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WEST KENT CCG HEALTH AND WELLBEING BOARD

MINUTES OF THE MEETING HELD ON TUESDAY 5 JULY 2016

Present: Councillor Bowes (Chairman), and
Councillors Bowes, Gough, Jones, Lemon and
Weatherly, Heather Brightwell, Hayley Brooks, CLIC
Trainee, Karen Hardy, Matt Roberts, Thom Wilson,
Yvonne Wilson.

WELCOME AND INTRODUCTIONS, APOLOGIES FOR ABSENCE

The Chair welcomed everyone to the meeting.

Apologies had been received from the following Board members:

Gail Arnold Chief Operating Officer, NHS West Kent CCG

Julie Beilby Chief Executive, Tonbridge & Malling Borough
Council

Clir Annabelle Blackmore Maidstone Borough Council

Lesley Bowles Chief Officer for Housing, Health, Communities and

Business, Sevenoaks District Council — Substitute,
Hayley Brooks

Alison Broom Chief Executive Maidstone Borough Council —
Substitute, Matt Roberts

Reg Middleton Finance Director, NHS WK CCG

Dr Andrew Roxburgh GP representative NHS WK CCG

Dr Sanjay Singh GP representative, NHS WK CCG

Penny Southern Director of Disabled Children, Adults, Learning
Disability & Mental Health, KCC

Malti Varshney KCC Public Health/CCG Aligned PH Consultant

DECLARATION OF DISCLOSABLE PECUNIARY INTERESTS

There were none.

MINUTES OF THE PREVIOUS MEETING 19 APRIL 2016

The minutes of the previous meeting were agreed.

MATTERS ARISING

The Chair, Bob Bowes invited specific feedback on the following Action Points
from previous meeting:

7/16: Welfare Reforms and Housing Planning Bill (2015 - 2016): Impact on
Health

Hayley Brooks reported that initial discussions were yet to be held on the
feasibility of setting up a Task & Finish Group. The HWB Partnerships Officer
reported on a number of developments since the previous meeting which
addressed recommendations of the last meeting including housing and
homelessness workshop facilitated by Maidstone Borough Council involving
participants from NHS WK CCG; Maidstone & Tunbridge Wells NHS Trust
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representation; national and local community voluntary sector; service users;
Public Health; faith organisations; KCC and WK HWB.

Cross-borough Housing Strategy development event held (TMBC, SDC and
TWBC) which included reflection on economic and health impacts and
offered an opportunity to share the outcome of the recent Board
deliberations and feed into the strategy development.

Liaison and engagement commenced with local Citizen’s Advice Bureaux
about the contribution they make, establishing links also with the Self-Care,
Self-Management Task & Finish Group work.

Meeting held between NHS WK CCG and Sevenoaks District Council officers
to explore joint work supporting work to address Delayed Transfers of Care.

CCG has accepted representation on cross-Kent Board developing protocols
for Disabled Facilities Grant.

8/16: Growth & Infrastructure Framework (GIF)
Hayley Brooks reported that Chris Metherill, KCC had duly made contact with
borough/district councils as recommended following the last Board Meeting.

ELECTION OF WK HWB CHAIR AND VICE CHAIR

Dr Bob Bowes was re-elected as Chair of the WK HWB. ClIr Roger Gough was
re-elected as Vice Chair of the WK HWB.

KENT HEALTH AND WELLBEING BOARD - FEEDBACK

ClIr Roger Gough highlighted the following key issues from the Kent HWB
meeting:

» Discussion on Delivering the Five Year Forward View had been the
main agenda item focussing on issues which were at that time a
reflection of progress made. Clir Gough explained that the work had
moved on from articulating a ‘vision’ to developing a ‘plan’.

*  Workforce Task & Finish Group co-chaired by Hazel Carpenter and
Philippa Spicer presented its final report to the Board setting out issues
and steps to tackle these. The Kent HWB agreed that this Action Board
would serve under the governance of the Delivering the Five Year
Forward View Group.

+ The Board considered Kent's Better Care Fund (BCF) for 2017-18 which
reflected little change from the previous year. The Kent HWB noted
that there would be new arrangements for the BCF from 2018 — 2019
with a significant increase in monies from the period 2019 — 20 as part
of the programme drive health and social care integration.

* A major review of Obesity work led by local HWBs was conducted and
highlighted positive work across Kent. Clir Gough noted that work on
Delivering the Five Year Forward View had begun to recommend a
strong focus on prevention, including tackling obesity and highlighting
a need to promote increased levels of physical activity.
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7.

8.

+ Elements of the Joint Strategic Needs Assessment were reviewed.

UPDATE: DELIVERING THE FIVE YEAR FORWARD VIEW

Mark Lemon outlined the KCC position as set out in the attached paper as at 19
May 2016. Mr Lemon explained that the Steering Group was meeting regularly
and a series of drafts reflecting on progress had been produced.

Clir Gough reported the following additional information to Board members:

« System Leaders’ workshop was held on 21 June 2016 (Bob Bowes and Clir
Roger Gough were in attendance)

« Draft Plan had been submitted to the NHS Executive on 30 June 2016 (this
was the 5™ version of the Plan)

+ Kent & Medway System leaders (including Clir Gough), were due to meet
the NHS Chief Executive on 25 July 2016. The ‘centre’ had posed a
number of key questions for the System Leaders, including how
sustainability in the acute sector would be addressed; what investment
would look like and how hospital rationalisation will be managed

« Emerging information suggests that the Plans submitted would be graded
into three categories, those that adequately set out the plans for the
designated footprint area; plans which demonstrated that the work
being developed by the System Leaders was broadly on track and the
final group where more work was required to construct a credible plan.
Early indications suggested that ‘support/assistance’ may be given to
footprint areas falling within this last category

» Localities would be given the period over the summer to do further work
on Plans in time for re-submission in September 2016

« The current Plan version contained a coherent and cogent section on
prevention

 Emerging Governance arrangements would need to involve 8 CCGs, 23
Providers and Commissioners and a total of 43 ‘relationships’ in the
system, a measure of the complexities across the Kent and Medway
‘footprint’.

Bob Bowes reported on the “CCG position” and explained that there was now a
new way of looking at issues, and no longer an approach which represented a
‘CCG view'. Important areas for consideration included prevention; focus for
investment; addressing population growth; ways of managing the clustering of
populations around GP Federations; the clustering of services in community
settings and staffing/skill-mix. A Kent Commissioning Forum and CCG
representative body was being established as a Clinical Reference Group in the
Delivering the Five Year Forward View governance structures.

TASK & FINISH GROUP REPORTS

Self-Care, Self- Management

Tony Jones reported that the group had now held a first meeting with participants
drawn from a range of agencies and also including service user representatives.
The following was agreed at the first meeting:

+ Terms of Reference
¢ Chair and Vice - Chair arrangements
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» Core principles/values and ways of working
» Priorities for action and lead officers

Governance

The HWB Partnerships Officer reported that the Group had not yet completed the
task set by the HWB in response to the Kent HWB report on relationships,
functioning and leadership, though all the issues highlighted by the Kent HWB had
been reviewed in the drafting of the Annual Report before the WK HWB.

WK HWB Annual Report

Bob Bowes infroduced the report and acknowledged that it offered the Board
important opportunities to:

» place asharper focus on the work it had carried out

e assess achievements

« refreshits ‘direction of travel’ within the context of the emerging new
agenda

» consider the experience of the Task & Finish Groups

« evaluate the extent to which the HWB had been able to influence/drive
forward the integration agenda

* review whether the HWB had influenced strategic commissioning

Bob Bowes invited Clir Gough's comments as the Chair of the parent Committee
to this Board. Clir Gough expressed the view that the local HWBs were asked to
conduct two differing types of business, within an environment in Kent, very
different to many other places. Clir Gough acknowledged the presence of social
care at Board meetings had been patchy; discussions around commissioning and
the drive towards integration had been limited. However, the role of the
district/borough councils was central to the HWB making progress towards a
prevention focus and the need for effective relationships between the CCG and
councils at a local level was paramount in addressing inequalities and wider
determinants. This aspect of the local HWBs work was felt to be what required
strengthening as alluded to in the report.

Clir Gough outlined his position in relation to implementing the Five Year Forward
View developed, which was that as new models of care developed including
stronger association between commissioners and providers, the rationale for and
nature of HWBs as inifially established must necessarily change.

Bob Bowes reported that as chair, he felt there needed to be a stronger focus on
looking at how to make the HWB more effective by focusing on the population
outcomes; how to ensure populations are better served in relation to addressing
wider determinants as a result of improved strategic and operational efforts
between the CCGs, councils and others.

Clir Weatherly felt that the HWB had worked very hard, but had not achieved
much that affected residents in obvious ways. Pat Graham commented that
there was a need to identify common concerns and to understand the needs of
different agencies.

The HWB Partnerships Officer drew members’ attention to the recommendations
set out within the boxes in the Annual Report and emphasised the importance of
the Board being able to measure its success, frack the work carried out and
identified as important and link this to improved outcomes .
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9.

It was resolved:

The Chair and HWB Partnerships Officer to meet and review the
recommendations and proposed work plan in detail and bring key issues back to
an all Board member facilitated away-day’ event on 16 September for
agreement on the way forward. ACTION: BB/YW

To consider ways of strengthening CCG engagement with local councils:

« Discuss with CCG lead officers what potential opportunities exist to
progress CCG business priorities by working more collaboratively with
district and borough councils

« Invite district and borough council officers to participate in the CCG ‘Town
Hall' where the whole CCG staff come together to consider organisation-
wide development. ACTION: BB/YW/HB/JH/MR/MV

That the Board give consideration to identifying a limited number of strategic
priorities to which it can apply a stronger focus with the intention of making a
measurable difference. ACTION: WK HWB Event 16 September 2016

LOCAL CHILDREN'S PARTNERSHIP GROUPS INCLUDING CHILDREN &
YOUNG PEOPLE'S PLAN: PROGRESS AND PROSPECTS - PRESENTATION
ATTACHED

Thom Wilson, Head of Strategic Commissioning, Children’s Social Care, Health &
Wellbeing at KCC delivered a presentation to the Board based on the slide
pack distributed in advance. Mr Wilson explained that the Section 10 of the
Children’s Act xxxx set out a requirement that agencies collaborate and that
each area must maintain a partnership body to undertake strategic and
operational planning around the needs of children and young people. In
addition, Ofsted required each area to produce a strategy for children and
young people.

KCC has developed a ‘blueprint’, setting out arrangements across the county
area that also enables a district focus. Mr Wilson reported that the Children and
Young People Plan is being finalised against which 17 indicators of the health
and wellbeing of local children and young people have been identified. Each
Local Children’s Partnership Groups has a strong focus on tracking and
measuring indicators of success supported by fraining in Outcome Based
Accountability (OBA) the methodology for delivering interventions capable of
addressing the factors at the root cause of the chosen concern/problem/issue.
Mr Wilson explained that a performance Dashboard is being compiled using
public health and other data which wiill assist each of the LCPGs and the parent
body, the 0-25 Health and Wellbeing Board to assess progress against the Plan
ambitions. Mr Wilson described the programme for rolling out training for OBA for
commissioning officers and LCPG members. Mr Wilson also explained that it may
be possible to offer fraining on OBA to partners so that there is a shared
understanding about the process and meaning behind the OBA methodology.

The Chairs of the West Kent LCPGs had been invited to attend the HWB, Heather
Brightwell, the independent chair of the Sevenoaks LCPG was in aftendance
and shared her reflections on the challenges facing partnership groups to
provide a real focus on making a difference and in making sure that identifying
real outcomes for local communities, especially those most in need was at the
heart of the partnership’s work.



Bob Bowes commended the efforts to boost the effectiveness of the Local
Children’s Partnership Groups and reminded members that careful though
needed to be given to making sure the efforts of the LCPG were acknowledged
and supported by the HWB which also has a duty to carefully consider how to
establish strategic links with these and other strategic partnerships. It was agreed
that this issue should also feed into the work to strengthen the HWB's
effectiveness. ACTION: BB/YW/MV/HWB members.

10. WK HWB REPRESENTATION ON NHS WEST KENT CLINICAL
COMMISSIONING & GROUP PRIMARY CARE COMMISSIONING COMMITTEE
(ORAL UPDATE)

ClIr Pat Bosley had volunteered to represent the inferests of the WK HWB on this
newly established Committee. Bob Bowes reported that the first meeting was
being held this evening 5 July.

11. ANY OTHER BUSINESS - FUTURE AGENDA ITEMS

None.

12. DATE OF NEXT MEETING

Tuesday 18 October 2016, 4.00pm - 6.00pm, Tunbridge Wells Borough Council
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AGENDA ITEM 6

To: West Kent Health and Wellbeing Board

From: Yvonne Wilson, Health and Wellbeing Partnerships Officer

Date: 18 October 2016

Subject: Update on Implementing the Health and Wellbeing Board Annual

Report Recommendations

1. Introduction

This report provides the Board with a brief update on progress in delivering on the
ambitions outlined in the Board's Annual Report. Following on the July Board
meeting a number of steps were taken to deliver on the following decisions
agreed by the Board:

o Carry out areview of the recommendations and proposed work plan
in detail and bring key issues back to an all Board member facilitated
away-day’ event on 16 September and agree the way forward.
ACTION: BB/YW

o To consider ways of strengthening CCG engagement with local
councils (Discuss with CCG lead officers what potential opportunities
exist to progress CCG business priorities by working more
collaboratively with district and borough councils)

o Invite district and borough council officers to participate in the CCG
‘Town Hall where the whole CCG staff come together to consider
organisation-wide development.

o Careful thought needed to be given to making sure the efforts of the
Local Children’s Partnership Groups (LCPGs) were acknowledged and
supported by the HWB which also has a duty to carefully consider how
to establish strategic links with these and other strategic partnerships. It
was agreed that this issue should feed into the work to strengthen the
HWB's effectiveness.

2 Implementation

2.1 Preparing for the Future: Officer Development Event 16 August 2016

2.1.1 A half — day workshop was held involving the WK HWB Chair, Public Health
Consultant and sixteen senior officers from across health and local council
sectors. The workshop included a series of presentations in which officers
outlined:

« Policy Landscape: National Drivers
* NHS (including new primary care strategy)
e Local Authority



» District Authority
+ Public Health Assessment — View across West Kent
« Strategic priorities: delivery of the STP

2.1.2 Round table discussions identified a number of important areas/issues:
« Barriers to effective Partnerships/Shared Ownership

« Shared Leadership/Ownership Challenges

* How the Barriers might be overcome
Emerging ideas, topics and issues to be fed into a future Board Development
Event.

2.1.3 Chair and NHS West Kent CCG Accountable Officer arranging visits with each
of the four District/Borough Council Chief Executives.

2.2 Relationships with Local Children’s Partnership Groups

2.2.1 Chair held a series of one-to one meetings with 3 out of four Local Children’s
Partnership Group Chairs and a further round-table discussion with all the
chairs took place - though only two LCPG Chairs attended due to
unplanned urgent commitments.

2.2.2 Discussions focussed on understanding developments within the specific
LCPG and work underway to focus delivery on local priorities and outcomes.
LCPG chairs discussed ways for the HWB to assist their work and ambitions
and vice versa. Agreement reached on the value of open dialogue with
HWB Chair and commitment to further reflect on the role that the HWB has
on influencing changes/developments in services via the commissioning
route.

2.3 Board Development Event

2.3.1 Whole Board development event scheduled for 17 January 2017 with an
opportunity for focused work on many of the issues highlighted at the
Officer's Development event in August 2016.

3. Recommendation

3.1 That the Board discuss and note the developments outlined in the report and
seek further timely updates on relevant issues at future Board meetings.



West Kent
Clinical Commissioning Group

A Vision for a Vibrant and
Sustainable Future For

Out of Hospital Services
in West Kent 2016 - 2021
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Foreword

I decided to become a GP in 1984, The idea of practising holistic medicine in the community with
a stable team of fellow professionels has always appealed to me. Having been at my practice for
neorly thirty yeors, | recognise my patients in the street and remember their very personal
storfes. | have seen their children born and been able to help as they get oider. It has beena
privilege to shore these journeys with my patients, even right up to the end of their lives.
But during this time the star of general practice and primary & community core has failen.
investment in “out of hospital” services and personnel has fallen back compared to “in hospital™
services. So we now see some practices being unable to meet their costs and fewer junior doctors
wanting to become GPs, There’s ulso been a fourfold increase in demand over my working life.
It’s not just about the numbers of patients, the population’s needs are more complex. All this
Jforces a reol crisis on General Practice.
Vet, the increase in people with muitiple long term conditions, froilty and complex social,
emotional, medical and psychalegical problems can only be addressed by harnessing the holistic
skills unique to General Practitioners
To meet these challenges, Primary Care has ta change. It has to become more capable but also
more capacious. GPs need to work more closely with other professionals, leading
multidisciplinary teams, managing potients who are more unwell and fostering jeined up care..
1 am absolutely convinced that strong and effective General Proctice is essentiol ta serve the
majority of health needs in West Kent. To piay their role in this, GPs will need to work in new
ways within bigger teams, This strategy explains how commissioners will moke this hap,
Dr Bob Bowes, Chair of WHS West Kent Clinical Commissionir

NS West et Clieical Gamnissioning Group

Vision for New Primary Care

*  Clinicians are working in practices they are
proud of, delivering care to patients in a wider
truly integrated team.

MNetworks of practices are warking together in
Multisystem Community Providers; integrated
with care teams from community, secondary
care, social care and the voluntary sector.

New structures and workforce models are in
place to allow clinicians to spend more time
with their patients, with greater continuity of
care and higher quality care for their patients.
The system allows easy access to the right
clinician at the right time, whilst patients with
complex needs are managed proactively in the
community by a wider multidisciplinary team
headed up by their GP and appropriate
specialist,

Everything is underpinned by a shared clinical
record,

The West Kent population benefits from strang
primary care provision across Primary Care
Strategy for West Kent 2016-2020

NS el kent Clical Comm ssioming Grous.

Purpose of the Strategy

*  This strategy aims to improve the health, well-being and independence
of people living in the West Kent through delivering a step-change in
mare accessible, sustainable and higher quality out-of-hospital care.

* The outcome will be a range of services from primary, community,
children & families and mental health care working in a way which
wraps around the patient with the support of social care to ensure that
patients stay healthier, independent and at home for longer.

* There will be local solutions in place for better use of resources,
allowing more patients to be treated in the most appropriate manner, a
better work / life balance for those working in primary and community
care and sustainable out of hospital provision.

* The strategy has both to strengthen General Practice and develop New
Primary Care.

NS West Kert Clinical Commiss aning Groug

Mapping the Future

Mapping the Future (MTF] is a programme of work in West Kent that aims to describe what the
health and care system needs and what a modernised health and care service for the 480,000
peaple who live in West Kent will lock like.

The programme produced an initial future picture of the modern, efficient health and care
services that need to be provided in order to meet the changing needs of people in West Kent
over the next 5 years. This programme is delivering the NH5 Call to Action within West Kent.
Mapping the Future sets out a whole system approach for West Kent where all health and well-
being system partners use their individual and collective efforts to tackle the root causes of
health and well-being problems, where people are encouraged and supported to take greater
responsibility for their health and healthy choices (the Blueprint),

Identified the essential role of New Primary Care which is defined as integrated, highly
productive and holistic health and social care services delivered close to or in peoples homes,
Also foresaw a greater emphasis on prevention and self care. It is a model for more capable out
of hospitalservices to reduce the reliance on the secondary sector

New Primary Care is an expansion of the capacity and capability of out of hospital care and can
enly take place on a platform of strong General Practice

Mapping the future matches the Five Year Forward View and the Forward view for General
Practice. This blueprint places self and informal care at the centre, enhancing the capacity of
communities and individuals to support themselves and each other. People are fully informed
and take part in planning their care helping are supported to stay at home and independ
longer

G Vest Kent ClnicH Comminaionend Groun

Mapping the Future

HEAMTH AND WELBEING

SYSTEM ENABLERS

NHS West Kant Cinical Commissoning Graws
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Five Year Forward View GP Forward View Commitments

*  The 5 Year Forward View sets out a vision of transformation in health services with
emerging 4 key models of care delivery - Primary & Acute Systems [PACS) & Multi-
speciality Community Providers (MCPs) models, Integrated Urgent Care Systems & * |nvestment — to accelerate funding for prir‘narv

Care Home Commissioning.

* MTF was revisited in light of the Five Year Forward View and the dlinical direction care
agreed that the design of transformed health and care service in West Kent are likely ¢ = z z
take the form of: Workforce — to expand GP and wider primary care
New Primary Care under a MCP model to deliver 'Out of Hospital’ Preventative, Stafﬁng

Proactive and Planned care services + Workload d ti burd o 7l
- Integrated Urgent care services to cover both in and Out of Hospital urgent care e FRrLICE practiceburdens anaircioase

services led by Secondary care time

New Secondary Care to deliver specialist services that need a hospital & H
infrastructure or are better placed in the hospital on specialist expertise, quality * Practice Infrastructure — dEVE|Dp primary care

or economic basis. estate and invest in technology

* Care Redesign —a major programme of
improvement support for practices

S Vhest fent Clinical Commssioming Grous NHS West Kers Clincal Cammionimg Srous

A Vision for Primary Care Built on a Strong Bedrock of General
T Practice

We aspire to General Practice
~ which is sustainable,
in suitable estate,
is efficient,
has all suitable [T support,
has a skilled workforee,
is accessible and timely,
= is high quality and good value for maeney (including reducing bureaucracy),
is halistic and helps to address inequalities
© e will help this by CCG programmes ta:
help manage demand,
strengthen the workforce,
~ develop IT in General Practice
© We will provide disproporticnate investment to those practices that face particular
problems of demand.
We will support the development of GP estate.
© We will reduce the complexity of reporting required from Out of Hospital Services

ARG MaN

WS West Kent Conical Cammisoianiog Griun

IS Viast Kent Clinical Commssioning Grus

Current Primary Care Challenges in Delivering Core GMS

Primary care is defined as the first contact of a patient with a healthcare provider, usually a GP,
dentist, pharmacist or optician, in a given episode of illness; it Is people’s antry point for the
prevention and treatment of illness,

Although peeple often use ‘Primary Care’ to mean General Practice, the sector includes a rich
diversity of professienals ranging from GPs, Nurse Practitioners, Mursas, Opticians and
Pharmacists through to allied health professionals and social care workers.

Advances in technology and changing demographics mean that, with the right premises and
the correct skill mix, a wider range of services can be delivered in a primary care setting,
Primary Care also has a key role to play in improving health outcomes and reducing health .
inequalities, promating healthier lifestyles and prevention

Pressures
on Primary
Care in
England

Primary care services are effective gatekeepers for secondary care and thus ensure that the
populations needs are met with high quality and value far money,

Primary care works closely with Community care, Social care and Mental Health Providers yot o
the commissioning and provision of these services are not integrated or strategically aligned e

Scale and impact of primary care in the UK g -
GPs and nurses in general practice see over 800,000 people a day; -
dentists and dental teams see around 250,000 people per day:
apticians provide around 12 million MHS sight tests each year; and
an estimated 1.2 million people visit a community pharmacy every day.

s et kent Cimieat Cammissaming Grags NS et Rant CuaicH omemiss anag Greap
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West Kent Primary Care Services:

Challenges in Delivering Core GMS 2 .
the Case for Change

Present contractsare either activity based or block contracts, depending on the particular

sector of the NHS. The former reflects activity in price, not cost and can alse lead to

activity driving budastary demand.

Block contracts run the risk of under performing, with consequent unmet need. In both

Strengths

*  High calibre, committed workforce

cases, lack of clarity in specifying both outcomes and the population to be served can laad *  Highquality General Practice compared to national picture
Yo under or over performines * Good if informal relationships between practices

In addition, the multiplicity of commissioners means that there is duplication and omission

in assessing need, designing and specifying pathways and delivering outcomes. Weaknesses

In order to address these weaknesses, place based commissioning offers the opportunity to
assess the needs of the whole population, design and agree stratagy that meets those
needs and then utilise the totality of resources available to commissioners.

Contracts must therefore specify in detail the outcomes required for the population and
increasingly require providers to work together across different sectors to deliver services
together,

Providers will be required to deliver the same services for the same contract and not
allowed to apply their own exception critaria,

Performance will be managed across all contracts. Budgets will be merged across existing
commissioning boundaries.

Primary care services are not integrated and therefore a)do not provide a seamless
experience for patients and b) could be more productive

Variable quality across all sectors of primary care

Demands on health services are increasing but ne new primary care investment has
been made available

The primary care estate is variable, lacks flexibility and is not being fully utilised
The GP workforce is overloaded

No local system leadership of out of hospital care

NS West Kent Cinical Commissioning Groua S Wt kel Cinical Cammiscsaning Grasun

West Kent Primary Care Services:

the Case for Change Benefits of Strengthening General Practice

Opportunities Building teams of community and complex care nurses round clusters of
West Kent CCG operating plan: to develap new grimary care and enhance prevention, inprove timely diagnastics practices who serve populations (of 30-80k, depending on geography) will
Ny e SV O A . * enhance access to diagnostics and specialist nurses and advice
Paaple are living longer and aur opportunities to lead fulfiliing lives into vid age have grown,

in medical and informatian allow better care closer to home from Consultants
Potential for enhanced capability and capacity of Mew Primary care to help the population to live longer and lead * help “make every contact count” and empower patients to take
i ing fiwes i Id I T .
i, e s responsibility for their own health

Good training arangements in place
More interventions are possibile in & primary care serting due ta Medical and I advances

* enhance mental health provision outside hospital

Co-commissioning of 67 services « prevent ill health

Threats * support vulnerable families
Care s Fragmented, of varying quality, lacks capacity and has been underinvested, It has nat realisad its productive * deliver better care for patients with long term conditions, those
potential i i £ 2
The current medel s nat flaxible enough to adapt services for the mast valnerablein our community who are frail or near the end of life, those with dementia, those at
The ics of the i aciety is ageing, with an increasing number of people living higher risk of hospital admission and those with mental illnesses
‘with long-term conditions and traifty 4 3 5 . . 28 "
Lifestyles have changed and continue to change, affecting our healthcare needs and expectations, * Maintain the crucial role of the GP as the senior diagnostician in
Traditional GF apening haurs may not suit some peapie while same are less willing to walt for appaintments primary care

Large list sizes in some area making it difficult for GP to deliver anything other than core services

NS West Keat Cineal Cmenissioning G HHS West Kess Slinieal Commssioning Grous

Benefits of Federated Working Integrated Working — an MCF Model

General practice teams of the future will be warking with grougs of other practices and providers as federated or o N B T e R S B R T e
Such permitsmaller teams and practices to retain their identity (through the i fully ali d il full ‘Mult = ¢ ity P 5
association of lncalism, persanal care, accessibility and familiarity) but combine ‘back-office’ functions, share care providers to fully align and further develop to full ‘Multi-specialty Community Provider
i I ng and eo-d linical services. [MEP) status.
networl ctices are il positioned to act as the provider arm of local communities and

can wark tegether to provide extended services {such as those currently defined as ‘enhanced services'), as well as
providing community nursing services and GPs with extended elinical roles.

Within federations, patients are mare than likely to he able o seff-refer, if they wish (or be cross relerred within the
federation), far physiatherapy, talking therapies and other services provided in cammunity-based clinics. Pati=nts wh
require routin cara will be more than ikely to receive this from a range of community-based providers working a5 2
team - including primary care nurses, ists, mental heaith warkers
and GPs.

Practices within federations will offer mare community services to the population registered within their respective
practices - for example, dietetic services, padiatry, and outreach services dependent an GP skills (2 2. minor surgery
and complex contraceptive services).

Some practices will farm large federations, incorparating hospital, third-sectar, private and community groviders

The 6P of the future is likely to be contracted using 3 number of ar  including, but not exclusively, as &
salaried practitioner (either as part of 3 larger provider organisation, a federation, foundation er equivalent trust, or arf
employee of a third-sector and/for private company arganisation|] and/or as a seif-employed practitioner,

Multi-community
Specialty
Provider

Voluntary
sactor

Federated organisations will be better able to t-af-hours care and he pravisian of
carefor thase patients who particularly require cantinuity with thei treating team, bath in and out of hours, They will £ )

also be better placed 1o monitor, under propri: bility in clinical performance, thro, Getling serious about prevention, empowering patientsand engaging communities, smarter use
Joint learning approaches, audit, peer other g of technology and efficiency and mare money

Empowering patients to take responsibility for their own health

A West et s CommusBOnIng Goup 43 West et Conc Cammssioning Groen
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Why an MCF over a PACs Model?

The CCG will set out a commissioning & financial framewaork for NPC in West Kent with a view to
commencing implementation in 2017
In west Kent we have a good primary care infrastructure wi
practices.
We are not able to implement a MCP madel for every practice, so we will be sseking to cluster
practices together and we envisage that the two smerging federations will evolve to become part
of cur MCP model

 The CCG wish te work proactively to nurture and evolve our current federations into potent MCPs
over a 2-year period
From 2016/17 onwards, the CCG will be seeking to reconfigure provider contracts aligning the
delivery teams of KCHFT and KMPT around the two West Kent GP federations and for provider
leadership to be integrated with Federation leadership
If West Kent Federations and their provider partners are notin a position by 2017 to play a strong
part in the new delivery model then a PACS model with the local acute trusts taking the lead may
be the only viable choice for NPC. This would go against the wishes of the CCG membership and
significantly reduce the value of the contribution to the local health economy made by General
Practices having Independent Contractor status

reasonably good performing

HHE et Kent Climical Cammissiar =g Graus

New Model of Primary Care

The 'hub and cluster’ model proposed was developed by considering three key issues:
Individual General Practices - how can practices retain some autonomy, independance,
flexibility and continuity within a new model?

General Practice at scale - how can practices work SMART together, have a ‘collective voice’
in the system, share the workload and achieve economies of scale to achieve sustainability?
Multi-speciality Community Provider - how can general practice work with health and care
partners to extend primary care services and extend primary care hours in an integrated

patient-centred way, through access to multidisciplinary and specialist advice and support?

Why this model of delivery?

Achieves Integrated delivery
[ Ensuring a critical mass of patients to sustain desired range and levels of service
Ability to deliver required patient and service outcomes
Clinical interdependencies
National thinking and experience of Vanguards
Value for money from delivering primary care at scale
L Ability to recruit and retain a sustainable workforce

K West Kent Cimiey’ Commissioning Seaup

Emerging Primary Care Hub & Cluster Model

The Five Year Forward View 5615 out a clear palicy direction for General Practice to evoiue into Multispecialty Community Providers IMCPs].
undsrway 1o design 4 new MCP: huts and Sluster model for rimary care in West Kent, which wil allow primary care 10 work at 3 larger scale
reducing the need to o o hospite! but ensuring persenalised eare far patients is maintained.

The aim is ta establish 3 new model of care in which cliniclans and other
marde! that results in better lacal care.

want to work, and want to use

The hug and tluster modal will have the o
patient at its centre with @ named &2 and
the practice Based support team
prowiding in hours GF servises for the
patient

o registersd st based in Geraral
Practice, will remain the foundation of
HHS cane

Tha Srimary Care Cluster wil ses 67
Practices soming fogether to deliver
services 35 provider networks,

The centralised Brimary Care Hubs will
provire cxtended access 1o patient
services, with all siements of the model
warking together 10 pravide wias areund
out of haspital cars for e patient.

G st Kent Cliniesl Cammissioring Graus

Primary Care Hub & Cluster Model Outcomes

* Sarve 3 sopulation of satents 1o be determined) in 4 Bullding ft for purpose = Erounge e Boaioas T werk KgEhe

« Deliver eftendea apening 1o cover 1 day access and addivanal tervices fircliding  10.over a population af patients {10 be
disgnastics, imaging ard C7) determined]

+ Crmate synergy between services by bringing them together & g health & dccisl % Mawe teams of staff employed by the hub or

its agent “wrasned around”  graup of
practices serving a minimum mymber of
patients {to be determined)

services and woluntary servides & sublic health,
* bl involve the transler of community sarvices and seme existing sssondary
e services' on & nan PBR basis,
*+ Usea centmiised eall centre (with sbility 1o offer srescribing sut of nouss)

+ ave some roles warking witnn the hub and
constituent practices serving & minimurm of
number of patients (to he determined] £.8

* Ot 3 ange of heaith pramation and srevention senuices, heipivg patitetto e gor Lbe - L EERITR RS
NIRRT i N professionals, dieticians, sharmacists.

therssists ard mizwivas

« Offer step up and sten down b

* Qffer inpatient and ouipatient therapy and * day case’ serwicen.
= integrate distriet Aunes, health care assistants, therazists, mental health services,
sccial workers, health ang socia care coard nators paliative cars nurses and o g
bealth visitors, and offer new, innovative ways of praviding care * Evalve to cover popularans. of at least 5000
Use: thie single integrateis patient care recora/Care Plan Management on GPIT patients (1o mest the WS England threshord
system for investment)

Use 3 acincipal clinical system that meets the GRSaC standards that wil support
anfive booking for patients, on line access for palients 1o their records, the abifity.  + A reduction in outpatients

ta receive electanic messages from other care prowiders finel sischargs * Anncrease incomples cases

and motifications, iransler of care meviages, test results and the ahifity 19+ A growth in repalriation from tertiary sectar
gererate electronic referral messages)

* Maximise use of atrner technologies & . telemedioine and omsider virtual Jelveny
estions

Brovide sctess tocommon seacs and lacities & g, aditanal roamsfiraining

N AR AT R g s

The Cluster Team

The Cluster Team pools the knowledge and care resources of primary care, community and
mental health services, social care, pharmacists and voluntary, community and social enterprise
sector partners, to manage the population health of their community.

They will operate in a single team under the leadership of our local GP's, A team may uperate at
the level of a large practice, a greup of smaller practices, or at a whole locality level, The locality
shaould determine which arrangement works best for them and delivers the greatest
improvements.

Each team will use their combined knowledge and the information abaut those in their
population at greatest risk,

Infarmatics toals are available to support this and the aim is te iden
at greatestrisk of a health crisis.

The Cluster Team will work with each of these people to co-design a care and support plan that
maets their needs and goals.

The team will work together to support the delivery of thase plans.

The Cluster Team pols the care resources of primary care, community and mental health
services, social care, pharmacists and the voluntary, community and secial enterprise sector, to
manage the population heaith of their community

The Cluster Team will operate in a single tearn under the leadership of local GP's.

As a team they will provide enhanced & integrated preventive & proactive care for vulnerable
groups of patients- Mental health, End of life, Frail Elderly & LTCs,

fy the 5% of the population

NHS West Kers Clincal Cammissiaring Grous
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The Cluster Team Around The Patient

Out of hospital care is currently provided in siios with patients often having to attend multiple
lacations an different occasions to receive their treatment,

Interagency transaction costs cause delays, expense and poor patient service. Present IT
arrangements add to transaction costs,

We aspire to a create a network ef teams around the patient (which will serve populations
from 30 - 80,000 people depending on geography) whose members manage their patients using
all the skills of their colleagues to safely share clinical risk, allow patients to be looked after in
their own homes and deliver high quality care. This will require the use of an shared care
record for each team.

Since GP systerns have records for the entire population served, these will form the basis of this
IT. Wherever possible, reporting should be at the level of individual practitioners

Team devel hi warking relationships will be a fund. | part of the new
primary care model. The microsystem approach delivers some but nat all of this need,

We need premises that will allow these teams to deliver the services described; this might
involve a team being housed in a local hub

Teams will be able to access expertise from secondary care when required, without necessarily
having to admit the patient to a hospital bed or to transfer responsibility to secondary care.
Teams will include GPs, community nurses, specialist nurses, social workers, community mental
health workers,

Pharmacists, therapists and other Allied Health Professionals {AHPs), Almost without exception,
there are shortages of each of these professions. Therefore there is a considerable challenge ta
recruit and retain this workforce; the CCG is working to address this.

1555 Wieat Kent Cinical Commissioning Grcup

Developing the Model of NPC

Describes the new et out the service
warvice modnt and space

Satring out the
Sews out the Ismrvice: réquirerments, the Making the case for vty
Srategic context specification), sets. potantial dalivery
ple e s s s ‘capital imeestmant Blas. finarcal MCP aperational in
o e | B =
MranGrsh  wnnr.  peloreioporks  eTOOSSSY g weten
‘West Kent and convactual meet the need |, Y e
implications of the #nd the poteritial w e
e (o
Timeseale: Timescale Terwscale: Tirmescale Turwscale. Timescale

HHS Vet Rant Clinical Commiss-aning Group

Supporting Strategies & Interdependencies

Kent & Medway Sustainability & Transformation Plan
West Kent CCG Operating Plan 2016/17

West Kent Estates Framework

West Kent Digital Roadmap

Quality Improvement Strategy (in production)
Urgent Care Strategy

Transforming Outpatients Strategy

Self Care Strategy

End of Life Care Strategy

Dementia Strategy

.

.

N West Kei Cincal Cemmissioning Group

Afterword

The NHS is facing some of the greatest chailenges in o generation. The population is ageing,
miore people have long-term conditions, ond resources are not keeping pace with demand,
Morale amangst frontline clinical stoff is an issue and this is leading to problems with
recruitment and retention in many areas.
in the face of rising demand and finite budgets, the model of general practice must chonge if
the chailenges of preventing ill hewith, evsier access to healthcare and the rising demend of
complex technological healthcare are to be met. The Primary Core Strategy tells the ‘story”
of general practice in West Kent, looks at the challenges ahead and provides @ vision for the
Jutuce. it recognises that the status quo is probably no longer an option.
The strategy discusses initiatives designed to improve provision in a number of key areus and
has been designed under the overarching principie of delivering safe and effective heaith
services which patients value and trust, New models of primary care delivery are beginning
to emerge across the country ond West Kent aspires to be a leader in the delivery of these
innavative new models, accepting that there may be siightly diffecent opproaches and speed
of change i the four localities within West Kent
Our vision is one where ol clinicians will be working in practices that they are proud of,
delivering core to patients in wider truly integrated teams.

Alistair Smith, Lay Chair of Primary Care Co-commissioning Committee

NS West Keat Clonsal Cammasining Grova
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Emerging CCG Work Programmes

Manage demand for general practice services Mental health provision outside hospital

GP Estate Strategy Building teams of community and complex care
nurses round clusters of practices who serve

populations of 30-80k
Disproportionate investment in those practices
that face particular problems of demand due to
deprivation or high numbers of care home
patients
Reduce the complexity of reporting required
from General Practice

Develop IT in General Practice

Enhance access to diagnostics

Specialist Nurses

Make every contact count
Out of hospital bed capacity/Care homes
Advice from consultants

Strengthen the workforce; recruitment, training and retention

Working with partner agencies, such as KCC for social care and voluntary sector to create
integrated services

NHS West Kent Climieal Cammissianaag Gravg

West Kent

Clinical Commissioning Group

Appendix

Setting the Scene for
Primary Care in West Kent
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Primary Care Services in West Kent An Overview of Primary Care in West Kent

West Kent CCG primary health care senmes

The number of people registered with a GP in the West Kent area was
476,577 patients, as at 30 September 2015.

There are 61 general practices located in the NHS West Kent CCG area.

L Operating out of 81 separate premises including branch surgeries

Across the NHS West Kent CCG area there are 305 individual GPs registered

e :f:):;t::on to practice however, alnumberl work on a part —time basis and therefore this
P St Yar equates to 245.2 full time equivalent GPs working in the NHS West Kent CCG
1K will be an sdohu
approximate * The practice list sizes range from the largest with 19,832 patients and 8.24
20,704 new FTE GPs to the smallest 1983 patients and 1.67 FTE GPs,
dwellings built * However those Practices with the 6 largest lists are currently locking after a
in NHS West combined total of 100,000 patients.
Kent CCG * The individual list sizes for GPs range from 2843 to 9831 patientsin the
(2006-2031). West Kent area.

There are 68 dental practices, 66 community pharmacists and 50
optometrists premises in West Kent

NS West ke=t Dl cal Commissioning Srous S West ket Comicsl Commissaning Group

Setting the Scene
ot Who We Are

NHS Wist Kent Clinical Commissioning Group {CCH
upof the 1 gererl practices |doctars” wgrml inthe
Wt Kent area and the majarity of 2atients red

Wett ok el i e Ssaiek o o
Sevanoaks, Tenbridge & Maling {T&M), 2nd Yuz'cnage Weils & cute site
Tha oion WA Sinirey (e oe Gt
fesierts e oredomnanty regiiered with prcti - i
Dartiars Gravainarm and Swaiay e . - SN ) Ml
r— r - ——
The day-to-day work iz overseen by 3 gowerning bady, which [4

is respansible to the GP practices for commissioning Iht
vight Realtheare seruices for peopie in West kent a
enkuring they provide high qualiy, viius for meney care.

The Gaverning Sogy membership comprises 12 G5 locality

Indegendent secondary care Gactor member, 3 lay memoer
fo audit and governarce, & lay member for paa.en:m
pubiic invalvement and tr lay chair of the CCG S Prim:

Eare Comeisioning Commiries 2 wel 1 e Accountabie

Officar, the Chief Finance Officer an a Consultant in Pudiic E v
Figalth, The Governing Sody is supposted by a msmber of a80,000 420, 000 patients
sub-committess and working groups, including an Audit
Commitas. a * 61 practices

9 + 250+GPs

6 has an annual buddget of £609,8 million ta defiver
heaitheare services lor the 450,000 people registared with 8 within the south sat regon
5 wéthin Kent and Madway

1 within London region
4

1 hospital across 2 sites
(Maistane and Tunbridge Wells)

f
1 Mental Health site with cammunity e b
facilities

Gare prowiced in a PospiLil SSNG, GINET ervces such s
specialised sare, the healthy child programime and small
care (Frarmaty and Optomatists} are
iars, Xem: County Councll commissions
ices, surh as sexudl health, stop smaking

2 Acute Hospitals

4 Community Hospitals
3 Neighbouring CCGs

S Viest ent Clnical Cammiseaning Graup NS est e Dlimcal Commissisaing Groug

e bacal Sypsinion West Kent Health Profile Highlights 1

The age £rofile of the WesT SEnt COG BOPUISNGN 18 broacly SnAas 1o that  Chilahoo indicators such 3s Infant morcality amd fow birth weight sealth . butthere are 51l ingquafiies between s,
o Kont hawever, it has siigniy lower sroponionasf pesple aged 16and  babies are simila 10 the entaverage. although there s variation
29, el higrer a5 bewesnwards Bromstiendingt s waeks s Mgher and smacing e
e e g e Yo T W v I s e ciari i * Mihens: peroir e :’:;L st el b fmgr e ey o
Popuiation semegrannics will shange sign feantly sver the next 530 Fghest two uintiles of teenage conceaticns in Kent Parkwood i ey e e ‘;J o b e :m 3 3
years, with an Incseasing ageing population. but alsoin dversity, Shepuwas, Snodicnd a5t East Maling, Sherwcas and Tranch. Of thase o Fud
ALY I Somn R eat Impleatons or s, sockd ireand 4 a0 e st - e e i s i ik el .
ducaticr: (78 cdrar ave piaced in KCE et County Councl| Fasto care (n i bt i s e it el et siia. ‘
ver the next five yeacs it 3 esymated thas the 85 aged population West Kent than tha Kent warage e i s et il
will ingre ase by 22.45% {1848 indoridusle] e highest nurber of ien Trayeler and. ‘acarer health auscomes can ke found. for eample Maidstors has n
uar tha et twenty years, thara wil 54 2 populTon ncrease of GypEy ACMa COmMnes i Kent, #4a found Ie b high in Madsiore. e secans ighesi cases of hameless peapie in Kent, almast four
prosflopt i prstobb{ g snive by R e i ko gl 17t the e o peape i 7208,y o it o s  ad
incraaie of 58,95 0 universalirne scnool meals is greater in Wt Kantthan the Kert cenve -
Muarly 3% f Wast Kent 006 papulition is fromnea- white Svirage, with Those i paprer hausehalds achirsing less In the e Expucsaucy
Background estucation arena * InWast Kantife espectancy i nigner thin for the Kest sverage -
+ Batwoen mict 2013 and mid 2013, despita sarne outward mgraten tera 0 ottt svies A o P
was 3 Fatinesase 1 g3t INK0 WestSert of aoprowrvatery 1000 e »..,m e of domicilary care for pecle aged uver 55 fs currently el s o e
seople, of which aimast cae i was cassiied a3 intetnation A wards (51,1 304 324 dusly per 1000 reruaced margally fastar m tha most deprived auintie compared
migration. The majeriy of nis migration appears ta e within povulation). With an zxpected increase acws the Kant wverage of h feast deprived ulnthe but there k<l s gip OF 3.1 yeers,
Malditons, and the popuistion are most sommonty aged quné and Gecals Gval age B3 i Maidstare and Taroridge and Masieg, mis betwaen the eooreitand most affiuent areas within the CCG.
43, aithegh there are sko 4 hgh rumber of the under 15 pass st ‘g0, utwill righar b
This patentially ind cates that a farge prapartion of migratian. w\H FansEt k: Both heaith lﬂﬂ social care. In addivan there sre sewaral wards in v 1
. ncrassed st the e 010,26 y=ars Gver 2ch Tws vear Uine period, with marging| Increace in the most deprived
o Samilies, sowever, the coule b 8 possibilizy of 60 iving in deprived hausehalds, know to vt " - P " i
’”“““*""" ke o s * Miortadity rates for under 75 cancer. ciecubdtary and lear sisease have decreased, altnough there has Been an increase in under T resplrazary

ised mormaity rat from undar 75 iver disess has Incraased oy 1.17 deatns per 100,000 poputstion betwesn 2011

mertaliy, The age sandan
13 and 2012-14

* CwRr ThE MOSLECRNE reCarded ten year perind, the sversge umiar
R4 s 1. S it Pl o e Garracs i g o P i et B i
year pericg. #uel poverty s Nghastin Tunbridgs Wels sed Madstone.

hrha Fict within, Wt SGIE Oz ress with PRcr heaith SUEOMes At 812 S150 te Sl with Nigh deprvation, poot levels of educational

atuainrment, high In fued poverty, poor aif quality and high crime rates. This preides challerges 1 wail 15 the COBOMINITE: for parter o¢ganisation
wdd mat atle

Nattorally funded o ammes are olben avalable trovgh dist the , such as

e Troukled Familles programeme fur familes with multsle peoblerms These progromme:

Fnancial and human terms
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West Kent Health Profile Highlights 2

Diabetes

* Recorded prevalence of diabetes in West Kant CCG Is lower than the Kent average, but varies between
practices, Recorded diabetes has heen increased at a similar rate to the Kent average, and is estimatedta
continueto do 50. Thereis  moderate association between recorded diabetes and obesity. Additional risks of
compiications amang people with diatietes are higher in West Kent CCG than England and Wales, in particular
Heart Failure, Stroke, major and minor and Aenal therapy.

sithma

* Prevalence of asthma in West Kent CCG is similar to Kent (5.6% and 5.5%) but there is variation between
practices {ranging betwaen 3.6% ta 8.4%). There s no strong carrelation between prevalence of asthma and
hospital admissians.

copp
* The prevalence of COPD is below the Kant average | 1.49% and 1.8% respectively). Madelling estimates large
numbers of undiagnosed cases.

oronary Heart Disease
= Prevalence of CHD is lower than Kent and Medway and England, again madelling estimates that prevalence is
significartly higher, as with hypertension, with an estimated 6,300 undiagnosed patients.
ancer
* West Kent CCG has a slightly higher recorded cancer prevatence {2.3%) then both Kent and Medway (2.2 and
England (2.1%). Recorded cancer prevalence ranges from 0.8% to 3.9%. Mortality rates are highest in lung
cancer for men, and far women rates are highest far lung and breast cancer,
* 54% of lung cancer admi gencies, whilst anly 25%
* An estimated 12,788 pecple in West Kent are iving with and beyond can
WS west Kent Cleca: Commtwanme Growa

Mortality Rates by Ward

Elactoral wards in Wt Keat €CG in the highest martality quintile, sged under 75, 20122014
(0aled), showing cammonaiity by touse of SEath

b’ m Wyt B 451 e g by e a8 e
(RS E pdr oo vyt s

- LD NS K

S Vst Kant Chnical Commissianing Eroup

West Kent Health Profile Highlights 3

Mental Hoaith
* Prevalonco is similar 10 Kentand Medway, and iower thin atianal, Kespital adrission rates vary and & numbes are highr than the
West Kent CCG and there s & mild associaton between prevaiancs and admsicns
Bridge and Shepway South hava té highest contict rates for those aged berwean 15 874 64 with a mental health candition, shcugh
tes vary across 8% 0

actices (1.0 10 196.4 par 100,080 popuiation)
 Kantand Meduway and Englane, but thers is 3 varisnce of 2% 10 12.1%

genry o
* Prevalencs af depression s lewer in West Kant (05 than
enween peactices
Suichse rates are similar 1o Kent. aliiugh Termals are sightly Kigher. Mala rates Acresse with each age Biand snd peak at 5010 59, rates
then raduce untl aged 80 and cver. Fermaies smain reiatysly low and are highest st age 80.3r Jvar

Loarning Disabs
* Prevalence of patients wiin learning disabiities is iower i Weest Kent CCG than in Kent and Medway, 3nd contect -ates are righestin
 Park, To ovmral W 008 In Soniact with services] far thasg win meatsl
ealth leatning.disabilies i kower tran Kant. Dataied snalysts 350 sugests law uatake o 394l hesith checks in some areas

Damentia

* Dementa provalence In West Kent £0G is similar 1 kant and Medway and England st 0.6% Referrais Mo memary assessment clinizs
zantinue 19 increase by Saprsxmately 405 per year and emergensy 6wt i gy ognasis
nave increased by 196 5 per 100,000 pooulaticn.

Falls
* Mosaital admissians due 1o fafs rose steadly uml 211412 s4d fall in 2072413, L 2
Ty the inease o cantinue.

01324 and
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West Kent Lifestyle Factors Affecting Health

| Elevin MSOMS* (have an cstimares dings rinking
prevaisnce of $acve 16.9%, all of which are within
Maidsizne and Tunbricge Wals wards
4 The highest nurmsers of s in H
and cafes, ¥ faund i town centres.
Wlitoiegh ctaelally there appears i 5¢ " gher adrmscions o .
* Tru upraee of yeuny ceventative sewsal husm services s highest in
for abesiny o slcahel relawd condliions from these 3reas, ot A .
bl more ity o b dus ta deprivation o analyis * Aboric rates in West Kent re s 10 Kent, 6t th b frepeat
il iicisiseal abortiens a ncreasing 874 4 higher than ihe England auerage In 3% CC33 i et
— o 2 . A

| Maidsione has megsured some of the nighest MG, concentratisns in Kgnt,
particularty araund the route fram tmwn centre towards Tovil. The crossroads s
Tearivge Acad at Waleringhury alsa has consistently rgh recorded leveis of
pasy

e "
inWast £enT than the England average
@ Genitourinary Medicing {5LMj ¢ atandancas are highest in Maidston, 5t

this & pessibivdue (o the arouision of mare spcialist servicos at s site

& A asumazes 26% of sduis are classiied as obese witnin
it MSAS in West Kane: Sroaland East ard West
Sharmed Shagway North ans Seuth: Parewcad

: tmans. Sesencks
4 Dbes'tyin receprion 3ged chikdren hat roduced from 0,45, =
10 8.2% and has pleteaues, Comversaly, at yésr § cassity s igrest s of paents stiarding o of rea serices, afte i
Iawols Paus increased from 16,3% 1 15.5% between 2013 | | Lomdondines 3
oy { % The burdenaf naw Sexuslly Transmitied |fections (STis) is ierassing in mest

districta wrihin West Kent with the secaption of Tonbedge and Malling, which
9% WEDELLiN West Ke in 1513 and dropped signifissnry i1 2014

4 $7ls.re highestin those 390 25 and under, but B75 is expectaridue 15 proserive
Chiamyds scroaning

# Maisat=n has 3 higher Chiamyala pasituity rete Bran Kert, githough ofl ather
Wiest Kpnt distices were Inwar

% Gonorhots has increased by 251% in West Kent, ais0 Genits! Herpos 3 56 cases
e 100,000 pogutstian

# Dlsgriosed HIV prevalence is fower tnan Kent n sll Weet Kent districts, butlste
dlagnasis has increased in West Kent between 2009 and 2013

¥
GuarWeIEht at year 8. There are varlstions in preveance
Between wards
@ iy 18% of residents from elaven MSOR in West Sent are
e3timatad 1 cansume e recom mend five porions of
fruit ane vegerables 3 day

| Pravalence of smaking s relatively lew in Wast Kent, but
seven wards s oFiwhin e in Madatano] have 3
Brevalence f aver 30%

. s e s
i e e o

e 85,

Ly 381 U s s

I —

W Wt Kent Clmeat Commistiameg Grous




16



Agenda Item 9

AGENDA ITEM 9

To: West Kent Health and Wellbeing Board

From: Jane Heeley, Chief Environmental Health Officer, TMBC and
Healthy Weight Lead WKHWB

Lynne Weatherly, Health Portfolio, Tunbridge Wells and Member
Lead for Healthy Weight, WKHWB

Date: 18" October 2016

Subiject: National Tacking Obesity Conference and Healthy Weight Update

1. Introduction

This report provides feedback from the National Tackling Obesity Conference
on 22" September 2016, attended by Councillor Lynne Weatherly and Jane
Heeley, and considers how the learning from this event might be used to
further update our Obesity and Overweight Action Plan to positive effect.

2. Key points from the National Tackling Obesity Conference
2.1 The conference was reminded of the scale of this serious health epidemic:

» one in three children in Year Six are overweight or obese;

» seven out of ten men and six out of ten women are overweight or
obese;

* in the last ten years obesity prevalence has increased from 15% to
25%;

e socio-economics are a significant contributor to this.

The conference programme focussed on national guidance and monitoring, through
contributions from the authors of the Childhood Obesity Action Plan and NICE, as
well as highlighting a number of interventions that have achieved some strong
outcomes.

2.2 The presentation from the NICE representative reviewed the main themes that have
been identified in the NICE Obesity Pathway and perhaps not surprisingly several of
these are themes have been recognised by the Board and its members in
developing the Healthy Weight Action Plan; for example the need for practitioner
training, evaluation of commissioned activity, identifying barriers for change and
addressing those during interventions and additionally the need to take a long term
strategic approach both nationally and locally to reducing prevalence. Locally
Boroughs and Districts are working with KCC, recognising that local environment is
important to enabling and sustaining change, recognising that healthy behaviours
need to become part of everyday life and interventions need to be tailored to the
needs of the individual.
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2.3 It was interesting to note that the NICE evaluation on cost effectiveness showed
that moderate cost interventions (£10 to £100 per head) were deemed to be cost
effective if they generated a weight reduction of just one kilogram, if that was
maintained for life. Low cost interventions (£10 or less per head) were cost effective
if a weight loss of less than one kilogram was achieved, even in the short term.
Exercise referral schemes had been shown not to be cost effective if the individual
was inactive or sedentary, but otherwise healthy.

2.4 Understandably there was much debate round the effectiveness of professionals
from across the health sector to talk to patients or clients about overweight and
obesity. Different schools of thought emerged from both presenters and the
audience. There is clearly a mixed situation in practice, with some professionals
readily taking the opportunity to engage on these matters with patients and but also
the acknowledgement that many do find these conversations difficult and would
benefit from training in having those difficult conversations sensitively and
effectively.

2.5 A number of high profile case studies/interventions were discussed in detail,
including:

» The Deal for Health and Wellness — Wigan’s approach to Weight Management
— www.wigan.gov.uk ;

» Brighton — Sugar Smart City — www.brighton-hove.gov.uk ;

* HENRY - Health, Exercise and Nutrition for the Really Young — www.henry.org
and

* UK Active Kids — physical activity programmes www.ukactive.com

More details of all these initiatives are available through the website links, however,
there is not one thing that they had in common apart from huge enthusiasm and
passion for their project. In part Wigan’s success could be attributed to the pooled
budgets across the Council and CCG, this has greatly facilitated integrated working
and been able to resource 8,500 places per annum on their Lose Weight, Feel
Fabulous weight management programme. To date participants have numbered
23,000and shed 20,000 pounds between them.

2.6 One of the principle sessions outlined the content of the national strategy for
Childhood Obesity — A Plan for Action, which was published in August. It includes
the following key actions that are intended to reduce childhood obesity:

» Introducing a soft drinks levy — for both producers and importers;

» Taking out 20% of sugar in products — particularly food consumed by children,
e.g. breakfast cereals, yogurts etc. This will be a voluntary scheme for now;

* Making healthy options available in public sector buildings — hospitals, council
offices and leisure centres;

* Provide support with the cost of healthy food for low income families — continue
with the Healthy Start Scheme

» Clearer food labelling

e Children — 1 hour of physical activity

» Healthy rating scheme — administered by Ofsted, including healthier school food
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» Enabling health professionals to support families — MECC

Full detail of the document can be found at:
https://www.gov.uk/government/publications/childhood-obesity-a-plan-for-action

The content of the Plan was certainly not welcomed by all, with some strong
expressions that the Strategy had not gone far enough in controlling the food
manufacturing sector and advertising of unhealthy products.

That said, there are a number of areas for the Task and Finish group to consider,
which are outlined in the following paragraph, along with more general learning
points from the conference, and with the Board’s agreement will be incorporated
into our Action Plan and presented at a subsequent meeting.

3. Actions for this Board to consider

« Identify the range of interventions that should be monitored and review the cost
effectiveness of these and their outcomes over time, including outcomes from
Tier 2 and 3;

« Address the provision of healthy food offers in public sector buildings;

» Continue developing the MECC strategy and progress training at scale and
pace, consider whether alternative training is available to deal specifically with
conversations about weight;

« Ensure we know where we need to best target our resources to motivate change
and identify the local resources and assets to do this;

« Consider how we can get local communities engaged with this agenda through
our wider services;

* Review what we are doing around early intervention and develop plans around
this;

» Explore what technology is available to support individuals’ on this pathway; and

e Ensure that Board members maximise opportunities for engagement with the
Kent Change 4 Life campaign.

4. Recommendations

Through this report the Task and Finish Group would like to recommend to the
Board that we review how these actions can be incorporated into our existing
Action Plan and present to the next meeting of the Board the relevant changes,
with suggestions on how they will be implemented.

Jane Heeley
and
Lynne Weatherly
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