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Agenda Item 1

Minutes of a meeting of the Health and Wellbeing Board held at County Hall, Glenfield on
Thursday, 27 September 2018.
PRESENT
Mrs. P. Posnett MBE CC (in the Chair)
Leicestershire County Council
Paul Meredith
Jon Wilson

Mr. I. D. Ould CC

Clinical Commissioning Groups
Karen English
Caroline Trevithick
Leicestershire District and Borough Councils
Cllr. J. Kaufman
Cllr Alan Pearson
Jane Toman
In attendance
Mark Wightman

University Hospital of Leicester

Apologies
John Adler, Mr. R. Blunt CC, Dr Mayur Lakhani, Harsha Kotecha and Dr Andy Ker
95.

Minutes of the previous meeting and Action Log.
The minutes of the meeting held on 12 July 2018 were taken as read, confirmed and
signed.
The Board also noted the Action Log, which provided an update on actions agreed by the
Board at its previous meetings.

96.

Paul Meredith
The Chairman reminded members that Paul Meredith, Director of Children and Family
Services, would be leaving the Authority shortly and on behalf of the Health and
Wellbeing Board she thanked Paul for his hard work.

97.

Urgent items.
There were no urgent items for consideration.
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98.

Declarations of interest.
The Chairman invited members who wished to do so to declare any interest in respect of
items on the agenda for the meeting.
No declarations were made.

99.

Change to the order of business
The Chairman sought and obtained the agreement of Members to vary the order of
business from that set out in the agenda.

100. Position Statement by the Chairman.
The Chairman presented a position statement on the following matters:





Start a Conversation – Suicide Prevention Campaign
Stoptober
Children and Families Partnership Plan Launch
Help Improve Community Services

Particular reference was made to the County Council’s quit smoking campaigns which
had recorded quit rates in line with the national average but which generated significantly
more value for money. Performance was also notably better than other providers in the
East Midlands.
It was noted that the Children and Families Partnership Plan Launch was well supported
and it was hoped the Partnership would build on its good start as it focused on a shared
vision for children, young people and their families.
Partners were reminded that they should have received a workplace health survey in
support of work being undertaken by the Unified Prevention Board and were requested to
complete and return it.
101. Carillon Wellbeing Radio.
The Board received a presentation from Dr Terri Eynon CC on the development of a
community radio station, created by the voluntary sector, to promote health and social
care issues in Leicestershire. A copy of the presentation, marked ‘Agenda Item 5’ is filed
with these minutes.
Dr Eynon CC highlighted that whilst the station was targeting a listenership across the
West of Leicestershire where it had begun to broadcast since acquiring an OFCOM
licence, much of the content would align with health and wellbeing priorities for the whole
of the County and listeners could access the station through an internet radio or the
website. Partners were being encouraged to provide content, and a small amount of
required funding, in order for adverts to be produced and aired.
Members noted the importance of medical practices utilising their contact time with
patients effectively to share messages of how health and wellbeing could be enhanced
and radio was one of several mediums in which such contacts could be achieved. Partner
organisations were therefore asked to promote the radio and encourage GP practices to
consider acquiring the necessary technology and licenses to broadcast the station.
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RESOLVED:
a) That the presentation be noted;
b) That an update on progress with development of Carillon Wellbeing Radio be
made to the Health and Wellbeing Board in a year’s time.
102. Out of Hospital Programme.
The Board considered a report of Leicester, Leicestershire and Rutland CCGs which
provided an update on the arrangements for a new LLR Out of Hospital work stream and
provide an overview of the work it would lead and oversee. A copy of the report marked
‘Agenda item 9’ is filed with these minutes.
It was noted that in an effort to avoid unnecessary overlap and duplication, the Out of
Hospital Programme, which had been renamed the ‘Integrated Community Services
Board’ would incorporate and lead the Integrated Locality Teams and Home First
Programmes along with the CCGs’ Community Services Redesign project.
In response to a question concerning partner engagement, it was noted that the
subgroups, including the Integrated Locality Teams, which helped shape the Integrated
Community Services work stream, contained representatives from a variety of partners
including the district councils.
RESOLVED:
That the report be noted.
103. Update on Better Care Together- The Sustainability and Transformation Partnership for
Leicester, Leicestershire and Rutland.
The Board considered a report of Better Care Together which provided an update on the
Better Care Together partnership and the work being undertaken by partners to improve
the health and wellbeing of people locally. A copy of the report marked ‘Agenda Item 6’ is
filed with these minutes.
It was recognised that the report lacked reference to the contribution of the district
councils, specifically in relation to their work in the housing sector and this would be
addressed in future publications.
RESOLVED:
a) That the update and the work of the BCT partners be noted;
b) That the publication of the Next Steps document be noted;
c) That the ongoing work to co-ordinate business cases for acute and maternity
reconfiguration, which will be subject to formal public consultation once capital
funding is identified be noted;
d) That the on-going work of BCT work streams and engagement and consultation
activities be noted.
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104. Frailty.
The Board considered a presentation delivered by a representative of the University
Hospitals of Leicester NHS Trust which detailed the work of the Frailty and Multi –
Morbidity Programme. A copy of the presentation is filed with these minutes.
It was reported that in an effort to improve the way in which patients suffering from frailty
and multi morbidity issues were helped, work towards implementing a system wide Frailty
task force had begun. It was intended that the improved approach would enable a coordinated response to issues across all care settings.
Arising from discussion the following points were raised;


It was known that patients with multi morbidities were at greater risk of contracting
further diseases. The new approach would work closely with GPs and prevention
services to raise awareness and ensure that these patients received appropriate
care and support;



A system wide holistic approach would be taken when responding and managing
frailty. Using the Clinical Frailty Scale, patient’s needs would be assessed and
responded to in a co-ordinated and appropriate manner;



It was acknowledged that prevention was a key driver of the new approach and
there was a clear link between deprivation and the need for additional social care.
Work was ongoing to identify specific locations within the City and County where
additional resource was required. It was suggested that the Frailty and Multi
Morbidity Programme should link to First Contact Plus, which already provided a
holistic approach to prevention and incorporated a number of high impact
interventions such as fall prevention, carers support and housing MOTs.

RESOLVED:
That the presentation be noted.
105. Future in Mind Children & Young People's Emotional, Mental Health & Wellbeing
Transformation Plan - Implementation Review.
The Board considered a report from Better Care Together which provided an update
concerning the progress and implementation of the local transformation plan for children
and young people’s emotional, mental health and wellbeing service across Leicester,
Leicestershire and Rutland (LLR) and sought approval for a proposed direction of travel
for the next year. A copy of the report, marked ‘Agenda Item 8’, is filed with these
minutes.
There was a requirement for the next stage of the local transformation plan to be agreed
by LLR Health and Wellbeing Boards and the CCGs prior to its submission to NHS
England.
In relation to improving the work of Child and Adolescent Mental Health Services
(CAMHS), it was noted that work with the provider was ongoing to improve the quality of
performance data being provided in order for their work to be closely monitored. The
Board noted that whilst the latest reporting figures indicated that the target of 92% of
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referrals to CAMHS being seen within 13 weeks was being met, there remained concern
about the number of patients waiting for further support following the initial assessments,
and the considerable time it took those young people to access the help they required.
There was also an opportunity to improve alignment of the Plans approach with that of
the Leicestershire Children and Families Partnership Plan to avoid duplication.
It was recognised that the report lacked specific references to the District Councils
approach to improving the health and wellbeing of children and young people and it was
considered sensible to review the membership of the Future in Mind Steering Group
which had representation on behalf of local authorities but lacked specific representation
on behalf of the districts.
RESOLVED:
a) That the progress made in relation to implementation of the Local Transformation
Plan be noted;
b) That the proposed developments for 2019-21 as detailed in the report be
supported.
106. Whole Life Disability Strategy.
The Board considered a joint report of the Director of Adults and Communities and the
Director of Children and Families which presented the County Council’s recently adopted
Whole Life Disability Strategy and associated document ‘Preparing for adulthood – a
protocol for young people with special educational needs or disability’. A copy of the
report marked ‘Agenda item 10’ is filed with these minutes.
The Board welcomed the strategy and noted that revisions had been made in the final
version of the document to change the wording from ‘disabled people’ to ‘people with
disabilities’.
RESOLVED:
That the report be noted.
107. 'The Lives We Want to Lead' The Local Government Association Green Paper for Adult
Social Care and Wellbeing.
The Board considered a report of the Director of Adults and Communities and Director of
Corporate Resources concerning the County Council’s response to the ‘The Lives We
Want to Lead’ – the Local Government Association Green Paper for adult social care and
wellbeing. A copy of the report, marked ‘Agenda item 11’, is filed with these minutes.
The Director of Adults and Communities reported that the Green paper set out a number
of options as to how adult social care could be funded in order for councils to try to
address the significant and increasing cost of providing social care. He added that any
revised future approach could affect local governance arrangements and the
responsibilities of bodies such as the Health and Wellbeing Board.
RESOLVED:
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That the County Council’s response to the consultation on ‘The Lives We Want to Lead’,
the Local Government Association Green Paper for adult social care and wellbeing be
noted.
108. Leicester, Leicestershire and Rutland Safeguarding Children Board Annual Report
2017/18.
The Cabinet considered a report of the Independent Chairman of the Leicestershire and
Rutland Local Safeguarding Children Board (LRLSCB) which presented the Boards’
Annual Report for 2017/18. A copy of the report, marked ‘Agenda item 12’, is filed with
these minutes.
The Board noted that this would be the last Annual Report of the LRLSCB as the
arrangements to replace the Board were now being finalised. It was considered essential
that the new arrangements were both streamlined and cost effective while ensuring that
they continued to bring a robust challenge to the performance of partners.
RESOLVED:
That the Leicestershire and Rutland Safeguarding Children Board Annual Report for
2017/18 be noted.
109. Leicester, Leicestershire and Rutland Safeguarding Adults Board Annual Report 2017/18.
The Cabinet considered a report of the Independent Chairman of the Leicestershire and
Rutland Local Safeguarding Adult Board which presented the Boards’ draft Annual
Report for 2017/18. A copy of the report, marked ‘Agenda item 13’, is filed with these
minutes.
In response to a question concerning the projected number of adults living in LLR with a
learning difficulty by 2030, the Director of Adults and Communities confirmed that whilst a
nominal rise of between 1 – 1.5% was expected, it was acknowledged that the severity of
need amongst those diagnosed was becoming greater and therefore required additional
support.
RESOLVED:
That the Leicestershire and Rutland Safeguarding Adult Board Annual Report for 2017/18
be noted.
110. Better Care Fund Quarterly Update.
The Board considered a report of the Director of Health and Care Integration which
provided an update on the Better Care Fund Programme for 2018/19. A copy of the
report marked ‘Agenda item 14’ is filed with these minutes.
In reference to Leicestershire’s 2018/19 Delayed Transfers of Care figures, the Director
reported that the performance since April had been good and initial indications suggested
the strong performance had continued during September.
It was noted that the multi-agency workshop of the Leicestershire Integration Operational
Group held on the 20th September was well attended and it was hoped partners would
also support the follow up workshop on the 22nd November.
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RESOLVED:
That the good performance across all four Better Care Fund metrics be noted.
111. Strengthening links between the Health and Wellbeing Board and the Leicestershire
Safer Communities Strategy Board.
The Board considered a report of the Director of Public Health which detailed progress
made to strengthen links between community safety and health and wellbeing. A copy of
the report marked ‘Agenda item 15’ is filed with these minutes.
It was recognised that the five priority areas endorsed by the Leicestershire Safer
Communities Strategy Board in late 2017 were all closely linked to health and wellbeing
outcomes and it was therefore beneficial that the two Boards worked closely together in
order to deliver upon their joint priorities.
RESOLVED:
a) That the ongoing work and progress made as detailed in the report be noted;
b) That the five priority areas for joint focus as detailed in the report be noted:
c) That a further update on the progress of strengthening links between community
safety and health and wellbeing be provided to the Board at a future meeting.
112. Dates of future meetings.
That future meetings of the Health and Wellbeing Board will be held on the following
dates:Thursday 29 November 2018 at 2.00pm
Thursday 24 January 2019 at 2.00pm
Thursday 14 March 2019 at 2.00pm
Thursday 30 May 2019 at 2.00pm
Thursday 11 July 2019 at 2.00pm
Thursday 26 September 2019 at 2.00pm
Thursday 28 November 2019 at 2.00pm

2.00 - 3.48 pm
27 September 2018

CHAIRMAN
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Health and Wellbeing Board Action Log

No.

Comments

Status

A report is scheduled for a future meeting of the
Health and Wellbeing Board.

GREEN

Six monthly updates from the Unified Prevention
Board are scheduled for the Health and Wellbeing
Board.

GREEN

66(c)

22/03/18 That the Director of Public Health and respective Mike Sandys
CCG Directors of Primary Care be requested to
undertake some further work regarding how
pharmacies should respond to future population
changes and how pharmacies could fit into the
Sustainability and Transformation Partnership,
and report back to a future meeting of the Health
and Wellbeing Board

A report will be provided to a future meeting of the
Health and Wellbeing Board

GREEN

75(b)

24/05/18 That the Health and Wellbeing Board receives a Jane Toman
report outlining the work undertaken in localities
to support people with dementia.

A report will be provided to a future meeting of the
Health and Wellbeing Board

GREEN

76 (b)

24/05/18 That a report including metrics concerning the
number of people accessing Continuing
Healthcare Services, the amount of disputes
lodged and benchmarking with competitors be
submitted to a future meeting of the Board.

An update is scheduled for the November 2018
meeting of the Health and Wellbeing Board

GREEN

77 (b)

24/05/18 That the Health and Wellbeing Board recieves a John Edwards
further report on the Mental Health
Transformation Programme

An update, by way of a youtube video, will be shared
with members at the November 2018 meeting of the
Health and Wellbeing Board

GREEN

367(c)

Action

Karen English
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Responsible
Officer
05/01/17 Submit a report on the Local Digital Roadmap to Vikesh Tailor
a future meeting of the Health and Wellbeing
Board.
16/03/17 Request the Unified Prevention Board to take
Mike Sandys
forward Leicestershire specific work actions from
the LLR Suicide Prevention Strategy and Action
Plan and report back to the Health and
Wellbeing Board when appropriate.

349(d)

Date

1

Health and Wellbeing Board Action Log

No.

Date

81 (b)

24/05/18 That an update on the delivery of the Leicester,
Leicestershire and Rutland Transforming Care
Plan be provided to the Board in 6 Months time

92 (b)

12/07/18 That the Board consider a further update on the Jon Willson
progress of the Health and Social Care Sector
Growth Plan in 12 months time
27/09/18 That the Board consider a progress update
Mike Sandys
concerning the strengthening links between
community safety and health and wellbeing be
provided to the Board at a future meeting

111 ©

Action

Responsible
Officer
Jon Wilson

Comments

Status

An update is scheduled for the January 2019 meeting GREEN
of the Health and Wellbeing Board

A report will be provided to a future meeting of the
Health and Wellbeing Board

GREEN

A report is scheduled for the March 2019 meeting of
the Health and Wellbeing Board.

GREEN
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Refreshing
Leicestershire’s
Integration
Plan for 2019/20

Agenda Item 5
1

Better Care Fund – the story so far…
Since 2011 there has been a pooled budget requirement between health and
care, previously called the health transfer monies (HTM).

•

Better Care Fund (BCF) policy and original BCF plans – 2014.

•

BCF plans are approved annually, locally by the health and wellbeing board,
but are subject to regional and national assurance via NHSE.

•

The Leicestershire BCF was refreshed for 2017-19, in line with national
guidance, building on the progress made during 2015/16 and 2016/17.

•

The Leicestershire Integration Programme is governed by the Leicestershire
Integration Executive and Leicestershire Health and Wellbeing Board.

•

The scope of the Integration Programme includes the Leicestershire BCF plan,
plus a number of other integration activities, in support of countywide and LLR
wide transformation plans. Further information about the Leicestershire
Integration Programme including a copy of the 2017-19 BCF plan:
http://www.healthandcareleicestershire.co.uk/health-and-care-integration/
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•

What do we actually mean by Integration?
6 Pillars of Integration Policy
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Overall strategic challenges …
Prolonged period of austerity, limited funds for transformation.
Rising demand, demography, changing consumer expectations.
Inconsistent or incomplete national policy.
NHS 10 year plan and Green Paper on ASC pending
BCF policy has been a political football between government departments.
Fragmentation in health and care economies, works against collaboration.
New markets, new technologies and innovations.
New operating models for social care, healthcare and integrated care.
Underestimation of the cultural and technological changes needed.
Complexities of place based working, locally and sub regionally and the
“who’s in charge” system leadership question.
• Democratic deficit in the NHS, culture clash between LAs and NHS.
• The scale of the digital revolution (data sharing, electronic records, digital
channels and tools for professionals and consumers, the internet of things).
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•
•
•
•
•
•
•
•
•
•

The challenges facing health and care providers
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• Financial sustainability - efficiencies, agency cap, tariff, the living wage.
• Workforce - recruitment and retention, overall vacancy levels, developing a
new workforce, sustainability of health and care workforce, fragility of
social care market, impact of Brexit.
• Burnout, turnover in key roles (GPs, CEOs).
• Regulation in the post Francis Report era, impact of CQC inspection regime
• Regulation and oversight of NHS bodies – NHSE & NHSI.
• The scale and pace of transformation needed to adopt new models of care
and digital developments.
• Achieving both horizontal and vertical integration.
• Urgent Care Demand - new roles and standards for blue light services, NHS
111, extended primary care access.
• Systems integration and data sharing.
• Lack of clarity on future organisational forms and contracting arrangements
for integrated care/services.

Key Challenges for Local Government
Future Funding
Model for Social
Care

Fragility of the Care
Market

Complexity,
Cultural and
Funding Interface
with the NHS

Rising Numbers of
High Cost
Placements

Evolving Policy
Landscape for
Health and Care
Integration

Digital
Transformation

LA Configuration
and Devolution
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Austerity

Rising Demand &
Demand
Management

Context for Commissioners…
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• Clarifying commissioning arrangements/activities at System (LLR), Place
(Leicestershire), or Neighbourhood (locality of 30-50k popn) levels.
• GPs and the next phase of place/neighbourhood based commissioning (role of
GP Federations).
• LA configurations and commissioning - County and Districts tiers – the unitary
debate.
• Joint commissioning - under developed/slow progress.
• County footprint affected by differences in approach across 2 CCGs.
• Likely reconfiguration of LLR CCGs in the next 12 months.
• The difficulty in shifting resources effectively from one setting of care to
another, the ongoing “pull” of acute demand/spend.
• Pressures of today vs transforming for the future.
• Impact of the new LLR Integrated Community Services programme on future
commissioning priorities/financial decisions.

Context for Commissioners…
•

•

For integrated and system working do we now need a different commissioning skill

•
•
•

set?
I
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•

Lack of a central and dynamic system model (activity and finance) that models how our
health and care system currently performs and will change as a result of new models of
care.
Lack of a data warehouse/BI system that fully integrates health and care data.
Lack of health economics expertise in LLR.
Measuring the impact of integrated commissioning – we don’t have one framework for
this nationally or locally:
– SCIE framework
– Better Commissioning framework
– Inadequacy of BCF metrics
– Addressing the patient centred aspects
– ROI for community based alternatives.
Contractual developments for commissioning integrated services/providers.

Leicestershire’s Better Care
Fund Plan
21

Our vision for Health and Care Integration
in Leicestershire
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We will create a strong, sustainable,
person-centred, and integrated
health and care system which
improves outcomes for our citizens.

Our Model for Health and Care
Integration in Leicestershire
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Leicestershire’s BCF Plan Aims

 LLR Sustainability Transformation Partnership (STP)
 New integrated models of health and care

5. Manage an effective and efficient pooled budget across the partnership to deliver
the integration programme.
6. Develop an integrated health and care system by 2020/21, including the local
approach to devolution where applicable.
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1. Continue to develop and implement new models of provision and new approaches
to commissioning, which maximise the opportunities and outcomes for
integration.
2. Deliver measurable, evidence based improvements to the way our citizens and
communities experience integrated care and support.
3. Increase the capacity, capability and sustainability of integrated services, so that
professionals and the public have confidence that more can be delivered in the
community in the future.
4. Support the reconfiguration of services from acute to community settings in line
with:

Leicestershire BCF’s Components 2017-19
Home First

Integrated
Housing Support

Integrated
Domiciliary Care

Integrated
Locality Teams

Prevention services for
people and
communities which
support health,
wellbeing and
independence
(accessed via First
Contact Plus).

24/7 community care
reducing delays in
hospital discharge,
preventing
readmission and
providing reablement.

Lightbulb - one
integrated housing
service for
Leicestershire, which
supports safety,
independence and
wellbeing at home.

Help to Live at Home
Leicestershire’s
domiciliary care
service providing help
with day-to-day
activities at home.

GP services,
community nursing
and social care
working hand-in-hand
in each community
to provide joint care
and support.

Integrated
Urgent Care

Assistive
Technology

Data
Integration

Integrated
Commissioning

Falls
Prevention

Clear, easy to access
alternatives to
A&E, with improved
clinical triage
and navigation.

Utilising opportunities
presented by new
technology to support
people to live more
independently.

Care Planning and Care
Delivery supported by
an integrated
electronic summary
care record, which can
be accessed by
different health and
care professionals.

Improving joint
infrastructure
(between Local
Authority and
Clinical Commissioning
Groups) in priorities
such as integrated
personal budgets,
learning disabilities
and domiciliary care.

Leading the
implementation of
the new falls
prevention and
treatment service
across Leicester,
Leicestershire and
Rutland.
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Unified
Prevention Offer

BCF National Conditions 2017-19 (1)
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• BCF Plans to be Jointly Agreed
– Agreement by Local Health & Wellbeing Board.
– Evidence of involvement of other stakeholders.
– Meets all minimum funding requirements, including CCG minimum
contributions.
– Agreement on use on IBCF (social care allocation), per grant
conditions.
• Maintenance of Social Care Spend
– Proportion of the plan must be targeted to maintaining provision of
social care services.
• NHS Commissioned Out of Hospital Services
– Ring fenced amount for use on NHS Commissioned out of hospital
services

BCF National Conditions 2017-19 (2)
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• Managing Transfers of Care
– All local areas must implement the high impact change model for
managing and improving delayed transfer of care.
– Plans for Delayed Transfer of Care (DTOC) improvement to be jointly
agreed and funded.
– BCF Plans must show how the national 8 high impact changes for
improving transfer of care being delivered locally. These are:
• Early discharge planning
• Monitoring patient flow
• Discharge to assess
• Trusted assessors
• Multi-disciplinary discharge support
• Seven day services
• Focus on choice (early engagement with patients and their
families/carers)
• Enhancing health in care homes.

BCF National Metrics
Reduce the number of total
emergency admissions.

Reduce the number of
delayed bed days in
hospital (no more than
7.88 delayed bed days
per 100,000 population).
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Reduce the number of
permanent admissions to
residential and nursing
homes.

Increase the number of
service users still at home
91 days after discharge.

Metric 1 – Admissions to residential/nursing
homes
• Progress/Update
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Apr – Sep: 456 (actuals) vs. 446 (target)

Metric 2 – Reablement
• Progress/Update

87.2%

91.3%

Apr – Sep: 90% (actuals) vs. 87% (target)

92.7%

93.2%

91.9%
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86.7%

Metric 3 – Delayed Transfers of Care
• Progress/Update
Days Delayed (18+)
1400
*1,133

1200
1000
800

400

1,193
985

796

899

978

Jun-18

Jul-18

31

600

1,031

200
0
Apr-18

May-18

Aug-18
Days Delayed

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Days Delayed - Target

* Estimated values based on early submissions
Apr – Sep: 5.91 (average actuals) vs. 7.88 (target)

Feb-19

Mar-19

Metric 4 – Non-Elective Admissions
• Progress/Update
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Apr – Sep: 33,471 (actuals) vs. 34,821 (target)

Planning Process for
2019/20
33

BCF Plan 2019/20 - Current Position
•

Work commenced in Sept to refresh the BCF Plan, in line with annual financial planning
arrangements for CCGs and LCC.

•

An initial BCF Plan Refresh (multiagency) workshop took place on 20th Sept to:
 Set the strategic context of the refresh
 Broadly review the expenditure plan and services with the existing plan, understanding
emerging commissioning intentions, and the likely impact of changes to models of care
in the next 6-12 months
 Set out a number of actions to be addressed ahead of second workshop (22nd Nov).

The CCG minimum contribution to the BCF Plan for 2019/20 has not been confirmed –
expected mid-Dec.

•

To build the BCF plan into the commissioning intentions for LCC and CCGs, the work is
being undertaken in advance of the BCF Policy Framework and Operational Guidance
for 2019/20 being published. Expected during Q3/Q4 2018/19.

•

NHS 10 Year Plan due to be published in Q3 2018/19.

•

Social Care Green paper to be published
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•

BCF Plan 2019/20 – Key Risks & Issues
• The following is an initial view of key risks and issues in preparing the plan
for 2019/20:

• Risks will be reviewed/updated when national position on financial
allocations and policy requirements become clearer.
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• National (BCF) timescales unknown – building in full policy requirements into
the plan for 2019/20 in timely manner and planning for the transitional plans.
• Funding position and commissioning intentions within partner organisations
which will impact the plan over the next 12-24 months
• Longer term funding plans/sustainability for some services (in particular those
funded non-recurrent from IBCF).
• Ensuring BCF plan aligns with/supports BCT/STP developments
• Maintaining the BCF national conditions and performance metrics if major
changes proposed to the BCF plan.

BCF Plan 2019/20 – Key Milestones
Initial review of existing BCF plan measuring progress on integration (Aug/
Sept) - to feed into multiagency workshop (20th Sept)

•

Feedback to the Integration Finance and Performance Group (24th Sept) and
Integration Executive (IE) (2nd Oct)

•

Continue with review – building findings into commissioning intentions, link to
wider local integration position and monitor national policies/announcements
(Oct/Nov)

•

Engagement with LCC, CCGs, Health Providers, District Councils, Healthwatch,
VAL and Health and Wellbeing Board (Oct – Jan)

•

Follow-up workshop (22nd Nov) and further actions (Nov-Jan)

•

A skeleton outline for BCF Narrative Plan and an updated BCF expenditure
plan reflecting proposals to date submitted to IE (4th Dec)

•

Governance Process for (interim*) formal approval (LCC, CCGs & HWBB) –
Jan/Feb

•

Review draft BCF Plan once BCF policy framework/operational guidance
published and take through formal governance process for approval (TBC)
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HEALTH AND WELLBEING BOARD: 29th NOVEMBER 2018
REPORT OF THE DIRECTOR OF CHILDREN AND FAMILY
SERVICES
LEICESTERSHIRE CHILDREN AND FAMILIES PARTNERSHIP
PLAN 2018 – 2021 PROGRESS UPDATE
Purpose of the report
1.

The purpose of this report is to present a progress update on the Children and
Families Partnership Plan 2018-21.

Link to the local Health and Care System
2.

The Children and Families Partnership plan is aligned to the Leicestershire County
Council Strategic Plan and the Children and Families Departmental Plan and focuses
on the added value of approaching strategic priorities in partnership for children and
families.

Recommendation
3.

The Health and Wellbeing Board is asked to note the report.

Policy Framework and Previous Decisions
4.

In November 2016 the Health and Wellbeing Board approved the terms of reference
for a Children and Families Partnership to replace the Supporting Leicestershire
Families Executive as a subgroup of the Health and Wellbeing Board. The expanded
remit included oversight of how the priorities for children and families as set out in the
draft Joint Health and Wellbeing Strategy, are delivered.

5.

In May 2018 the Health and Wellbeing Board approved the draft Children and
Families Partnership Plan for 2018 – 21. The Board requested that the Children and
Families Partnership provide progress reports every six months.

Background
6.

The Children and Families Partnership Plan is a strategic document which sets out
the shared vision for children, young people and their families and the priority
outcomes that need to be improved. The Plan is not intended to be a detailed
description of the individual work of each partner, but rather a summary of key areas
of work that are best delivered together in order to have the biggest impact on the
lives of children and young people.

7.

The Partnership have adopted the five supporting outcomes of the Joint Health and
Wellbeing Strategy relating to children and young people as the priority areas
for the Plan:
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i.

Ensure the best start in life– by developing an integrated early years pathway which
ensures needs are assessed to enable appropriate interventions are offered and the
development of a communication strategy to promote the1001 critical days;

ii.

Keep children safe and free from harm – by developing and embedding an integrated
model of services to prevent harm to children and young people and make children
safe by raising awareness of universal safety messages;

iii.

Support children and families to be resilient - by developing an integrated approach
to family resilience and self-sufficiency, provide joined up information and guidance
to enable families to be self-sufficient and navigate services and support families to
progress towards work;

iv.

Ensure vulnerable families receive personalised, integrated care and support – by
providing integrated, outcome-based, high quality, cost-effective provision and
developing a post-16 multi-agency delivery model;

v.

Enable children to have good physical and mental health - by developing a whole
system approach based on ‘Making obesity everyone’s business’ and developing a
partnership approach to emotional and mental wellbeing;

8.

The Plan was officially launched on the 20 September with representatives from local
councils, the police, schools, NHS, the voluntary sector and other agencies attending
a special event at County Hall.

9.

Priority leads are working with partners and other key stakeholders to deliver the
action plans agreed against each outcome. The full action plan, including progress
against each outcome is detailed in Appendix A Key progress highlights so far are as
follows.
 Resources for professionals and parent/carers, promoting school readiness have
been produced and were launched in September 2018;
 A multi-agency pathway for the review and analysis of domestic abuse incidents
affecting children has been developed and is currently being piloted;
 Leicestershire’s Family Information and Adult Social directories have been
merged and a new Leicestershire Information & Support Directory (LISD) is now
live;
 A Multidisciplinary Intensive Support Team Leicestershire (MISTLE) has been
launched and is offering intensive therapeutic support to young people in
residential care to support a return to a family based placement;
 Leicestershire Partnership Trust staff are now addressing Maternal Obesity as
part of their Making Every Contact Count (MECC) conversations and a maternal
obesity module is being developed for LPTs online MECC training.

Background papers
https://www.leicestershire.gov.uk/education-and-children/social-care-and-supporting-families/leicestershire-children-and-families-partnership

Officer to Contact
Jane Moore
Director of Children and Family Services
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Tel: 0116 305 2649
Email: jane.moore@leics.gov.uk
Liz Perfect
Head of Service - Commissioning & Planning
Tel: 0116 305 4814
Email: liz.perfect@leics.gov.uk
Mala Razak
Children and Families Partnership Manager
Tel: 0116 305 8055
Email: mala.razak@leics.gov.uk

List of Appendices
Appendix A – Children and Families Partnership Plan Progress Update
Appendix B – Leicestershire Children and Families Partnership plan on a page
Relevant Impact Assessments
Equality and Human Rights Implications
10. The Partnership has an interest in ensuring that there are effective arrangements in
place so that the services provided meet the identified needs of local people. An EHIRA
has been carried out in relation to the impacts of the Plan.
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Leicestershire Children and
Families Partnership Plan

Priority 1 Action Plan - Progress Update NOV 2018 (Jane Moore)
Priority

Action / target date

1.1
To develop an
integrated Early
Years Pathway
to ensure the
needs of
vulnerable
children are
identified

Consult with parents/carers to
contribute to the development of the
integrated Early Years Pathway

In progress

Draft pathway materials have been developed jointly (early help, health and
education). Consultation to take place with parent/carers.
Draft will then be shared with CFP Board in January for agreement.

Staff development/resources to
increase confidence and competence
in making early identifications

In progress

Working group met on 3rd Nov to progress this action and consider how to develop elearning module.

Identify children at risk of delay
through 2 year check information

Status

Delayed

Comments

Data sharing agreement now in place but data not yet available to systematically use to
identify children are at risk of delay. Meeting between early help and business
intelligence planned for early November to identify what data is available.

Develop a communication strategy to
deliver a campaign to share key
messages from 1001 Critical Days
with professionals and parents

In progress

Consultation has commenced with professionals to ascertain current level of
understanding of the 1001 Critical Days. Working group attending events/conferences
over quarter 3 to continue consultation work, which will inform the communication
strategy and indicate the baseline for information needed by professionals .
Training and information sessions being delivered to Early Years service on the
importance of 1001 Critical Days.

Develop resources to use across the
partnership to share key messages
from 1001 Critical Days with
professional and parents

Not started

This work will be informed by the consultation work and communication strategy above.
Working group met on 5th Nov to start work on leaflet for parents to share key
messages from approaches such as ‘Five to Thrive’ which will be a starting point for
increasing their understanding of their key role in stimulating and nurturing their child’s
developing brain (May need a “virtual” approach to engage partners).

1.3
To develop a
shared
understanding of
the importance
of school
readiness

Launch agreed school readiness
definition across the partnership so
messages are collectively owned and
understood

Complete

School Readiness definition leaflets for professionals and parents launched in Sept 18
and materials shared across partnership.

Develop a communication strategy to
deliver a campaign to share key
messages around school readiness
with professionals and parents

In progress

Webpage set up in September
Letters sent on 24th Oct to all parents with children due to go to school
Conference for childminders planned for November
e-blast communication regarding school readiness sent to all providers 3/10/18 and
media releases throughout November
Information and materials now also available online on dedicated webpage. Publication
of shared definition materials on web page 3/10/18.
Toolkit for professionals being prepared for launch in Spring 2019.
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1.2
To develop a
shared
understanding of
the importance
of the first 1001
Critical Days

Priority 2 Action Plan - Progress Update NOV 2018 (Matt Ditcher)
Action / target date

Status

Comments

2.1
To develop and
embed an
integrated model
of services to
prevent harm to
children and
young people

Explore opportunities for a MultiAgency Safeguarding Hub (MASH)
model to support the application of
thresholds and accessibility to shared
information. Dec 18

In
progress

Work underway to better integrate services and strengthen one front door approach.
Steering group met in Sept to consider integrated front door approach
Partner briefing session held on police process mapping to identify any duplications and
overlaps and agree pathway for DA.
LCC and Police currently reviewing effectiveness and efficiency of own internal processes in
order to be a better position to align with partners. Need to now engage CCGs/Health.

To develop a multi-agency pathway
for the review and analysis of
domestic abuse incidents affecting
children. Sept 18

complete

Pilot has been implemented and is being embedded within Police and CSE hub.
Review will be undertaken.

Implement daily MARAC meetings (to
align with S47) by utilising VAWG
funding for additional staff resources.
Oct 18

In
progress

Close to implementation of daily MARAC.
Post/staff resource is being identified and can then go live

Agree the future partnership plan for
child criminal and sexual exploitation
and missing from home .

In
progress

LLR Vulnerabilities Executive Meeting booked for 15th Nov.
Key members of CSE Ops group will be meeting to agree future plans for expanding CSE hub
remit to include CCE (Child Criminal Exploitation)

Analysis of intelligence in relation to
all forms of child criminal exploitation
to identify “threat and risk” to inform
our preventative strategy and drive
operational activity.

In
progress

Work is underway across LCC and Police to develop a pathway and tool for identifying and
mapping children and young people involved in criminal exploitation (links to work being led
by Anita Gurry/ Donna Smalley in the region).
Paper to go to LSCB Board in December to inform/update partners.

Map gaps and duplication in universal
activity delivered across the
partnership and identify key learning
to be delivered / priority cohorts.
March 19

In
progress

Police CSE comms lead is working on a directory of local and universal campaign materials.

Develop comms strategy, training
plan and resources to support
professionals in the delivery of safety
messages (real and virtual world).
March 19

In
progress

Action aligned to existing CSE comms strategy.
CSE communications strategy in place and will be expanded to encompass wider risk areas.
CSE briefings are being delivered to partners (including GPs) and preferred resources
(posters etc) are being shared.

2.2
To make children
safe by raising
awareness of
universal safety
messages
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Priority

Priority 3 Action Plan - Progress Update NOV 2018 (Jane Toman)
Action / target date

Status

Comments

3.1
Develop an
integrated
approach to
family resilience
and selfsufficiency

Map and understand the partnership
structures which directly support
resilience and self-sufficiency .

Not
started

Carry out SWOT to determine gaps
and opportunities. Present findings
to Partnership for consideration of
future joint commissioning
opportunities

Not
started

3.2
Provide joined
up information
and guidance to
enable families
to be selfsufficient and
navigate services

Expand and further develop the
Family Information Directory and
Local Offer through:
- Identifying a named person within
each organisation to act as a
‘champion’
- Running awareness raising
sessions to further develop FID,
Local Offer and Partner digital
offers
- Promoting community
volunteering opportunities

In
progress

Named “champions” have been identified from partner organisations to ensure regular
updating of re-vamped Directory. The new Leicestershire Information & Support Directory
(LISD) is now live and going through a soft launch for testing prior to a formal re-launch. There
are a number of new features:
•Visitors to the directory can “bookmark” their preferences – enabling them to have their
personal favourites.
•Enhanced search facility – a “term” entered into the directory search will provide results
included in service title and service content
•Specialist SEND provision, including services which are on the commissioned framework for
providing short breaks or respite provision, can have the SEND Local Offer Logo appear on
their listing making information supporting SEND more easily accessible.
The first LISD Champions meeting took place at Beaumanor Hall 26th September 2018.
Further work needed to keep partners engaged.

3.3
Support families
to progress
towards work

Enterprise advisers linked to every
secondary school / academy

In
progress

Mapping of schools/academies linked to Enterprise Advisors complete and gaps identified

Supported opportunities available for
SEND children

Not
started

Raise profile and awareness of DWP
work coaches to help overcome
barriers to work

Not
started

Encourage take up of National Citizen
Service

Not
started
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Priority

Priority 4 Action Plan - Progress Update NOV 2018 (Sharon Cooke)
Action / target date

Status

Comments

4.1
To provide
integrated,
outcome-based,
high quality, cost
effective
provision

Identify opportunities for integrated
commissioning of direct payments,
short breaks, play and leisure

In
progress

LCC CFS , CCG and LCC A&C are working together to consider commissioning opportunities
for Short Break residential provision that will ensure a joint pathway of care for
Children/Young Adults with Disabilities

Develop an inclusion strategy to
ensure a partnership approach in
meeting the needs of vulnerable CYP
through inclusive settings

In
progress

Inclusion Manager appointed on a 2 year fixed term contract from 1 July 2018. The Inclusion
Manager has direct reports from Elective Home Education, Children with Medical Needs,
CME, Pupils Missing Education and Advice, Information and Guidance teams, and oversight
of the primary and secondary behaviour partnerships. The service areas noted form part of a
wider review of all inclusion functions and offers of support back to schools, including the
writing of inclusion pathways and inclusion strategy.

Develop a wraparound therapeutic
services model to support step-downs
from residential care (MISTLE
project)

In
progress

MISTLE contract awarded to Action for Children. Recruitment has taken place to a number of
posts and accommodation has been identified. Operational meetings have been set up to
identify targeted young people and actively recruiting specialist carers. Some initial start-up
difficulties around ensuring processes were robust enough to identify targeted children.
Continuing to publicise the pathway.
Contract and referral panels in place and 10 children being worked with.
Anticipated that first phased return home will start shortly.

Develop a Partnership post 16
Strategy including:
- Design options for a 16 Plus
delivery model
- Review of Joint Housing Protocol
to ensure timely access to suitable
accommodation for Vulnerable
Young People (Jan 19)

In
progress

Working group for design of 16+ model (including housing reps) meeting on a regular basis.
Further review, visits and children’s voice work undertaken.
Option paper being prepared for consideration at LCC SMT in Dec 18. Housing colleagues
preference is that pathway model is that it is left as is, however it has become clear that
current provision is not meeting need and overly expensive for LA.
The review of the housing protocol is in draft waiting for sign off by LCC SMT/DMT end of
November.

Review integrated pathways to
adulthood for children with SEN and
disabilities

complete

LCC Pathway to Adulthood Protocol now developed by Children and Families and Adults and
Communities. Transitions event held on 27th June to develop the pathway . Launched
September 2018

4.2
To develop a
post 16 multiagency delivery
model
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Priority 5 Action Plan - Progress Update NOV 2018 (Jane Roberts/Mel Thwaites)
Priority

Action / target date

5.1
To develop a
whole system
approach to
obesity based on
“Making obesity
everyone’s
business”

Develop a maternal healthy weight
action plan including:
- Embed Maternal Obesity as part of
the MECC conversation
- Explore funding opportunities for
MECC training
- Develop a partnership training
offer
- Develop resources / materials that
can be used for brief interventions

Status

In progress
Complete
In progress
Complete

Comments
Maternal Healthy Weight Actions are being implemented:
•
Leicestershire Partnership NHS Trust has agreed to embed Maternal Obesity as part
of the Making Every Contact Count (MECC) conversation
•
The STP has agreed to include Maternal Obesity in the ‘MECC Workforce Capability
Toolkit’ which is under development
•
A maternal obesity module is being developed for LPTs online MECC training offer –
potentially this can be used by other partners
•
Public health England have published a Suite of Maternal Health resources which are
being adapted for use at a local level
•
Maternal Obesity stakeholder event taking place 31 October 2018 to help inform
action going forward

Not started

Plans underway to undertake a Literature Review of the Evidence of what works

Develop a communications plan to
emphasise the benefits of a healthy
lifestyle before/ during / after
pregnancy to the general public

In progress

The Public Health England resources will inform the Communications plan

In progress
In progress

•
•

Develop a Schools Active Travel
Action Plan including:
- Mapping exercise to identify gaps
- Recommendations for District
Councils ( Planning) / LRS/ LCC
Active Travel Teams/ Schools
- Developing a communications
campaign to raise awareness of
benefits
Partnership delivery of "Active
Families" 4 year project funded by
Sport England

A mapping exercise / audit is underway
7 Primary schools have been identified to receive ‘intensive support’ from the Active
Travel Team to pilot different activities and interventions to identify what works- this
will help to inform recommendations for District Councils etc

Not started

In progress

Year 1 pilot running in Harborough and NW Leics
This is in the Implementation phase and is progressing well
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Evaluation framework to identify the
evidence about what works to
address maternal obesity

Priority 5 Action Plan - Progress Update NOV 2018 cont.
Action / target date

Status

5.2
Develop a
partnership
approach to
emotional and
mental wellbeing

Develop a shared understanding of
the Adverse Childhood Experience
(ACE) evidence based approach
through:
- Developing an action plan to
embed ACEs model of care across
the system
- Co-production with young people
to inform the Action Plan
- Evidence Review to identify how
ACE can be both prevented and an
appropriate service
- Data analysis to provide a baseline
measure of the prevalence of ACE
across the County

In progress

Develop a training offer as part of the
Future in Mind Workforce
Development work stream

Not started

Develop a communications campaign
to raise awareness of ACE across the
partnership

Not started

Comments /mitigation + revised target date
Currently meeting with partners to ‘map’ what is currently being delivered with a view to
developing a County wide, multi -agency approach . A consensus needs to be reached re
trauma informed care to address and prioritise ACEs
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Leicestershire Children and Families Partnership
Priorities 2018-2021
Our shared vision

Children & young people in Leicestershire are safe and living in families
where they can achieve their full potential.
ENABLERS
| VOICE OF CHILDREN AND YOUNG PEOPLE | OUTCOME-BASED PLANNING | INTEGRATED COMMISSIONING |

2.
Keep children safe
and free from harm

• To develop an integrated
Early Years Pathway
to ensure the needs of
vulnerable children are
identified

• To develop and embed
an integrated model of
services to prevent harm
to children and young
people

• To develop a shared
understanding of the
importance of the First
1001 Critical Days and
school readiness

• To make children safe
by raising awareness of
universal safety messages

3.
Support children and
families to be resilient
• To develop an integrated
approach to family resilience
and self-sufficiency
• Provide joined up information
and guidance to enable
families to be self-sufficient
and navigate services

4.
Ensure vulnerable families
receive personalised,
integrated care and support

5.
Enable children to
have good physical and
mental health

• To provide integrated,
outcome-based, high
quality, cost-effective
provision

• To develop a whole
system approach based
on ‘Making obesity
everyone’s business’

• To develop a post-16
multi-agency delivery
model

• To develop a partnership
approach to emotional
and mental wellbeing
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1.
Ensure the
best start in life

• To support families to
progress towards work

S0110

2 CROSS-CUTTING THEMES: COMMUNICATIONS STRATEGY, WORKFORCE DEVELOPMENT
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Agenda Item 7

HEALTH AND WELLBEING BOARD: 28th NOVEMBER 2018
REPORT OF THE DIRECTOR OF PUBLIC HEALTH
ANNUAL REPORT OF THE DIRECTOR OF PUBLIC HEALTH –
‘LEICESTERSHIRE’S HEALTH – THE CHALLEGE OF FRAILTY AND
MULTI-MORBIDITY’
Purpose of report
1.

The purpose of this report is to present the Director of Public Health’s Annual Report
for 2018. A copy of the full report is attached at Appendix 1

Link to the local Health and Care System
2.

The Director of Public Health’s Annual Report is a statutory duty for the Director of
Public Health and is an independent report on the health and wellbeing of the local
population.

Recommendation
3.

It is recommended that the Health and Wellbeing Board:
a) notes the Director of Public Health Annual Report for 2018;
b) notes the recommendations in the report.

Policy Framework and Previous Decisions
4.

The report is published annually and is presented to the Health and Wellbeing Board
as part of the publication process for the report.

Background
5.

The Director of Public Health's (DPH) Annual Report is a statutory independent
report on the health of the population of Leicestershire.

6.

One of the roles of the Director of Public Health is to be an independent advocate
for the health of their population. The Annual Reports are the main way by which
Directors of Public Health make their conclusions known to the public.

Summary of the Annual Report
7.

This year’s report presents on the changing population of Leicestershire, the
prevalence of individual and multiple conditions (otherwise known as multiple
morbidity) in the population and data on excess winter deaths and place of death.
The growing number of people living with multiple health conditions presents as

52
bigger challenge to public services as the overall growth in the number of older
people.
8.

The health and care system should promote ‘healthy ageing’. There are many ways
to achieve by:
i. tackling social isolation;
ii. promoting social prescribing;
iii. reducing falls;
iv. promote physical activity throughout life and into older age;
v. support carers.

9.

Being socially connected to friends, family and the wider community is a key element
of healthy ageing. In addition to utilising the social prescribing model for
Leicestershire to connect people with their communities, the Council’s ‘tackling
loneliness and social isolation project’, alongside the Government Strategy for
tackling loneliness, will provide further opportunities for the whole council to ‘do more’
on loneliness.

10. ‘Social prescribing’ is a key way in which broader services can help support the frail,
and those with multiple health conditions to maintain independence. The model for
social prescribing in Leicestershire, with public health services at its heart, continues
to be integral to the emerging integrated locality teams.
11. Falls are a serious health issue for older people, with around a third of all people
aged 65 and over falling each year. Regular physical activity, can develop and
maintain strength and balance in frail patients. Public Health will continue to support
the implementation of the Falls programme with an emphasis on evaluating the
effectiveness of the postural stability programmes.
12. Physical activity is a key preventative element of healthy ageing – from protecting
against some forms of dementia, to reducing the risk of depression, heart disease
and the risk of a fall in older age. Working with partners in Leicester-Shire and
Rutland Sport (LRS) and district councils, Public Health will ensure that muscle
strengthening activity and physical activities of older people are reflected in sport and
physical activity plans.
13. Supporting Carers and including supporting them to be healthy is a key element to
ensuring a good outcome for the frail and those with multiple health conditions. The
recently adopted Carer’s Strategy across Leicestershire, Leicester City and Rutland
sets out a broad programme of support for carers.
14. The health and care system needs to continue its redesign work so as to enable the
individual to be treated as a whole, not as a series of separate illnesses or
conditions. The recently produced LLR Frailty Resource Pack is a welcome step to
local health services understanding, and responding to, frailty.

Resource Implications
15. The recommendations set out in the report will inform commissioning decisions
relating to the priorities for public health.
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Timetable for Decisions
16. The Annual Report was considered by the Health Overview and Scrutiny Committee
on 7 November and by the Cabinet on 23 November. It will be submitted to the
County Council on 5 December.
Conclusion
17. The report presents recommendations and priorities for public health over the next
twelve months. Health and Well Being Board partners are asked to comment on the
recommendations as part of developing a response to the highlighted areas.

Officer to Contact
Mike Sandys FFPH
Director of Public Health
Email: mike.sandys@leics.gov.uk
Telephone: 0116 305 4239
List of Appendices
Annual Report of the Director of Public Health 2018
Relevant Impact Assessments
Equality and Human Rights Implications
18. Implementation of the Report’s recommendations would have a positive impact on
health inequalities.
Partnership Working and associated issues
19. The recommendations within the Report focus on actions across agencies that will
improve the population’s health. The basis of the report is improving population
health in partnership with other key agencies.
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Leicestershire’s health –
the challenge of frailty and multi-morbidity
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Annual Report of the
Director of Public Health 2018

1. Foreword
Welcome to my annual report for 2018. In my last annual report we presented an
infographic picture of many different aspects of the health of Leicestershire.

Contents
1. Foreword .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 2
2. Introduction .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 3

Presenting such an analysis led to a raft of publicity and interest on a range of diverse topic areas. As can
be seen in the ‘update on recommendations’, the report has led to action and progress on air quality, a food
plan for Leicestershire, joint work on community safety and health with the Leicestershire Safer Communities
Strategy Board (LSCSB) and some initial thoughts about addressing rural health inequalities.

3. Recommendations and summary .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 4

In this year’s report I have focussed on the ageing population and, in particular, the challenges of
‘multi-morbidity’.

5. Multi morbidity and frailty.  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 18

We are all aware of the profound changes in our population structure and the demand that places on health and
council services. But, in itself, getting older is not the problem. It’s the increasing number of years spent in poor
health that drives demand.

I would like to thank Liz Orton, Rob Howard, Trish Crowson and Joshna Mavji from the public health
department for their help in compiling the report and Natalie Davison from the Strategic Business Intelligence
Team for her tremendous work in constructing the infographics and narrative that underpin this report.
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6. Treating the person, not the condition .  .  .  .  .  .  .  .  .  . 33
7. Feedback on recommendations from 2017 .  .  .  .  .  . 37
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It is important to recognise this and think about how services might be delivered in such a way that takes
account of the increase in multi morbidity. As a whole system we need to continue our efforts to promote good
health throughout all ages, if we want effective care for our future generations.

4. The ageing population .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 6

2. Introduction
Directors of Public Health have a statutory duty to write an Annual Public Health Report that
describes the state of health within their communities.
It is a major opportunity for advocacy on behalf of the population and, as such, can be used to help talk to the community
and support fellow professionals, providing added value over and above intelligence and information routinely available such
as that contained within health profiles or the Joint Strategic Needs Assessment (JSNA).
It is intended to inform local strategies, policy and practice across a range of organisations and interests and to highlight
opportunities to improve the health and wellbeing of people in Leicestershire. The annual report is an important vehicle by
which Directors of Public Health can identify key issues, flag up problems, report progress and thereby serve their local
populations. It is also a key resource to inform stakeholders of priorities and recommend actions to improve and protect the
health of the communities they serve.

3 Annual Report of the Leicestershire Director of Public Health 2018
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Within this report, data is presented on the changing population of Leicestershire, the prevalence of individual and
multiple conditions in the population and data on excess winter deaths and place of death. The content should be used by
commissioners and providers of services to respond to changes in the health of Leicestershire residents.

3. Recommendations and summary
Like last year’s report, I am aware that this one is ‘data heavy’. Each slide should contain something of relevance for commissioners and providers
of services to reflect on in their plans, as well stimulating wider public debate on the changing nature of the population’s health. There are, though,
actions I intend to progress through the work of the public health department:
If there is one thing we can all do it is to promote ‘healthy ageing’. There are many ways
to do this:

Social Isolation/Loneliness
Being socially connected to friends, family and the wider community is a key element
of healthy ageing. In addition to utilising the social prescribing model for Leicestershire
to connect people with their communities, the Council’s ‘tackling loneliness and social
isolation project’, alongside the Government Strategy for tackling loneliness, will provide
further opportunities for the whole council to ‘do more’ on loneliness.

‘Social prescribing’ is a key way in which broader services can help support the frail,
and those with multiple health conditions to maintain independence. I will ensure
that the model for social prescribing in Leicestershire, with public health services at its
heart, continues to be integral to the emerging integrated locality teams.
The social prescribing model should consider how frail patients in the community
should have a home assessment for trip hazards and for other risks such as poor
medication compliance, social isolation, difficulty with the activities of daily living, and
alleviating the strain on carers.

Falls
Falls are a serious health issue for older people, with around a third of all people aged
65 and over falling each year. Regular physical activity, can develop and maintain
strength and balance in frail patients.
We will continue to support the implementation of the Falls programme with an
emphasis on evaluating the effectiveness of the postural stability programmes.
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Physical activity is a key preventative element of healthy ageing – from protecting
against some forms of dementia, to reducing the risk of depression, heart disease and
the risk of a fall in older age.
Working with partners in Leicester-Shire and Rutland Sport (LRS) and district
councils, Public Health will ensure that muscle strengthening activity and physical
activities of older people are reflected in sport and physical activity plans.

Carers
Supporting Carers and supporting them to be healthy is a key element to ensuring a
good outcome for the frail and those with multiple health conditions.
The recently adopted Carers Strategy across Leicestershire, Leicester City and Rutland
sets out a broad programme of support for carers. Within public health I will ensure
we play our part in the implementation of the Carer’s strategy, ensuring that public
health information services provide good advice to carers.

Support the health care system to treat the person,
not the individual condition
Healthcare systems are not currently designed to treat patients with multiple illnesses.
The recently produced LLR Frailty Resource Pack is a welcome step to local health
services understanding, and responding to, frailty.
Through the specialist support provided by public health consultants to CCG’s and the
broader health system, public health can play a part in redesigning pathways to take
account of frailty and multi-morbidity. The introduction of risk stratification software
in GP practices will give better quality, comprehensive data on multi-morbidity. Public
Health should use this to target work and influence pathway development.
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Promote Social Prescribing in Leicestershire

Physical Activity

Health Summary of Leicestershire 2018
Health summary of Leicestershire 2018

Life expectancy
and causes of
death

Injuries and ill
health

Behavioural risk
factors

Child health

Wider
determinants of
health

Health
protection

Indicator Name
Life expectancy at birth

2014 - 16

Under 75 mortality rate: all causes

2014 - 16
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Sex
Female
Male
Persons

Under 75 mortality rate: cancer

2014 - 16

Persons

Under 75 mortality rate: cardiovascular

2014 - 16

Persons

Suicide rate

2014 - 16

Persons

Cancer diagnosed at early stage

2016

Persons

Dementia diagnoses (aged 65+)

2018

Persons

Diabetes diagnoses (aged 17+)

2017

Persons

Hip fractures in older people (aged 65+)

2016/17

Persons

Hospital stays for self-harm

2016/17

Persons

Killed and seriously injured on roads

2014 - 16

Persons

Alcohol-related harm hospital stays

2016/17

Persons

Alcohol-speciﬁc hospital stays (under 18s)

2014/15 - 16/17

Persons

Excess weight in adults (aged 18+)

2016/17

Persons

Physically active adults (aged 19+)

2016/17

Persons

Smoking prevalence in adults (aged 18+)

2017

Persons

Breastfeeding initiation

2016/17

Female

Infant mortality rate

2014 - 16

Persons

Obese children (aged 10-11)

2016/17

Persons

Smoking status at time of delivery

2016/17

Female

Under 18 conceptions

2016

Female

Children in low income families (under 16s)

2015

Persons

Employment rate (aged 16-64)

2016/17

Persons

GCSEs achieved

2015/16

Persons

Statutory homelessness

2016/17

Persons

Violent crime (violence oﬀences)

2016/17

Persons

Excess winter deaths

Aug 2013 - Jul 2016

Persons

New cases of tuberculosis

2015 - 17

Persons

New sexually transmitted infections

2017

Persons

Compared To England Value or Target
Better
Not compared
Source: Local Authority Health Proﬁles, Public Health England.

Time Period

Similar

Produced by the Strategic Business Intelligence Team, Leicestershire County Council, 2018.
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Life expectancy for both males and females is signiﬁcantly
better than the national average
l Healthy life expectancy for both males and females is
signiﬁcantly better than the national average
l Suicide rate is similar to the national average
l Dementia diagnoses are similar to the benchmark goal of
66.7%
l Diabetes diagnoses are similar to the national average
l Hip fractures in older people are similar to the national
average
l Admissions to hospital for alcohol speciﬁc conditions for under
18s and all ages are both signiﬁcantly better than the national
average
l Excess weight in adults is similar to the national average
l The percentage of physically active adults is similar to the
national average
l Smoking prevalence is signiﬁcantly better than the national
average
l Under 18 conceptions (teenage pregnancy rate) is signiﬁcantly
better than the national average
l Children with excess weight aged 4-5 years and aged 10-11
years are both signiﬁcantly better than the national average
l School readiness: achieving a good level of development at the
end of reception is similar to the national average
l Excess winter deaths is similar to the national average
l 5.9% of all-cause adult mortality is attributable to air
pollution, measured as ﬁne particulate matter, PM2.5. Nationally,
air pollution is attributable to 5.3% of all adult deaths.
l

Group

4. The ageing population
The ‘ageing population’ is rightly seen as a big issue for health, social care, other public services
and society as a whole. Previous annual reports have highlighted the profound changes in our
population both now and in the future.
The latest Joint Strategic Needs Assessment (JSNA) for Leicestershire states that, of the predicted overall population growth
in Leicestershire to 2041 of 107,000 people, roughly three quarters of that growth will be in the 65+ age group.
But getting older on its own should not drive up healthcare costs. The growth of our older population - people living longer,
healthier lives should be celebrated. Our older population are a valued part of our community and contribute a wealth
of experience and skills. Many of the older population are active members of the community, contribute to third sector
organisations and work as informal carers.
But the key phrase in celebrating older life is ‘healthier lives’. We know that healthy life expectancy is not increasing at the
same rate as overall life expectancy, with recent signs that increases in life expectancy have now stalled.

The increasing number of health conditions and age-related impairments, and the inevitable high cost of care as we get
closer to death at whatever age, are strongly linked to healthcare costs.
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This means we are living more years in poorer health, often with an increasing number of health conditions in a health
system that is designed to respond to single diseases and acute health problems.

4.1 Population
Population Projections in Leicestershire
Between 2016 and 2041 the population of Leicestershire is projected to increase by 15.8% to 787,500 in 2041, an
increase of 107,100 people. This is higher than the projected increase of 12.4% for the East Midlands and 12.1% for
England.1
The greatest cumulative change by broad age group is projected to occur in the 65+ age group, accounting for an additional
74,300 older people in the county by 2041. This represents a projected increase of 54.5%, higher than the national
increase of 51.5%. However, the 85+ age group is projected to experience a percentage growth of 126.6%. The population
in this age group is expected to more than double, from 17,700 persons in 2016 to 40,100 persons in 2041.1
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Population
Projections
in Leicestershire
2016-based
population
projections in Leicestershire
Population 2016
90+
85-89
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
90+
10-14
85-89
5-9
80-84
0-4
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
90+
25-29
85-89
80-84
20-24
75-79
15-19
70-74
10-14
65-69
5-9
60-64
0-4
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
90+
5-9
85-89
0-4
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
5-9
0-4

Population 2041

2016-based population projections in Leicestershire

Please note the population projections are not
forecasts. They do not attempt to predict the
impact of future government or local policies,
Source: Oﬃce for National Statistics (ONS), 2018.
changing economic circumstances or other
factors that may inﬂuence demographic
behaviour.

Population 2016
20K

Population 2041
10K

0K 0K

10K

0K 0K

10K

Males

20K

10K

0K 0K

10K

Males

20K

20K

Females

20K

Females

10K

0K 0K

10K

Males

20K

Females

Population Change 2016 to 2041
0

2,000

4,000

6,000

8,000

10,000

0K

2K

Males

4K

6K

8K

10K

Females
Produced by the Strategic Business Intelligence Team, Leicestershire County Council, 2018.

2,000

4,000
Males
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20K

Females

Population Change 2016 to 2041

0

Source: Oﬃce for National Statistics (ONS), 2018.

10K

Males

20K

90+
85-89
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
90+
10-14
85-89
5-9
80-84
0-4
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
5-9
0-4
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The 2016-based population projections
provide statistics on the potential future size
and age structure of the population. They are
used as a common framework for informing
local-level policy and planning as they are
produced in a consistent way. The projections
take the revised mid-2016 population
estimates as their starting point. The
projected local authority populations for each
The 2016-based
population
projections
on the
year
are calculated
by ageing
provide
statistics
on
the
potential
size
population from the previous year,future
applying
and
age
structure
of
the
population.
They
are
local fertility and mortality rates to calculate
used
as
a
common
framework
for
informing
the number of projected births and deaths,
local-level
policy and
as into
theyand
are out
and then adjusting
forplanning
migration
produced
in
a
consistent
way.
The
projections
of each local authority. The local authority
take
the revised
mid-2016
population
fertility,
mortality
and migration
assumptions
estimates
as
their
starting
The
are derived using estimatedpoint.
values
from the
local
authority
populations
for each
projected
ﬁve years before the base projection year.
year are calculated by ageing on the
population
the previous
year, applying
are not
Please
notefrom
the population
projections
local
fertility
and
mortality
rates
calculate
forecasts. They do not attempt toto
predict
the
the
number
of projected
births
deaths,
impact
of future
government
orand
local
policies,
and
then adjusting
migration into
and out
changing
economic for
circumstances
or other
of
each
local
authority.
The
local
authority
factors that may inﬂuence demographic
fertility,
mortality and migration assumptions
behaviour.
are derived using estimated values from the
ﬁve years before the base projection year.

6,000

8,000

10,000

0K

2K

4K

6K

8K

10K

Females
Produced by the Strategic Business Intelligence Team, Leicestershire County Council, 2018.

Life Expectancy in Leicestershire
Nationally, life expectancy at birth has remained constant for males over the last two time periods and in females over the
last three periods, at 79.5 and 83.1 years respectively. In Leicestershire, life expectancy at birth for males and females have
shown a slight increase from 80.5 to 80.7 years between 2013-15 and 2014-16 in males and from 83.9 to 84.0 years
between 2013-15 and 2014-16 in females.2
Nationally, healthy life expectancy at birth has fallen for males and females compared to the previous time period, from 63.4
years to 63.3 years in males and from 64.1 years to 63.9 years in females. In Leicestershire, healthy life expectancy at birth
Life
at Birth
& Healthy
Life
Expectancy
at Birth
Leicesteshire
in
malesExpectancy
has increased from 63.6
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to 65.2 years
in 2014-16
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healthyin
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4.2 Prevalence of Conditions
GP Recorded Disease Prevalence
With the introduction of the new General Medical Services (GMS) contract in April 2004, a quality framework of indicators
(QOF) was developed for general practice, the QOF. An integral part of the QOF is the collection of prevalence data to allow
practices to case find those patients that require specific management. Prevalence data within the QOF are collected in the
form of practice registers. Please note, while many patients are likely to suffer from co-morbidity, i.e. are diagnosed with
more than one of the clinical conditions included in the QOF clinical domain, robust analysis of co-morbidity is not possible
and therefore patients may be on more than one disease register if they have multiple conditions or risk factors.
The table shows the percentage of patients recorded on a QOF disease register in Leicestershire General Practices. In
2016/17, over 100,000 patients (14.9%) were on the Hypertension disease register and almost 58,000 patients aged 18
years and above (10.7%) were on the Depression disease register in the county. Both these percentages are significantly
higher than the national percentages of 13.8% and 9.1% respectively. Almost 37,000 patients aged 17 years and above
(6.7%) in Leicestershire were recorded on the Diabetes Mellitus register.3 This is identical to national prevalence, but still
represents a substantial burden of ill-health locally.
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With the introduction of the new GMS contract in April 2004, a quality framework of indicators (QOF) was developed for general practice, the QOF. An integral part of the QOF is the
collection of prevalence data to allow practices to case ﬁnd those patients that require speciﬁc management. Prevalence data within the QOF are collected in the form of practice
registers. The purpose of a QOF disease register is to deﬁne a cohort of patients with a particular condition or risk factor. Please note, while many patients are likely to suﬀer from
co-morbidity, i.e. are diagnosed with more than one of the clinical conditions included in the QOF clinical domain, robust analysis of co-morbidity is not possible and therefore patients
may be on more than one disease register if they have multiple conditions or risk factors.

GP Recorded Disease Prevalence
Group

Disease Register

Register

Prevalence

14,073
2.1%
Atrial Fibrillation (All Ages)
20,754
3.1%
Coronary Heart Disease (All Ages)
5,411
1.4%
CVD - Primary Prevention (Ages 30-74)
6,614
1.0%
Heart Failure (All Ages)
Cardiovascular
2,095
0.3%
Heart Failure due to LVSD (All Ages)
100,613
14.9%
Hypertension (All Ages)
3,639
0.5%
Peripheral Artery Disease (All Ages)
12,111
1.8%
Stroke and TIA (All Ages)
With the introduction of the new
GMS(All
contract
18,811 for general practice, the QOF. An integral part
2.8%of the QOF is the
Cancer
Ages) in April 2004, a quality framework of indicators (QOF) was developed
collection of prevalence data toChronic
allow practices
to case
ﬁnd18+)
those patients that require speciﬁc management.
Prevalence data within the QOF are collected in the
form of practice
23,197
4.3%
Kidney Disease
(Ages
High Dependency
is to 17+)
deﬁne a cohort of patients with a particular condition or
risk factor. Please note, while many patients are 6.7%
likely to suﬀer from
registers. The purpose of a QOFDiabetes
diseaseMellitus
register(Ages
36,847
5,664
Palliative
Care
(All one
Ages)
co-morbidity, i.e. are diagnosed
with more
than
of the clinical conditions included in the QOF clinical domain,
robust analysis of co-morbidity is not possible0.8%
and therefore patients
48,394
8.9%
Lifestyle
Obesity
(Ages
may be on more than one disease
register
if 18+)
they have multiple conditions or risk factors.
Osteoporosis (Ages 50+)
1,090
0.4%
Musculoskeletal
Rheumatoid
Arthritis
(Ages
16+)
4,175
0.7%
Group
Disease Register
Register
Prevalence
5,983
0.9%
Dementia
(All
Ages)
14,073
2.1%
Atrial Fibrillation (All Ages)
Depression
(AgesDisease
18+) (All Ages)
57,914
10.7%
20,754
3.1%
Coronary Heart
4,084
0.8%
Neurology
Epilepsy
(Ages Prevention
18+)
5,411
1.4%
CVD - Primary
(Ages 30-74)
Learning
Disabilities
(All
Ages)
2,575
0.4%
6,614
1.0%
Heart Failure (All Ages)
Cardiovascular
5,026
0.7%
Mental
Health
(All
Ages)
2,095
0.3%
Heart Failure due to LVSD (All Ages)
Asthma
(All Ages)
41,600
6.2%
100,613
14.9%
Hypertension
(All
Ages)
Respiratory
COPD
(All Ages)
12,146
1.8%
3,639
0.5%
Peripheral
Artery Disease (All Ages)

GP recorded disease prevalence in Leicestershire, 2016/17

Statistical Signiﬁcance compared to England
Higher than England Average
Lower than England Average
Source: Quality and Outcomes Framework, NHS Digital
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Similar to England

12,111
1.8%
18,811
2.8%
23,197
4.3%
36,847
6.7%
Produced by the Strategic Business Intelligence Team, Leicestershire
County Council, 2018.
5,664
0.8%
48,394
8.9%
1,090
0.4%
4,175
0.7%
5,983
0.9%
57,914
10.7%
4,084
0.8%
2,575
0.4%
5,026
0.7%
41,600
6.2%
12,146
1.8%

Similar to England
Produced by the Strategic Business Intelligence Team, Leicestershire County Council, 2018.
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and TIA (All Ages)
Statistical Signiﬁcance compared toStroke
England
(All Ages)
Higher than England Average Cancer
Lower
than England Average
Chronic Kidney Disease (Ages 18+)
High Dependency
Diabetes
Mellitus (Ages 17+)
Source: Quality and Outcomes Framework,
NHS Digital
Palliative Care (All Ages)
Lifestyle
Obesity (Ages 18+)
Osteoporosis (Ages 50+)
Musculoskeletal
Rheumatoid Arthritis (Ages 16+)
Dementia (All Ages)
Depression (Ages 18+)
Neurology
Epilepsy (Ages 18+)
Learning Disabilities (All Ages)
Mental Health (All Ages)
Asthma (All Ages)
Respiratory
COPD (All Ages)

Hypertension
Cardiovascular disease is a key driver of premature mortality (death under 75 years) and inequalities in Leicester, Leicestershire
and Rutland (LLR). Across LLR the prevalence of coronary heart disease, stroke, heart failure, hypertension and atrial fibrillation are
likely to be underestimated with a large number of patients at risk of CVD remaining undiagnosed and unaware of their CVD risk.
One of the key interventions identified by the Department of Health and NICE in reducing health inequalities within populations
was through optimising blood pressure (BP) control in patients with uncontrolled hypertension.
Increasing the prescribing of antihypertensives by 40% in patients with hypertension, in conjunction with other key interventions,
will contribute to reducing the gap in life expectancy between affluent and deprived groups by around 6%. Hypertension is the
third most costly risk factor across England.
Optimising anti-hypertensive treatment for diagnosed hypertensives in Leicestershire would realise significant cost savings to the
NHS. National guidance suggest that the implementation of targeted hypertension programmes can reduce activity for a wide
variety of conditions including, but not limited to, diabetes, heart failure, strokes and myocardial infarctions.
Hypertension is a ‘trojan horse’ to address multiple long term conditions (e.g. heart failure, diabetes, stroke, dementia and chronic
kidney disease) through the use of prevention (including Health Checks), upskilled primary care staff, a communications campaign
and a streamlined clinical management protocol. The overall integration of primary and secondary prevention should be improved by
developing a more coordinated and high-profile approach around hypertension across the system.

• To improve prevention of hypertension in primary care via optimal use of patient registers, anti-hypertensives and longer term
management of these patients
• To improve the connection between NHS Health Checks, primary prevention (e.g. lifestyle advice and services) and subsequent
hypertension management
• To increase awareness of the importance of checking blood pressure (i.e. Know Your Numbers) both amongst the public and
health professionals.
• To develop a clear end-to-end hypertension prevention pathway and treatment protocol that maximize patient care and
outcomes as well as reducing burden on the system
By working towards the objectives outlined above, the intended outcomes are
• To reduce the number of hypertensives not optimally treated with anti-hypertensives
• To reduce the financial and clinical burden of hypertension and subsequent illness on the NHS
• To avert heart attacks and strokes in line with RightCare estimates
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Locally, work has begun to implement a Hypertension Prevention Programme. The objectives of this are:

Hypertension
The QOF disease register examines the number of people diagnosed with hypertension (high blood pressure) but it is
important to understand the number of people who may have undiagnosed hypertension in the local area. Public Health
England have created hypertension prevalence estimates based on Health Survey for England data from 2013 and 2014 to
help understand this.
It is estimated that 170,000 people in Leicestershire and Rutland have either GP recorded or undiagnosed hypertension.
This is equal to approximately 24.9% of the population. Across Leicestershire and Rutland it is estimated that 70,000
Hypertension prevalence estimates in Leicestershire and Rutland, 2014/15
people are living with undiagnosed and untreated hypertension. In both CCGs, the estimated undiagnosed hypertension
It is estimated
that 170,000
people
in Leicestershire
Rutland Comparisons
have either GPwith
recorded
or undiagnosed
prevalence
is 12.0%,
at GP level
it ranges
from 11.1%and
to 14.2%.
the estimates
and thehypertension.
2014/15 QOFThis is equal to approximately 24.9% of the population. Across
Leicestershire and Rutland, it is estimated that 70,000 people are living with undiagnosed and untreated hypertension. In both CCGs, the estimated undiagnosed hypertension
suggest
that approximately 59.4% of the expected number of people with hypertension in Leicestershire and Rutland are
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Depression and Anxiety
Around a quarter of the over 65s will be affected by depression. The prevalence of depression may be higher
in those living in a care home where up to 40% of older adults may experience depression. Higher rates of
depression are also associated with adults who have suffered a stroke or heart disease or have a diagnosis of
Parkinson’s or Alzheimer’s disease.
The Government’s recent Loneliness Strategy has highlighted the importance of social connections between
individuals and communities. Locally, the social prescribing model, the work of Council services such as Local
Area Coordination and the Council’s initiative on social isolation and loneliness highlight the importance the
County Council attaches to this area of work.
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Depression and Anxiety
The depression recorded prevalence from QOF examines the percentage of the practice register with a diagnosis of depression.5 In contrast, the indicator reporting the percentage of
depression or anxiety among patients is sourced from the GP Patient Survey. Across all time periods presented, the prevalence of depression or anxiety identified in this survey is higher
(12.5% compared to 10.6% in 2016/17), perhaps because patients who have chronic conditions are more likely to respond. However, differences in the two prevalence estimates might
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Percentage reporting depression or anxiety (GPPS)

5

Diabetes
For the Council, Clinical Commissioning Groups and the Health and Wellbeing Board to understand the scope for prevention and make headway in tackling the rising numbers of people with
or at risk of diabetes, it is important to understand not only how many people have diabetes but also the estimated number of people expected to have diabetes given the characteristics of the
population. This will help identify the scale of the challenge in terms of numbers and costs in developing diabetes identification and prevention programmes. It will also help monitor the progress
of closing the gap (i.e. meeting previously unmet need) between observed prevalence and actual prevalence in identifying people at high risk or with undiagnosed diabetes.
In Leicestershire the percentage of the population diagnosed with diabetes has significantly increased over the last five years, from 6.2% in 2012/13 to 6.7% in 2016/17. Nationally, the
percentage has increased year on year throughout this time. The latest data in 2016/17 shows Leicestershire performs similar to the national average (6.7%).7

Diabetes prevalence and estimated diabetes diagnosis rate in Leicestershire
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Trend of estimated diagnosis rate for people with diabetes
aged 17+ in Leicestershire

0

Sight Loss
Prevention of sight loss will help people maintain independent lives as far as possible and reduce needs for social care support, which would be necessary if sight was lost permanently.
The counts of new completions of Certifications of Visual Impairment (all causes - preventable and non-preventable) by a consultant ophthalmologist as a rate of the resident population
in the county have been examined. In Leicestershire the rate of sight loss certifications per 100,000 population has remained significantly worse (higher) than the national average
since 2013/14. The latest data shows in 2016/17 there were 333 new certifications in the county.2 Completing the sight loss certification initiates the process of registration with a local
authority and leads to access to services.
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disorders have been examined separately. Completing the sight loss certiﬁcation initiates
the process of registration with a local authority and leads to access to services.
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5. Multi Morbidity and Frailty
5.1 Multi Morbidity
Multimorbidity, commonly defined as the presence of two or more chronic medical conditions in an individual, is associated
with a greater risk of disability and dying early, a lower quality of life and increased healthcare utilisation, including
emergency admissions.
Studies show that multimorbidity is more common in older people, women and those who come from poorer backgrounds.
However, it’s not just a problem for these groups. People across all ages and backgrounds can develop multi morbidity.
Rates of multi morbidity in older people are largely due to higher rates of physical health problems or conditions. However, in
the less affluent, multimorbidity due to combinations of physical and mental health conditions is common.
Patients with multiple long term conditions often have complicated medical needs, including having to manage multiple
illnesses and complex medication regimens. Multimorbidity also affects the quality of life of the families and carers of
patients affected.
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Multimorbidity has a substantial impact on various health services ranging from general practice to end-of-life care. Much of
the management of patients with multimorbidity is undertaken in primary care, placing large demands on GPs.

Forecasted prevalence of Long Term Conditions in people aged 65 years and
above
The chart shows the projected number of people over the age of 65 years with a long term condition between 2017 and
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number
predicted
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The chart shows the projected number of people over the age of 65 with a long term condition between 2017 and 2035 in Leicestershire. The numbers are based on the current
prevalence rates applied to projected populations. Please note, the numbers refer to people on individual registers i.e. people with multi-morbidities will be counted on each register,
therefore
120K the totals will be greater than projected populations for the over 65s. The projected increase in number of people with the following conditions between 2017 and 2035 in
17,028
Leicestershire is: Dementia (80.0%), Stroke (51.3%), Bronchitis and emphysema (46.4%), Heart attack (47.9%), Depression (45.4%), Diabetes (44.8%), Obesity (38.5%).

Prevalence estimates of Multi-Morbidity
Although multi-morbidity (presence of multiple chronic (long-term) conditions) has been researched extensively, there
is currently no consensus on its precise definition. The number, type (physical or mental health) and selection criteria
for conditions included in multi-morbidity indices vary from one author to another. The differences in definitions and
measurement tools give rise to non-comparable information on the prevalence of multi-morbidity across various studies.
Barnett et al.9 defined multi-morbidity as the presence of two or more chronic conditions from 40 specified conditions, and
reported prevalence by sex, age group and area deprivation decile. The data reported here are based on two or more, three
or more, and physical and mental health comorbidity only.
Prevalence estimates for the East Midlands show, regardless of gender, as we age the prevalence of multi-morbidity
increases. In each age group, the prevalence of two or more chronic conditions was the highest, followed by three or more
chronic conditions and the physical and mental health comorbidity. In Leicestershire, the highest count of people (65,000)
with multi-morbidity was in the 65-84 years age group with two or more conditions respectively. This was followed by the
45-64 years age group with two or more conditions (53,000) and the 65-84 years age group with three or more conditions
(44,000). Interestingly, there was a higher count of people with two or more chronic conditions in the 25-44 years age
group compared to those in the 85 year and above age group. This is likely to reflect the smaller absolute population in the
older age group.10
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Prevalence estimates of Multi-Morbidity
Estimated prevalence of multi-morbidity by number of chronic conditions and age
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5.2 Frailty and Hospital Admissions
The strongest risk factor for frailty is age but not all old or very old adults are frail, nor is it always associated with comorbidity or disability. Frailty is a long-term condition which can predate a health crisis by a decade or more and many
people with frailty also have multimorbidity.
Frail individuals have up to ten times the rate of adverse outcomes such as falls, hospital or care home admissions, and are
less able to cope with life events such as illness and trauma.
It describes how our bodies gradually lose their in-built reserves, leaving us vulnerable to dramatic, sudden changes in
health triggered by seemingly small events such as a minor infection or a change in medication or environment. Frailty
defines the group of older people who are at highest risk of adverse outcomes such as falls, disability, admission to hospital,
or the need for long-term care.
Older people with moderate to severe frailty are often well known to local health and social care professionals. They usually
have weak muscles and also usually have other conditions like arthritis, poor eyesight, deafness and memory problems.
This means older people with frailty will walk slowly, get tired easily and struggle to get out of a chair or climb stairs. Typically
therefore they are housebound, or only able to leave their home with help.
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Emergency admission for residents aged 65 years and above
Good management of long term conditions requires effective collaboration across the health and care system to support people in managing conditions and to promote swift recovery
and reablement after acute illness. There should be shared responsibility across the system so that all parts of the health and care system improve the quality of care and reduce the
frequency and necessity for emergency admissions.
In 2017/18, the crude rate of emergency admissions for patients aged 65 years and above in Leicestershire is 24,770 per 100,000 population aged 65 years and above. This is the
6th highest rate out of the 16 CIPFA nearest neighbours to Leicestershire.11 The map illustrates the variation across Leicestershire in the rate of emergency admissions for people aged
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Falls
Regular physical activity can develop and maintain strength and balance. Poor muscle strength increases the risk of a fall by
three quarters in older adults.
Locally, the Falls programme has put in place a number of interventions.
The Postural Stability Programmes continue to be delivered across the County CCG footprints. As a result of the additional
funding approved by East and West CCG to enable the Falls programme to continue until March 2019, the Postural Stability
Programme continues. This investment from the CCG's will enable a further 18 courses (14 week duration) to be completed
by the end of the financial year. As each course ends, each candidate will undertake a repeated falls risk prediction tools to
identify the impact of the programme.
The Therapy Triage service continues to review referrals into the consultant falls clinic and redirect a large number of these
directly to Therapy review and support. As a result patients are continuing to benefit from drastically reduced waits, therapy
interventions in a timely manner and only onwardly referred to a Consultant Falls clinic if it is professionally supported by the
Leicestershire, Leicester City and Rutland (LLR) Falls Therapists.

The Ambulance and Fire Service have agreed to work together to design the pilot Falls Response service. This service will
respond to fallers who have been triaged as not requiring medical intervention to lift hem up, but still need lifting from the
floor promptly.
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The Falls Prevention Programme within community settings to be launched in August 2018 (delayed from June 2018).
The programme will run for 12 months and strengthen the prevention/self assessment/early intervention activities for LLR
regarding those at risk of falling in the future.

Emergency Admissions from Falls
Falls are the largest cause of emergency hospital admissions for older people, and significantly impact on long term outcomes, e.g. they are a major precipitant of people moving from
their own home to long-term nursing or residential care. The highest risk of falls are in those aged 65 years and above and it is estimated that about 30% of people aged 65 years and
above living at home and about 50% of people aged 80 years and above living at home or in residential care will experience an episode of fall at least once a year.
The local data for Leicestershire shows the rate of emergency admissions for falls increases with age, with the rate of admissions for those aged 80 years and above being five times
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Dementia
Dementia describes a group of symptoms associated with a decline in memory and other thinking skills, severe enough to
reduce a person’s ability to go about their daily business. Alzheimer’s disease accounts for between two thirds and three
quarters of cases.
There are a number of changes at different stages of life that evidence suggests could help prevent more than a third
of cases of dementia. Dementia in later life is associated with low educational attainment in childhood, hearing loss,
hypertension, obesity, smoking, depression, physical inactivity, social isolation, and diabetes.
Age is also associated with increasing levels of dementia but dementia itself is not an inevitable part of ageing
Smoking is one of the biggest lifestyle risk factors for dementia. It doubles the risk of dementia by increasing the risk of
cardiovascular disease, diabetes and stroke. One of the best ways to prevent dementia is to quit smoking.
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Emergency Admissions from Dementia
This indicator is useful to understand the variation in the provision of care of people with dementia in England. It examines the trend in the directly age standardised rate of emergency
inpatient hospital admissions for people with a mention of dementia in any of the diagnosis code positions (aged 65 years and above) per 100,000 population in Leicestershire. Over
the last five years, the rate has remained significantly better (lower) than the national average and has seen a year on year decrease over the last two years.13
The map illustrates the variation across Leicestershire in the rate of emergency admissions for people aged 65 years and above with dementia and will identify areas where the rates are
both higher and lower than the national average. Areas of both types identified might warrant further investigation to establish either the underlying causes for higher rates and thus gain
an understanding of where improvements might be required, or for lower rates what good practice might look like. Areas in Coalville, Shepshed, Hinckley, Loughborough and Ashby-deEmergency
admissions
(aged
65+)
with
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ofresidents
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12
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Numerator: Emergency admissions with any mention of dementia (F00-F04, G30 & G31) in any diagnostic ﬁeld position and an emergency admission code (episode order number = 1, admission method
starts with 2). Age at admission 65 and over. Ordinary admission only (classpat = 1). Admissions are only included if they have a valid Local Authority code. Denominator: Local Authority estimates of
resident population, Oﬃce for National Statistics (ONS)
Source: HES, ONS population estimates and Fingertips, PHE
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Emergency Admissions from any Frailty Diagnosis
To understand where frailty is higher than expected in the county, we used Hospital Episode Statistics to extract the unique
patients aged 65 years and over who had one or more frailty syndrome diagnosis code in any diagnosis field. Definitions
of the frailty syndromes were provided from J Soong et al.14. Across the county, almost 20,000 people aged 65 years
and over with one or more frailty syndromes were admitted to hospital between 2014/15 to 2016/17. The map illustrates
the variation across Leicestershire in the rate of emergency admissions for people aged 65 years and above with at least
one frailty syndrome and will identify areas where the rates are both higher and lower than the national average. Areas in
Loughborough, Coalville, Shepshed, Hinckley, Wigston and Ashby-de-la-Zouch may benefit from targeted intervention to
reduce emergency admissions due to frailty from residents in these areas.15
The analysis also allows us to estimate what conditions and syndromes related to frailty we might want to prioritise due to
the demand imparted on the acute health system. In Leicestershire, evidence points to dementia diagnoses and admissions
related to falls.15
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Numerator: Counts of unique patients aged 65 and over, with ﬁnshed admission episodes (where EPISTAT=3 and EPIORDER=1) in the ﬁnancial years 2014/15, 2015/16 and/or 2016/17, and at least one ICD diagnosis
code in any of the following groups: Anxiety & Depression: F32, F33, F34, F38, F41, F43, F44; Delirium: F05; Dementia: F00, F01, F02, F03, F04; Senility: R54; Pressure ulcers: L89; Incontinence: R15, R32; Functional
dependencies: Z74, Z75; Mobility problems: R26; Falls and fractures: S32, S33, S42, S43, S62, S72, S73 OR cause in: W06, W07, W08, W09, W10, W11, W12, W13, W14, W15, W16, W17, W18, W19. Where patients had
multiple admission episodes, the most recent admission episode for that patient was used to get the patients age, address and GP practice to group by to avoid double counting patients. Denominator: Counts of unique
patients aged 65 and over, with ﬁnshed admission episodes (where EPISTAT=3 and EPIORDER=1) in the ﬁnancial years 2014/15, 2015/16 and/or 2016/17.

Source: HES, NHS Digital and ONS mid-year population estimates

Data provided by Public Health England, Local Knowledge and Intelligence Service East Midlands
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5.3 Mortality
Excess Winter Deaths
In common with other countries, more people die in the winter than in the summer in England and Wales. The Excess
Winter Deaths (EWD) Index is defined as the ratio of extra deaths from all causes that occur in the winter months compared
with the expected number of deaths, based on the average of the number of non-winter deaths. Between August 2013 to
July 2016 there were an estimated 889 excess winter deaths in Leicestershire. This represents a EWD Index of 15.8%,
which means that 15.8% more deaths occurred in the winter months compared with the non-winter months.2 As it is
common to observe large fluctuations in EWDs for which trends over time are often not smooth, we have presented a
three-year moving average to smooth out any short-term fluctuations and make the trend over time clearer in the graphs
presented.
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Nationally, EWDs are generally higher in females and the elderly. In Leicestershire the EWD Index for those aged 85 years
and above has been consistently higher (although not significantly) than those of all ages since recordings began. When
examining by gender, on a national level, the EWD Index for females aged 85 and above has been higher than males
(although not always significantly) for the last 12 time periods. In Leicestershire, the EWD Index for males aged 85 and
above has been higher (although not significantly) than females in the same age group for the last three time periods.2

from all causes that occur in the winter months compared with the expected number of deaths, based on the average of the number of non-winter deaths. Between August 2013 to July
2016 there were an estimated 889 excess winter deaths in Leicestershire. This represents a EWD Index of 15.8%, which means that 15.8% more deaths occurred in the winter months
compared with the non-winter months. As it is common to observe large ﬂuctuations in EWDs for which trends over time are often not smooth, we have presented a three-year moving
average to smooth out any short-term ﬂuctuations and make the trend over time clearer in the graphs presented. Nationally, EWDs are generally higher in females and the elderly. In
Leicestershire the EWD Index for those aged 85 years and above has been consistently higher (although not signiﬁcantly) than those of all ages since recordings began. When examining
by gender, on a national level, the EWD Index for females aged 85 and above has been higher than males (although not always signiﬁcantly) for the last 12 time periods. In
Leicestershire, the EWD Index for males aged 85 and above has been higher (although not signiﬁcantly) than females in the same age group for the last three time periods.
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Deaths in Usual Place of Residence
The proportion of deaths in usual place of residence (DiUPR) is a key indicator for end of life care and acts as a proxy quality marker for choice and access. The latest data from 2016
shows as age increases, the proportion of people dying in their usual place of residence increases. In Leicestershire over the last six years, the percentage of DiUPR has significantly
increased. This pattern is consistent across all age bands.16
When examining DiUPR by cause of death in 2015, this showed Dementia and Alzheimer’s disease had the highest percentage of DiUPR (73.1%), followed by Cancer (49.9%),
Circulatory disease (44.3%) and Respiratory disease (33.1%). Trend analysis for Leicestershire shows that deaths in usual place of residence for Respiratory disease has shown no
Deathincrease
in Usual
Residence
(DiUPR)
in and
Leicestershire
significant
over timePlace
whereas of
Dementia
and Alzheimer’s
disease, Cancer
Circulatory disease have all shown significant increases in the percentage of DiUPR.16
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6. Treating the person, not the condition
The challenge of frailty and multi morbidity will need action in a number of areas. There are
broadly:
• actions the health and care system need to consider to help them care successfully for patients
with multiple conditions;
• actions public health and wider local government can support to help people live a healthy old age,
and;
• actions that public sector partners can work together on to reduce isolation and encourage
participation in communities

The health system

For healthcare, this suggests a need to ensure investment in improved primary care, prevention, case management and
integrated/co-ordinated NHS and social care. Improvements to information sharing across services, and implementing ‘risk
stratification’ tools in general practice will help.
GPs when caring for younger and poorer patients with multimorbidity, should consider the cross over between physical
and mental health morbidities. By comparison, when caring for older patients with multimorbidity, the sheer number of
morbidities is likely to define a patients’ needs. A well thought out collaborative planning process is crucial for people with
multimorbidity.
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The longer term challenge for the health system is shifting away from treating individual diseases towards providing help for
people with a number of different conditions. This help should be the earlier the better and preferably, in their own communities.
The ‘system’ should be about prevention, early identification and management of conditions, ideally within primary care, to
prevent the onset of ill health.

Promote healthy ageing
We need to maintain good health throughout life. Quitting smoking, being physically active and eating well will not only help
slow the earlier onset of chronic conditions such as osteoarthritis and diabetes, but lifestyle improvements in those with
multiple health conditions and the frail can help them keep well.

Loneliness and social isolation
Being housebound is a risk factor for loneliness, and that loneliness is itself a risk factor for depression, poor sleep, impaired
thinking skills, higher use of health care with more GP visits, higher use of medication, and higher incidence of falls. Linked
to prevention and social prescribing, tackling loneliness and supporting people in their own communities will help mitigate
the increasing numbers of frail people.
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Social Prescribing
Social prescribing is a way of linking patients in primary care with sources of support within the community. It provides GPs
with a non-medical referral option that can operate alongside existing treatments to improve health and well-being.
In Leicestershire the vision for social prescribing is that: ‘We will work together to create a coherent social prescribing offer
across Leicestershire that will benefit citizens by allowing them greater access to our menu of services and community
resources, to enhance their health and wellbeing’.
The Council’s ‘First Contact Plus’ service acts as the coordinating “front door” for accessing a range of social prescribing
solutions, as illustrated by Figure 1.

Emerging Model for Social Prescribing
Patient and GP Dialogue
Consent for referral for
social prescription

Lightbulb
Leicestershire’s
Integrated Housing
Support

Information,
Advice and Guidance
Core Offer
Digital Council
Integrated Points of
Access

Social Support/
Community Support
Local Area Co-ordinators (LAC)
LCC’s Communities Strategy
Voluntary Sector Officer

First Contact Plus
Navigator for Social
Prescribing

Wellbeing and
Wellness Services
Recovery College
Smoking Cessation
Diabetes Prevention
Carers Support
IAPT

Volunteering
Timebanking
Targeted community
capacity building in
response to
community need

Figure 1
The social prescribing model recognises that the ‘offer’ would not be the same in the two areas as, for example, the physical
activity services and approach to community development vary by district council.
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Physical Activity
Exercise on Referral
District Councils’
Physical Activity Offer

Local Area Coordination
Local Area Coordination (LAC) is an approach to supporting people and their families to have a good life as part of their local
community that is a central part of the social prescribing model.
Rather than waiting for people to fall into crisis, assessing deficits, testing eligibility and fitting people into more expensive
(and increasingly unaffordable) services, it works alongside people to:
• Build and pursue their personal vision for a good life,
• Stay strong, safe and connected as contributing citizens,
• Find practical, non-service solutions to problems wherever possible, and
• Build more welcoming, inclusive and supportive communities.
Local Area Coordinators take time to build valued, trusting relationships with individuals, families and communities – they
start with supporting people to build a vision for a good life and the ways they may get there. Services are the last part of the
conversation.
By starting with asking ‘what matters to you?’ rather than ‘what’s the matter?’ they promote a focus on person-centred care
rather than on individual medical conditions.

Informal carers, friends and family, often provide considerable support to people with multimorbidity. It is important to take
an integrated approach to identifying and assessing carer health and wellbeing. Carers have worse health outcomes than
people who are not carers and that they might need support too. 70% of carers come into contact with health professionals
with only around 10% being identified as carers.
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Support for carers

7. Feedback on recommendations for 2017
Air quality
As an emerging national risk to health, I would encourage a partnership approach between Leicestershire County Council,
District Councils, businesses and other partners to address this issue with the urgency and scale that it requires.

Response:
Public Health have started to map a range of air quality related health conditions against modelled air quality across
Leicestershire, and will be working with new modelling software within the Department Environment & Transport and
the University of Leicester to take this forward.

Demography
The figures for life expectancy, healthy life expectancy and population change make it clear that Leicestershire’s population is
undergoing rapid change. It is estimated that 56,000 men and 58,000 women are living in the ‘age gap’ between healthy
life expectancy and life expectancy, potentially in poor health. This accounts for 17% of the population in the county. It is
imperative that government funding formulas reflect the drivers for demand for our services, such as adult social care, so that
Leicestershire can plan for this ongoing change.

Response:
The recommendation still stands. Council officers and members continue to lobby for fairer funding work. It is hoped we
will have sight of the new system in the spring for implementation for 2020/21.
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This Winter will see the launch of an action plan for air quality in Leicestershire focussing on better data and intelligence,
active travel promotion in identified hot spots, and a communications campaign to educate wider public on what they
can do to reduce their own impact on air quality and protect themselves and their families if they have health issues
exacerbated by poor air quality”

Lifestyles
Around two-thirds of deaths among the under 75s are caused by diseases and illness that are largely avoidable, including
cancer and diseases of the circulatory system. Many of the direct causes are due to lifestyle related factors and are preceded
by long periods of ill‑health. I will ensure that lifestyle services tackle multiple lifestyle risk factors and that such services are
integral to developments such as Integrated Locality Teams.

Response:
Following public consultation, Council Cabinet approved the development of a new model for an integrated lifestyle
service to be in place for September 2019. The model will deliver:
a.	 Universal Tier 1 support for all residents – The provision of online evidence-based information on healthy eating,
nutrition and cooking that is consistent with NICE Guidelines;
b.	 Integrated lifestyle service triage - The introduction of a telephone-based triage service to develop personalised
behaviour change plans and co-ordinate access to lifestyle services as necessary. Some people will need only oneoff information, advice and guidance. Other people will need more support and for weight management would be
referred to the in-house Tier 2 service;

d.	 Improved cross referral - improving integration and cross referral of people across lifestyle services including physical
activity services delivered by district councils.
Through the work of the Unified Prevention Board (UPB – a sub-group of the Health and Well Being board), prevention
services are represented at each integrated locality team across Leicestershire, helping ensure that prevention play a key
part in the development of multi-disciplinary working across health and social care.
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c.	 In-house Tier 2 weight management service working alongside the existing Quit Ready smoking cessation service.
The adult weight management service will operate using a combination of online/web based information, telephone
support, app, text and web-chat approaches and face to face groups for specific, targeted, service users to form an
integrated and multi-component service. Access will be by self-referral or GP referral to online information or to the
existing First Contact Plus (FC+) telephone service.

Alcohol
Alcohol specific hospital admissions highlight ‘hotspots’ around the county where such admissions occur. I will help develop
stronger links between the Leicestershire Community Safety Partnership Board and the Health and Wellbeing Board to work
on identified joint priorities such as alcohol related admissions.

Response:
Public Health completed a needs assessment to explore links between health & wellbeing and community safety. This
led to the development of 5 priority areas of focus, one of which is alcohol misuse. These priorities have been endorsed
by the Leicestershire Safer Communities Strategic Board and the Health and Wellbeing Board. In addition, Public Health
is leading on the development of a substance misuse strategy which will include elements such as criminal justice and
domestic abuse and will have key partners such as the police at the heart of its development.
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The Office of the Police and Crime Commissioner (OPCC) are leading on the development of ‘People Zones’ which
are geographically defined areas wherein public services (including health, police, local authorities, fire services and
criminal justice services) work collaboratively to address the key social problems for that particular area. The intention
is to address the issues that are the highest priority for the local community and the organisations that support them.
One of the People Zone areas is Bell Foundry which has the highest number of alcohol specific hospital admissions
in Leicestershire. Stakeholders within this People Zone area have identified drug related crime as a key issue and an
ambition statement has been developed which focuses on addressing substance misuse

Weight management
Although our weight management services show a level of effectiveness, it is clear that they are, in part, providing for a
group of patients with a higher level of need than they were designed for. I would re-new a call for all partners, including
Clinical Commissioning Groups (CCGs), to recognise their commissioning responsibilities in the creation of an integrated
weight management pathway.

Response:
Obesity related ill-health and the importance of having an obesity pathway in place has been recognised across the
healthcare system in Leicester, Leicestershire and Rutland, and is part of several work streams to redesign patient
pathways (e.g. gastroenterology and cardiology), led by University Hospitals Leicester NHS Trust.
The Council’s part of the ‘obesity pathway’ has been redesigned and through this work the continued gap in CCG
commissioned specialist weight management services has been highlighted. There will be some groups not eligible
for Council weight management services (e.g. people with complex obesity-related ill health, people with learning
disabilities and women who are pregnant) that may not have access to weight management support unless this gap is
addressed.
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Deprivation and rural health
Although relatively affluent as a whole, analysis of the ‘housing and environment’ domain of the Index of Multiple Deprivation
shows that Leicestershire faces challenges around housing and access to services. A priority for public health in the next
year will be to examine rural health in more depth and ensure that robust plans are in place to tackle rural health issues.

Response:
The recently completed demography chapter of the Joint Strategic Needs Assessment (JSNA) 2018-2021 sets out
data on the health and well being needs of Leicestershire both now and into the future. The JSNA sets out the key rural
health issues that should be borne in mind by commissioners and providers.
Farmers and other agricultural workers are included amongst occupational groups that are at particularly high suicide
risk (other groups include nurses and doctors). For example, GPs in rural areas, aware of the higher rates of suicide in
farmers and agricultural workers, will be well prepared to assess and manage depression and suicide risk.
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The recently launched ‘Start a Conversation’ campaign tackling attitudes and stigma towards death by suicide,
recognises the importance of rurality as a risk factor. The Leicestershire and Rutland Rural Partnership holds a series of
suicide prevention awareness training workshops across the county.
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Public views of access to
GPs in Leicester and
Leicestershire
September 2018

ii

Introduction
The first place many of us will use the NHS services,
is through our GP practice. So, it is not surprising
that the most common experience shared to
Healthwatch, is that of using (or trying to use) GP
services.
As such we felt it was important to focus on the
patient experience of GP services during the first
few months of the newly established Healthwatch
organisation covering Leicester City and
Leicestershire.
Building on the survey work completed by
Healthwatch Leicestershire (Your views about GP
services – Nov 2017) we are looking to understand
the public support for how GP services will change
in the coming years.

Methodology
A survey was created by Healthwatch Leicester and
Healthwatch Leicestershire to gather people’s
experiences of accessing GP services.
Our overarching aims were to assess; access to
appointments, patient choice and to look at ways to
improve the service for patients.
During July – September 2018, we attended
meetings, festivals and events across the city and
county to speak to people about their GP services
and to complete the survey.
The survey was made available online and cascaded
to all Healthwatch contacts and other networks. The
survey was also promoted via social media.
211 surveys were completed.
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Key findings
The project aimed to engage with a range of people
using GP services in Leicester and Leicestershire.
The demographic information collected showed
that most of the respondents identified themselves
as being White British. There were a higher number
of female respondents than male and the highest
percentage of respondents were aged between 35
and 59 years old.
Booking appointments was predominantly carried
out by telephone with almost 75% of respondents
using telephone booking. Perhaps as a result of the
dominance of telephone booking, improvements to
the telephone systems of practices were a common
theme suggested by respondents with comments
about being cut off and being on hold for long
periods of time. There were also comments about
the difficulties of getting through and then there
being no appointments left.
There was a relative lack of online booking and
suggested improvements were around making
more appointments available including next day
appointment.
45% of respondents said that they were not offered
a choice of practitioner when they booked an
appointment, but continuity of care was an area for
improvement for a number of respondents,
particularly in relation to those with ongoing health
conditions such as mental health concerns.
Although 62% of respondents said that they were
either completely satisfied or satisfied with their
practice opening times, there were some that raised
opening times as an area for improvement.
Suggestions were generally in relation to practices
being open for longer in the evenings and opening
at weekends in order to accommodate the working
patterns of some patients and make appointments
more accessible.

When accessing out of hours primary care,
respondents opted for a range of services.
Promisingly less than 5% said that they would turn
to A&E rather than using another primary care
service.
Improvements suggested by respondents other
than in relation to the process of booking
appointments or accessing a preferred practitioner
covered a range of issues, including increasing staff
at all levels to improve services, providing better
training for reception staff to provide better
customer service and environmental improvements
such as increased car parking.
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Results
Who took part
We spoke to a range of people as part of this project
and the following results show the characteristics
of the people that took part in the survey.

Location
Respondents were asked what part of Leicestershire
they lived in. The respondents also included two
people from out of the area but as they account for
a low percentage of responses they have not been
removed.

Gender
Female respondents accounted for around two
thirds of the total respondents at 65.9% and male
respondents accounted for 29.4% with 4.7%
preferring not to say.

The highest percentage of respondents lived in
Charnwood, with Leicester City accounting for the
next highest percentage. Blaby made up the lowest
percentage of respondents, followed by Melton.

Ethnicity
White British respondents made up the highest
percentage of respondents at 72%. The next highest
group identified as Indian (15.2%); respondents who
identified as Pakistani made up 1.9% of respondents.

Age
The highest percentage of respondents were in the
age bracket 35-59; followed by those aged 60-75.
The lowest percentage of responses were from
those aged under 16, followed by 16-24-year olds
and then 25-34-year olds.

Booking appointments
The highest percentage of respondents said that
they usually booked their appointments by
telephone (74.9%); 12.8% booked in person and
11.4% booked appointments online. None of the
respondents said that they used email to book an
appointment.
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Respondents were asked if it was easy to get through
to their GP practice by telephone in order to make
an appointment. The responses almost evenly
divided with 51% saying that it was easy to get
through to their practice by phone and 49% saying
that it was not.

When looking at the age groups who are using each
method, online booking was not being used by
younger age groups to book appointments. All
respondents aged under 24 used the telephone to
book their appointments and the 60-75 year old
age group make up the largest percentage of people
booking online at 41.7%.

Booking appointments was the most common
theme for respondents when they were asked what
one improvement they would like to see at their
practice. Within this theme there were a number of
areas that people suggested for improvement.
There were some comments about the use of online
booking systems, with one respondent asking that
the practice “allow online booking for next day
appointments.” Another suggested that they would
like to be ‘able to book everything online.’

A breakdown of ethnicity shows that online booking
was not used at all by those identifying as Indian,
Pakistani, Bangladeshi or African and that the
telephone is favoured. Those identifying as White
British were more likely to use online booking at
13.8% but there is low take up on online booking
generally. However, it is difficult to draw conclusions
from this as there are a number of ethnic groups or
nationalities who are not represented in the survey.

Others commented on the difficulty of getting
appointments, particularly appointments in advance
and one told of how they would present at the GP
practice in order to get a same day appointment
saying, “I have found the best way to get an
appointment is to visit at 8am.” Others spoke of how
they would have to call first thing in the morning,
would struggle to get through and then find that
there were no appointments left with one respondent
commenting that “you have to ring them at 8am or
1.30pm sharp. Two minutes after that there would
be no appointments available.”
Waiting times for appointments were also pinpointed
by a number of respondents as an area for
improvement. One respondent said that “being able
to have an appointment in the same week and not be
given an appointment in 3weeks time” was an
improvement that they would like to see.
Another respondent commented how they would
like to “be able to book appointments again. They
have a system where you [can] not book an
appointment. You ring, a GP rings back to give you
an appointment if they deem it necessary.”
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The telephone systems of the practices were also
singled out for improvement by a number of
respondents, because of issues such as being
repeatedly engaged, or queue systems that cut
people off after they had been waiting for long
periods of time with one respondent telling how
the ‘telephone [is] engaged all the time, or [you]
get cut off when finally through’ and another saying
that their practice had a “very poor telephone
system that transfers the caller, but after ringing
for some time - cuts off. Mean[ing] you have to start
again.”
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Type of practitioner
Respondents were asked if they would see a health
practitioner other than a doctor if such an
appointment was offered to them. Just under 61%
said that they would do so whereas, 14.7% said that
they would not. Just under a quarter of respondents
(24.6%) said that they may consider seeing a
different health practitioner.

Choice of practitioner
Respondents were asked if they were offered the
opportunity of seeing a preferred practitioner
when they booked an appointment. Just under
42% of respondents said that they were given the
option and 45% said that they were not. Just over
13% said that they did not mind whether they were
given the option to see a preferred practitioner.

There were some suggestions for improvement in
relation to booking appointments with practitioners
other than doctors. One respondent suggested
that they would like someone other than a doctor
that they could get health advice from. Being able
to book with a nurse of their choice was important
to some in the same way as being able to book with
their choice of doctor.

Opening hours
Respondents were asked if they had ever
experienced their GP practice being closed when it
was advertised as being open.
Being able to see a practitioner of choice was a key
area for improvement identified by respondents,
with being able to choose which doctor they
wanted to see within a reasonable time period
being important for some with one saying that
they would like to “See doctor of choice within 1
week.”
The key reason for wanting to have a choice of
practitioner was given as being continuity of care
and the doctor knowing their previous history with
one commenting that “there’s no opportunity to
build trust and a relationship having different
doctors all the time.” Some linked this with having
a lot of locums in the practice meaning that there
was a turnover of practitioners. The impact of this
for one respondent was “deterred from going to
the doctor because it’s all locum GPs who I have no
relationship with and, who seem to care less.”

93.4% of respondents said that they had not
experienced the surgery being closed when it
should be open.
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Percentage of respondents

How satisfied are you with your practice opening
times?
35
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Slightly satisfied

Not at all
satisfied

Satisfaction level

When asked how satisfied they were with the
opening times at their practices, the highest
percentage of respondents said that they were
either completely satisfied (29%) or satisfied (33%).
However, there were 8% of respondents who said
that they were not at all satisfied with their practice
opening times.
Opening times were an area for improvement for a
number of respondents with requests for weekend
opening and later opening that meant that people
who were working during the day were more easily
accommodated. One respondent made the
suggestion that there should be “opening hours
that reflect the working population” with weekend
opening times and another saying there should be
“after 6pm appointments for people who work
shifts or full-time.”

Out of hours services
When asked where they would go if they needed to
contact a doctor or nurse out of practice hours the
highest percentage said that they would telephone
NHS 111 (38.4%); just under a quarter said that they
would take another option, using a mixture of any of
the options depending on what the issue was. Just
under 5% said that they would go to A&E, the same
percentage as those that would phone the out of
hours GP service. Just over 11% said that they would
go to their nearest urgent care centre and the same
percentage said that they would go to their nearest
healthcare hub.
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Improvements
As well as improvements to the ways of booking
appointments, choice of practitioners and opening
times respondents also made suggestions for other
areas.
The types of appointments that are offered was one
area for improvement from some respondents.
Comment was made that they would like “face to
face appointments with a doctor” which suggests
that the practice uses telephone appointments or
uses a triage system rather than all appointments
being face to face.
A number of respondents made suggestions about
changes to the practice environment, including the
provision of more or better parking with comments
being made about the lack of adequate numbers of
spaces. One respondent commented that there was
“parking for 5 vehicles only, [and] double yellow
lines on road outside.” Issues around car parking
were more prevalent than concerns about privacy
at reception which was raised by only one
respondent.
Others suggested that there needed to be more or
bigger consulting rooms. There were also some
comments about there being the provision of
drinking water for patients in the reception areas.
There were also comments about the need to have
more staff, not just more GPs. One commented that
there needed to be more “more doctors and
receptionists. [As] it feels a battle getting through
on the telephone. They have less receptionists
nowadays.” The use of locums was commented on
in respect of its impact on continuity of care from
doctors and pinpointed as a need for the recruitment
of more permanent doctors.
The attitudes of some staff were also suggested for
improvement with reception staff being pinpointed
as needing improvement. One respondent said that
they would like to see “better trained reception staff
who are more sensitive to their customers’ needs
and concerns.”
Being asked what they needed an appointment for
was an issue for some of the respondents and as a
result they felt that the reception staff needed to
change their approach. One commented that
‘receptionists ask too many questions’, and another
said that as a result there was a “lack of privacy.”
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One respondent made a comment that they would
like to see an improvement in their practice in
relation to mental health with “some sort of mental
health strategy. We have only one resident GP who
is excellent but almost always booked up.”

3. Consider ways that those who need an
advance appointment can be accommodated
in a reasonable timescale without impacting
negatively on those who need same day
appointments.

There were also two respondents who made
comments about improving support and services
for patients with dementia. One suggested that
there needed to be some “dementia expertise
[because the] Memory clinic [is] discharging
people because otherwise they can’t cover the new
referrals, but GPs are not dementia specialists.”

4.Consider how extended opening hours can
be used to provide access to appointments
for those who are working and are unable to
access appointments at other times.
5. Look towards ensuring that those with
ongoing health conditions are able to see a
preferred practitioner who is familiar with
their history, including those with mental
health conditions.
6.Promote the potential for patients to see a
nurse practitioner rather than a doctor for
some conditions and offer these appointments
at the point of contact from the patient.

Recommendations
The following recommendations are made based
on the report findings.
1. It is recommended that practices look at the
methods of booking that they offer and
provide more access to appointments
through online booking to encourage up take
of that method.
2. Consideration of the number of appointments
available and the ways that they are made
available in order to reduce the necessity to
call the practice first thing in the morning to
secure an appointment.

7. Consideration of how telephone systems can
be improved to ensure that patients are not
left waiting on hold for long periods of time or
cut off.
8.Provide customer service training for
reception staff, but also provide information
for patients about why the reception staff
may ask why they need to see a doctor.
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Appendix 1 - Survey
Your views about GP Services
Healthwatch Leicester and Leicestershire conducts
survey that allows us to obtain the views, opinions
and experiences of the public in order to influence
positive change.
1. Name of GP Practice

6. How satisfied are you with the practice opening
hours?
00 Completely satisfied
00 Very satisfied
00 Moderately satisfied
00 Slightly satisfied
00 Not at all satisfied

2. How do you normally book your GP appointments?
00 Telephone
00 In Person
00 Online Booking
00 By Email
00 Other
3. Is it easy to get through to your GP practice on the
telephone to make an appointment?

7. Have you ever experienced your GP Practice
being closed when it is advertised as being open?
00 Yes
00 No
8. If you needed to contact a doctor or nurse when
your GP Practice is closed what would you do?
00Telephone the practice and listen to the
answerphone message
00Telephone the out of hours service

00 Yes

00Telephone NHS 111

00 No

00Go to your nearest Urgent Care Centre

4. When making your appointment, are you given
the option of seeing the doctor or nurse of your
choice?

00Go to your nearest Healthcare Hub
00Go to your nearest A&E

00 Yes

00A mix of any of the options

00 No

00Other

00 Don’t Mind
5. Would you see a nurse or a health professional
instead of the doctor if this was offered to you?
00 Yes
00 No
00 Maybe

9. What one improvement would you make to your
GP Practice?
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Appendix 1
Information about you

Can you please tell us your ethnicity?
00 African

What area do you live in?
00 Blaby
00 Charnwood
00 Harborough
00 Hinckley & Bosworth
00 Leicester City
00 Melton
00 North West Leicestershire

00 Arab
00 Bangladeshi
00 Caribbean
00 Chinese
00 Gypsy/ Traveller
00 Indian
00 Irish

00 Oadby & Wigston

00 Pakistani

00 Rutland

00 Polish

00 Out of Area

00 Somali

What is your age?
00 Under 16
00 16-24
00 25-34
00 35-59
00 60-75
00 76+
00 Prefer not to say
What is your gender?
00 Male
00 Female
00 Prefer not to say

00 White British: English, Northern Irish,
Scottish, Welsh
00 Prefer not to say
00 Other

xi
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Healthwatch Leicester and Leicestershire
Clarence House
46 Humberstone Gate
Leicester
LE1 3PJ

www.healthwatchll.com
t: 0116 2518313
enquiries@healthwatchll.com
tw: @HealthwatchLeic
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HEALTH AND WELLBEING BOARD: 29 NOVEMBER 2018
REPORT OF THE DIRECTOR OF THE ADULTS AND COMMUNITIES
DEPARTMENT OF HEALTH AND SOCIAL CARE
2018 ADULT AUTISM SELF-ASSESSMENT
Purpose of report
1.

The purpose of this report is to inform the Health and Wellbeing Board on the
findings from the 2018 Leicestershire Autism Self-Assessment, which will be
submitted to the Department of Health and Social Care by 10 December 2018.

Link to the local Health and Care System
2.

The purpose of the Autism Self-Assessment Framework (SAF) is to assist local
authorities and their partners in assessing progress on the implementation of the
2014 Think Autism: Adult Autism Strategy. The Health and Wellbeing Board
received a report in November 2016 on the completed 2016 Autism SelfAssessment.

3.

The Health and Wellbeing Board is required by the Department of Health and Social
Care to endorse the findings of the 2018 Leicestershire Autism Self-Assessment.

Recommendation
4.

It is recommended that the Health and Wellbeing Board endorses the findings of the
2018 Leicestershire Autism Self-Assessment noting that they will be submitted to the
Department of Health and Social Care by the 10 December 2018 deadline.

Policy Framework and Previous Decisions
5.

The purpose of the Autism Self-Assessment is to evaluate Leicestershire’s progress
on the Autism Act 2009 and the National Strategy, Think Autism, which was
published in 2014.

6.

This includes a set of mandatory recommendations regarding what actions Clinical
Commissioning Group’s and local authorities should take to develop services for
people with Autistic Spectrum Disorder.

7.

Statutory guidance for local authorities and NHS organisations to support the
implementation of the Adult Autism Strategy was published in March 2015. The
guidance refers to the legal duties imposed upon local authorities and NHS bodies by
the Autism Act 2009. It includes the Care Act 2014 and the Children and Families
Act 2014. The guidance not only refers to what “must” be done to comply with
legislation, but also says what local authorities and NHS bodies “should” do with
regard to the way in which they exercise their functions with a view to securing the
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implementation of the Adult Autism Strategy. The National Autism Strategy, along
with the guidance, is due to be revised in 2019.
Background
8.

Directors of Adult Social Services were notified of the fifth self-assessment on 19
September 2018 for completion and submission to the Department of Health and
Social Care by 10 December 2018.

9.

The 2018 Self-Assessment is comprised of 129 questions across seven sections:
planning, training, diagnosis, care and support, accommodation, employment and the
criminal justice system, with additional sections to highlight local good practice.

10. Data collection continues to be challenging across a range of sources. Both the
quality and quantity of data collected affects the ability to accurately assess progress
in certain areas explored within the self-assessment.
11. There are 33 questions which are red, amber and green (RAG) rated indicating green
in areas where the requirements are being met, amber where the requirements are
progressing and red where the requirements are not met and highlight future
priorities. A summary of findings is provided in Appendix A.
12. The last Autism SAF was completed in 2016. The table in Appendix B outlines the
key RAG rating findings from 2018 and the previous self-assessments for
comparison. Details from Health and one from Criminal Justice are still to be
confirmed. There were three new RAG rated questions for 2018 where comparisons
cannot be made.
13. The results show some good progress, but also highlight other areas that need to be
developed: 10 ratings remain green, six ratings remain amber and one rating remains
amber/green. Four questions remain red (Q64, Q75, Q77 and Q79) with respect to
the post diagnostic support for people with autism without a learning disability.
Changes from 2016 include good progress with one rating moving from amber to
green and two ratings moving from red to amber. However, three ratings moved from
green to amber and three from amber to red (Q32, Q54 and Q82). Of the new RAG
ratings, one was red (Q99), one was amber and one green.
14. Work is already being undertaken to ensure autism is recorded where appropriate for
the current cohort of service users to ensure effective planning and additional
specialist training sessions are provided for social care staff who have undertaken
social care assessments.
15. The Leicester, Leicestershire and Rutland Transforming Care Programme has
agreed to fund an Autism Development Worker. The proposal is a 25 hour per week
funded post for three years so that a number of sustainable developments will be in
place for the next Autism Self-Assessment, including greater engagement with
Autistic people and improved information, advice and support for autistic people
without a learning disability. The role will also work in the community to raise
awareness of autism amongst employers.
16. There is also a proposal to pilot and develop an Autism Friendly Community in both
the Kibworths (Kibworth Beauchamp and Kibworth Harcourt) in partnership with the
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Children and Families and Chief Executive’s Departments, Harborough District
Council, local communities and the Leicestershire Autistic Society. The vision of the
project aims to support both, individual and families that experience autism;
considering how access to local facilities can be improved, facilitating safe
environments and giving them the opportunity to participate in their community. As
part of the development, engagement with local Elected Members has taken place
and this is now being rolled out to the wider community in both the Kibworths.
Consultation/Patient and Public Involvement
17. A joint vision, along with a set of joint principles, will be agreed by local partners in
2019 and the Council will work with individuals, carers and partners to get the
approach right in Leicestershire. Local consultation with adults with autism and their
carers is planned for the revised Leicestershire Autism Implementation Plan which
will be developed in 2019, based on the results of the Autism SAF and our statutory
duties.
18. The 2018 Leicestershire Autism Self-Assessment will also be taken to the
Leicestershire Learning Disability Partnership Board for information.
Resource Implications
19. There are no implications in relation to the completion of the self-assessment.
Actions arising from the assessment and revised Autism Strategy may have resource
implications for relevant agencies, but these will be assessed on a case by case
basis.
Timetable for Decisions
20. The 2018 Autism Self-Assessment will be submitted by 10 December 2018 as
directed by the Department of Health and Social Care.
Officers to Contact
Sandy McMillan
Assistant Director (Strategic Services)
Telephone: 0116 305 7454
Email:
sandy.mcmillan@leics.gov.uk
Jane Robins
Commissioning Manager – Working Age Adults
Telephone: 0116 305 7096
Email:
jane.robins@leics.gov.uk
List of Appendices
Appendix A: Summary of 2018 Autism Self-Assessment RAG Ratings
Appendix B: 2018 and Previous Autism Self-Assessment RAG Ratings
Relevant Impact Assessments
Equality and Human Rights Implications
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21. The self-assessment is a means for local areas to assess their progress against
statutory requirements. The self-assessment will highlight areas for further work in
relation to equalities to ensure people with autism can access services.
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Appendix A: Summary of 2018 Autism Self-Assessment RAG Ratings
Areas where we are doing particularly well and some listed local innovations in the
Self-Assessment (Green rated):
•

•
•

•
•
•
•
•
•
•

Working in partnership to ensure better data for planning and commissioning e.g.
The Deveron Way innovation concerns the remodelling of two existing buildings at a
council residential home in Hinckley, Leicestershire, into Supported Living provision
for people on the Transforming Care Programme. The innovation involved the
reconfiguration of the current buildings into four, self-contained single, long term
accommodation units, designed for individuals seeking Support Living, targeted at
those who are currently in hospital or part of the transforming care cohort including
Autistic people
Involvement of LLR partnership in planning and implementation of the Autism
Strategy
Encouragement of autistic people in physical fitness, cultural and leisure activities
e.g. All Leicestershire County Council Museum & Heritage sites have autism audits
and the feedback gathered is influencing site and programme developments.
Heritage, Libraries and Adult Learning have successfully tailored opportunities and
projects to meet community motivations and needs and at engaging ‘non-traditional
volunteers’, including young people and adults with learning difficulties and autism.
Transitions taking into account the needs of young Autistic people
There is an established local autism diagnosis pathway
People with autism and a learning disability are able to access post diagnosis
support in psychology, speech and language and occupational therapy
Awareness training is available to all staff working in health and social care
Advocates working with autistic people have access to specific training
Carers of autistic people are offered assessments through the care pathway
Autistic people have access to an Appropriate Adult who has an understanding of
autism

Areas of general progress but could be improved (Amber rated):
•
•
•
•
•
•
•
•
•

Including autism explicitly in the local Joint Strategic Needs Assessment (JSNA)
Improved collection and reporting of data on autism (health and social care) for
purposes of planning and commissioning
Greater involvement of autistic people and their families in planning and
commissioning
Reasonable adjustments to services such as universities, libraries and public
transport
Reasonable adjustments to promote access for autistic people to health and social
care information, support and advice
Planning that specifically includes the needs of autistic people aged 65 and over
Accessible information about local support for autistic people
A higher profile for autism in partner housing strategies
Greater employment focus for autistic people going through transitions

Areas for development include (Red rated):
•

Reasonable adjustments to general council services to improve access and support
for autistic people
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•
•
•
•
•

The local autism diagnosis pathway currently not able to meet the NICE
recommended waiting times for diagnosis
People with autism and without a learning disability are not able to access post
diagnosis support in psychology, speech and language and occupational therapy
Mental health services able to offer crisis support for people with autism without a
learning disability
Increased uptake of specialist autism training for staff carrying out statutory
assessments
Tailored programmes to help autistic people into employment

Appendix B: 2018 and Previous Autism Self-Assessment RAG Ratings
Planning
18

Red: No

27

Taking together any data in the JSNA and any other
sources referenced here, how adequately do
current collections of data sources service the
requirements of planning and commissioning?

Red: No work underway.
Red/Amber: Collection of
limited data sources.

28

Are your Local Authority and local Clinical
Commissioning Group(s) (including the support
service) both engaged in the planning and
implementation of the strategy in your local area?

Red: None or minimal
engagement between the LA
and CCG(s) in planning and
implementation.

31

How have you and your partners engaged autistic
people and their families and carers in planning?
Comment: Specify what you did to demonstrate
your score.

Red: Minimal autism
engagement work has taken
place.

20

Red: Data recorded on adults
with autism is sparse and
collected in an ad hoc way

Amber: Steps are in place to
include in the next JSNA.
Amber: Current data
recorded annually but there
are gaps identified in
statutory health and/or
social care services data.
Some data sharing exists
between services

Amber: Have made a start in
collecting data and have
plans to progress.
Amber/Green: Have started
to collect data and whilst
not comprehensive,
consider this is an accurate
reflection.
Amber: Representative (s)
from CCG(s) and / or the
support service sits on
autism partnership board or
alternative and are in
regular liaison with the LA
about planning and
implementation.
Amber: Some autism
specific consultation work
has taken place. Autism
partnership board is
regularly attended by one
person with autism and one
parent/carer who are

2014

2016

2018

Green: Yes
Green: An established data
collection and sharing policy
inclusive of primary care,
health provision, adult social
care, schools or local
education authority and
voluntary sector care
providers is in place and used
regularly
Green: Information from GPs,
Schools or Local Education
Authority, voluntary sector,
providers, assessments and
diagnosis are all collected and
compared against the local
population prevalence rate.
Green: CCG are fully engaged
and work collaboratively to
implement the NHS
responsibilities of the strategy
and are equal partners in the
implementation of the
strategy at a local level.
Green: A variety of
mechanisms are being used
so a cross section of people
on the autistic spectrum are
meaningfully engaged in the
planning and implementation
of the Adult Autism Strategy.

N/A

N/A
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Is autism included and explicitly considered in the
local JSNA?
Do you collect data on those people referred to
and/or accessing social care and/or health care and
does your information system report data on
people with a diagnosis of autism, including as a
secondary condition, in line with the requirements
of the social care framework? Comment: Add any
further comments you want (optional)

2013

meaningfully involved.

Have reasonable adjustments been made to
general council services to improve access and
support for autistic people? Comment: Please give
an example.

Red: Only anecdotal examples.

33

In your area have reasonable adjustments been
promoted to enable autistic people to access NHS
services including primary care or GP services,
mental health and acute services? Comment: Add
any further comments you want (optional)

Red: There is little evidence of
reasonable adjustments in NHS
services, to improve access for
autistic people.

34

In your area have reasonable adjustments been
promoted to enable autistic people to access
health and social care information, support and
advice? Comment: Add any further comments you
want (optional)

Red: There is little evidence of
reasonable adjustments to
health and social care
information, support and advice
services, to improve access for
autistic people.

35
p1

In your area have reasonable adjustments been
promoted to enable autistic people to access other
public services including colleges and universities,
libraries and all forms of public transport?
Comment: Add any further comments you want
(optional)

Red: There is little evidence of
reasonable adjustments in
other public services, to
improve access for autistic
people.

35
P2

Is the local authority or its partners encouraging
autistic
People to take part in culture and leisure activities,
or physical fitness programmes and private sector
services such as shopping?
Add any further comments you want (optional)

Red: The local authority and/or
its partners cannot identify
substantial actions to
encourage autistic people to
take part in culture or leisure
activities, or physical fitness
programmes and private sector
services such as shopping.

Amber: There is a clear
council policy covering
reasonable adjustments to
statutory and other wider
public services which make
specific reference to autism
Amber: There are some
examples of reasonable
adjustments being made to
NHS services to improve
access for autistic people,
across a small range of
services.
Amber: There are some
examples of reasonable
adjustments being made to
health and social care
information, support and
advice services, across a
small range of services.
Amber: There are some
examples of reasonable
adjustments being made to
public services to improve
access for autistic people,
across a small range of
public services.
Amber: There are a few
examples of the local
authority and/or its partners
encouraging autistic people
to take part in culture or
leisure activities, or physical
fitness programmes. and
private sector services such
as shopping.

N/A

Green: There is evidence of
implementation of
reasonable adjustments for
autistic people in a wide
range of NHS services

N/A

N/A

Green: There is evidence of
implementation of
reasonable adjustments for
autistic people in a wide
range of health and social
care information, support and
advice services.
Green: There is evidence of
implementation of
reasonable adjustments for
autistic people in a wide
range of publicly provided
and commercial public
services
Green: The local
authority and/or its
partners have a
substantial
programme of work to
encourage autistic
people to take part in
culture or leisure
activities, or physical

N/A

N/A

N/A
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32

Autistic people are
thoroughly involved in the
autism partnership board.
Green: Clear council policy as
in Amber and evidence of
widespread implementation
in relation to needs of autistic
people.

N/A

N/A

N/A

N/A

How do your transition processes from children's
services to your local adult services take into
account the particular needs of young autistic
people? Comment: Add any further comments you
want (optional)

Red: No consideration of the
needs of young autistic people:
no data collection; no analysis
of need; no training in young
people's services.

Amber: Transition process
triggered by parental
request. Training in some
but not all services designed
for use by young people,
and data collection on
young autistic people
and/education health and
care (EHC) plans with autism
as a primary or secondary
need.

42

How does your planning take into account the
particular needs of adults age 65 and older.
Comment: Add any further comments you want
(optional)

Red: No consideration of the
needs of people aged 65 and
older with autism: no data
collection.

Amber: There is some work
in needs assessment, data
collection and/or service
planning for autistic people
aged 65 and older.

Training
48

Is autism awareness training being/been made
available to all staff working in health and social
care as directed in Chapter 1 of the Statutory
Guidance?

Red: Historical workforce
training data available from
statutory organisations on
request. Not yet devised an
autism training plan/strategy.

54

Is specific training provided to staff that carry out
statutory assessments on how to make

Red: Specific training is either
not being offered or uptake by

Amber: Client facing staff
identified as a priority. Good
range of local autism
training that meets NICE
guidelines - and some data
on take up. Workforce
training data available from
statutory organisations on
request. Autism training
plan/strategy near
completion.
Amber: At least 50% of
assessors have attended

Green: Focus on all staff.
Comprehensive range of local
autism training that meets NICE
guidelines and data on take up.
Workforce training data
collected from all statutory
organisations and collated
annually, gaps identified and
plans developed to address
them. Autism training
plan/strategy published.
Green: More than 75% of
assessors have attended

N/A
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36

fitness programmes
and private sector
services, such as shopping.
Green: Transition process
automatic. Training inclusive
of young people's services.
Analysis of the needs of
population of young people,
including those without
education health and care
(EHC) plans with autism as a
primary or secondary need
and specialist commissioning
where necessary and the
appropriate reasonable
adjustments made.
Green: Analysis of the needs
of the population of people
aged 65 and older inclusive of
autism and specialist
commissioning where
necessary and the
appropriate reasonable
adjustments made.

adjustments in their approach and
communication? Comment: Add any further
comments you want (optional)

staff has not yet reached 50% of
those for whom it is intended.

specialist autism training.

specialist autism training
specifically aimed at applying
the knowledge in their
undertaking of a statutory
assessment, e.g. applying the
Care Act.

Diagnosis
Have you got an established local autism
diagnostic pathway? Comment: Does the
pathway meet autistic people’s needs regardless
of whether or not the person meets learning
disability criteria?

Red: No local diagnosis service
planned or established. No clear
transparent pathway to
obtaining a diagnosis for Adults
identified and only ad-hoc spot
purchasing of out of area
services. NICE guidelines are not
being followed.

64

When will your area be able to meet NICE
recommended [QS51] waiting time and expect to
be able to keep within them? Comment: briefly
note any contingency arrangements you have in
place to manage short term increases in rate of
referral to diagnostic services. 1000 Characters
Can people diagnosed with autism and a learning
disability access post diagnostic specific or
reasonably adjusted psychology assessments?
Comment: Add any further comments you want
(optional)

Red: We do not anticipate being
able to reach NICE
recommended waiting times
sustainably by March 2017

75

Can people diagnosed with autism and without a
learning disability access post diagnostic specific
or reasonably adjusted psychology assessments?
Comment: Add any further comments you want
(optional)

Red: Availability patchy or
mainly generic services, with a
small number of reasonably
adjusted services.

76

Can people diagnosed with autism and a learning

Red: Availability patchy or

74

Red: Availability patchy or
mainly generic services, with a
small number of reasonably
adjusted services.

Amber: Local diagnosis
pathway established or in
process of implementation /
sign off but unclear referral
route. A transparent but out
of locality diagnostic
pathway is in place. Some
NICE guidelines are being
applied.
Amber: We anticipate
meeting NICE
recommended waiting times
by March 2017 and to be
able to sustain this
thereafter
Amber: Available
everywhere. Mainly
reasonably adjusted
services, with some access
to autism specific services
(when necessary) and some
generic services.
Amber: Available
everywhere. Mainly
reasonably adjusted
services, with some access
to autism specific services
(when necessary) and some
generic services.
Amber: Available

Green: A local diagnostic
pathway is in place and
accessible, GPs are aware and
involved in the process. Wait
from referral for a diagnosis
and initial assessment is less
than three months NICE
guidelines are implemented
within the model
Green: Our area already meets
NICE recommended waiting
times

N/A

N/A

120

60

Green: All services are
reasonably adjusted (in
accordance with NICE
Guidance) to provide access to
post diagnostic specialist
assessments. Access to autism
specific services is also available
when necessary.
Green: All services are
reasonably adjusted to provide
access to post diagnostic
specialist assessments. Access
to autism specific services is
also available when necessary.

N/A

Green: All services are

N/A

N/A

mainly generic services, with a
small number of reasonably
adjusted services.

77

Can people diagnosed with autism and without a
learning disability access post diagnostic specific
or reasonably adjusted speech and language
therapy assessments? Comment: Add any further
comments you want (optional)

Red: Availability patchy or
mainly generic services, with a
small number of reasonably
adjusted services.

78

Can people diagnosed with autism and a learning
disability access post diagnostic specific or
reasonably adjusted occupational therapy
assessments? Comment: Add any further
comments you want (optional)

Red: Availability patchy or
mainly generic services, with a
small number of reasonably
adjusted services.

79

Can people diagnosed with autism and without a
learning disability access post diagnostic specific
or reasonably adjusted occupational therapy
assessments? Comment: Add any further
comments you want (optional)

Red: Availability patchy or
mainly generic services, with a
small number of reasonably
adjusted services

everywhere. Mainly
reasonably adjusted
services, with some access
to autism specific services
(when necessary) and some
generic services.
Amber: Available
everywhere. Mainly
reasonably adjusted
services, with some access
to autism specific services
(when necessary) and some
generic services.
Amber: Available
everywhere. Mainly
reasonably adjusted
services, with some access
to autism specific services
(when necessary) and some
generic services.
Amber: Available
everywhere. Mainly
reasonably adjusted
services, with some access
to autism specific services
(when necessary) and some
generic services

reasonably adjusted to provide
access to post diagnostic
specialist assessments. Access
to autism specific services is
also available when necessary.
Green: All services are
reasonably adjusted to provide
access to post diagnostic
specialist assessments. Access
to autism specific services is
also available when necessary.

N/A

Green: All services are
reasonably adjusted to provide
access to post diagnostic
specialist assessments. Access
to autism specific services is
also available when necessary.

N/A

Green: All services are
reasonably adjusted to provide
access to post diagnostic
specialist assessments. Access
to autism specific services is
also available when necessary.

N/A
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disability access post diagnostic specific or
reasonably adjusted speech and language
therapy assessments? Comment: Add any further
comments you want (optional)

82

Do mental health crisis services in your area
routinely anticipate and provide for the crisis
needs of people with autism but without a
learning disability?

Red: Mental health crisis
services do not provide for
people with crises that relate to
autism in the absence of acute
mental illness

Amber: Mental health crisis
services will and do respond
to mental health crises in
autistic people whether or
not these involve an acute
mental illness.

Green: Mental health crisis
services will and do respond to
mental health crises in autistic
people whether or not these
involve an acute mental illness.
In addition staff have specific
training about the needs of
autistic people and specialised
mental health support has been
commissioned for this group
and is easily available within
timescales relevant for crisis
work.

N/A

N/A

Care and Support
88

Red: No programme in place.

Amber: Programme in place,
not all advocates are
covered.

Green: Programme in place, all
advocates are covered.

Red: No autism specific
advocacy service available

Amber: Yes. Local advocacy
services are working at
becoming autism-aware.

Green: Yes. There are
mechanisms in place to ensure
that all advocates working with
adults with autism have
received specialist autism
training.

92

How would you assess the level of information
about local support across the area being
accessible to autistic people? Comment: Add any
further comments you want (optional)

Red: Information about support
services for autistic people is
either seriously incomplete or
not easily accessible.

Amber: There is a moderate
level of information
available about support
services for autistic people
which is either incomplete
or not readily accessible to
autistic people.

Green: There is readily
accessible information (as
required in the statutory
guidance and the Accessible
Information Standard) available
on all relevant support services
available for autistic people.

93

Where appropriate are carers of people assessed

Red: Carers assessments are not

Amber: Where carers are

Green: Upon assessment of

89

122

Do you have a programme in place to ensure that
all advocates working with autistic people have
training in their specific requirements?
Comment: Add any further comments you want
(optional)
Do adults with autism who could not otherwise
meaningfully participate in needs assessments,
care and support planning, appeals, reviews, or
safeguarding processes have access to an
appropriately trained advocate? Add any further
comments you want (optional)

N/A

as having autism and eligible for social care
support offered assessments? Comment:

consistently routinely offered

identified in the course of
assessments of autistic
people, they are routinely
offered carers assessments

autistic people carers are
routinely identified and offered
a carers assessment. Carers can
also self-identify and request a
carers assessment. Information
about how to obtain a carers
assessment is clearly available.

Housing and Accommodation
Does the local housing strategy and/or market
position statement specifically identify autism?
Comment: Please provide a web link and page
references to support your answer.

Red: Needs of autistic people
Amber: Housing
(as distinct from needs of
requirements of autistic
people with other disabilities)
people are specifically
not specifically mentioned in
mentioned but not to level
housing strategy and/or market described in Green rating
position statement (for two tier (for two tier authorities not
authorities in any district
in all district council areas)
council areas)
Employment

Green: Comprehensive range of
types of housing need for
autistic people considered
including estimates of numbers
of placements required in each
category (for two tier
authorities and in all district
council areas)

97

How have you promoted in your area the
employment of people on the Autistic Spectrum?
Add any further comments you want (optional)

Red: No work in this area has
been provided or minimal
information not applied to the
local area specific to autism.
Local employment support
services are not trained in
autism or do not routinely
consider the support needs of
the individual taking into
account their autism. Local job
centres are not engaged.

Amber: Autism awareness is
delivered to employers on
an individual basis. Local
employment support
services include autism.
Some contact made with
local job centres.

98

Do autism transition processes to adult services
have an employment focus? Add any further
comments you want (optional)

Red: Transition plans do not
include specific reference to
employment or continued
learning.

Amber: Transition plans
include reference to
employment/activity
opportunities.

Green: Autism is included
within the Employment or
worklessness Strategy for the
Council / or included In a
disability employment strategy.
Focused autism trained
Employment support. Proactive
engagement with local
employers specifically about
employment of autistic people
including retaining work.
Engagement of the local job
centre in supporting reasonable
adjustments in the workplace
via Access to work.
Green: Transition plans include
detailed reference to
employment, access to further
development in relation to
individual’s future aspirations,
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99

Does the local authority offer
tailored support or programmes
to help autistic people enter
employment or self-employment,
including those
with SEND and those with EHC
plans?

Red: No tailored support
programmes currently provide
support specifically for young
autistic people.

Amber: Local
commissioning of these
schemes specifies for at
least some they should
specifically address the
needs of young autistic
people.

choice and opportunities
available.
Green: Local
commissioning of
these schemes
specifies for at least
some they should
specifically address
the needs of young
autistic people.

N/A

N/A

N/A

Criminal Justice
Are the Criminal Justice Services (police,
probation and, if relevant, court services)
engaged with you as key partners in planning for
adults with autism? Comment: Add any further
comments you want (optional)

Red: Minimal or no engagement
with the criminal justice
services.

Amber:
* discussions between local
authority adult social care
services and criminal justice
service agencies are
continuing;
* representatives from
criminal justice service
agencies sit on autism
partnership board or
alternative

102

Is access to an appropriate adult service available
for people on the Autistic Spectrum in custody
suites and nominated 'places of safety?
Comment: Add any further comments you want
(optional)

Red: There is not reliable access
to an appropriate Adult service

Amber: Yes, but appropriate
adults do not necessarily
have autism awareness
training

Green: As amber, but in
addition:
* autistic people are included in
the development of local
criminal justice diversion
schemes
* representative from criminal
justice services agencies
regularly attend meetings of
the autism partnership board
or alternative
* there is evidence of joint
working such as alert cards or
similar schemes in operation.
* there is evidence of
joint/shared training
Green: Yes and these have all
had autism awareness training

N/A
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N/A
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Agenda Item 10

HEALTH AND WELLBEING BOARD: 29th November 2018
REPORT OF EAST LEICESTERSHIRE AND RUTLAND CLINICAL
COMMISSIONING GROUP
IMPLEMENTATION OF THE PERSONALISED COMMISSIONING SERVICE
STANDARD OPERATING PROCEDURES
Purpose of the report
1.

The purpose of this report is to update the Health and Wellbeing Board on the
implementation of the Personalised Commissioning Service across Leicester,
Leicestershire and Rutland (LLR).

Link to the local Health and Care System
2.

This report supports the following strategic aims of the Clinical Commissioning Group
(CCG)
 Transform Services and enhance quality of life for people with long-term
conditions;
 Improve integration of local services between health and social care;
 Improve the quality of care – clinical effectiveness, safety and patient
experience;
 Reduce inequalities in access to healthcare;
 Living within our means using public money effectively.

Recommendation
3.

The Board is asked to note the report

Policy Framework and Previous Decisions
4.

The relevant policies are the National Framework for NHS Continuing Healthcare and
NHS-funded Nursing Care 2018 (revised) and the National Framework for Children
and Young People’s Continuing Care (2016).

5. The Health and Wellbeing Board previously considered an update on the
implementation of the personalised commissioning service across Leicester,
Leicestershire and Rutland at its meeting in May 2018.
Background
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6.

The LLR CCGs revised the specification for the Continuing Healthcare Service (CHC)
to broaden its remit. The new service covers both Children’s Continuing Care, Adults
Continuing Healthcare and also personal health budgets. The service was renamed
to the Personalised Commissioning Service to reflect the broader remit. The contract
was awarded to Midlands and Lancashire Commissioning Support Unit (MLCSU) and
went live on 1st April 2017. There was a considerable amount of work undertaken to
transition the service prior to implementing the full End to End process. The End to
End process means that all full assessments for Continuing Healthcare will be coordinated and undertaken by staff from the Personalised Commissioning Service in
conjunction with other members of the Multidisciplinary team. Previously
assessments were undertaken by staff from Leicestershire Partnership Trust,
University Hospitals of Leicestershire and the previous CHC provider.

Update on Progress
7. A meeting took place between the CCGs and Local Authorities at the end of October
2018 to process map the identification of patients who may be eligible for Funded
Nursing Care contribution without the need for a checklist or Decision Support Tool with
an agreement reached on a draft process and pilot.
8. In late November 2018 the CSU plan to implement the new CMS information system will
be introduced, replacing the previous Broadcare system.
9. The CCG has worked with MLCSU to transition the service from the previous provider
with the main objective being to ensure that the National Framework for Continuing
Healthcare is applied correctly and that assessments are well evidenced. This required
significant recruitment into permanent posts, both clinical and administrative. MLCSU
have developed their Standard Operating Procedures for the following:




CHC assessment and review process
Fast Tracks into the CHC service
Joint Funding requests from the Local Authorities.

10. MLCSU have been providing training on the application of the new CHC framework for
Local Authority and NHS staff and the feedback from staff attending the training has
been positive. The training has helped staff to clarify the purpose of the assessment,
what information is needed and how to identify the correct levels of assessed need. This
work is supporting the end to end process. Training had been delivered to 200 staff
members by the end of September around the new framework which commenced on 1st
October 2018.
11. MLCSU implemented the end to end process with LPT referrals in August 2017, UHL in
July 2018 and the Discharge to Assess pathway in November 2018.
12. In order to develop stronger working relationships at all levels, meetings with partner
agencies are ongoing. The Personalised Commissioning Operational Service Group is
managed by MLCSU and provides the opportunity to discuss and resolve operational
issues. The Personalised Commissioning Transformation Group is managed by the CCG
and as well as focusing on the future development of the service is also the escalation
route for issues that cannot be resolved in the Operational Service Group. Membership
of both groups includes the CCG, the three Local Authorities, Leicestershire Partnership
Trust, University Hospitals of Leicestershire, LOROS and MLCSU.
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13. The Transformation Group has also worked with the three Local Authorities on the
revision of the NHS Continuing Healthcare Interagency Disputes Policy. This policy
describes the steps for NHS Bodies and Local Authorities to mediate in disputes
concerning NHS Continuing Healthcare and covers disputes about eligibility and also
joint funding requests. This policy is only for disputes between the agencies and there is
a separate route for individuals and their families to dispute the outcome of an
assessment.
14. A cohort of joint funded packages were identified as having not received a recent review
and following the completion of the backlog of work a number were identified as having
been allocated health funding where there does not appear to be a health need.
Following this the CCG’s personalised commissioning team have undertaken a
programme of reviewing the identified patients and the 3 CCG’s and Local Authorities
have agreed to hold a series of panels to discuss and agree future funding for these
patients. These are due to begin in November 18.
Future Developments
15. There are a number of areas of work for the future development of the service
including the following:
 Implementation of the National framework for NHS Continuing Healthcare and
NHS-funded Nursing Care October 2018 (Revised). The revised framework
was published in March 2018 and implemented on the 1st October 2018.
Although the revision does not change the eligibility criteria it provides greater
clarity to individuals and staff through a new structure and style. The revision
also reflects legislative changes since the 2012 National Framework was
published, primarily to reflect the implementation of the Care Act 2014.
 CCGs have been asked by NHS England to develop plans to make personal
health budgets the default delivery model for NHS Continuing Healthcare
funded home care by April 2019. Processes are now in place to ensure that
all newly eligible patients requiring Dom Care receive a Personal Health
Budget (PHB) as a default offer. There were 210 PHBs in East Leicestershire
and Rutland CCG and 218 in West Leicestershire CCG as at the end of
quarter 2 of 2018-19 which demonstrates a continued improvement in the
uptake of PHBs.
 The CCG continue to work towards the national Quality Premium of ensuring
that the majority of NHS CHC assessments take place outside of acute
hospital settings. The requirement is that less than 15% of all assessments
take place in an acute setting. Performance for October 2018 was at 6.67%
across LLR.
 The CCG continue to work towards the national Quality Premium of ensuring
that more than 80% of decisions on eligibility are completed within 28
calendar days. Performance for October 2018 demonstrated 84% compliance
across LLR.
Resource Implications
16. MLCSU have completed a demand and capacity exercise which demonstrates a
greater demand on the service than was initially identified during the procurement for
the end to end service. The CCGs are currently reviewing the information and
potential options to support the service.
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Appendix
ELR and WL CCGs position in relation to the other CCGs within their cluster
Officer to Contact
Paul Gibara, Chief Commissioning and Performance Officer
Telephone: 0116 295 6266
Email:
Paul.Gibara@EastleicestershireandRutlandccg.nhs,uk
Noelle Rolston. Head of Personalised Commissioning
Telephone: 0116 295 6767
Email:
Noelle.rolston@eastleicestershireandrutlandccg.nhs.uk
Relevant Impact Assessments
Equality and Human Rights Implications
17.

Due regard to the positive general duties of the Equality Act 2010 has been
undertaken in the development of this report. The CCG aims to design and
implement services, policies and measures that meet the diverse needs of our
service, population and workforce, ensuring that none are placed at a disadvantage
over others.

18.

All policies and procedures are developed in line with the CCG Equality and Diversity
Policy and need to take into account the diverse needs of the community that is
served. The CCG will endeavour to make sure this policy supports its diverse
workforce and look after the information the organisation needs to conduct its
business. It will also endeavour to make sure that this information is protected on
behalf of patients regardless of race, social exclusion, gender, disability, age, sexual
orientation or religion/belief. Where it is identified that statements in this policy have
an adverse impact for particular equality groups this will be raised with the Senior
Information Risk Owner and within the Head of Corporate Governance and Legal
Affairs and solutions sought.

Partnership Working and associated issues
19.

The application of the Continuing Healthcare process requires all partners to work
together to ensure that the assessment is person-centred, equitable, culturally
sensitive, robust, transparent and lawful. There are times when this can be difficult to
achieve because of competing tensions between Health and Social Care. All partners
have acknowledged this and are working to develop a common understanding of the
process and will continue to do so using the forums of the Personalised
Commissioning Transformation Group and the Operational Service Group described
earlier in this document.

Appendix
During the May Health and Wellbeing Board an updated paper including additional information relating to metrics concerning the
numbers of people accessing Continuing Healthcare Services and the amount of disputes lodged with benchmarking against
comparators was requested and is summarised for Q2 18/19 below.
Please note the NHSE - NHS Continuing Healthcare Data Team, have recently updated their clustering model which groups CCGs
based on similar characteristics:
 Demographics
 Socioeconomics
 Disease
 Deprivation
This enables CCGs to benchmark themselves against comparatively similar CCGs however clusters may not include geographically local
CCGs or be made up of a similar number of CCGs.
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The graphs below demonstrate ELR and WL CCGs position in relation to the other CCGs within their cluster, the England Average and
their Cluster Average.

Graph demonstrating ELRCCGs 'Number assessed as eligible ' position by 50K comparator against other CCGs in cluster 5 for
Q2 18/19
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Graph demonstrating WLCCGs 'Number assessed as eligible ' position by 50K comparator against other CCGs in cluster 2 for
Q2 18/19
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Graph demonstrating ELRCCGs Number of Local Resolution requests completed position by 50K comparator against other
CCGs in cluster 5 for Q2 18/19
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Graph demonstrating WLCCGs Number of Local Resolution requests completed position by 50K comparator against other
CCGs in cluster 2 for Q2 18/19
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Agenda Item 11

HEALTH AND WELLBEING BOARD: 29th NOVEMBER 2018
REPORT OF THE DIRECTOR OF PUBLIC HEALTH
ACTIVE LIVES SURVEY 2018 – PHYSICAL ACTIVITY LEVELS IN
LEICESTERSHIRE
Purpose of report
1. The purpose of this report is to inform the Health and Well Being Board of the results of
the latest ‘Active Lives’ Survey by Sport England and to highlight trends in physical
activity in Leicestershire.
Link to the local Health and Care System
2. Increasing levels of physical activity in the population would have a positive impact on
four of the outcomes of the Leicestershire Health and Well Being Strategy:
 Outcome 1: The people of Leicestershire are enabled to take control of their
own health and wellbeing
 Outcome 2: The gap between health outcomes for different people and
places has reduced
 Outcome 3: Children and young people in Leicestershire are safe and living
in families where they can achieve their potential and have good health and
wellbeing
 Outcome 4: People plan ahead to stay healthy and age well and older people
Recommendation
3.

The Board is asked to note the latest performance data on levels of physical activity

Background
4.

The Active Lives Survey 2018 is the third in a series of surveys by Sport England to
measure physical activity across the country. Nationally 185,000 responded to the
survey with 3,496 of those from Leicestershire.

5.

The survey produces estimates of the percentage of people meeting the Chief
Medical Officer’s (CMO) guideline of undertaking 150 minutes or more of physical
activity a week, It also provides data on the percentage of ‘fairly active’ and inactive
people as well as data on the types of activity undertaken.

6.

These estimates include the activities of walking, cycling, dance, fitness and sporting
activities, but exclude gardening which is seen as outside of Sport England's remit.
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Physical activity performance
Leicestershire Performance
7.

Although three surveys worth of data makes it difficult to draw long term conclusions,
the figures do show some worrying signs of decline in physical activity in
Leicestershire.

8.

Since the active lives survey was first carried out in 15/16, Leicestershire has gone
from being above the national average to below the national average. In 2015/16,
the percentage of Leicestershire residents doing more than 150+ physical activity
was 62.3%, compared to a national average of 62.1%. This declined in 16/17 to
60.9% (national average 62.0%) and has seen a further decline in 17/18 to 59.3%
(compared to a national average of 62.3%). The decline in physical activity in the
last three years is statistically significant.

District performance
9.

Table 1 shows the performance by district for 17/18. Activity levels range from a low
in North West Leicestershire of 57.2% doing 150+mins of physical activity to a high in
Harborough of 63.4%

10. Compared to the baseline year of 15/16, some districts have achieved modest gains
in performance. The percentage of active adults in Harborough has increased by
3.2% and in Blaby & Melton up 1% each. In other districts large falls in active adults
have occurred. In North West Leicestershire the percentage of active adults has
declined by 8.3% and in Charnwood by 9.2%. The falls in North West Leicestershire
and Charnwood are statistically significant.
Table 1 :Physical activity levels: May 2017 - May 2018

Blaby
Charnwood
Harborough
Hinckley and Bosworth
Melton
North West Leicestershire
Oadby and Wigston
Leicestershire
England

Active
Change
(150+ minutes compared
Change in the
a week)
to baseline last 12 months
59.7%
+1.2%
-0.3%
58.4%
-9.2%
-3.4%
63.4%
+3.2%
+3.2%
58.4%
-3.4%
-1.1%
61.8%
+1.8
+0.9%
57.2%
-8.3%
-5.9%
58.5%
-1.4%
-1.0%
59.3%
-3.6%
-1.6%
62.3%
+0.2
+0.3

National trends in activity
11. Local analysis of the types of activity undertaken is not yet available from Sport
England, but national figures would suggest that, for men, participation in sport has
declined (although not significantly) whereas walking for leisure and for travel has
increased significantly.
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12. For women, the national trend is towards a significant increase in walking for leisure
and a significant decline in participation in dance for fitness.
Comparison across councils nationally
13. Analysis by County Council areas shows those that have achieved a statistically
significant increase in physical activity since the baseline year are Suffolk,
Nottinghamshire and Hampshire. The only County to see a statistically significant
decline is Leicestershire.
14. Across unitaries, met boroughs and district councils there is no immediately
discernible pattern by authority, although it is of note those areas that are relatively
more affluent (Test Valley, Runnymede, Poole, Eastleigh for example) have achieved
significant increases in performance while more deprived areas seem to be
associated with worsening performance (Corby, Sefton ad Rotherham for example).
However this is by no means a uniform pattern with some deprived areas
(Manchester, Salford, Chorley) making significant gains and some relatively affluent
areas (North West Leicestershire, Charnwood, Broadland, Wealden) seeing falls in
performance.
Conclusion
15. Although difficult to draw conclusions at this stage, if the local decline in certain areas
is due to falls in broader physical activity, such as walking and cycling, rather than a
decline in sporting participation, it may point to the desirability of a better joined up
approach across Leicestershire. This should bring together sport, physical activity,
transport, infrastructure planning and green spaces in one system.
16. Given the split in responsibilities for the different elements of that system in two-tier
areas, with public health, transport and county parks being the responsibility of the
County Council and parks, leisure facilities and planning the responsibilities of
districts, a joined up approach to increasing physical activity on a ‘place’ basis is a
real opportunity for Leicestershire.
Officer to Contact
Mike Sandys
Director of Public Health
Tel: 0116 305 4239
Email: Mike.Sandys@leics.co.uk
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Agenda Item 12

Development and delivery Healthwatch Update

Role of Healthwatch
Gather patient opinion and experience of Heath, Social Care and Public
Health services
Provide information, advice and signposting support to members of the public

Build meaningful relationships with strategic partners and stakeholders
Develop and undertake series of Enter and View visits
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Recruit volunteers to support identification of key priorities from public
insight and stakeholder discussion – Healthwatch Advisory Board

Current position
•

Recruitment of Healthwatch Advisory Board
•
•

Staff team
•
•

•

Staff TUPED across – Micheal Smith, Gillian Jillet and Gemma Barrow
Staff recruited – Louise Hall, currently recruiting 2 Outreach leads

Enter and View
• Completed visits to Hunters Lodge Care home, Laytham House
Practice and Springfield Road
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•

Recruited 4 HAB members and HAB Chair
First HAB meeting held on 25th September

Current position
•

Access to GP services
•
•

•

Public and Patient survey over last few months – 210 completed
Report published in November

Maternity services
Working with the Local Maternity Services Board
Supporting the Maternity Voices group
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•
•

Strategic Priorities
•

Health
•

Social Care
•

•

Multi Healthwatch project of delays of discharge from hospitals

Public Health
•

Getting ready for winter – Effectiveness of winter health campaigns
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•

Real life impact of cancellations

Community Outreach
In addition to attending community events and groups, a series of drop in
clinics have been arranged and held for City
• Council Ward meetings
•

GP surgeries
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County
• Care Homes

•

Parish Council meetings

Meaningful partnerships
CCG

•

Governing Board and PCCCC
• Procurement Panels
• IUEC Board

• Health and Wellbeing Boards
• Overview and Scrutiny Boards
• Safeguarding Boards
• Working with the Quality Teams
LPT and UHL
•

• Governing Board
All Age Transformation group
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City and County Councils

Meaningful partnerships
NHS England
•

Quality Surveillance Group
• Local Dental Network
CQC

•

Information sharing meetings
Regional Healthwatch meetings
Healthwatch England
Regional Healthwatch meetings

•

Better Care Together

•

• PPI group
Community Services Redesign
• Out of Hospital Board
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•

Next Steps
Substantive Strategic Priorities – Deliverable work plan and research approach
Enter and View – Domiciliary Care
Working with the VCS

Volunteering recruitment
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Insight reporting

Micheal Smith – Locality Manager – Micheal.Smith@healthwatchll.co.uk
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