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[bookmark: _Toc212804322]SUMMARY
[bookmark: _Toc212804323]Live Better background and overview
Live Better was launched by the Minister of Health, Mike Nesbitt, in July 2024 to test an approach to addressing health inequalities through place-based partnerships targeting specific health issues.
[bookmark: _Toc212804324]Aims and objectives 
The aim of the Live Better approach was to realise increased health benefits for two communities experiencing high levels of deprivation through optimising interactions and existing service provision delivered through Health and Social Care (HSC), Primary Care, Community and Voluntary organisations and the Public Health Agency (PHA).

The project objectives were to: 
· bring targeted health support to communities which need it most;
· build on the work developed by the PHA, HSC and Primary Care;
· facilitate those already providing HSC-commissioned services to consider how to maximise benefits and outcomes by working more collaboratively;
· bring together existing health initiatives and programmes so that they can be delivered intensively in identified communities;
· ensure that information and initiatives are targeted directly in identified communities; 
· evaluate and consider the legacy of the Live Better initiative in future population health & wellbeing plans.
[bookmark: _Toc207972826][bookmark: _Toc212804325]The Live Better delivery model
The PHA was asked to deliver the project, reporting to an Oversight Board chaired by the Department of Health (DoH). The PHA established an internal working group with a delivery model based on engaging Primary Care, Trust, and community-based partners. 

The Live Better Delivery Model focused on three key stakeholder groups to develop plans for information sharing, mapping of services and identification of priority outcomes for the Live Better initiative in the two selected areas, as shown in the following diagram. Ongoing co-ordination, planning and support was provided by the Public Health Agency. Key stages and dates are illustrated in appendix 2.


The Live Better Delivery Model focused on three key stakeholder groups with overall co-ordination, planning and support from the Public Health Agency.
[image: ]

Following initial data analysis and stakeholder engagement, two District Electoral Areas (DEAs) -     The Moor (Derry/Londonderry) and Court (Belfast) were selected to participate in the pilot.

Outcome areas (health issues) aligned to a life course approach were selected at stakeholder events in each DEA, informed by health intelligence data provided by the PHA and stakeholder input on feasibility, current provision and gaps. Outcome area groups were formed to design specific interventions and delivery of activities commenced in February 2025; most groups had completed this by June 2025.

Overarching activities to support the work were coordinated by PHA including health checks and fairs, and training on health literacy and health inequalities.
[bookmark: _Toc212804326]Outcome area group activities and impact
Outcome area groups constituted a mixture of HSC and C&V stakeholders, with GPs in some groups. Groups used a Theory of Change approach to identify feasible and measurable health outcomes and target audiences, and plan activities that would lead to improvements in these outcomes.
All groups completed activities; however, most groups experienced challenges during implementation which in some cases resulted in changes to planned delivery or their ability to reach target populations. Six out of seven reported findings based on data collected to measure impact, either cross-sectionally or pre- and post-intervention; one group reported activity data.
Groups were generally successful at developing partnerships and delivering activities. The numbers reached through activities and the impacts were modest across the different activities. This was expected from the outset due to the short-term timescale for delivery, limited resources and capacity issues within groups, while other issues were identified during the evaluation process.
[bookmark: _Toc212804327]Live Better overarching activities
Three health fairs and six health checks events were undertaken and 344 health checks conducted, with signposting to their GP for people reported to have high blood pressure, high cholesterol, abnormal blood glucose or atrial fibrillation. There was positive feedback on the impact of the fairs on awareness of health and services, and on intention to change health behaviours.
Health literacy training was offered to outcome area group members to improve awareness and promote use of approaches that increase health literacy. Attendees gave feedback that the training increased their understanding, confidence and motivation to use health literacy approaches.
Health inequalities training was also offered to outcome area group members, to improve awareness of health inequalities and approaches to addressing them. Feedback was positive about the training increasing understanding of health inequalities.
A primary care symposium was held to promote collaboration between general practice and public health to reduce health inequalities. This was a collaboration between PHA, the Royal College of General Practitioners (RCGP) and Queen’s University Belfast (QUB). Discussions included ideas around how to make the biggest difference in communities experiencing deprivation, improving partnership working and addressing barriers.
[bookmark: _Toc212804328]Evaluation 
The aims of the evaluation were to describe the development and implementation of Live Better, assess the effectiveness of partnership working, examine barriers and facilitators to delivery, determine the impact of activities to provide targeted health support, and identify key learning to inform future work.
Evaluation included three main elements: 
1) collation of reports from outcome groups and overarching activities using a theory of change template, to capture and report on the impact of activities;
2) a partnership evaluation questionnaire to measure the quality of partnership working, completed by members of outcome groups before and after delivery of interventions;
3) a process evaluation examining barriers and facilitators to the Live Better approach through qualitative interviews with stakeholders.
[bookmark: _Toc212804329][bookmark: _GoBack]Key elements and positive impacts of the Live Better approach 
Live Better was a new way of working for delivery partners, who gave helpful feedback on all aspects of the initiative. This evaluation summary details the key benefits and challenges experienced throughout the process. Based on these findings, recommendations have been developed for future work to address health inequalities using a place-based approach[footnoteRef:1]. The table on the following two pages highlights the key elements of the Live Better approach and summarises the main positive impacts described by stakeholders. [1:  Live Better: Recommendations, Public Health Agency, October 2025.] 

[bookmark: _Toc212804330]Beyond Live Better: Recognition and growth of Live Better interventions 
Live Better teams have gained recognition for new ways of working in partnership; and one programme has since been expanded from a single DEA to cover the whole council area. These examples illustrate the benefits of the Live Better approach and its potential for development:
	Oral health, The Moor
	 An intervention to raise awareness of oral health and provide oral health packs in foodbanks and through school nurses was presented at the British Dental Association Community Dental Service Conference. 

	Childhood vaccinations, Court
	 A programme aimed at increasing uptake of childhood vaccinations through training for Sure Start and health visiting staff on vaccine hesitancy, followed by awareness raising events at Sure Start centres, has been submitted to the 2025 Belfast Trust Chairman’s Awards under the "Excellence in partnership and collaboration" category. 

	Pre-diabetes, The Moor
	 A 12-week prediabetes programme to reduce diabetes risk through lifestyle changes has been rolled out to all 8 DEAs in the Derry City and Strabane Council area, utilising pooled funding. It is being delivered through the local Neighbourhood Health Improvement Partnership (funded by the Western Trust and PHA), and co-ordinated locally by Developing Healthy Communities and the Western Trust Health Improvement team.
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	Key element of the Live Better approach
	Impact

	Founded on local data 

	· Use of local data was recognised by all partners as an invaluable element of Live Better. 
· Health data reports produced using local, mainly publicly available data allowed partners to identify issues of concern, prioritise those best suited for this type of intervention, and consider ways to address them locally.
· A data-driven approach aided development of progress and outcome measures to inform planning.


	Explicit focus on inequalities 
	· The clear aim of Live Better to address health inequalities provided focus and direction.
· Consistent Ministerial emphasis on this aim enabled prioritisation and alignment of purpose.  
· This shared purpose increased understanding and trust between partners.


	Delivery in communities
	· Delivery of Live Better interventions in communities facilitated uptake and engagement, with people appreciating the convenience and community members supporting each other.
· Partnerships benefited from community trust in local Community and Voluntary sector service providers, building on these relationships to enhance engagement with interventions.
· Holding health events in community venues rather than healthcare locations increased access to health information and health checks close to home.


	Building new relationships 
	· Whereas standard good practice results in efficient interagency transactions, Live Better facilitated the development of strong interpersonal relationships which increased trust and understanding of each other’s roles, enabling better and more creative use of skills and resources.
· Truly multidisciplinary teams of partners from all sectors allowed sharing of skills, learning and evidence to determine the most appropriate interventions and develop more effective delivery methods.


	Building connections between sectors
	· The Live Better approach enhanced collaboration across sectors, enabling all delivery partners to contribute expertise and opinions to influence decisions. This enhanced joint ownership and built shared purpose. 
· Sharing knowledge of existing work in the selected areas reduced duplication and encouraged innovation.
· Working with organisations trusted by communities facilitated access to these communities.
· Participants expressed a desire to sustain these connections and some have gone on to work together since the completion of Live Better.



	Working within existing resources
	· Partnerships were creative in their approach to developing interventions within available resources despite the constraints this imposed, demonstrating what can be achieved with limited additional funding. However, all said that this would not be entirely sustainable to the same level beyond the short term.

	
	

	Combination of defined place-based interventions and wider overarching events

	· Providing both defined interventions and open-access events meant that interventions were tailored to those who would benefit most but others still had opportunities to improve their health.
· Open-access events increased awareness of Live Better and encouraged uptake of health information and health checks, in many cases identifying previously undetected health conditions.
· Training offered to all Live Better delivery partners increased awareness of health inequalities and health literacy, building capacity across the system.

	
	

	Engagement with Primary Care
	· Strategic engagement with Primary Care through the RCGP and QUB, and the Primary Care health inequalities symposium, demonstrated the deep commitment of Primary Care teams to addressing inequalities in the communities they serve, and their appetite to work creatively to achieve this. 
· Although various factors meant that only a small proportion of GPs who expressed interest were able to participate within the framework of Live Better, there is clear momentum on this topic which can be harnessed to drive future plans to address health inequalities through Primary Care.


	Messaging and reach beyond targeted areas




	· Defined branding and strategic use of media increased awareness around Live Better and encouraged attendance at events such as health fairs.
· The visible presence of representatives from the Department of Health and across the whole health system highlighted the focus on health inequalities as a regional priority.
· Communities outside Live Better demonstration areas expressed interest in its concepts and approach, and replicated key elements such as health data reports when considering health priorities in their areas.





[bookmark: _Toc207972827]


[bookmark: _Toc212804331]LIVE BETTER IMPLEMENTATION
1. [bookmark: _Toc212804332]Stakeholder Engagement 
To inform planning and delivery of Live Better, a regional stakeholder event was held and the PHA engaged with representatives working with communities in the areas selected to participate.
[bookmark: _Toc212804333]Regional workshop
The Health and Social Care Leadership Centre (HSCLC) was commissioned to facilitate a regional stakeholder engagement event, held on 20 August 2024 at the Lagan Valley Arts Centre, Lisburn. The purpose of this event was to ensure collaboration with all stakeholders to help determine the principles, concepts and approaches to tackling health inequalities in a local area. Sixty-one individuals attended from organisations including PHA, Department of Health, Strategic Planning and Performance Group (SPPG), GP federations, HSC Trusts, Community and Voluntary sector, Department for Communities, the Institute of Public Health Ireland, Northern Ireland Alcohol and Drugs Alliance (NIADA), Queens University Belfast and Unison. 

Utilising a life course approach, three sessions were held under the themes of Starting Well (Children, Young People, Families), Living Well (Adult) and Ageing Well (Older People). At each session, participants were asked three questions:

Q1. Where could we make the biggest difference to health outcomes in deprived communities and how could your organisation contribute?
Q2. What opportunities are there for working better within existing structures and resources to improve health outcomes in deprived communities?
Q3. What are the barriers to better working together across existing structures – and potential solutions to overcoming these barriers?
Based on responses, the HSCLC presented a number of recommendations:
1: Conduct comprehensive local data gathering to better understand community health needs, current programmes and frameworks and potential further enables and blockers. 
2: Strengthen existing partnerships between GPs, community sectors, and health alliances to foster a collaborative approach, ensuring community champions are involved in outreach efforts to increase health service engagement.
3: Align local health initiatives with broader governmental strategies to maximize resources and ensure a coordinated, multi-sectoral approach to addressing health inequalities.
4: Conduct further stakeholder engagement, to gain a further understanding of the needs, perceptions and challenges our local communities are facing.
5: Develop health literacy programs focused on practical support (e.g., breastfeeding, nutrition, falls prevention) and empower communities with education to improve informed health decisions.
6: Establish SMART goals (Specific, Measurable, Achievable, Relevant, Time-bound) for health interventions, ensuring quick wins are identified and progress is tracked through regular evaluation of existing schemes.
7: Address logistical and cultural barriers by utilising trusted community spaces like schools, nurseries, community hubs and sports clubs and tailoring service delivery to meet the unique needs of diverse populations.

[bookmark: _Toc212804334]Other preliminary Stakeholder Engagement
Following selection of the two demonstration areas, the PHA met with representatives from organisations working in the communities involved:
· 15th October 2024: West Belfast Partnership Board representatives
· 24th October 2024: Neighbourhood Health Improvement Partnership, Derry/Londonderry
· 13th November 2024: representatives from the Healthy Living Centre Alliance including reps from the three Healthy Living Centres in the two demonstration areas.

2. [bookmark: _Toc212804335]Activities undertaken by outcome groups and overarching events
[bookmark: _Toc207972835]The following section summarises activities, interventions and outcomes measured for the outcome groups in the selected Live Better areas, and for overarching pieces of work developed as part of Live Better by PHA and their partner organisations to facilitate work on addressing health inequalities and strengthen partnership working in the demonstration areas: Health fairs and checks; Health literacy training; Health inequalities awareness; and a Primary Care symposium on health inequalities.

Seven groups undertook activities addressing different health issues across the life course.

	[bookmark: _Hlk207972097]Court DEA

	Theme
	Outcome area
	Core activity

	Starting well
	Childhood immunisations
	Awareness raising events through Sure Start centres and staff training on vaccine hesitancy to increase parental uptake of childhood vaccinations.

	Living well
	Smoking in pregnancy
	Staff training and awareness of smoking and pregnancy risks and brief intervention delivery, alongside stress management training, to increase capacity to deliver advice to parents who smoke.

	Ageing well
	Social isolation
	Health fairs and social activities to increase social connection for older people living in supported housing.

	
	
	

	The Moor DEA

	Theme
	Outcome area
	Core activity

	Starting well
	Oral health
	Awareness raising and dental resource provision in foodbanks & through school nurses.

	Living well
	Prediabetes
	12-week prediabetes programme to reduce diabetes risk through lifestyle changes.

	Living well
	Bowel cancer
	Awareness raising activities to reduce bowel cancer risk by encouraging take up of screening.

	Ageing well
	Falls prevention
	12-week falls prevention utilising Florence (FLO) text messaging to reduce falls risk.



[bookmark: _Hlk207106551]

[bookmark: _Toc212804336][bookmark: _Toc197949327][bookmark: _Toc197949328]Court DEA: Starting Well – Childhood Immunisation 
Awareness raising and training targeting vaccine hesitancy and awareness gaps in parents and Sure Start staff
Context
Target audience
Parents of preschool children requiring vaccination.
Sure Start staff.
Decreasing levels of pre-school vaccination within Belfast HSCT area.
Low rates of pre-school vaccination coverage within Court DEA.
Vaccine hesitancy among parents as a potential factor.



Outcomes
Outputs
Activities
Vision
Inputs
Engagement with service users (PPI)

Education sessions on vaccine hesitancy for health

Vaccination health promotion events in Sure Start centres 

Development of posters and leaflets 

Provision of vaccine info packs for parents

Staff:
- Report increased awareness of vaccine importance.
- Report increased confidence in providing vaccine information

Parents:
- 8% report increased awareness of childhood vaccination importance.
- 89% report being better able to identify credible information sources.
- 63% report more confidence about vaccine safety.
- 71% report being more likely to seek GP vaccination appt. 

Increased uptake in preschool vaccination rates.


Reduced burden of vaccine preventable childhood disease.
Staff partnership:

 Belfast HSCT
 Sure Start
 Public Health Agency
Primary Care (Federation and GP practice)

Service user focus group

2 staff vaccine hesitancy education sessions 

43 parents attending vaccination information sessions (35 provided feedback)












Service users will be adequately motivated and resourced to take up vaccinations.
Service providers will begin to reduce barriers to access of information and vaccinations.
Service providers will improve partnership working to enhance delivery of effective information.
Service providers will have capacity to provide this enhanced service.
Assumptions

[bookmark: _Toc212804337]Court DEA: Living Well - Smoking and pregnancy
Smoking cessation training for Sure Start staff to increase their capacity to deliver smoking cessation to pregnant women who smoke
Context
Target audience
Sure Start service providers.
Pregnant women who smoke (via increasing staff capacity).
Smoking rates in pregnancy linked to health defects, mortality.
Higher prevalence in more deprived areas; 27.7% in Court DEA.
Low staff capacity to have smoking cessation conversations.



Outputs
Activities
Outcomes
Vision
Inputs
Stop Smoking Brief Intervention Training (BIT) for Sure Start staff.


Top Tips programme for Sure Start staff.
95% (21/22) increased knowledge around smoking.

100% (22/22) increased confidence delivering smoking cessation advice.

95% (21/22) increased awareness of services to signpost to.

100% (13/13) increased confidence in how to reduce their own stress levels.
Reduced smoking rates in pregnant women.

Increased partnership working between services.

More holistic intervention approaches to smoking cessation.
 
Increased referrals to maternity Stop Smoking Service
Staff partnership:
 Belfast HSCT
 Sure Start
Stop smoking
specialist midwives
 Health and lifestyle
facilitator.
Public Health Agency

Funding for 3 training courses

22 Sure Start staff received Brief Intervention Training.



13 Sure Start staff attended Top Tips programme.












Service providers will be adequately resourced to educate and signpost.
Barriers to Sure Start staff having smoking cessation conversations will be addressed.
Evidence shows incentives, timings and flexibility improve outcome.
Assumptions

[bookmark: _Toc212804338]Court DEA: Ageing Well - Social isolation 
Activities targeting social isolation and loneliness in older adults in Belfast
Context
Target audience
Chronically lonely individuals over 50
(flexible to presenting need).
25% of people in NI exhibit loneliness.
Loneliness higher in urban and deprived areas.
Loneliness over 65 – higher healthcare costs.



Outputs
Activities
Outcomes
Vision
Inputs
Two local health fairs:
- Health checks
- Health activities

Loneliness programme:
- “Listening ear” activity
- Signposting to activities
15 GP/MSC referrals based on identified risks.



Range of follow up activities conducted.
Improved rates of social and cultural participation

Improved confidence and self-esteem 

Increased social capital

Sustained partnership approach to address social isolation and loneliness
Partnership included staff from: 
- West Belfast Partnership Board 
- Connected Community Care 
- Maureen Sheehan Healthy Living Centre 
- Belfast HSCT
- Belfast Health Development Unit 
- West Belfast Multi- Disciplinary Team- GP Federation  
- PHA

46 health checks

Health activities:
Complimentary therapies (n=8)
Haircuts (n=15)
Emotional support (n=2)
Facial massages (n=7)

Attendance of 9 partners to signpost residents to local services.












Isolated and lonely people need additional support to engage.  
We can deliver and measure change in 3 months.  
The model proposed is the most effective response to meet need.
Assumptions



[bookmark: _Toc212804339]The Moor DEA: Starting Well - Oral health 
Providing awareness and dental resources to school nurses and foodbanks to improve oral health in the Moor DEA
Context
Target audience
Young people in The Moor DEA.
Foodbank users.
Higher dental fillings in The Moor DEA than Northern Ireland average.
Increased foodbank use in Northern Ireland.
Poor nutritional value and excess sugar in foodbank parcels.



Outputs
Activities
Outcomes
Vision
Inputs
Partnership scoping and engagement

Awareness raising sessions in foodbanks

Health fair stall awareness raising

Provision of dental resources

Awareness raising with school nurses
Foodbank/health fair attendees:
- Increased knowledge on
brushing teeth twice a day (43/46), foods increasing risk of dental decay (44/46), how poor oral health affects general health (38/46).

- 93% (43/46) intention to improve oral health.

Parents: All 12 agreed improved knowledge on how to ensure effective brushing for child.

Dental nurses reported (n=4) increased dental awareness.
Improved oral health among children and young people in The Moor DEA.

Reduction in extractions and fillings in children and young people living in The Moor DEA.

New partnerships with foodbanks.

Sustained partnership working.
Staff partnership:
 WHSCT Dental team
PHA Nursing
Specialty registrars in Public Health/ Dental Public Health
Community and Voluntary partners 
PHA Health intelligence

Funding for staff time.
 
Funding for dental resources.


23 foodbanks users received 1:1 oral health education; 22 provided feedback.
27 health fair attendees received 1:1 oral health education; 24 provided feedback.
7 school nurses attended awareness session; 4 provided feedback.
206 oral care packs distributed.












These settings do not currently have opportunities for oral health education.
Oral health education will improve dental health choices.
Those who receive the dental health products will use them.
Assumptions




[bookmark: _Toc212804340]The Moor DEA: Living Well - Prediabetes 
Development and pilot of a 12-week community-based programme for adults diagnosed as prediabetic living in The Moor DEA
Context
Target audience
Prediabetic adults aged 40-65 years living in The Moor DEA.
Waiting list for WHSCT DESMOND diabetes prevention programme.
WHSCT poverty levels higher than NI average.
Type 2 diabetes can be prevented through lifestyle change.



Outputs
Activities
Outcomes
Vision
Inputs
Collate prediabetes information.

Workshop. 

Develop and deliver 12-week diabetes programme in a community setting.

Establish data sharing arrangements.

Recruit participants.

Develop resources.
100% reported increased awareness of obesity and prediabetes.


70% reported increased awareness of good food and nutrition.

90% had reduced blood pressure.

90% reported increased physical activity levels.


100% lost weight pre- to post. 

Reduced HbA1c 
(6 month follow up).


Reduced incidence of Type 2 diabetes.


Reduced incidence of complications associated with diabetes.
Staff partnership:
The Old Library Trust, 
Primary Care, 
WHSCT, 
Neighbourhood Health Improvement Project (NHIP), 
Public Health Agency.

Staff time and experience

Venue

Funding

12-week programme: Health assessments, weekly review, awareness raising (diabetes, nutrition, physical activity and community support), mindfulness.
13 out of 22 referrals registered.
9 completed pre and post- assessments.













Individuals identified will register and are motivated to change.
The Community and Voluntary sector will deliver for less than full cost.
Assumptions




[bookmark: _Toc212804341]The Moor DEA: Living Well - Bowel screening 
Activities to increase uptake in bowel screening in The Moor DEA 
Target audience
Context
Moor DEA residents at required screening age (60-74) or those approaching this age.
Individuals not usually reached by screening programmes.
Moor DEA highest incidence of cancer in Northern Ireland.
Bowel cancer one of most common types in Northern Ireland.
Early screening for bowel cancer reduces mortality.



Outputs
Activities
Outcomes
Vision
Inputs
Design of new information leaflet.

Creation of information video.

Social media dissemination.

Dissemination through other local organisations.

Face to face information sessions.
Increased awareness of the Northern Ireland Bowel Screening programme (n=8). 


97% (n=71) increased knowledge of bowel cancer signs and symptoms (an increase from 84% before the session).


33% (24/73) able to identify ≥3 signs and symptoms of bowel cancer.


100% (n=73) intention to complete FIT test when received. 
Sustained partnership working to raise awareness.

Increase in bowel screening uptake.

Early detection of bowel cancer through increased FIT testing.
WHSCT Consultant nurse public health

Hive cancer support

GP Practices: Park Medical, Oakleaf Medical Practice

Local pharmacies

Funding

3,000 leaflets printed and distributed.

Face to face sessions delivered by Hive in 8 venues to 73 attendees.

58 test kits provided, 48 returned.












Coordinated approach required with partnership and multi-agency working. 
Targeted age group will be accessible using planned activities.
Permission will be granted to host sessions in various organisations.
Assumptions




[bookmark: _Toc212804342][bookmark: _Hlk204072027]The Moor DEA: Ageing Well - Falls prevention 
A falls prevention intervention in The Moor DEA enhanced using Florence (FLO) text messaging
Context
Target audience
Individuals at risk of falls attending strength and balance programmes.
Approximately a third of people over 65 fall each year.
Some falls are preventable.
No falls prevention team in WHSCT.



Outputs
Activities
Outcomes
Vision
Inputs
12-week strength and balance programme enhanced by FLO.

Staff training to register participants to FLO.

Pre and post questionnaires.

Pre and post physiotherapy assessment.
78% (14/18) increased awareness of falls prevention and importance of strength and balance.

94% (17/18) increased motivation to apply knowledge to reduce fall risk.

Increased confidence to apply the skills learned from the falls programme (15/18, 83%).

67% (12/18) made changes at home to reduced falls risk. 

Improvement in strength and balance measures.
Reduced falls among frail older adults.
Staff partnership:
WHSCT Primary Care and Older People’s Services;
General Practitioner;
Digital Health and Care Northern Ireland; 
Old Library Trust;
Bogside and Brandywell Health Forum;
Public Health Agency. 

FLORENCE (FLO) text messaging

Funding for physiotherapist

Increased partnership working.
29 participants enrolled to received FLO messages.
18 participants completed post questionnaire and physio assessments.
24 strength and balance sessions delivered.












Service users will be adequately motivated and resourced.                              
 Service providers will be adequately supported to enable FLO service.
FLO enhancement will improve effectiveness of programme.                            
Barriers to using mobile SMS will be addressed.
Assumptions



[bookmark: _Toc207972836][bookmark: _Toc212804343]Overarching: Health fairs and health checks
Health fair and health check activities to promote health and wellbeing and engagement with local services, in Court and The Moor DEAs
Target audience
Context
General population of Moor and Court DEA.
Underserved populations.
Local statutory and C&V providers.
Multiple poor health indicators/ inequalities in Court and The Moor DEAs.
Low health awareness and utilisation.
Awareness raising and signposting potential of health fairs/health checks.



Outputs
Activities
Outcomes
Vision
Inputs
Health fairs.


Health checks.


Health advice.


Onward signposting for identified health issues.
Feedback from Shankill and Gasyard health fairs:
78% (79/101) increased awareness on how to improve their health.
- 80% (81/101) increased likelihood of making changes to improve health.
- 75% (76/101) motivated to access the healthcare they need.
- 75% (76/101) increased awareness of health services in their local area.

Health checks: 
63 reports of high blood pressure, 28 reports of high cholesterol, 4 reports of high glucose and 2 reports of atrial fibrillation.
Increased engagement with community health and wellbeing activities. 


Increased engagement with health services.


Improved healthy habits and lifestyle.
Staff resource:
C&V partners

Northern Ireland Chest Heart and Stroke (NICHS)

Trained staff to deliver health checks

PHA Funding

PHA team

3 Health fair events with health checks (2 in The Moor DEA and 1 in Court DEA).
6 Health check events (Court DEA).
321 health checks.
35 partner organisations.












Willingness of local stakeholders to engage. 
Health fair attendance will improve health behaviours and access.
Social deprivation – lower awareness of health services or uptake of screening.
Fairs in new settings will encourage access amongst underserved audiences.
Assumptions

[bookmark: _Toc207972837][bookmark: _Toc212804344]Overarching: Health literacy training
Development and delivery of Health Literacy training for Live Better partners. 
Context
Target audience

All Live Better partners: practitioners, community workers and policy makers.
Health literacy key to service access and utilisation; Variable levels in NI.
Making life better framework - Theme 3.
Link between multiple deprivation and low health literacy.



Outputs
Activities
Outcomes
Vision
Inputs
Development of interactive Health Literacy Training and Support Tool and health literacy resources.


Delivery of 3 online Health Literacy Training sessions.

100% (n=11) reported increased understanding of health literacy.


100% (n=11) reported increased confidence to use knowledge.


100% (n=11) motivated to apply health literacy knowledge to practice.
Increased staff ability to convey health literacy.

Increased public / patient / service user/carer health literacy.

Improved health outcomes (Prevention, risk factors, disease, quality of life).

Reduction in health inequalities
PPI staff resource and expertise


Participant time

Health Literacy Training and Support Tool and resources.
3 x 1½ hr online training sessions delivered.
14 participants:
Court DEA 3, The Moor DEA 5, Mop up session 6.
11 provided feedback.












Evidence suggests improving staff health literacy can improve health literacy and thus health outcomes for service users and carers.
Increasing staff confidence to use knowledge will lead to service users improving health literacy via staff.
Assumptions

[bookmark: _Toc207972838][bookmark: _Toc212804345]Overarching: Health inequalities training
A 2.5-hour training session on health inequalities was offered to those involved in Live Better, with the aim of increasing awareness about health inequalities and their root causes, and to equip attendees with tools to address these. Participants were invited to share good practice around partnership working. This was delivered remotely on 20 March 2025 by the Community Development and Health Network (CDHN). 

Topics included defining health inequalities, policy context, social determinants of health, the population health approach, and community development. An overview of CDHN and the Elevate Programme was also provided. Elevate is a capacity building programme which provides opportunities to develop skills and expertise in community development, to reduce health inequalities.
Participants fed back that the training helped them reflect on the role of community development in tackling health inequalities and how their role could make a difference. They also reported increased knowledge and understanding of Health Inequalities.
[bookmark: _Toc207972839][bookmark: _Toc212804346]Overarching: Primary Care Health Inequalities Symposium
A symposium was held on 26 March 2025, funded by the PHA in collaboration with RCGP and Queen’s University Belfast. The aim was to promote Primary Care and Public Health collaboration to reduce health inequalities in Northern Ireland.
Attendees (n=75) included primary care staff from GP practices where more than 50% of the practice population live in areas experiencing the highest levels of deprivation. Other attendees represented the Public Health Agency (PHA), GP Federations, Health and Social Care (HSC) Trusts, Department of Health (DOH), the Strategic Planning and Performance Group (SPPG), Royal College of General Practitioners (RCGP), The Royal College of Nursing (RCN), Queens University Belfast (QUB) and members of the regional Primary and Community Care Project Board.
A presentation on the Live Better initiative was followed by a facilitated round table discussion and posed three questions, similar to those used at the Live Better stakeholder engagement event in August 2024. Themes from responses are shown.


Question 1: Where could we make the biggest difference to health outcomes in deprived communities and how could your Practice contribute?
· Welcoming environments, websites, social media and improving access including supporting administrative staff to respond to patients.
· Practice as a catalyst for wellbeing rather than container for wellbeing.
· Protected time to work effectively with partners.
· Connected community care.
· Increased multidisciplinary team working-specific reference to health visiting, mental health hubs and pharmacy. 
· Cohesion of service delivery with secondary care, reducing fragmentation and siloed care, improved communication and access.
· Working collaboratively and innovatively to achieve smoking cessation, weight reduction and improved physical activity, better immunisation uptake and alcohol reduction.
· Appropriate funding, space and resources to deliver preventative care and proactively review patients with complex health issues and deprescribing.
· Improving health literacy for patients.
· Early intervention.
Question 2: What opportunities are there for working better within existing structures and resources to improve health outcomes in deprived communities?
· Improving:
· Interfaces with other statutory services to achieve mutual understanding.
· Interface with HSC health improvement services. 
· Formal links and collaboration with local partners such as community groups, C&V sector, and councils with specific reference to MDT roles and seed funding. 
· Services and raising expectations of care.
· Ensure funding is allocated to evidenced based practice.
· Space to improve formal multidisciplinary communication (with health visiting, district nursing and midwifery.
· Maximising connected community care referrals, preventative health.
· Mapping and increasing awareness of services available in local GP Federation areas.
· Bringing care to patients and communities in alternative venues to health centres.
· Collaborating to identify and address a couple of preventable ill-health issues with an annual action plan, with specific reference to uptake of screening.
· Collecting and using data to demonstrate impact. 
Question 3: What are the barriers to better working together across existing structures and potential solutions to overcoming these barriers?
	Barriers
	Solutions

	Time, resource and service pressures.
Lack of information to practices and about services.
Patient and community engagement.
Lack of access to secondary care referral recipient.
Lack of continuity of service.
Firefighting in general practice.
Measuring impact.
Current funding model promotes silo working.
Small and successful projects not rolled out resulting in post-code lottery of health care provision.
Under-engagement and utilisation of Community and Voluntary sector.
Lack of trust between partner organisations. 
	Protected time.
Process for and acquiring adequate recurrent funding.
Improved networking collaboration and navigation across organisations and community groups.
Practice data to inform local population health need and interventions.
Potential Area Integrated Partnership Boards on a statutory footing to lever change.
Increased social work and health visiting as part of MDT roll out.





3. [bookmark: _Toc212804347]Evaluation
[bookmark: _Toc212804348]Outcome group reports
Reports were collated from outcome groups and overarching activities using a theory of change template, to capture and report on the impact of activities, as summarised in the previous section. More detail is provided in the full evaluation report.
[bookmark: _Toc212804349]Partnership working survey 
A partnership evaluation questionnaire was implemented via Microsoft Forms at two time points to capture the quality of partnership working in outcome area groups at the outset and towards the end of group activities. Around half of group members (33 of 67) responded initially, slightly fewer (27) at follow up.
The questionnaire measured six principles of partnership working: the need for partnership; clarity of purpose; ownership and collaborative working; implementing collaborative action; monitoring, evaluation and reflection; and sustainability and future. Scores were generally positive for all principles and there was a small improvement in participant scores for five out of six principles from baseline to follow up. The exception was clarity of purpose, where scores were reasonably positive at both time points. Feedback was particularly positive for the principle recognising the need for partnership, while the principle sustainability and future scored lowest at both time points.
Qualitative feedback highlighted benefits of partnership working including innovation; combining expertise; and facilitators including shared vision, enthusiasm and willingness of partners to invest time and resource.
Feedback on what could be improved identified barriers including a lack of clarity around Live Better aims and expectations; competing priorities; a lack of time to identify the right partners or understand local need; unrealistic goals; and time-pressured implementation. A lack of meaningful influence in the process was perceived by some stakeholders.
[bookmark: _Toc212804350]Process evaluation 
Interviews were conducted with 43 stakeholders by an externally commissioned social and market research company during April and May 2025.
Interviewees included DoH, internal PHA, primary care (including those invited but not involved), members of outcome groups and C&V stakeholders.
There was consensus around the need for Live Better and partnership working, and the benefits of the process in breaking across silos and encouraging new ways of working. The multidisciplinary nature of groups and opportunities to expand networks were also noted as positives of the approach.
The main positive impacts reported by participants were in partnership working and building new connections (or strengthening existing ones) between stakeholders; this was acknowledged as vital to addressing health inequalities. Participants also emphasised the need for cross-sectoral and cross-departmental working, greater use of evidence based best practice, earlier engagement with local populations, and the benefits of shifting towards a preventative approach. 
Barriers and criticisms included a short timeline, pilot fatigue, and questions around sustainability or future planning. Some stakeholders reported a lack of clarity in the vision and expectations of initiative. Most felt that earlier engagement with local communities to plan the initiative would have been beneficial. Partners in outcome groups identified some challenges around the decision-making process and their opportunity to influence decisions, and funding.
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4. [bookmark: _Toc212804351]Discussion of key findings and learning points
[bookmark: _Hlk204774341]This section synthesises key findings and learning points from the different elements of the Live Better evaluation. These are presented across a number of themes and with reference to the wider evidence base around effective partnership working to address health inequalities in place-based initiatives. Learning from this evaluation and further stakeholder engagement will be used to inform future work of this nature.
1. [bookmark: _Hlk204775244]Live Better and the need for partnership working to address health inequalities
[bookmark: _Hlk205028735][bookmark: _Hlk204768638][bookmark: _Hlk204772620]The evaluation found a general consensus that health inequalities were a priority in both areas and that partnership working was needed to address these effectively. The focus on health inequalities was welcomed and it was considered that new partnerships being developed through Live Better could add value to existing work targeting community need. 
Live Better was positively viewed as an opportunity to develop relationships and create new connections between sectors with the potential to encourage collaboration and break down silos. Feedback pointed out the benefits of partnerships in generating innovation and new ways of working, as well as facilitating access to target populations. Some stakeholders reflected that there was duplication in local working on specific health issues and viewed partnership working as a potential solution to this. 
[bookmark: _Hlk204774445][bookmark: _Hlk205029118]However, there was some challenge to the specific approaches the pilot was taking to address this, with a perception of top-down decision making rather than collaboration from the outset, and a feeling of a time-pressured setup with a lack of clarity around vision and expectations. The short-term nature of the pilot impeded participation for some stakeholders. This particularly affected primary care who had competing priorities and limited capacity.
Rather than aiming to address health inequalities directly, stakeholders suggested that the vision for the pilot may have been better articulated around partnership and testing new ways of working, that could be built upon for the longer-term work needed to reduce health inequalities. Such partnerships would require ongoing support to be sustainable, in terms of financial resources and/or becoming part of core job roles with protected time for this work. In addition, many stakeholders felt that more time spent building partnerships and new ways of working through community engagement would be a more effective approach.
2.  Building and maintaining partnerships to address health inequalities
Key themes identified around more effective ways to build health partnerships included the need for place-based partnership work to engage with local community partners from the outset of the design process, to combine local expertise and knowledge with the expertise of health professionals and available local data. The need for earlier community involvement in developing the Live Better Initiative was identified as a significant gap in the process. Early engagement was viewed as crucial for building trust, fostering positive working relationships and developing a shared understanding of how different sectors work to help identify opportunities for collaboration. Participants emphasised that this required more time than the pilot was afforded. The importance of meaningful community stakeholder involvement at the outset of health partnerships is supported by the wider evidence base. 
Most stakeholders felt that the outcome groups worked well and found the multidisciplinary approach useful in diversifying the groups’ skills to deliver interventions, target relevant populations, or access the resources of other organisations. Suggestions to improve partnership working included spending more time ensuring the right partners were involved and that the correct population was targeted and accessible, as well as building levels of trust within partnerships and ensuring those involved have meaningful influence on decisions. 
This feedback is supported by the wider evidence base. A qualitative enquiry on the barriers and facilitators of six UK community projects to improve health identified themes of community trust, respect for community expertise, and allowing sufficient time for relationship building as key components of successful community health engagement projects.[endnoteRef:1] Other factors identified in this study included the commitment of key partners and flexibility in protocols and roles. Stakeholders reported commitment to Live Better but systemic barriers to sustaining this commitment.  [1:  Bagnall, South, Kinsella, Trigwell, Sheridan & Harden (2025). Community engagement approaches to improve health: a cross-case study analysis of barriers and facilitators in UK practice. BMC Public Health, 25:727 ] 

3. Primary Care engagement
A particular barrier for Live Better was finding ways to facilitate engagement with Primary Care and optimise their involvement. Stakeholders experienced some difficulties in engaging with Primary Care but acknowledged that this reflected issues of workload, capacity and time constraints rather than lack of interest. PHA met with the Royal College of GPs (RCGP) several times at the start of the process and their data guided the selection of practices to approach, based on the proportion of their practice population living in areas with the highest levels of deprivation. 
A perceived lack of clarity and vision for the pilot led to a reluctance from Primary Care partners to become involved in a climate of existing pressures and limited capacity. 
Stakeholders felt that there was a need to use existing pathways including GP Federations to engage with Primary Care. Issues around facilitating payment and protecting time were described, as well as practical barriers such as the timing of meetings. Primary care stakeholders who provided feedback but did not participate in Live Better indicated an appetite to do so but felt that their participation had not been fully facilitated.
At the Live Better Primary Care symposium on health inequalities held later in the process, GPs showed commitment to addressing inequalities and enthusiasm about finding ways to do this through Primary Care, through a prevention-focused approach delivered in local communities. They identified a range of facilitators to enable this including building relationships with other HSC services, increased multidisciplinary team working, collaborative working with local partners including the community and voluntary sector and councils.
They pointed to the need for a preventative care approach delivered in local communities with links to existing community-based networks or services such as Connected Community Care in Belfast or the Neighbourhood Health Improvement Partnership in Derry/Londonderry. A number of facilitators to support this approach were identified including protected time to build relationships and work effectively with partners, appropriate recurrent funding allocated to evidence-based practice, improved health literacy for patients, increasing awareness of services in local GP Federation areas, the use of practice data to inform local population health need, and data collection to demonstrate impact.
A realist review in 2023 of 159 studies of interventions addressing health inequalities in Primary Care found a lack of robust evidence on the impact of general practice in reducing health inequalities.[endnoteRef:2] However, it identified five key principles to inform this work: involving coordinated services across the system (connected), accounting for differences within patient groups (intersectional), making allowances for different patient needs and preferences (flexible), integrating patient worldviews and cultural references (inclusive), and engaging communities with service design and delivery (community-centred).  [2:  Gkiouleka A, Wong G, Sowden S, Kuhn I, Moseley A, Manji S, Harmston RR, Siersbaek R, Bambra C, Ford JA. Reducing health inequalities through general practice: a realist review and action framework. Health Soc Care Deliv Res. 2024 Mar;12(7):1–104. doi:10.3310/YTWW7032. PMID: 38551093.] 

The GP symposium showcased research studies undertaken through the Deep End approach in Scotland involving practices serving the most socio-economically deprived populations. Northern Ireland research was also presented exploring the potential implementation of a Deep End group in Northern Ireland; this could inform future approaches to engaging with primary care.[endnoteRef:3],[endnoteRef:4]    [3:  University of Glasgow. The Scottish Deep End Project. ]  [4:  Butler D. At the deep end of Northern Ireland's health inequalities: the role of general practice in socioeconomically deprived areas [PhD thesis]. Belfast (UK): Queen's University Belfast; 2025.] 

4. Planning evidence-based interventions
[bookmark: _Hlk205031074]In general, stakeholders felt that the engagement workshops provided useful opportunities to share knowledge, experience and opportunities for new working pathways. However, they felt that limited time during the outcome selection stage restricted their ability to discuss the issues in depth, take stock of resources, identify other relevant partners and develop plans. Some perceived that the health issues selected were somewhat predetermined and did not necessarily reflect priority community need.
Stakeholders emphasised a need for time for planning to consider the priority health needs of the local communities, review evidence-based interventions, identify resources including relevant partners and develop sustainable plans.
A common approach to health partnerships is reviewing the evidence to identify and select activities based on what works, as well as identified local gaps and needs.[endnoteRef:5] While the latter approach was facilitated by the use of health intelligence data on local populations, there was limited time or resource for reviewing evidence to select interventions. Stakeholders also felt that drawing on evidence-based practice, including the experience of other countries, would have been useful in supporting this work to address health inequalities in Northern Ireland.  [5:  The King’s Fund. Developing place-based partnerships. The foundation of effective integrated care systems. London: The King’s Fund, 2021. ] 

5. The need for cross-sectoral and cross-departmental working
[bookmark: _Hlk205033697][bookmark: _Hlk205033732]Evidence demonstrates the need for cross-sectoral and cross-departmental partnerships and strategies beyond the health sector to address the root causes and impacts of health inequalities, addressing issues around housing, finances, employment, neighbourhood and environment.[endnoteRef:6] These themes were echoed by stakeholders who commented on a need to widen partnerships to address barriers and issues that their communities were facing. [6:  Garzón-Orjuela N, Samacá-Samacá DF, Luque Angulo SC, Mendes Abdala CV, Reveiz L, Eslava-Schmalbach J. An overview of reviews on strategies to reduce health inequalities. Int J Equity Health. 2020;19(1):192. doi:10.1186/s12939-020-01299-w. PMID: 33115482; PMCID: PMC7594271. ] 

6. Building capacity within partnerships 
[bookmark: _Hlk205035309]The Live Better approach highlighted gaps in stakeholders’ skills and capacity to draw on evidence-based practice and to capture learning from pilots, including choosing appropriate measures of progress and impact. The latter was identified in 2021 by the King’s Fund as a priority for addressing health inequalities.[endnoteRef:7]  [7:  Tackling Health Inequalities | Seven Priorities For The NHS | The King's Fund ] 

Some work has been undertaken to build this capacity within the UK. For example, evaluation of a short research training programme in the West of England found the course to be successful and well-received by participants.[endnoteRef:8] The authors suggest such courses meet a gap in provision although community and primary care sectors were less well-represented amongst attendees. A programme to support the advancement of research skills (STARS) in health and social care reported that training improved research confidence, intentions and application of skills, but noted barriers around lack of dedicated time for research, work pressures and competing demands to engage with such programmes.[endnoteRef:9] Facilitators for engagement included online delivery, recording of videos for future reference, and relevance of training to work.  [8:  Building capacity to use and undertake applied health research: establishing a training programme for the health workforce in the West of England - ScienceDirect]  [9:  Tajuria G, Dobel-Ober D, Bradley E, Charnley C, Lambley-Burke R, Mallen C, Honeyford K, Kingstone T. Evaluating the impact of the supporting the advancement of research skills (STARS) programme on research knowledge, engagement and capacity-building in a health and social care organisation in England. BMC Med Educ. 2024 Feb 8;24(1):126. doi:10.1186/s12909-024-05059-0. PMID: 38331811; PMCID: PMC10854097.] 

In England, Applied Research Collaborations (ARCs) have been set up - partnerships between universities, charities, local authorities, health innovation networks and others, with the goal of delivering implementation-focused research, including on health and care inequalities, that increases the rate at which research learning is translated into practice.[endnoteRef:10]  [10:  National Priority Consortium - Health & Care Inequalities - ARC] 

7. Achieving and measuring impact
A theme across groups was the relatively low numbers of people reached. Interventions were often based on short-term outcomes (such as one-off events around awareness) and follow-up in relation to longer-term impact was not possible within the timescales. Challenges encountered during implementation of intervention activities impacted plans for delivery or the ability to reach target groups.

This is not unexpected given time and resource constraints. Due to the short-term nature of this initiative and competing priorities, activities were relatively limited. Groups who may have considered longer-term work to follow up on the pilot were not able to do so as no future plan, resource or support was in place to facilitate this.
To support planning activities and measuring impact, a theory of change-based planning template was provided and explained at group meetings by PHA Health Intelligence staff. Such approaches are widely used across public health interventions.[endnoteRef:11] These approaches are most effective when stakeholders can meet face-to-face and work through the different issues, drawing on evidence and local data as well as the expertise of partners. Given the short timeline of the pilot, this approach was conducted through Teams meetings, with some groups having already identified activities, and evidence and measures were identified to support chosen activities. While some groups found this approach beneficial in supporting the design and implementation of Live Better activities and a useful framework for effective evaluation, others encountered challenges because of gaps in expertise and understanding around measuring and capturing outputs and outcomes. Other challenges to capturing impact included a lack of baseline data, difficulties with data collection and the burden of monitoring, evaluation and reporting. [11:  Using theory of change to design and evaluate public health interventions: a systematic review | Implementation Science
] 

[bookmark: _Hlk205036031]While the impact measures from specific activities were primarily related to short-term outcomes and/or based on relatively small numbers, evidence from the partnership questionnaire shows that the pilot did achieve a positive impact on partnership working. Partnerships were established that stakeholders felt were effective and working well, and this effectiveness seemed to increase from the start to the end of the pilot. The main positive feedback was around the opportunity to connect and innovate with partners in the sector, the benefits of a shared goal and focus, and the structures and supports provided by PHA including planning, monitoring and evaluation. Live Better generated momentum and enthusiasm amongst partners who expressed a desire to continue working outside their usual silos using new ways of working to address longstanding health issues. However, there is a risk that this momentum may be lost due to a lack of built-in future planning and sustainability.

8. Future planning and sustainability
Lack of clarity around the future of Live Better impacted the pilot in various ways. Some stakeholders, particularly in Primary Care, were reluctant to participate due to risks associated with investing time and people into an initiative whose output and next steps were not clear. It proved difficult to design interventions to address embedded health inequalities, and there were doubts as to whether a short-term pilot could realistically be expected to address such health inequalities meaningfully.
While partners largely reported enthusiasm about continuing partnership, doubts about whether and how this would be supported meant that there were no plans to sustain most of the partnerships. Lack of time and money were consistently highlighted as barriers. In terms of time this was primarily around the need to protect and/or mandate this type of partnership working as a core part of working roles for trust and primary care staff. Issues around contract or funding insecurity, capacity and competing priorities were highlighted by C&V stakeholders. 
The intensive resource and support required for coordination and implementation of Live Better shows the need for a clear plan in relation to leadership, governance and accountability with any further roll-out. The potential to embed the approach within core services and wider strategies was identified as an additional theme around sustainability.


5. [bookmark: _Toc212804352]Suggestions for future action to address health inequalities
The pilot generated momentum and enthusiasm amongst partners despite a lack of clarity about the sustainability and future of Live Better. They expressed a desire to continue working outside their usual silos using new ways of working to address longstanding health issues and inequalities.
A number of suggestions were made for considerations to inform future development, including: opportunities to protect or mandate partnership working within roles, a need to tackle funding insecurity, resource requirements for leadership and coordination, and potential opportunities to embed the approach within core services and/or wider strategies.  









[bookmark: _Toc212804353]APPENDIX 1: Health inequalities in Northern Ireland
Health inequalities are differences in health across the population, and between different groups in society, that are systematic, unfair and avoidable. They reflect people’s health status but also the care they receive and opportunities they have to lead healthy lives, both of which contribute to health status. Regardless of a country’s income, there is a social gradient in health outcomes. With increasing socioeconomic deprivation comes lower life expectancy and disability-free life expectancy.
For people living in areas of Northern Ireland experiencing the highest levels of deprivation, males die 7.2 years sooner and experience illness or disability 11.1 years earlier than those living in the wealthiest areas, while females die 4.8 years sooner and experience illness or disability 11 years earlier.
The 2024 Health Inequalities Annual Report shows large inequality gaps in Northern Ireland, with premature mortality and other health indicators markedly higher in the most deprived areas. The disparity was notable for mental health indicators, including mood and anxiety disorder prescription rates[footnoteRef:2]. Alcohol and drug indicators showed particularly large and widening gaps, with death rates from drug misuse almost six times that of the least deprived areas. While some improvements were found in deprivation gaps around the proportion of pregnant women reporting smoking, the inequality gap remained large with rates over five times that of the least deprived areas.   [2:  Health Inequalities Annual Report 2024] 

A range of strategies have been developed to address these health inequalities. Making Life Better, the strategic framework for Northern Ireland (2013-2023) has been the key driving policy piece over the last decade in reducing health inequalities and the Public Health Agency has been the lead for implementation of this framework[footnoteRef:3]. Delivering Together was a regional implementation framework from 2016-2021 focused on networks and partnerships to target inequalities across Northern Ireland[footnoteRef:4]. [3:  Making Life Better - A Whole System Framework for Public Health 2013-2023]  [4:  health-and-wellbeing-2026-delivering-together] 



[bookmark: _Toc212804354]APPENDIX 2: Launch of the Live Better initiative
On the 10 July 2024 Health Minister Mr Mike Nesbitt announced his intention to develop the Live Better initiative. The initiative aims to address health inequalities within Northern Ireland, by taking services into communities experiencing health inequalities, using a partnership approach between statutory, health, social and primary care; and community and voluntary organisations.

Extract from Health Minister Mike Nesbitt’s statement on 10 July 2024;
I am pleased today to announce the first phase of a Live Better initiative, designed to bring targeted health support to communities which need it most.
This will build on the good work developed by the Public Health Agency and the HSC over the years and will seek to pull existing initiatives and programmes together so that they can be delivered intensively in communities to make a real and lasting difference. This won’t just rely on people coming to us. The initiative will provide information and initiatives directly in specific communities, as well as signposting to existing areas of support.
This will cover such areas as: increasing uptake of health screening and vaccination; mental health and emotional well-being support; blood pressure and cholesterol checks; building health literacy; improving social connections; providing nutritional advice; and providing opportunities to be more physically active.
The details of the programmes to be delivered under this initiative are still being developed, and the shape of the initiative will be informed by what communities themselves identify as requirements.
My intention is that the community and voluntary sector will be a key, and equal, partner in delivering and supporting this programme, as will the communities themselves.
My plan is to begin the initiative in the autumn in two locations, which will be announced in due course. The programme will then be rolled out and developed.
I have already highlighted health inequalities to Executive colleagues, and I look forward to a co-ordinated and sustained focus across Government, under Making Life Better, the Executive’s public health framework.
[bookmark: _Toc212804355]APPENDIX 3: Timeline of Live Better
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Co-ordination, planning and support for the Live Better Initiative is provided by the Public Health Agency
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