, but 
also as a provider of care who should be treated as an equal partner. The 
current paradigm leads to poorer outcomes for people needing care, for 
carers, and for the health service. A different approach is needed.’



Population Health Data (2021 Census)

• Increase in those caring 20 hours+ in HWE to 52,381 people, of whom 30,737 
are caring 50 hours+

• Impact of caring 50+ hours = loss of 18 days of full health each year (no 
evidence of health benefits)*

• Higher % of carers in most deprived areas and caring more: 4% of population 
in  most deprived decile caring 50+ hours (1.9% in the least deprived)

• Recent research indicates that 42% of parents had experienced suicidal 
thoughts and behaviours while caring for a disabled or chronically ill child**

• Norton et al’s study of 1,221 couples in the US suggests a six-fold increase in 
the risk of developing dementia if you care for a spouse with dementia, 
compared to carers of spouses who did not have dementia  

*Informal carers' health-related quality of life and patient experience in primary care: evidence from 195,364 carers in England responding to a national survey - PubMed 
(nih.gov)

**Full article: Suicidal Thoughts and Behaviors in Parents Caring for Children with Disabilities and Long-Term Illnesses (tandfonline.com) 

https://pubmed.ncbi.nlm.nih.gov/25975608/
https://pubmed.ncbi.nlm.nih.gov/25975608/
https://www.tandfonline.com/doi/full/10.1080/13811118.2024.2363230


National GP Survey 2021

(not 100% online)

National GP Survey 2024

(online by default)

Extrapolations – 

how many in HWE in 

2024??
54% carers had Long Term 

Condition (47% non-carers)

68% of carers 

(56% non-carers)

63,323

11% had MH condition (8%) 17%  (11%) 19,935

18% arthritis/joints issues (14%) 22%  (16% non-carers) 25,798

57% - condition limited day-to-day 

activities (52%)

62%  (55%) 72,704

27% go to A&E when GP closed 

(25%)

26% (22%) 30,489

11% had mobility problems (9%) 16% (12%) 18,762

1% had 2+ falls needing med. 

attention (2%)

3%  (2%) 3,517

14% isolated (12%) 10%  (6%) 11,726



https://youtu.be/g7c9LvFO22I

https://youtu.be/g7c9LvFO22I


https://youtu.be/g7c9LvFO22I

https://youtu.be/g7c9LvFO22I


GP Case study 

Male patient
Age: 64
Past medical history: Rheumatoid Arthritis
Medications: (Repeats) Codeine, Naproxen, Methotrexate

Issues: joint pains and stiffness, difficulties carrying out work-related tasks, didn’t want to take time off work 

On questioning him further about any changes in his activities which might be worsening his condition, he advised that his 

wife needed increasingly more help with physical tasks. He went on to tell me that his wife had young onset dementia, 

and he was looking after her mostly on his own with some help from their daughter. He also told me he had been waiting 

for an appointment at the hospital for months for joint injections.

Having just been in a meeting with Kevin Hallahan one day prior, where he presented he and Tim Antifilogoff’s data on 
Carer Health, I knew that carers have high incidence of conditions e.g. hypertension, stress disorders, chronic pain and 
are under-recognised in Primary Care

                                                                                  Source: Bonnie Boyle, GPST2 in Health Equity, West Essex

Urgent face to face 
consultation to discuss 
worsening joint pains



Outcomes from the consultation Health Equity focus

Checked the joint injection request – had been cancelled as 
patient had not attended first appointment offered – this 
had not been flagged so I wrote to them to explain his 
situation and request new appointment Reducing barriers to / improving access to healthcare 

services often experienced by carers 

Prescribed analgesia and scheduled follow-up at a date/time 
that worked for him

Put carer status on GP record Improving identification and tracking of inequities by 
coding characteristics 

Referred to social prescriber for sources of support Tailored approach for patients – increasing access to and 
involvement with community support 

Source: Bonnie Boyle, GPST2 in Health Equity, West Essex



Partnerships to address health inequalities



Example: Bangladeshi community working to 
manage/reverse 2 diabetes

ICB funded videos based on the work of 
Adda Club’s Diabetes Lifestyle Coaching 
work.

• Film 1 https://youtu.be/gzh-SzVXX6s

• Film 2: https://youtu.be/TUHU5Y2CJhA

• Film 3: https://youtu.be/eQvtgp7xA2w

• Film 4: https://youtu.be/T-xJ5aRNnO4

• Film 5: https://youtu.be/GUvTj19zbS8

• Film 6: https://youtu.be/9u5tFKLjvZo

Reaching people not normally reached – addressing cultural 
assumptions like ‘we’re Asian, diabetes is inevitable...’

https://youtu.be/gzh-SzVXX6s
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FTUHU5Y2CJhA&data=05%7C02%7Ctim.anfilogoff%40nhs.net%7Ca47beab97b554375ebcf08dc75892aa1%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514479190002191%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=bAppWGWQcw7Q%2F5R1iuLha9uMELAWE210LGg9CEEaf3I%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FeQvtgp7xA2w&data=05%7C02%7Ctim.anfilogoff%40nhs.net%7Ca47beab97b554375ebcf08dc75892aa1%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514479190009277%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=uxGlqGKfnbm8YuNtMFWw%2ByIbpswHG0PLzbtAfL9dM5A%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FT-xJ5aRNnO4&data=05%7C02%7Ctim.anfilogoff%40nhs.net%7Ca47beab97b554375ebcf08dc75892aa1%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514479190015241%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=dhIgTBX%2F3jbRDKzwOniyQ4o%2FuoIcEHs2xglrHmJPrQw%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2FGUvTj19zbS8&data=05%7C02%7Ctim.anfilogoff%40nhs.net%7Ca47beab97b554375ebcf08dc75892aa1%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514479190020618%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=MUa7h5cWv9ooRPsowio212UN6EovsRPk3GTGlZyJ774%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fyoutu.be%2F9u5tFKLjvZo&data=05%7C02%7Ctim.anfilogoff%40nhs.net%7Ca47beab97b554375ebcf08dc75892aa1%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638514479190025970%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=f5lVMFKIeIEgwhDv%2BwMxJkwYkVbUUqEPhqHDdNSkHOI%3D&reserved=0


Participant feedback on 90 Day Challenge

Bangladeshi male:

This is an amazing course, right for people like me with Type 2 Diabetes.  There 
is so much info about food that I was not aware of it, especially around food 
portion and calorie control.  Due to the knowledge, of the coach, I have learnt 
how to control this aspect, especially when I am buying food while I’m 
shopping.  The good thing about this course is the interactive part and 
involvement with other people who joined like me. 

There was a group conversation with real food brought by the coach where we 
had to discuss and guess the calories, sugar percentage and carbs quantities.  

Another good aspect is the presence of a personal trainer as a guest, who 
brought simple and effective exercises that could help to reactivate body 
movement and create small habits to be fit. This was successfully 
demonstrated by taking part of the exercise with every participant.  Overall, I 
believe this is a truly great course that can help to reduce body fat and 
diabetes. Thanks to exercise tips and food knowledge, I think this will create 
small habits to be fit and healthy again.

On my personal experience the result was almost immediate as I was told by 
my GP that the blood sugar level was really low compared to before I started 
the programme. Couldn’t be happier. I highly recommend this programme!



Better at 
Home - VCFSE 

partnership 
around Acute 

Trusts

Hospital Link 
Workers

Discharge 
Support

Waiting Well

Pathway 
Zero in reach 

to wardsFormal 
Social Care

Pathway Zero 
calls

Mind Crisis 
Cafes

Crisis House

Bounce Back

Carers’ 
nurses

Carers 
charities

Expert Triage to 
1,000s of types 

of support

4,000+ VCFSE Orgs in HWE
• Social Prescribing
• Carers’ Organisations
• Befriending and social activities
• Citizens’ Advice (especially money 

advice)
• Health and Independent Living 

Service (sees 1500 OP a day in 
Herts) – falls prevention and 
ageing well, meals on wheels etc

• Age UK – advice and social 
activities

• Active Essex/Herts Sports 
Partnership/Health Walks 
(pre/rehab)

• Emotional support
• Cold Homes/Warm Spaces/Cool 

Spaces
• Advocacy etc etc ETC

BETTER AT HOME STRATEGY (as part of ICP endorsed 
Health Creation Strategy) – INTEGRATE WORK OF ACUTES 
WITH OFFER FROM VCFSE – INCREASE RESILIENCE, 
IMPROVE PATIENT EXPERIENCE, REDUCE AVOIDABLE USE

MAKING IT EASY FOR ACUTES TO 
LINK IN WITH VCFSE OFFER

MAKING USE OF VCFSE OFFER TO KEEP 
PEOPLE OUT OF CRISIS

RANGE OF FREE SERVICES THAT HELP 
YOU STAY OUT OF HOSPITAL

Linking up for better clinical outcomes by addressing wider determinants
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