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Agenda ltem 4

KENT COUNTY COUNCIL

HEALTH AND WELLBEING BOARD (SHADOW)

MINUTES of a meeting of the Health and Wellbeing Board (Shadow) held in the
Darent Room, Sessions House, County Hall, Maidstone on Wednesday, 23
November 2011.

PRESENT: Dr J Allingham, Ms J Bostock (Substitute for Dr M Jones), Dr B Bowes,
Ms H Buckingham (Substitute for Ms A Sutton), Dr M Cantor (Substitute for Dr Fiona
Armstrong), Mr P B Carter, Dr S Chaudhuri, Clir M A Coffin (Substitute for Clir M
Worrall), Clir J Cunningham, Mr G K Gibbens, Mr R W Gough, Clir L Ingham
(Substitute for Mr A Bowles), MrAlreland, MrR Kendall, Ms M Peachey,
Dr R Pinnock, Dr G Singh, Mr C Tomson, Mrs J Whittle and Dr D Woodhead

ALSO PRESENT: ClIr R Davison

IN ATTENDANCE: Ms S Brown (Business Manager - Public Health Unit) and
Mr P Sass (Head of Democratic Services)

UNRESTRICTED ITEMS

12. Welcome
(Item 1)

The Chairman, Roger Gough, Cabinet Member for Business Strategy, Performance
and Health Reform (KCC), welcomed everyone to this second meeting of the
Shadow Health and Wellbeing Board.

13. Substitutes
(Iltem 2)

The following apologies and substitutes were received and noted:

Katherine Kerswell

Ann Sutton (represented by Helen Buckingham)

Dr Mark Jones (represented by Jenny Bostock)

Clir Mark Worrall (represented by Clir Martin Coffin)
Dr Fiona Armstrong (represented by Mr Mick Cantor)

14. Declaration of Interests by Members in Items on the Agenda for this
meeting
(Iltem 3)

Roger Gough explained that a template for the formal registration of interests by
members of the Shadow Health and Wellbeing Board had been prepared and that it
would be sent out to Board members for their views on the format and requested
interest categories. Once agreed, Board members would be asked to complete the
register with their own interests under each relevant category and return it to Peter
Sass who would maintain a central register of interests. Even after completion, Board
members would be required to declare any relevant interests at meetings of the
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Shadow Health and Wellbeing Board if there was an item on the agenda that related
to one of their registered interests. Any declared interests would be recorded in the
minutes of Board meetings.

No members of the Shadow Health and Wellbeing Board declared any interests in
relation to items on the agenda for this meeting.

15. Previous minutes/action points
(Iltem 4)

Referring to the minute of the discussion under item 7 (Our Vision for the role of the
Health and Wellbeing Board), Jenny Whittle asked for the minutes to be amended to
make reference to the need for a review of integrated provision for occupational
therapy waiting times for children and young people, rather than the reference in the
minutes to there having already been a successful pilot.

Subject to the above amendment, the Board agreed that the Minutes of the meeting
held on 28 September 2011 were a correct record and authorised the Chairman to
sign them as such.

Paul Carter updated the Board on the excellent progress being made on the Kent
Health Commission in the Dover District area with Localis. The Commission was a
forward-thinking project that sought to effect real change by re-shaping services
delivered by acute hospital trusts, GPs and social care, with a view to achieving
improved outcomes for community health by improving pathways for patients and
managing budgets more efficiently. The Commission had its first meeting recently,
which had been attended by Charlie Elphicke MP and he added that the Secretary of
State for Health, Andrew Lansley, was very keen on the proposal and had asked for
an interim report on progress by mid-December. Paul Carter stated that this was an
exciting development and exactly the sort of thing that the Health and Wellbeing
Board should be encouraging and supporting, adding that even a 5% saving on acute
health budgets would produce £6 to £7m every year for community health spend.

Dr Chaudhuri declared a personal interest in the discussion on the Kent Health
Commission as the clinical lead for the Dover Locality, South Kent CCG.

16. Health Needs for Kent - Health & Social Care maps - the JSNA for Kent -
getting the right product
(Iltem 5)

Roger Gough explained that the agenda for this meeting had three main and
connected strands: the Joint Strategic Needs Assessment (JSNA); the Health and
Wellbeing Strategy; and developing provider relationships. With regard to the JSNA,
he stated that it would come back to the Board in January for endorsement.

Graham Gibbens, Cabinet Member for Adult Social Care and Public Health,
introduced Andrew lIreland, the recently appointed Corporate Director of Families and
Social Care, to the Board.

Graham Gibbens introduced the draft JSNA, stating that it was currently out for

consultation and being amended and improved all of the time prior to being adopted
formally in March 2012 and that he welcomed any comments or suggestions as to
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how the document could be shaped and further improved by the Board. He stated
that the key to producing a good JSNA was about bringing together intelligence about
the health and social care needs for the good of the people of Kent.

It was noted that one area of the document that would change was in relation to
services for mental health and Mr Gibbens stated that CAMHS were currently
reviewing the document with a view to providing much more information for the next
iteration. Mr Gibbens referred to a number of examples in the current version of the
document where there was excellent statistical information that would undoubtedly
lead to intelligent and appropriate commissioning of relevant services.

A number of specific comments were made about where the document could provide
more detail, such as in relation to local demographic information and population
trends; determinants of health inequalities in different District areas; and where
preventative services could have a wider role in reducing the need for other services.

CCG representatives welcomed the document and expressed the desire for it to be
finalised as quickly as possible so that it could inform their commissioning plans,
procurement activity, the relative priority attached to each service provided and the
targeting and marketing of those services.

17. Towards a Health & Wellbeing Strategy
(Item 6)

Andrew Scott-Clark, Director of Health Improvement (KCC) gave a presentation on
the development of a Health and Wellbeing Strategy. The presentation discussed the
context for the development of the Strategy and the strategy timescales for the
purposes of guiding commissioning intentions. Of particular significance were the
proposed priorities, which came out of the workshops earlier in the year. These were:

® Dementia
o Early diagnosis
o Integrated model
o Accessible care pathways

CAMHS

Addressing Health Inequalities

Equity of Health provision

Integrated commissioning

Push for 5% more investment in primary and community through shift in funding

It was suggested that these priorities were used to develop a shadow shadow Health
and Wellbeing Strategy between now and the end of the financial year and that the
period between April and October 2012 be used to iteratively develop the full Kent
Health and Wellbeing Strategy, which would feed into the development of CCG and
other Commissioners’ Plans between October 2012 and March 2013.

Roger Gough asked the Board to discuss whether they thought the proposed

priorities were the correct ones, adding that he thought it was better to start “lean and
focused” at the beginning.
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Paul Carter stated that the proposed priorities for the Health and Wellbeing Strategy
were not dissimilar to those being examined by the Kent Health Commission in the
Dover area, which he referred to earlier in the  meeting.

A number of comments and suggestions were made by Board members, as follows:

® |t was right to have Dementia as a priority, but the number of falls by elderly
people had increased a great deal.

® Services for children were crucial, particularly healthy eating

® |Increased joint-working was key to the future successful implementation of the
Strategy, such as in relation to bed-blocking and improved pathways

® |t was important to ensure that the Board was measuring the right things

® A suggestion was made that the Strategy should include Kent-level information,
from which individual CCGs could tailor their priorities

® |t was important to be realistic about what could be achieved in the Strategy and
not seek to raise expectations too highly

® Health Inequalities was too broad and that it should be broken down to its
individual determinants in different areas, e.g. obesity and smoking, so that
individual CCGs could decide how best to tackle Health Inequalities in their own
areas

Roger Gough thanked the Board for their helpful suggestions and comments, adding
that the strategy was iterative and would come back to the Board again in January for
further discussion.

18. Developing provider relationships, what does the Health and Well-Being
Board need?
(ltem 7)

Helen Buckingham introduced the item on developing provider relationships and what
the Health and Wellbeing Board would need from these relationships. In particular,
the Board was reminded that it had agreed there was a need for means to support
the Board in engaging with Healthcare providers and a proposal was made to utilise
Clinical Leadership Groups as such a mechanism.

The Board was in broad agreement to the role that the Clinical Leadership Group
could have, as long as there was no “mission creep” and the Health and Wellbeing
Board needed to be focused on commissioning. It was agreed that there was more
work to do in relation to the specific roles and practical objectives for the CLG and
that it would come back to the next meeting for a discussion.

19. Future dates to April 2013
(ltem 8)

The following dates for future meetings were noted:
18 January 2012

21 March 2012

30 May 2012

18 July 2012

Page 4



19 September 2012
21 November 2012
30 January 2013
27 March 2013
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Agenda ltem 5

By: Roger Gough, Cabinet Member for Business Strategy,
Performance & Health Reform

To: Health and Wellbeing Board

Subject: Structure of the Health and Wellbeing Board

Classification: Unrestricted

Purpose

The actual designated responsibilities of the Health and Wellbeing Board (H&WB
Board) are relatively few:

e Ensuring that a Joint Strategic Needs Assessment (JSNA), a Pharmaceutical
Needs Assessment and a Joint Health and Wellbeing Strategy (JHWS) are
produced

e Ensuring that the commissioning decisions of the Clinical Commissioning
Groups and the local authority, for public health, meet the needs and priorities
identified in the JSNA and the JHWS

e Promoting the integration of commissioning of health and social care services

Whilst few in number if the H&WB Board is to discharge these responsibilities
properly it will require support to enable it to influence complex processes and make
informed decisions. There are also limitations on how frequently and for how long the
Board can meet. It is therefore essential that a robust infrastructure is created for the
Board to operate effectively.

This infrastructure needs to be able to inform the Board on technical matters such as
commissioning and integration of service delivery as well as ensuring that
appropriate relationships are fostered with key partners, especially the CCGs and
District Councils.

In addition to ensuring good relationships with key partner organisations the Board
also needs to ensure it is communicating effectively with patients in Kent and the
wider population.

Commissioning will be a key area of activity for the Board to understand and
influence. This report focuses on proposals for an Integrated Commissioning
Executive and a Health Improvement Commissioning Board that have been
developed to ensure that the Board is advised appropriately and is able to ensure
that the commissioning decisions made for health, social care and public health in
Kent meet the needs of the people of Kent and are commensurate with the Joint
Strategic Needs Assessment and the Health and Wellbeing Strategy.
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Integrated Commissioning

Whilst current arrangements often work well at a local level to promote co-operation
and joint working there is no formal framework to develop properly integrated
commissioning between agencies. We need to establish an integrated
commissioning framework which will then be able to consider best possible
arrangements for integrated services and commissioning support.

Commissioning services and moving towards integrated commissioning

The issue for service commissioning is what degree of integration is necessary to
achieve the greatest added value.

The proposal divides service areas where health and social care need to work
together into 3 broad categories in order to break down the work to make it
manageable and group service areas together where it makes sense to take an
overview. It is accepted that this not always a perfect fit and there must be a read
across and we must avoid creating silos. The service areas proposed are:

e Children and Young People
e Older People and People with a Disability
¢ Mental Health

It is proposed that groups are established for each of these consisting of the
appropriate Directors and other senior managers from the PCT cluster and KCC as
well as lead GPs representing Clinical Commissioning Groups and Members as
appropriate.

Each group will review existing arrangements within their respective area and agree
outcomes to be achieved (referenced to the 3 DH outcome frameworks). Priorities
will be identified and potential degrees of integration evaluated. Each group will
produce a report for the Strategic Oversight Board and Clinical Commissioning
Groups. The report will also address how principles of prevention, personalisation,
incentivisation and localism will be achieved.

Possible models of engagement with districts and CCGs at a more local level are
being considered as part of the current Kent Health Commission work.

Once plans have been agreed the groups could move to an Executive function with
an appropriate sub structure put in place. The NHS Kent and Medway Director of
Whole System Commissioning and KCC Director of Strategic Commissioning will
ensure that the groups work seamlessly together and that cross cutting areas such
as prevention and support to carers are co-ordinated.

It is proposed that a quarterly meeting of an Integrated Commissioning Executive is
established to oversee the work of the groups. The Executive will comprise of PCT
Cluster Chief Executive and the Corporate Director of FSC, KCC and their Directors
as well as lead GP’s representing the CCGs.
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The combined priorities contained with the plans will form the basis of the Joint
Health and Wellbeing Strategy. The integrated Commissioning Executive will decide
where decisions need to be sought, CCG Board, KCC Cabinet or Health and
Wellbeing Board.

It is suggested the work to align outcomes of health, public health and social care
should shape the basic framework within which the integrated commissioning
strategy should operate. Identifying the overlapping areas between the respective
agencies strongly encourages integrated working and commissioning and supports a
“‘whole systems” approach. This is illustrated in the diagram below.

Figure 2. Aligning NHS and Adult Social Care Outcomes
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and early intervention.

1
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and lifestyle
diseases

and tackling their
determinants.

NHS Public Health

; ASC, NHS and Public Health:
i The focus of Joint Strategic Needs Assessment: shared local
i health and well being issues for joint approaches.

Commissioning support

Dependent upon the degree of integration of services consideration can then be
given to the best possible arrangements for commissioning support.
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Health Improvement Commissioning Board

Changes to the NHS and transition of public health to KCC from April 2013 offer
opportunities to redesign the commissioning landscape and enable much better
integration across functions. It is important that commissioning services for health
improvement is properly aligned with the other elements of commissioning for health
and social care and the Health and Wellbeing Board, the Clinical Commissioning
Groups and KCC. The Kent Forum and associated Locality Boards, or other local
arrangements, will also be important elements of the structure. The arrangements to
support the Board to discharge its functions towards the commissioning of public
health may therefore be more complicated than those for integrating the
commissioning of health and social care services.

Current commissioning arrangements

The total public health budget that will be allocated to KCC is expected to be in the
region of £30-£40 million but this is subject to revision when the indicative budgets
are published by the Department of Health. A large proportion of this is tied into block
contracts for screening and other preventative measures commissioned from the
acute hospital trusts leaving c. £17.2 million that has been identified as
commissioning services for healthy lifestyles.

The majority of this budget (¢ £15 million) is within contracts with the Community
Health Trust for services such as smoking cessation, sexual health and healthy
weight. Most of these contracts are renewed annually and would require a 6 month
notice of variation. Contract performance review and monitoring is currently the
responsibility of a group established by the PCT Cluster following the establishment
of the Community Health Trust.

¢ £1 million is currently placed with district councils, mainly in the West of Kent for
healthy lifestyle interventions. District Councils are concerned about whether this
funding will be maintained and what arrangements for commissioning services will be
in the future.

The formal accountability for commissioning public health services still rests with the
PCT Cluster Board but the responsibility for commissioning has been delegated to
KCC under a Memorandum of Understanding. Current arrangements are that
commissioning decisions are taken at the Public Health Directorate Management
Team in consultation with the Cabinet Member. Performance management of
commissioned services within the Community Health Trust is carried out jointly with
the PCT Cluster.
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The necessary arrangements for effective joint working with District Councils and
others at a local level are still subject to discussion but will need to be incorporated
into the new structures.

It is intended that the Health Improvement Commissioning Board/Committee would
replace the commissioning functions of the Public Health Directorate Management
Team and other groups such as the West Kent Health Policy Board.
Functions of a Health Improvement Commissioning Board
A Health Improvement Commissioning Board should:
e Provide robust and comprehensive commissioning, and de-commissioning,
arrangements to meet the needs identified through the JSNA and aligned with

the Health and Wellbeing strategy

e Ensure the outcome frameworks for public health, NHS and social care are
embedded in commissioning for health improvement

e Support integrated commissioning of services across health and social care
and link with other community services

e Complement the other commissioning groups in new integrated structure

o Ensure effective relationships with the Health and Wellbeing Board, Kent
Forum, CCGs, Districts and KCC.

e Review and evaluate the performance of commissioned services

o Deliver measurable improvements to health and wellbeing and reduce health
inequalities in Kent

Membership

The proposed membership of the Health Improvement Commissioning Board would
include: the Director of Public Health; Director of Health Improvement; KCC directors;
Senior district officers, PCT Cluster and CCG representatives and Members as
appropriate. It would be helpful if some membership was shared with the Integrated
Commissioning Executive.
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Linkages and Reporting

The relationship between the Board and the Districts will be particularly important in
order to deliver health improvements and Locality Boards, where they exist,
potentially offer the best mechanism to achieve this. The detail of this will need to be
resolved as Locality Boards mature. In other areas existing bodies that consider local
public health matters, such as local Health and Wellbeing Groups, could be
appropriate. An important issue that remains outstanding is how the links with
Districts and CCG’s will operate at a local level. Both will have a crucial role to play
in delivery of public health but more consideration of how the linkages will be made is
still required.

Regular reports from the Health Improvement Commissioning Board would be
provided to the H&WB Board, Strategic Oversight Board, KCC, CCG’s, Integrated
Commissioning Executive, and for the Kent Forum. Reports should also be available
to Locality Boards and other local bodies as appropriate.
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Structure Chart

The following chart shows the proposed structure to support the Health and Wellbeing Board to discharge its commissioning related
responsibilities:
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Conclusion and recommendations

The Health and Wellbeing Board is asked to consider what advice, analysis and
support it requires to discharge its responsibilities concerning the commissioning of
health, social care and public health services and whether the outline proposals
contained in this report form a basis for further development.

The Board may also want to consider the administrative support that will be

necessary which could include a Steering Group to assist the work of the
Commissioning Boards which would replace the existing Strategic Oversight Board.
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Agenda ltem 6

By: Andrew Scott-Clark, Director of Health Improvement
(Public Health) KCC.

To: Health and Wellbeing Board

Subject: Department of Health

Classification: Unrestricted

Recommendations

Health and Wellbeing Board is asked to receive this paper for INFORMATION
to help inform ongoing development of our local JSNA and Health and
Wellbeing Strategy

1. Introduction

1.1 On the 5™ December 2011 the Department of Health published the
document ‘Joint Strategic Needs Assessment and joint health and
wellbeing strategies explained’

1.2  This short paper summarises the content; the full document is attached.

1.3 The paper also sets out the national recommended timeline for the
refresh of the Joint Strategic Needs Assessment and development of
local Health and wellbeing strategies.

2. Joint Strategic Needs Assessments and H&WB Strategies

21 It is expected that emerging Health and Wellbeing Boards will now be
jointly beginning to refresh the JSNAs and beginning to develop H&WB
Strategies.

2.2  The Department of Health plan to further support this process through:
e Development of statutory guidance on JSNA and H&WB
Strategies and
e Work with partners to develop resources to support the
development and effective use of JSNAs and joint H&WB
Strategies.

2.3  This statutory guidance is due to be published in January 2012 in draft
form but will not be formally published until following the Health and
Social Care Bill receiving Royal Assent.

24 The DoH have also set up a National Learning Network for health and

wellbeing boards to develop knowledge and behaviours that enable them
to work more effectively to delver their shared purpose
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2.5

2.6

2.7

2.8

2.9

The paper also sets out the context form the vision set out in Equity and
Excellence: Liberating the NHS'

The three key messages are as follows:

1. Health and Wellbeing Boards
‘The health and well being board provides an opportunity to build
upon good practice (the best JSNAs have been those undertaken
collaboratively through strong and collaborative partnerships at all
levels) in taking existing JSNAs further so enabling the
transformation of services through collaborative leadership and
the development of a joint health and wellbeing strategy’.

2. ‘The H&WB Strategy supports the Health and Wellbeing Board to
take the step from assessing needs and available assets to
planning and delivery of integrated services and collectively
addressing the underlying determinants of health and wellbeing.
In this way the JSNA and joint Health and Wellbeing Strategy
combined form the basis for local decisions that drive service
change such as investment and disinvestment in services
according to local needs and engagement in the local community’.

3. ‘The joint health and wellbeing strategy is a unique opportunity for
the health and wellbeing board members to explore together the
local issues they have not managed to tackle on their own’

In assessing needs and priorities the H&WB Board should adopt an
‘outcomes based approach’ and could be the place where the three
national outcomes frameworks come together

The paper also describes commissioning and service provision as a
priority

Finally, but not least the paper describes the duty to involve users and
the public in the development of both the JSNA and the joint health and
wellbeing strategy and pay due regard to the Public Sector Equality Duty.

Timeline

The document also sets out indicative timings for Health and Wellbeing
boards which suggests completion of JSNAs by April to inform Health
and Wellbeing strategies by May; in time for Clinical Commissioning
Groups and Local Authorities to begin planning for the financial year
2013 to 2014.

1

Http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_117

353
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4, Conclusion

4.1  Given the above points the H&WB Board will need to consider the local
development of both the JSNA and H&WB Strategy
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Foreword

Health and wellbeing boards are at the heart of our plans to
transform health and care and achieve better population health
and wellbeing.

Leaders from across the local community will come together in
health and wellbeing boards. They will have a collective focus —
to improve services for the whole community so individuals and
communities are able to live healthier lives, and have a better
experience of the health and care system.

This publication is an important call to action to emerging health

and wellbeing boards. It makes the case for starting work now on two core responsibilities for
future health and wellbeing boards — preparing joint strategic needs assessments (JSNAs) and
joint health and wellbeing strategies.

While statutory guidance is being developed, and will follow in 2012, taking action now means
health and wellbeing boards will grasp an important opportunity. The JSNA and joint health
and wellbeing strategy are the key to putting localism into action.

Refreshing the JSNA and developing the joint health and wellbeing strategy over the coming
months will provide local partners including clinical commissioning groups (CCGs) with a
jointly-agreed and locally determined set of priorities on which to base their commissioning
plans within the reformed health and care system going forward. Demonstrating the
partnership work necessary to make this happen will play an important role in authorising
CCGs to take on their crucial role.

The strengthened role of JSNAs and joint health and wellbeing strategies will enable the local
health and care system to go further than ever before. For the first time, decisions about health
and care will be made on the basis of clinical expertise, evidence from the JSNA, and the
valuable input of locally elected councillors and the public, via local HealthWatch and wider
engagement with the community. This means decisions about action, investment and
disinvestment can be genuinely local, rather than a reflection of national priorities.

But, | am clear that JSNAs won’t have such a galvanising effect on their own. It is only the
combination of the JSNA, joint health and wellbeing strategy and aligned commissioning plans
that have that potential to be transformational in improving health, care and wider services for
people in our communities.
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Joint Strategic Needs Assessment and join health and wellbeing strategies explained — commissioning
for populations

This document aims to help health and wellbeing boards take positive action now, so
individuals and communities feel the difference sooner rather than later. By agreeing a set of
local priorities now, health and wellbeing boards can influence local commissioning plans for

the future and grasp the opportunity to create local services shaped around the individuals who
use them.

) oo

Paul Burstow, Minister for care Services, Department of Health
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Introduction

Liberating the NHS — Legislative Framework and Next Steps’; Healthy Lives, Healthy People?
and Capable Communities and Active Citizens® set out the government’s ambition for an
enhanced role for joint strategic needs assessments (JSNAs). This strengthened role of JSNAs
and joint health and wellbeing strategies will enable Local Councillors, GPs and Directors of
Public Health, Adult and Children’s services to work with their communities in leading a more
effective and responsive local health and care system. They will sit at the heart of local
commissioning decisions, underpinning improved health, social care and public health
outcomes for the whole community. As such, they are a key to the success of health and
wellbeing boards and individual commissioners in the future local health and care system.

JSNAs will be the means by which local leaders work together to understand and agree the
needs of all local people, with the joint health and wellbeing strategy setting the priorities for
collective action. Taken together they will be the pillars of local decision-making, focussing
leaders on the priorities for action and providing the evidence base for decisions about local
services. The Government’s ambitions for health and wellbeing clearly envisage clinical
commissioning groups (CCGs) and local authorities jointly leading the local health and care
system, through health and wellbeing boards and in collaboration with their communities. New
relationships between councillors, directors of public health and clinicians will therefore be key
to rejuvenating the local approaches to improving the health and wellbeing of their populations.

The JSNA and joint health and wellbeing strategy can be the foundations upon which health
and wellbeing boards exercise their shared leadership across the wider determinants that
influence improved health and wellbeing, such as housing and education. JSNAs and joint
health and wellbeing strategies will enable commissioners to plan and commission integrated
services that meet the needs of their whole local community, in particular for the most
vulnerable individuals and the groups with the worst health outcomes. Health and wellbeing
boards will have the opportunity to better engage their communities in their development,
thereby empowering local people have a say in shaping the services they use. Service
providers, commissioners, district and borough councils and local voluntary and community
organisations will all have an important role to play in identifying and acting upon local
priorities.

As the transition to the new health and care system takes shape, emerging health and
wellbeing boards will want to drive the refreshing of JSNAs and preparation of joint health and

1http://www.dh.qov.uk/en/PubIicationsandstatistics/PubIications/PubIicationsPoIichndGuidance/DH 122661

2 http://www.dh.gov.uk/en/Publichealth/Healthyliveshealthypeople/index.htm

3 http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH 121508
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wellbeing strategies, not only to help the authorisation of their CCG members, and to underpin
commissioning plans for 2013-14; but also to give all local partners a set of jointly agreed
priorities to work on together in the new health and care system. Through the National
Learning Network for health and wellbeing boards (described further on p.14) and the
development of resources, we want to support health and wellbeing boards through this
transition.

Summary

The purpose of this document is to support emerging health and wellbeing boards as they
engage with the refresh of Joint Strategic Needs Assessments and develop their preparatory
joint health and wellbeing strategy. It also describes what support the Department of Health
will provide, including what resources will be available and when, and how we will build in
learning from early implementer health and wellbeing boards in this.

This document should be read as part of the wider approach to supporting the development
and implementation of health and wellbeing boards led by early implementer health and
wellbeing boards and the National Learning Network for health and wellbeing boards.

The statements in this document are subject to the successful passage of the Health and
Social Care Bill through Parliament and reflect the current intentions of the Department of
Health in relation to the JSNA and joint health and wellbeing strategy following Royal Assent.
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During transition

Although new statutory duties will not take effect until April 2013, activity in the next year of
transition will be crucial for the development of the reformed health and care system. It is an
opportunity to develop strong relationships, embed new ways of working, build on good
practice, and agree priorities for the future before taking full responsibility for the day-to-day
running of the system.

Many emerging health and wellbeing boards have already begun to build new relationships in
their local areas. We know that many are looking to the future, and capitalising on these new
opportunities by involving elected councillors, officers and emerging CCGs supported by their
PCTs, and community representatives in reviewing the JSNA and setting a timetable for
developing the preparatory joint health and wellbeing strategy. This will have the benefit of
providing a local context and collective priorities for the key players in the new system,
including CCGs, to develop their commissioning plans from April 2013 when the statutory
responsibility passes from the PCT.

Although undertaking these processes will build on existing ways of working, it also signals a
break from the past and as health and wellbeing boards emerge, they will be able to develop
relationships between those who will be responsible in the future including CCGs, supported
by those who currently have responsibility in PCTs.

During the transition period, each emerging clinical commissioning group will seek
authorisation through the NHS Commissioning Board. Towards Authorisation states that a
commissioning plan should be a key source of evidence in authorising CCGs, and the intention
is that these will be in line with the relevant preparatory joint health and wellbeing strategies. Of
course, collaboration between CCGs and emerging health and wellbeing boards will help
CCGs achieve authorisation, but what is crucial is that they develop the JSNA and joint health
and wellbeing strategy together, enabling them to commission on the basis of mutual priorities
across the broader health and care landscape, not simply from a health perspective.
Beginning the work now, during transition, will give the best possible chance of this.

To ensure a successful approach, emerging health and wellbeing boards will want to develop
their local plans with the engagement of the relevant emerging CCGs during 2012. Working
under delegated authority from PCT cluster boards, CCGs will want to contribute to a refresh of
existing JSNAs that existing partnerships have previously produced and these will inform the
first joint health and wellbeing strategies and CCG commissioning plans for their first year of
operation. PCT clusters will play an active role in facilitating this transition as well as continuing
to provide input on those areas of commissioning which will pass from PCTs to the NHS
Commissioning Board in April 2013.
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Emerging health and wellbeing boards tell us that during this period they also want to be
engaging with their local stakeholders and communities in developing the JSNA and joint
health and wellbeing strategy. Many want to develop the relationships and model the
collaborative approach that the new system is designed to deliver before it comes into statutory
form, thereby hard-wiring it into the way they operate. Identifying key stakeholders now and
beginning to build enduring relationships will be critical as will remaining flexible in relation to
new changes to the local landscape. Getting the right relationships will be key to unlocking the
wider determinants of health such as education, housing, employment and community safety.

Case study - Wigan

Wigan see a real opportunity to transform their approach to achieve better population health,
at reduced cost to the public purse, through the development of its Health and Wellbeing
Board.

They are trying to address challenging issues: reducing health inequalities, building self-

reliance in communities, delivering care closer to home, transforming services to improve
outcomes. While significant effort has been put into tackling these issues in the past, the

Board has concluded it cannot solve problems by using the same kind of thinking.

For example, previous joint strategic needs assessments (JSNAs) presented a strategic
picture of health and disease in Wigan. In 2011, as the shadow Health and Wellbeing Board
progressed locally, the JSNA was reshaped to develop an ‘asset led’ approach. The move
from focusing on population problems and ‘needs’ to assets meant Wigan were able to ask
different sorts of questions, such as ‘here’s what we’ve got, how can we grow it?’.

Wigan also reviewed their activity to address inequalities, and brought in intelligence from a
broad range of health indicators, including the social determinants. Wigan put this approach
into action in a recent needs and asset assessment on domestic abuse. To ensure that a true
picture of need, current delivery, gaps and assets was achieved Wigan engaged with a range
of individuals including lead officers, service users, victims, perpetrators, staff and volunteers.
This process gathered qualitative intelligence to complement the quantitative data and,
amongst other positive outcomes, it identified inequalities in the overall offer that would not
have been picked up elsewhere.

In developing its JSSNA, Wigan’s shadow Health and Wellbeing Board is particularly keen to
prioritise the development of intelligence about patients’ and the public’s experience of
services, as well as population health. They are also keen to ensure their JSNA develops in a
way that continuously improves the evidence base about what works. This will allow the
Board to ensure that commissioning and improvement priorities are implemented in
innovative and cost-effective ways.

Once health and wellbeing boards are established on a statutory footing in April 2013, they will
take over the statutory responsibility for undertaking the JSNA and joint health and wellbeing
strategy. From this point, health and wellbeing boards will want to continue the ongoing
process of refreshing the JSNA and developing the joint health and wellbeing strategy ready to
feed into the commissioning cycle for 2014-15 and beyond.
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How we will support you

The Government is taking a new approach to implementing change in public services, with
innovation and change driven locally to shape services around communities, with the space
created by national partners to enable the sharing of work works. You have told us that sharing
learning across sectors and between partnerships is vital during this transition, and we will be
supporting this nationally and locally.

Statutory guidance and resources
To support the new policy on JSNAs and joint health and wellbeing strategies the Government
has committed to producing new guidance on JSNAs and joint health and wellbeing strategies.
We have worked with Local Government Association, the NHS Confederation and early
implementer health and wellbeing boards to agree how we will take this forward through the
National Learning Network for healthy and wellbeing boards (described further on p.14) and
plan to:

e develop statutory guidance on JSNAs and joint health and wellbeing strategies, and

e work with partners to develop wider resources to support the development and effective

use of JSNAs and joint health and wellbeing strategies.

The statutory guidance, developed with early implementers will build on existing guidance on
JSNAs and will cover the joint health and wellbeing strategy, as committed to in the
Government response to the NHS Future Forum’s recommendations. It will describe the
principles of the JSNA and joint health and wellbeing strategy; not specifying form or detailed
content, as health and wellbeing boards will determine this locally.

The statutory guidance will be available in draft form in January 2012, but will not be formally
published until after the Health and Social Care Bill has gained Royal Assent. However, we
recognise that this will not enable health and wellbeing board members, including emerging
CCGs to incorporate jointly agreed priorities for action based on identified needs into their
planning for April 2013. Hence, the intention that draft guidance will be issued in January 2012.

This draft guidance will be then be further developed with health and wellbeing board early
implementers and other voluntary and community stakeholders ahead of publication. From
January 2012 we will be engaging with stakeholders on this draft guidance, developed with
health and wellbeing board early implementers, and that engagement will then be followed by
a short public consultation ahead of the final publication of the final, statutory guidance after
Royal Assent. The aim is both to support health and wellbeing boards as they start refreshing
the JSNA and developing a preparatory joint health and wellbeing strategy; and also to ensure
the final product has taken full account of local circumstances and views, and is fit for purpose.
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Our approach to the development and sharing of this guidance aims to be supportive to
emerging health and wellbeing boards as they develop their own understanding and
discussions on JSNAs and joint health and wellbeing strategies. We also want this process to
be an open dialogue with emerging health and wellbeing boards to ensure that the final
statutory guidance is fit for purpose and meets their needs by the time they become statutory
bodies.

To further support health and wellbeing boards to undertake JSNAs and joint health and
wellbeing strategies, and to support stakeholders to engage in the process locally we will work
in partnership with sector leaders and interested partners to produce complementary
resources. These will build on the statutory guidance and will feature products to explore
issues faced by emerging health and wellbeing boards, alongside themes and best practice.
These resources are just as important as the statutory guidance — we are taking this different
approach to paint a picture of how the JSNA and joint health and wellbeing strategy can work
on the ground, informed by those who are actually engaged in them locally.

These products will be shaped and informed by what health and wellbeing board early
implementers and wider stakeholders tell us they would find supportive and useful to meet their
own needs and interests. These will be available in early 2012, and again emerging health and
wellbeing boards will be able to feed into this process through the National Learning Network
and through work underway at a sub-national level.

Support for health and wellbeing board implementation

Support for the implementation of health and wellbeing boards has been developed with the
Government’s new approach in mind. Health and wellbeing boards with truly collaborative
leadership and partnership across local services will be key within the new health and care
system; therefore, we have taken a lot of care in their development and implementation. Early
implementers and stakeholders have been united in a desire for health and wellbeing boards to
make a real difference and not just be ‘talking shops’. In some places this means using the
creation of the health and wellbeing board to drive existing partnership work further. In others,
it is an opportunity to do things differently, recognising that existing partnerships are not
‘delivering the goods’. The National Learning Network provides an opportunity for health and
wellbeing boards to debate and stimulate fresh thinking with their peers, as well as supporting
the development of highly effective health and wellbeing boards in each locality.

Work with partners has focused on supporting local authorities, CCGs and other partners to
bring their own innovation and expertise to the process of identifying and promoting best
practice, to ensure health and wellbeing boards are effective. We have also sought to further
stimulate and support this localist approach through sub-national activity led by Deputy
Regional Directors for social care, SHAs and sub-national local government networks, where it
adds value.
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The National Learning Network for health and wellbeing boards

We have set up the National Learning Network for health and wellbeing boards to develop
knowledge and behaviours that will enable them to work effectively to deliver their shared
purpose. The National Learning Network will support all health and wellbeing boards to
develop a clear sense of purpose and shared local priorities, collaborative behaviours and
strong relationships; and a focus on outcomes and sustainable improvement for local people;
so that the health and wellbeing board is greater than the sum of its parts. With this in mind it
has been developed in partnership with and driven by the needs of those who are actually
developing their health and wellbeing boards, and to complement wider activities at national,
sub-national and local levels.

The National Learning Network is made up of:

e avirtual learning hub,hosted through the Local Government Association Communities of
Practice?, to enable information sharing, collaboration and networking across all sectors
engaged in developing health and wellbeing boards

¢ national learning sets which will enable health and wellbeing board members to work
with their peers across the country on key themes of common interest

¢ leadership development for elected members, alongside clinical leaders and other local
partners, delivered by the Local Government Association building on previous
development work with elected councillors

e ensuring that the Learning Network for health and wellbeing boards aligns with
development and transition support for CCGs, public health and HealthWatch.

We have already developed some parts of the network, and we are working together to
complete the other elements. We intend to be flexible in our approach, responding to the
network’s feedback and ideas. Government will not be issuing guidance across the board, but
only on those areas where health and wellbeing boards early implementers tell us they would
like additional support — any such resources will be developed with and shaped by the National
Learning Network to ensure that they deliver the support where it is needed.

The National Learning Network builds upon the work of the Local Government Association’s
Healthy Communities Programme, and they have been a key partner in informing and
developing this approach as well as showcasing developments already underway at a local
level in New Partnerships, New Opportunities: a resource to assist setting up and running
health and wellbeing boards®.

* http://www.communities.idea.gov.uk/comm/landing-home.do?id=10113659

° http://www.idea.gov.uk/idk/core/page.do?pageld=31196365
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The context

Equity and Excellence: Liberating the NHS® set out a vision of a health and care system that
achieves the best outcomes in the world. It outlined a move to a new system, which shifts
away from centrally driven targets, and instead focuses on putting patients and the public first,
delivering the outcomes that matter most to people, and strengthening accountability and local
democratic legitimacy.

The joint local leadership of CCGs and local authorities through the health and wellbeing board
will be at the heart of this new health and social care system. Through this forum elected
councillors, clinicians, and directors of public health, adults and children’s services will have a
key role to play in using their expertise to achieve a collective focus on improving outcomes
and reducing inequalities. They will enable greater local democratic legitimacy of
commissioning decisions, and provide an opportunity for challenge, discussion, and the
involvement of local representatives.

The Health and Social Care Bill” will require the establishment of health and wellbeing boards
on a statutory basis in every upper-tier local authority in England. They will operate in shadow
form from April 2012, and take on their statutory functions from April 2013. The process of
transition from the current health system to the new arrangements is underway, and many
health and wellbeing boards are beginning to operate in shadow form.

To support the development and implementation of health and wellbeing boards at a local
level, the NHS Confederation has worked with partners to develop Operating principles for
health and wellbeing boards®. This document intends to help health and wellbeing board
members consider how to create effective partnerships across local government and the NHS
as they set up and establish their health and wellbeing boards.

Health and wellbeing boards will be the forum for councillors, commissioners and communities
work with wider partners to address the determinants of health and reduce health inequalities.
This is not just about statutory members of the health and wellbeing board — other partners can
help to achieve these aims. For instance, the voluntary and community sector can help access
chronically excluded groups, and many emerging health and wellbeing boards are finding
innovative ways of engaging the sector.

j http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH 117353

http://www.dh.gov.uk/en/Publicationsandstatistics/Leqislation/Actsandbills/HealthandSocialCareBill2011/index.htm

8 http://www.nhsconfed.org/Publications/reports/Pages/Operating-principles.aspx
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One of the key benefits of establishing health and wellbeing boards will be to increase the
influence of local people in shaping services by involving democratically elected councillors
and through local HealthWatch, so that services can better meet local need, improve the
experience of service users, and improve the outcomes for individuals and communities.

Case study - Harrow

One of the key principles for the development of the shadow Health and Wellbeing Board
in Harrow is a focus on user outcomes and engagement.

Over 100 stakeholders and patients joined in an engagement event to begin a discussion
on issues and themes Harrow’s refreshed joint strategic needs assessment (JSNA). The
event gave the emerging health and wellbeing board clear feedback on what the
community saw as priorities for a renewed JSNA and highlighted the perspectives of the
wide variety of stakeholders in the local health and care system.

In holding the event, Harrow was also able to gain insight into how best to engage with
the public and local stakeholder groups. Using the feedback they gathered Harrow are
now producing a pan-Harrow engagement plan. The plan will help the Board to have a
genuine dialogue with local citizens and groups, hear the issues they raise and respond.
As a result of what they heard at the event, they are also developing a new webpage and
newsletter to keep people informed,

Over the coming months Harrow plan to:
e make an impact on the 3 priorities of older people, most excluded families; and
health and worklessness
e continue to develop the Board
¢ refresh the JSSNA by March 2012
e develop their Joint health and wellbeing strategy for September 2012.

These changes are happening against a backdrop of whole system change, as clinical
commissioning groups, the NHS Commissioning Board, HealthWatch and the transition of
public health to local government take shape. Where successful JSNAs exist, the successful

relationships underpinning them will offer continuity and focus through this transition. In areas
where new arrangements need to emerge, a focus on the JSNA and joint health and wellbeing

strategy through the health and wellbeing board will provide a focus that can help to identify
common goals and ambitions.
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Case study - Buckinghamshire

Buckinghamshire are in the process of developing their joint health and wellbeing
strategy. The emerging health and wellbeing board is clear that it has responsibility for
improving the health and wellbeing of all residents, from the 'cradle to the grave'; and has
agreed four overarching outcomes:

» every child has the best start in life

» everyone takes greater responsibility for their health and wellbeing

« everyone is treated fairly and has the opportunity to fulfil their potential

* keeping people healthier for longer - add years to life and life to years.

Buckinghamshire took a number of factors into account in to arrive at these outcomes,

including:

+ information on existing priorities from other strategies in Buckinghamshire; including
the existing joint strategic needs assessment

+ professional and personal experiences from board members

« taking a positive approach to outcomes, but building in an emphasis that residents
must take some responsibility for their own health

» using plain English and being recognisable to residents

» good practice examples of other joint health and wellbeing strategies were also used
to inform the discussions.

Over the next few months, the board will begin to refine the priorities within each
outcome, prior to a public consultation on the strategy. They are keen that the priorities to
be included in the consultation should not duplicate areas of work being carried out by
others. In future meetings the board will consider where it can add value, where a
different or innovative approach may be required and where the inequalities 'gap' can be
reduced most effectively

The development of a new JSNA will be discussed in early 2012 and will be used to
inform the joint health and wellbeing strategy in 2013 when the board becomes a
statutory body.

The JSNA and joint health and wellbeing strategy are crucial enablers of the new
system, important for commissioners, providers, service users and the wider
community.
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The Joint Strategic Needs
Assessment and joint health and
wellbeing strategy

Building on existing foundations

The JSNA was introduced to create stronger partnerships between communities, local
government and the NHS, providing a firm foundation for commissioning that improves health
and social care provision and reduces health inequalities. It was intended to help
commissioners shape services to address local needs, and a number of supportive resources
have been produced to help local areas undertake their JSNAs.

Local areas have told us that since they were introduced in 2008, the best JSNAs have been
those undertaken through strong and collaborative partnerships at all levels, who recognise the
opportunity and share the responsibility to improve health and wellbeing across all local
services; using this to drive innovation and new ways of working. The health and wellbeing
board provides an opportunity to build upon this good practice in taking existing JSNAs
further so enabling the transformation of services through collaborative leadership and
the development of a joint health and wellbeing strategy.

In the new system, responsibility for undertaking the JSNA and joint health and wellbeing
strategy will come through the health and wellbeing board, and elected councillors, directors of
public health and clinicians will have critical roles to play. They will be a vital tool to support
health and wellbeing boards to understand the needs of their whole community, and agree
collective action to address those needs. By bringing together insights from communities with a
range of high quality evidence and information, which could include other local assessments
and non-health data, the health and wellbeing board can make collaborative decisions on how
best to meet those needs, through joined up, integrated and appropriate services and by
tackling the wider determinants of health. They will, enable users and the public to understand
the factors that influence services in their area and have input into shaping those services.

Health and wellbeing boards will provide local strategic and collaborative leadership in the
reformed health system. As such they are the natural home for the JSNA as a tool to support
the local service leaders to take a strategic view of the needs and assets in their areas and use
this knowledge to inform service planning. CCGs will commission the majority of services, with
the NHS Commissioning Board directly commissioning the remainder of services, which will
also be supported by the evidence in the JSNA.
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From April 2013, the local authority and the clinical commissioning groups, together with local
HealthWatch, will be required to prepare the JSNA through the health and wellbeing board,
undertaking a comprehensive analysis of the current and future needs and assets of their area.
In the context of the JSNA an asset could be anything that can be used to improve outcomes
and impact on the wider determinants of health. This could be facilities such as a One Stop
Shop, or green spaces; but also local businesses, local providers with a specific expertise, or
capacity within the local community, such as lunch clubs for isolated older people. This
includes needs and assets relevant to health, social care and public health across the full
lifecourse, covering children, young people and adults; and involves an analysis of the wider
determinants of health.

By looking at these assets health and wellbeing boards can explore what other resources are
available to them by working with partners to meet local needs and achieve shared priorities.
This could create innovative solutions to issues or create opportunities for wider community
involvement. For instance, links to a Local Enterprise Partnership could be used to encourage
and support people back into work as a way improving their health and wellbeing as well as
supporting the local economy.

Based on the JSNA, the members of the health and wellbeing board will then develop a joint
health and wellbeing strategy for their area. This joint strategy should support health and
wellbeing board members to take the important step from assessing needs and available
assets to planning the delivery of integrated local services based upon those needs and
assets, and collectively addressing the underlying determinants of health and wellbeing. In
this way the JSNA and joint health and wellbeing strategy combined form the basis for
local decisions that drive service change such as investment and disinvestment in
services according to local needs and engagement with the local community.

The joint health and wellbeing strategy is intended to inform commissioning decisions across
local services such that they are focussed on the needs of service users and communities, and
tackle the factors that impact upon health and wellbeing across service boundaries. Likewise,
the joint health and wellbeing strategy will also need to take account of the NHS
Commissioning Board’s Mandate from the Secretary of State for Health. Coherence and
understanding of local commissioning arrangements across partners will ensure that
vulnerable groups are not overlooked. The joint health and wellbeing strategy can also be used
to influence the commissioning of local services beyond health and care to make a real impact
upon the wider determinants of health.

The joint health and wellbeing strategy drives the collective actions of the NHS and local
government, both commissioners and providers, and engages communities in the
improvement of their own health and wellbeing. Local authorities, CCGs and the NHS
Commissioning Board will need to have regard to local JSNAs and joint health and wellbeing
strategies as they draw up their commissioning plans so that their plans are fully aligned with
their jointly agreed priorities.
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The joint health and wellbeing strategy is a unique opportunity for the health and
wellbeing board members to explore together the local issues that they have not
managed to tackle on their own. The JSNA and joint health and wellbeing strategy allow the
health and wellbeing board to analyse the wider perspective of wellbeing, helping local
partners on the health and wellbeing board reach a consensus on the priorities to be
addressed across the system, and how to make best use of collective resources to achieve
them. No single organisation can do this alone, but a shared sense of priorities, built on
confidence and trust and supported by a robust evidence base, can help partners work
together and focus in on key issues that really matter locally.

A focus on outcomes

In assessing needs and priorities, the health and wellbeing board should adopt an ‘outcomes-
based approach’, considering how their work can focus on improving the outcomes that matter
most to their populations. Through the joint health and wellbeing strategy they will set the local
priorities for joint action. They will be able to use information and indicators from the national
outcomes frameworks for the NHS, Adult Social Care, Public Health (and at clinical
commissioning group level, the Commissioning Outcomes Framework) to assess current
outcomes to inform their JSNA, and identify desired outcomes to drive their joint health and
wellbeing strategy. The health and wellbeing board could be the place where the national
outcomes frameworks come together, supporting a primary focus on local priorities.

The collaborative nature of health and wellbeing boards will go beyond a joint assessment of
needs and priorities as these are not ends in themselves. The health and wellbeing board will
also be involved in the development of commissioning plans of constituent health and
wellbeing board members. This opens up opportunities for the collaborative design and
evaluation of commissioning intentions between health and wellbeing board members to look
together at the congruence of commissioning priorities with objective information from the
JSNA.

Commissioners will be required to consider the Health Act flexibilities' for joint working, such as
pooled budgets; which has the potential to further enhance the partnership aspect of health
and wellbeing boards based on evidence from the JSNA and priorities from the joint health and
wellbeing strategy. The membership of the health and wellbeing board also provides an
opportunity to look across the NHS, Adult Social Care, and Public Health Outcomes
Frameworks as a piece, to agree and express their priorities and outcomes as a locality,
across all these areas.

20
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Promoting integration

There are increasing numbers of people living with multiple long-term conditions, and as such
improved integration across services is now a priority. There are many aspects of the health
and care modernisation programme which promote integration, and health and wellbeing
boards will be key to this agenda locally.

The NHS Future Forum and the Social Care engagement exercise, Caring for our future®, are
both exploring how to integrate the delivery of services; what the barriers and potential
incentives are on the ground; which services should be more integrated around users; and how
integration can achieve better value for money. Collectively this work will not only inform
Government and the modernised health and care system; but will also provide potential
solutions and best practice from across the NHS and local government.

Health and wellbeing boards and CCGs will have a duty to encourage integrated working of
commissioners and providers in order to improve the health and wellbeing of the local
population, reduce inequalities, and improve the quality and experience of services for the local
population. They have the opportunity to do this not only at a strategic level, but also to
establish this approach with wider partners at a local level.

These benefits are not merely for the local system and organisations however; they will
improve the quality of services, and experiences and outcomes for service users, their families
and carers in accessing services centred around them. In a period of both economic and
demographic pressure, this alignment of service planning and provision could also be of great
benefit to the taxpayer, with the opportunity for more efficient use of shared resources.

In the transition of public health functions to local government the director of public health will
be able to use their membership of the health and wellbeing board to act as a lynchpin
between local health and local authority services. This will ensure better integration between
public health and services such as housing and education that have considerable impact on
the wider determinants of health.

Providing support to directors of public health and teams across local authorities will be a new
national organisation, Public Health England (PHE). PHE will be responsible for the provision
of integrated advice and services to protect the health of the people of England from new and
existing health threats, and to promote their health and wellbeing. The organisations that will
make up PHE - including the Health Protection Agency, the public health observatories and the
cancer registries, among others - will continue to provide information and intelligence support
to the development of JSNAs. This will be both at a national level, by ensuring that public
health data is readily available, and at a local level though the provision of expert localised
advice and support to understanding and interpreting this information.

o http://caringforourfuture.dh.gov.uk/
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Joint Strategic Needs Assessment and join health and wellbeing strategies explained — commissioning
for populations

In undertaking the JSNA and joint health and wellbeing strategy, boards will also have the
opportunity to align with other parts of the local system that impact upon health, care and the
wider determinants of health. As part of this, health and wellbeing boards can consider joint
commissioning opportunities with other local bodies, thereby enabling joined-up interventions
and alignment of resources in tackling issues that will benefit from multi-agency working, for
example, tackling worklessness, reducing crime and re-offending, improving housing quality, or
child and adult safeguarding. Such local alignments will help the health and wellbeing board to
take an overview over how the determinants of health affect their local populations and how
they could be better addressed across the spectrum of local services. Some of these
relationships and partnerships may already exist in some areas, but some health and wellbeing
boards will wish to build upon these or establish improved ways of working. These
relationships can be mutually beneficial for local services, and the health and wellbeing board
may help local partners to achieve their own aims through joint working. For instance,
initiatives to support ex-offenders into the workplace will have a positive impact on their health
and wellbeing (and possibly wider determinants of health, such as housing status), whilst
stimulating the local economy and reducing their chances of re-offending.

Engaging the public

The health and wellbeing board will have a duty to involve users and the public in the
development of both the JSNA and the joint health and wellbeing strategy, and pay due regard
to the Public Sector Equality Duty. This will strengthen local accountability, enabling health and
wellbeing boards to work with the local community and partners to identify needs and assets,
and to jointly decide and agree actions to address them and utilise their potential. Through this
involvement, the local community will have the ability to influence local services and have an
understanding of what other factors have influenced service provision in their area. There is an
opportunity here for greater partnership with local stakeholders and the community, through
which local assets and resources can be offered and used as a way to work together to
address local needs and tackle the wider determinants of health in a different way.

This will not be the only opportunity for the public to shape their services, as CCGs and the
NHS Commissioning Board will also be required to involve the public and service users in the
planning of services or service change, as local authorities already do. Health and wellbeing
boards might consider how other local partners engage with the public and identify
opportunities for alignment and rationalisation.

The JSNA and joint health and wellbeing strategy will therefore be of interest not just to health
and wellbeing boards, the local health and care system commissioners and providers; but also
to the users of services, their families and carers; and the wider community. JSNAs and joint
health and wellbeing strategies which are open and accessible to all will be able to facilitate
and assist the engagement of a variety of audiences with differing needs, and will be of use to
them all to drive the direction of the local system as intended by the wider health and care
reforms, bringing decision making about services closer to users and the public.
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Joint Strategic Needs Assessment and join health and wellbeing strategies explained — commissioning
for populations

For further information please email JSNAandJHWS@dh.gsi.gov.uk

"NHS Act 2006, section 75.

© Crown copyright 2010

First published

Published to DH website, in electronic PDF format only.
http://www.dh.gov.uk/publications
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Agenda ltem 7

By: Roger Gough, Cabinet Member for Business Strategy,
Performance & Health Reform

To: Health and Wellbeing Board

Subject: Kent Health and Wellbeing Strategy

Classification: Unrestricted

Recommendations

Health and Wellbeing Board is asked to receive the draft H&WB Strategy and
consider the questions laid out in this coversheet

1. Introduction

1.1 At the last H&WB Board it was agreed to begin work on the Kent Health
and Wellbeing strategy with the aim to have an early draft in advance of

an agreed Shadow Health and Wellbeing strategy for the financial year
2012 to 2013 by March 2012.

1.2 The Board agreed a fuller strategy would then be developed in time for
the next commissioning round which, at the time, we envisaged to be
around October 2012.

2. Progress

2.1 Attached is progress that has been made since the last meeting with a
substantial amount of work done on the health inequalities in the Kent
population element; including both the strategy and an implementation or
delivery plan. The document builds upon some of the Kent County
Council work provider by Prof Chris Bentley who led the National Health
Inequalities Service team (HINST) which worked with ‘spearhead’ PCTs
to reduce health inequalities. Whilst within the national timeframe,
spearheads were not able to show appreciable reduction; the view is that
these reductions will be there by this year. Hence the ‘Christmas Tree
Model’ being promoted as a tool the all commissioners and providers
should be using to test how balanced there services are. The county has
further engaged the expertise of Chris Bentley in helping to develop the
implementation plan.

2.2 Less information has been populated for the two disease areas the
H&WB Board previously articulated; however further work on both areas
is being undertaken by the relevant commissioners on teams with
sessions arranged to populate the document.

Page 43



3.2

3.3

3.4

3.5

Questions for the Health and Wellbeing Board

Is the strategy, albeit in this stage of draft development, along the lines
members of the Board envisage?

Given the Department of Health publication on JSNA and Health and
Wellbeing strategies is it appropriate to produce a shadow draft Kent
Health and Wellbeing strategy by March when guidance suggests the full
strategy needs to be developed by May 20127 (Following the January
meeting of the H&WB Board; there are only two more Board meetings
before May 2012).

There is also an expectation is that public (and partner) consultation on
the JSNA and H&WB Strategy will need to be held before they can be
finally agreed.

The Board will need to consider the style the Health and Wellbeing
strategy should take; the document currently lifts some information
directly from the JSNA which in itself contains language that is not public
facing or user friendly. Do members of the Board agree?

The substantial element of the strategy, in my opinion includes both
prevention and reduction in health inequalities and, at this stage is more
or less encapsulated in the Health inequalities action plan; should the
strategy separately cover prevention?

Integrated Commissioning has also been discussed as a priority,
however this is a process or means to an end rather than an area that
needs to be addressed directly in the Health and Wellbeing strategy. Is
this agreed?
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Health Inequalities

1.0

Introduction

1.1

Inequalities in health describe the systematic differences in health associated with
people’s different and unequal positions in society. This concept links the health of
individuals to the structures of social inequality which shape their lives. Outside of the
UK, health inequalities are more accurately described as social inequity. Health
inequalities are often referred to as the social determinants of health or the causes of
the causes.

1.2

Whilst factors such as biological or genetic disposition are important, social inequalities
are the key driver of ill health. Factors such as employment, education, housing,
transport, leisure, neighbourhood renewal, child poverty, fuel poverty, food poverty and
crime and disorder all make a significant contribution to health and wellbeing. The NHS
therefore largely addresses the consequences of inequalities in dealing with the health
manifestations of these.

1.3

This is why partnership working particularly through the leadership of local government,
tackling the social determinants of health is vital to reducing health inequality.

1.4

However the NHS can significantly contribute to reducing health inequalities through
interventions that are made at a population level, rather than through patchy
interventions provided unevenly across populations.

2.0

The Size of the Problem

2.1

Health inequalities are not solely about differences between poorer and better off
groups. They describe the systematic relationship between socio-economic position
and health. Health inequalities follow a social gradient. Health inequalities show a
stepwise relation to social position in a gradient which correlates higher social class
with increased health throughout the different social groups health is related to an
individual’s position in society at every level.

22

A focus on socio-economic differentials rather than social disadvantage widens the
frame of health inequality policy in three major ways. Firstly it searches for the causes
of health inequality not in the disadvantaged circumstance and health damaging
behaviours of the poorest groups but in the systematic differences in life changes, living
standards and lifestyles associated with people’s unequal positions in the socio-
economic hierarchy.

23

Secondly and in consequence, tackling health inequalities is a population-wide goal. It
includes everyone. Framed in inclusive terms, the health gradient approach attracts
attention to the composition of a population and the distribution of economic advantage
and disadvantage. The size of socio-economic groups as well as their levels of health,
matter for reducing the socio-economic gradient of health. Thus the intermediate socio-
economic groups lying between the top (professional) and the bottom (unskilled
manual) make up the majority of the population. Mortality rates are lower than in the
poorest group but the compromised health makes a larger contribution to the toll that
socio-economic inequality takes on the health of a population. In consequence focusing
on the poorest alone will not reduce the size of gain in life expectancy needed to close
the gap.
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2.4

Lastly reducing health gradients provides a comprehensive policy goal: one that
subsumes remedying disadvantages and narrowing health gaps between the broader
goal of equalizing health chances across socio-economic groups. To improve the health
of poorer groups are necessary elements in a strategy to reduce the socio-economic
gradient. But this is insufficient. To reduce the socio-economic gradient, health in other
socio-economic groups also needs to improve at a faster rate than in the highest socio-
economic group.

25

The tables and figures below show that poverty exists all over Kent and Medway and is
not confined to specific areas. Nevertheless there are major concentrations of
deprivation in the Thames-side boroughs of Dartford and Gravesham, in the Medway
towns and throughout the coastal east of the county, interspersed with some localised
areas of high affluence. The more consistently affluent parts of the county are to be
found in Maidstone and the south west quarter of Kent.

26

Index of Multiple Deprivation 2010: Kent and Medway (local quintiles)

Lo Daparinant £ Cosrve i wnd Lo Govermrant
Ay pducsd Dy [Hetnaha Saberisl Kant & Redvwy Pabic Falh Ooesove ey, [0 0001

Map 1 - Deprivation status of areas in Kent and Medway

3.0

Life expectancy

3.1

Life expectancy tells us how long a child born today would be expected to live if they
experienced the current mortality rates of the area they were born in throughout their
lifetime.

Using the data from IMD 2007 for all the electoral wards in Kent, it is possible to
demonstrate a highly significant correlation between relative deprivation and life
expectancy across the county as a whole, also for Medway and for many of the district
council areas.
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3.2
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Figure 2 - Rank correlation of deprivation with life expectancy - Kent and Medway

3.3 Comparing 2000 with 2007 it is evident that at the beginning of the period there is a pattern of
poorer health as defined by life expectancy for all quintiles relative to the most affluent, but in the
later period (2006-08), there has been relative improvement in the intermediate quintiles relative
to the most affluent. However for the most deprived, a pattern of divergence (a widening health
gap) has continued throughout this period. This pattern is projected to continue to 2010. [Table
4]

3.4

—a— WMozt deprived —i— Sacond quintle -a— Third quindile
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Figure 3 — Life expectancy trends by deprivation status, 3-year averages, Kent & Medway
4.0 | All age all cause mortality
4.1 All age all cause mortality is the accepted convention for measuring overall health status of

communities]|
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The overall mortality gap between the richest and poorest in Kent and Medway is increasing
over time with quintiles two to five converging upon each other but the most deprived quintile
becoming increasingly further away, i.e. the gap is widening.
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Figure 4 - All age, all cause mortality rates, 3-year averages, Kent and Medway

5.0

Fair Society, Healthy Lives: The Marmot Report

5.1

In November 2008, Professor Sir Michael Marmot was asked by the then Secretary
of State for Health to chair an independent review to propose the most effective
evidence-based strategies for reducing health inequalities in England from 2010.
The final report, 'Fair Society Healthy Lives', was published in February 2010,

5.2

The report concluded that here is a social gradient in health — the lower a person’s
social position, the worse his or her health is likely to be. Action should focus on
reducing the gradient in health. Health inequalities result from social inequalities. Action
on health inequalities requires action across all the social determinants of health.4
Focusing solely on the most disadvantaged will not reduce health inequalities
sufficiently. To reduce the steepness of the social gradient in health, actions must be
universal, but with a scale and intensity that is proportionate to the level of
disadvantage. We call this proportionate universalism.

5.3

Reducing health inequalities will require action on six policy objectives:

o Give every child the best start in life

e Enable all children young people and adults to maximise their capabilities and
have control over their lives
Create fair employment and good work for all
Ensure healthy standard of living for all
Create and develop healthy and sustainable places and communities
Strengthen the role and impact of ill health prevention
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6.0

What the Health Service and other services can do?

6.1

The challenge faced is to ensure population level outcomes are achieved based on
good evidence-based interventions. This is not only the case for health services but
also for those influencing all the wider social determinants in health. Best population
health outcomes can be defined as:

“Greatest improvement in health and wellbeing, with minimal health inequalities”

The Health Inequalities National Service Team (HINST) has promoted the “Christmas
Tree diagnostic model which provides a checklist of the most important issues in
determining how we can get the most out of our services.

Two important features of the model are:

e Symmetry of the model giving equal weight to how the population uses services
as well as service quality

o There is a strong organizing trunk which holds together and supports both sides
of the programme.

The success test will be to achieve a percentage change in our selected outcome at
population level in a given time period and fairly shared across our defined equity
groups.

Success can not be achieved through small projects on their own, however good the
quality and effectiveness. Success requires considered programmes which are
systematic, scaled up and sustainable in the long term.
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6.2

“Christmas Tree”: Planning for Best Population Level
Outcomes

Population Focus Optimal Challenge to Providers
Population

Outcome

| Engaging the public |

\

|Supported Self Managementl

| Responsive Services | —* Network, Leadership and |+— | Accessibility |
/ 1 coordination 1 \
y
| Expressed demand | | Local Service Effectiveness|

Known
Population
needs

) / Balanced Service Pathway Efficacy

\
Equitabl I \
Poqputlj}:ti:n Cost

Needs | Adequate Service Volumes <«— | Effectiveness

Known
v Intervention

6.3

What contributes most to health inequalities

There is a strong link between cigarette smoking and socio-economic group. Smoking
has been identified as the single biggest cause of inequality in death rates between rich
and poor in the UK. Smoking accounts for over half of the difference in risk of
premature death between social classes.

Death rates from tobacco are two to three times higher among disadvantaged social
groups than among the better off.

Long-term smokers bear the heaviest burden of death and disease related to their
smoking. Long term smokers are disproportionately drawn from lower socio-economic
groups. People in poorer social groups who smoke, start smoking at an earlier age: of
those in managerial and professional households about one third start smoking before
age 16 compared with almost half of those in routine and manual households

Thus any health inequality strategy should address the overall prevalence of smokers
within the population as well as the differences across geographical/socio economic
areas.

7.0

What is our Strategy to reduce Health Inequalities in the
Kent population?

71

1. Ensure we have a comprehensive plan that addresses the six objectives
described by Marmot
a. Give every child the best start in life
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b. Enable all children young people and adults to maximise their
capabilities and have control over their lives

Create fair employment and good work for all

Ensure healthy standard of living for all

Create and develop healthy and sustainable places and communities
Strengthen the role and impact of ill health prevention

~oQo

Systematically apply the Christmas tree model described by the National Health
Inequalities service team to all local health services and reduce variation in
service access and outcomes as much as possible across the Kent geography

Develop in tandem with the Health and Wellbeing strategy a comprehensive and
agreed Health Inequalities Implementation plan that reflects both the Marmot
objectives and reflects the wider determinants of health.

Ensure a systematic approach to reducing the prevalence of smoking in the
Kent population through the systematic delivery of the Kent Tobacco Control
Strategy including the commissioning of high quality and accessible stop
smoking services.

Ensure systematic and population based approach to the provision of health
checks.

8.0

Kent Health Inequalities Action Plan

8.1

Attached to this document is a draft of Kent’'s Health Inequality Action plan which
supports delivery of this strategy.

The Plan:

is based on the six Marmot objectives

covers the wider determinants of health

sets out our aspiration for improvement

covers the outcomes we expect to be published in the Public
Health Outcomes framework

e uses a screening tool to demonstrate the right people are
accessing treatment

The implementation plan is in draft for consultation at the moment and more work is
required to:

Check and develop our aspiration

Ensure patient and public support for the plan

Gain ownership through continued multi-agency input to the plan

Delineate what is expected of our partners, whether that be Clinical
Commissioning consortia, GPs as providers, or other partners including district
councils, Kent County Council itself.
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Dementia

Background

The term ‘dementia’ is used to describe a syndrome, which may be caused by
a number of illnesses, in which there is progressive decline in multiple areas of
function, including decline in memory, reasoning, communication skills and the
ability to carry out daily activities. Alongside this decline, individuals may
develop behavioural and psychological symptoms such as depression,
psychosis, aggression and wandering, causing problems in themselves,
complicating care, and occurring at any stage of the iliness.

It is thought that many factors, including age, genetic background, medical
history and lifestyle can combine to lead to the onset of dementia. However,
the main risk factor for most forms of dementia is advanced age, with
prevalence roughly doubling every five years over the age of 65. Onset before
this age is known as young or early onset dementia. It is very unusual and, in
the case of Alzheimer’s disease, often suggests a genetic cause.

The case

Dementia is a priority in Kent as according to estimates the numbers of
people in the population diagnosed with dementia is set to rise with the
rising numbers of older people. Diagnosed populations will not be
evenly spread across Kent with some districts; likely to have greater
prevalence than others.

Moreover, in the work currently being undertaken around dementia it is
acknowledged that current services are not meeting the needs of this
group of patients.

The NHS Operating Plan 2012/13 makes specific mention of older
people and dementia; particularly in relation to joint plans with local
authorities

“For the first time to support local accountability in 2011/12, PCTs were asked to
work with their local authorities and publish dementia plans which set out locally
the progress they were making on the National Dementia Strategys. That
requirement will also apply for 2012/13 with the additional expectation that any
local or national CQUIN goals should be included”

What does a good Dementia Service look like?

The National Institute for Health and Clinical Excellence (NICE) has
published guidance for dementia including:

e Clinical guidance (CG42 Dementia)

¢ NICE Dementia Pathway

e A number of audit tools and commissioning guides
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e Quality Standards for dementia

High quality dementia pathways should reflect the following
e Principles of care

Risk factors and prevention

Early identification

Diagnosis and assessment

Integrated and Co-ordinated care

Promoting independence and maintaining function

Interventions

Accommodation and hospital care

Palliative and end of life care

Supported by staff training and awareness and carers support.
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Children and Young People’s Mental Health

Assessment 2011.

Introduction

Teenage brains are a work in progress. They may look like adults, they may behave
like adults, they may even come to the same conclusions as adults but what is going
on in their brain is different. Adolescence and young adulthood is a time of great
potential for change and development. The brain of young people particularly in
infancy and in adolescence is very malleable. Experience both positive and negative
plays a crucial role. Neural systems that are chronically activated by threat can
change in permanent ways. Experience plays an important role in determining
connections made. The types of brain activities engaged in during adolescence
probably have a significant impact on what cognitive abilities people will have for the
rest of their lives. The Prefrontal cortex is still underdeveloped. Executive
functioning, controlling and co-ordinating through and behaviour, directing attention
and thinking about future consequences, are limited.

There are a range of diagnosable mental health conditions that children and young
people (aged 5 to 16) can have (see Table xxx):

Table xxx - A classification of mental disorders
Mental disorder

Examples

Phobias, anxiety states and depression.

Emotional disorders These may be made manifest in physical

symptoms such as chronic headache or
abdominal pain.

Conduct disorders Stealing, defiance, fire-setting, aggression

and antisocial behaviour.

Hyper-kinetic disorders Disturbance of activity and attention.

Delay in acquiring certain skills such as
speech, bladder control and social ability.
These disorders may affect one area of
development, or pervade a number of areas,
as in children with autism.
Pre-school eating problems, anorexia
nervosa and bulimia nervosa

Development disorders

Eating disorders

Habit disorders Tics, sleeping problems and soiling.
Post-traumatic Post-traumatic stress disorder
syndromes

Somatic disorders Chronic fatigue syndrome.

Psychotic disorders Schizophrenia, manic depressive disorder
or drug-induced psychoses

" Kent CAMHS services in 2009/10 were seeing fewer then expected
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proportion of children according to need in T2

" There is considerable % of self harm and psychosis seen in T2-3

= In Kent slightly fewer males and slightly more females access services than
would be expected nationally

] There is an under representation of conduct disorder and hyperkinetic
disorders and fewer younger boys are being seen then expected nationally

" Although smaller numbers of BME are expected in Kent CAMHS services

then nationally, Kent CAMHS have an underrepresentation of African and

Caribbean children and an over representation of Asian and mixed race children

then is expected.

= Kent CAMHS are seeing more children with learning disability then
expected nationally but children looked after and young offenders are under
represented both according to local need and to national comparison.

= CAMHS services are being accessed by more children and young people
aged 10-14 then at 15-18

" There is a gap in transition services from CAMHS to Adult services.

= There is under representation from BME groups from a number of providers

notably NHS West Kent where there is a large Asian population. KMPT is
seeing expected numbers of mixed race children and Asian children. KCC

reports large numbers of White Irish, White Other and mixed race young people.

When comparing the vulnerable children in Kent in three categories, (children
looked after, young offenders and children with learning disability), in need of a
CAMHS service compared to the children accessing services there is a very large

gap in provision (Table 3). However, nationally all CAMHS services struggle to meet

‘actual’ need and this is recognised as a major resourcing issue. Therefore when
compared to national average performance, Kent appears to be performing well

regarding the treatment of vulnerable children with learning disabilities compared to
national. However Kent performance for Children looked after and young offenders
is comparatively poor. This is in stark contrast to the number of children who are
recorded on CAMHS mapping data as having ‘emotional disorders’, many who

would be expected to be seen in more universal services e.g IAPT or primary care.

Table 2 - Percentages of vulnerable young people on CAMHS
caseloads in Kent

CAMHS Looked after Learning Young
Provider children disability offenders
EKHT 9 9.7 2.3
KMPT 4.9 8.6 1.5
ECK PCT 2.9 2 1.2
WKPCT 7.6 1.7 0.8
National 9.5 7.8 3.8

Table 3 - Gap according to need for targeted groups
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Number | Estimated | Kent Kent %
Vulnerable | with need| number on (% GAP| National Gap
group |of CAMHS Kent CAMHS| to |standard|to national
in Kent caseload |need standard
Looked
after o
children 1192 259 78 372 -31%
Learning
disability 2425 326 87 305 +6%
Young
offenders 5538 70 99 148 -53%

The children and young people’s emotional well-being and mental health national
support team (NST) from the Department of Health visited Kent in September 2010,
and interviewed a wide range of clinicians and professionals across mental health
and wider emotional wellbeing services in Kent.

Following this visit the team made a series of recommendations. This captured the
strengths that they found in Kent, including strong dedication and commitment
across services, but also significant systemic errors. The overarching
recommendation of the visit was a complete system redesign and the development
of a Community CAMHS model.

One of the key issues identified was the large number of young people referred to a
specialist CAMHS service at tier 3, who could have been seen earlier and more
effectively in tier 2 services. Part of this is due to a lack of clarity for the current
system of referral.
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Agenda ltem 8

By: Graham Gibbens, Cabinet Member for Adult Social Care and Public Health
To: Health and Wellbeing Board

Subiject: Joint Strategic Needs Assessment (JSNA)

Classification: Unrestricted

Recommendations

The Joint Strategic Needs Assessment has been significantly developed and updated to be
relevant for KCC, emerging CCGs and Districts. It is proposed that this draft goes for
consultation until March 2012.

Page 109



This page is intentionally left blank

Page 110



Joint Strategic
Needs

Assessment

Executive Summary
2011

Page 111



Contents

L7 0] 01 (=] o | USSR 2
1. WHhY have @ JSINAT? ... ettt anee e 3
2. Who should use the JSNA ... e e e e e 4
3. Phase 1 — Reviewing where we are. ...........ccccooo oo 7
4, Phase 2 — Continued development of JSNA ... 9
5. What are the big issues in Kent and how can we get the biggest health gains for
Kent? 9
6. Kent - Population DemographiCs..........ccoooeiiiiiii 13
6.1 B NNICHY .eeie i e e e e e 15
6.2 UNEmPIOYMENT ... ..o 16
LR T I 1= o) 4 1Y 11T o SRR 17
L O Y= 1] = | I e 1Y o SRR 18
6.5 Health inequalities iINAICALOrS ........ccoiiiiiiii e 19
6.6  Quality INAICALOrS.....ccoiuiiiiiiiie e 21
6.7  Additional INAICAtOrS .......ooiiii e 23
7. EXECULIVE SUMIMAIY .....oeiiiiiiiiiiieiiee et s bttt e e e e e e e e e e e e e e e sbraeeeaeeeaeannes 24
7.1 Health INeQUAlItIES.......uue s 24
7.2 LIfESIYIES ..o a e e e aaaae s 27
7.21 SMOKING ... e e e e e e e ra e e e aanraaea s 27
722 Physical Activity, Diet and Obesity ...........coevvviiiiiiii e, 28
7.2.3  Alcohol & SUDSTANCE MISUSE ......coiiiiieiiiiiiii et 29
724 Dental Health ...t e 34
740 T @7 o1 o | Y o SRR 35
7.3.2 Breastfeeding ... ..o 37
7.3.3 Immunisation and Vaccination ... 38
7.3.4 Children’s CeNtres ..........iiiiieiii et a e e e eas 40
7.3.5 (=T =T 01 (] Vo I 41
RS NI 01311 1o [ g ToToTo lo] o= A SRR 42
7.3.7  AvOIdable INJUIY.... ... s 43
7.3.8  Children iN CAre......cueiie ittt e et e et e e e e bt e e e anaeeeeeanes 44
7.3.9 DOMESHIC ADUSE ...t 44
7.3.10 Child and Adolescent Mental Health (CAMHS) .........ocooiiiiiiiiiiie e, 48
7.3.11  Teenage PregnanCy........c.uiiiiiumeea ittt 49
T4 AQUIES ... e e e e e e 51
7.4.1 Long term CONAItIONS..........ooiiiiiiii e 51
J A S T == oo T I PP TRPPPN 54
743 12T 0 0 =] o = BSOS 55
7.4.3 Falls and Fractures in the elderly..........oocoiiiii e 56
7.4.5 Mental Health ... 58
74.6 Learning Disabilities........cccooooiiiiie e 61
7.4.7  Sexually Transmitted INfECHONS ..........ccccuiiiiiiiei e 62
7.4.8  Offender HEaltN.........ooiiiiiiiieee e 63
7.4.9 Excess Winter Deaths.........oooiuiiiiiiii e 64
7.5 Other important QIPP WOrk Streams ..........ccuuiiiiiiiiiiee e 65
7.6  Social factors and population groUPS ........cc.eeeiiiieee i 67
7.6.1 Housing and hoMEIESSNESS.......ccoiiiiiiiiiiie e 67
7.6.2 L7 (== SR 67
7.6.3  Community Pharmacies.........ccuiiiiiiiiiiiiiie e 68
AL S V1 (= - o SRR 68
8. Ashford Clinical Commissioning Group (ACCG) ........cceeeeiiiiiiiiiiiiiee e e e 71
9. C4 Canterbury and Whitstable CCG ..........ccviiiiiiii e 76
10. Dartford, Gravesham and Swanley CCG ..........cooiiiiiiiiiiic e 80
11. Maidstone and Malling CCG.........ooiiiiiiiiee e a e 84
12. 3= [ O O C RSP SRTI 88
13. South Kent Coast CCG ...ttt e s e e eaeee s 92
14. Thanet and East Cliff CCG ..o 96
15. West Kent and Weald CCG.....ooo e 100
16 Appendix B — Health Profiles 2011 ... 104

Page 112 2



1. Why have a JSNA?

The JSNA is our diagnostic on the health of people in Kent to show us where

we need to commission or provide better services.
We don’t have to follow any format; this is designed specifically for Kent.

It uses data, analysis, quality of services, costs and cost benefits and what the
public tell us. It will tell us where services are going wrong as well as where

health patterns are improving.

It will show where priorities need to be changed and will give a series of

recommendations.

The purpose of producing a JSNA is:

e To coordinate strategic direction, effort and resource commitment of
the range of public, private and voluntary/community sector
organisations that work to the common goals of improving health
and well being for the population of Kent.

e To ensure that resources are focused on achieving maximum impact
on improving the health and wellbeing of the people of Kent
specifically targeting those who are in greatest need.

¢ To maintain a focus on health improvement and prevention and
ensuring efficient use of available resources.

o To provide evidence of cost effectiveness and value for money

The Health and Wellbeing Strategy for Kent will be based on the JSNA and

will provide the future strategic direction for commissioning.
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2. Who should use the JSNA?

Kent is a two tier County Authority, with 12 District Councils and eight
emerging Clinical Commissioning groups. These organisations must work in
partnership to commission local services in order to meet the changing

demands of our local residents.

The JSNA will be a valuable tool for:
e Clinical Commissioning Groups
e Kent County Council commissioning and members

e Local authorities

e Private and/ or voluntary organisations

Why is it relevant for CCGs?

General Practitioners are the first point of contact for patients.

Reduction in practice variation will result in better health outcomes and will

contribute to reducing the gap in health inequalities for the population of Kent.

Case finding through NHS Health Checks will result in people being identified
earlier and in treatment sooner reducing complications associated with late

diagnosis.

Prevention and brief intervention for smoking, alcohol and healthy weight will

reduce the number of people with long term conditions

Why is it relevant for local authorities?

District councils have a key primary prevention role in minimising the effect of
poor housing, lower educational attainment, poor environment, [e.g. noise, air
and water pollution] and transport all of which have an impact on health and

social care outcomes.
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District councils provide health and wellbeing services in particular for,
smoking, alcohol, physical activity, healthy weight. They therefore need to
adopt a high risk approach and work more closely with primary care and acute
care organisations to ensure that services are targeted towards the most
vulnerable and at risk groups to achieve optimum effectiveness. This can be
done by ensuring NHS based care pathways for Long Term Conditions are
integrated and include such services — for example prescribed exercise
programmes for the elderly (frequent fallers) to reduce falls and fractures,
Health Weight Care Pathway for adults and children who are clinically obese

or overweight for the prevention of Diabetes.

Why is it relevant to providers of health and social care?
Health systems that employ models of chronic care management in which
care co-ordination is a central component — tend to be associated with lower

costs, as well as better outcomes and higher patient satisfaction.

The latest results of the Utilization Review of hospital admissions across Kent
and Medway indicate up to 9% of admissions were found to be inappropriate.
A further 52% of admissions whos of day of care was found to be

inappropriate.

This emphasises the importance of multi professional teams, including
generalists working along side specialists, a focus on care management and
support to home-based care, joint planning and co-ordinated assessment of
care needs, personalised health care programmes and clinical records that
are shared across the multi-professional team are some of the key
components for an integrated health care model.
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Why is it relevant for Kent County Council commissioning and

members?

8 clinical commissioning groups population

12 District Councils
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3. Phase 1 — Reviewing where we are.

A JSNA has been produced in Kent since 2006.

Kent has traditionally produced two JSNA documents, one for adults and one
for children. The Adult's JSNA was refreshed in July 2011 and the Children’s

in December 2011.

The JSNA includes many health needs assessments which are every year on
specific topics such as mental health, children in care, housing, and carers.
More than 40 needs assessment have been carried out in Kent since 2008
exploring in-depth the health and social care needs, gaps in service provision

and levels of un-met need.

An executive summary is available for each of these needs assessments.
These are available form the Kent and Medway Public Health Observatory

Website www.kmpho.nhs.uk/jsna.

These summaries - along with key population indicators presented in the
Health and Social Care Maps and locally developed Clinical Commissioning

Group profiles - provide the basis for the Kent JSNA.

Figure 1 details some of the needs assessments that have been recently

undertaken.
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Figure 1: Umbrella of Needs Assessments

Smoking CHD Alcohol
Veterans
Mental Health Housing
Dementia
Diabetes
Stroke
Children .
COPD Learning
disabilities
Eating disorders
CAMHS
Carers

Commissioners are often involved in the development of needs assessments
and we also try to include the views of patients, users, voluntary sector and
carers where appropriate — for example this has been done significantly in the

carers and mental health needs assessments.

Quality Innovation Productivity and Prevention (QIPP)

The refresh includes a bigger section on the QIPP priorities.

The current economic situation requires the NHS in Kent and Medway to

deliver improved quality of care and productivity over the next five years.

The total projected funding gap is £686m across Kent and Medway over the
next five years (£270m in West Kent, £303m in East Kent) although this
estimate is subject to change. With expected increases in both cost base and
demand from our population.
o Three areas of savings have been identified:

o Service improvement initiatives to improve efficiency — for example.

care pathway optimisation
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o Commissioning ‘lever initiatives to drive up quality and productivity
gains - for example, utilising to full effect contract levers and system
management opportunities, PbR (Performance by Results) tariffs
and primary care contracting

o ‘change initiatives’ that have an impact on the whole system — for

example prevention, self care, or provision of care closer to home.

The recent Utilization Review of hospital admissions into the four acute Trusts
in Kent and Medway represents a unique opportunity to benchmark
appropriate acute care in using a cohort of patient admissions. Initial results
estimate up to 9% of admissions were found to be inappropriate and 52% of
admissions did not require care in an acute care facility. The results are
expected to aid the ongoing discussions between Kent and Medway.
Integrated Plan (QIPP) Board, Clinical Commissioning Groups and Acute
Trusts around shifting resources into community and social services, raising

standards of general practice, and promoting early intervention and self-care.

4. Phase 2 — Continued development of JSNA

See the profile for Ashford shown later in this document. This is how the

locality profiles are being developed in liaison with GPs.
Public Health consultants are working closely with individual CCG leads to

develop tools and resources which enable CCGs to identify commissioning

needs for their local populations.

5. What are the big issues in Kent and how can we get

the biggest health gains for Kent?

Early Years — The life course approach emphasised in the Marmot Review

stresses the importance of continued investment in key areas:
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Improving the continuation (and recording) of breastfeeding

rates beyond six weeks.

The rates of breastfeeding in Kent at six to eight weeks (36%) are
almost half that of the breast feeding rates seen at birth, and

significantly worse than the average for South East Coast.

Health and social care organisations need to fully implement key
recommendations from the Healthy Child and Baby Friendly
Initiative Programmes, in order to improve the uptake and

continuation of breastfeeding.

Improving MMR wuptake as well as general routine
immunisation rates and reduce variation in general practice
coverage to ensure herd immunity and prevent future

epidemics.

This will be achieved through closer working between the
immunisation and vaccination coordination service and GP
practices, utilizing a targeted approach to those practices and
vulnerable population groups where uptake is lowest. Social

marketing campaigns and improved monitoring systems.

Current MMR vaccination rates by Year 5 are 84% and 87% in East
and West Kent respectively, well below the 95% coverage required
for herd immunity (the level at which risk of spread of infection is

reduced)

Using health visitor expertise in Children Centres to deliver
integrated services to vulnerable high risk families — including
messages around health promotion and behaviour change such as
reduction of second hand smoke, alcohol and substance abuse,
domestic violence and healthy weight to ensure long-term benefits

to the health and social sectors.
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56,830 (18%) Kent children are

living in poverty.

Preventing Long Term Conditions
Significant variation in the prevalence of unhealthy lifestyles exists across the

12 districts, often linked with deprivation.

A significant proportion of Long Term Conditions can be prevented if the
people who are at future risk, are identified early enough, and lifestyle and
behaviour are modified accordingly - through self management with support
from integrated frontline services such as Stop Smoking, IBA (Alcohol),
Healthy Weight etc.

The rollout of the national Health Checks programme across Kent needs to be
accelerated in keys areas such as Thanet and Swale.

80% heart disease, stroke and type 2 diabetes, and 40% cancer could

be avoided if common lifestyle risk factors were eliminated

Kings Fund 2011

The aging population —
The ageing population of Kent in the older age group (65+ and 85+) is

predicted to increase significantly over the next 5 to 10 years.

This presents challenges — an increase in long term conditions, rising levels of

dementia, falls and fractures. These conditions are likely to cause tremendous
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pressure on health and social care services - particularly urgent care and a
lack of funded placements further exacerbated by lack of carers and carer
support. For example emergency admissions for falls and dementia in the
elderly have increased by more than 50% and 85% respectively over the last

5 years.

Risk stratification of the Kent population is urgently required to pro-actively
identify complex patients in need of a multi disciplinary integrated approach
(across primary care, community, and acute care and social services) towards
crisis response and support, and exacerbation management ultimately

resulting in hospital admission avoidance.
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Kent - Population Demographics

As a County Kent generally has better health and social care outcomes than
England. However there is significant variation across the districts. Thanet

and Swale consistently have poorer outcomes similar to other coastal towns.

Kent expands from the coast to the boundary of London and shares its
borders with Surrey and Sussex. There are 12 districts within Kent and 8
emerging Clinical Commissioning Groups (CCG), whose boundaries, as the
following map shows are not co-terminus with districts. Kent CC is responsible

for approximately 1.5 million people.

Figure 2: Approximate catchment areas of clinical commissioning

groups in Kent.

Kent and Medway [October 2011] Ub"C HECI"'h
bservatory

Approximate catchment areas of clinical commissioning groups in ent & Medwqy

Sheernéss
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UMinster
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UsittingboLine

BlFzc e rs ham]

AR, LS andwich
ISEVENDAKS LIMAIDSTONE
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? LTONBRIDGE

DRSHFORD

Csouthborough
COROYAL TUNBRIDGE WELLS
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_ LFOLKESTONE

-lytiie

Hrentsrden
Clinical Cornmissioning Group

Ashford Locality Cornmissioning Group
B Canterburyand Coastal

Dartford Gravesham & Swanley
W waidstone & Maling

Medway

SouthKent Coast

.Is.hw:lizll‘”ca”wou”smum Please note Clinical Commissioning Groups (CCGs)
West Kent and Weald have been allocated on to lower level super output
] areas on the hasis onwhich the majarity of patients
allothers are resident in that area. True catchmert areas
overlap and CCGs are subject to further change
|:| Districtboundary Registered patient list correct as at 26th Septernber 2011

West Kent and Malling is the largest of all the Kent CCGs responsible for a

quarter of the total Kent registered practice population. The smallest is
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Maidstone and Malling consisting of 11 general practices responsible for 6.6%

of the Kent registered practice population.

Figure 3: Percentage of Kent registered practice population by

clinical commissioning group as at September 2011

Ashford Locality Commissioning
Group , 8.2%

West Kent and Weald, 24.5%

Canterbury and Coastal, 14.1%

Thanet, 9.4%
Dartford Gravesham &

Swanley, 16.7%

Swale Locality Consortium ,
71%

Maidstone & Malling, 6.6%

South Kent Coast, 13.4%

The biggest population growth will be in the 65+ age group which is predicted
to increase by 9.7% between 2012 and 2016 in Kent. There is significant
variation across the districts ranging from a predicted population growth in the
65+ age group of 7.4% in Gravesham to 11.8% in Swale. However, in the 0-4
age group the proportion of the population is projected to grow very little in
Kent just 0.1%. In Tunbridge Wells the proportion of O to 4 year olds is
expected to decrease by 4.5% whereas it is predicted to increase in Dartford

and Gravesham by 4.3% & 2.9% respectively.
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Figure 4 Projected population change

Projected Population Change in 2012-2016 from 2011* for Ashford
Local Authority by Broad Age Groups

20%

18%
16% | %
14%

12% - /

10%

™ /@7/

6%

2% 2

0% ‘t%:q‘%v

Percentage Change from 2011*

2012 2013 2014 2015 2016
——0-4 0.3% 0.1% 0.0% 0.3% 0.5%
——-5-19 0.1% 0.3% 0.4% 1.0% 1.4%
—&—20-64 0.1% 0.4% 0.9% 1.5% 2.0%
—O— 65+ 4.4% 7.8% 10.7% 13.4% 15.6%
—¥— 85+ 3.2% 5.7% 8.9% 13.0% 17.3%
—e— All ages 0.9% 0.8% 0.8% 0.9% 0.8%

* derived from ONS 2008 based projections

6.1 Ethnicity

Parts of Kent are more ethnically diverse than others. The population of Kent
is predominately white British, 94% at the time of the 2001 census. The Office
of National Statistics estimates that in 2009 the population was 90.5% white
British, with a relatively even growth across the other ethnic groups, including
whites of non-British/non-Irish background. Local knowledge suggests that
there has been an increase in populations from Eastern European countries
such as Poland, data from the 2011 census will enable more discreet profiling
of these communities. Gravesham district has the largest communities of

BME groups approximately 13%, 7.1% are from Asian communities.
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Figure 5

Ethnicity Kent County Council, 2009

Persons by Age Group

Proportion of the Kent population by ethnic group

Source: ONS
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6.2 Unemployment

3.2% of the population of Kent were unemployed and claiming benefit in
November 2011 this compares to a rate of 3.8% for England. The country
has been in recession since 2008 and as a consequence levels of

unemployment have been increasing. The highest levels of unemployment

are seen in Thanet and Shepway [Figure 7].

Page 126

16



Figure 6 Trends in unemployment rate KCC from 1992 to 2011

Trend in unemployment rate Kent CC 1992 - 2011
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Figure 7 Comparison of unemployment rates November 2010 and

November 2011 by districts
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6.3 Deprivation

Swale

Dover

Kent and Medway
Kent

Dartford

Ashford
Maidstone
Canterbury

Tonbridge and Malling

Sevenoaks
Tunbridge Wells

Figure 8 depicts deprivation across Kent, the areas of dark blue represent the

least deprived.

There

is an obvious difference between the
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deprivation in the east of the count and the west of the county. 94 of the 883
LOSA (11%) are in the 20% most deprived for England. Thanet is the most
deprived of the 12 Kent districts and Sevenoaks is the least deprived.

Figure 8 Index of multiple deprivation LSOAs in Kent using National

deprivation scale.

Indices of Multiple Deprivation 2010

| Bristrict boundary
National pogitien
0- 20% most deqrived
B - - o
| R
- a0

I =1 - 100% least deprived

6.4 Coastal Towns

Seaside resorts are uniquely exposed to many interactive forces including:

. Human forces — bringing in both the elderly and transient whilst luring
the indigenous young out of the area whilst keeping holiday makers
away;

. Economic forces — maintaining seasonality, polarising housing markets;

. Social forces — contributing to transience, low pay and worklessness;

. Cultural forces — defining the ‘personality’ and meaning of resorts;

o Forces of inertia — that can maintain the status quo of decline.
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Table 1 Key issues for public health and regeneration in coastal

resorts
Key coastal issue Relevance to public health and regeneration
Alcohol Recent gains made by the NHS through clinical improvements in

interventions for cancers and heart disease have been almost
cancelled out by the continuing steep rise in alcohol related morbidity
and mortality over the past five to 10 years. This reflects increases in
alcohol consumption across the whole population and is driven by
increased availability and reduced cost of alcohol relative to
disposable income. Economic regeneration policies focused on
alcohol and the night time economy are a major driver (Regeneris
Consulting 2007).

In-migration of older | Can create additional pressures on social care and NHS services.
people/demographic
change Poor mental health, e.g. older people becoming isolated and requiring

support following bereavement.

Prevention agenda becomes key: this may require regeneration

policies to provide relevant opportunities/services.

Houses in multiple HMOs may attract vulnerable groups or those already receiving
occupation benefits, requiring specific support and long term collaborative
planning that reduces.

HMOs numbers overall and supports homeless and vulnerably

housed.
Opportunities for Limited opportunities may lead to low self-esteem, poor mental health,
young people harmful behaviours and difficulties in providing a stable workforce.

6.5 Health inequalities indicators

There are four main indicators used to assess health inequalities within Kent
and Medway, these are

e life expectancy from birth

e all age all cause mortality

e cancer mortality under 75s
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e circulatory disease under 75s

Table 2 presents a summary of how well each of the districts are doing in

closing the gap between those populations within the most deprived 20% and

the least deprived 20% 6 of the 12 Kent districts have closed the gap in life

expectancy, the biggest contributor to increasing health inequalities would

appear to be deaths from circulatory conditions.

Table 2 Summary of health inequalities by Kent Districts
Proportion of
Health inequality indicators population
All age
all Cancer | Circulatory
Life cause under disease Most Least

District Expectancy | mortality 75 under 75 deprived | deprived
Ashford 13% 27%
Canterbury 13% 9%
Dartford 17% 24%
Dover 21% 7%
Gravesham 29% 17%
Maidstone 10% 37%
Sevenoaks 6% 42%
Shepway 29% 8%
Swale 31% 5%
Thanet 42% 2%
Tonbridge and

Malling 4% 44%
Tunbridge wells 4% 32%
Kent and Medway

Medway 28% 15%

Adapted from Trends in Health Inequalities 2010, Jonathan Sexton and Julian

Barlow

Kent County general has better health outcomes when compared to England.

However there is variation at district level with Dartford, Dover, Swale and

Thanet consistently have higher all age all cause mortality rates than the other
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Kent Districts. These districts also experience some of the highest levels of

deprivation and unemployment within Kent.

6.6 Quality Indicators

There are a number of measures that are used to assess quality of health
care services. These are reported routinely to at the Cluster Executive Board.
Indicators of particular interest include indicators on effectiveness, satisfaction
and safety, such as the management of hospital acquired infections and the

safe guarding of vulnerable children and adults.

Figures 9 and 8 demonstrate the MRSA and Clostridium difficile April 2011 to
September 2011 cumulative rates for Dartford and Gravesham NHS Trust
(D&G), East Kent Hospitals University Foundation Trust (EKHUFT),
Maidstone and Tonbridge Wells NHS Trust (MTW) and Medway Foundation
Trust (MFT).

The rates for both MRSA and Clostridium difficile at EKHUFT are below the
south east coast average. D&G and MFT are above the South East Coast
average for MRSA but are within their Trust trajectory limit. MTW are above
the South East Coast average for Clostridium difficile, an internal evaluation is
underway to determine any changes in infection rates resulting from the move
to the new Tunbridge Wells Hospital site. The outcome of the evaluation will
be reported to the Kent and Medway Cluster Infection, Prevention and Control

Committee in November 2011.
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Figure 9
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The key focus of children’s safeguarding activity has been to take forward the
Kent Safeguarding and Looked After Children's Improvement Board Plan
arising form the Ofsted/CQC Inspection in Kent. The joint presentation made
by NHS K&M and KCC directors to the November 2011 meeting of the Kent
Safeguarding Children Board that highlights key achievements for
safeguarding children and improving outcomes for LAC to date and sets out
the seven steps for further improvement is included here. The seven steps
are:
e Keeping on top of the basics — for health partners continuing to focus
on use of the common assessment framework (CAF) and engaging in
the development and delivery of child protection plans

e Improving the quality of case work
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e Strengthening prevention — for health partners delivering the health
visiting programme

e Further improving outcomes for LAC

e Reducing the number of LAC

e Reducing the number of children with a protection plan

e Strengthening locality management

6.7 Additional Indicators

Indictors and data to support the JSNA are produced for each of the 12
districts in Kent is presented in the Health and Social Care Maps accessible
from the Kent and Medway Public Health Observatory Website. The maps

area focussed around a number of key themes

e Overview and Demographics
e Health Inequalities

e Disadvantaged Children

e Mental Health and Wellbeing
e Older People

o Key Killers

e Service provision

e Activity and Prevalence
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6. Executive Summary

The following section provides highlights and recommendations from the
needs assessments that have been undertaken across Kent. From these
needs assessments underlying themes and issues have been identified as
factors most important to Kent to reduce health inequalities, improve health

and wellbeing and to deliver improved health and social care outcomes.

7.1 Health Inequalities

The Strategic Review of health Inequalities in England post 2010 (Marmot -
Fairer Lives Healthy Society) starts with the wider determinants of health,

stating that health is an interaction of what we are born with (our genetics),
our lifestyle choices, the social and physical environments in which we live

and health care services.
The diagram below describes health inequalities across a person’s life course
from cradle to grave. Marmot specifies 6 key areas where work needs to be

undertaken to reduce health inequalities

1. Give every child the best start in life

A

Enable all children and young people and adults to maximise their
capabilities and have control over their lives

Create fair employment and good work for all

Ensure a healthy standard of living for all

Create and develop health and sustainable place and communities

o 0 koW

Strengthen the role and impact of ill health prevention
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Figure 8 Life course diagram

Areas of action

Sustainable communities and places

Healthy Standard of Living

Early Years Skills Development Employment and Work

Prevention

oo

co™

W@

Accumulation of positive and negative
effects on health and wellbeing

Prenatal Pre-School School Training Employment Retirement

Family Building

Life course stages

e Poverty exists all over Kent and Medway. There are major concentrations
of deprivation in the boroughs of Dartford and Gravesham and throughout
the coastal east of the county, interspersed with some localised areas of
high affluence. The more consistently affluent parts of the county are to
be found in Maidstone and the south west quarter of Kent.

e There has been an improvement in life expectancy for the intermediate

quintiles of deprivation from 2000 to 2007. However for the most deprived,

a widening health gap has continued throughout this period.
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Analysis indicates that circulatory diseases contributes more towards life
expectancy gaps across all district authorities compared to other long term

conditions and diseases.

The overall mortality gap between the richest and poorest in Kent and
Medway is increasing over time. Life expectancy in the most deprived 20
per cent of the population is 5 years less than the population in the most
affluent 20 per cent. The difference in life expectancy between the poorest
quintile and the second poorest quintile is 3 years.

The Marmot framework also proposes that these influences accumulate
across our lives. Some influences are protective and others present risks.
Where risk outweighs protective factors, chronic disease, disability and

mortality begin manifesting from around age 50.

Latest results published in 2011 indicate that for 5 out of 10 social
determinant and health outcome indicators, Kent County performed
significantly better than the England average such as, male and female life
expectancy, child development at age 5, young people in education,
employment or training and households in receipt of benefits however this
masks major disparities across the County. The remaining 5 indicators
were not significantly different from the England average.

That cancer survival rates have improved and that survival rate has
improved more for the lowest socio-economic groups. This is a product of
the National Cancer Plan and the improvements to cancer services in
Kent.

Heart disease, respiratory disease and all age all cause mortality has
improved for all socio-economic groups across Kent. However the rates of
improvement are differential and the greatest improvements are in the
most prosperous and middle range quintiles of the Kent population. Whilst

there have been notable improvements in rates for the poorest, these have
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not been as notable as for the maijority of Kent’s population. Accordingly
for these conditions, the health inequalities gap has continued to widen
over the period 1999-2001 to 2008-10.

Recommendation

7.2

7.2.

e To map where inequalities has improved in Kent and the possible
contributing factors

¢ To map where inequalities has not improved and the contributing
factors and action needed

e To map performance in Kent against the Marmot life course approach

e A paper is being prepared for discussion at the Kent County Council
January 2012

Lifestyles

1 Smoking

In Kent, approximately 10,000 admissions each year are attributed to
smoking costing £10 million and £12 million in West and East Kent
respectively. A further £860,000 and £1.3 million are also attributed to
annual outpatient costs.

The national prevalence of smoking among adults dropped from 24% in
2005 to 21% in 2008. Smoking prevalence in Kent was higher than the
national figure at 24.9% (281,300 people) in 2009, varying from 16% in
Sevenoaks to 26.3% in Dartford. However this is expected to reduce in
future in line with the downward trend nationally.

However, the above are based on national synthetic estimates, so there is
a need for more local data either through surveys or through an
augmentation of the Annual Health Survey for England.

The Stop Smoking service currently treats 2.2% of the local smoking

population. This needs to increase to 5% or 14,000 smokers.
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Recommendation

Further emphasis is required to concentrate on vulnerable and at risk groups
such young people (especially 20-24 yrs old where prevalence is as high as
32%), pregnancy, mental health and prisoners. This will reduce NHS acute

sector costs and long term conditions costs to health and social care.

7.2.2 Physical Activity, Diet and Obesity

Obesity costs Kent £187.7 million in 2007, rising to £203.3
million in 2009 and is expected to rise to £233.5 million if

left unchecked.

e There is a strong correlation of social factors such as deprivation with lack
of physical activity and poor diets leading to overweight and obesity.

e Recent data suggests areas with higher levels of deprivation such as
Swale, Thanet, Dover and Dartford appear to have less physical activity
levels than those in more affluent areas. Overall, Kent appears to have
slightly lower physical activity levels than the rest of England (10% vs
11%)

e Similar trends are seen for obesity levels, where 25-30% of adult
population in the same areas mentioned above, are obese compared to
20-25% in more affluent areas such as Tunbridge Wells. If those who are
overweight are included, this makes up approximately 50% (557,000
people) of the total adult population in Kent.

e The effects of obesity are considerable ranging from heart disease,
diabetes, osteoarthritis and cancer, where high levels of unmet need pose

a considerable burden on health care services.

Recommendation

A life course approach (as suggested by Marmot) incorporated within an

integrated service model to healthy weight achievement and maintenance is
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imperative for success, spanning from antenatal programmes, breastfeeding,
early years, healthy schools, to Change 4 Life, adult weight management and

Tier 3 to 4 specialist services.

In this regard, Kent is developing the service model offering four tiers of
service which range from a population approach to maintaining and achieving
a Healthy Weight to surgical procedures to achieve dramatic weight loss for
those patients with higher BMI’s.

People need to be motivated to change before weight loss ensues. There is a
need to consider how to incorporate the behavioural model into the healthy

weight pathway

Potential impact of primary care on health improvement
Five minutes of advice in general practice to middle-age smokers to quit
smoking can increase quit rates and save £30 per person for a cost of £11 per

person

Brief interventions in general practice to reduce problem drinking can reduce
alcohol consumption by 40% over 12 months with overall cost savings

outweighing intervention costs

Brief interventions in general practice to improve exercise uptake can
increase the chances of adults undertaking moderate activity by over 20%
and vigorous activity by 6% with cost savings of £3,300 per person.

Kings Fund 2011

7.2.3 Alcohol & Substance misuse

e It is estimated that excessive drinking accounts for 9.2% of disability-
adjusted life years worldwide with only smoking and high blood pressure
as higher risk factors. Alcohol related liver disease is now the 5" largest

cause of death in the UK.
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e The rates of all alcohol-related age standardised admissions is predicted
to rise further in Kent this is in line with national trends.

e There were 12,082 admissions to hospital through A&E for alcohol-related
conditions in 2007-08 compared with 5,713 in 2002-03.

e The rates of drug misuse related admissions have fluctuated over the last
5 years roughly equating to 210 admissions per year in Kent.

e National guidance estimates that for every £6 spent on implementing
identification and brief advice on alcohol harm reduction, could return
savings to the NHS of £10 over four years.

e Recent analysis suggests that despite the large increase in numbers in
treatment, there are an estimated 1,786 treatment Problem Drug Users
who have not been in contact with structured treatment in the past two
years.

e Alcohol is also the most commonly used substance among dual diagnosis
clients with a substance misuse problems. Half of substance misuse
service users are estimated to have mental health needs; this would
equate to 982 people in 2010-2011 in alcohol structured treatment
(dependent drinkers alone).

e A recent survey on young people’s attitudes and behaviours indicated that
a small proportion of underage drinking, smoking and substance misuse
still exists in Kent. Further action is still needed such as strict enforcement
of the ban on sales of alcohol and tobacco products to under 18s. This will
need to encompass work on preventing proxy sales.

e (Good, responsive services on referral will encourage more clinicians in all
settings to use Alcohol Identification and Brief Advice intervention, which in
itself acts as a successful treatment for increasing risk and higher risk

drinkers.

Recommendations

Service redesign to a combined drug and alcohol treatment service should
reflect the relative prevalence of need for drug and alcohol treatment. The

need for alcohol services for dependent drinkers far outweighs the need for
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drug treatment services in Kent. As with smoking cessation, a broad
approach encompassing primary, secondary and tertiary prevention work

across clinical and non-clinical settings is needed.

Alcohol Treatment commissioners

Aim to commission additional mainstream capacity for treatment of at least
10% of dependent drinkers in Kent, increasing to 20% over the next two
years, including expansion of specialist services to include in reach into acute
wards and Accident and Emergency (Tier 3 services). Research shows that
this is a cost effective exercise (UKAAT, 2003, 2005), and it is one of the high

impact actions identified by the Department of Health.

Aim to expand tier 2 services to meet the need for at least 10% of higher risk
drinkers in west Kent, increasing to 20% over the following two years for those
requiring specialist treatment identified by Identification and Brief Advice (IBA
— AUDIT-C is recommended).

Dual diagnosis, co-morbidity, mental health disorders and social problems are
common in people who misuse alcohol. Wraparound drug and alcohol
services as envisaged in the new treatment specifications will need to link into
mental health services at all levels, including signposting and referral to

primary care psychological services.

Commissioned services need to be responsive in meeting the needs of
changing ethnic minority profiles across Kent, including new

communities. The 2011 Census report will inform this.

NHS Acute, Primary, Community Care and Mental Health commissioners
Good, responsive services on referral will encourage more clinicians in all
settings to use Alcohol IBA, which in itself acts as a successful treatment for

over 12% of increasing risk and higher risk drinkers.
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Commission IBA in a variety of clinical settings for at least 10% of dependent
drinkers in Kent, increasing to 20% over the next two years using referral tools

and pathways already agreed by commissioners and providers.

Use AUDIT-C within the NHS Health checks programme.

Commissioners of Cancer, Gastro and CVD acute services should ensure that
alcohol IBA and referral mechanisms are explicit within their commissioned
treatment pathways, using referral tools and pathways already agreed by
commissioners and providers, and give consideration to the financial benefit
of contributing to additional treatment service provision which will be needed

as a result.

Industrialise routine delivery of IBA in Accident and Emergency and acute
services generally for patients experiencing falls/accident/assault/head injury:
gastro-intestinal, cardiac, mental and behavioural problems: collapse or
feeling unwell. Use referral tools and pathways already agreed by

commissioners and providers.

NHS Acute contracting team need to ensure that Hospital Trusts provide
accurate data recording and data extraction, to monitor progress of initiatives,
by building specifications on this into contracts and service level

agreements. This will ensure that relevant data are available for performance
management and to inform further JSNA refresh.

Industrialise routine delivery of IBA in Primary Care through inclusion in NHS
Health Checks wherever and however commissioned and delivered, to
mitigate risk of development of chronic conditions and identify patients
requiring specialist treatment for alcohol harm reduction. Seek to Industrialise
routine delivery of IBA in Primary Care generally for patients experiencing
gastro-intestinal, cardiac, mental & behavioural problems or feeling unwell.
Use referral tools and pathways already agreed by commissioners and

providers.
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Industrialise routine delivery of IBA in Community Nursing, for the same
groupings of patients and others who demonstrate health risk behaviour (e.g.
in sexual health services). Use referral tools and pathways already agreed by
commissioners and providers. Community commissioners to require accurate
data recording and effective data extraction processes, by building
specifications on data collection and data sharing into contracts / SLAs to

monitor progress of initiatives.

Work for further development of generic young people’s risk reduction
services to include brief advice for alcohol identification and referral to
specialist services (pathway development). This would be the responsibility of
Child Health Commissioners, through and with KDAAT, alongside KCC

Education.

Develop a joint working policy, procedure and care pathway for clients with
mental health and alcohol misuse problems (significant co-morbidity with
mental illness requires pathway development into alcohol / mental health dual
diagnosis services). Use referral tools and pathways already agreed by

commissioners and providers.

Develop links with the IAPT programme once that service is well-established.

Public Health Commissioners
Industrialise opportunistic IBA as part of Healthy Lifestyles services through
local authority commissioning for prevention, and by Community Wardens,

housing staff, anti-social behaviour officers.

Through co-commissioning and local partnerships, explore opportunistic
delivery by non-specialist police and probation service staff including PCSOs;
and routine use of IBA with arrestees in custody suites (Alcohol Arrest

Referral).

Raise awareness through campaigns in the press, radio and through partner

newsletters including workforce initiatives about the risks of drinking at
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increasing and higher risk levels and binge drinking. Give consideration to

wider distribution of culturally appropriate resources for new communities.

7.2.4 Dental Health
Adults

e Twenty percent of adults in South East Coast have active tooth decay and
25% of older adults have severe gum disease, with 7% reporting pain.

e There is geographical inequality in uptake of primary care dental services
and commissioned activity per population. Across Kent and Medway the
dental activity commissioned ranged from 1.2 Units of Dental Activity per
West Kent resident to 1.9 UDA per Medway resident. In the 24 months
previous to 31 March 2011, the number of patients treated in West Kent
represented 45% of the West Kent adult population compared to nearly
70% for Medway.

e Current population projections indicate high service need in future
particularly for the elderly.

e National surveys provide data at the SHA level but there is a lack of local
data.

Children

e Surveys carried out in 2007/08 and 2008/09 some 23.5% of 5-year-olds
and 23.6% of 12-year-olds in Kent and Medway were estimated to have
experience of tooth decay. Of those with experience of tooth decay, an
average 2.8 decayed, missing and filled deciduous teeth (dmft) was
reported for 5-year-olds and an average 2.0 decayed, missing and filled
permanent teeth (DMFT) for 12-year-olds (Figure 2). Although lower in
prevalence and severity when compared to the regional (South East Coast
SHA) and national average, geographical variations in the experience of

tooth decay within Kent and Medway are clearly evident.

Recommendation

Adults
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A review of specialist dental services is required. For example, there are no
sedation services in West Kent and domiciliary services need to expand their

provision.

A targeted approach to health promotion initiatives is required particularly in

the elderly.

Children

Further information required such as survey of dental health of under 5 year
old, as well as a coordinated approach involving primary care dental services
to focus on prevention in line with Delivering Better Oral Health — a toolkit for

prevention by Department of Health

7.3 Children

7.3.1 Early Years
e The life course framework mentioned earlier puts the focus on childhood

disadvantage, from before birth and throughout childhood (Figure 8). The
pathways running from childhood circumstances to adult circumstances
and adult health are set in this context. Four pathways are highlighted.
They include the development of physical and emotional health and the
development of health behaviours. But they also range across cognitive
development and educational progress and investment in social identities
such as becoming a parent in adolescence /early adulthood. The
framework identifies these four dimensions as central to the link between

childhood disadvantage and poor adult health.

Figure 9 Childhood disadvantage and adult health: a life course approach
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Source: Childhood disadvantage and adult health: a life course framework

Recommendation

e Therefore, a mixture of universal and targeted programmes such as baby
massage, the Solihull approach, the neo-natal behavioural assessment
scale [NBAS] and the Family Partnership model) are primarily concerned
with the promotion of infant mental health concentrating on the above four
dimensions. Targeted programmes should be provided to families at risk
of poor outcomes due to a range of social dysfunction or psychological
pressures.

e Children centres have a key role to provide a location around which the
Health Child Programme can be managed and delivered on a multi-
disciplinary and multi-agency basis. This means that children’s centres
must accommodate universal programmes as defined by health as well as
more discretionary family support-based services that are a concern of

children’s social services.
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7.3.2 Breastfeeding

e Breast feeding is not being sustained into the early months of infancy for a
large number of children. However there has been a welcome increase in
rates of breast feeding in east Kent over the last three years, the position
in west Kent has remained stable.

e Nine out of 10 women who stop before week six are reported as saying
that they wished to have breast fed for longer. The fastest drop-off in
breast feeding rates happens within the first four days of birth (12%). A
third of women have stopped breast feeding by week six so that only 50%
of babies get any breast milk at this stage. By six months only 26% of

babies continue to be breast fed.

NHS Eastern and Coastal NHS West Kent Kent County
Number of maternities 8,546 8,231 16,777
Number known to be breast feeding 6,040 5,922 11,962
% breast feeding 70.7% 71.9% 71.3%
Number known to be not breast feeding 2,489 2133 4,622
% not breast feeding 29.1% 25.9% 27.5%
Breast feeding status unknown 17 176 193
% unknown 0.2% 2.1% 1.2%
Children } e
Number of Children Children receiving Cxug;een Prevalence: c;v:r:;gfe'nf"
infants due being not being both breast % of childre.n with a breast
Health Area for 6-8 breastfed breastfed breast feeding being feeding
:Leeil:ﬁ :r::kss \.:te:kss "'I":':a?_::d status is breastfed status
formula unknown recorded
NHS West Kent 8,489 2429 3,885 1,194 981 42 7% 88.4%
N e et 9,261 2,108 3,899 778 2476 31.2% 73.3%
Kent County 17,750 4,537 7,784 1,972 3,457 36.7% 80.5%
Recommendation

Implementation of the ‘Baby Friendly Initiative’ to which all key stakeholders
are signed up to, this includes, health visitors, children’s centres and maternity
units, will improve the uptake of breastfeeding as women will feel more

supported.
Support to mothers breast feeding should be commissioned according to the

stated evidence base and the number of mothers breast feeding needs to be

substantially increased in all parts of Kent.
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7.3.3 Immunisation and Vaccination

There are a number of vaccination programmes these include childhood
immunisations, influenza, HPV and Hep B

The percentage of children being immunised in accordance with the
national vaccination and immunisation schedule by the age of one, is
broadly lower than the national and SHA figure in east Kent. In the west of
the county uptake is generally better.

To improve the east Kent performance a National Support Team (NST)
has reviewed local practice and made 29 detailed recommendations as
part of a strategy to improve vaccination and immunisation, which
inevitably focuses upon children and young people.

By the second birthday, the overall percentage of children immunised in
Kent is better than the England average and the SHA.

The MMR rate in east Kent whilst improving is not at the 95% level
recorded by the WHO (World Health Organisation) as being necessary to
prevent an outbreak requiring further public campaigns to bolster the
uptake rates.

2,255 children are unprotected from measles mumps or
rubella’. GP and Health Visitors in one to one meetings with

families can encourage the uptake of MMR

HPV vaccination uptake has recorded varying levels (for each of the three
scheduled doses) across Kent and Medway in comparison regionally and
nationally.

A project in conjunction with colleagues from the Somme is being
developed to assess the differences in uptake of the HPV vaccine, to
share best practice and to ensure that uptake of all three doses of the

vaccine is maintained.

' Based on the difference needed to achieve 95% Jan-Mar 2011 and MYE 2010 5 year olds

Page 148 38




Uptake of MMR vaccination

MMR MMRA1 MMR2
(24 (by 5th (by 5th
months) | birthday) | birthday)
NHS Eastern and Coastal Kent 85.2 92.6 84.6
April 2010 - | NHS West Kent 88.3 89.5 81
June 2010 [ South East Coast 863 | 894 |90
England 88.3 91.4 83.3
NHS Eastern and Coastal Kent 89.6 93.8 86.2
July 2010 -
NHS West Kent 91 90.7 81.9
September
2010 South East Coast 87.4 88.8
England 88.3 91.6 83.7
October NHS Eastern and Coastal Kent 85.6 93.1 83.5
2010 - NHS West Kent 94 92.4 87.8
December | south East Coast 87.3 89 80
2010 "England 889 | 922 84
J NHS Eastern and Coastal Kent 89.1 91.9 84.8
anuary
oo | NHS West Kent o5 9190 | 877
March 2011 | South East Coast 89 89.4 81
England 89.5 92.2 84.5
Source: www.hpa.org.uk - COVER Data 2011
Key _
Zero
80 or more but less
than 90 90 or more but less than 95

Recommendation

An action plan to increase the uptake of the MMR vaccination across Kent
is required. CCGs should improve access to the MMR vaccination for their
patients. To reduce variation within practices and ensure that all areas
have a level of vaccination which offers herd immunity i.e where enough
people are vaccinated within the population to minimise the risk of spread
of infection. This will require targeted initiatives to ensure a pattern of
optimised take-up of MMR vaccination across Kent, starting with those
most vulnerable populations.

Increase the uptake of HPV vaccination for all three doses, through
developing a targeted approach for those populations where uptake is

lowest to reduce variation across Kent.
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e Develop a local enhanced service [LES] to improve uptake of influenza

vaccination including workforce within primary and community care and all

professionals who come in direct contact with patients and clients.

e Increase uptake of influenza vaccination through the use of healthy living

pharmacies.

e Ensure that Hepatitis B vaccination is offered to all at risk mothers

‘Don’t Hesitate, Vaccinate’ — was a successful social

marketing campaign in West Kent which contributed to the
increase in MMR uptake (by Year 2) from 77% in April-Jun

2010 to 95% in Jan-Mar 2011

7.3.4 Children’s Centres

The results from the later evaluations of the National Sure Start
Programme (NESS) have shown that this programme produces
positive results. However the programme needs to be sustained for a
number of years more to demonstrate robust results which are
statistically reliable.

Children’s centres need to bring the benefits of joined-up play groups,
healthcare and parenting support to the local population that they
serve. They should be a hub for the local communities that they serve.
The Healthy Child Programme, especially the 0-5 years, are grounded
on the Marmot principles of progressive universalisms. All agencies
should target their approach focusing on the family as a whole rather
than a child’s behaviour. Services should be commissioned to
recognise home visiting as a key intervention to address inter-
generational improvements in parenting, child behaviour and cognitive
development. The use of the third sector and specifically the
commissioning of HomeStart programmes should be maintained
throughout Kent.

Agencies in Kent should maintain their commitment to children’s
centres and the differential funding to first wave Sure Start children’s

centres on the basis that these have been set up as targeted resources
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in areas across the County identified as being in greatest need. This is
the proper application of the principles of equity.

The role of the health visitor is central to the delivery of the Healthy
Child

Programme. Health visitors have a critical role in leading the practise
of the Healthy Child Programme. Accordingly they should be based in
children’s centres whilst maintaining clear and unambiguous links to
local primary care services. Health visitor practise should therefore
give equal commitment to prevention and promotion of population
health for children and their families, as well as to safeguarding.

There is a national programme to increase substantially the number of
practising health visitors and a Kent and Medway working party is co-
ordinating the local implementation of this, ensuring that full quotas of
newly recruited and trained health visitors meet specified staffing level
targets by 2015.

Recommendation

A balanced range of services from health, social care and the third sector

should be provided from children’s centres. The current focus from social

care excessively focuses on families in need. Health services are universal

and offered to children and families as of right. To enable the health service

offer within children’s centres attractive, the role of children’s centres should

be broadly based and all services (regardless of commissioner) should not

just be targeted on the needs of vulnerable families This contradicts the bullet

point above .

7.3.5 Parenting

The relationship between infants and parents or primary care givers is
critical to the child’s emotional, psychological and cognitive development.
Developmental and behavioural problems — often continuing into later life
— most commonly arise from disturbances in that relationship.
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e Historical impact of Sure Start programmes have yielded mixed results in
terms of developmental trajectories of young children. Recent results of
Sure Start Local Programmes showed children displaying more positive
social behaviour and greater independence and their parents less negative
parenting and a better home environment.

e However concerns have arisen relating to the extent of local boards
running these services, their provision of child care services and most

importantly, the long term funding.

Recommendation

Agencies in Kent should maintain their commitment of differential funding to
first wave Sure Start Children’s Centres on the basis that these have been set
up as targeted resources in areas of the county identified as being in greatest

need. This is a proper application of the principles of equity.

7.3.6 Childhood obesity

e The National Child Measurement Programme indicates fluctuating levels
of obesity in Year R but a steady increase in prevalence in Year 6 from
2007 - 2010, in Kent.

e In 2009/10 the percentage of children in year 6 who were classed as
overweight or obese in Kent was 32.9%, ranging from 29.5% in
Sevenoaks to 37.9% in Dartford.

Recommendation

Obesity services and healthy eating interventions for children should be
commissioned based on national and international evidence such as
programmes to assist changes in child and family behaviour and social
marketing techniques promoting healthy lifestyles. There also needs to be

systematic collection of local data.
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Substantial investment in programmes to address obesity in children and

young people in Kent should be made covering:

e Afocus in early years and school settings that fosters a healthy
environment, including the provision of active help for children at risk of
becoming overweight;

e  Support programmes to assist changes in child and family behaviour
towards maintaining a healthy weight;

e The appraisal of the potential of social marketing techniques to
communicate simple and positive messages about healthy lifestyles;

e The provision of appropriate workforce training and the development of a
targeted evidence of what works specifically as regards children and
young people;

e The systematic collection of local data;

e An action-learning approach to treatment interventions.

7.3.7 Avoidable injury

¢ Road accidents involving children are more scattered than those involving
adults with an obvious relationship to the roads near home.

e While the numbers of road casualties have decreased across all District
Authorities over the last 15 years, Thanet and Maidstone still appear to
have relatively higher number of casualties than the rest.

Recommendation

Multi-agency initiatives in Kent to reduce accidents whether on the road or at
home and in leisure facilities should continue. Transport planners, road safety
experts as well as other local authority officials need to have greater

ownership of this agenda.
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7.3.8 Children in care

e Kent continues to have a higher proportion of looked after children who are
aged 16 and over than the national figure but a smaller proportion of
looked after children aged under 10 years old.

e There is an increased proportion of white looked after children from 2009
to 2010 with the proportion of Asian or Asian British looked after children
falling, but this does not match the national picture which has stayed static
since 2009.

Recommendation

The 2010 OFSTED review highlighted the inadequate child safeguards and
protection arrangements as well as lack of robust quality assurance and
performance management systems, and has suggested a number of
recommendations including a review of the current caseload, workforce
capacity, and improving the quality and timeliness of assessment process. ‘An
unannounced follow-up visit by OFSTED in late 2011 reported significant
improvement notwithstanding that the fundamental challenges outlined in their

original inspection remain’.

All agencies need to be mindful of the continuing need to support young
carers and young carer’s projects. KCC’s strategy ‘Invisible People: A multi-

agency strategy for young carers in Kent’ should continue to be implemented.

All agencies but in particular KDAAT, need to focus on the specific needs of
children whose health and development are frequently compromised through

alcohol and substance misuse by parents.

7.3.9 Domestic Abuse

e On average, two women a week are killed by a male partner or former

partner in the UK (Povey, 2005); this constitutes around one-third of all
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female homicide victims. On average there are five domestic homicides a
year in Kent & Medway.

The Violence against Women and Girls ‘Ready Reckoner (Home Office)
estimates that out of a population of 1,411,100 in Kent, numbers of women

likely to have been affected in the past year are as follows:

o 45,861 women and girls aged 16-59 have been a victim of domestic
abuse

o 23,283 women and girls aged 16-59 have been a victim of sexual
assault

o 56,867 women and girls aged 16-59 have been a victim of stalking

There were 17,551 reported incidents of domestic abuse in Kent in
2009/10. Approximately 22% of these were repeat incidents.
Overall, in Kent rates of repeat victimisation are increasing.

Services commissioned across partner organisations include:

1. Multi-Agency Risk Assessment Conferences (MARACS) for victims
and families assessed at highest risk of future serious abuse / danger.
2. Independent Domestic Violence Advisors (IDVAs). There are 16
IDVAs (w.t.e) currently working across Kent. They are employed by a
number of organisations, and supported by many different sources of
funding. There are no standard job descriptions or conditions of
service, although most Kent Job Descriptions derive from the Co-
ordinated Action against Domestic Abuse (CAADA) framework for
IDVA services®. There is no common agreed outcome framework
currently applied across Kent. Two of these posts support the two Kent
Specialist Domestic Violence courts. A third court opens in Medway in
July 2011, and funding has been secured from the Home Office for an
IDVA to support the work of this court.

3. Community Perpetrator programmes Programmes are currently
available across Kent for men who refer themselves and are assessed
as suitable for the programme. These courses are funded from a

variety of sources. There is also a Women’s Safety Worker Service

2http://www.caada.org.uk/qualityassurance_accreditation/The%ZOCharter%ZOand%20Key%2
OCriteria%20for%20CAADA%20March%202011.pdf
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and a Children’s Safety Worker attached to the community programme
service.

4. Other local support services and projects (often small scale) are
delivered by non-governmental organisations, supported by funding
sources too numerous to list. Some local services receive part of their
funding from the local authorities or PCTs in Kent, but this is a very
small proportion of the whole. Most of these projects are greatly
valued by the local community: but the detail of outcomes is rarely
comprehensively and independently evaluated.

5. Refuges are principally funded by Supporting People.

In Kent there are very few services specifically for children affected by
Domestic abuse. Services which raise awareness, change attitudes, allow an
environment where people are comfortable making disclosures, and provide
early interventions which prevent problems from escalating can all be
described as Preventative. The majority of prevention services are universal

and provided by statutory services, such as health and education.

Rates of reported domestic abuse (including domestic violence) continue to
rise across Kent. Although some of this may be ascribed to improve
reporting, it is likely that incidence is indeed increasing, and current services
are inadequate. Evidence suggests that family violence increases in times of
economic hardship, and it is likely that, over the next 3-5 years, more services
will be needed to support victims. Even more concern relates to the rising
rate of repeat victimisation. This suggests that victims require more pro-active

support than is currently available.

Recommendations

e Commissioners should require NHS staff to be trained in Safe Enquiry
(understanding of issues relating to domestic abuse and domestic
violence). NHS staff should also know how to refer patients to the relevant

local domestic abuse services)
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Co-commission one single Point of Contact service for Domestic Violence
victims in Kent
The sustainable maintenance of IDVA'’s across the county, located
according to need
Safe Enquiry should be part of an overall approach encompassing multi-
agency training for all frontline staff to raise their awareness of domestic
violence, possibly by expanding the screening role of alcohol and other
specialist workers, to enable them to ask about domestic violence safely
and link enquiry with a pathway for safe discharge. Ideally this should be
underpinned by support for them from specialist domestic violence
practitioners in the community.
Further needs assessments are required:
o Assessment of outcomes of DV support services in a consistent
framework: and development of local measures of success
o Exploration of volume of local needs in BME groups —travellers (in
particular Roma) and new communities (principally Eastern
European). In the longer-term (following release of 2011 census
data) a general health needs assessment for these BME
communities in Kent should be undertaken, in partnership with
KCC.
Undertake robust evaluation of perpetrator programmes run in Kent and
Medway to establish effectiveness in reducing violent assaults over a
number of years
There is a need to protect access to front line domestic abuse services.
The framework of domestic abuse services across the County has been
grown and largely sustained through the third sector. In consequence
accessibility to services varies across the County. The Kent Ambition
Board Two Tackling Disadvantage should promote a County-wide
framework for these services and promote sustained funding solutions to
enable the voluntary sector to continue to provide appropriate
interventions for people who suffer domestic abuse. In this regard it is
important to recognise that the true level of need is grossly under-

estimated and will take some years to establish.
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7.3.10 Child and Adolescent Mental Health (CAMHS)

Kent CAMHS services in 2009/10 were seeing fewer than expected

proportion of children according to need in Tier 2

e There is a considerable percentage of self harm and psychosis seen in
Tier2 and Tier 3 services.

¢ In Kent slightly fewer males and slightly more females access services

than would be expected nationally

e There is an under representation of conduct disorder and hyperkinetic

disorders and fewer younger boys are being seen than expected nationally

e Although smaller numbers of Black and Minority Ethnic (BME) groups are

expected in Kent CAMHS services than nationally, Kent CAMHS have an

underrepresentation of African and Caribbean children and an over
representation of Asian and mixed race children than is expected.

e Kent CAMHS are seeing more children with learning disability then
expected nationally but children looked after and young offenders are
under represented both according to local need and to national

comparison.

e CAMHS services are being accessed by more children and young people

aged 10-14 than at 15-18
e There is a gap in transition services from CAMHS to Adult services.

e There is under representation from BME groups from a number of

providers notably NHS West Kent where there is a large Asian population.

Kent and Medway Partnership Trust (KMPT) is seeing expected numbers

of mixed race children and Asian children. KCC reports large numbers of

White Irish, White Other and mixed race young people.

Recommendation

e Focusing work on vulnerable groups : particularly CAMHS Tier 2 and Tier

3 support for young offenders and Children looked after
e Children with mothers with mental health problems and children with

alcohol dependant children is a high impact area that needs addressing.
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This would be achieved through working more closely with adult services
to identify, risk assess and intervene in family support and provide good
Tier 2 type support for those children at risk.

Improve equity : e.g. BME engagement

Emotional well being services and support need to be targeted to areas of
key deprivation (Thanet / Shepway/ Swale/ Gravesham)

Better Data quality and on going needs assessment using real time data to

test for equity and outcomes

7.3.11 Teenage Pregnancy

National guidance estimates that for every £1 invested in contraception
saves the NHS £11 plus additional welfare costs, which is a powerful
economic argument for maintaining contraceptive services.

In Kent the teenage pregnancy rate is 34.7 per 1000 females 15-17 years
(2009) which compares favorably to an England rate of 38.

Thanet has the highest level of teenage conceptions within Kent (53.6 per
1,000 females aged 13-17).

Rates in Kent have reduced by 18% from a baseline of 1998 similar to the
national trend.

However there is still significant variation in progress to rate reduction
such as in Maidstone where there has been a 10% rise with a strong
association to deprivation.

There is a significant lack of information concerning particular at risk
groups such as BME, young fathers, looked after children, young
offenders where more detailed needs assessments should be carried out.
Dartford, Maidstone and Sevenoaks are the districts with the highest rates
of termination of pregnancy in this age group. However, there is only one
service provider operating from Maidstone for the whole county and so
there is a need to offer termination services elsewhere.

There is also disparity in the number of sites offering LARC (long acting
reversible contraception) as mentioned in the recommendations for Sexual

Health improvement.
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e Apart from the above, the teenage Pregnancy Action plan also links in with
other partners, services and strategies such as Children Centres,
Relationship and Sex Education in schools, etc.

e To reduce the number of girls who have repeat abortions three outreach
workers have been employed to identify girls at risk and to provide support

and information to improve their awareness of good sexual health.

Recommendation

Unlike some other counties, Kent has retained a Teenage Pregnancy Co-
ordinator and a County-wide framework of district-based Teenage Pregnancy
Groups. This framework must continue to be sustained as must the
programme of planned reductions in rates. Teenage pregnancy whilst
complex, is significantly a product of lack of aspiration. The risks to the
programme of planned reduction through the lack of prospects for many
young people at present places the success of this programme at particular
risk.

Whiles prevention of pregnancy is preferable, termination services should be
re-tendered for to allow for ease of access across the County. The current
base of Maidstone disadvantages young people faced with this dilemma living
in east Kent. A model that has two bases that serve respectively east and

west Kent needs would improve access.
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7.4 Adults

7.4.1 Long term conditions

Chronic obstructive pulmonary disease (COPD) — Quality Outcomes
Framework (QOF) recorded prevalence is approximately 2% with another
1% undiagnosed totalling to over 35,000 patients in Kent. Generally there
are more undiagnosed cases in the west of Kent, taking into account the
undiagnosed patients east Kent still has a higher prevalence, linked to
deprivation, but mortality rates are slightly higher in East Kent, at around
27% and more than the England average.

Cardiovascular Disease (CVD) — Prevalence is expected to increase by at
least 0.6% over the next ten years to 2020. East Kent has a prevalence
rate which is consistently 1% higher than West Kent. Swale, Thanet,
Shepway and Dover appear to have relatively higher mortality rates
compared to the other districts in Kent. This will have profound effects on
access and demand for cardiac services for surgical treatment,
revascularisation and rehabilitation. Some of the key recommendations
include:

o Ensure monitoring of CVD prevalence at practice level such as
validation of Atrial Fibrillation registers

o Prioritise health improvement programmes including rollout of
health checks as well as evidence based social marketing
techniques.

o Service and care pathway development focusing on latest NICE
Guidance on Personalised Care Plans, developing Heart Failure
registers, integrated community teams, identify patients in acute
trusts, tele-technology and improved access to End of life care.

Stroke - In Kent & Medway 25,889 people were recorded as having a
Stroke or TIA. This is a prevalence of 1.7% across Kent and Medway.
The lowest prevalence of stroke was seen in Medway with just 1.3% of the
population appearing on a stroke register. West Kent has a prevalence of
1.7% and East Kent 1.8%, in 2009/10. The national prevalence from the
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quality and outcomes framework (QOF) is 1.7%. The following actions are
required to improve the care of people following a stroke:

o Early Supported Discharge Teams to cover the whole of Kent.

o Educate GPs as to the importance of correct anti-coagulation in
patients with AF.

o Encourage Stroke Champions / Peer support schemes for people
who have had a stroke.

o Translation of FAST materials to culturally appropriate formats.

o Increase awareness of stroke and the services available with Black
and Minority Ethnic groups, in particular South Asian and African-
Caribbean groups.

Diabetes — the age adjusted prevalence of Diabetes has increased slightly
from 5.4% to 5.7% in Kent. Eighty six percent of the diabetics are Type 2
while the rest are either Type 1 or other rare forms. Greater emphasis on
obesity prevention is essential for prevention of Type 2 diabetes. This
entails improving service integration of the Kent Healthy Weight Care
Pathway for Adults and Children right through to specialist diabetes
services. This should be a priority for CCGs and District Authorities as
prevention targeting those at highest risk will enable savings on treatment
which can be invested elsewhere.

Cancer — While there has been an increase in incidence and the survival
rates of some cancers such as breast, skin and prostate, lung cancer
continues to have the lowest survival rate this is due to a high proportion of
people having the disease diagnosed at a late stage, when the cancer is
more advanced., emphasising the important of increasing public
awareness of signs and symptoms encouraging early presentation in
primary care, as mentioned in the national Cancer reform strategy.
Innovation in delivery of appropriate care is also of emerging importance
with examples such provision of laparoscopic surgery, Enhanced

Recovery after Surgery and systematic approach to chemotherapy pricing.
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Feedback from the Strategic Health Authority and the Department of Health
Long Term Condition review team recognised improvement in the Kent and

Medway QIPP programme, recommending additional improvements:
e greater combination and adoption of existing risk stratification models

e greater unification of local approaches and adoption of integrated working

practices

e urgent development processes to evaluate the success levels of projects,

to enable the rapid spread and take up of the most successful initiatives

e adoption of the findings from the SEC Personalised Care Planning pilot,
combined with the Personal Health Budget programme

e capitalising on the supported self management progress and learning
gained from implementing telehealth/telecare as a part the large scale

national trial (Whole Systems Demonstrator)

e working with the SEC wide LTC commissioning development programme,
co- designed by clinicians and linked with SEC Enhancing Quality

principles.

Risk stratification — key points

Predictive risk models are used for predicting events such as unplanned
hospital admissions, which are undesirable, costly and potentially
preventable.

Such models have been shown to be superior to other ‘case finding’
approaches, including threshold models and clinical opinion. Although the
Department of Health has previously funded two predictive models for the
NHS in England, the current policy is to promote an open market in terms of
suppliers of risk tools.

Commissioners should consider a range of factors when choosing whether to
‘make or buy’ a predictive model, including the outcome to be predicted, the
accuracy of the predictions made, the cost of the model and its software, and
the availability of the data on which the model is run.

Predictive models should be seen as one component of a wider strategy for
managing patients with chronic illness.
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Although there are opportunities here for improving the health status of
patients with complex needs while making net savings for the NHS, the
evidence for hospital-avoidance interventions is patchy and therefore robust
evaluations should be built into any proposed local strategies.

In the future, it is unclear whether predictive risk models in England should
best be procured or built at a local, regional or national level.

Nuffiield Trust

7.4.2 Screening

e Screening aims to reduce illness and deaths from certain preventable

diseases. NHS national screening programmes exist for:

e Antenatal and Newborn Screening (infectious diseases, sickle cell

and Thalassaemia. fetal anomaly (includes Down’s), Newborn

(bloodspot, hearing and Infant physical examination)
¢ Diabetic Retinopathy
e Abdominal Aortic Aneurysm

e Cancer (cervical, breast and bowel)

e The level of uptake in Kent and Medway for all screening programmes is

good.

e There has been more than a 50% uptake in Bowel Cancer screening in

2010 with plans to extend the screening age up to 75 years.

e The diabetic retinopathy screening programme is meeting key national

standards however further work is needed to improve the accuracy of the

database used for invitations and also to improve attendance for screening
e The abdominal aortic aneurysm screening programme started in 2011 and

is running successfully.

e In March 2012, the cervical screening programme will incorporate testing

of cervical screening samples (depending upon the cytology result) for the

virus that caused almost all cervical cancer, Human Papilloma Virus

(HPV). This will improve further the accuracy and efficiency of the

screening programme.

Recommendation
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Reorganisation and safety

e |t has been shown repeatedly that service reorganisation can easily
lead to unsafe and ungoverned screening programmes. It is essential
that those responsible for leading, commissioning and quality assuring
screening programmes at PCT, SHA and Quality Assurance level are

able to continue to focus of safe deliver on screening programmes

Programme development, higher national standards increased expectations.

e All programmes are developing and revised standards appear for
programmes on a frequent basis. There is also an expectation to
provide more thorough governance and assurance following recent
serious incidents (elsewhere). Coordination and leadership of these
require appropriate resourcing.

7.4.3 Dementia

The current prevalence (based on national estimates) is approximately
1.36% and 1.18% for Eastern & Coastal Kent and West Kent respectively
equating to a combined prevalence of 1.28%, far higher than the General
Practice recorded prevalence of 0.49%. This equates to approximately
17,400 people in 2006 rising to 30,100 in 2026.

Dementia related emergency admissions have increased by almost 85%
from 3497 to 6466 admissions over the last 5 years.

Shepway, Sevenoaks, Tunbridge Wells, Tonbridge and Swale are district
authorities with greater growth of dementia patients.

One third of patients live in care homes as well as high risk groups such as
learning disabilities and ethnic minorities.

The QIPP work plan has outlined a number of initiatives which allow better
partnership working and service integration such as crisis resolution,
domiciliary care, advocacy, awareness raising, specialist memory

assessment, integrated case management, etc.

Recommendation
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Move to a social model of care for people with Dementia and map the cost of

the current system and map the change in costs as care moves to the

community.

Significant shift in hospital to community care and costs can be made.

Agree a dementia pathway with all clinicians on the pathway and monitor its

implementation

Earlier diagnosis of Dementia by GPs to a prevalence that is expected in Kent

SO services can be offered earlier and not in a crisis situation.

7.4.3 Falls and Fractures in the elderly

The Department of Health states ‘Preventing older people from falling is a key
challenge for the NHS and local authorities. It is not the preserve of one
agency as the consequences of a fall and resultant fragility fracture cut across
all local agencies working with older people. All local organisations working
with older people, including statutory and voluntary service providers, are a
part of the solution and must be supported to understand their contribution to
reducing the number of falls locally.’

In Kent, there has been a 53% increase in falls related hospital admissions
in West Kent compared to 30% in East Kent over the last 5 years. AlImost
65% of these admissions resulted in no fracture and or injury. The cause
of the fall is more often an interaction of a variety of medical and social
reasons such as UTls, dementia, pneumonia as well as poor housing
conditions and lack of equipment and adaptations or carer support.

The number of falls admissions is listed as one of the highest (if not the
highest) ACS (Ambulatory Care Sensitive) conditions within urgent care.
The 2010 national falls and bone health audit showed considerable
variation in access and availability of minimum standards of care across
the community and acute Trusts in Kent, particularly secondary falls
prevention and bone health assessment including home hazard
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assessment. However it may be noted that ECKHT performs relatively
better than MTW and DVH on some of the indicators including the above

mentioned.

Recommendations

Taking into account of the local context, the Department of Health guidance
suggests an integrated approach largely towards secondary prevention of falls

and fractures involving:

e Acute care fracture liaison services based in Acute Care trusts,
identifying and assessing elderly patients admitted for hip or fragility
fractures for future risk of repeat fractures, followed by regular
osteoporosis treatment.

e Primary care-based fracture liaison service - mainly concerns pro-
active case finding by General Practice for patients with past history of
falls and fractures who have not yet been properly assessed.

¢ Reconfiguring community-based falls clinics to be jointly carried out by
ortho geriatricians and community health teams. Services both in
community and acute trusts are inadequate and poorly integrated to meet
the growing number of elderly falling and being treated in hospital, so more
efficient methods as well as expansion of current nursing and therapy
capacity is urgently needed.

e Non NHS based prescribed community therapeutic / postural stability
exercise programmes. Additional funding is required to build on existing
programmes run by district authorities and / or voluntary organisations and
concentrate on substantive referrals from health and social care
professionals, particularly community health teams.

e Targeting non conveyed fallers. Taking into account best practice from
other counties, South East Coast Ambulance Service (SECAMB) should
work more closely with other health and social care professionals (either
through existing integrated pathways or joined up services) in ensuring
that elderly fallers who are not conveyed to hospital are properly screened
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for risk of falls and referred onward for specialist assessment and

management.

7.4.5 Mental Health

The data that is currently available, together with national models of need
suggest that people in Kent have a little less degree of mental health
‘need’ compared to the England average. However Kent is a large County
with significant local variation and the mental health needs vary according
to socio economic status, variations in local well-being resources and
access to timely services making equity audit essential.

People with poor mental health also experience poor physical health and
reduced life expectancy. There is a need to improve physical healthcare
provision for those individuals with chronic mental iliness, offering health
checks to people with mental health problems is important.

Equity Audits in the provision and access to community mental health
teams and psychological therapies is a priority in Kent.

Promoting positive mental wellbeing will require a partnership approach
that cuts across a number of agendas, to effectively tackle the factors that
can impact on an individual’s mental wellbeing e.g improving community
cohesion and ‘social capital’.

There are currently gaps in service provision to need in dual diagnosis
(alcohol and mental health), transition services between child and adult
mental health services, services tackling maternal depression and
maternal mental iliness, older people’s mental health (excluding dementia)
and eating disorders, personality disorders, offenders in the community
and veterans. Many of these issues are being tackled in the current
commissioning intentions for 2011 and 2012.

The mental health needs of Black and minority ethnic communities and
high-risk groups, such as offenders and asylum seekers/refugees need to

be better understood to ensure appropriate service provision in Kent.
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e Further needs analysis, assessment and targeting of older people
(excluding dementia) are needed.

e Of Kent's population of adults with severe and enduring mental health
problems, only 8% are in employment, improving the employment
prospects of people with mental health problems is important.

What is currently happening in Kent to improve mental well being and

mental health of adults in Kent.

e There is a comprehensive strategy and commitment to tackle Mental Well
Being in partnership between the Council, Voluntary Sector and NHS. This
is called “Live it Well” http://www.liveitwell.org.uk/

e There is an accessible website of information which is being updated
regularly to provide help and information to the public. There is a plan to
provide information in other accessible formats too in 2012.

e There is an East Kent and West Kent Mental Well Being Strategy. These
are plans and commitments of many agencies working together to raise
the awareness of mental well being. In 2012 these will be united and
updated.

e The NHS and the Council will work together with the voluntary sector to
publicise campaigns to reduce stigma and improve awareness of well
being.

e The Kent Public Health team are working with NHS and Council
commissioners to provide better analysis and information to improve
equity of service use e.g liaison psychiatry, community mental health and
primary care mental health services.

e The Kent Public health team with its partners are implanting a series of
well being initiatives such as Change 4 Life, Health Trainers, Healthy
Living Pharmacies, Active Mobs and Well Being Impact Assessment — all
of which have an impact on well being.

e There is a systematic approach led by Kent council and Kent Police - to
improving awareness and service access for people suffering domestic

violence.
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There is a comprehensive commissioning plan set out in the ‘Live it Well’
commitments and is described below.

There are community development workers working alongside a voluntary
organisation in Kent and Medway to improve equity and access for people
in vulnerable and minority groups.

There is a focus on the mental health of ex military service people
(Veterans) and an initiative to improve mental health services for them is

underway.

Recommendation

Refresh the data collected in the 2009 Mental Health Needs Assessment
and evaluate performance using service outcome measures.

Ensure services are commissioned that are accessible to all, including
those at highest risk, have an emphasis on promoting recovery, and
consider an individual’s physical health needs as well as their mental
health needs.

Promote equity at the heart of the “Live it Well” strategy.

Commission initiatives that address the employment and accommodation
needs of adults with mental health problems and evaluate their success.
Develop a strategic approach to improve the mental well-being of Kent
County that also addresses the broader determinants of mental health and
can measure the impact of changes to well being.

Scrutinise and assess the needs and care of the elderly people in mental
health services.

Implement actions from the Strategy for the reduction and prevention
of suicide in Kent 2010-2015

Improve the mental health outcomes of veterans and ex-offenders in the

community.

Older People’s Mental Health

Work with all Commissioners to redesign the OPMHN/Dementia Care

Pathways, ensuring services are more community/primary care focussed,
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integrated with community health services and collaborating to support the
private and voluntary sectors

Review the role of day treatment services in east Kent

Decrease acute in-patient mental health capacity by 15 beds in east Kent
Review all KMPT OPMHN inpatient units, including continuing healthcare,
to assure best value for money; and undertake benchmarking market
development exercise with independent sector

Explore and develop models of integration in acute (non mental health)
care or primary care; for case management, and joint working between
intermediate care, acute and community services — resulting in fewer

general hospital admissions for people with dementia.

Learning Disabled Mental Health

Analyse data to inform a needs assessment that in turn allows design of
an options appraisal for the future commissioning of in-patient services for
people with learning disability and mental health needs

Analysis of demand, activity and costs of the service to consider whether
contracted bed numbers should be reduced to allow investment in learning
disability community forensic services

Commission additional nursing posts in support of the community mental
health of learning disability service.

7.4.6 Learning Disabilities

People with learning disabilities (LD) have a wide range of social and
health care needs depending on the severity of their condition.

The latest estimated prevalence for LD in Kent by reference to QOF data
is approximately 0.3%, with higher rates recorded in Dover, Thanet and
Shepway.

However, this appears to underestimate the prevalence estimates from the
national epidemiological literature considerably, by up to 3% of the
population. This implies a important training need particularly around
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specialist assessment, diagnosis and chronic disease management to
improve recording of prevalence.

As of January 2009 an estimated 29,000 primary and secondary school
children in Kent have been identified with a disability requiring Special
Educational Needs. The Aiming High for Disabled Children programme
aims to improve services by local focus on improved access, parent / carer
support, social networks and information.

The majority of learning disability cases are due to genetic factors.

Over the last few years, there has been a change in need and people with
learning disabilities are choosing to live more independently, seeing a shift
away from residential care, to more community based, flexible services to

meet individual person centred plans.

Recommendation

Continue to support the Aiming High for Disabled Children programme which

aims to improve services by local focus on improved access, parent / carer

support, social networks and information.

7.4.7 Sexually Transmitted Infections

The England average rate is approximately 775 diagnoses per 100,000
population whereas NHS Eastern and Coastal Kent and NHS West Kent
are much lower at 573 and 519 per 100,000 respectively. Genital Warts,
Chlamydia and non specific genital infections make up the majority
proportion of STls diagnosed.

For Chlamydia, the female age group 16-19 years appears to be at the
highest risk across Kent among the other age groups, in line with national
trends.

implementation of .a community sexual health model will be reviewed in
2013

Late diagnosis of HIV appears to be a problem particularly for West Kent
with 55%, compared to approximately 20% in East Kent.

A research project looking into reasons for late diagnosis of HIV is being
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developed in conjunction with the Health and Europe Centre.
e Projections estimate a 23% and 28% increase in first attendances for

GUM clinics for East and West Kent respectively.

Recommendation

More work is still required to map, integrate and improve uptake of sexual
health services like Chlamydia testing and long acting reversible

contraception.

To ensure earlier diagnosis of HIV work needs to be undertaken to increase
the up-take of point of contact testing for all patients in contact with services.
An HIV test should be offered routinely through General Practices and
Community Services in high incidence areas in Kent.

Ensure that as part of the Healthy living pharmacies programme, there is a
requirement to promote good sexual health and to deliver Chlamydia
screening, Emergency Hormone Contraception (EHC) and the prescribing or

oral contraception.

Continued investment and development of a Kent and Medway Sexual

Assault referral centre (SARC)

7.4.8 Offender Health

e There is a high rate of non-attendance at appointments offered within
healthcare at some prisons in Kent such as refusal of psychological
interventions associated with the Integrated Drug Treatment System
(IDTS) and low uptake of Hepatitis B vaccination, coupled with high rates

of smoking and hazardous drinking.

Recommendation
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Development of clear pathways and referral processes that enable offenders
currently in as well as leaving custody to access community drug and alcohol

services and other health care services including health checks.

There is a need for a Medicines Management Performance Framework to be
in place to harmonise prescribing and medicine management financial

practice across the Sheppey prison estate

There is a need to ensure that timely and appropriate screening has taken

place including screening for Bowel Cancer and AAA.

Bedwatch and escort events should be subject to a special review to ensure

that as many clinical services as possible are offered in the Prison.

There should be a specific review of In Patient facilities in HMPs Elmley and
Swaleside

7.4.9 Excess Winter Deaths

e There is considerable variation between the different districts in Kent; with
Canterbury has the highest excess winter death ratio (ie. winter vs
summer), followed by Maidstone and Dover having the lowest ratio. Most
of the local authority districts have ratios that are relatively close to the
Kent average.

e There is a service gap in terms of the link between primary care and those
able to offer support to the people most vulnerable from poor health
outcomes due to cold temperatures.

e A number of pilots have been suggested or implemented such as GP
practice winter warmth referral, which, if successful, should be rolled out to
other areas.

Recommendation

e Consider the results of the pilot evaluation when complete to assess if the

scheme is feasible to roll out to other areas.
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e Commissioners should support local initiatives within local districts such as
community wardens giving out portable thermometers to people over 65 in
specific geographical areas

e Identify way in how agencies can work together to identify those at
greatest risk of morbidity and mortality due to cold weather.

e Work with voluntary and community sector to explore how they can deliver
interventions to those at risk.

7.5 Other important QIPP work streams

7.5.1 Urgent care

National evidence shows almost a 12% rise in unscheduled care activity from
2004 to 2009 attributed to a number of factors such as population age
distribution changes (towards more elderly), central policy initiatives like 4
hour A&E waiting targets and advances in clinical practice leading lower
threshold for decision to admit. In Kent, due to a variation in quality and
practice of submission of non elective data across different local provider trust
organisations, non elective activity cannot be accurately described. However,
there is clear evidence indicating conversion rates from attendance to
admissions are increasing steadily with age. Non-elective admission rates for
ACS conditions such as COPD are also consistently higher in East Kent than
West Kent.

7.5.2 End of Life Care

Both NHS West Kent and Eastern and Coastal Kent have signed up to the
national Dying Matters Coalition, which seeks to raise awareness of death,
dying and bereavement, and to encourage early discussion and planning.
Development work must be underpinned by analysis and evidence of local
need, both now and in the future. Currently there are no precise indicators or
measures that can accurately measure the end of life care need and activity.
Some proxy measures that have been used such as proportion of patients
dying at home which is approximately around 35 to 40%, implying the need
for further research and development around this.
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The development of EOLC registers, and supporting GPs in identification of
their “1%”, i.e. the 1% of patients who are likely to die in the next 12 months

7.5.3 Maternity and Babies

The population of women of a childbearing age is projected to increase in the
Dartford and Gravesham Local Authority areas (~9% over ten years), and to a
lesser extent in the Ashford, Canterbury and Sevenoaks areas (~1-2%),
although overall the population of women of a childbearing age in Kent is

projected to decrease slightly.

East Kent has consistently higher infant mortality rate compared to West Kent
but not significantly different from the England average. Focus on new tests
such as fetal fibronectin to predict preterm labour and development of robust
indicators to monitor variation in caesarean section activity across provider

organisation has been recommended.

7.5.4 Planned Care

First appointment follow up ratios for outpatient activity are consistently higher
in cancer specialties like oncology and haematology. Total elective care
activity in consistently higher for East Kent compared to West Kent till
2009/10. For example, skin lesion procedures have increased by 82% in East
Kent over the last five years compared to just 6% in West Kent. It is unclear to
what extent this difference in activity reflects unmet need, variation in clinical
practice or other factors. A number of demand management initiatives have
already been suggested such as Enhanced Quality Programme for hip and
knee replacements, review of high risk low gain procedures, cataract pathway
redesign, teledermatology triage for skin conditions, etc.
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7.6 Social factors and population groups

7.6.1 Housing and homelessness

The estimated shortfall in affordable housing far exceeds what will be
delivered through new supply. Collectively, the housing need assessments
that have been undertaken across the County would suggest that there is
an annual need for almost 12,000 additional affordable homes.

Shortfall in housing varied in Kent partly due to percentage and absolute

growth in population in each of different areas.

7.6.2 Carers

Current estimations show that one in ten people in the UK is a carer; the
percentage in Kent is even higher, on average 12.58 per cent, rising to 14
per cent in Thanet. Based on the 2008 Mid Year Population Estimates,
which is the latest government dataset, there is now an estimated 139,500
carers in Kent.

A number of wider determinants and factors influence the background of
the carers as well as intensity of care, in a community such as area
deprivation, age, whether from ethnic minorities, as well as the physical or
mental health problems of the persons receiving care, particularly
dementia.

The 2001 census indicates higher proportion of older age carers, starting
from children aged 10 years and peaking between 50 to 60 years of age
for both males and females.

A recent survey describes a correlation between age of carers, hours
spent on caring and decline in carer health.

Due to the lack of more recent data, there is a need to update the full
extent of carers in Kent particularly unknown carers who have yet to self
declare their role, possibly through the use of MOSAIC analysis.

Page 177 67



7.6.3 Community Pharmacies

e All PCTs in England are required to publish a Pharmaceutical Needs
Assessment. These will be used to determine future applications to
provide access to new pharmaceutical and dispensing services will be
approved.

e In West Kent dispensing services are provided by 113 pharmacies and 32
dispensing practices of which six were ‘100 hours’ pharmacies situated
relatively evenly across the six localities. Consultation showed that this
level of access to extended hours is the minimum needed; any reduction in
the opening hours of those pharmacies would create a gap in service
provision.

e In East Kent, consultation indicated access to pharmaceutical services
beyond the normal pharmacy contractual hours of 40 hours per week.
Thus ‘100 hour’ pharmacies are not allowed and those pharmacies with
100 hour contracts are to reduced to a 40 hour contract. Consultation
shows the need for 100 hour contract provision on the Isle of Sheppey and
in the town of Dover. East Kent consultation showed that there was a need
for better understanding of the access to enhanced services such as
emergency contraception provided by pharmacies and other contractors.

e Training of pharmacists and their staff in preventive health is required in
order to work towards the development of pharmacies delivering ‘Healthy

Living Centre’ functions in conjunction with other providers.

7.6.4 Veterans

e Local modelling suggests there are approximately 130,000 veterans in
Kent and Medway, with the highest density in Thanet, Dover, Shepway,
Swale and Medway.

e The armed forces recruit heavily from deprived communities, veterans
are known to have lower than average household incomes, and in Kent
and Medway the areas with the highest prevalence of veterans are also

some of the most deprived
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e The focus for Kent and Medway is recent veterans, particularly those
deployed to Iraq and Afghanistan. This is the group with the most
distinctive needs, and where interventions and alterations to services
are most likely to have a beneficial impact on long-term health
outcomes

e A typical UK recruit is a relatively poor, white teenager with limited
education and work prospects, recruited from a difficult home
environment into the Army infantry. An estimated 86% of UK veterans
are male, 94% are white, and only 9% of recruits have a GCSE grade
A* to C in English (compared with a 61% national average). For these
young men, military service can be a very positive intervention.

e Although the rate common mental illness (depression and anxiety) are
not higher then than that observed in the population at large, military
personnel and veterans were found to be misusing alcohol, more than
twice the rate observed in the general population, 13% for military and
6% in the general population.

Recommendation

Recommendations are made in 4 key areas; the transition from The Defence
Medical Services (DMS) to the NHS; physical health services for veterans;
mental health services for veterans; and raising awareness of veterans’
issues:

= Transition from DMS to the NHS

= Facilitate GP registration prior to discharge

= |mprove awareness of DMS record transfer

. Physical Health Services for Veterans
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7.6.5

Review Kent and Medway’s prosthetic limb service to allow
implementation of Murrison Review

Raise awareness of the principle of prioritisation

Support extension of the SSAFA referral project from custodies to
A&Es

Mental Health Services for Veterans

Local implementation of the Murrison Report on veteran mental health
based on the findings of this health needs assessment

Targeted support for veterans known to be at high risk of mental health
problems

Regional qualitative research to allow the veteran voice to influence
mental health services

Fully map and integrate mental health provision for veterans
Continued local representation on the South East Coast Armed Forces
Forum Mental Health Working Group

Exploratory work with KDAAT/Medway Alcohol Services about service

accessibility for veterans
Raising Awareness of Veterans Issues
Maintain and expand the Kent Military Health Working Group
Raise the profile of the Welfare Pathway
Armed forces/veteran representation or close link to/on Health and

Wellbeing Boards

Heath, Wellbeing and Sustainability

e Sustainability® is defined as “meeting the needs of today without

compromising the ability of others to meet their needs tomorrow”. In Kent

sustainability is not just an environmental issue but Health and Social care

3 http://www.sdu.nhs.uk/documents/publications/APHO_TB9(4211)
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services acknowledge links with pressure on resources which in turn is
linked with poverty, unemployment and social exclusion. These pressures
on resources directly impact on the health and well being of local

communities leading.

Recommendation

7.

8.1

To further enhance local cross sector partnerships and develop joint action
plans for strategies such as Health Inequalities, Housing for Vulnerable
population etc.

To embed sustainability in everyday business by developing sustainability
impact assessments for all policies.

To make sustainability assessments as an integral theme for all
commissioning intentions.

To link sustainability plans to the delivery of QIPP agenda.

To adopt Health Impact Assessments an integral part of the planning
process using sustainability as the guiding principle.

To embed a sustainable approach into all aspects of care pathway
development and procurement of new services.

Ashford Clinical Commissioning Group (ACCG)

Demographics

Ashford locality commissioning group is made up of 16 practices. 15 of the

practices are located within the district boundary of Ashford and 1 is located

within the district boundary of Shepway.

8.2

Population

Understanding the population age structure is important for future and current

planning of services. Younger populations will have an impact on the level of

services required, including provision of educational services, number of
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health visitors and target programmes towards children such as immunisation

and vaccinations.

e 122,599* people are registered to practices within ALG this is 8% of the
total registered practice population for Kent.

e The population age and sex structure is similar to that for the total Kent
and Medway registered population.

e There are slightly more people registered between the ages 40 and 49
and slightly fewer aged between 20 and 39.

e Using data for Ashford District, the population is projected to increase
by 6% over the next 5 years® and 13% over the next 10 years. The
greatest population growth is in the 65+ (18%) and 85+ (17%) age
groups.

¢ Kent as a county has a predominately white population estimated at
92% in 2009. The proportion of the population from Ashford from a
BME community is estimated to be 6.7%.

e Life expectancy for ALG is 82 years compared to 80.9 for Kent and
Medway. The difference in life expectancy for wards is 13.1 years the
lowest life expectancy is within St Michaels ward.

As the population ages more people are living longer managing long term
conditions such as, Chronic Obstructive Pulmonary Disease, Coronary Heart
Disease and Diabetes. Dementia is predicted to be a significant issue.

8.3 Deprivation
Poor social care and health outcomes are associated with deprivation poor
outcomes are generally seen in populations who live in more deprived areas.
A rank of 1 indicates most deprived.
e Ashford is ranked 198 out of 326 local authorities, and 8 of the 12 Kent
districts.
e 5.7% of Ashford lower level super out put areas are in the 20% most
deprived for England.

‘pPCIS registered practices populations September 2011
® ONS 2008-Based population projections 2011-2016, 2011-2021
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e The highest levels of deprivation are found within Stanhope, Aylesford
Green and Victoria, in an around Ashford town centre.

8.4 Housing, Education and Employment

Health and social care outcomes are very much influenced by the socio-
economic factors and the opportunities available to populations. Economic
downturn will have an impact in the short term and potentially longer term on
mental and physical health. In previous recessions the number of people
suffering depression and anxiety has been shown to increase, as has the rate

of suicides.

Access to good Education, enables individuals to progress further in life

opening up opportunities to better paid jobs.

e The rate of unemployment within Ashford district is 2.6% [September
2011] lower than Kent (3.2%) and well below the level for the UK
(3.9%).

e Unemployment in Ashford has increased by 10% since the September
period 2010. The increase for Kent 13.6%

e 18-24s make up the biggest proportion of unemployed 30.5%. The rate
for Kent 31.5%.

e 53.1% of children achieve 5 A*-C grade GCSEs (including Maths and
English) compared to 55.3% for England

e 3.96% of households within Ashford are classified as statutory

homeless; this is significantly higher than England (1.86%)

8.5 Risk Factors

Modifiable lifestyle factors such as smoking, maintaining a healthy diet and
limiting alcohol consumption can have a significant impact of health and social
care outcomes. Smoking is the single biggest contributor to health

inequalities.

Adults
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Prevalence of obese adults in Ashford (27%) is significantly higher than
England (24.2%)

The number of admissions to hospital due to alcohol specific conditions
has been rising year on year this is specifically true for males. There
was a slight reduction in admissions to hospital for females between
2009/10 and 2010/11.

Children

3.6

There are significantly fewer physically active children in Ashford
(52.3%) compared to England (55.1%)

Smoking during pregnancy (20%) and Breast feeding initiation rates
(70%) are significantly worse that England (smoking 14%
Breastfeeding 73.6%)

Health Issues

Prevalence

The 2010/11 disease registers show that the population of ALG have a
higher prevalence for hypertension, depression, obesity and Atrial
Fibrillation, than England. Assessing variation at a practice level will

enable the CCG to target resources.

Morbidity

Emergency admissions can be an indicator of how well patients are being

managed within primary care.

ALG has higher emergency admissions rates for Diabetes and Stroke,
than Kent and Medway

COPD emergency admission rates are lower than Kent and Medway,
however the trend shows that admissions are increasing.

Emergency admission rates for Dementia are the lowest of all the
CCGs. The trend shows an increase in Dementia emergency
admissions but at a slower rate than Kent and Medway.

Mortality

77% of all deaths are from three main diseases: Circulatory disease
(34.1% of all deaths), Cancer (29.4% of all deaths) and respiratory
disease (13.5% of all deaths).
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o Mortality rate from Circulatory disease (Coronary Heart disease
and Stroke) have been steadily declining since 1995, and the
rate of premature mortality is lower than that of England. The

same can be said for Cancer.
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8. C4 Canterbury and Whitstable CCG

9.1 Demographics

Canterbury and Coastal CCG consists of 23 practices, the majority of which
(16) are located within the district boundary of Canterbury, four practices are
located in Faversham within Swale District and the remaining three are
located within Dover district. Dr Kinnersley has a branch practice located in

Chilham which is in the district boundary of Ashford.

9.2 Population

Understanding the population age structure is important for future and current
planning of services. Younger populations will have an impact on the level of
services required, including provision of educational services, number of
health visitors and target programmes towards children such as immunisation

and vaccinations.

e 211,651 people are registered with practices within C4 this is 14% of
the total registered practice population for Kent.

e The population age and sex structure differs from that for Kent and
Medway. Canterbury is a university town and has a larger number of
people aged between 15 and 29.

e Using data for Canterbury District, the population is projected to
increase by 4% over the next 5 years® and 8% over the next 10 years.
The greatest population growth is in the 65+ (14%) and 85+ (11%) age

groups.

The population group aged 15 to 29 is less likely to require social care
services. Health promotion and lifestyle issues are key for this age group as
they are likely to smoke, go out drinking and experiment with drugs. Sexual

health services will also be a priority for this group.

® ONS 2008-Based population projections 2011-2016, 2011-2021
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9.3 Deprivation
Poor social care and health outcomes are associated with deprivation poor
outcomes are generally seen in populations who live in more deprived areas.
A rank of 1 indicates most deprived.
e Canterbury is ranked 166 out of 326 local authorities, and is ranked 6
of the 12 Kent districts.
e 8.9% of Canterbury’s lower layer supper output areas are in the 20%
most deprived for England,
e The highest levels of deprivation are found within Gorrell, Heron and

Wincheap.

9.4 Housing, Education and Employment

Health and social care outcomes are very much influenced by the socio-
economic factors and the opportunities available to populations. Economic
downturn will have an impact in the short term and potentially longer term on
mental and physical health. In previous recessions the number of people
suffering depression and anxiety has been shown to increase, as has the rate

of suicides.

Access to good Education, enables individuals to progress further in life
opening up opportunities to better paid jobs.

e The level of unemployment within Canterbury district is 2.3%, lower
than Kent (3.2%) and considerably lower than the level for the UK
(3.9%)

e Unemployment in Canterbury has increased by 12.3% since the same
period 2010. The increase for Kent 13.6%

e 18-24s make up the biggest proportion of unemployed 33.4%. The rate
for Kent 31.5%.

e 53.7% of children achieve 5 A*-C grade GCSEs (including Maths and
English) compared to 55.3% for England

e 0.77% of households within Canterbury are classified as statutory
homeless; this is significantly lower than England (1.86%)
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9.5 Risk Factors

Modifiable lifestyle factors such as smoking, maintaining a healthy diet and
limiting alcohol consumption can have a significant impact of health and social
care outcomes. Smoking is the single biggest contributor to health

inequalities.

Adults
e Prevalence of smoking, obesity, physical activity and healthy eating are
all similar to the rates for England.
e The number of admissions to hospital due to alcohol specific conditions
has been rising year on year this is specifically true for males.
Children
e Smoking during pregnancy (20%) and Breast feeding initiation rates
(70%) are significantly worse that England (smoking 14%
Breastfeeding 73.6%)

9.6 Health Issues
Prevalence

e The 2010/11 disease registers show that the population of Canterbury
and Coastal populations have a similar prevalence of diseases to that
for England. With slightly greater proportion on the stroke register.

Morbidity
Emergency admissions can be an indicator of how well patients are being
managed within primary care.

e Canterbury and Costal have higher emergency admission rates for
Dementia, CHD and COPD. The trend for each of these conditions is
increasing.

e Cancer emergency admissions rates are lower than Kent and Medway
and continue to decline.

e Significantly higher hospital admission rate due to self harm than
England.

Mortality
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77.2% of all deaths are from three main diseases: Circulatory disease
(37.2% of all deaths), Cancer (27.1% of all deaths) and respiratory
disease (12.9% of all deaths).
o Mortality rate from Circulatory disease (Coronary Heart disease
and Stroke) have been steadily declining since 1995, and the
rate of premature mortality is lower than that of England. The

same can be said for Cancer
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9. Dartford, Gravesham and Swanley CCG

10.1 Demographics
There are 39 practices within the Dartford, Gravesham and Swanley CCG.
These are located within the three districts of Dartford (16), Gravesham (16)

and Sevenoaks (7).

10.2 Population

Understanding the population age structure is important for future and current
planning of services. Younger populations will have an impact on the level of
services required, including provision of educational services, number of
health visitors and target programmes towards children such as immunisation

and vaccinations.

e 249,935 people are registered with a practice in DGS CCGs. This is
17% of the total registered practice population for Kent.

e DGS is the second largest of the CCG, West Kent and Weald is bigger
with 53 practices and 25% of the total registered Kent population.

e Combining data for Dartford and Gravesham, the population is
projected to increase by 5% over the next 5 years and 11% over the
next 10 years. The biggest population growth is In the 65+ (13%) and
the 85+ (26%) age groups.

e Dartford and Gravesham account for just over 23% (24,900) of the total
Kent County’s BME population (108,000).

10.3 Deprivation
Poor social care and health outcomes are associated with deprivation poor
outcomes are generally seen in populations who live in more deprived areas.
A rank of 1 indicates the most deprived.
e Dartford is ranked 175 and Gravesham is ranked 142 out of 326 local
authorities. Dartford is ranked 7 and Gravesham 5 of the 12 Kent

districts.
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10.4

5.2% of Dartford’s and 12.7% of Gravesham’s lower layer supper
output areas are in the 20% most deprived for England,

The highest levels of deprivation are found within, Littlebrook Joyce
Green and Princes (Dartford), Singlewell, Northfleet North and Central
(Gravesham).

Housing, Education and Employment

Health and social care outcomes are very much influenced by the socio-

economic factors and the opportunities available to populations. Economic

downturn will have an impact in the short term and potentially longer term on

mental and physical health. In previous recessions the number of people

suffering depression and anxiety has been shown to increase, as has the rate

of suicides.

Access to good Education, enables individuals to progress further in life

opening up opportunities to better paid jobs.

10.5

The level of unemployment within Dartford is 3.2% and Gravesham
4.2%. The rate for Kent is 3.2%.

Unemployment in Dartford has increased by 8.1% and for Gravesham
20.2% since September 2010. The increase for Kent 13.6%.

18-24s make up the biggest proportion of unemployed (Dartford 31.9%,
Gravesham 32.1%). The rate for Kent is 31.5%.

63.1% of children in Dartford (Significantly better) and 54.2% of
Children in Gravesham achieve 5 A*-C grade GCSEs (including Maths
and English) compared to 55.3% for England

2.63% of households within Dartford (Significantly worse) and 1.83% of
households in Gravesham are classified as statutory homeless; this is

significantly lower than England (1.86%)

Risk Factors

Modifiable lifestyle factors such as smoking, maintaining a healthy diet and

limiting alcohol consumption can have a significant impact of health and social
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care outcomes. Smoking is the single biggest contributor to health

inequalities.

Adults
e Prevalence of obese adults in Dartford (28.2%) and Gravesham
(28.5%) is significantly higher than England (24.2%)
e There are significantly fewer physically active adults in Dartford (8.6%)
compared to England (11.5%). The rate for Gravesham is 10.4%.
e The number of admissions to hospital due to alcohol specific conditions
has been rising year on year this is specifically true for males.
Children
e There are significantly fewer physically active children in Gravesham
(47.1%) compared to England (55.1%). The rate for Dartford is
significantly higher at (62.0%).
e In Dartford (22.7%) the proportion of Year 6 children who are obese is
significantly greater than that for England (18.7%). The rate for
Gravesham is 19.9%.

10.6 Health Issues
Prevalence
e The 2010/11 registers show that the population of DGS have a higher
prevalence of hypertension, hyperthyroidism, Chronic Kidney disease
and obesity, than England. T
e the population of DGS in more ethnically diverse that the rest of Kent
with a larger Asian population which may go part way to explain the
increased prevalence’s.
Morbidity
Emergency admissions can be an indicator of how well patients are being
managed within primary care
e DGS has a higher emergency admission rate than Kent and Medway

for Diabetes, dementia and CHD.
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e The trend for CHD shows a decline in emergency admissions.
Emergency admissions for the other conditions mentioned are
increasing.

Mortality
73.4% of all deaths are from three main diseases: Circulatory disease (31.3%
of all deaths), Cancer (28.9% of all deaths) and respiratory disease (13.1% of

all deaths, within Dartford and Gravesham districts.
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10. Maidstone and Malling CCG

11.1 Demographics
There are 11 practices within the Maidstone and Malling CCG. All but one of
these practices are located within the district boundary of Maidstone, one

practice is within the district boundary of Tonbridge and Malling.

11.2 Population

Understanding the population age structure is important for future and current
planning of services. Younger populations will have an impact on the level of
services required, including provision of educational services, number of
health visitors and target programmes towards children such as immunisation

and vaccinations.

e 99,067 people are registered with practice in M&M CCGs. This is 7%
of the total registered practice population for Kent.

e M&M is one of the smallest CCGs, and has the most dispersed
population, with 3 distinct communities.

e The percentage of the population within the age groups 25 to 49 is
greater than that for Kent and Medway. There is a greater proportion
within the 0 to 4 age group.

e Using data for Maidstone District, the population is projected to
increase by 4% over the next 5 years’ and 9% over the next 10 years.
The greatest population growth is in the 65+ (18%) and 85+ (19%) age
groups.

e 6.7% of the Maidstone population are from a BME group this compares
to 7.6% for Kent County.

e Life expectancy from birth for Maidstone and Malling is 81 years this
compares to 80.9 for Kent and Medway. There is 7.9 years difference

between the ward with the lowest life expectancy [Bridge, 76.1 years]

" ONS 2008-Based population projections 2011-2016, 2011-2021
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and the ward with the highest life expectancy [Downswood and Otham

84.2 years]

11.3 Deprivation
Poor social care and health outcomes are associated with deprivation poor
outcomes are generally seen in populations who live in more deprived areas.
A rank of 1 indicates the most deprived.
e Maidstone is ranked 217 out of 326 local authorities and is the 9 most
deprived district in Kent.
e 6.5% of Maidstone’s lower layer supper output areas are in the 20%

most deprived for England,

11.4 Housing, Education and Employment

Health and social care outcomes are very much influenced by the socio-
economic factors and the opportunities available to populations. Economic
downturn will have an impact in the short term and potentially longer term on
mental and physical health. In previous recessions the number of people
suffering depression and anxiety has been shown to increase, as has the rate

of suicides.

Access to good Education, enables individuals to progress further in life

opening up opportunities to better paid jobs.

e The level of unemployment within Maidstone is 2.5%, lower than the
rate for Kent 3.9%.

e Unemployment in Maidstone has increased by 13% since September
2010. The increase for Kent is 13.6%.

e 18-24s make up the biggest proportion of unemployed (31.1%). The
rate for Kent 31.5%.

e 65.1% of children achieve 5 A*-C grade GCSEs (including Maths and
English) significantly higher than the rate for England 55.3%.

e 0.12% of households within Ashford are classified as statutory

homeless; this is significantly lower than England (1.86%)
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11.5 Risk Factors

Modifiable lifestyle factors such as smoking, maintaining a healthy diet and
limiting alcohol consumption can have a significant impact of health and social
care outcomes. Smoking is the single biggest contributor to health

inequalities.

Adults

e Prevalence of obese adults in Maidstone (26.3%) is significantly higher
than England (24.2%). The rate for Tonbridge and Malling is 26.1%.

e The number of admissions to hospital due to alcohol specific conditions
for Maidstone and Malling CCG reduced between 2009/10 and
2010/11.

Children

e There are significantly fewer physically active children in Maidstone

e (46.2%) compared to England (55.1%). The rate for Tonbridge and
Malling is 64.5%, significantly better than England.

11.6 Health Issues
Prevalence
e The 2010/11 registers show that the population of Maidstone and
Malling CCG have a higher prevalence of hyperthyroidism, than
England.
Morbidity
Emergency admissions can be an indicator of how well patients are being
managed within primary care
e Maidstone and Malling population have a higher emergency admission
rate than Kent and Medway for COPD, Dementia, Cancer and CHD.
e The trends for COPD and Dementia shows that emergency admissions
for these conditions are increasing.
Mortality
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75.7% of all deaths are from three main diseases: Circulatory disease
(33.3% of all deaths), Cancer (27.8% of all deaths) and respiratory
disease (14.5% of all deaths).
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11. Swale CCG

12.1 Demographics
There are 20 practices within the Swale locality consortium CCG. All of these

practices are located with in the district boundary of Swale.

12.2 Population

Understanding the population age structure is important for future and current
planning of services. Younger populations will have an impact on the level of
services required, including provision of educational services, number of
health visitors and target programmes towards children such as immunisation

and vaccinations.

e 106,215 people are registered with a practice in Swale locality
consortium. This is 7% of the total registered practice population for
Kent.

e Swale locality group is one of the smallest CCGs.

e The population of Swale locality group is similar to that for Kent as a
whole. The largest proportion of the population in the 40-49 age group.

e Using data for Swale District, the population is projected to increase by
4% over the next 5 years® and 9% over the next 10 years.

e The greatest population growth is in the 65+ (20%) and 85+ (32%) age
groups

e 5.5% of the Swale population is from a BME group

e Life expectancy from birth is the lowest of all CCGs at 79.3 years. The

life expectancy for Kent and Medway is 80.9 years.

More people are living longer managing long term conditions such as, Chronic
Obstructive Pulmonary Disease, Coronary Heart Disease and Diabetes.

12.3 Deprivation

® ONS 2008-Based population projections 2011-2016, 2011-2021
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Poor social care and health outcomes are associated with deprivation poor

outcomes are generally seen in populations who live in more deprived areas.

A rank of 1 indicates the most deprived.

12.4

Swale is ranked 99 out of 326 local authorities and is the 3 most
deprived district in Kent.

20.7% of Swales lower layer supper output areas are in the 20% most
deprived for England,

The highest levels of deprivation are found within Sheerness East,
Murston and Leysdown and Warden.

Housing, Education and Employment

Health and social care outcomes are very much influenced by the socio-

economic factors and the opportunities available to populations. Economic

downturn will have an impact in the short term and potentially longer term on

mental and physical health. In previous recessions the number of people

suffering depression and anxiety has been shown to increase, as has the rate

of suicides.

Access to good Education, enables individuals to progress further in life

opening up opportunities to better paid jobs.

12.5

The rate of unemployment within Swale is 3.9%, higher than the rate
for Kent 3.2% and equivalent to the rate for Great Britain (3.9%)
Unemployment in Swale has increased by 13.4% since September
2010. The increase for Kent 13.6%

18-24s make up the biggest proportion of unemployed (36.3%). The
rate for Kent 31.5%.

53.7% of children achieve 5 A*-C grade GCSEs (including Maths and
English) compared to 55.3% for England

1.11% of households within Ashford are classified as statutory
homeless; this is significantly lower than England (1.86%)

Risk Factors
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Modifiable lifestyle factors such as smoking, maintaining a healthy diet and
limiting alcohol consumption can have a significant impact of health and social
care outcomes. Smoking is the single biggest contributor to health

inequalities.

Adults

e Prevalence of obese adults in Swale (30.2%) is significantly higher
than England (24.2%)

e The number of admissions to hospital due to alcohol specific conditions
has been rising year on year this is specifically true for males. There
was a slight reduction in admissions to hospital for females between
2009/10 and 2010/11.

Children

e There are significantly fewer physically active children in Swale
(38.9%) compared to England (55.1%)

e Smoking during pregnancy (20%) and Breast feeding initiation rates
(70%) are significantly worse that England (smoking 14%
Breastfeeding 73.6%)

e Teenage conception rate for Swale (46.7) is significantly higher than
England (40.2)

12.6 Health Issues
Prevalence
e The 2010/11 registers show that the population of Swale locality
consortium have a higher prevalence of hypertension, Diabetes,
COPD, and obesity, than England.
Morbidity
Emergency admissions can be an indicator of how well patients are being
managed within primary care
e Swale locality consortium have a higher emergency admission rate
than Kent and Medway for all long term conditions (COPD, Stroke,
CHD, Dementia, Diabetes and Cancer).

Page 200 90



e For all conditions except Stroke the trend shows an increase in the rate
of emergency admissions.
Mortality
e Around 75.5% of all deaths are from three main diseases: Circulatory
disease (31.9% of all deaths), Cancer (28.4% of all deaths) and
respiratory disease (15.2% of all deaths).

Page 201 91



12. South Kent Coast CCG

13.1 Demographics
There are 33 practices within South Kent Coast, 15 of these practices are

located within Dover district and 18 within Shepway district.

13.2 Population

Understanding the population age structure is important for future and current
planning of services. Younger populations will have an impact on the level of
services required, including provision of educational services, number of
health visitors and target programmes towards children such as immunisation

and vaccinations.

e 199,876 people are registered with a practice in South Kent Coast
CCGs. This is 13% of the total registered practice population for Kent.

e The population is older than that for Kent, with fewer people under the
age of 40. The largest proportion of the population is aged between 40
and 69.

e Combining the data for Dover and Shepway Districts, the population is
projected to increase by 3% over the next 5 years9 and 7% over the
next 10 years.

e The greatest population growth is in the 65+ (16%) and 85+ (12%) age

groups. The age group of 0 to 4 is not projected to grow.

More people are living longer managing long term conditions such as, Chronic

Obstructive Pulmonary Disease, Coronary Heart Disease and Diabetes.

13.3 Deprivation
Poor social care and health outcomes are associated with deprivation poor
outcomes are generally seen in populations who live in more deprived areas.

A rank of 1 indicates the most deprived.

® ONS 2008-Based population projections 2011-2016, 2011-2021
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13.4

Dover is ranked 127 and Shepway is 97 ranked out of 326 local
authorities and is the third most deprived district in Kent.

16.4% of Dover and 16.9% of Shepway’s lower layer supper output
areas are in the 20% most deprived for England,

The highest levels of deprivation are found within St.Radigunds,
Buckland and Tower Hamlets (Dover), Folkestone Harvey Central,
Folkestone Harbour and Folkestone East (Shepway)

Housing, Education and Employment

Health and social care outcomes are very much influenced by the socio-

economic factors and the opportunities available to populations. Economic

downturn will have an impact in the short term and potentially longer term on

mental and physical health. In previous recessions the number of people

suffering depression and anxiety has been shown to increase, as has the rate

of suicides.

Access to good Education, enables individuals to progress further in life

opening up opportunities to better paid jobs.

The level of unemployment within Dover is 3.7% and Shepway 4.2%.
The rate for Kent is 3.2%.

Unemployment in Dover has increased by 25.2%, the greatest increase
of the 12 Kent districts, this contrasts with an 11.5% increase in
Shepway since September 2010. The increase for Kent is 13.6%
18-24s make up the biggest proportion of unemployed (Dover 32.1%,
Shepway 28.3%). The rate for Kent is 31.5%.

50.3% of children in Dover and 52.3% of children in Shepway achieve
5 A*-C grade GCSEs (including Maths and English) significantly lower
than the rate for England 55.3%.

1.35% of households within Dover (significantly lower) and 1.82% of
Households in Shepway are classified as statutory homeless; both are
lower than England (1.86%)
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13.5 Risk Factors

Modifiable lifestyle factors such as smoking, maintaining a healthy diet and
limiting alcohol consumption can have a significant impact of health and social
care outcomes. Smoking is the single biggest contributor to health

inequalities.

Adults
e Prevalence of obese adults in Dover (26.8%) is significantly higher than
England (24.2%). The rate for Shepway 25.9%.
e The number of admissions to hospital due to alcohol specific conditions
has been rising year on year for South Kent CCG.
Children
e There are significantly fewer physically active children in Shepway
(48.3%) compared to England (55.1%). The rate for Dover is (63.9%)
which is significantly more than England.
e Teenage conception rate for Shepway (46.6) is significantly higher than
the rate for England (40.2). The rate for Dover is (36.4)
e Smoking during pregnancy (20%) and Breast feeding initiation rates
(70%) are significantly worse that England (smoking 14%
Breastfeeding 73.6%)

13.6 Health Issues
Prevalence
e The 2010/11 registers show that the population of SKC have a higher
prevalence of CHD, stroke, Hypertension, Diabetes, Epilepsy,
Hypothyroidism, Cancer, Artrial Fibrillation and learning disabilities
when compared to England.
Morbidity
Emergency admissions can be an indicator of how well patients are being
managed within primary care
e South Kent Coast have a higher emergency admission rate than Kent
and Medway for all long term conditions (COPD, Stroke, CHD,
Dementia and Diabetes), except Cancer..
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e For all conditions except Cancer the trend shows an increase in the
rate of emergency admissions.

Mortality
76.3% of all deaths are from three main diseases: Circulatory disease (34.2%

of all deaths), Cancer (27% of all deaths) and respiratory disease (15% of all
deaths).
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13. Thanet and East Cliff CCG

14.1 Demographics
There are 21 practices within Thanet CCG all of these practices are located
within the district of Thanet.

14.2 Population

Understanding the population age structure is important for future and current
planning of services. Younger populations will have an impact on the level of
services required, including provision of educational services, number of
health visitors and target programmes towards children such as immunisation

and vaccinations.

e 140,563 people are registered with a practice in Thanet CCG. This is
9.4% of the total registered practice population for Kent.

e Thanet has fewer people aged between 20 and 49 compared to Kent
and Medway.

e Using data for Thanet District, the population is projected to increase
by 3% over the next 5 years'® and 7.6% over the next 10 years.

e The greatest population growth is in the 65+ (13%) and 85+ (9%) age
groups

e 7% of the Thanet population are from a BME group, this compares to
7.6% for Kent County.

o Life expectancy from birth is 79.6 years this is the second lowest of all
the CCGs. There is 12.1 years between the ward with the lowest life
expectancy [Cliftonville West 72.3 years] and the ward with the

greatest life expectancy. [Kingsgate 84.4 years]

14.3 Deprivation
Poor social care and health outcomes are associated with deprivation poor
outcomes are generally seen in populations who live in more deprived areas.

A rank of 1 indicates the most deprived.

' ONS 2008-Based population projections 2011-2016, 2011-2021
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14.4

Thanet is ranked 49 out of 326 local authorities and is the 1 most
deprived district in Kent.

29.8% of Thanet’s lower layer supper output areas are in the 20% most
deprived for England,

The highest levels of deprivation are found within Margate Central,
Clifftonville West and East Cliffe.

Housing, Education and Employment

Health and social care outcomes are very much influenced by the socio-

economic factors and the opportunities available to populations. Economic

downturn will have an impact in the short term and potentially longer term on

mental and physical health. In previous recessions the number of people

suffering depression and anxiety has been shown to increase, as has the rate

of suicides.

Access to good Education, enables individuals to progress further in life

opening up opportunities to better paid jobs.

9.5

The rate of unemployment with Thanet (5.8%) is the greatest of all the
12 districts in Kent. The rate for Kent is 3.2%.

Unemployment in Thanet has increased by 16.8% since September
2010. The increase for Kent is 13.6%

18-24s make up the biggest proportion of unemployed (32.5%). The
rate for Kent 31.5%.

49.7% of children achieve 5 A*-C grade GCSEs (including Maths and
English) compared to 55.3% for England

1.11% of households within Thanet are classified as statutory
homeless; this is lower than England (1.86%)

Risk Factors

Modifiable lifestyle factors such as smoking, maintaining a healthy diet and

limiting alcohol consumption can have a significant impact of health and social

Page 207 97



care outcomes. Smoking is the single biggest contributor to health

inequalities.

Adults

Prevalence of obese adults, physical activity, and smoking are
significantly higher for Thanet compared to England.
The number of admissions to hospital due to alcohol specific conditions

has been rising year on year.

Children

14.6

There are significantly fewer physically active children in Thanet (51%)
compared to England (55.1%)

Teenage conception rate for Thanet (51) is significantly higher than
that for England (40.2)

Smoking during pregnancy (20%) and Breast feeding initiation rates
(70%) are significantly worse that England (smoking 14%
Breastfeeding 73.6%)

Health Issues

Prevalence

The 2010/11 registers show that the population of Thanet have a
higher prevalence for most conditions recorded on primary care
disease registers, with the exception of Asthma, Heart failure and
Depression.

Morbidity

Emergency admissions can be an indicator of how well patients are being

managed within primary care

Thanet CCG has a higher emergency admission rate than Kent and
Medway for Diabetes, COPD, CHD and Stroke.

The emergency admission rate for Dementia is lower. The trend shows
an increase.

The trend for Cancer emergency admissions shows a decline.

Mortality
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Around 75.3% of all deaths are from three main diseases: Circulatory
disease (33.6% of all deaths), Cancer (26.5% of all deaths) and

respiratory disease (15.1% of all deaths)
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14. West Kent and Weald CCG

15.1 Demographics

There are 53 practices within the West Kent and Weald CCG. These are
located within the four districts of Maidstone (14), Sevenoaks (7), Tonbridge
and Malling (11) and Tunbridge Wells(21). Dr Winch has branch surgery
located in Biddenden within the district of Ashford.

15.2 Population

Understanding the population age structure is important for future and current
planning of services. Younger populations will have an impact on the level of
services required, including provision of educational services, number of
health visitors and target programmes towards children such as immunisation

and vaccinations.

« WKW is the largest off the 8 Kent CCGs, with a registered practice
population of 366,974, which is 25% of the total registered population
for Kent.

« The proportion of the population aged between 20 to 35, there is a
peak in the 0 to 20 years olds, which may have implications for deliver
of services to the young population.

« Combining data for the 4 districts the population of WKW is projected
to increase by 4% over the next 5 years and by 9% over the next 10
years

e The greatest population growth is in the 65+ (18%) and 85+ (19%) age
groups

e 6.8% of the population are from a BME group, compared to 7.6% for
Kent County

e Life expectancy is 82.3 years compared to 80.9 for Kent and Medway,
the population of WKW is highest of all the CCGs. The difference is life
expectancy between wards within the four districts is 16.9 years. Both

the highest life expectancy and the lowest life expectancy are for wards
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within Tonbridge and Malling District. [Kings Hill 92 years, Bumham,

Eccles and Wouldham 75,1 years]

15.3 Deprivation
Poor social care and health outcomes are associated with deprivation poor
outcomes are generally seen in populations who live in more deprived areas.
A rank of 1 indicates the most deprived.
e The CCG of West Kent and Weald spans 4 districts. These 4 districts
have the lowest levels of deprivation for Kent ranked between 9 and
12. Sevenoaks has the lowest levels of deprivation across Kent and
with Tonbridge and Malling falling within the 20% least deprived
districts in England.
e Two districts (Tonbridge & Malling and Tunbridge Wells) have no lower
layer supper output areas are in the 20% most deprived for England,
1.4% of Sevenoaks and 6.5% of Maidstone lower layer super output

areas are in the 20% most deprived for England.

15.4 Housing, Education and Employment

Health and social care outcomes are very much influenced by the socio-
economic factors and the opportunities available to populations. Economic
downturn will have an impact in the short term and potentially longer term on
mental and physical health. In previous recessions the number of people
suffering depression and anxiety has been shown to increase, as has the rate

of suicides.

Access to good Education, enables individuals to progress further in life
opening up opportunities to better paid jobs.

e The level of unemployment for each of the 4 districts, Maidstone
(2.5%), Sevenoaks (1.8%), Tonbridge and Malling (2.0%) and
Tunbridge Wells (1.8%), have lower levels of unemployment of Kent
(3.2%)

Page 211 101



e Unemployment has increased by 13% (Maidstone), 7.3% (Sevenoaks),
11% (Tonbridge and Malling) and 2.4% (Tunbridge Wells) since
September 2010. The increase for Kent is 13.6%.

e 18-24s make up the biggest proportion of unemployed (Maidstone
31.1%, Sevenoaks 27.8%, Tonbridge and Malling 30.2% and
Tunbridge Wells 23.7%). The rate for Kent 31.5%.

e For three of the districts children achieving 5 A*-C grade GCSEs
(including Maths and English) ranging from 61.2% to 71% have rates
that a significantly higher when compared to 55.3% for England.
Sevenoaks however at 38.7% is significantly worse than the rate for
England

e All four districts have significantly lower rate of households classified as
statutory homeless ranging from 0.12% to 1.06%. The rate for England
is 1.86%

15.5 Risk Factors

Modifiable lifestyle factors such as smoking, maintaining a healthy diet and
limiting alcohol consumption can have a significant impact of health and social
care outcomes. Smoking is the single biggest contributor to health

inequalities.

Adults
e Prevalence of obese adults in Maidstone (26.3%) is significantly higher
than England (24.2%) the prevalence of adult obesity in the other
districts are generally not significantly different or are significantly
lower.
e The number of admissions to hospital due to alcohol specific conditions
declined between 2009/10 and 2010/1
Children
e There are significantly fewer physically active children in Maidstone
(46.2%) compared to England (55.1%)

15.6 Health Issues
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Prevalence
e The 2010/11 registers show that the population of WKW have a higher
prevalence of Stroke, hyperthyroidism, and Cancer than England.
Morbidity
Emergency admissions can be an indicator of how well patients are being
managed within primary care
e WKW has an emergency admission rate higher than Kent and Medway
for Cancer, and the trend continues to decline.
e Emergency admission rates are increasing for Dementia, COPD and
CHD.
e Stroke and Diabetes emergency admission rates are reducing.
Mortality
e Around 76.5% of all deaths are from three main diseases: Circulatory
disease (34.3% of all deaths), Cancer (28.6% of all deaths) and

respiratory disease (13.6% of all deaths).
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16 Appendix B — Health Profiles 2011

Kent County Council

@ Significantly worse than England average " i
© Not significanty diferent from England average Engiend e g
O Significantly better than England average 254 T5h
*1n the South East Region this represents the Strategic Health Authority average
[, Indieater et fosrim Pl oo Esgland Runge -~
1 Deprivation 118515 | 25 | 198 | B3z an
g 2 proportion of children In poverty s2ges | 170 | 208 | 57@ 57
E 3 Statutory homElessnes s soo | 13a | 155 | 82 oos
5 4 GCSE achleved (SA™-C Inc. Eng & Mahs) 9540 | 558 | 553 | 380 TEE
& 5 Violent ciima 17747 | 126 | 158 | 358 45
€ Long tern unemployment 43m | 43 | 62 | 195 10
7 Smoking In pragnancy IFTT | 172 | 14D | 314 d 4=
i 8 Breast fzeding Inkiation 11457 | 717 | 736 | 399 9532
.E E £ | 9 Pmysicaly ac@ve chiidran 105116 | 541 | 551 | 267 B03
g g"— 10 Doese chilaren [Year &) x| 52| a7 | 288 107
* |11 Children's %ooth decay {at age 12) ma | o4 | o7 | 1s 0z
12 Teanage pregnancy (under 18) 1m0 | 33 | 202 | s34 145
13 Aguits smoking na | 218 | 212 | 347 11
E . |14 ncreasing and higher sk drinking na | 183 | 236 | 334 o 1=
4 i’ 15 Haalthy eating aduts wa |73 | zar | 183 a7z
% 16 Physicaly acTve adults wa | 1o 1s| =8 T
17 Obese adults réa 263 | 242 | 307 135
18 Incidence of mallgnant metanoma 191 | 123 | 431 | 272 a1
15 Hosphal stays Tor sef-narm 1% |z30a [ 1983 | sers a0
% £ |20 Hospiial stays Tor alcohol related nam 24682 | 1416 | 1743 | 314 =
E L 3T Drug misuse sz | 63 | 24 |23z 12
iz Peopiz diagnosed with dlabetes 53217 | 543 | 540 | 77 328
23 New cases of tunerculnsis m g 15 [ 120 a [
24 Hip fracture In 655 and over 1571 4500 4575 [ 6313 3108
25 Excess wintes dealhs ™3 | 1s6 | 181 | 324 54
26 Life expectancy - male na | 728 | 7a3 | a7y 244
Ei 27 Lite expectancy - female ma | 825 | 823 | 734 a0
E§ 28 Infant deams £5 | 386 | 471 | 1083 5B
E§ |23 smoking related deaths 2421 |mva 2160|3815 1315
5 i 3 Early deaths: heart disease & sioke 1054 | &4 | TOS | 1220 ITE
31 Early deaths: cancer 1mes | 1ma |11zt | 153 T
32 Road Injuries and deaths EED £71 | 481 | 1552 127
Indicator Motes

1 % of peapie In this area Iving In 20% most deprived areas In England 2007 2 % children In familles recelving means-iesied benelts & low Income 2008 3 Crude
rate per 1,000 ousshoids 2005710 4 % at Key Stage 4 20010 5 Recorded violence agalnst the person crimes cruds rate per 1,000 population 200240 & Crude
rate per 1,000 population 3gad16-64, 2010 7 % 0f Mothars SMoking In pragnancy WhETs Satus Is known 200910 & % of mothers Inftiating breastieedng where
status Is known 2009110 3 % of year 1-13 puplls who spand at laast 3 hours per waek on high quallty PE and school spart 2008110 10 % of school children In Yaar
&, 200910 11 Welghted mean numbes of decayed, missing or filed teeth In 12-year-olds, 200809 12 Under-16 concaption rate per 1,000 females aged 15-17
{oruda rate) 2007-2008 [provisional) 13 % adults aged 15+, 200910 14 % aged 16+ In the resldent population, 2008 15 % adults, modelad estmate using Health
Survey for Engiand 2006-2003 {revised) 18 % aged 16+ 2009710 17 % adults, modelled estimate using Healih Survey for England 2006-2003 {revised) 16 Directy
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standardised rate per 100,000 population 2008/40 20 Direcily age and
sex standandised rate per 100,000 population, 200910 21 Estimated problem drug Wsers using crack and/or oplates aged 15-54 per 1,000 resklent population,
2008109 22 % of pedple ON GP registers Wit 3 recorded diagnosls of Mabates 2009710 23 Cruge rate per 100,000 population 2007-2009 24 DIFECHy age and 5ex
standardised rate for emargancy admission £5+, 2009710 25 Rato of excess winter deaths [cbserved winter deaths minus expect=d deaths basad on non-wintar
deaths) i average non-winter deatns 1.08.06-31.07.09 26 At irn, 2007-200% 27 At birth, 2007-2009 26 Rate per 1,000 INe DIrths 2007-2009 23 Per 100,000
population agad 35 +, directly age standardised rate 2007-2002 30 Dircctly age standardised rate per 100,000 population under 75, 2007-2009 31 Directly age
standamdised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wivw.heallhprofies info More Indicator information Is avalable onine In The Indicator Guide.
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Ashford

@ Sygnificantly worse than England aversge Hephad o
AVETage England Average
) Mot significantly different from England average E'm Py : Egand
(O Significantly better than England average 7oh
*In the South East Region this represents the Strategic Health Authority average
e o R E —r— =
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T Smoking In pragnancy 283 | zop | 140 | 314 a 45
B 8 Breast feeding Infiation ses | 7op | 76 | 398 852
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g %'! 10 Doese children {Year §) 268 | z05 | 187 | 288 107
= |11 Chrilgren's footh decay (a3t age 12) na as | o7 | 18 o] o0z
12 Tesnage pregnancy (under 13) & | 299 | 02 | 534 145
13 Adults smoking ma | 335 | 12| 347 11
E » |18 Increasing and higher risk drinking nia | 181 | ZE | 394 o] 15
4 i 15 Healthy eating adults nm [ z5 | 27| =3 arn
g 18 Prysicaly acive adults nia 28 | 115 | 58 E 195
A7 Ooese adults nia 7o | 242 | 3ar7 [} 128
18 Incidence of mallgnant melanoma 15 | 134 | 134 | 272 R
13 Hospital stays Tor sef-harm 173 | 1620 | 1383 | 4575 450
E & |20 Hosphal stays for alcohol related ham 1224 | 1220 | 1743 | 3114 549
£ 2 |3 D misuse 33 | 55 |94 |38 PP
E i Pappie diagnosed with dlabetss 4728 | 533 | 540 | 7aT7 378
23 Mew cases of tuberculosks 1z 1 | 15 | 120 o
24 Hip fracture In 655 and over 105 |288.7 |4575 | 5313 o] 308
25 Excess winter deaths 45 159 | 121 | 321 54
26 | ife expectancy - maie nia | eor | 7a3 | 7ay O 44
H § |27 Lreempectancy - remale nm | 4 | & | 7ea a0
E; 28 Infant deaths 7 456 | 471 | 1053 ose
E§ |29 smoking reiated seatns 168 | 1833 | 2180 | 3815 1315
£ 7 |30 Eany deatns: neart isease & swoke & |1 | s |1z s
31 Early deaths: cancer 137 |1075 | 1121 | 1521 754
32 Road injuries and deaths 2 ZEE | 421 1352 137

Indicator Motes
1% of people In this area living In 20% most deprived areas In England 2007 2 % childran In families recelving means-iested benefts & low Income 2008 3 Crude
rate per 1,000 househoids 2009010 4 % at Key Siage 4 200%10 5 Reconded violence against the person cimes crude rate per 1,000 pogulation 200810 & Crude
rate per 1,000 population agad16-54, 2010 7 % of mothars smoking In pragnancy whese status s known 2002010 8 % of mothers Iniating braastfaeding where
status Is known 200910 3 % of year 1-13 puplis who spend at least 3 hours per week on high quality PE and school sport 200810 10 % of school children In Year
5, 200810 11 Welghted mean number of decayed, missing of filed teeth In 12-year-olds, 2008/0% 12 Under-18 concaplion rate per 1,000 females aged 15-17
{crude rate) 2007-2008 (provisional) 13 % adults aged 15+, 2009110 14 % aged 16+ In the resident population, 2005 15 % adults, modeled estimate using Health
Survey for England 2006-2008 (revised) 16 % aged 16+ 2009710 17 % adulis, modelled estimate using Health Survey for England 2006-2003 (revised) 18 Directly
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standandised rate per 100,000 population 200510 20 Direcily age and
sex standardised rate per 100,000 population, 200910 21 Estimated problem dnig wsers using crack and'or oplates aged 15-64 per 1,000 resident population,
20038/0% 22 % of people on GP reglsters with 3 recorded diagnosls of diabetes 2009010 23 Cruge rate per 100,000 population 2007-2009 24 Directy age and &ex
standardised rate Tor emergency aomission 65+, 2009110 25 Rabo of eXcess Winter 02aihs (pbserved WIN1er deams minus
deaths) io awerage non-wintar deaths 1.06.06-31.07.09 2 Af birth, 2007-200% 27 At birth, 2007-2009 28 Rabe per 1,000 Iive births 2007-2009 23 Per 100,000
population aged 35 +, Mrectly age standardised rate 2007-2009 30 Directly age standardised rate per 100,000 population undes 75, 2007-2009 31 Direcily age
standardised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wiww.healthprofies nfo More Indicator information Is avallable onine In The Indicator Guide.
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Canterbury

@ Sygnificantly worse than England average c i
) Not significantly difierent from England average E‘!gzg P N . - wﬂ
© Significantly better than England average 25th f ot
# In the South East Region this represents the Strategic Health Authority average
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Indicator Motes

1% of people In this area living In 20% most deprived areas In England 2007 2 % childran In families recelving means-iested benefts & low Income 2008 3 Crude
rate per 1,000 househoids 2009010 4 % at Key Siage 4 200%10 5 Reconded violence against the person cimes crude rate per 1,000 pogulation 200810 & Crude
rate per 1,000 population agad16-54, 2010 7 % of mothars smoking In pragnancy whese status s known 2002010 8 % of mothers Iniating braastfaeding where
status Is known 200910 3 % of year 1-13 puplis who spend at least 3 hours per week on high quality PE and school sport 200810 10 % of school children In Year
5, 200810 11 Welghted mean number of decayed, missing of filed teeth In 12-year-olds, 2008/0% 12 Under-18 concaplion rate per 1,000 females aged 15-17
{crude rate) 2007-2008 (provisional) 13 % adults aged 15+, 2009110 14 % aged 16+ In the resident population, 2005 15 % adults, modeled estimate using Health
Survey for England 2006-2008 (revised) 16 % aged 16+ 2009710 17 % adulis, modelled estimate using Health Survey for England 2006-2003 (revised) 18 Directly
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standandised rate per 100,000 population 200510 20 Direcily age and
sex standardised rate per 100,000 population, 200910 21 Estimated problem dnig wsers using crack and'or oplates aged 15-64 per 1,000 resident population,
20038/0% 22 % of people on GP reglsters with 3 recorded diagnosls of diabetes 2009010 23 Cruge rate per 100,000 population 2007-2009 24 Directy age and &ex
standardised rate Tor emergency aomission 65+, 2009110 25 Rabo of eXcess Winter 02aihs (pbserved WIN1er deams minus
deaths) io awerage non-wintar deaths 1.06.06-31.07.09 2 Af birth, 2007-200% 27 At birth, 2007-2009 28 Rabe per 1,000 Iive births 2007-2009 23 Per 100,000
population aged 35 +, Mrectly age standardised rate 2007-2009 30 Directly age standardised rate per 100,000 population undes 75, 2007-2009 31 Direcily age
standardised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wiww.healthprofies nfo More Indicator information Is avallable onine In The Indicator Guide.
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Dartford
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E 3 Statutory homelessness 100 | zez | 185 | a2 [ oos
E 4 GCSE achizwed (54°-C inc. Eng & Maths) ses | 621 | 553 | 380 o TEE
o 3 Violent crime 1407 | 152 | 158 | 358 45
& Long term unemployment 1 | 63 | B2 | 18E 10
T Smoking in pregnancy 180 | 14z | 140 | 314 FE)
g 8 Breast feeding initiation 815 | 725 | 736 | 388 852
H E £ | 9 Physically active chikiren s4s3 | 2o |2 | 267 o 80z
§ 2 2 10 Obess chilen {Year ) 238 | 227 | 187 | 288 (-] 107
oz 1 Children's tooth decay (at aps 12) nia e | 07 | 15 0z
12 Teenage pregnancy (under 18] 3 4 | 402 | ss.4 145
= 13 Adults smaking nia 24 | 212 | 347 (o] 114
# |14 increasing and higher risk drinking nia | 124 | 235 | 354 o 115
_: i 13 Healthy eating adults na | 20| 287 | 193 O aTE
% 16 Physically active adulis nia g6 | 115 | 53 @ =z
AT Obese adults na | 222 | 242 | 307 fa) 115
18 Incidence of maignant melanoma 5 107 | 132 | arz 5 24
19 Hosgital stays for self-ham 187 | 2924 (1883 |457s 4z
E § 20 Hosgital stays for alechol related hamm 1380 | 1325 | 1742 | 3194 f 243
£ |21 Drug misuse 258 | a8 | 54 | 238 s
i § 22 Peogle diagnosed with diabetes 434z | 503 | san | 7e7 328
23 Mew cases of uberculosis 10 10 | 15 | 120 2
24 Hip fracture in 655 and over =1 48513 4576 (8313 108
23 Excess winter deaths 33 120 | 184 | 321 o c4
26 | iz expectancy - make nia 788 | 7R3 | TaT g4
e expectancy - femals nia | &1 | gz3 | 75 ™ P
g E 28 Infant deaths 4 25e | 471 |1053 0 DES
g § 29 Smoking related deaths 138|220 | 2160 |3818 1318
2 T 130 Early desths: heart dissase & stroks m | 7so | 7os [1zz2a 75
31 Early deaths: cancer 101 | 1116 {1121 | 1594 784
32 Rioad injuries and deaths 48 14 | 481 [1552 137
Indicator Notes

1 % of peapie In this area Iving In 20% most deprived areas In England 2007 2 % children In familles recelving means-iesied benelts & low Income 2008 3 Crude
rate per 1,000 ousshoids 2005710 4 % at Key Stage 4 20010 5 Recorded violence agalnst the person crimes cruds rate per 1,000 population 200240 & Crude
rate per 1,000 population 3gad16-64, 2010 7 % 0f Mothars SMoking In pragnancy WhETs Satus Is known 200910 & % of mothers Inftiating breastieedng where
status Is known 2009110 3 % of year 1-13 puplls who spand at laast 3 hours per waek on high quallty PE and school spart 2008110 10 % of school children In Yaar
&, 200910 11 Welghted mean numbes of decayed, missing or filed teeth In 12-year-olds, 200809 12 Under-16 concaption rate per 1,000 females aged 15-17
{oruda rate) 2007-2008 [provisional) 13 % adults aged 15+, 200910 14 % aged 16+ In the resldent population, 2008 15 % adults, modelad estmate using Health
Survey for Engiand 2006-2003 {revised) 18 % aged 16+ 2009710 17 % adults, modelled estimate using Healih Survey for England 2006-2003 {revised) 16 Directy
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standardised rate per 100,000 population 2008/40 20 Direcily age and
sex standandised rate per 100,000 population, 200910 21 Estimated problem drug Wsers using crack and/or oplates aged 15-54 per 1,000 resklent population,
2008109 22 % of pedple ON GP registers Wit 3 recorded diagnosls of Mabates 2009710 23 Cruge rate per 100,000 population 2007-2009 24 DIFECHy age and 5ex
standardised rate for emargancy admission £5+, 2009710 25 Rato of excess winter deaths [cbserved winter deaths minus expect=d deaths basad on non-wintar
deaths) i average non-winter deatns 1.08.06-31.07.09 26 At irn, 2007-200% 27 At birth, 2007-2009 26 Rate per 1,000 INe DIrths 2007-2009 23 Per 100,000
population agad 35 +, directly age standardised rate 2007-2002 30 Dircctly age standardised rate per 100,000 population under 75, 2007-2009 31 Directly age
standamdised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009

For links to health Inteligence suppor In your area seg www.heallhproflies.info More Indicator information I8 avallable onine In The Indicator Guide.
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Dover

@ Significantly worse than England average & +
C Mot significanty difierent from England average Erm o : : 2 BHEM
O Significantly better than England average Thh
*Inthe South East Region this represents the Strategic Health Authority average
Demia indicatin Fapetcd peed e e England Fange =
1 Deprivation s0zr | 25 | 128 | 3z L1
§ 2 Proportien of chilgren In povarty 4315 | 125 | ;5 | 570 57
E 3 Stahutory homelessness 62 |13s | 185 | 828 ooe
§ | #GCSEachieved (SA™-C Inc. Eng& Mams) | 683 | =3 | 553 | 300 TEE
& 3 Wiolent crime 1261 | 119 | 158 | 358 25
& Long term unemployment 315 | 43 | 52 | 158 10
T Smoking In pregnancy 232 | zop | 140 | 314 o 45
i B Breast feeding infiation eoe | 7oo | 76 | 39S 852
3 5 | 8 Prysicaty acsve cidren s4m |gao | os1 | 267 o =
g g! 10 Opese chidren (Year £) 174 | 173 | 187 | 28 0y
= |11 Chileren's footh decay (at age 12) nia Bs | 67 | 15 o 0z
12 Teenage pregnancy junder 13) 83 | 264 | 202 | 634 145
13 Aguiis smoking ni |32 | 112 | M7 1.1
E » | ¥4 Increasing and higher sk drinking nia | 198 | 335 | 394 ns
Ei 15 Heathy eating aduts na | 2e0 [ 2e7 | 122 478
% 18 Prysicaly actve aduts na | 114 | 1z | se 1o
17 Ooese adults nia | 268 | 242 | 30y 2 135
18 Incidence of malignant melanoma 14 | 124 | 121 | 272 R
13 Hosphal 513ys for ser-narm 261 |28a5 | 1983 jawrs [ 420
£ & | 20 Hosphal siays for alcohol related ham s\ | 1556 | 1743 | 3114 49
i ! 21 Dy misuge 467 | 70 | 24 | 238 12
;ﬂ 22 pappiz diagnosed with dladetes sxo | sss | san | 77 138
23 Naw cases of uberculoss g c | 15 |1 o) o
24 Hp fracture In 555 and over 124 3984 4576 | 5313 O s
25 EXCESs WINtr deatns 48 | 126 | 120 | 321 o 54
28 | ife expectancy - make na | 774 | Te3 | Tay 244
E § |z7 Lre expectancy - remaie na | sz | w23 [ 7en P
£ | 28 Infant deatns 7 SE5 | 471 1083 o n&a
E § |29 Smoking related deaths 1 [ms7 2180 |mmas 1318
g f a0 Early deaths: heart disease & sToke 104 | 754 | 05 |1z End
31 Early deaths: cancer 154 | 1185 | 1121 |15 761
32 Road njuries and deaths =1 477 | =51 1552 137

Indicator Motes
1% of people In this area living In 20% most deprived areas In England 2007 2 % childran In families recelving means-iested benefts & low Income 2008 3 Crude
rate per 1,000 househoids 2009010 4 % at Key Siage 4 200%10 5 Reconded violence against the person cimes crude rate per 1,000 pogulation 200810 & Crude
rate per 1,000 population agad16-54, 2010 7 % of mothars smoking In pragnancy whese status s known 2002010 8 % of mothers Iniating braastfaeding where
status Is known 200910 3 % of year 1-13 puplis who spend at least 3 hours per week on high quality PE and school sport 200810 10 % of school children In Year
5, 200810 11 Welghted mean number of decayed, missing of filed teeth In 12-year-olds, 2008/0% 12 Under-18 concaplion rate per 1,000 females aged 15-17
{crude rate) 2007-2008 (provisional) 13 % adults aged 15+, 2009110 14 % aged 16+ In the resident population, 2005 15 % adults, modeled estimate using Health
Survey for England 2006-2008 (revised) 16 % aged 16+ 2009710 17 % adulis, modelled estimate using Health Survey for England 2006-2003 (revised) 18 Directly
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standandised rate per 100,000 population 200510 20 Direcily age and
sex standardised rate per 100,000 population, 200910 21 Estimated problem dnig wsers using crack and'or oplates aged 15-64 per 1,000 resident population,
20038/0% 22 % of people on GP reglsters with 3 recorded diagnosls of diabetes 2009010 23 Cruge rate per 100,000 population 2007-2009 24 Directy age and &ex
standardised rate Tor emergency aomission 65+, 2009110 25 Rabo of eXcess Winter 02aihs (pbserved WIN1er deams minus
deaths) io awerage non-wintar deaths 1.06.06-31.07.09 2 Af birth, 2007-200% 27 At birth, 2007-2009 28 Rabe per 1,000 Iive births 2007-2009 23 Per 100,000
population aged 35 +, Mrectly age standardised rate 2007-2009 30 Directly age standardised rate per 100,000 population undes 75, 2007-2009 31 Direcily age
standardised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wiww.healthprofies nfo More Indicator information Is avallable onine In The Indicator Guide.
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Gravesham

@ Significantty worse than England average : 5
(O Mot significantiy difierent from England average Elm - ® - - - %hﬂd
& Significantly better fran England average Toth
*In the South East Regicn tis represents the Strategic Health Authority average
o o e lieies las, —— =
1 Deprivation 14124 | 145 | 199 | g2 oo
§ 2 Proportion of children In povarty a3 | 182 | mo | 570 57
E 3 Stabutory homelessness 73 | 183 | 186 | B8 ooe
5 4 GCSE achleved (SA'-C Inc. Eng & Mams) | 735 | 542 | 553 | 380 TEE
& 5 Violent crime 162 | 1es | 158 | 3ss 45
6 Long term unempioyment a0 | 7o | &2 | 1as 10
7 Smoking In pregnancy 15 | 142 | 140 | 314 s
T B Breast feeding Inkiation B33 | 7iE | 736 | 338 =52
,E Eﬁ 3 Physicaly actve chidren o558 | 474 | 554 | 267 2 3
3 5'! 10 Obese children [Year &) 26 | 195 | 1=7 | 288 107
“ = |11 chigren's tooh decay {at age 12) na | o5 | o7 | s 2z
12 Teenage pregnancy (under 13) 78 | 221 | @2 | 634 145
13 Aguls smoking nim | 128 | 212 | 37 14
E » |14 ncreasing and higher risk drinking na | 174 | 236 | 394 (o] 15
}j’ 15 ety eating aduts nia | 255 | 27 | 123 aTE
% 16 Physicaly acive aduits na |14 | 115 | =8 125
17 Doese atults na 285 | 42 | 307 @ 138
18 Incidence of mallgnant melanoma 1 14 | 121 | 272 31
15 Hosphtal stays for sef-harm 184 | 1343 [ 1283 (4575 420
& |20 Hospial stays for alcohol related harm 1527 | 1370 | 1743 | 3114 45
£ 5 Drug misuse a2 | &7 | 2a | zas 1z
E i People diagnosed with dlabetes 4gm | ss0 | sao | 7a7 328
Z3 New cases of iuberculosks 1% 7 15 | 120 L] o
24 Hp fracture In 555 and over 105 | 530.0 | 4576 | 6313 o 3103
25 Excess winter deaths 2 | a7 | a3 54
26 |ite gxpectancy - make na | 7ea | 783 | Tar 44
Ei 27 Life expectancy - female nm | eza | &za | 7as P
E.: 28 Infant deaths 3 257 | 471 | 1053 o oLt
E i |29 smoking related deatns 155 | 2113 (2150|3815 1313
5 1 30 Early deaths: heart disease & sToke =] 534 | TS |1224 me
31 Early deaths: cancar 126 | 1965 | 1121 [ 132 761
32 Road injuries and deaths = 328 | &84 |1552 o 137

Indicator Motes
1% of people In this area living In 20% most deprived areas In England 2007 2 % childran In families recelving means-iested benefts & low Income 2008 3 Crude
rate per 1,000 househoids 2009010 4 % at Key Siage 4 200%10 5 Reconded violence against the person cimes crude rate per 1,000 pogulation 200810 & Crude
rate per 1,000 population agad16-54, 2010 7 % of mothars smoking In pragnancy whese status s known 2002010 8 % of mothers Iniating braastfaeding where
status Is known 200910 3 % of year 1-13 puplis who spend at least 3 hours per week on high quality PE and school sport 200810 10 % of school children In Year
5, 200810 11 Welghted mean number of decayed, missing of filed teeth In 12-year-olds, 2008/0% 12 Under-18 concaplion rate per 1,000 females aged 15-17
{crude rate) 2007-2008 (provisional) 13 % adults aged 15+, 2009110 14 % aged 16+ In the resident population, 2005 15 % adults, modeled estimate using Health
Survey for England 2006-2008 (revised) 16 % aged 16+ 2009710 17 % adulis, modelled estimate using Health Survey for England 2006-2003 (revised) 18 Directly
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standandised rate per 100,000 population 200510 20 Direcily age and
sex standardised rate per 100,000 population, 200910 21 Estimated problem dnig wsers using crack and'or oplates aged 15-64 per 1,000 resident population,
20038/0% 22 % of people on GP reglsters with 3 recorded diagnosls of diabetes 2009010 23 Cruge rate per 100,000 population 2007-2009 24 Directy age and &ex
standardised rate Tor emergency aomission 65+, 2009110 25 Rabo of eXcess Winter 02aihs (pbserved WIN1er deams minus e
deaths) io awerage non-wintar deaths 1.06.06-31.07.09 2 Af birth, 2007-200% 27 At birth, 2007-2009 28 Rabe per 1,000 Iive births 2007-2009 23 Per 100,000
population aged 35 +, Mrectly age standardised rate 2007-2009 30 Directly age standardised rate per 100,000 population undes 75, 2007-2009 31 Direcily age
standardised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wiww.healthprofies nfo More Indicator information Is avallable onine In The Indicator Guide.
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Maidstone

@ Significanty worse than England average R et Extadl
O Not significantly different from England average Erm & - : BHEnglmd
() Significantly better than England average Z5dh . TS
#n the South East Region this represents the Strategic Health Authority average
- o SRR —r— ]
1 Deprivation g7 | 44 | 128 | sz an
g 2 Proporiion of children In poverty 44z | 135 | ;08 | 570 57
E 3 Statutory nomelessness T o1z | 186 | 828 [s] ooe
2 | 4GCSE achieved (SA™-C Inc. Eng & Mams) | 1248 | 651 | 553 | 380 ls] 758
2 3 Violent crime 1296 | 129 | 158 | 359 25
€ Long temm unemploymeant azz | 32 | 82 | 138 10
7 Smaking In pregnancy 238 | 142 | 140 | 34 45
PE 8 Breast teeding Infiation 1214 | 735 | 735 | 399 252
3 Eﬁ 9 Physicaly acive chiidran =3 | 452 | =1 | =87 @ o3
i E'! 10 Doese chilaren [Year &) 256 | 173 | 187 | 288 oy
== |11 chigren's tooth decay {at age 12) na | os | a7 | 18 oz
12 Teanage pregnancy (undar 13) =3 =7 | @2 | s34 145
13 Agulis smoking nm | 186 | 212 | 347 11
E » |14 Increasing and higher sk drinking nia 138 | 236 | 34 0 1=
_E j’ 15 Heaithy eating aduits na | 285 | 287 | 1332 478
g 16 physicaly actve adults na | 107 | 115 | 5B IEH
17 Doese adults nia |23 | 242 | ;7 138
18 Incidence of malgnant melanoma = 170 | 124 | 272 [ ] a
19 Hospital stays for sef-harm 3z |62 [ 1083 |aevs 48D
£ & |20 Hosphal stays Tor alconol related ham zm | 1z1 | 174s | 3 O 243
1E o Drg misuse s33 | 55 | 24 | 238 12
E o P Paogie dlagnosed with dladetss smzd | 491 | 540 | 7a7 328
23 New cases of luberculosks 12 2 s | 2o K] a
24 Hp fracture In 556 and over 448 |4210 | 4575 | 6313 s
25 Excess winter deaths 53 | 127 | = | 321 o] 54
26 |ife expectancy - make nia | Tan | 7e3 | Tar 844
B § |27 L= expeciancy - emaie e 521
EF" 28 Infant deaths 7 382 | 471 | 1063 nEa
E§ |29 Smoking relaled deaths 223 | 1957 |z160 | 3815 1318
5 LI P Early deaths: heart disease & s7oke 13 | s1o | 7os |1z 373
31 Early deaths: cancar 187 | 1905 | 1121 | 1531 e
32 Road Injuries and deaths 53 | 55E | e [13m2 137

Indicator Motes
1% of people In this area living In 20% most deprived areas In England 2007 2 % childran In families recelving means-iested benefts & low Income 2008 3 Crude
rate per 1,000 househoids 2009010 4 % at Key Siage 4 200%10 5 Reconded violence against the person cimes crude rate per 1,000 pogulation 200810 & Crude
rate per 1,000 population agad16-54, 2010 7 % of mothars smoking In pragnancy whese status s known 2002010 8 % of mothers Iniating braastfaeding where
status Is known 200910 3 % of year 1-13 puplis who spend at least 3 hours per week on high quality PE and school sport 200810 10 % of school children In Year
5, 200810 11 Welghted mean number of decayed, missing of filed teeth In 12-year-olds, 2008/0% 12 Under-18 concaplion rate per 1,000 females aged 15-17
{crude rate) 2007-2008 (provisional) 13 % adults aged 15+, 2009110 14 % aged 16+ In the resident population, 2005 15 % adults, modeled estimate using Health
Survey for England 2006-2008 (revised) 16 % aged 16+ 2009710 17 % adulis, modelled estimate using Health Survey for England 2006-2003 (revised) 18 Directly
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standandised rate per 100,000 population 200510 20 Direcily age and
sex standardised rate per 100,000 population, 200910 21 Estimated problem dnig wsers using crack and'or oplates aged 15-64 per 1,000 resident population,
20038/0% 22 % of people on GP reglsters with 3 recorded diagnosls of diabetes 2009010 23 Cruge rate per 100,000 population 2007-2009 24 Directy age and &ex
standardised rate Tor emergency aomission 65+, 2009110 25 Rabo of eXcess Winter 02aihs (pbserved WIN1er deams minus
deaths) io awerage non-wintar deaths 1.06.06-31.07.09 2 Af birth, 2007-200% 27 At birth, 2007-2009 28 Rabe per 1,000 Iive births 2007-2009 23 Per 100,000
population aged 35 +, Mrectly age standardised rate 2007-2009 30 Directly age standardised rate per 100,000 population undes 75, 2007-2009 31 Direcily age
standardised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009
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Maidstone

5] Shlﬁmﬂrmthm England average o i
O Mot significantly different from England average Erm & - : BEEW
© Significantly better than England average 25th . T
*In the South East Region this represents the Strategic Health Authority average
Domais indizater Lo o | Lo f: il England fungs i
1 Deprivation o oo | 199 | 83z an
5 2 Proportion of children In poverty 225 | 114 | ms | s7To 57
E 3 Statutory homelessness s | 1o | 18 | 83 ooe
& 4 GCSE achleved (SA™-C Inc. Eng & Mams) 207 347 | 553 | 380 [} TEE
8 3 Violent erime 824 | 73 | 158 | 359 o] s
& Long term unemployment we | zo | 52 | 138 10
7 Smoking In pregnancy 166 | 122 | 140 | 314 45
if B Breast feeding Inkiation 847 | 736 | 726 | ;|8 552
I- EE 3 Physicaly actve chidran 7oz | en3 | 551 | 287 O g3
i gg 10 Diese children {Year &) 177 | 155 | =27 | 288 mr
== |11 chigren's tocth decay (at age 12) na |os |or| s o=
12 Tesnage pregnancy (undar 13) =) =7 | @z | 504 O 145
13 Adgulis smoking nm |2z | 212 | 3ar 14
E » |14 Increasing and higher risk drinking nia | 138 | 225 | 394 1=
Ej’ 15 Haalthy eating aduits nia | 307 | 2=y | 193 478
% 16 Physicaly acive aduits na | 11E | 115 | 5B ‘R
17 Obese adults nia |29 | 42| ;7 135
18 Incidence of malgnant malanoma 12z a7 | = | T2 34
19 Hospital stays for sef-harm 162 | 1672 | 1383 [4a7E 420
£ 5 |20 Hospial stays for alcohal related ham 1617 | 1115 | 1743 | 3118 243
L P r—— 174 | 24 | o4 220 12
;ﬂ 22 paopie diagnosed with diaoetas 3640 | 480 | 540 | 7E7 328
23 New cases 0f luoerculosls 5 4 15 | 120 o
24 Hp Tracture In 655 and over 121|339 | 4576 {5313 0%
25 Excess Wintes deatns a5 | 141 | ma | 321 54
26 Life gxpectancy - make na |08 | 782 | 7ar 844
B § |27 Lte expectancy - femae i | 235 | e | P
EFH 28 Infant deaths 4 285 | 471 | 1053 [
E § |29 Smoking related deatns 1712|1722 |60 |1 1318
g i 0 Early deaths: heart disease & sToke == 436 | MO |11 3TE
31 Early deaths: cancer 121 | 975 | 1121 | 1524 764
32 Road Injuries and deaths L3l 544 | &84 (1352 137

Indicator Motes

1 % of people In this area living In 20% most deprived areas In England 2007 2 % children In Tamilles recelving means-iesied benefis & low Income 2005 3 Crude
rate per 1,000 howsahoids 2009010 4 % at Key Siage 4 200910 5 Reconded violence agalnst the person crimeas crude rate per 1,000 population 300810 & Crude
rate per 1,000 population aged16-54, 2010 7 % of mothars smoking In pragnancy whese status Is known 2009010 8 % of mothers Initiating breastizeing where
status Is known 200910 5 % of year 1-13 puplls wha spand at least 3 hours per waek on high quailty PE and school spart 2009010 10 % of school children In Yiear
&, 200510 11 Weighted mean numbes of decayed, missing od flied teeth In 12-year-olds, 200809 12 Under-18 congeption rate per 1,000 females aged 15-17
{oude rate) 2007-200% [prosisional) 13 % adults aged 15+, 200910 14 % aged 16+ In the resldent populabion, 2008 15 % adults, modeliad estimale using Health
Sureey for England 2006-2008 {revised) 16 % aged 15+ 2009710 17 % adulis, modelled estimate using Health Sureey for England 2006-2003 {revised) 18 Directy
age siandardised rate per 100,000 population under 75, 2005-2007 13 Directly age and sex sandandised rate per 100,000 population 2005/10 20 Direcily age and
sex standandised rate per 100,000 population, 200910 21 Estimated problem dnug wsers using crack andéor oplates aged 15-54 per 1,000 reskdent population,
2009/09 22 % of peopke on GP reglstars with a reconded diagnosls of Mabetes 2009710 23 Crage rate per 100,000 population 2007-2009 24 Directy age and 5ex
standandised rate for emergency admission 65+, 200910 25 Rabio of excess winter deaths (pbeersed winier deaths minus expectad deaths basad on non-wintar
dealhs) v average non-winter deaths 1.06.06-21.07.09 26 Al birth, 2007-200% 27 At Dirth, 2007-2009 26 Rate per 1,000 Ive births 2007-2009 23 Per 100,000
population agad 35 +, directly age standardised rate 2007-2009 20 Directly age standardised rate per 100,000 population under 75, 2007-2009 31 Directy age
slandardised rate par 100,000 population under 75, 2007-2009 32 Rale per 100,000 population 2007-2009
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Shepway

@ Significantly worse than England average Regiondl i
© Not significantty diffzrent from England average E'm P E__ - - EEEng!md
) Significantly better than England average 25 f T
*In the South East Region this represents the Strategic Health Authority average
Domais indicater poch o [ Lo :’: iz England Fangs e
1 Deprivation 13258 | 123 | 128 | @82 oo
5 2 propanian of chiliren In powverty 4435 | 03 | 200 | 570 57
E 3 Siatulory homelessness gn | 182 | 1se | Bxm ooe
e 4 GCSE achieved (SA™-C Inc. Eng & Mats) sgs | 523 | =3 | 380 TEE
¢ | 5wialent crma 144z | 125 | 158 | 352 15
€ Long term unemploymant asa | 21 | &2 | 128 10
7 Smoking In pregnancy 223 | zon | 1D | 314 45
B B Breast feeding Inkiation 796 | 7on | 76 | 398 852
.E E & | 9 Pnysicaly actve chidren c4a7 | 433 | 554 | 287 .
g E‘! 10 Opese chiltren (Year 6) 218 | 204 | &7 | 288 o7
= |11 Children's tooth decay (at age 12) na | o3 |or|1s ['F]
12 Tesnage pregnancy (under 18) 25 | 455 | 202 | s34 145
13 Agutts smoking na | mo | 212 | a7 14
E . |14 nereasing and higher ik drinking nm | 154 | 5 | 394 o 15
! j 15 Haaithy eating adults na | 285 | 287 | 133 478
§ 18 Physicaly actve aduls na [ 118 | 1s| 58 125
17 Cbese adults nia 29 | 242 | 30y 135
18 ncidence of mailgnant melanoma 17 | 153 | 1a |22 31
19 Hospital stays for sef-harm 211|245 [ 1983 [497s 450
E 5 |20 Hosphal stays for alcohol related ham 2145 | 1s08 | 1743 | 3114 249
il [y Dinag misuse siz | a1 | 94 | z23m 13
5 i 22 pappie diagnosed with dlabetzs 454 | €90 | 540 | TET [ ] 218
3 Mew cages of luDemulosis " 11 | 1s | 120 o
24 Hp fracture In 655 and over 143 4833 | 4575 | 313 3103
25 Excess winter deaths &4 | 1mz | 1|1 | 3z 54
28 Life expectancy - mae na 785 | 783 | TaT 44
Ei 27 Lite expectancy - temale nm o223 7as a0
£ |28 infant deaths 4 345 | a7 [ 1083 oEe
E§ |29 Smoking relaten oeatns 213 |2195 2160 [2e15 1318
é i 3 Early deaths: heart disease & sToke 2 E75 | TAE | 1221 3Ts
31 Early deaths: cancer 138 1070 [ 1120 |15 751
32 Road Injuries and deaths 41 |4t | = |1ss2 137

Indicator Motes
1 % of people In this area living In 20% most deprived areas In England 2007 2 % children In Tamilles recelving means-iesied benefis & low Income 2005 3 Crude
rate per 1,000 howsahoids 2009010 4 % at Key Siage 4 200910 5 Reconded violence agalnst the person crimeas crude rate per 1,000 population 300810 & Crude
rate per 1,000 population aged16-54, 2010 7 % of mothars smoking In pragnancy whese status Is known 2009010 8 % of mothers Initiating breastizeing where
status Is known 200910 5 % of year 1-13 puplls wha spand at least 3 hours per waek on high quailty PE and school spart 2009010 10 % of school children In Yiear
&, 200510 11 Weighted mean numbes of decayed, missing od flied teeth In 12-year-olds, 200809 12 Under-18 congeption rate per 1,000 females aged 15-17
{oude rate) 2007-200% [prosisional) 13 % adults aged 15+, 200910 14 % aged 16+ In the resldent populabion, 2008 15 % adults, modeliad estimale using Health
Sureey for England 2006-2008 {revised) 16 % aged 15+ 2009710 17 % adulis, modelled estimate using Health Sureey for England 2006-2003 {revised) 18 Directy
age siandardised rate per 100,000 population under 75, 2005-2007 13 Directly age and sex sandandised rate per 100,000 population 2005/10 20 Direcily age and
sex standandised rate per 100,000 population, 200910 21 Estimated problem dnug wsers using crack andéor oplates aged 15-54 per 1,000 reskdent population,
2009/09 22 % of peopke on GP reglstars with a reconded diagnosls of Mabetes 2009710 23 Crage rate per 100,000 population 2007-2009 24 Directy age and 5ex
standardised rate for emergency admission 85+, 200910 25 Ratio of excess winter deaths (cbeersad winler deaths minus
dealhs) v average non-winter deaths 1.06.06-21.07.09 26 Al birth, 2007-200% 27 At Dirth, 2007-2009 26 Rate per 1,000 Ive births 2007-2009 23 Per 100,000
population agad 35 +, directly age standardised rate 2007-2009 20 Directly age standardised rate per 100,000 population under 75, 2007-2009 31 Directy age
slandardised rate par 100,000 population under 75, 2007-2009 32 Rale per 100,000 population 2007-2009

For links to health Inteligence suppor In your area seg www.heallhproflies.info More Indicator information I8 avallable onine In The Indicator Guide.
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Swale

@ Significantly worse than England average 2 3
) Mot significantly difizrent from England average Engond ; S
© Sygnificantly better than England average P 25t 2 = 7o
*In the South East Regicn this represents the Strategic Health Authority average
— - EaEEET S—— )
1 Deprivation 22845 | 11 | 129 | 83z LT
i 2 Proporiien of children In poverty &7rs | 224 | mo | 570 57
E 3 Statutory nomelessness 2 |141 | 186 | 838 ooe
H 4 GCSE achieved (SA°-C Inc. Eng & Mams) | 876 | 537 | 553 | 380 TEE
& 3 Violent crime 1238 | 148 | 158 | 359 45
6 Long temm unempioyment st | &0 | 82 | 188 10
T Smoking In pragnancy 326 | 200 | 40 | 314 e &5
B 8 Breast feeding inklation 1134 | 70D | 726 | 338 253
.E EE 3 Pysicaly acive chidran 7Ex | 338 | 559 | 287 2 202
3 g-! 10 Doese childnen (Year §) 288 121 | 157 | 288 107
= |11 Children's taoth decay (at age 12) nia os | 87 | 15 o0z
12 Teenage pregnancy (undsr 18) 122 | 457 | 40z | 554 145
13 Aguls smoking nm | 167 | 212 | a7 K+ 5 1.4
E » |14 Increasing and higher sk gnnking na | 158 | 3§ | 334 O 1E
Ej 15 Haathy eating aduts N T A o 478
% 18 Pysicaly actve aduits na |10z | 1ns| 58 125
17 Obese adults nia 302 | #2 | 307 [} 128
18 incigence of mallgnant melanoma 20 146 | 121 | 272 31
13 Hospiial stays Tor sef-narm 39 | 2=5u0 | 1983 |4975 450
& |20 Hosphal stays Tor alcohol related nam zsm | 1438 | 1743 | 3114 e
i ! 21 Drug misuse 652 | 76 | 94 | za8 18
5 if= Peppiz diagnosed with dlabetas €413 | 626 | 54D | TE7 O 338
23 New cases of tuberculosis o E 12 | 12t [+ ] <]
24 Hp fracture In 655 and over 120|443 (4575 | 6313 308
25 Excess winter deaths g0 |zo8 | 18 | 321 54
28 |ife expectancy - male na | 773 | 783 | Tay B4
E § |27 Lre emectancy - emaie N R o 220
E.‘; 28 Infant deaths 1 | &7s | a7t |1083 1] [oLH
E § |29 Srnoking related seatns 17 |28 2160|315 1318
£ 7 |50 Eary deatns: nean oiseass & sToke 1E | et | ms |1z s
31 Early deaths: cancer 7 | 1ez |11z | 1sea 781
32 Road Injuries and deaths 53 403 | #514 [1552 137

Indicator Motes
1% of people In this area living In 20% most deprived areas In England 2007 2 % childran In families recelving means-iested benefts & low Income 2008 3 Crude
rate per 1,000 househoids 2009010 4 % at Key Siage 4 200%10 5 Reconded violence against the person cimes crude rate per 1,000 pogulation 200810 & Crude
rate per 1,000 population agad16-54, 2010 7 % of mothars smoking In pragnancy whese status s known 2002010 8 % of mothers Iniating braastfaeding where
status Is known 200910 3 % of year 1-13 puplis who spend at least 3 hours per week on high quality PE and school sport 200810 10 % of school children In Year
5, 200810 11 Welghted mean number of decayed, missing of filed teeth In 12-year-olds, 2008/0% 12 Under-18 concaplion rate per 1,000 females aged 15-17
{crude rate) 2007-2008 (provisional) 13 % adults aged 15+, 2009110 14 % aged 16+ In the resident population, 2005 15 % adults, modeled estimate using Health
Survey for England 2006-2008 (revised) 16 % aged 16+ 2009710 17 % adulis, modelled estimate using Health Survey for England 2006-2003 (revised) 18 Directly
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standandised rate per 100,000 population 200510 20 Direcily age and
sex standardised rate per 100,000 population, 200910 21 Estimated problem dnig wsers using crack and'or oplates aged 15-64 per 1,000 resident population,
20038/0% 22 % of people on GP reglsters with 3 recorded diagnosls of diabetes 2009010 23 Cruge rate per 100,000 population 2007-2009 24 Directy age and &ex

standardised rate for emergency asmission 65+, 200910 25 Rato of eXcess winter geaihs (phsersad winler deaths minus

g2aths basad on non-wnter

deaths} o average non-wintar deaths 1.06.06-21.07.09 2¢ At irtn, 2007-200% 27 At birth, 2007-2009 26 Rata per 1,000 Ive Dirths 2007-2009 25 Per 100,000
popuIation aged 35 +, mrectly age standarised rate 2007-2009 0 Directy 3ge standandised rate per 100,000 populaton under 75, 2007-2009 31 Direclly age
standardised rate per 104,000 population under 75, 2007-2004 32 Rate par 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wiww.healthprofies nfo More Indicator information Is avallable onine In The Indicator Guide.
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Thanet

@ Significantly worse than England average > +
) Mot significantly different from England average Erm : P = ~ - : BﬂEnghu
O Significantly better than England average Thih
*In the South East Region this represents the Strategic Health Authority average
[— indicator e I | B3 |2 England Funge i
1 Deprivation 26386 | 222 | 188 | E32 oo
g 2 Proporiion of children In poverty 730 | 257 | ;o | 570 57
E 3 Statutory homelessness 62 | 111 | 186 | 528 ooa
2 | #GCSE achieved (SA'-C Inc. Eng & Mams) | 777 |47 | 553 | 3a0 755
g 3 Wiolent crime: zz2 | 133 | 158 | 359 &5
& Long term unemployment B30 |1oE | 2 | 138 10
7 Smoking In pregnancy 34 | zo0 | 140 | 314 a5
B 8 Breast feeding Inkiation 1003 | Top | 7as | a0 252
f E£ | 9 prysicaly actve chidrn 2257 | 438 | 551 | 287 e m3
H g‘! 10 Ooese children (Year &) 247 128 | 187 | 28E 10y
“ = |11 criigren's tooth decay {at age 12) nm | o5 |or | 16 1z
12 Teenage pregnancy (unoer 13) 133 | 510 | @02 | 624 ) 145
13 Adulis smoking nim | 347 | 12 | 7 | @ 1.4
E « | 14 Increasing and higher fisk deinking na | 170 | ;25 | 394 O 115
_! j 15 Heaithy eating aduts na | 247 | 87 | 183 2 478
% 18 Physicaly actve aduits na | 83 | 15 | 58 2 195
17 Dbese adulis na | 277|242 | sy ™3 135
18 Incidence of mailgnant melanoma 17 | 128 | B | @2 ER|
15 Hosphal siays for sef-narm 383 | 3923|1383 |4ETs @ 450
% & |20 Hosphal stays for alcohol related nam Mor | 1es2 | 1743 | 394 243
L E N PYyr— sod | 143 | 24 [ 220 12
5 iz Papopiz diagnosed with dlaetas IR | 644 | 540 | 77 [~ ] 338
23 New cases of tubenculosis 8 ] 15 | 120 ) [
24 Hp fracture In 556 and over 213 5283|4576 [6313 o 3105
25 Excess winter deaths s |75 | 18 | 320 54
26 Life expectancy - make nm | 765 | 783 | 737 (] 44
E § |77 Lre expectancy - remate na | 215 | m3 | 7oa P
£ |28 Ifantdeaths 7 | 440 | 471 |10E3 [T
E i |29 Smoking related deaths 340 | z77a |2180 [31E ™ 1318
£ 1 |50 Eary deatns: neart oisease & svoke 128 | 7an | me |1z s
31 Early deaths: cancar 18a (1130 | 1121 1521 761
32 Road Injuries and deaths 45 | 355 | a8 |1ss2 4 137

Indicator Motes
1% of people In this area living In 20% most deprived areas In England 2007 2 % childran In families recelving means-iested benefts & low Income 2008 3 Crude
rate per 1,000 househoids 2009010 4 % at Key Siage 4 200%10 5 Reconded violence against the person cimes crude rate per 1,000 pogulation 200810 & Crude
rate per 1,000 population agad16-54, 2010 7 % of mothars smoking In pragnancy whese status s known 2002010 8 % of mothers Iniating braastfaeding where
status Is known 200910 3 % of year 1-13 puplis who spend at least 3 hours per week on high quality PE and school sport 200810 10 % of school children In Year
5, 200810 11 Welghted mean number of decayed, missing of filed teeth In 12-year-olds, 2008/0% 12 Under-18 concaplion rate per 1,000 females aged 15-17
{crude rate) 2007-2008 (provisional) 13 % adults aged 15+, 2009110 14 % aged 16+ In the resident population, 2005 15 % adults, modeled estimate using Health
Survey for England 2006-2008 (revised) 16 % aged 16+ 2009710 17 % adulis, modelled estimate using Health Survey for England 2006-2003 (revised) 18 Directly
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standandised rate per 100,000 population 200510 20 Direcily age and
sex standardised rate per 100,000 population, 200910 21 Estimated problem dnig wsers using crack and'or oplates aged 15-64 per 1,000 resident population,
20038/0% 22 % of people on GP reglsters with 3 recorded diagnosls of diabetes 2009010 23 Cruge rate per 100,000 population 2007-2009 24 Directy age and &ex

standardised rate for emergency asmission 65+, 200910 25 Rato of eXcess winter geaihs (phsersad winler deaths minus

aths basad on non-wntar

e

deaths} o average non-wintar deaths 1.06.06-21.07.09 2¢ At irtn, 2007-200% 27 At birth, 2007-2009 26 Rata per 1,000 Ive Dirths 2007-2009 25 Per 100,000

popuIation aged 35 +, mrectly age standarised rate 2007-2009 0 Directy 3ge standandised rate per 100,000 populaton under 75, 2007-2009 31 Direclly age
standardised rate per 104,000 population under 75, 2007-2004 32 Rate par 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wiww.healthprofies nfo More Indicator information Is avallable onine In The Indicator Guide.
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Tonbridge and Malling

@ Significantty worse than England average y -
O Not significantly different from England average Elm L & : -~ - wﬂ
© Significantly better fran England average T
*1n the South East Region this represents the Strategic Health Authority average
Domain [rr— LDORM: e f‘_: N England Rangs L]
1 Deprivation 1413 | 13 | 138 | maz oo
; 2 proportion of children In povarty 3m | 118 | ms | 570 57
E 3 Siabutory homelessness 2 |ovm| 1ss |6 oo
] 4 GCSE achleved (SA'-C Inc. Eng & Mams) | 530 | 612 | 553 | 380 TEE
& 3 Violent crime 120 | a9 | 158 | 358 25
€ Lang tem unemployment 17 | 23 | 62 | 138 10
7 Smoking In gregnancy 182 | 142 | 140 | 314 45
B2 8 Breast faeding Infiation 527 | 726 | 726 | 3am 53
_E Eﬁ 9 Physically actve chidran 11181 | 845 | 554 | 257 O 503
H g‘! 10 Ooese children (Year 6) mo | 152 | 187 | 286 107
“ = 111 chigren's oot decay {at age 12) ne |02 |or | s o 2z
12 Teanage pregnanicy (under 13) &7 |28 | 202 | saa 145
13 Agults smoking nin | 124 | 212 | 37 ; 14
E « |14 Increasing and higher risk deinking na | 185 | 238 | 334 (o] 15
_} j 15 Healthy eating aduits nin | 287 | =7 | 123 478
; 16 Physicaly acive aduits na | 1ms | 115 | =8 155
17 Ooese adults na {260 | 242 | 307 138
18 incidence of mallgnant melanoma 1z o | 134 | T2 [a] 31
19 Hospital stays for sef-harm %6 |75 | 1383 | 457E P
%5 | 2 Hosphal stays for slcohol related ham 173|128 | 173 | 3114 o 249
H ! 21 Drug misuse 43 | z8 | 24 | 23 18
; N E Peppie diagnosed with dlabetes 428 | 438 | 540 | 757 328
23 New cases of luberculosis 5 5 15 | 120 - o
24 Hip fracture In 655 and over 23 | 3855|4575 (312 =3 3108
25 Exgess winter deaths s |15 | 184 | 321 54
26 Lite expectancy - male naa | 2an | 723 | 7y 244
E § |27 Lte expectancy - female nm | s41 | mz3 | 7as o =0
£+ | 28 nfant deatns 1 os7 | 471 |1o82 nEs
E§ |29 Smoking related deaths. 161 | 1808 | 2160 |2=1s 1318
5 L ¥ Early deaths: heart disease & s7oke e S84 | TOE [1324 379
31 Early deaths: cancer 132 | sa [1124 |59 TE1
¥ Road injuries and deaths b=l o9 | &4 (1552 137

Indicator Motes
1% of people In this area living In 20% most deprived areas In England 2007 2 % childran In families recelving means-iested benefts & low Income 2008 3 Crude
rate per 1,000 househoids 2009010 4 % at Key Siage 4 200%10 5 Reconded violence against the person cimes crude rate per 1,000 pogulation 200810 & Crude
rate per 1,000 population agad16-54, 2010 7 % of mothars smoking In pragnancy whese status s known 2002010 8 % of mothers Iniating braastfaeding where
status Is known 200910 3 % of year 1-13 puplis who spend at least 3 hours per week on high quality PE and school sport 200810 10 % of school children In Year
5, 200810 11 Welghted mean number of decayed, missing of filed teeth In 12-year-olds, 2008/0% 12 Under-18 concaplion rate per 1,000 females aged 15-17
{crude rate) 2007-2008 (provisional) 13 % adults aged 15+, 2009110 14 % aged 16+ In the resident population, 2005 15 % adults, modeled estimate using Health
Survey for England 2006-2008 (revised) 16 % aged 16+ 2009710 17 % adulis, modelled estimate using Health Survey for England 2006-2003 (revised) 18 Directly
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standandised rate per 100,000 population 200510 20 Direcily age and
sex standardised rate per 100,000 population, 200910 21 Estimated problem dnig wsers using crack and'or oplates aged 15-64 per 1,000 resident population,
20038/0% 22 % of people on GP reglsters with 3 recorded diagnosls of diabetes 2009010 23 Cruge rate per 100,000 population 2007-2009 24 Directy age and &ex
standandised rate Tor emergency aomission 65+, 200910 25 Rabo of 2Xcess Winter 023ins [obseréed wWinter deatns minus &
deaths) io awerage non-wintar deaths 1.06.06-31.07.09 2 Af birth, 2007-200% 27 At birth, 2007-2009 28 Rabe per 1,000 Iive births 2007-2009 23 Per 100,000
population aged 35 +, Mrectly age standardised rate 2007-2009 30 Directly age standardised rate per 100,000 population undes 75, 2007-2009 31 Direcily age
standardised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wiww.healthprofies nfo More Indicator information Is avallable onine In The Indicator Guide.
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Tunbridge Wells

@ Synificantly worse than England average ) -
) Mot significantly different from England average Efm T - - - BaEng'md
O Significantly better than England average Toth _
*1n the South East Region tis reprecents the Strategic Health Authority average
e i R —— =]
1 Deprivation o oo | 185 | 88z oo
; 2 Proportion of children In poverty zem | 117 | ms | 570 57
E 3 Siatutory homelessness 44 100 | 186 | 828 ong
H 4 GCSE achieved (5A™-C Inc. Eng & Mams) | 1058 | 710 | 553 | 380 TEE
& 3 Violent crime 18 | oo | 158 | 358 45
& Long term unempioyment 121 | 20 | &2 | 1386 o] 10
7 Smoking In pregnancy 172 | 142 | 4p | 314 45
if B Breast feeding inkiation 877 | 735 | 36 | 399 .
.E EE 3 Physicaly actve chidran g2 | 578 | 859 | 287 203
5 5'! 10 Opese children (Year &) 158 | 183 | 187 | 288 o
= |11 Ccragren's woth decay (3t age 12) na os | o7 | 18 (o] o0z
12 Teenage pregnancy (undar 13) = 6 | a2 | su4 148
13 Adulis smoking na |06 | 212 | a2y 111
E « |14 hereasing and highar nisk drinking na |05 | 236 | 384 115
¥ j 15 Haaithy eating aduts N B BT o 478
% 16 Physicaly acive aduls na | 114 | 1= | =8 125
17 Obese adults na |20 | 2| w7 138
18 Incidence of malignant malanoma % |14s| @ |2 1
19 HOEDREl 135 TOr SET-Narm 234 |zo0 | 1283 (497E ] FrY
§ &£ |20 Hosphal siays for aleohol related hamn 1542 | 1327 | 1743 | 3144 243
E ! 21 Drug misuse 228 | 32 | 24 | 238 o 18
g i [z Paopia diagnosed with dlabetas 4134 | 454 | 540 | 7ET (o] 228
23 New cases of fuberculosls H B 15 | 120 - o
24 Hp fracture In 555 and over 126 4575 | 4575 |E313 ERLES
25 Excess winter deaths 5 |88 | 181 | 321 54
26 Lt expectancy - make nm |ens | 7a3 | 7ar 244
H § |27 L expectancy - emaie nm | ez |ma|7as o
Eg 28 Intant deaths k] 200 | 471 | 1DE3 o nEe
E§ |29 smoking related deaths 143 | 1687 | 2160 | 3515 1312
g ] 30 Early deaths: heart disease & sToke B8 578 | s | 1221 Ty
31 Early deaths: cancer 17 1002 | 1121 | 1sma 761
32 Road Injuries and deaths 53 | sa0 | 481 |1s52 137

Indicator Motes

1 % of peapie In this area Iving In 20% most deprived areas In England 2007 2 % children In familles recelving means-iesied benelts & low Income 2008 3 Crude
rate per 1,000 ousshoids 2005710 4 % at Key Stage 4 20010 5 Recorded violence agalnst the person crimes cruds rate per 1,000 population 200240 & Crude
rate per 1,000 population 3gad16-64, 2010 7 % 0f Mothars SMoking In pragnancy WhETs Satus Is known 200910 & % of mothers Inftiating breastieedng where
status Is known 2009110 3 % of year 1-13 puplls who spand at laast 3 hours per waek on high quallty PE and school spart 2008110 10 % of school children In Yaar
&, 200910 11 Welghted mean numbes of decayed, missing or filed teeth In 12-year-olds, 200809 12 Under-16 concaption rate per 1,000 females aged 15-17
{oruda rate) 2007-2008 [provisional) 13 % adults aged 15+, 200910 14 % aged 16+ In the resldent population, 2008 15 % adults, modelad estmate using Health
Survey for Engiand 2006-2003 {revised) 18 % aged 16+ 2009710 17 % adults, modelled estimate using Healih Survey for England 2006-2003 {revised) 16 Directy
age standardised rate per 100,000 population under 75, 2005-2007 15 Directly age and sex standardised rate per 100,000 population 2008/40 20 Direcily age and
sex standandised rate per 100,000 population, 200910 21 Estimated problem drug Wsers using crack and/or oplates aged 15-54 per 1,000 resklent population,
2008109 22 % of pedple ON GP registers Wit 3 recorded diagnosls of Mabates 2009710 23 Cruge rate per 100,000 population 2007-2009 24 DIFECHy age and 5ex
standardised rate for emargancy admission £5+, 2009710 25 Rato of excess winter deaths [cbserved winter deaths minus expect=d deaths basad on non-wintar
deaths) i average non-winter deatns 1.08.06-31.07.09 26 At irn, 2007-200% 27 At birth, 2007-2009 26 Rate per 1,000 INe DIrths 2007-2009 23 Per 100,000
population agad 35 +, directly age standardised rate 2007-2002 30 Dircctly age standardised rate per 100,000 population under 75, 2007-2009 31 Directly age
standamdised rate per 100,000 population under 75, 2007-2009 32 Rate per 100,000 population 2007-2009

For links to health Inteligence suppor In your area see wivw.heallhprofies info More Indicator information Is avalable onine In The Indicator Guide.
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Agenda ltem 9

By: Meradin Peachey, Kent Director of Public Health
To: Health and Wellbeing Board — 18 January 2012
Subject: Pathway for Adult Obesity Services
Classification: Unrestricted

Recommendations

Health and Wellbeing Board is asked to receive this paper for INFORMATION.

1.
1.1

41

5.1

Introduction

This paper sets out a case for pro actively making radical changes for the investment
in prevention with respect addressing the levels of obesity in Kent. Kent cannot afford
not to invest in prevention and we cannot afford to do nothing.

Relevant priority outcomes
To improve the health of the Kent population

Financial Implications

Obesity is currently costing the Kent economy £500 million per annum and currently
approximately 7,000 people are estimated to be eligible for bariatric surgery at a cost
of £10,000 per operation. Kent faces a bill of £70 million if we do nothing to address
this situation™ This bill is set to rise as the population of Kent steadily increases their
BMTI’s in the absence of an industrial approach to prevention programmes.

Legal Implications
N/A
Main body and purpose of report

In December 2011 the 20th annual Health Survey for England has been published by
the NHS Information Centre for health and social care. The report stated that,

‘Between 1993 and 2010, there has been a marked increase in the proportion of the
population that was obese. This proportion increased from 13% of men in 1993 to
26% in 2010 and from 16% of women in 1993 to 26% in 2010. The rate of increase in
obesity prevalence has been slower in the second half of the period than the first half,
and there are indications that the trend may be flattening out, at least temporarily.
However, obesity in men and women in 2010 was at its highest level since 1993, and
in men the 2010 level was also significantly higher than in the period between 2000
and 2005’.

' South East Coast Primary Care Trusts’ Policy Review and Recommendation Process Bariatric surgery for
obesity and related co morbidities Final Report ép”l 2011

age 2




5.2 Background

5.2.1 Overweight and obesity presents a major challenge to the current and future health of
the population of Kent. Higher body mass index (BMI) is associated with an increased
risk of morbidity and mortality from a range of conditions including hypertension, heart
disease, stroke, diabetes and several cancers.

5.3 Definition

5.3.1 BMI is defined as weight in kilograms divided by the square of the height in metres

(kg/m2)
Table 1

Definition BMI range [Iv:-;_].fm‘}
Linderweight Under 18.5
Normal 18.5 to less than 25
Overweight 25 to less than 30
Obese 30 to less than 40

Obese | 30 to less than 35

Obese | 35 to less than 40
Morbidly cbese 40 and over
Cwverweight including obese 25 and over
Obesea including morbidly cbese 30 and over

5.4 Prevalence in Kent

5.4.1 Fig 1 compares prevalence rates for obesity with the rest of England and shows that
we have many areas that are showing prevalence rates between 26-30%. Fig 2 shows
the variability with Kent and Medway comparing the districts and showing Swale and
Sheppey recording the highest prevalence rates of obesity.

Prevalence of adult obesity districts within Kent and Medway 2006-2008 [England Quintiles]

Adult ohesity prevalence 2006-
England Guintiles

W 251210302 (8)

O 2431t02611 ()

0 232110243 (2)

M 211110232 (1)

Source: MNational Obesity Observatory [access via wiwi noo org.uk]
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Prevalence of adult obesity districts within Kent and Medway 2006-2008 [Kent and Medway Quintiles]

Adult Obesity: Prevalence 2006-08

W 30 to3nz
O 282t030
O 266t0z82
O 259t0268
W 22910253

Source: National Obesity Observatory [access wia winis Noo.org Lik]

5.5 Obesity: a complex system

5.5.1 The Foresight Report (2009) set out a comprehensive ‘whole systems’ view of the
determinants of energy balance that impacts on obesity. The system map, together
with scientific and other evidence, confirms that energy balance (or imbalance) is
determined by a complex multifaceted system of determinants (causes) where no
single influence dominates. Tackling obesity is far from straightforward as Figure 3
illustrates.

5.6 Fig 3: The full obesity system map with thematic clusters

| Map 0
Full Generic Magp



5.7

5.7.1

5.7.2

5.7.3

5.7.4

Cost Burden of Obesity

In Kent the cost of principle diseases relating to obesity is estimated to be in the
region of 500 million. If Kent starts to invest in preventing obesity then there will be
savings on the impact of this work as obesity plays a major role in the pathologies of
so many other diseases.

Area NHS costs of principle
diseases related to obesity
(million)

Kent 500.6

Medway | 96.4

Source: Foresight, Tackling Obesities Future Choices-
Modelling Future Trends in Obesity and the impact on Health 2006.
Analysed by DH to local level using national resource allocation formula

Interventions in Kent have to incorporate a population approach to helping people
achieve and then maintain a healthy weight but we also need to provide services for
those patients that are already morbidly obese and fit NICE criteria for specialist
weight management services and surgical procedures.

The Specialised Services National Definition Set (SSNDS) for Morbid Obesity (3rd
edition) estimates that the group of patients requiring access to a Specialised Weight
Management Service amounts to approximately 120,000 adults nationally. This
grouping is derived from a tighter set of criteria than used by NICE and includes all
patients with a BMI over 50kg/m2 and patients with a BMI over 40kg/m2 who have
the following co-morbidity (note: this is not an exhaustive list):

. endocrine conditions

. genetic conditions (rare causes of severe obesity)

. organ failure and are being considered for transplantation, e.g. renal, heart
awaiting major surgery (with the attendant anaesthetic risk)

o women seeking infertility treatment

) failure with other methods of weight-loss management

For SEC PCTs (assuming an equal distribution to that seen nationally) this
represents approximately 10,000 adults and is represented in Table 1.

Table 1: SSNDS 35 population estimates of surgical demand, compared to
NICE benchmark prediction of annual presentation at surgical centres

Area

Population(1) Estimated Estimated Estimated Estimated
population population population surgical
derived from | derived from | eligibility and | benchmark
thresholds in | NICE criteria | willing (NICE) | (NICE 0.01%)
SSNDS 35 (NICE) (2) 3) 4)

Kent

819,800 3,264 18,200 4,368 82

Medway 552,100 577 12,257 2,942 55

Total | 7,310

Sources:

1. 2009 Population estimates; 2006-based sub national population projections to 2013-Adults

2. 2011 estimated prevalence using NICE 2.22% population

3. NICE CG43 algorithm to determine potential demand, with no assumptions for annual access rates
4. NICE CG43 estimated appropriate annual provision benchmark
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5.7.5

5.7.6

5.7.7

5.7.8

We need to understand the complexities associated with behaviour change and
weight loss so we can commission a range of comprehensive services that meet the
needs of the people that would benefit from maintaining and achieving a healthy
weight.

For these reason we need commissioned services using a tiered strategy approach.
The tiers are set out below:

Tier 1 is population level interventions whereby people are well motivated and able to
access local services with minimal support.

Tier 2 services are a bit more targeted and have a higher level of support and are
more prescriptive.

Tier 3 services require specialist practitioners to deliver a multi-disciplinary approach
which includes psychological support

Tier 4 are those services that treat patients with surgical intervention

Each Tier requires more comprehensive and intensive strategies to help people adopt
changes to their lifestyles and the greater the severity of the problem the longer the
support has to be provided at greater cost to the NHS.

Behaviour change and tackling obesity needs interventions that change individual
behaviour but we also need to facilitate macro changes which change our living
environment to facilitate the behaviour change. Fig 4 sets out the four tiers of
intervention that are being developed in Kent.

Figure 4:- Weight management care pathway for adults

Tier 4 Obeity surocry iolhicr interventions fol thoss Who have beel Unsicecssful at e 5 of

dchieving of maintaniine 5 100 body weioht loss [ ocdl spocialist conmiissioning criteria

(20061 are those with 4 thieshold of

< BMI 45 1 the presence of serious co-morbidity which will be improved by
bariatie suroery

. BMI 60

Tier 3 Specialist weight manascnent sérvice. Laioet sioup.
o Lnsuccesstul wolnhil loss of maintenance of loss al liers | and 2
BMI 35 with co niorbidities
BMI 40
Pio & Post ooy Uit 4 fo ionitonine and Liojasscs el o decied ieco sy
byre e

Tier\z — Primary care plus & community interventions. Target group:
© . Unsuccessful weight loss or maintenance of loss at tier 1

o | BMI>30 with co-morbidity
\
T1 Tier 1 — Universal services. Target group:
o  BMI 25-30 +/- co-morbidities
o BMI30-35

o 1st attempt at weight loss

T
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5.8

5.8.1

5.9

active kent....................

Need some ideas to get you started? Tell us what you're looking for and we can help.

1 want Ilwantto | Il wantto
to lose have fun | keep fit
some with the | and
weight.. kids... active...

5.9.1

59.2

5.10

5.10.1

Tier 1 Services

These are universal services that target the population as a whole and assume
moderate motivation levels in order to access local service provision. The
ActiveKent website is designed as a portal to bring a wealth of information together
about local opportunities to become more active to enable and encourage the public
in general to engage with their environment in a number of ways and is not focused
on ‘exercise’ per se.

Activekent.co.uk

Looking
for a

articular sport?
activity search)

Want to know
what’s on in your

area?
(posteode search)

Find us on Face
book / twitter etc.

Behind the ActiveKent website is a plethora of links that drill down to local activities
that are updated and maintained on a locality basis.

There are plans to roll out the Healthy Passport Club that was piloted in west Kent
and which supports the national Change for Life programme. This offers a range of
activities and classes for those who want to make small changes to keep flexible,
maintain their mobility, improve their diet or lose weight.

Tier 2 Services

These services are more targeted and include Primary Care engagement and
community interventions. Target groups would include unsuccessful weight loss or
maintenance of loss at Tier 1. All of these services are set out within the ActiveKent
website and are actively promoted through Primary Care. The service also has a free
phone help line so that people can be signposted to other services. The Healthy
Passport scheme also acts as an entry point to interventions that promote more
healthy behaviour. In west Kent adults with a BMI of 30 (or less if they meet certain
criteria) can be referred to 12 week weight management programmes commissioned
from local authority providers.
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Overview of the Healthy Passport Club

*  The Healthy Passport Club is a free, virtual club, open to everyone living in West Kent

*  Members fill out an application form to join (also available online www.healthyelub.nhs.uk)

*  Members receive access to the Healthy Club website and a hard copy ‘Travel Pack” — both enable
members to set goals, get involved in local activities and monitor their healthy steps with fun tools
to capture healthy efforts, such as:

— Passport (to log healthy eating and exercise activities as steps around the world)
— Wall charts (to monitor progress against dates)

*  Members receive regular information via newsletters, emails and website updates, including:
— MNew events/activities in their area

— Health messages
— Challenges

— Discussions and polls

www.activekent.co.uk m ah
Free phone number: 0500 49 4000 RIS AL Living in West Kent gml-j worried about
East Kent Healthy Lifestyle Programmes m your own ot your child’s weight?
3 e e el e oo P —— Help is at hand! -3 "
Sa3ith and well baing of Imactve dand n;m of o srham.
P— gy gm‘mm s
e QR e L e e MO In partnership with NHS West Kent, your local
— Tihmgﬂ P mmm o, that N rofonal mast e mda hrouh GAReak Council runs a range of healthy wulgllt programmes - s
\ S Ll > for adults, young people and families,
i o st gl W M oK ISl onr + ka1 panneswehs Dot ) If you live in or around any of the following areas,
veeiyma . o 4 oo ety ki e gl ity contact your local Council to find out mane!
v s T Seherss Pragarmais sl nsoeme GF sk,
L  Optior! ilow g at 9 and 17 mants Incdetiag inzslag supper J
'S - " — ) Healthy Living Team -
) g it spgerts e oy m ez o t: 01322 311265 = infoEhlcdartford.co.uk
5 u/ Food 3 yy mdpﬁnm
B and Thes ok Inhadie o dhery of Food Faclitatr am?umymm
Q?-.\ Mealth mmm merse b= sppos Faclon
> ;:';_"f“‘““"’“m“‘” g The Gr@nd Healthy Living Centre -
h - o 01474 320123
( - B ko . : ) = health ight@gravesham.gov.uk
§ T R o -
\./ o sy i u:d . u:mmqumn
SMOKEFREE i ey Community Development Team -
: mmzl‘n;‘:wmmmwd :;‘r::l; c;mmur_nmmmu(u + 01622 602512
- s = healthy.living@maidstone.gov.uk
Exad It COMmEm Ry satings In deprved wartk, meshetiosa apper, advc and e
health " tth o ek Wit papleon 13 b« e
trainers: el " et i Healthy Living Team -
01732 227000
o Yalking e e i - et ionk s b bl = healthy.living@sevenoaks.gov.uk
;‘K whialth « Wk 0 geewaly e 40,90 it andacat
a e o ezl vanaes such s Boanes and N )
\ —_— ket ] J Healthy Living Co-ordinator -
@ D e ;mmmmmmﬁ 01732 37:155
: Syl S e k. «: healthy.living@itmbe. .Uk
LIRSt — e s
r Ctbars s g ot ot hamton, + g eyt ) Communities & Health Team -
‘o and e ke f Grfesmi « Prooieg manal beath and ek bokag © 01892 554411
Children's Centres cma'??:;:':d““;:;'m'm tox b Chikb's o, plsze ol Chighen = health@tunbridgewells.gov.uk
» Doliveeng sctviis thatt eroserage an and Famibier Informarion Sankcn on 08000 32 32 30 ar
Kerl medmnmmmmdawud arall e ragiar gz k.
— Making healthier choices m
§ e ik i P — ) 9

easier across West Kent West Kent

5.11 Tier 3 services

5.11.1 Tier 3 services are specialist services and the target group is:
o Unsuccessful weight loss or maintenance of loss at tiers 1 and 2
o BMI =35 with co-morbidities
o BMI 240
o Pre- & Post surgery (tier 4) for monitoring and (re)assessment as deemed
necessary by referrer

5.11.2 An important component to these specialist services is the psychological support for
adults presenting with severe and complex morbid obesity. The service also provides
a prevention step for patients to reconsider their decision about proceeding onto a
Tier 4 pathway for surgical procedure.
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5.12 Tier 4 services

5.12.1 Tier 4 services are obesity surgery/other interventions for those who have been
unsuccessful at Tier 3 of achieving or maintaining 5-10% body weight loss. Local
specialist commissioning criteria (2006) are those with a threshold of:

o BMI 245 in the presence of serious co-morbidity which will be improved by

bariatric surgery
0 BMI =260
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Fig 5 shows the pathway as to how patients are referred through to the different tiers as set out above.

Step 1

Table 1 - Classifying overweight
and obesity

Assessment of weight/BMI in adults

Determine degree of overweight or obesity

= Use clinical judgement to decide when to measure weight and
height

- Use BMI to classify degree of obesity (see table 1) but use clinical

judgement

- BMI may be less accurate in highly muscular people

- For Asian adults, risk factors may be of concem at lower BMI

- For older people, risk factors may become important at higher
BMIs

Use waist circumference in people with a BMI less than 35 kg/m? to

assess health risks (see table 2)

* Bioimp is not rec asa for BMI

Tell the person their classification, and how this affects their risk of

long-tem health problems

Table 2 - risks from overweight and obesity

Waist Ci
BMI Classification Low High Very high
Overweight No increased risk | Increased risk High risk
Obesity | Increased risk High risk Very high risk

For men, waist circumference of less than
and more than 102 is very high.

94 cm is low, 94-102 cm is high

Classification BMI (kglm‘)
Healthy weight 18.5-24.9
Overweight 25-29.9
Obesity | 30-34.9
Obesity I 35-39.9
Obesity Il 40 or more

For women, waist circumference of less that 80 cm is low, 80-88 cm is high

BMI>30 or 228 with
related comorbidities or
relevant ethnicity

*—>»

Assess lifestyle, comorbidities and willingness to change,
including:

- P i

obesity

Eating behaviour

Risk factors and comorbidities — such as type 2 diabetes,
hypertension, cardiovascular disease, dyslipidaemia, osteoarthritis
and sleep apnoea; check lipid profiles and blood glucose
(preferably fasting) and blood pressure

Lifestyle — diet and physical activity

Pychosocial distress

Environmental, social and family factors, including family history of
overweight and obesity and comobidities

Willingness and motivation to change

Potential of weight loss to improve health

Psychological problems

= Medical problems and medication

and causes of overweight or

Ggg ebed

Raise the issue of weight

v

Ready to
change

Recommend healthy eating,
physical activity, brief behavioural
advice.

Referto level 1

Management

Offer multicomponent interventions to
encourage:

- increased physical activity

- improved eating behaviour

- healthy eating

Maintenance

and more than 88 cm is very high.

Offer lifestyle advice

Reinforce lifestyle
advice

Previous literature
provided?

Offer future support ifwhen ready

Refer to Level 1

Repeat previous options

Or refer to Level 2

R




6.1

7.1

8.1

9.1

10.
10.1

Consultation and Communication

Ongoing process with the Kent population.
Risk and Business Continuity Management
N/A

Sustainability Implications

N/A

Conclusion

If Kent is going to impact on reducing the numbers of people who are
overweight/obese, then it is necessary for an industrialised approach to
be taken to this issue. This paper outlines the gravity of the situation and
the implications it will have on the Kent economy if no action is taken.
Recommendations therefore are:

e That the pathway outlined in this paper should be endorsed by the
Kent Health and Wellbeing Board;

e That the four tiered approach should be included in Clinical
Commissioning Group (CCG) commissioning intentions;

e That the Health and Wellbeing Board should support long term
investment in preventative services by all partners in order to reduce
obesity related morbidity and therefore secure long term savings for
the local economy.

Background Documents

It is a legal requirement to include a reference to all background
documents that have been taken into account in preparing the report.
Anything that can be classified as ‘exempt’ or ‘confidential’ (as defined in
Schedule 12A of the Local Government Act 1972) does not have to be
listed. For further advice see the attached Appendix Section 1.
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