
  

 

Proposed Population Health Operating Model and Development Programme 

Feedback from Barrow Population Health Workshop 

Thursday 8th July 2021 

 

Population Health Intelligence 

Participants broadly supported the proposals.  

Participants did not feel that anything significant had been omitted from the proposals. 

Participants identified the following barriers: 

 Data is not always taken seriously by some partners. 

 Some people may not want to work in the ways set out in the operating model and 

there might be resistance. 

 Data is power. This can result in a silo mentality. 

 Can community groups and the VCFSE have access to the data to help support their 

work? All groups should have the same level of access to anonymised datasets. 

 Any perception of league tables and/or performance management should be 

avoided, Data should be used to determine what is working well or having a 

measurable impact and not as a KPI or performance measure for the place, PCN or 

ICP. 

 There is a communication problem this leads to trust problems.  

 Community Groups end up interpreting responses from public sector organisations 

for their communities as public services are not good at presenting information in 

ways that people understand easily. Have to make things simple / layman’s terms or 

can lead to mis-communication where the message is lost or distorted, leading to 

lack of trust.  

 Money and Power – often resentment that money goes to one particular area. This is 

often the place that has service delivery based in it. Example Carlisle (the why? Was 

not explored). 

Participants expressed caution about the following: 

 There needed to be a real commitment to different ways of working with partners. 

 The planned local government reorganisation could impact on the implementation of 

this operating model in Morecambe Bay. 

 There was a risk that data capture could be duplicated. 

 The impact of multiple disadvantage needed to be recognised. 



 There needed to be co-ordination and collaboration across the system to use 

intelligence effectively. Organisations should not be protective of their data. 

 It is easy to overlook what is missing from the big picture, especially if it is not 

represented in the data that is available. 

 Collaboration has to be true, not led by one group or leader. Not one service area or 

organisation. 

 Peer led community groups know the communities much better than even the most 

experienced leaders. There are people in each community who know every street in 

their area, who lives there, what their issues are, who hasn’t left the house in a year 

etc. Spend is more effective as it solves real problems for people.  

 NOT EVERY AREA IS THE SAME!!! Even in same town, different areas have 

different concerns (example Dalton has different worries to Askham) but by splitting 

down to this level (on a social media group) there were specific issues that could be 

identified that could then be fed back up to City Council level and these issues then 

addressed. Also by splitting up in this way avoided inter-community bickering as 

people weren’t fighting amongst themselves.  

General points included: 

 The principles completely align with plans put forward by Barrow Borough Council. 

 Enforcement data should be included. 

 The public health dataset is relevant to everything in the operating model. 

 Data should be used to recognise achievement and then identify the next problem to 

be tackled. 

 Data should be used to engage with the public about health issues and health 

inequalities within their communities. 

 Population health should be led by people with lived experience to solve issues / 

meet needs 

 Voice of individual in community should be more powerful than leaders 

(organisational) voices 

 Organisations are good at telling people what we are going to do (health, social care, 

LA etc.) 

 What is it we really mean by community led power / money? Leaders and 

organisations are often reluctant to give power / money / decision making capacity to 

others/community. 

 People with lived experience should be part of governance structures. We have a lot 

to learn from VCFS. A lived experience panel should be formed WITH THE SAME 

FOOTING and decision making powers as the boards of the other leader 

organisations.  

 Local resilience groups have worked really well, these have been fed into by 

community groups and then this has gone up to County Council level.  

 We need to better understand what it is that only councils (or any other public sector 

org) can do, empower them to do that and then pass on the money / decision making 

power to community. Needs courage to act.  

 

 

 



Core Team Leadership & Organisational Development 

See comments under “Front Door and Staircase” 

 

Participation & Empowerment of Communities  

Participants broadly supported the proposals.  

Participants feel that the following had been omitted from the proposals: 

 A Clear breakdown of how the engagement will be done at a local level e.g. via 

community champions  

 An approach for helping people to see/ feel the engagement work even if they 

haven’t been directly involved e.g. story telling  

 Specific engagement plans with young people. They are the future. 

 Clear continuity planning so that the conversations are constant.  

 A clear process to feed back to the community.  

 Training and an approach for professionals to encourage them to give up power. 

This is not personal.  

Participants identified the following barriers: 

 Lack of trust due to false promises to communities  

 Different levels of engagement across different wards of Barrow  

 Communication issues due to literacy levels  

 Data protection. This gets in the way of engagement on the ground.  

 The capacity to do this extra work.  

 How we reach people who ‘fall through the net’?  

 Technology  

 Funding to do the work (continuously) 

 Volunteer fatigue. They need to be supported  

 Services not wanting to let go of power  

Participants expressed caution about the following: 

 Lack of clarity regarding who is doing what at present e.g. work of HAWCs will 

overlap with other services.  

 Short term funding will result in short term projects.  

 A need to have permission to work in innovative ways to reach people.  

 A concern about how we support community champions as they are vital to this 

work.  

General points included: 

 It is vitally important we have conversations about population health this work with 

communities across the bay  

 An asset based approach is best  



 We need to focus on engaging with individual communities rather than the wider 

patch of ‘Barrow’  

 There is a need to engage with communities to find out how and when they would 

like to engage in conversations. 

 Need to consider how we engage local elected members to successfully implement 

these proposals. These individuals are vital and at the heart of neighbourhoods  

 There is a need to focus on a continuous two way dialogue rather than ‘pockets’ of 

engagement  

 Engagement should be done through community champions/ connectors who have a 

wider reach  

 People need to be kept informed of the outcomes of engagement to maintain trust 

 The first steps should include reflecting on previous engagement- what do we 

already know? 

 

Front Door & Staircase 

The breadth and scope of the agenda is something which participants generally agreed with, 

claiming that the idea of preventing disease instead of continually focusing on fixing people 

is necessary for the NHS.  

Participants did not feel that anything had been omitted from the proposals. 

Participants identified the following barriers: 

 Even though the model and population health agenda is inclusive and represents 

strong co-productive elements, the language of much of the presentation and even 

the video was inaccessible. 

 This is a problem broadly with the NHS, as often the ‘acronymisation’ and ‘system 

talk’ makes it very difficult for persons in the third sector to communicate how they 

can provide services that are often more effective than the public sector. 

 General pessimism about this type of agenda / plan having ‘come and gone’ in the 

past. Many believed that the feeling of being ‘burned before’ was holding them back 

from becoming wholly engaged.  

Participants expressed caution about the following: 

 There exists a substantial amount of community-based programmes, volunteer orgs 

and council-led initiatives. If this programme steamrolls this pre-existing work, then it 

risks alienation of partners.  

 The NHS is often not the best vehicle for communicating and engaging with 

communities, as volunteers at place-level are already embedded within those areas.  

 A general anxiety amongst third sector that as ICS is very broad, the relationships 

with them will be lost with the dissolution of the CCG.  

 Many of the workshop attendees admitted to not having read in the depth the 

proposal due to time constraints, however were worried that, although the principles 

of delegating power and resource to place-level were ones they believed in – that the 

higher strategic pushes from the ICS would often overrule that occurring. 



 There is a substantial worry that this programme will add onto pre-existing stretched 

workloads, with no guarantee of additional resource.  

 Some individuals noted that the current extreme pressures on the NHS would make it 

difficult for preventative work to take priority over ‘fixing’ and other ‘clinical priorities’ 

and so were tentative about the potential of freeing up either resource or capacity to 

promote the programme. 

 
General points included: 

 What is a “front door”? 

 How do we actually see these services in place – are they going to be physical hubs. 

 Population Health Academy – raise the communities own expertise, the professionals 

learn to trust the community. Flip the academy idea to be run by community not just 

professionals. 

 

Place-based Interventions for Health Inequalities 

Participants broadly supported the proposals. The place based approach and the use of 

data and soft intelligence was welcomed. All agree and think it’s an excellent approach to 

take data to identify the most vulnerable.  

Participants feel that the following had been omitted from the proposals: 

 Involvement and collaboration between health and third sector organisations.  

 Need some core values and elements that can be discussed across the entire 

community and how we target specific conversations with particular sub-

populations/areas, esp. those that are so difficult to engage. Especially to support 

them to change behaviours. 

Participants identified the following barriers: 

 Feeling that partners have been given a document that has been written without their 

involvement. Given as a final document. Third sector feels that the NHS ‘talks’ about 

collaboration but serves lip service.  

 Trust was needed to start a conversation and to build relationships. Partners need to 

start from where local people are now and reflect and listen to their concerns. 

 It is very hard to successfully address health inequalities. 

 It is very difficult to change health behaviours unless the underlying health issues can 

be addressed first (i.e. wider determinants of health). 

 How will VCFS access funding and support the delivery of this work. They are there 

with specialist knowledge, skills and expertise and are not currently used to their full 

potential.  

 Partners are already collaborating locally but this proposal does not reflect a 

collaborative approach. 

 There is a feeling that if the NHS does not collaborate now then there is a local 

feeling that it will never happen. These conversations have been conducted like this 

for years.  



 For third sector the funding is a massive barrier. They can acts as an enabler – gave 

an example of digital health – how can an older person be empowered and skilled to 

use digital services (e.g. support from Age UK). 

 Silo working – but the response to COVID has been fabulous and we need to use the 

energy build in recent partnership working to drive things forwards.  

 Need to use strategic resources as effectively as possible e.g. via LSP/HWBF. Pool 

the Levelling Up Fund, New Towns Deal incl. community hubs. Make sure that we 

work to make the most of the funding across the area. 

 Potential to work through the ‘Brilliant Barrow Board’ to ensure collaboration and 

greatest value for money.  

 Will the Local Authority restructure affect local delivery – Cumbria 

Unitary/Morecambe Bay Unitary etc. There will be implications particularly for Barrow 

if it becomes a Cumbria wide unitary. Barrow already feels marginalised.  

Participants expressed caution about the following: 

 These interventions or series of interventions would have to be constant and ongoing 

in communities to build relationships and trust. 

 Community champions based in the local community centre, shop or pub would be 

vital to successful implementation of these proposals. 

 Each community has different needs and suffers from different health inequalities. 

This is true of different wards in Barrow, different towns in the borough and across 

Morecambe Bay. 

 How soon will all this progress? 

 Need to ensure that we are all pulling in the same direction and working towards the 

same outcome – addressing financial issues and poverty. Need to work with big local 

employers and private sector.  

General points included: 

 It was not clear where these interventions would be based (e.g. community centres, 

local Hubs).  

 Employers have a key role to play in tackling health inequalities. 

 Resources linked to the Town Deal and the Community Renewal Fund could be used 

to address health inequalities. 

 A local strategic partnership could be developed to address issues relating to health 

inequalities. Everything has to fit together and steps need to be taken to ensure effort 

and resources are used effectively. Could the Barrow Health and Wellbeing 

Partnership take on this co-ordinating role? 

 £15M for the whole operating model is not a lot to invest to try and tackle these 

issues. Is this funding for Morecambe Bay or for the whole of Lancashire and South 

Cumbria? Should this approach be piloted in one area first? 

 Surprised that ICCs are not mentioned and that the focus has been PCNs. Document 

needs to reflect impact of ICCs rather than the PCNs. PCNs are not mature enough 

yet to progress this work in the short term. The ICCs will need to drive that forward. 

ICCs are very well placed to bring in external partners, which the PCNs cannot 

currently. 



 Hard to not agree with the approach. Co-production/data let/intelligence to enable 

focus on where it is needed most. What does it look like? Needs to be organic if 

designed by communities but difficult to visualise where services and support will be 

based.  

 Need to build relationships so needs to be a constant collaboration/service.  

 Need to start with the needs of the community. What is your hook in? Are you 

trusted? 

 Ensure that communications are within the communities. Will we be using 

‘community champions?’ make sure people are comfortable accessing the options.  

 Increasing desire to target services to areas to improve their outcomes as a faster 

rate than the rest of the community.  

 

Research & Return on Investment 

The breakout session was not held. 

 

 

 

 

 

 

 

 


