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[bookmark: _Toc238645461]Introduction
This year’s Annual Public Health Report for the London Borough of Ealing will discuss what we mean by prevention, why it is so important and showcase examples of work taking place across the borough.
[bookmark: _Toc238645462]What is prevention?
[bookmark: _Toc238645463]Defining prevention
Prevention is about supporting residents to live longer and healthier lives, by reducing the chances of illness in the first place, and stopping the progression of symptoms once people become unwell. For example, eating a healthy diet and staying active reduces the risk of heart disease, diabetes and cancer, and improving diet or taking blood pressure medication for someone with diabetes can help prevent more serious problems with their eyes, feet and heart. 
The building blocks of good health and wellbeing are the conditions of daily life that ultimately impact how well, and how long, we live (Figure 1).[endnoteRef:2] These include our work, homes, access to education, skills and learning, green space and transport, how well socially connected we are, and whether we experience poverty or discrimination. [2:  Ealing Health and Wellbeing Board, Together in Ealing: Health and Wellbeing Strategy 2023-28 ] 

Preventing ill-health is about ensuring that everyone has the building blocks of good health and wellbeing and can access the resources, tools, knowledge and supportive structures to protect themselves from poor health. 
This might be through specific prevention programmes that, tailored and responsive to the needs of our communities, support them to live a healthier life.
It might be about looking at our existing services and understanding how they can better support prevention. 
Or it might involve looking more broadly at our assets and what matters to our communities and ensuring that everyone has equal opportunity to benefit from the building blocks of good health.


Figure 1: The Building Blocks of Health and Wellbeing.[endnoteRef:3]  [3:  NIHR, Evidence and Learning for Health] 

[bookmark: _Toc238645464]A whole-system, tiered approach to prevention
Prevention activity doesn’t sit within any one department or organisation, highlighting the need for a ‘whole system approach’ to prevention that starts with places and populations. Every part of the health and care system including the council has a role in improving the building blocks of health and reducing the risk factors for ill health. This is complemented by a crucial role for wider partners including business, education and a range of voluntary, community and faith organisations. 
Public health defines three tiers of prevention:
Primary prevention: Invest in the building blocks of health to stop problems happening in the first place. E.g. affordable housing, healthy food.
Secondary prevention: Focus on early detection of a problem to support early intervention and treatment or reduce the level of harm. E.g. cancer screening, weight loss medication. 
Tertiary prevention: Minimise the negative consequences (harm) of a health issue through careful management. E.g. stroke rehabilitation, foot care for people with diabetes.[endnoteRef:4] [4:  Public Health Scotland, January 2026, Public health approach to prevention ] 
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Figure 2: Tiers of Prevention [endnoteRef:5] [5:  Inspired by Public Health Scotland report (Reference 3), made using Chat GPT] 

Primary prevention tends to focus on whole populations, secondary prevention on ‘at risk’ populations, and tertiary prevention on people with an existing health problem. The earlier the intervention (the further ‘upstream’), the greater the impact in terms of population health and wellbeing, though action at all tiers is valuable.
A similar model is applied in social care, defined as to prevent, reduce and delay the need for social care intervention.[endnoteRef:6] Whilst there is a subtle difference in what they are aiming to prevent, the three tiers are similar to public health and there is considerable overlap and inter-connectedness of prevention work within health and social care. [6:  Social care institute for excellence, May 2021, Prevention in social care ] 

[bookmark: _Toc238645465]Why is prevention important?
Prevention activity can have multiple benefits over short, medium and long timescales. For example, an evaluation of Sure Start Children’s Centres found that attendance by parents with children under age 5 was associated with an improvement in breastfeeding rates, a 20% reduction in hospital admissions by the time their children reached age 11, and reduced obesity rates and improvement in school grades at age 16.[endnoteRef:7] This reflects the unique value of prevention activity early in the life course. [7:  Hayre J et al., Health impacts of the Sure Start programme on disadvantaged children in the UK: a systematic review. BMJ Open 2025 ] 

Preventing ill health is a valuable goal in and of itself. In addition to supporting our residents to live healthier and longer lives, prevention activity reduces demand on services that are increasingly under pressure, and brings wider economic benefit, as people are more able to contribute to society through employment, volunteering or other activity. Prevention is key to the sustainability of public services. 
Many prevention activities have been shown to be cost-effective. Whilst there are various caveats to consider when looking at return on investment of specific programmes and interventions (Box 1), it is doubtless the case that spending money on prevention now could ultimately mean needing to spend less on other services in future. Figure 3 provides some examples of prevention activity that have been shown to provide a financial return on investment. 
For all these reasons, there is a strong national focus on prevention. The NHS Ten-Year Health Plan published in 2025 highlighted three shifts needed for the NHS to be fit for the future. One of these was the move from sickness to prevention, recognising the importance of this to reverse the increasing gap in life expectancy seen between those living in more and less deprived areas. 
	Box 1: Caveats to note when looking at return on investment of preventive interventions
The local context and how a particular intervention was implemented makes a substantial difference to the impact. This means that the same (or very similar) intervention can have a hugely varying return on investment (ROI) depending on where and how it was delivered.
Methodologies used in ROI assessments are inconsistent and often poorly reported, making it difficult to compare studies. The timeframe over which reported financial savings are made varies between studies. 
Calculations are generally done based on model data, which is based on a set of assumptions rather than actual financial savings being realised.
Financial savings may not be returned to the same sector or organisation as the one funding the intervention. 
There are many interventions for which ROI data is not available, meaning that those where savings are easier to calculate may be unfairly prioritised.  




Figure 3: Examples of evidence-based prevention activity across the life course.[endnoteRef:8] [8:  Public Health Wales, 2025, Investing in a healthier Wales: prioritising prevention, made using Chat GPT] 

[bookmark: _Toc238645466]Tackling health inequalities through prevention
Ealing communities are richly diverse, resilient and have a wide range of valuable skills and cultural capital. However, we know that people in Ealing have unequal life experiences and this creates and reinforces health inequalities within our borough, and between Ealing and other parts of London and the UK.
“Health inequalities are unfair and avoidable differences in health across the population and between different groups within society.” [endnoteRef:9] [9:  NHS England, What are healthcare inequalities?] 

A focus on prevention of ill health is key to tackling health inequalities. This is because so much of the unfair and avoidable differences in health are the result of the building blocks of health rather than treatment. Conversely, a focus on reducing health inequalities is fundamental if we are to make a success of prevention.
It stands to reason that effective action to improve the building blocks of good health and reduce risk factors for ill health (prevention activity) should have a disproportionate impact on those who have a greater need for this support. For example, universal, free-of-charge strength and balance programmes might be available to everyone, but have a more significant health benefit for people who are older, at greater risk of falls and have a lower income. People who have greater exposure and vulnerability to the risk factors for poor health and thus experience health inequalities, should be more likely to benefit from efforts to reduce or remove these risk factors. 
However, traditional prevention efforts can fail to reduce health inequalities. This is often because activity is not sufficiently tailored to the needs of the communities they serve. Further, they often focus on specific behaviours and ignore the broader building blocks of health – or lack of – that contribute to inequalities. In Ealing, there has been a strong shift in focus to ensure that interventions and services are co-developed with and for local communities to ensure they are meaningful, relevant and effective – ensuring that no one is left behind on the journey to improved health and wellbeing. This sits at the heart of Ealing’s Health and Wellbeing Strategy 2023-28, Together in Ealing (Figure 4). 
An example of this is Let’s Go Southall, which is a social movement funded by Sport England and Ealing Council. Let’s Go Southall has taken a bottom-up approach, working with community leaders, to bring communities together, co-designing and delivering culturally competent approaches to increasing physical activity.[endnoteRef:10]  [10:  London Borough of Ealing, Health of the Borough 2025-26] 
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Figure 4: Ealing’s Health and Wellbeing Strategy, 2023-28
[bookmark: _Toc238645467]Taking a universal or targeted approach?
For most long-term conditions, there are many more people who are at a low to moderate risk of developing that condition, than at a high risk. Therefore, if we want to make a real impact on prevention at a population level, we need to implement universal measures that reach people who are at low to moderate, as well as high risk. Universal measures can also be less stigmatising than targeted interventions, which can make those targeted groups feel singled out or judged, or lead to stereotyping or discrimination. 
However, these universal prevention measures should be implemented so that they are particularly accessible and appropriate for those at the highest risk (e.g. located in more deprived areas; culturally appropriate).
“Focusing solely on the most disadvantaged will not reduce health inequalities sufficiently… Actions must be universal, but with a scale and intensity that is proportionate to the level of disadvantage. We call this proportionate universalism.”[endnoteRef:11] – The Marmot Review, 2010 [11:  Marmot, 2010, Fair Society, Healthy Lives (the Marmot Review).] 
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Figure 5: Population vs high-risk approach to prevention – the ‘prevention paradox’[endnoteRef:12] [12:  Folsom A & Cushman M, Exploring opportunities for primary prevention of unprovoked venuous thromboembolism: ready for prime time?, November 2020, Journal of the American Heart Association ] 

[bookmark: _Toc238645468]The Ealing Picture
[bookmark: _Toc238645469]Life expectancy and inequalities
Following a decline in life expectancy during the Covid-19 pandemic, we have started to see an increase in life expectancy across Ealing for both women and men. People born in Ealing will, on average, expect to live longer than the England average. Life expectancy at birth in Ealing in 2022-24 was 80.6 for males and 85.4 for females.[endnoteRef:13] [13:  Department of Health & Social Care, Fingertips | Public Health Profiles, accessed August 2026] 

The most recent data indicates that inequality in life expectancy has started to reduce, and in Ealing it remains lower than across England. However, significant health inequalities remain in Ealing, with men and women in the least deprived areas living 5.5 and 2.9 years longer respectively than those in the most deprived areas.[endnoteRef:14] [14:  Office for Health Improvement and Disparities, Segment Tool data 2022-23 ] 

Heart disease and stroke, followed by cancer, are the biggest drivers of the gap in life expectancy between the most and least deprived parts of Ealing. This is consistent with trends across London and England. This suggests that if we want to reduce health inequalities in Ealing, heart disease prevention is a good place to start.
[bookmark: _Toc238645470]Risk factors for heart disease
There are multiple risk factors for heart disease. Some cannot be prevented, such as age (older people are at greater risk), gender (men have a higher risk), having a family history of heart disease, and ethnic background (people from a South Asian or African background have a higher risk).[endnoteRef:15] [15:  National Institute for Health and Care Excellence, 2025, CVD assessment and management: what are the risk factors? ] 

Other risk factors can be prevented, modified, or detected early. Some of the most significant preventable risk factors for heart disease includes smoking, high cholesterol, not doing enough physical activity, unhealthy diet, high alcohol intake, being overweight or obese, having high blood pressure (hypertension), diabetes and kidney disease.[endnoteRef:16]  [16:  National Institute for Health and Care Excellence, 2025, CVD assessment and management: what are the risk factors?] 

We know that these risk factors themselves are influenced by the building blocks of health, which may increase the chances of these risk factors developing or mean individuals are more likely to adopt certain health behaviours. For example, low income and lack of social support are associated with worse heart health.[endnoteRef:17]  [17:  National Institute for Health and Care Excellence, 2025, CVD assessment and management: what are the risk factors?] 

Many of the risk factors for heart disease are the same as those for many cancers and other diseases that affect the population of Ealing: The Global Burden of Disease Study identified that the top five risk factors causing the most deaths and disability combined in the UK in 2023 were, in order of impact, tobacco, high body mass index, dietary risks, high fasting plasma glucose and high blood pressure. High alcohol and drug use, high cholesterol and occupational risks were also in the top 10.[endnoteRef:18] These are very much consistent with heart disease risk factors. Figure 6 provides a visual diagram of how various risk factors impact on heart disease. [18:  Institute for Health Metrics and Evaluation, Country level data from the Global Burden of Disease Study: United Kingdom, accessed June 2026 ] 
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Figure 6: Risk factors for heart disease
[bookmark: _Toc238645471]Risk factors for heart disease in Ealing
Smoking
Smoking prevalence in adults (3-year range) in Ealing in 2022-24 was 15%, higher than the England average of 11%. This means that there are more than 43,000 smokers in Ealing.[endnoteRef:19] Smoking in Ealing is higher in certain groups such as people in routine and manual occupations (17%) or with a long-term mental health condition (21%).[endnoteRef:20] [19:  London Borough of Ealing, Population Report for Ealing, accessed June 2026 ]  [20:  Department of Health & Social Care, Fingertips | Public Health Profiles, accessed July 2026] 

High alcohol use
Hospital admissions for alcohol-specific conditions have been increasing locally and getting worse since 2014/15, with more than 3,100 admissions due to alcohol in 2023/24 in Ealing. Ealing has the second highest rate of alcohol-specific hospital admissions in London, a rate considerably higher than the England average.[endnoteRef:21]  [21:  Department of Health & Social Care, Fingertips | Public Health Profiles, accessed August 2026] 

Looking at hospital admissions for alcohol-related conditions (a different and broader indicator than the above), this is more common in Ealing amongst those of White ethnicity, followed by Mixed and Asian or Asian British ethnicity. Hanwell and Southall had the highest rates of alcohol-related hospital admissions, compared to other towns in Ealing borough.[endnoteRef:22] [22:  London Borough of Ealing, Ealing Health Inequalities Dashboard, accessed July 2026] 

Healthy weight, diet and physical activity
The prevalence of overweight and obesity among children in Year 6 (age 10-11 years) in 2024/25 was 38%, higher than the England average of 36%.[endnoteRef:23] Across Ealing borough, the rates have been highest in Southall and Northolt over recent years.[endnoteRef:24] [23:  Department of Health & Social Care, Fingertips | Public Health Profiles, accessed July 2026]  [24:  London Borough of Ealing, Ealing Health Inequalities Dashboard, accessed July 2026] 

Among adults, this figure increases to an estimated 60% in Ealing, lower than the national average of 65% but still very high.[endnoteRef:25] Rates of obesity in England and across North West London are highest in those of Black or Black British ethnicity and in more derived areas.[endnoteRef:26] [25:  Department of Health & Social Care, Fingertips | Public Health Profiles, accessed July 2026]  [26:  London Borough of Ealing, Ealing Health Inequalities Dashboard, accessed June 2026] 

Less than a third (27%) of adults in Ealing are meeting the ‘5-a-day’ fruit and vegetable consumption recommendations and a fifth (20%) are physically inactive (they engage in less than 30 minutes of physical activity per week).[endnoteRef:27] However, this data marks substantial inequalities in physical activity between different areas and population groups in Ealing. One survey of 700 Southall residents found that 43% were doing less than 30 minutes of exercise per week. [27:  Department of Health & Social Care, Fingertips | Public Health Profiles, accessed July 2026] 

Diabetes
In 2025-26, 9% of the population of Ealing borough had a diagnosis of diabetes compared to 8% across North West London. This has been increasing each year, from 5% in 2017-18. This number is higher in the most and second most deprived areas (11% and 13%) compared with the least deprived (7%). We know that diabetes is more common in those of Asian ethnicity, and 15% of those of Asian ethnicity in Ealing borough have diabetes. Prevalence of diabetes is also much higher in Southall (14% of the population, equating to around 11,000 people) compared to other parts of Ealing borough.[endnoteRef:28] [28:  London Borough of Ealing, Ealing Health Inequalities Dashboard, accessed July 2026] 

High blood pressure (hypertension)
In 2025-26, 16% of Ealing adults had a diagnosis of hypertension (high blood pressure), which has increased over time from 10% in 2017-18. This is highest in Southall and Northolt (18%) and lowest in Acton (11%). Hypertension was most common in those of Black or Black British ethnicity (20%), followed by Asian or Asian British ethnicity (18%). High blood pressure is more common among those living in more deprived areas of Ealing, compared with those in less deprived areas.
[bookmark: _Toc238645472]Prevention: What are we doing in Ealing?
There is a lot going on across Ealing council and the wider system that contributes towards preventing heart disease. In this section we share some local examples of primary, secondary and tertiary prevention of heart disease – though it is far from an exhaustive list. Unless otherwise referenced, case studies have been taken and adapted from the Ealing Health of the Borough magazine 2025-26.[endnoteRef:29] [29:  London Borough of Ealing, Health of the Borough 2025-26] 

[bookmark: _Toc238645473]Primary prevention
Across Ealing council and within our extensive voluntary and community sector, considerable work takes place to improve the building blocks of health for our residents, for example by improving the local environment, supporting development of skills and access to jobs, reducing social isolation and improving social cohesion, and supporting our young people during crucial stages of their development. We are highlighting some good examples here, but recognise that this does not cover all the work which takes place locally.
Case study: Cost of living support
As the cost of living crisis continues, more people are struggling to keep up with basic costs. Many households in Ealing are entitled to benefits such as Pension credit, Attendance Allowance, Healthy Start vouchers and Carer’s Allowance. However, every year, around £6m in support goes unclaimed.
That is why the council is using better data, including the Low Income Family Tracker (LIFT), to identify people who may be missing out. This means the council can reach residents directly and help them get the money they are entitled to. More money for residents who need it most. In just six months, this approach has helped residents bring in more than £2m in extra income. This includes:
£1.3m a year unlocked through a Pension Credit campaign, after 220 households applied.
£216,000 a year gained after 45 households claimed Attendance Allowance.
£12,000 a year brought into families through 143 Healthy Start voucher applications.
£52,000 a year saved by households automatically enrolled for Free School Meals.
£500,000 a year in pupil premium funding for local schools.
£335,000 a year saved by 810 families automatically enrolled onto Thames Water’s social tariff.
Ealing council have also issued nearly 70,000 supermarket vouchers to low income families through the Household Support Fund, funded by the Department for Work and Pensions, from April 2025 to January 2026. The council also used the fund to provide selected voluntary sector organisations with £300k of funding this financial year to ensure that vital support is getting to the right people.
These gains mean warmer homes, lower bills and less pressure for residents who need help. Having more money makes life easier and helps people stay independent.
Case study: Let’s Go Southall
Let’s Go Southall is a growing community-led, council-backed social movement to help local people to move more, feel healthier and connect with others.
Southall has some of Ealing borough’s highest rates of poor health, diabetes and obesity. Residents are less likely to be physically active than people in other parts of the borough. Let’s Go Southall is open to everyone, but also supports people with existing risk factors. It runs 79 activities every week, offering everything from walking groups to tailored fitness sessions. The programme also supports a fast-growing cycling club, which now has around 100 regular riders. Daily rides take residents to parks and green spaces using new cycle paths. Let’s Go Southall also encourages more people to use Southall Park, where the local parkrun celebrated its fourth anniversary in January 2026 with 258 people taking part.
Let’s Go Southall puts on regular health events linked to national and local campaigns. These offer body mass index, blood pressure and blood sugar checks, and people who would benefit from being more active are invited to join activity sessions for six weeks to help improve their health.
Southall has one of the highest rates of unpaid carers in the borough. During Carer’s Week 2025, the team showcased local walks and outdoor activities that help carers feel healthier and happier.
They also work with Hope for Southall Street Homeless, providing knitted hats and scarves and running weekly art sessions for people who need support. 
Case study: Ealing Regional Park
Ealing council is working with partners to create a new regional park for west London. This will be a large green space that connects different areas. It will build on its existing assets to offer opportunities for nature conservation, leisure, walking and cycling, sports, community activities and improve air quality.[endnoteRef:30] [30:  London Borough of Ealing, Regional Park] 

Improvements to green spaces across the borough are already happening. The former golf course at Pear Tree Park is being transformed, with new wetlands to support wildlife and better play and sports areas for local families. 
A Health Impact Assessment was carried out in early 2025, exploring how the park can best support residents’ physical and mental health and highlighted the importance of involving the community in shaping plans. It also stressed that the park must work for everyone, especially people who face barriers to using green spaces or who experience poorer health.
[bookmark: _Toc238645474]Secondary prevention
It is important to identify risk factors, or signs of disease, early, in order to intervene at a point which has maximum benefit.
Case study: Primary Care Assessment Team
The Primary Care Assessment Teams (PCAT) in Ealing are part of Ealing RISE who provide the borough’s drug and alcohol support services. PCAT brings drug and alcohol support directly into Ealing Hospital and GP surgeries across Southall and Northolt, reducing travel barriers and the fear of being seen entering a treatment centre. The service runs alongside GP and mental health staff, building confidence to spot early signs of difficulty and start supportive conversations.
From April to December 2025, PCAT supported 234 residents, with 60 achieving their goals through short-term support and 97 moving into longer treatment. PCAT’s work was also highly commended at the North West London Health Equity Awards for improving access for underserved communities. 
Resident story: After being hospitalised for cocaine use, a resident, who will remain anonymous, was referred to PCAT. Over 4 months, the team helped him manage cravings and stay motivated, alongside group support at RISE. He stopped using drugs, is now working full time, and is giving back to his community.
Case study: NHS Health Checks
The NHS Health Check is offered to all men and women without certain pre-existing conditions aged 40-74 every 5 years. During an NHS Health Check, a health professional will discuss risk factors for heart disease with the patient, as well as carrying out blood pressure, diabetes and cholesterol tests. This will allow a ‘risk score’ to be generated so that the individual understands how likely they are to have a heart attack or stroke in the next ten years. This is an important opportunity to intervene early to reduce risk factors, so that heart disease can be prevented, reversed, or the progression of disease slowed. Referrals can be made to local prevention services such as stop smoking and physical activity services. 
In Ealing in 2025-26, more than 30,000 people were offered an NHS Health Check (26% of the eligible population, meeting the national target) and more than 15,000 people (50% of those offered) received an NHS Health Check.
Case study: London Million Hearts and Minds [endnoteRef:31] [31:  OHID London, Million Hearts and Minds: Partnering with our local authority colleagues. Slides presented to ADPH London, received via email communication 28/7/26] 

Ealing is an engaged partner of the London Million Hearts and Minds campaign. This is a whole-system, multi-component partnership heart disease prevention programme, aiming to achieve and exceed national targets for detecting and treating heart disease clinical risk factors, activate and support Londoners to take action to protect their hearts by eating well, quitting smoking, achieving and maintaining a healthy weight and being physically active, and tackling inequalities in heart disease – from prevention through to treatment and rehabilitation. 
In practice, this will be achieved through all partners engaging across the following areas:
Improving the reach and impact of NHS Health Checks
Accessible blood pressure and cholesterol testing and CVD risk assessment in community and workplace settings (e.g. Healthy Ealing Team)
Public-facing campaigns
Systematic and innovative use of health data (e.g. improving our analysis and use of NHS Health Check data to improve outcomes)
Adopting new technologies and innovative delivery models
Workplace and employer focused programmes
Community-led activities and community centred approaches that reflect London’s diversity (e.g. Let’s Go Southall).
[bookmark: _Toc238645475]Tertiary prevention
Case study: Supporting mental health patients with diabetes management [endnoteRef:32] [32:  Developed through verbal and email discussion with Adamma Okwu, Diabetes Matron/Independent Nurse Prescriber and Greg Ryan, Team Manager Ealing MINT Southall, 2026
] 

The Diabetes Service at West London NHS Trust carried out an internal audit of patients with diabetes, which identified that a significant number of patients had cooccurring mental health conditions. These patients were less likely to attend their appointments. 
As a result, they established a monthly joint diabetes clinic with the Community Mental Health Services (Ealing MINT team) at The Limes.
The MINT team used WSIC (whole system integrated care – GP) data and West London NHS Trust data to identify existing mental health patients on their caseload living with poorly managed diabetes, who would benefit from medication optimisation and clinical review.
A Diabetes Nurse attends The Limes monthly to run this clinic and. Where appropriate, also conducts home visits for patients who are unable to attend. They report that seeing the patient in their own environment has increased rapport between the nurse and patient, and when follow-up appointments are booked, they are more likely to attend. 
The team expect that they have prevented hospital admissions through ensuring these patients are able to monitor their blood sugar earlier. They have expanded to include phlebotomy services coming to the clinic (as blood test results are often out of date), as well as the diabetes coaching team and stop smoking service. The programme is currently being evaluated.
[bookmark: _Toc238645476]Conclusion
Although life expectancy in Ealing is now rising again, and inequalities in life expectancy between the most and least deprived areas are starting to narrow post-Covid, considerable health inequalities remain, with a focus on prevention remaining an important response. Effective prevention requires an upstream focus on improving the building blocks of health, and improving early life experiences, as well as taking a proportionate universalism approach whereby everyone has access to support and services, but these are most available and easily accessible to those who need it most. In Ealing, we have multiple examples of programmes and initiatives which take these approaches, and we need to ensure that these are well evaluated and continue to be adequately resourced where good outcomes are shown.


[bookmark: _Toc238645477]References
image1.jpg




image2.jpeg




image3.png
London Borough of




image5.png
Building blocks of health Early intervention

or or

Primary prevention (Prevent) | Secondary prevention (Reduce)
Invest in the building blocks of Focus on early detection of a
health to stop problems problem to support early
happening in the first place. intervention and treatment or

reduce the level of harm.

Population
focus

Whole population A Population ‘at risk’

Impact on

and wellbeing

Minimising harm
or
Tertiary prevention (Delay)

Manage and minimise the
negative consequences (harm)
of a health issue through
careful management.

Population with
ahealth issue




image7.png
Systems and structures
that leave no one behind

+ Drive excellence in a shared equality,
diversity and inclusion agenda

+ Make services and support meet the

diverse needs of our communities

+ Ensure the Health and Wellbeing Board
is equipped to operate for the benefit
of our diverse communities





image8.png
% of Population

Shifting the whole population into 2 lower risk category benefits
more individuals than shifting high risk individuals into 2 lower risk

Population approach:
encourage everyone to
change, shifting the entire
distribution

Highrisk
approach: Move
high risk
individualsinto
normal range

“Low” “Narmal” “High
Level of risk





image9.png

