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Executive Summary 
To be able to engage people from marginalised communities in health services and thus potentially 

improve their health outcomes, it is essential to engage both individuals and groups from specific 

communities in service design and delivery. 

NHS England / NHS Improvement co-hosted an event with WE – Working with Everyone on 18th 

September 2019 to hear from people from ‘marginalised communities’. From discussions at the 

event, the following suggestions can be considered as key when engaging people and communities 

in service design and delivery.  

Knowing your local population, the issues that affect them and the places where they are already 

engaging. Then proactively seeking them out, in a targeted way, and engaging them in a way that 

is meaningful to them. Identify any health needs specific to a community and any barriers specific 

to their members accessing services in a way that would normally be expected. This information 

could inform both service design and delivery. There was felt to be significant value in knowing local 

voluntary and community groups. They may already be engaging with specific communities and 

could possibly act as a “trusted intermediary” for targeted engagement activities. These groups are 

also likely to be in contact with and may be already providing services for specific communities. It 

may be possible to work in partnership with existing voluntary and community groups and/or 

commission them to provide specialist support services. 

When working with marginalised communities it was felt that often individuals presented to health 

services with problems that had a non-medical cause, such as poor diet, trauma or inadequate or 

insecure housing. It was felt to be important to help people with the cause of their problems rather 

than just providing a medical solution to the problem. 

When providing healthcare information, it is important to give clear, consistent messages that are 

targeted to the specific community and delivered in a way that makes sense for that community. 

Again, the use of trusted intermediaries was considered to be valuable. 

When working with individuals to deliver their healthcare, whether general health or for specific 

health conditions, the first problem is to engage individuals. This means clear points of entry to the 

system that are easy to access and where people will feel welcome. The next problem is how to get 

people to come back and continue engaging with services. It was noted that many people from the 

communities represented would disengage totally after one poor experience. The complexity of the 

system was also highlighted, and many people mentioned additional support to navigate the system 

and a more person-centred approach to service delivery. 

The idea of delivering both engagement activities and health services in places that people and 

communities are already using was considered to be a good way of reaching those in marginalised 

communities and thus improving their health outcomes. 

While it was recognised that there are many common approaches that will work with all marginalised 

communities, it was considered vital to recognise that each specific community also has its own 

particular needs and preferences. So, approaches would vary significantly from area to area and 

from community to community,  
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Rationale 
To deliver the aims of the NHS Long Term Plan we wanted to engage with representatives of seldom 

heard and marginalised communities. These communities often present with the most significant 

health inequalities, with problematic access to services and poorer outcomes, and if we can get it 

right for them, we will get it right for everyone.  

Topics for themed discussion were chosen based on system need, as implementation of the NHS 

Long Term Plan begins. These topics aligned with concerns raised by communities identified in 

previous workshops (September 2018 and March 2019). 

The areas chosen to focus on for this event were 

• Primary Care Networks (PCN) 

• Cardiovascular and Respiratory disease (CVD) 
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Delivery 
The event convened individuals with lived experience, and professionals from support and advocacy 

organisations. Some individuals had lived experience and are also employed by advocacy or 

voluntary sector organisations. There were a proportion of individuals who were attending in a 

professional capacity, who also disclosed that they had lived experience. 

The communities represented were: people who are homeless; people who use drugs; sex-workers; 

armed forces veterans; survivors of domestic abuse; victims and survivors of sexual violence and 

abuse; people who had been in contact with the criminal justice system, including prisoners; migrant 

and refugee communities; Gypsy, Roma and Traveller Communities; asylum seekers, refugees and 

vulnerable migrants. With some of these communities there was a significant overlap in 

membership. 

The event was held in Central London on 18th September 2019. Twenty-five community members 

attended, along with NHS England and NHS Improvement colleagues from the national Public 

Participation, Primary Care, and Clinical Policy teams, and representatives working locally as part 

of or to support Primary Care Networks (PCNs). 

The event was co-produced by Working with Everyone (WE) and NHS England and NHS 

Improvement. The day was facilitated by five members of the WE team, all of whom have lived 

experience of substance use. All of the team also self- identify as being from one or more of the 

other communities.  

Following an initial presentation about the role of PCNs there were two small table discussions. The 

themes for the small table discussions were: 

1. How can PCNs engage with people from marginalised communities/ inclusion health 

groups? 

2. How can PCNs improve services and outcomes with and for people from marginalised 

communities/ inclusion health groups? 

After the discussions, each table was asked to feedback the two points the group felt were most 

important. 

During the final session there was a round table discussion about inequalities in cardiovascular and 

respiratory disease. An introduction as to why this was considered important for the participants was 

provided from both a system, and a community perspective. The questions for discussion were: 

• Once we have found people from marginalised communities who are at risk of 

cardiovascular or respiratory disease, how do we incentivise them to access healthcare? 

• How do you get messages across relating to health risks? 

The day closed with thanks to all participants, and a description of next steps.  
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Findings 
We discovered that while the group was drawn from very diverse communities and that although 

there were significant issues that affected some communities and not others, the commonality of 

shared experience was high.  

There was also significant overlap in theme between general health (Primary Care) and condition 

specific health (Cardiovascular and Respiratory Disease).  

Although each focus area described above was discussed individually, the frequent overlap between 

the different focus areas reflected concerns about the overall systemic operation of the NHS. It also 

highlighted the similarity of the barriers faced by the communities when accessing services, 

regardless of the type of service involved. It is also worth noting that the solutions and examples of 

good practice were often similar, regardless of the particular community or type of service, and 

centred around the idea of seeing people as whole people who were part of a community, rather 

than as a series of disconnected health needs. 

The report has been structured to reflect this overlap. It may be considered that everything in this 

report is applicable regardless of setting or disease condition, unless specifically stated otherwise. 

The report has been generated from comments made by community members present at the event. 

All community members invited, whether present at the event or not, had the opportunity to comment 

on the draft report. 

Many of the barriers and facilitators discussed during the Primary Care Networks (PCN) discussion, 

were echoed in the discussion about Cardiovascular and Respiratory Disease (CVD).  

Whilst the commonality between the issues faced and the solutions to those barriers were similar, it 

should be emphasised that there is no single approach for building connections with marginalised 

communities, and a different approach was needed for each group. It was felt that the best way to 

engage with any marginalised community was to go to where they are, rather than expect them to 

come to you. Any engagement or service needs to be appropriate to the particular community.  

It was felt that the wheel was constantly being reinvented, with systems coming and going far too 

frequently. There was a lack of joined up working and systems that had previously worked were 

dropped, before having an opportunity to become embedded and instead replaced with something 

new. 

At a community level this led to a lack of motivation in getting involved in the system, because by 

the time the new body, its responsibilities and way of working were understood, a new one had 

come along. At an individual level it made the system difficult to navigate. 

It was noted that, often, service delivery initiatives appeared to be abandoned only to resurface with 

a new identity, sometimes a number of years later. For example, ‘meet and greet’ at prison gates, 

this has seen various iterations through the years: sometimes specific services (for example, drug 

treatment or housing) have arranged to meet prisoners on release and accompany them to their first 

appointment. Sometimes a VCSE or community group has met prisoners on release and 

accompanied them to whichever services they might need, based on an individual’s priorities. Both 

models have used both professionals and volunteers and often recruited from amongst tthose with 

relevant lived experience.  

Quotes and stories from individuals are anonymised.  
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Involving Communities in Service Design and Delivery 
Primary Care Networks were seen as a significant opportunity to fill gaps that exist in primary care 

and attract “hard to reach” groups who have found services difficult to access, or who have been 

resistant to accessing services. They should not be afraid to develop their own working style and be 

less risk-averse when designing services to meet the needs of their local communities. There was 

an opportunity for PCNs to develop organically to meet the local need, as opposed to using a “one-

size fits all” approach. 

It was felt that many members of the public are unaware of the function of PCNs or how the wider 

health and social care system works. This was particularly true for those from marginalised 

communities. 

It was also stated that many of the ‘lay people’ on boards, in commissioning groups and in Patient 

Participation Groups are not from marginalised communities. Existing consultation events and 

methods also do not tend to reach more marginalised communities. 

It was felt that for the full potential benefit of PCNs, and indeed all healthcare, to be achieved for 

many people and communities with poor access to healthcare and poor health outcomes, efforts 

should be made to engage with and work with those communities. 

The key to better engagement in services for people and communities was seen to be an 

appreciation of a specific community's needs and a willingness to adapt services, where possible, 

to meet those needs. To do this, good consultation and engagement were felt to be essential. 

Identifying the communities in your local area 

The first problem is knowing which communities you may need to engage and work with. Sometimes 

it is obvious within a local area or a particular disease condition. Examples include: PCNs where 

there is a high prevalence of street homelessness, or that have strong links with a local prison, 

detention centre or drugs service. Or targeted approaches for Hepatitis C amongst people who use 

drugs or whose country of origin is an area of high endemicity. Other times the groups of people are 

more “hidden”, such as adult survivors of childhood sexual abuse and exploitation or 

victims/survivors of sexual assault or domestic abuse. 

There were examples offered of healthcare services denying the existence of particular groups of 

people in their services. 

“We offered to deliver training to GP surgeries about working with the boating and travelling 

community. Some of the surgeries denied having any patients from the boating/travelling 

community accessing their services, but we actually know people from our community who 

are using that particular surgery…” 

It is also worth noting that for many of the communities present stigma was a big issue, so coming 

to a public engagement event and admitting to using drugs, being a sex worker or being a survivor 

of domestic abuse could have major repercussions. 

Some local communities may also deny the existence of problems, such as poor mental health, 

domestic abuse, sexual violence/abuse or substance use, as they are not acknowledged within their 

culture, so these groups may be particularly difficult to identify or access. 

In some cultures, women and men may feel attending mixed groups to be inappropriate. This is 

often compounded by individuals who have experienced sexual violence or sexual abuse. 

Therefore, it is vital that gender specific discussion groups are always considered and Voluntary, 

Community and Social Enterprise (VCSE) gender specific organisations are always included in any 

PCN work.  
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Engaging marginalised communities in service design 

Many parts of the health and social care system, both commissioning bodies and frontline services, 

regularly engage with community members, indeed some have a statutory duty to do so and many 

had a member of staff dedicated to community engagement work. It was felt that often these 

engagement activities did not reach the communities represented and that more effort should be 

made to reach them. Also, it was felt that GPs and other professionals in the most health challenged 

areas have the least time to get involved in the development of services and do not have time to go 

out in the community.  

“Therefore, the professionals who were most likely to get involved do not often come with the 

inequalities lens.” 

There is no single approach for engaging with marginalised communities, and although there are 

many commonalities in ways of working, a different approach is needed for each group. When 

engaging with communities as part of the commissioning and design of services, it is important to 

know who you were trying to engage with, and why. It was noted that different areas may have 

specific communities in their local population and engagement should be appropriate and 

proportionate. 

It was felt that targeted engagement based on identified community need was the best approach, 

although there was a risk that the system would take the easier approach and engage with 

communities who were more visible, better funded, more cohesive and better organised. There was 

a fear that the smaller less visible groups and more vulnerable individuals would not get a say 

because engagement opportunities would go to those who “shout the loudest”. This also applies to 

advocacy groups that represent marginalised communities. 

Engagement events and opportunities are often difficult for those from marginalised communities to 

participate in, as they are very “business-like” with agendas, jargon and lots of paperwork. They are 

also often organised a long time in advance and held at a specific time and place. It may be difficult 

for more vulnerable individuals to organise travel, organise child-care or even find the time to attend.  

Suggested potential solutions: 

• Ensuring that it is possible for more vulnerable individuals and communities to engage fully 

by just talking to people, rather than expecting them to complete questionnaires, come to 

large public events and so on.  

• Professionals involved in engaging communities in service design and delivery should be 

encouraged to think more innovatively and look for examples of good practice elsewhere. 

• Professionals should go to where people are (the comments on page 20 apply equally both 

to service design and delivery). 

• Sharing intelligence - learning from other areas and other services, including VCSE, about 

what works and what does not.  

• Holding targeted engagement events, including gender specific events, in services that 

people and communities are already using (such as prisons, hostels, drug treatment services 

and so on). 

• Professionals should use methods of communication that are appropriate for the community 

(see also page 12). 

• Professionals who are responsible for community engagement in different parts of the system 

should share intelligence and maybe even host joint engagement activities. 
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• Working through trusted VCSE and community intermediaries. It was felt that these 

communities, networks and organisations were ideally placed to represent the interests of 

those who were not engaged in traditional healthcare services and to directly engage with 

communities on behalf of commissioners and providers, in particular where there are any 

barriers to engaging due to confidentiality or vulnerability, for example, victims/survivors of 

sexual violence.  

• Working with communities to identify unmet need (for example the number of people not 

registered with a GP). 

• Offer expenses and incentives in a way that makes it possible for people to accept them. 

• Efforts should be made to recruit professionals to be involved in service commissioning and 

design who have experience of working with specific groups of marginalised and vulnerable 

people and communities. 

• Training on the potential unintended consequences of commissioning should be provided by 

specialist VCSE organisations.  

• Working with other statutory and voluntary organisations in equal partnership to create more 

joined up services for communities. 

• Mystery shopping was felt to be a valuable way of finding out how services are doing and 

where there might be gaps in delivery. It was felt that often mystery shoppers were not 

recruited from marginalised communities. It was therefore suggested that appropriate 

targeted recruitment and mindful design of the mystery shopping could yield valuable results.  

• NHS England and NHS Improvement should use the levers they have in policy and contracts 

to ensure that services are being appropriately designed to meet the needs of all parts of the 

community. 

• Commissioners should incentivise NHS service providers and use the levers they have in 

contracts to ensure that services are being appropriately designed and delivered to meet 

the needs of all parts of the community. 

It should be emphasised that continuity and relationships are essential to building trust within 

communities when engaging with them. This was felt to be particularly true for marginalised 

communities. This can only be achieved through dedicated efforts in building of relationships and 

can take time, resources and face to face contact.  
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Involving communities in service delivery 

A strong theme came out through the whole event which was to tap into the knowledge of existing 

communities and networks. People who are not in contact with, or not getting the full potential benefit 

from, traditional healthcare services are often in contact with other members of their own community 

and/or VCSE and other community organisations. It was felt that the NHS does not recognise the 

strong links smaller and/or more specialist voluntary sector organisations and community groups 

have with marginalised communities, and therefore does not utilise their expertise or contacts. 

These networks, community leaders and third sector organisations are ideally placed to deliver 

health messages and promote existing services, as well as to provide appropriate support to help 

people navigate a complicated system.  

A number of examples were offered whereby community and VCSE groups offered specialised 

training for various professionals in how to work with particular communities and the issues they 

faced. 

These small and medium sized organisations may be currently delivering specialised support 

services (housing, drug treatment, trauma counselling) and were ideally situated to work in 

partnership with local health services. 

Whilst the work done by community and VCSE groups was considered invaluable, there was a 

concern that the statutory healthcare system was expecting them to do a lot of additional work 

without providing additional funding. It was considered essential that systems were put in place to 

make it easy for small groups to apply for and receive funding to work with marginalised 

communities. 

It was a felt that although community and voluntary services were often delivering targeted specialist 

support to marginalised communities, that there was little trust in their expertise from statutory 

services. Community and voluntary sector groups felt that the NHS would often only work with them 

if they played by “NHS rules” which they were often unwilling or unable to do, and that these 

requirements risked them losing their identity and unique way of working. For example, 

commissioning a set number of therapy hours for providing trauma counselling which does not 

reflect the assessed need of the service users, meaning the VCSE organisation would need to either 

restrict their services or ‘top up’ the hours provided, where possible, through charitable funds.  

Community members felt that there should be a move away from the over-professionalisation of 

services towards service provision that was more flexible and approachable. They felt that this 

approach was being achieved by community and VCSE groups but feared that if these smaller 

groups were sub-contracted by the NHS, they could lose the very qualities that make them effective 

and accessible. 

The value of peer support was consistently and repeatedly highlighted during the event. However, 

it should be highlighted that some of the communities may also deny the existence of problems, 

such as poor mental health, domestic abuse, sexual assault or substance use as they are not 

acknowledged within their culture or regarded as taboo, so for some people it was not always 

appropriate to speak to a community leader or peer supporter and they may prefer to speak to a 

professional. As with all healthcare, the circumstances, needs and preferences of the person 

involved should be the first consideration. 

Suggested potential solutions: 

• The NHS should actively recruit volunteers from under-represented communities, for 

example asylum seekers, people who have been in prison and / or homeless. 
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• PCNs and specialist providers should map what communities are already doing and offer 

referrals (see 8). 

• Statutory services should value the expertise and community connections offered by 

community and VCSE groups. 

• Professionals should be encouraged to attend training offered by community and VCSE 

groups. 

• Individuals, community and VCSE should be involved in the coproduction of toolkits and 

training materials about how to work with communities. 

• If no appropriate training is being offered by community or VCSE groups it may be possible 

to commission it. 

• Exploring means to provide NHS funding for community and VCSE groups to develop 

sustainable services for marginalised communities. 

• Any funding process and requirements should be flexible enough to maintain and protect the 

working practices of the community and VCSE groups.  

• Appropriate use of peer support to enable people to access health services. 

• Appropriate use of peer support and VCSE and community groups to provide help with 

system navigation and buddying, for example between the prison estate and the community. 

• Appropriate use of peer support to enable people to continue engaging with services long-

term. 
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Enabling individuals to get the most from services 
In general, it was felt that the participatory communities were either not accessing the services under 

discussion at all or were not accessing them fully and therefore were not receiving the full potential 

benefits. 

It was also highlighted that many of the problems that those from marginalised communities 

presented with were caused by other social and economic factors, such as poor or no secure 

housing, poverty or trauma. It was felt that social prescribing and onward referral to other (non-

medical) support services could be particularly valuable for people from marginalised communities 

and could have enormous benefit for their health and wellbeing (see page 11). 

For people to access services, whether general healthcare or condition specific services, they first 

needed to know that the service was available. Then individuals needed to be aware as to how to 

access the services. Once an individual had accessed (or attempted to access) a service, they then 

needed to be able to get the best from the service: this included using the service again (retention) 

and navigating the wider system. 

Repeated mention was made that people felt that there needed to be a sense of humanity in health 

care and that services need to be more understanding and use an asset-based approach in working 

with individuals and communities. Seeing people as individuals and part of a community, with their 

own strengths and priorities, was considered vital. Other aspects of services that were particularly 

valued were confidentiality, dignity and respect. There was a strong desire for services to be easy 

to access and joined up, particularly for those with multiple overlapping needs. 

It was felt that any improvement in outcomes would stem from specific services with clear aims and 

procedures. This clarity of purpose should extend to the service's interconnection with other services 

creating a more holistic system. Clarity of purpose was also deemed to be important because of the 

role it plays in creating transparency and it was felt that this could result in increased trust between 

services and the people and communities that they serve. 

It is probably fair to say that all of the communities represented at the event felt that they are 

stigmatised in one or more ways. Often individuals felt they would be blamed for their circumstances 

and were reluctant to access help except as a last resort. The impact of stigma should not be 

underestimated when thinking about how people access services and the reasons that they either 

do not access services at all or do not to receive the full potential benefit. 

The other theme that was mentioned during the event was the long-term, ongoing impact that trauma 

of various kinds could have on people and their health and wellbeing and in their ability to access 

support. For example, some medical procedures can be triggering for individuals with a history of 

trauma. Some of this impact can be mitigated with simple adaptations to information and procedures, 

or with the appropriate training. Trauma informed services and ways of working such as 

https://www.mentalhealth.org/get-help/ were considered essential.  It was felt that there needed to 

be stronger links between trauma informed work and wider social justice. 

  

https://www.mentalhealth.org/get-help
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Non-medical solutions to non-medical problems 

It was felt that often people presented to health services with symptoms of problems that were non-

medical in origin and may be related to living conditions, past trauma or the wider determinants of 

health, such as poverty and diet. There was concern that these issues were being over medicalised 

and over medicated. It was considered important for services to understand this link between health, 

history and life circumstances, and to consider the broader causes, such as stress contributing to 

an asthma attack. 

Examples were given where people have only approached health services when other issues begin 

to seriously affect their physical health, because they have been unable or unwilling to get the help 

they need elsewhere. 

Another example was where people presented with anxiety and depression, related to social 

circumstances (having no money and inadequate or no accommodation) and were offered 

antidepressants. It was felt that this was treating the symptoms, but not the cause, and failed to 

consider the whole person.  

Another example that was frequently mentioned was past trauma and the impact it might have on a 

person’s health, mental health and life course. 

The increasing profile of social prescribing and its prominence in the NHS Long Term plan was 

welcomed. It was felt that GP Practices and disease specific services could promote social 

prescribing and other non-medical referrals. This would be an ideal way to increase joined up 

working between medical services and community and VCSE groups as discussed above (see page 

8). Concern was again expressed about the capacity of small or even larger VCSE organisations to 

accept lots of social prescribing referrals without adequate funding being made available. It was felt 

that social prescribing would be most effective for members of marginalised communities when 

additional support such as mentoring or buddying was available.  

This change in approach may require a change in the narrative about wider health and health care. 

Often health is seen as being about the GP or hospital, when in fact it should be much broader. 

Promoting services and delivering health messages 

It was felt that messages should be delivered in a targeted and appropriate way, in places people 

use and by someone they relate to and can trust. It was emphasised that the individual’s priorities 

were often not the same as the healthcare system’s priorities and that this should be taken into 

account when delivering health messages. This again came down to knowing who you want to reach 

and why. 

The risk of “death by a thousand leaflets” was highlighted, often people are bombarded by health 

messages in the form of leaflets and posters that may not even be directly relevant to them. A 

targeted approach was felt to be much more effective. 

It should also be noted that for some people (and even some communities) poor health was 

normalised. At an individual level this could be because a person has had a long-term health 

condition for much of their life. For communities, this could be because of high endemicity, for 

example many people who use drugs consider being Hepatitis C positive to be normal and 

inevitable.  
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Delivering messages in an appropriate format using an appropriate medium 

It was felt that health messages should be delivered using multiple ways of communicating without 

using bureaucratic means. For example: conversational, social media and other channels that 

specific communities use. It was felt that those within some communities would still receive 

messages from social media even if they had lower literacy levels because lots of their peers would 

receive the message and could read it to them or pass it on in other ways. This is obviously not true 

for all communities. 

Specific examples included: 

• Use of Facebook amongst the boating community 

• Use of Grindr and other dating apps amongst MSM (Men who have Sex with Men) 

Many people mentioned the value of human contact and “just having a conversation”. Using trusted 

intermediaries and peers was also considered to be essential. It was considered important to use 

“real people” rather than just health messages solely from healthcare professionals 

Making healthcare messages relevant and understandable 

An important point that was mentioned frequently during the discussions was that often there was a 

mismatch of priorities between healthcare professionals, communities and individuals. Speaking to 

someone about smoking cessation when their priority was emergency treatment for a broken ankle, 

was one example offered. Other examples included: 

• Offering advice on how to manage blood pressure through diet when someone had no choice 

in what they were eating, such as when their main source of food was received from a 

foodbank.  

• Mental health worker insisting that a homeless woman practice Mindfulness every day, and 

telling her that if she did not, she would be unable to access mental health services. 

• Mental health worker telling an adult survivor of child abuse to stop talking about the sexual 

abuse as it was years ago, and she should just forget it. 

• Asking someone who struggles to read and write to keep journal as a pre-requisite to 

accessing residential treatment for a substance use problem. 

It was felt that healthcare messages would be much better received if the person offering them took 

account of individual circumstances and preferences. A number of those present did not want to 

give up smoking at this point in their lives, no matter how many times the risks were explained. It 

was felt that often a harm reduction approach would prove more effective and enable gradual 

progress over time.  

There were several points made about the content of healthcare messages being targeted and 

relevant. Whilst it was considered important for professionals to understand the context of people’s 

lives, this was not considered a reason to not deliver evidence-based messages in a non-

judgemental way and to keep coming back to the messages in the future. 

Specific suggestions included: 

• Not just providing specific ‘health’ messages, but also presenting broader messages people 

can relate to, from people they can identify with. 

• Presenting messages in a way people could understand them (translating materials into an 

appropriate community language and using a more conversational style). 
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• Targeting young people as a way of changing healthcare priorities in communities. 

• Adding health and wellbeing to the school curriculum. 

• Using multiple ways to deliver messages. 

• Using existing community communication social networks (WhatsApp, Facebook, Grindr), 

method would depend on the community. 

• Training staff in multiple ways to deliver messages. 

• Using people already out in the community and in contact with lots of different communities 

to deliver health messages (taxi driver, hairdresser/barber, Big Issue sellers). 

• Working with existing services and community groups. 

• Delivering health messages in places where people are already going (see page 20). 

• Working with an individual and respecting their priorities and circumstances. 

• Delivering evidence-based messages in a non-judgemental way. 

• Healthcare campaigns and information should be consistent. 

• It was okay to be blunt about risks, so long as there was not a moral judgement attached. 

• It was considered worth trying to change the “rhetoric” behind messages and reframing them 

in a positive way, for example giving up smoking would improve your health AND could save 

a lot of money. 
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Access to services 
People were often expected to do things beyond their capacity, such as being given appointments 

which included travel and therefore a cost, setting up bank accounts or providing proof of ID and 

address. This was felt to be a barrier that often led to people giving up on trying to receive help. 

Many services, whether statutory or voluntary (drugs services, counselling services, physiotherapy 

services, counselling services, secondary healthcare services) would only accept those who were 

already registered with a GP or required a referral from a GP to allow access.  

It was felt that PCNs could help by providing more joined up coherent services with multiple points 

of access, to both Primary Care, community services and onward referral to specialist services. So, 

as well as resolving the GP access issue (see below, Access to GP), they could also look at 

expanding the treatment options available via walk-in centres and community pharmacies. 

Joined up care with multiple points of access was considered to be vital for the communities in the 

room. Frequent mention was made of the complexity of the system. Multiple appointments in 

differing locations often led to individuals abandoning all healthcare appointments.  

It is important to note that one poor experience, in one healthcare setting, not only deterred the more 

vulnerable community members from accessing follow-up care it also stopped them from attempting 

to access any healthcare services at all in the future, because they felt it would not meet their needs.  

Access to GP 

Access to a GP was consistently identified as essential for communities and individuals to be able 

to get the most from the healthcare system.   

Many of the communities had difficulty registering with a GP. This was often due to a lack of 

photographic ID and/or permanent residential address, particularly a postcode. Whilst it was 

acknowledged that this should not be a problem, as it is not a requirement for GP registration, it was 

mentioned frequently. The majority present had either had problems themselves or knew someone 

who had experienced problems. The most common barrier was considered reception staff, who 

often were unaware of policy, or misinterpreted it, along with a misunderstanding among GPs that 

an individual needs identification to register with a practice (which is incorrect). 

Some people are unaware that they are under no obligation to reveal their immigration status to 

register with a GP, or the potential implications of doing so. 

It is also worth mentioning that people still reported experiencing a lot of prejudice in GP practices. 

This can sometimes be from the receptionist but also from some GPs and other healthcare 

professionals. 

There were individuals and communities present who consistently used emergency or urgent care 

as their main point of contact with the healthcare system. In fact, they were using A&E or walk-in 

centres as an alternative to, or replacement for, registering with a GP. This meant, for some, that 

they were waiting until a problem was so bad that it needed a trip to A&E. For many it meant that, 

although their emergency and urgent health needs were taken care of, they were unable to access 

routine healthcare, such as screening and health checks. It was highlighted that referrals could not 

be made by walk-in centres; this meant that either people were missing out on healthcare, or that 

again they were waiting until their need was so bad, they would be admitted to hospital through 

A&E. This was having an impact on their health, wellbeing and quality of life, and also had serious 

resource implications for the system. 

It was highlighted that some migrants needed to pay for secondary healthcare services. It was 

pointed out that many people in this community had been fleeing violence and/or had traumatic 
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journeys to reach safety, some of whom may have been trafficked. It was felt that the system was 

at risk of abusing people who have already been abused.  

It was also recognised that people may not want sensitive information to be noted in their medical 

records or shared with other health professionals or organisations.  

Potential solutions: 

• Accurate information for community members; this was felt to be important for some 

communities. For other communities it was felt to have limited value, as many people at the 

event were aware of their rights, but still had difficulty accessing Primary Care services.  

• Good information and training for Primary Care staff. Particularly those who were the first 

point of contact, such as reception and other support staff. This training should include: 

o Issues affecting different communities 

o How to have conversations with different communities – it was felt that often staff were 

afraid of saying the wrong thing 

o The effect of trauma on health and wellbeing and how to work in a trauma informed 

way 

o GP Practice registration processes (to clarify that ID and proof of address is not 

required) 

• It was suggested that NHS England and NHS Improvement consider no longer directing GP 

Practices to ask about and/or record immigration status as part of new patient registration. 

• It should be made clear that it is not compulsory to share immigration status with healthcare 

providers under GDPR (General Data Protection Regulations) guidelines 

• The “Safe Surgeries” scheme from Doctors of the World was highlighted as good practice. 

Whilst this was particularly relevant for those from the Refugee and Migrant communities it 

contained points that would be transferable, with little or no adaptation, to other 

communities represented at the event, particularly those without proof of address.  

Available at https://www.doctorsoftheworld.org.uk/what-we-stand-for/supporting-

medics/safe-surgeries-initiative/safe-surgeries-toolkit/# 

• To change from patients needing to ask for access support (for example interpreters) for 

registrations and appointments towards the service asking “how can we help? … What 

support would make this easier for you?” 

• Enabling individuals to access Primary Care services and onward referral through temporary 

registration. 

• Incentivising surgeries/PCNs to register more vulnerable community members. 

• NHS England / NHS Improvement and other commissioning bodies could use levers to 

challenge limited access to GP practices / primary care. 

• Offering direct incentives to people who are currently not registered to register with a GP. 

• Outreach and ongoing support for people to engage with Primary Care. 

• Raising awareness that access to full medical records can be restricted so that sensitive 

information is not available to other health professionals and organisations. 

https://www.doctorsoftheworld.org.uk/what-we-stand-for/supporting-medics/safe-surgeries-initiative/safe-surgeries-toolkit/
https://www.doctorsoftheworld.org.uk/what-we-stand-for/supporting-medics/safe-surgeries-initiative/safe-surgeries-toolkit/
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Accessing other services 

People from marginalised communities often did not understand which services delivered which 

element of healthcare and may well present to the “wrong” service (from the system’s point of view). 

They may also have multiple health and social care needs. 

A ‘no wrong door’ approach would help. Being bounced from service to service, or department to 

department, often causes people to drop out of the system before reaching those who can help 

them. It was felt a more informal, flexible approach would make it easier for people to engage. 

Services should be designed with a ‘window of opportunity’ approach and the understanding that 

for many individuals there is only one opportunity to fully engage with them successfully. 

It was felt that signposting for marginalised communities often did not work, and that a hand-holding 

or buddying system would be far more effective. For many, the system was confusing and autocratic 

and beyond their ability to navigate without support. 

Potential solutions: 

• Health and social care services being all under one roof with extended opening hours – a 

“one-stop shop”. 

• Delivering services in places people already go (see page 20). 

• Buildings and services can be used for different communities and different purposes at 

different times. 

• It was also highlighted that for reasons of stigma and/or cultural taboos that some people 

may wish to access services in a different location from where they lived. This should be 

recognised and facilitated where possible. 

• Drop-in registration and initial appointments. 

• Offering multi-disciplinary and multi-agency assessments, so people are directed quickly and 

easily to someone who can help them. 

• Creating multiple routes of referral into secondary care, including some self-referral routes. 

• Offering virtual (telephone, video call) appointments. 

• Offering appropriate opportunistic health care – “while you’re here would you like 

[testing/immunisation/screening/treatment] as well?  ……. That’s ok if you don’t, maybe next 

time you come in.” 

• Extending the services available at pharmacies and walk in centres. 

• Offering incentives for people to engage in condition specific healthcare. One example of this 

was drug treatment services offering vouchers for individuals being immunised for Hepatitis 

B. 
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Getting the most from services 
It was felt that getting someone through the door for the first time and getting them registered is 

really important, but often getting them to come back and continue accessing services is even more 

challenging. It is very easy for one negative experience to cause someone to disengage from 

services entirely. 

Continuity was felt to be important for people from marginalised communities, although this may be 

difficult in practical terms. It was felt that people from marginalised communities are best worked 

with through the building of trusting relationships, which takes time and face to face contact.  

It was felt there is often a lack of communication between health professionals working with the 

same individual. Those with complex needs often have multiple appointments with a range of 

professionals in different locations and find the system too complex and often too expensive (in 

terms of cost of travel, plus time and effort) to navigate. 

It was felt there is often too little flexibility with appointments. Travel time, the expense of travel, the 

difficulty of long trips for some individuals and the lack of private means of transport were all felt to 

be barriers, as were appointments that were made for inconvenient times; collecting the children 

from school at the end of the school day being an example.  

It was felt a lack of centralisation often causes chaos, with people receiving conflicting appointments 

in places that are a considerable distance apart. Many felt that there was no holistic view of the 

patient as a person, but rather they were viewed in specialised chunks by different departments who 

did not talk to each other.  

It was felt that PCN’s had a great opportunity to be broader than statutory services and create links 

between all services and community groups in a local area.  

Suggestions included: 

• Dealing with the presenting issue first and then moving on to other needs 

• Offering longer appointments 

• Offering long term support 

• Offering flexible appointments (evening/weekend) 

• Offer services in places where people already go (see page 20) 

• Offering to either “put all the appointments together” on one day in one place or to spread 

them out over a period of time – this is a case of asking people what they would prefer 

• Offer virtual appointments to those that want them 

• Offer face-to-face appointments to those that want them 

• Improving communication between services 

• Consider proactive follow-up for those who do not come to appointments – and listening to, 

and where necessary acting upon, their reasons 

• Offer practical support to navigate the system 

• Offer support when people move from one service to another – the transition from prison to 

community was frequently mentioned 

• Create more robust links with prisons 
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• Ensure GPs still refer individuals with complex immigration status to secondary care and 

ensure they are aware that urgent care must always be given. 

• Use a flexible case-management approach – having one named professional/peer supporter 

to go to was considered important 

• Incentivise ongoing engagement with services 

• Offer interpreting services 

• Offer choice by providing gender-specific services 

• Offer informal and formal advocacy 

Data sharing and joined up care 

It was felt that PCNs could help by providing more joined up coherent services with multiple points 

of access to Primary Care, community services and onward referral to specialist services. 

Continuity between services could be improved with good record sharing across a PCN and with 

other services, either from different areas or from other parts of the system, such as drug treatment 

or the prison estate. It was felt that, in general, the medical record should follow the patient. 

While there was a recognition of the need for patient confidentiality and the right of the individual to 

choose who their information was shared with, it was felt that the sharing of records between 

professionals dealing with the same individual was poor. People often felt confused and frustrated 

by the need to constantly update another individual about their circumstances and dropped away 

from healthcare services as a result. Retelling the same traumatic information over and over again 

could cause re-traumatisation.  

It was also felt that good record sharing could significantly help those who move to different areas, 

whether by choice or not. There could also be significant benefit to those who had been receiving 

healthcare in the prison estate and were returning to the community. 

It was felt that the increasing “behind the scenes” digitalisation of the system could potentially offer 

significant benefit to individuals, regardless of whether they had access to technology themselves.  

Suggestions included: 

• Developing a process for consent and the sharing of data between local services (NHS and 

Non-NHS) to allow services to be more systematic and joined up, but also to ensure that 

people are not having to keep retelling their story to different services / professionals. 

• Ability for individuals to control their own data and give consent about what is being shared 

with what service and for what purpose. 

• The opt-out processes for information sharing need to be clearly explained for those who are 

concerned about sensitive information being shared with other professionals or 

organisations. 

• Continuity of care / service provision, in and out of prison. 

• Sharing data between prison services and health and community services. 

• Using digital technologies to get access to marginalised groups. Need an infrastructure that 

is driven by a central database. 
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• Retelling of stories by patients to different services / health professionals can be traumatising.  

Finding a better way to share information across services and a better way for information to 

follow the patient was considered to be important. 

• Being able to order repeat prescriptions and having flexibility on which pharmacy to collect 

them from. 
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Delivering services in the places people already go 
It was felt that the best way to engage with any marginalised community was to go to where they 

are, rather than expect them to come to you. The approach needs to be targeted for each particular 

community. 

It was emphasised that many people from marginalised communities often had priorities other than 

health. These priorities included, but were not limited to, a safe place to stay, food, clothing, 

companionship and a feeling of community. 

It was recognised that the trend for primary care based social prescribing was positive and valuable. 

However, it was felt that going to places where people were already going to get their broader needs 

met and offering healthcare information and services alongside food, shelter and community 

activities would improve both access to healthcare and outcomes from healthcare. It may also 

enable people to access healthcare before their physical or mental health reached crisis point. A 

specific suggestion was made about community health providers going into prisons, to contact 

prisoners prior to release. 

As with all the suggestions made during the day it was felt to be important to know which specific 

communities were being targeted as they went to different places, used different services and often 

had different needs.   

The use of mobile vans was mentioned as particularly effective (dentistry, CVD, health visitors, 

needle exchange and so on). Again, it was important to target the right service to the right 

community, at the right time and in the right place. This would also be true for outreach services and 

“clinic” services. 

Examples included:  

• Mobile health vans/outreach for street sex workers close to the places they are working late 

at night. 

• A CVD respiratory clinic in drug treatment services. 

• A mobile TB (and respiratory health) screening van that visits hostels and day centres for 

people who are homeless/insecurely housed. 

• Provision of GP clinics in daycentres that offer food. 

• Boater’s Café Club; a social event with a range of workshops to which health professionals 

were invited with which the community might not have contact. Examples include a drug and 

alcohol worker and health visitor.  

• Mobile vans that visited traveller sites, examples include health visitor, dentistry, and GP. 

• Doctors of the World mobile clinic. 

• Specialist VCSE organisations. 

• Health information given to local radio stations for transmission. 

Places where people might be found varied significantly from community to community and would 

also be expected to have significant local variation. All the above could be used to deliver targeted 

health messages and/or targeted services. The use of community members as peer supporters and 

peer educators in all these settings were considered important, as was the approach and attitude of 

healthcare professionals. 
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The suggestions made at the event for ways to reach different communities are listed below (in no 

particular order). 

• The role of pharmacists was considered to be important. 

• For young people, parks, schools and colleges were mentioned. It was also considered 

important to target those not in mainstream education or educated otherwise than at school. 

• Working with housing associations and local authorities. 

• Basing outreach workers within job-centres. 

• Foodbanks and community/faith groups that offer hot food. 

• Night-shelters and hostels. 

• Refuges for victims/survivors of domestic abuse. 

• Big Issue offices. 

• Drug treatment services. 

• Community support groups. 

• Places of worship and faith groups. 

• Rape Crisis Centres for victims/survivors of sexual abuse and violence. 

And finally, a lovely example from another country, where community elders were supported with 

training, to deliver advice to other community members. They made themselves available in local 

green spaces at specific times, so that community members could just come along and have a chat. 

This approach could be adapted to many communities and settings.  

 

Further information 
 

For further information about the NHS Long Term Plan, please see: www.longtermplan.nhs.uk/ 

 

For further information about Primary Care Networks (PCNs), please see: 

www.england.nhs.uk/primary-care/primary-care-networks/ 

 

For resources about public participation, including working with ‘marginalised communities’, please 

see: www.england.nhs.uk/participation  

 

For further information about Working with Everyone, please contact: april.wareham@yahoo.com  

http://www.longtermplan.nhs.uk/
http://www.england.nhs.uk/primary-care/primary-care-networks/
http://www.england.nhs.uk/participation
mailto:april.wareham@yahoo.com

