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1. Introduction 
 

After a little over a year of integrating our two legacy trusts with a combined patient 
base of around 600,000 and significantly serving 6 local authority places. The time is 
right to have a greater focus on Health Inequalities and Health Equity for our diverse 
populations.  
 
We know that chronic, persistent, and unacceptable health inequalities result in poorer 
health, reduced quality of life, higher costs of care and early death for many people. 
Marginalised and deprived populations experience health outcomes far worse than the 
general population. They experience exclusion from services, and economic and 
social marginalisation.  
 
This strategy has been developed in a context of Covid recovery and cost of living 
poverty crisis as well as an NHS challenged to address the imbalance of supply and 
demand for care. We recognise that this journey for the trust to ensure that our 
approach is rooted in the needs of the diverse communities and their geographies, 
that we work with local partners and collaboratively with Cheshire and Merseyside 
colleagues to deliver the very best outcomes for our populations. 
 

The Trust has organised its approach in four priority areas: as a healthcare provider; 
as a partner; as an employer and as an anchor institution.  As a provider of services, 
we need to shift focus to ensure inclusion, preventative interventions and make every 
contact count. We will continue to work with partners on the wider determinants of 
health and develop greater insights on needs. We employ 10,000 and it is important 
that the welfare and the development of staff is a priority to maximise the quality of 
care and productivity of services. Finally, as an anchor institution within our 
communities, we will use our capabilities and economies of scale to positively 
influence people’s lives through employment opportunities and our procurement 
policies as well as the way we deliver care. This strategy has the following vision and 
objectives: 

Health Inequalities Vision: 

Reducing health inequalities by ensuring equitable access to our services and 
promoting preventable support in the community. 

Health Inequalities Objectives: 

The Trust will use its role to reduce health inequalities in the communities it serves by: 

 Being a provider of quality health care 
 Being an active partner 
 Being an employer of choice 
 Being an anchor institution  
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2. Background and Policy Context 
NHS England (NHSE) published a statement on information on health inequalities 
(duty under section 13SA of the National Health Service Act 2006) on 27 November 
2023. The purpose of the statement is to help trusts and Integrated Care Boards (ICBs) 
identify key data and information on health inequalities and outline how they have 
responded to this information within their annual reports.   

The National Health Service Act (2006) states that “NHSE must publish a statement 
setting out a description of the powers available to relevant NHS bodies [trusts, 
foundation trusts and ICBs] to collect, analyse and publish information relating to 
inequalities” (section 13SA). This includes inequalities in accessing healthcare 
services and within health outcomes. 

The statement provides NHSE’s view on how NHS bodies should use information on 
health inequalities.  NHS bodies are expected to work collaboratively on information 
collection and analysis to better understand the health and wellbeing needs of their 
local communities. This involves increasing shared understanding of the demographic 
profile and geographic distribution of disadvantaged groups, the health and care needs 
of those in more deprived places, and the wider social, environmental, and economic 
factors underpinning health inequalities.  

The Kings Fund recently cited the statistics below as a case for change: 
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NHS England have also developed the CORE20PLUS5 approach to support the 
reduction of health inequalities at both national and system level. The approach 
defines a target population cohort – the ‘Core20PLUS’ – and identifies ‘5’ focus clinical 
areas requiring accelerated improvement. The Infographic below demonstrate this 
approach: 

 

 

As part of our plan, the Trust is exploring with partners how we can use the 
CORE20PLUS framework to have an impact on the services we deliver. 

NHSE will publish it’s 10-year plan in the Spring 2025, it is likely to place a greater 
emphasis on preventative services with the aim of reducing health inequalities. 
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The Cheshire and Merseyside Health and Care Partnership feature health 
inequalities as the focal point of their strategic plan for 2024-2029. The plan adopts 
the Professor Sir Michael Marmot’s eight themes and converted them in to a set of 
headline ambitions set out below. 

 

 

 

This strategy broadly aligns with the ambitions of Cheshire and Merseyside partners 
and will be developed as we learn, adapt and tackle the challenges presented by the 
health inequalities faced by the populations we serve. 

 

3. Definitions  
Health inequalities are “avoidable, unfair and systematic differences in health between 
different groups of people”. This means that some population groups have significantly 
worse health experiences and outcomes than others. 

These differences can be due to a range of factors including a person’s social, 
economic, and environmental circumstances – and we know that greater deprivation 
in any of these factors is associated with an increased risk of becoming ill earlier and 
dying younger. People with certain characteristics, such as certain ethnicities, sexual 
orientation, age, and disabilities, also have a lower chance of living a long and healthy 
life compared to others. This is often due to the exclusion from society that people with 
these characteristics face. 
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EQUALITY EQUITY BARRIER FREE 

Equality means treating everyone the same or providing everyone with the 
same resource, whereas equity means providing services relative to need. 
The third image shows the systemic barriers are removed meaning 
everyone has access without any supports or accommodations because the 
cause of the inequity was addressed. 

Wider determinants are a diverse range of social, economic and 
environmental factors which impact on people’s health. Such factors are 
influenced by the local, national and international distribution of power and 
resources which shape the conditions of daily life. They determine the extent 
to which different individuals have the physical, social and personal 
resources to identify and achieve goals, meet their needs and deal with 
changes to their circumstances. 

The health and wellbeing of our population are influenced by a thriving 
economy, a healthy environment, having good quality housing in a safe 
place to live, education and skills, job opportunities and positive social 
networks and leisure opportunities. These are the ‘social determinates’ of 
health and wellbeing and they are thought to determine around 50% of 
health outcomes, see figure overleaf. The second greater is factor is health 
behaviours which is considered to determine 30% of health outcomes (diet, 
exercise, habits).  
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And finally clinical care contributes just 20% to health outcomes, and therefore as a 
provider of care we also need to consider how we can influence the other factors as a 
partner, as an employer and as an anchor institution.  

 

The determinants of health can be greatly affected by nationally government policy, 
the economy and society and locally City Regions, local authorities and ICBs, all 
commission services and have resources to invest albeit scarce. This strategy 
explores how we could collectively influence that fourth circle.  
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4. Our Population 
 

We are a significant provider of services in six local authority areas and our reach 
stretches into the Lancashire and South Cumbria ICB. Working with such a diverse 
range of partners has its challenges, but also has benefits in terms of learning and 
best practice. The figure below reminds us of the geographies we serve and also the 
levels of deprivation. 

 

 
 

Our patient populations come from areas of high deprivation and within the 
geographies we serve there are communities that endure significant health 
inequalities, see overleaf. 
 
The table overleaf highlights the extent of the challenges and also within boroughs 
further inequalities exist:  

 in the majority of cases there is a decade between the life expectancy of people 
living in the worst and least deprived areas in the boroughs 

 The Merseyside boroughs have higher mortality rates. 
 Behavioural risk factors are much more prevalent. 
 Children do not have the best start in life.  



 

10 
 

The challenges are quite stark and require a fundamental rethink in how we as a 
provider, partner, employer, and anchor in the community can play a more influential 
role in turning the inequalities tide.  
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A Comparison of Places: DeprivaƟon, Mortality, Risk Factors and Child Health 
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5. Our Approach 
Our approach to health inequalities is articulated in the framework below: 
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The framework will help us draw together the initiatives already underway and, importantly, to spot and address key gaps. 
Getting the balance right balance between actions to improve equity of access, experience and outcomes in our own, core 
activities (clinical care, research and education) and those that contribute to wider efforts to improve health and to reduce 
inequalities due to social determinants of health (such as employment, housing, literacy levels and structural racism). 

 
6. Our Journey? 

The Trust is involved in a number of initiatives that have and will reduce health inequalities, below are a few examples of 
the activities that we do or partner with: 
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7. Our Plan 
The Trust will use its role to reduce health inequalities in the communities it serves by: 

 Being a provider of quality health care 
 Being an active partner 
 Being an employer of choice 
 Being an anchor institution  

 
This section illustrates how the Trust will convert its strategic intent into a series of 
deliverables for each objective. This is summarised in the plan on a page overleaf.  
 
The Trust has already been awarded the Cheshire and Merseyside Social Value 
Award, signed up to the Prevention Pledge and the 14 aspects of the programme, and 
is in the process of committing to the Anchor Institutional Charter. 
 
The current base year will focus on building the evidence base. MWL has the capability 
through its data analytics and highly skilled, multi-professional clinical teams who are 
in contact with 100,000s of patients to risk stratify and understand the needs of its 
patient population. There is a robust evidence base behind ‘make every contact count’ 
to indicate the positive influence clinicians have on the healthy wellbeing behaviours 
of patients.  
 
Whilst it is recognised that asking about lifestyle issues such as alcohol intake and 
smoking takes time and adds more of a data collection burden for clinicians, the utility 
of the data and the impact of the conversation on the patient can be profound.  
 
Likewise, setting up systems to account for how we engage with partnership and the 
impact we have will have it challenges, but the differences we make can be significant 
and lasting. We do have a duty to be an exemplar employer and to play a leading role 
as an Anchor Institution as the biggest employer in the area.  
 
A draft plan on a page has been developed, see overleaf, but we need to do more 
work with colleagues across the trust and with our partners to help shape a more 
granular plan that target the agreed priorities. 
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Plan on a Page to Reduce Health InequaliƟes 
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1. Provider  
Moving from our base year and using the data collected, MWL can then begin to 
mitigate some of this inequity we may find. Having achieved a dataset, the population 
groups can be segmented and targeted for a differential approach to care provision 
that meets their needs. With improved data and some targeted investment, we could 
begin to explore the priority areas of Core20+5, elective recovery, and urgent and 
emergency care. 

 
2. Partner 
The ICB has been established for over two years and the Trust is an active partner 
within Cheshire and Merseyside and place-based partnerships are still at varying 
levels of maturity and capacity. There are opportunities to accelerate efforts to tackle 
heath inequalities given the mandate set out in the legislation and in NHSE guidance.  
Places such as St Helens have an Inequalities Commission which researches best 
practice to be implemented locally.  

 
3. Employer 
The third pillar of our health and equity framework is focused on promoting the mental 
and physical health and wellbeing of our own staff. Over half of our 10,000 staff live 
locally and many have active roles within their communities - thinking about them as 
a key part of our local population is essential. 
 
There has been quite a disparity between the quality of the working environment 
between the legacy STHK buildings and that of legacy S&O. We do have a capital 
programme of improvements to go some way to levelling up our estate for staff as well 
as high quality facilities for patients. We also want to act as an exemplar employer 
focused on continuously improving the experience of our staff. 

 
4. Anchor 
Employing a 10,000 strong professionally diverse workforce; caring for 600,000+ 
residents; and a financial expenditure of around £850m on the provision of healthcare 
makes the MWL an anchor institution within the communities we serve. The MWL will 
use this status to positively impact the local economy, society, and economy through:  

 purchasing more locally wherever possible, using social value measures in 
commissioning and procurement 

 ensuring access to work, and making sure that job roles are high quality  
 supporting families to live healthy, sustainable lives  
 supporting the wider transition to a net zero economy, helping to reduce 

emissions and improve air quality 

 
8. Our Governance 
The ongoing development of this strategy and its delivery will need structure and 
resourcing. The governance structure is shown below: 
 
The Board should approve the development of this strategy and receive assurance for 
its delivery. 
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The Executive Committee will monitor progress of the delivery of the strategy and the 
action plan and improvement metrics and benefits. 
 
A Health Equalities Group should be formed to oversee the shaping of the strategy, 
engaging with staff and partners as part of its development including a delivery plan. 
Developing metrics, tracking progress, communicating progress across the 
organisation and producing an annual report will also be part of their duties.  
 
It is also important to share our ambitions with Partners at the appropriate fora. The 
table below provides an outline of our approach. 

 

 
 
 

9. Conclusions 
 

It is deeply unjust that some groups of people have significantly worse health and 
worse experiences of the NHS than others – it is also preventable.  The MWL footprint 
sees some of the country’s highest levels of deprivation. The Trust cannot tackle this 
alone, and it needs to work with partners, particularly with the Local Authority’s 
Directors of Public Health, the ICB and the Voluntary, Faith and Social Enterprise 
Sector. 
 
Some of the barriers the Kings Fund cited the following barriers to accessing services: 
 discrimination and racism 
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 not being treated with empathy or genuinely listened to 
 lack of communication from services 
 feeling of powerlessness 
 practical barriers, eg, travel costs 
 shame and stigma 
 services not being flexible, holistic or inclusive enough. 
 lack of trust and engagement due to negative experiences in the past. 

The new 10 Year NHS Plan is likely to place a greater emphasis on radically 
transforming the way the NHS works with communities and staff, while reorientating 
services to focus on prevention. 

 

 

 

 

 

 


