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Thurrock - An ambitious and collaborative community which is proud of its heritage
and excited by its diverse opportunities and future

Health and Wellbeing Overview and Scrutiny
Committee

The meeting will be held at 7.00 pm on 3 November 2022

Committee Room 2, Civic Offices, New Road, Grays, Essex, RM17 6SL.

Membership:

Councillors Shane Ralph (Chair), Terry Piccolo (Vice-Chair), Tony Fish,
Georgette Polley, Jane Pothecary and Sue Sammons

Georgina Bonsu (Thurrock Lifestyle Solutions) and Kim James (Healthwatch
Thurrock Representative)

Substitutes:

Councillors Alex Anderson, Adam Carter, Victoria Holloway, John Kent and
Elizabeth Rigby
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Open to Public and Press
Page
1. Apologies for Absence
2. Minutes 5-12

To approve as a correct record the minutes of the Health and
Wellbeing Overview and Scrutiny Committee meeting held on 1
September 2022.

3. Urgent Items

To receive additional items that the Chair is of the opinion should be
considered as a matter of urgency, in accordance with Section 100B
(4) (b) of the Local Government Act 1972. To agree any relevant
briefing notes submitted to the Committee.

4, Declarations of Interests



10.

11.

12.

13.

14.

HealthWatch

Community Inpatient Beds in Mid and South Essex

Under Doctoring in Thurrock - Powerpoint Presentation
Integrated Medical Centres Update - Powerpoint Presentation

Transforming Health and Care in Thurrock - Powerpoint
Presentation

Request to Consult for the Charging of Assistive Technology
Monitoring Service

Annual Public Health Report 2022

Adults, Housing and Health - Fees and Charges Pricing Strategy
2023/24

Service Harmonisation Mid and South Essex ICB

Work Programme

Queries regarding this Agenda or notification of apologies:

13 -16

17 - 20

21-90

91 -104

105 - 116

117 - 120

Please contact Jenny Shade, Senior Democratic Services Officer by sending an
email to Direct. Democracy@thurrock.gov.uk

Agenda published on: 26 October 2022



Information for members of the public and councillors

Access to Information and Meetings

Advice Regarding Public Attendance at Meetings

If you are feeling ill or have tested positive for Covid and are isolating you should
remain at home, the meeting will be webcast and you can attend in that way.

Hand sanitiser will also be available at the entrance for your use.

Recording of meetings

This meeting will be live streamed and recorded with the video recording being
published via the Council’s online webcast channel: www.thurrock.gov.uk/webcast

If you have any queries regarding this, please contact Democratic Services at
Direct.Democracy@thurrock.gov.uk

Guidelines on filming, photography, recording and use of social media at
council and committee meetings

The council welcomes the filming, photography, recording and use of social media at
council and committee meetings as a means of reporting on its proceedings because
it helps to make the council more transparent and accountable to its local
communities. If you wish to film or photograph the proceedings of a meeting and have
any special requirements or are intending to bring in large equipment please contact
the Communications Team at CommunicationsTeam@thurrock.gov.uk before the
meeting. The Chair of the meeting will then be consulted and their agreement sought
to any specific request made.

Where members of the public use a laptop, tablet device, smart phone or similar
devices to use social media, make recordings or take photographs these devices
must be set to ‘silent’ mode to avoid interrupting proceedings of the council or
committee. The use of flash photography or additional lighting may be allowed
provided it has been discussed prior to the meeting and agreement reached to
ensure that it will not disrupt proceedings.

The Chair of the meeting may terminate or suspend filming, photography, recording

and use of social media if any of these activities, in their opinion, are disrupting
proceedings at the meeting.
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Thurrock Council Wi-Fi

Wi-Fi is available throughout the Civic Offices. You can access Wi-Fi on your device
by simply turning on the Wi-Fi on your laptop, smartphone or tablet.

e You should connect to TBC-GUEST
e Enter the password Thurrock to connect to/join the Wi-Fi network.

e A Terms & Conditions page should appear and you have to accept these before
you can begin using Wi-Fi. Some devices require you to access your browser to
bring up the Terms & Conditions page, which you must accept.

The ICT department can offer support for council owned devices only.

Evacuation Procedures

In the case of an emergency, you should evacuate the building using the nearest
available exit and congregate at the assembly point at Kings Walk.

How to view this agenda on a tablet device

You can view the agenda on your iPad or Android Device with the free
modern.gov app.

Members of the Council should ensure that their device is sufficiently charged,
although a limited number of charging points will be available in Members Services.

To view any “exempt” information that may be included on the agenda for this
meeting, Councillors should:

e Access the modern.gov app
e Enter your username and password
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DECLARING INTERESTS FLOWCHART - QUESTIONS TO ASK YOURSELF

Breaching those parts identified as a pecuniary interest is potentially a criminal offence

Helpful Reminders for Members

e Is your register of interests up to date?
e In particular have you declared to the Monitoring Officer all disclosable pecuniary interests?
e Have you checked the register to ensure that they have been recorded correctly?

When should you declare an interest at a meeting?

¢ What matters are being discussed at the meeting? (including Council, Cabinet,
Committees, Subs, Joint Committees and Joint Subs); or

e If you are a Cabinet Member making decisions other than in Cabinet what matter is
before you for single member decision?

Does the business to be transacted at the meeting
. relate to; or
o likely to affect
any of your registered interests and in particular any of your Disclosable Pecuniary Interests?

Disclosable Pecuniary Interests shall include your interests or those of:

. your spouse or civil partner’s
e  aperson you are living with as husband/ wife
e  aperson you are living with as if you were civil partners

where you are aware that this other person has the interest.

A detailed description of a disclosable pecuniary interest is included in the Members Code of Conduct at Chapter 7 of the
Constitution. Please seek advice from the Monitoring Officer about disclosable pecuniary interests.

What is a Non-Pecuniary interest? — this is an interest which is not pecuniary (as defined) but is nonetheless so :
: significant that a member of the public with knowledge of the relevant facts, would reasonably regard to be so significant
that it would materially impact upon your judgement of the public interest. H

If the interest is not already in the register you must
(unless the interest has been agreed by the Monitoring
Officer to be sensitive) disclose the existence and nature

Declare the nature and extent of your interest including enough
detail to allow a member of the public to understand its nature

If the Interest is not entered in the register and is not the subject of a pending  :
¢ notification you must within 28 days notify the Monitoring Officer of the : You may participate and vote in the usual
: interest for inclusion in the register way but you should seek advice on
RPN : Predetermination and Bias from the

........................................................ Monitoring officer_

Unless you have received dispensation upon previous
application from the Monitoring Officer, you must:

- Not participate or participate further in any discussion of
the matter at a meeting;

- Not participate in any vote or further vote taken at the
meeting; and

- leave the room while the item is being considered/voted
upon

If you are a Cabinet Member you may make arrangements for
the matter to be dealt with by a third person but take no further
steps




thurrock.gov.uk

Our Vision and Priorities for Thurrock

An ambitious and collaborative community which is proud of its heritage and excited by
its diverse opportunities and future.

1. People — a borough where people of all ages are proud to work and play, live and
stay

e High quality, consistent and accessible public services which are right first time

e Build on our partnerships with statutory, community, voluntary and faith groups
to work together to improve health and wellbeing

e Communities are empowered to make choices and be safer and stronger
together

2. Place — a heritage-rich borough which is ambitious for its future
e Roads, houses and public spaces that connect people and places
e Clean environments that everyone has reason to take pride in

e Fewer public buildings with better services

3. Prosperity — a borough which enables everyone to achieve their aspirations

e Attractive opportunities for businesses and investors to enhance the local
economy

e Vocational and academic education, skills and job opportunities for all

e Commercial, entrepreneurial and connected public services
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Agenda Item 2

Minutes of the Meeting of the Health and Wellbeing Overview and Scrutiny
Committee held on 1 September 2022 at 7.00 pm

Present: Councillors Shane Ralph (Chair), Terry Piccolo (Vice-Chair),
Tony Fish, Georgette Polley, Jane Pothecary and Graham Snell
(Substitute) (substitute for Sue Sammons)

Apologies: Councillors Deborah Huelin and Sue Sammons

In attendance:
Georgina Bonsu, Thurrock Lifestyle Solutions
Lee Henley, Strategic Lead, Information Management
lan Kennard, Highways England
Dave Marshall, NHS Arden and Greater East Midlands
Commissioning Support Unit
Steve Porter, Interim Director, Thurrock Alliance
Tina Starling, Interim Executive Director Oversight, Assurance
and Delivery, Mid and South Essex Integrated Care Board
lan Wake, Corporate Director of Adults, Housing and Health
Catherine Wilson, Strategic Lead Commissioning and
Procurement
Rhiannon Whiteley, Senior Democratic Services Officer

Before the start of the Meeting, all present were advised that the meeting may be
filmed and was being recorded, with the audio recording to be made available on
the Council’s website.

10.  Minutes

Minutes of the Health and Wellbeing Overview and Scrutiny Committee held
on the 7 June 2022 were approved as a correct record.

11.  Urgent Items

No urgent items were received.
12. Declarations of Interests

There were no declarations of interest.
13. HealthWatch

Due to the presenter being unable to attend the meeting, the Chair moved on
to the next item.
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14.

Grays Integrated Medical and Wellbeing Centre (IMWC) Engagement
Update - (PowerPoint)

Tina Starling provided members with a Power Point presentation. This
PowerPoint presentation can be found on the following link:

(Public Pack)IMWC Engagement Update Presentation Agenda Supplement
for Health and Wellbeing Overview and Scrutiny Committee, 01/09/2022
19:00 (thurrock.gov.uk)

The Chair expressed concern about the level of primary care going into the
IMWC’s and commented that this seemed to differ from what they had been
told previously.

Stephen Porter responded that following the pattern the Council set out in
Partnership with other organisations of looking at a range of services and
integrated hubs of social care, health and other professionals, third sector,
voluntary and community, the very baseline would be to have a GP presence
there. He further explained it will ultimately depend on which model is chosen.
If they go with option 3 everyone wont be on the same site. He clarified that
this in itself wont bring in new GP’s but there is another programme that is
going to bring in 12 new GP’s into the area. He confirmed that they also have
plans to change how GP’s work as primary care networks in a more
collaborative way, there are services such as local area coordination and
social prescribing to take pressure off GP’s. It has been proven elsewhere
that co-location is really effective in terms of networking so people don’t have
to tell their story several times over and to get a more joined up response
rather than having to go through 15 different doors they go through just one.
Residents will have at least what they have now in terms of primary care but
third sector voluntary professionals as well.

The Chair asked the Corporate Director of Adults, Housing and Health for his
view. The Corporate Director of Adults, Housing and Health confirmed that
they need to be careful about the numbers as it does not appear to be a
representative sample and it would be dangerous to conclude a preferred
option by counting the numbers. He clarified that the original model was
primary care as part of an IMC and that moved to a primary care network
where a lot more services will be provided to residents in the network. The
Corporate Director of Adults, Housing and Health confirmed that he would
prefer to have primary care on site.

Councillor Pothecary queried if option 4 is realistic in terms of fitting in all of
the services that have been promised will be transferred from Orsett to Lodge
Lane along with building a new GP site as well. Councillor Pothecary also
commented that it is very clear from the consultation that what people care
about is capacity and she questioned what is being done about that.

Stephen Porter responded that with regard to Orsett they needed to improve
access to all its services as it is an old building that needs refurbishing and it
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is not fit for purpose in terms of modern expectations of services in the NHS.
The services that come out of there need to go somewhere else and to an
accessible place. Based on further discussions as part of the scoring process
and when they develop the business case, they will be looking at what meets
the needs of the community best but they will also need to factor in other
considerations such as transport and the Council’s clean air policy and
accessibility for disabled residents. Stephen Porter acknowledged the
concerns about capacity and people being able to get appointments and
confirmed this will be fully scoped out and addressed as part of the wider
plan.

Councillor Pothecary questioned if they do go with option 4, would there be
capacity at Stifford Clays to attract more GP’s.

Stephen Porter replied that he could do a whole presentation on this issue
alone and that the number of GP’s is a challenge nationally. He confirmed that
more people have been seen this year than last year and they are also trying
to take the pressure off GP’s through social prescribing. They are working
with colleagues at the Council and they have 13 actions to transform how
primary care works in Thurrock. Stephen Porter stated that they acknowledge
the problem and are trying to address it.

Councillor Fish stated that he attended one of the engagement sessions at
Community House in Seabrooke Rise and as noted in the presentation the
turnout was disappointing. Councillor Fish stated that it was clear to him that
option 4 should be the preferred option because of the advantages of co-
location so it is a surprise that so many people were in favour of option 3 and
therefore he queried if this is because there was a lot more replies when they
visited the Stifford Clays surgery. If there had been more people at the
engagement process in Seabrooke Rise and as these residents don’t know
the Stifford Clay’s surgery, there may have been more replies favouring option
4.

Tina Starling responded that when she visited other surgeries a lot of
residents still went for the Stifford Clays option due to the traffic issues in
Long Lane. Stifford Clays is a massive building and if they go with option 4
that site will be sold.

The Chair sought confirmation that there is going to be GP’s at the
Corringham IMC as previously stated.

Stephen Porter confirmed he was unable to answer this as he was not
responsible for that area. The Chair requested a response to this question by
email after the meeting.

Councillor Polley clarified that on page 6 of the agenda which covers the
minutes of the previous meeting on 7 June 2022, Tiffany Hemming stated that
from Sept 2022 12 newly qualified GP’s will be based out of the Corringham
IMC.
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15.

16.

The Chair asked the Corporate Director for Adults, Housing and Health for an
update on the Tilbury IMC. The Corporate Director for Adults, Housing and
Health confirmed that the OBC (Outline Business Case) has been submitted
but with the caveat that it needs formal approval.

Tina Starling and Stephen Porter left the meeting at 19.48

Community In-Patient Beds

This item has been postponed to the next meeting on 3 November 2022 as
the presenters did not attend the meeting.

2021/22 Annual Complaints and Representations Report - Adult Social
Care

The Strategic Lead for Information Management presented the report.

The Chair commented that he was surprised following Covid that there hasn’t
been more complaints.

Councillor Fish queried that some of the learning seemed more like an
outcome than learning and perhaps should be labelled as such.

The Strategic Lead for Information Management responded that it was a valid
point and this could be adjusted going forward.

Councillor Polley queried how external providers complaint systems worked
and if they used the same audit system as the Council.

The Strategic Lead for Information Management clarified that each quarter
members of his team contact every provider and they capture the complaints
data for this report provided to the Committee. Feedback is then provided to
the contracts and commissioning team who check that learning from
complaints is embedded as part of their compliance visits.

Councillor Polley noted that a complaint about missed medication had been
put under the category ‘quality of care’ she queried whether it would be more
appropriate for this to be put in the category ‘potential safety issue’. Councillor
Polley acknowledged the type of medication isn’t confirmed in the report and
therefore there isn’t enough information to determine the seriousness of the
missed medication.

The Strategic Lead for Information Management confirmed his view was that
this complaint could be placed in either of these categories.

Councillor Polley also noted the majority of complaints are from relatives
rather than the actual service users.
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Councillor Pothecary queried the complaints that had gone to the Local
Government Ombudsman. She asked for confirmation of what the complaints
process is.

The Strategic Lead for Information Management confirmed that for adults
there is just a stage 1 complaints process internally and then complaints go
on to the Ombudsman. One of the two complaints that went to the Local
Government Ombudsman however went straight to the Ombudsman and it is
at the discretion of the Ombudsman to take the complaint on straight away but
99% of the time the Ombudsman will ask if the complaint has gone through
Thurrock’s own complaint process first.

Councillor Pothecary queried the complaint about the Safeguarding referral
not been completed and asked at what point was this remedied.

The Strategic Lead for Information Management clarified that safeguarding
concerns are looked at outside of the complaints process and an internal
investigation followed to look into this.

Councillor Snell highlighted that nobody had mentioned the compliments.
Councillor Snell stated that the complaints do not appear to be systemic but
more about individuals making mistakes and it would be helpful to know how
many interactions have taken place during this period to provide a better idea
of the numbers as they seem very low.

The Corporate Director for Adults, Housing and Health clarified that they care
for more than 10,000 individuals who have 2 or 3 interventions a day so it
could be as many as 10 million interactions. He commented that humans
make mistakes and they need to know about them to learn from them. He
stressed to the committee that if they are aware residents are unhappy that
they do want to know about it.

The Strategic Lead for Information Management stated that they are
constantly going out to raise awareness of how to complain. Posters have
been put up in every care home.

Neil Woodbridge (Thurrock Lifestyle Solutions) confirmed that they sit on the
Safeguarding Adults boards and coming up is an annual event where the
members of the board go out in a particular week period to look at every
single provider in Thurrock. The providers are not told the specific night they
will visit. They are also concerned about the number of complaints and
suggested that they could do a local campaign called, ‘do you know how to
complain?’. Neil Woodbridge also raised whether there could be a breakdown
of the protected characteristics of those who are complaining, he raised
concerns that those that have enduring dementia or learning disabilities may
be less likely to complain and that they may need to look at the process being
made even more easily accessible.

RESOLVED:
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17.

18.

That the Health and Wellbeing Overview and Scrutiny Committee
consider and note the report.

Contract for Occupational Therapy and Independent Mobility
Assessment Service

The Commissioning Manager for Adults, Housing and Health presented the
report.

Councillor Pothecary asked if they have looked properly at an in-house option.
She also commented that they should be talking to the people who use these
services and organisations who work with people who use these services.
She highlighted that she was struggling to support the recommendation at this
time in the absence of this information.

The Commissioning Manager for Adults, Housing and Health responded that
outsourcing the assessment process has saved money for the Local
Authority.

The Corporate Director for Adults, Housing and Health stated that if money
was no object, he would have the service in-house as they would have
maximum control but they only have the budget that they have.

Councillor Fish agreed with Councillor Pothecary that he cannot agree the
recommendation unless there is more feedback on an in-house option.

Councillor Polley commented that the thought of delaying this report and
resident’s assessments would give her more concern and she therefore
supported the recommendation.

Following the vote 4 members voted in favour and 2 members voted against
the recommendation.

RESOLVED:

That Health and Wellbeing Overview and Scrutiny Committee supports
the recommendation to go to market to reprocure the contract to provide
an Occupational Therapy and Independent Mobility Assessments
service.

Contract to Supply, Install, Maintain & Repair Telecare Equipment

The Commissioning Manager for Adults, Housing and Health presented the
report.

The Commissioning Manager for Adults, Housing and Health clarified that
they don’t go to manufacturers directly but to an intermediary who scans the
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19.

market for them and this intermediary also then has the technological skills to
install and train.

Councillor Pothecary queried with the longer contract whether there will be a
break clause in place and whether there will be a user panel.

The Commissioning Manager for Adults, Housing and Health confirmed there
will be a break clause and it is their intention to bring service users on board
and to put them in front of bidders to ask them questions directly as they find
this usually helps to find out the bidder who has the most knowledge.

Councillor Pothecary thanked the Commissioning Manager for Adults,
Housing and Health for the report.

RESOLVED:

That Health and Wellbeing Overview and Scrutiny Committee supports
the recommendation to go to market to reprocure the contract to supply,
install, maintain and repair telecare equipment

Work Programme

Item 7 regarding Community in-patient beds will be added to the next meeting
on 3 November 2022.

The meeting finished at 8.30 pm

Approved as a true and correct record

CHAIR

DATE

Any queries regarding these Minutes, please contact
Democratic Services at Direct.Democracy@thurrock.gov.uk
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Agenda Iltem 6

3 November 2022

ITEM: 6

Health and Wellbeing Overview and Scrutiny Committee

Community Inpatient Beds in Mid and South Essex

Wards and communities affected:
All

Key Decision:
N/A

Essex Community Collaborative

Report of: James Wilson, James Wilson, Transformation Director Mid and South

Accountable Assistant Director: N/A

Accountable Director: N/A

This report is: Public

Executive Summary

The purpose of this report is to update the Committee on work that is ongoing across
Mid and South Essex (MSE) Integrated Care System (ICS) on the potential future
configuration and focus of community inpatient beds.

This is the latest in a series of updates to the Committee

1. Recommendation(s)

The Health and Wellbeing Overview and Scrutiny Committee is asked to:

¢ Note this update.

e Agree to receive detailed proposals on any potential public
consultation at a future meeting.

2. Introduction and Background

At the Committee’s meeting on 04 November 2021, a detailed paper was
presented which set out the plans of Mid and South Essex ICS to mobilise a
significant programme to review the location, configuration and focus of NHS
provided community in-patient beds. The Committee has been provided with
periodic updates on progress since this point, most recently in September

2022.

Community hospital inpatient beds provide short-term rehabilitation services
to care for people who are either too unwell to stay at home or, more often,
who are being discharged from hospital but require additional support. In
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general, these are frail older members of the community who have been
admitted to one of our main acute hospitals or are people who have suffered a
stroke and who, following a short stay in a main acute hospital, require
specialist bed-based rehabilitation.

Previous papers have outlined the current and pre-COVID-19 configuration of
community in-patient beds across MSE, together with the case for change.

Key factors driving the case for change include the need to:

e implement a more consistent model for intermediate care beds that is
better aligned with wider community-based health and care services
and the wider out of hospital system, including the recent development
and expansion of virtual wards

e address significant shortages in the way bed-based community stroke
rehabilitation is provided

e decide whether urgent, temporary changes made in 2020 to support
the response to COVID-19 should be made permanent or whether a
different configuration is now more appropriate

Progress to date

In recent months, considerable progress has been made, including the
development of a range of configuration options, based on making best use of
the existing community estate.

Specifically, the programme has now completed:

e detailed bed modelling, to determine the likely future number of
intermediate care and stroke rehabilitation beds required across MSE

e an initial analysis of travel times, considering both private and public
transport journeys

e an assessment of the condition of the existing estate and potential work
required

e an detailed external clinical review of the emerging model for
intermediate care and stroke, conducted by the East of England
Clinical Senate

¢ initial pre-consultation engagement with patients, the public, staff and
other stakeholders, the results of which were shared with the
committee at its meeting on 01 September 2022

Current position
Since the programme mobilised in late 2021, there has been a general
exacerbation in the pressure faced by hospitals, with capacity regularly

becoming stretched. This has been a common pattern across most parts of
England, including MSE.
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One consequence of this pressure has been an increased focus on
maximising the total number of beds available across the whole system to
care for patients — acute and community. Recent guidance issued by NHS
England (https://www.england.nhs.uk/publication/going-further-on-our-winter-
resilience-plans/) emphasised the importance of maximising bed capacity,
including the delivery of additional beds where previously ‘moth-balled’ beds
or wards are available.

As a result of the above, consideration is now being given to the feasibility of
bringing forward the re-opening of the intermediate care beds at Halstead
Hospital and Mountnessing Court (Billericay), both of which have been closed
since 2020.

If this first step is feasible and implemented, then this would broadly reflect the
pre-2020 position for intermediate care, with beds provided at:

e Mayfield (Thurrock)
e Brentwood
e Halstead

e Cumberlege (Rochford)

It is important to note that, although the beds at Mayfield have remained open
throughout this period (and there are no proposals to significantly change this
service) the programme is liaising closely with Council Officers to ensure that
future provision is aligned with the development of Integrated Medical and
Wellbeing Centres.

If the beds at Mountnessing Court and Halstead are reopened, further
consideration would then be given to the possible future location of stroke
rehabilitation beds.

The Committee will recall that at present, there are no dedicated, ringfenced
community stroke rehabilitation units in MSE. As a result, services locally do
not fully comply with national standards or best practice. Addressing this,
therefore, is a priority for the programme, and proposals are being developed
for where such ringfenced capacity might best be provided from. Determining
a final configuration will likely require public consultation, as it may constitute
a significant service change.

Consultation (including Overview and Scrutiny, if applicable)
As outlined above, the key element of the Community Inpatient Beds
programme that may require public consultation is stroke rehabilitation, as it is

likely that proposals to established dedicated facilities would require some
redesignation of bed capacity.
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6. Impact on corporate policies, priorities, performance and community
impact

All information regarding Community Equality Impact Assessments can be
found here: https://intranet.thurrock.gov.uk/services/diversity-and-

equality/ceial

Report Author:

Andy Vowles
Cambridge Health Consulting
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Agenda Item 10

3 November 2022 ITEM: 10

Health and Wellbeing Overview and Scrutiny Committee

Request to Consult for the Charging of Assistive
Technology Monitoring Service

Wards and communities affected: Key Decision:
All Key

Report of: lan Kennard, Commissioning Manager, Adults Housing and Health

Accountable Assistant Director: Les Billingham, Assistant Director, Adult
Social Care and Community Development

Accountable Director: lan Wake, Corporate Director Adults Housing and
Health

This report is Public

Executive Summary

It is a statutory requirement under the Care Act (2014) for the Authority to provide
Assistive Technology (AT) free of charge to eligible individuals if the item is under
£1k. These devices are, at present, monitored 24 hours a day 7 days a week by an
Alarm Receiving Centre (ARC) that is based in Harty Close in Grays. The purpose
of this monitoring service is to support individuals living at home for longer my
mitigating risks such as falling, wandering etc.

There are 2197" individuals accessing this monitoring service at present that are
eligible for support via Adult Social Care via a variety of devices and pay nothing to
access this. Adult Social Care would like to consult with individuals accessing this
service around potentially charging for this so we can offset some of the financial
pressures the Authority faces.

1. Recommendation(s)

1.1  That Health and Wellbeing Overview and Scrutiny Committee comments
on and supports the recommendation to consult with individuals using
AT on potentially charging a fixed fee for accessing the monitoring
service subject to a means test.

! Data supplied by ARC on May 12 2022
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2.1

2.2

2.3

2.4

3.1

3.1.1

3.2
3.2.1

3.2.2

Introduction and Background

At present all AT is supplied via a contract held by Red Alert that costs Adult
Social Care £107k per annum to fulfil its statutory requirements under the
Care Act (2014) and has been in place since 2018.

Historically the Authority has charge £1.00 per week for Lifeline alarms that
accessed the monitoring service, however this was repealed by Cabinet
several years ago. No other monitoring service charges have been levied by
Adult Social Care.

If the Authority were minded to charge for the monitoring service via a non-
residential means test (as used for such things a homecare services), up to
£200k could be generated in income for a flat fee of £5 per week, though this
would fluctuate based on the individuals ability to pay. The current non-
residential means test takes into consideration a person’s ability to pay and
additional expenses they may have in relation to their health and wellbeing,
thus preventing putting people into poverty.

Other Authorities do charge for this service with Leeds declaring charges
between £3.30 to £15.35 and Brighton & Hove between £20.30 to £26.30 per
month? subject to a means test. This is not a universally charged service as
some Authorities do not charge, others provide equipment source from
Providers who then bill and other charge without a means test.

Issues, Options and Analysis of Options

Undertake consultation with a view to bring the result to cabinet for a
future decision on charging (recommended).

The consultation would enable the Authority to seek individual opinions on
their thoughts on paying for access to this service. This would provide an
indication of those who would be likely, if charged, that would withdraw from
service to better understand of the viability and suitability of applying charges
to this monitoring service.

Do not consult on charging options (not recommended).

This would limit the services ability to achieve its savings targets closing an
avenue that could generate up to £200k per annum and push the emphasis
from charging to service cuts or provider negotiations.

At present the Authority is in the lowest quintile of spend on services
nationally. Therefore, pressures around National Living Wage, inflation and
National Insurance uplifts should be driving prices upward. This means
negotiations with Providers will have limited impact thus placing more
emphasis on charges and cost recovery in order to balance the bottom line.

2 Information provided from Authorities via question issued to National Association of Financial Assessment
Officers NAFAQ) May 26t 2022.

Page 18



4.1

5.1

6.1

7.1

7.2

Reasons for Recommendation

The consultation would enable a frank discourse between residents and the
Authority around the funding of the services, potential risks individuals may
face and further explore income generation potential.

Consultation (including Overview and Scrutiny, if applicable)

Initial engagement has taken place with Assistive Technology Leads in
Thurrock. Their view is that a small charge for services would be appropriate
and would not negatively impact the effectiveness of the service offer. Though
they feel it would be appropriate to explore the potential impacts further with
individuals directly via a consultation exercise.

Impact on corporate policies priorities, performance and community
impact

The consultation around charging of Assistive Technology monitoring service
will impact on:

People — a borough where people of all ages are proud to work and play, live
and stay.

Implications
Financial

Implications verified by:  Mike Jones
Strategic Lead Finance Corporate Finance

The direct financial implications are contained within the body of the report.
Savings linked to the proposals have been factored into the Councils Medium
Term Financial Strategy, and will be considered as part of the 2023/24 base
budget

Legal

Implications verified by:  Kevin Molloy
Senior Contracts Lawyer Legal Services
Section 14 of the Care Act 2014 gives local authorities the power to charge for

services, and any future decision to charge for the services referred to above
will need to adhere to the requirements laid out in this legislation.
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7.3

Diversity and Equality

Implications verified by:  Roxanne Scanlon

Community Engagement and Project
Monitoring Officer

The proposed consultation is in line with regulations set out in the Care Act
(2014) when considering charging for services. Additionally, consultation with
the individuals that could be impacted by instituting charges for monitoring
services will enable our democratically elected members to better weight up
the potential impact and feeling towards potential charges. A Community
Equality Impact Assessment will be completed following consultation to
identify any negative impacts and inform any processes to mitigate these
impacts as best as possible.

7.4  Other implications (where significant) — i.e. Staff, Health Inequalities,
Sustainability, Crime and Disorder or Impact on Looked After Children
N/A

8. Background papers used in preparing this report (include their location
and identify whether any are exempt or protected by copyright):
N/A

9. Appendices to the report
N/A

Report Author:

lan Kennard

Commissioning Manager

Adults Housing and Health
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Health and Wellbeing Overview and Scrutiny Committee

Annual Public Health Report 2022

Wards and communities affected: Key Decision:
All None

Report of: Jo Broadbent, Director of Public Health

Accountable Director: Jo Broadbent, Director of Public Health

This report is Public

Executive Summary

This paper presents the following report: Reducing the Impact of Cardiovascular
Disease in Thurrock, Annual Report of the Director of Public Health, 2022.

1. Recommendation(s)

1.1 That Members note the contents of the Annual Public Health Report
2022 and approve its publication.

2. Introduction and Background

2.1 Directors of Public Health in England have a statutory duty to write an Annual
Public Health Report (APHR) to demonstrate the state of health within their
communities. The Association of Directors of Public Health describes the core
purpose of the Director of Public Health as independent advocate for the
health of the population and system leadership for its improvement and
protection. The DPH Annual Report is an important vehicle for providing
advocacy and recommendations on population health to both professionals
and pubilic.

2.2  The APHR can focus on any topic of key relevance to improving the public’s
health, and in recent years, topics of focus have included Youth Violence &
Vulnerability and Improving Older People’s Health Through Housing. Previous
reports can be found here https://www.thurrock.gov.uk/public-health/other-
public-health-reports .

3. Overview
3.1 The attached APHR 2022 is a follow-up to the APHR 2016, which explored

the sustainability of health and social care systems in Thurrock, with particular
reference to Long Term Conditions (LTCs) amongst adult residents. The
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3.2

4.1

5.1

6.1

6.2

2022 report demonstrates the progress that has been made in terms of LTC
care as a result of the recommendations in that report. It also makes
recommendations to the wider Thurrock health and care system to further
improve LTC outcomes, looking through the lens of improving outcomes for
cardiovascular disease (CVD).

The recommendations will be taken forward through the Better Care Together
Thurrock (BCTT) working group on Population Health and Inequalities,
chaired by the DPH. Actions will include:

e Continued quality improvement in primary care services for CVD

e Embedding a more holistic, co-produced approach to long term conditions
care

e A focus on reducing inequalities in CVD outcomes, particularly for people
from a minority ethnic background, people with serious mental illness and
people with learning disabilities.

Reasons for Recommendation

Directors of Public Health in England have a statutory duty to write an Annual
Public Health Report to report on the state of health within their communities.

Consultation (including Overview and Scrutiny, if applicable)

This report is being presented to Health Overview & Scrutiny, the Health &
Wellbeing Board and the Cabinet. It has also been shared for comment with
Thurrock Integrated Care Alliance (TICA).

Impact on corporate policies, priorities, performance and community
impact

This report adds further detail and granularity to the aims of the Health &
Wellbeing Strategy to Level the Playing Field and reduce inequalities in
Thurrock, specifically the aims of Domain 1 — Staying Healthier for Longer.
This includes a specific Goal to —

Continue to enhance identification and management of Long Term Conditions
(LTCs) to improve physical and mental health

The report also sets out some specific actions to support the Better Care
Together Thurrock adult health and care strategy, in particular Chapter 6 —
Improved Health & Wellbeing through Population Health Management. This
sets specific Goals as follows —

The Public Health Team will co-design with PCN, NELFT and EPUT clinical
leaders, a more detailed case-finding strategy setting out revised protocols for
hypertension, AF and depression, targets, training requirements and required
resources

We will embed lifestyle modification services, social prescribing and ASC
support within the multi-morbidity care models, ensuring that they are holistic,
can respond to the individual context of residents including addressing wider
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7.1

7.2

7.3

7.4

determinants of health, self-care and in-depth motivational interviewing,
creating a new blended coach role

Implications
Financial

Implications verified by: Mike Jones
Strategic Lead — Corporate Finance

Expenditure relating to the provision of public health services is contained
within the ring-fence of the public health grant.

The report will influence transformation of NHS and public health services and
will be used as part of the basis for the allocation of the funding and will be
contained within the overall allocation. This will be addressed as part of the
medium term financially planning for the public health service.

Legal

Implications verified by: Gina Clarke

Corporate Governance Lawyer & Deputy
Monitoring Officer

This report fulfils the statutory obligation of the Director of Public Health to
produce an Annual Public Health Report on the health of the population in the
Council’s area. The content and the structure of the report is a matter to be
determined locally. However, the Council has a statutory duty to publish the
Annual Public Health Report.

Diversity and Equality

Implications verified by: Roxanne Scanlon

Community Engagement and Project
Monitoring Officer

The report makes a number of recommendations aimed at reducing health
inequalities from LTCs, including inequalities in service access, condition
diagnosis and quality of care, all of which contribute to inequalities in
outcomes. Community groups identified as experiencing such inequalities
include minority ethnic groups, people living in deprived areas, people living
with serious mental illness or learning disability.

Other implications (where significant) — i.e. Staff, Health Inequalities,
Sustainability, Crime and Disorder, or Impact on Looked After Children

This report aims to influence activity in the local NHS, particularly primary care
and will be used to support TICA in NHS service quality improvement.
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8. Appendices
Appendix 1 - Executive Summary

Appendix 2 - Reducing the Impact of Cardiovascular Disease in Thurrock,
Annual Report of the Director of Public Health, 2022; Full Report

Report Author:

Dr Jo Broadbent
Director of Public Health
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Foreword

In my first Annual Public Health Report for Thurrock, | have chosen to
look back at the impact of the report from 2016, with a view to
identifying further improvements in care for long term health
conditions, looking through the lens of improving outcomes for
cardiovascular disease (CVD).

The COVID-19 pandemic has highlighted the impact of profound and enduring

inequalities in health across the country and CVD remains the clinical
condition that contributes most to inequalities in premature mortality
across the community. A relentless focus on improving quality of care
for and reducing inequalities in CVD should not just improve CVD
outcomes but also identify broader improvements in health and care
services.

Much CVD care happens in General Practice, and many
recommendations from 2016 were directed at this element of care.
Despite the disruptive impact of the COVID-19 pandemic on General
Practice, measurable improvements in quality of care for CVD since
2016 can be identified in Thurrock. However, we have also identified
inequalities in CVD outcomes that can and must be addressed,
including for people from a minority ethnic background, people living
with serious mental illness and people with learning disability.

Thurrock Public Health Team will continue its close partnership working
with local GPs to build on the gains made since 2016 and close the
inequality gaps we have identified.

Dr Jo Broadbent

Director of Public Health
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Executive Summary

The 2016 Annual Public Health Report for Thurrock[1] explored the sustainability of health and
social care systems in Thurrock, with particular reference to Long Term Conditions (LTCs) amongst
adult residents. A number of issues were highlighted, including variable access to primary care,
differences in the quality of care between practices, and associated impacts on patients and
consequent hospital admissions. The report made a series of recommendations to increase the
effectiveness and cost-effectiveness of care in Thurrock across a range of health conditions. Much
has changed since 2016, both proactively in terms of national health policy and local health systems,
and reactively as a consequence of the Covid-19 pandemic. This report reviews progress since then
for one of the LTC clusters outlined in the 2016 report: Cardiovascular Disease (CVD).

Why focus on Cardiovascular Disease?

Of all the disease groups, CVD causes the highest levels of premature mortality: 1 in 4 premature
deaths (before age 75) in the UK are due to CVD and it is the leading contributor to health
inequalities[2]. Analysis of local data shows that for mortality attributable to socio-economic
inequality, CVD is also the greatest contributor in Thurrock, accounting for 35% of excess deaths[3].
Yet if risks are detected and managed in line with NICE guidance, focusing on CVD provides the
greatest potential to reduce health inequalities and reduce premature mortality. As outlined by the
World Health Organisation (WHO), the key behavioural risk factors for CVD are smoking, unhealthy
diet/obesity, lack of physical activity, and harmful use of alcohol[4], all risks which can be
ameliorated with support and appropriate policies.

What has changed since 20167

Both national and local drivers of CVD care have developed since 2016. The NHS Long Term Plan,
published in 2019, set out a range of goals for reducing the number of strokes and heart attacks and
reducing the inequalities associated with CVD by 2029, with a particular focus on high blood
pressure (hypertension).

Improvements in clinical pathways for CVD in Thurrock have been seen since 2016[2]. However,
part-suspension of QOF during the pandemic has made it difficult to make direct comparisons with
the findings of the 2016 report. (Moreover, exact comparison with the 2016 report is not
appropriate due to nationally driven organisational change in primary care with the establishment of
Primary Care Networks). Measurable quality improvements do include:

e  Whilst it is not possible to attribute success to individual initiatives, overall analysis does show
that numbers of diagnoses for hypertension across Thurrock have increased from 1,321 in
2016/17 to 2,567 in 2021/22. There is still a gap between current register numbers for cases of
hypertension and the national target that 80% of expected cases be detected by 2029, but the
gap is smaller in Thurrock than in other areas of MSE. When it comes to treatment of patients
on the hypertension register, all four Thurrock PCNs are working beyond the national target for
those aged over 80, and close to target for those below 80, and again are achieving higher rates
of treatment to target than neighbours in MSE.
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e There have also been improvements locally in the treatment of patients with atrial fibrillation,

where Thurrock is already exceeding the national target, though when it comes to detection

there is still a gap (of around 260 cases) between the current recorded prevalence and national

target.

e There is still a significant gap between expected and diagnosed prevalence of high cholesterol,

with fewer than one third of the expected numbers having a formal diagnosis but the quality of

care for those on Coronary Heart Disease (CHD) registers is high.

Key Findings and Recommendations

More detail on each of the findings, references and recommendations can be found in the full

report.

Key Findings

Recommendations

1 Most of Mid and South Essex is in the
quartile in England with the most
patients per GP, and the situation is
worst in Thurrock, with 2,296 patients
per GP (increased from 2,110 per GP in
2016), which is the third highest list size
per GP in England.

Thurrock Integrated Care Alliance (TICA) should
work with Mid and South Essex ICS to prioritise
support for new models of working and
additional workforce capacity to practices within
Thurrock PCNs, to avoid increasing health
inequalities associated with access and quality in
primary care.

2 The COVID-19 pandemic has exposed
and worsened health inequalities. It
has had adverse effects on people’s
physical and mental health, and on
demand and access to health and care
services, including prevention and
management of CVD.

Refresh the focus on primary prevention of CVD

post-COVID-19, including:

e Tobacco control

e Reducing obesity

e Focusing on healthy behaviours in early
years

3 The development of Integrated Medical
and Wellbeing Centres (IMW(GCs) is an
opportunity to deliver:

e More personalised, proactive care,
with a more collaborative and
flexible approach

e Anintegrated service bringing
together health, wellbeing and
social care services in multi-
disciplinary LTCs teams.

Promote personalised, collaborative and holistic
care planning, for example the House of Care
using an evidence-based model, alongside
instigating long term condition specialists and
multi-disciplinary working within the IMW(Cs.

New models of working should include
maximising potential for risk behaviour services
to target support to patients, including those at
higher risk of CVD, through joint working within
the new IMWC model.

4 The evidence base shows that:
e Focusing on the processes and tools
of transformation is not sufficient

In designing new holistic care models, TICA
should specifically consider:
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when seeking a shift to co-
production

e Goals linked to the patient’s starting
point will be more successful

e The Patient Activation Measure
(PAM) can assist in segmenting and
prioritising patients with multi-
morbidities and/or complex needs
for care-coordination and support

e Health Coaching can support
outcome improvement through
motivational techniques and
focusing on the individual’s starting
point

e That transformation programmes need to be
built around how to achieve cultural shifts in
practice

e The benefits of health goals being
contextualised within the patient’s life and
personal priorities

e Adopting the Patient Activation Measure
(PAM)

e Training a range of staff in primary care,
integrated teams in Health Coaching,
prioritising patients identified through PAMs
at the lowest levels of engagement

Checks programme needs to be more
targeted in order to increase uptake in
those with most to benefit — which
includes people living in more deprived
areas and/or those from BME groups at
the younger age limit.

5 Whilst it is not possible to attribute Continue to strengthen the links between public
success to individual initiatives, joint health and primary care, using data to inform
working between public health and improvements. Use Stretch-QOF and other
primary care, such as Stretch QOF, have | approaches to promote case-finding and a
produced measurable improvements in | strengths-based approach to improving
quality of care for hypertension, CHD outcomes, taking into account multi-morbidities,
and atrial fibrillation since 2016. to promote holistic management of LTCs.

6.1 | Case studies of best practice In seeking further improvements in care for
consistently demonstrate the potential | specific CVD conditions (and other LTCs), services
for the wider community health and should consider developing Community and
care workforce to contribute to CVD Allied Health Professional roles (e.g. Podiatrists,
prevention and diagnosis. Physiotherapists, Community Social Care roles)

and considering how broader roles might
enhance LTC services for patients.

6.2 | Given the high quality of primary care Implement systematic and targeted case finding
for those on CVD registers in Thurrock, for atrial fibrillation, CHD and hypertension,
the greatest improvements in including targeting over 65s, those who are
population health through improving housebound, those with higher BMls.

CVD outcomes are likely to be gained by
a focus on reducing gaps in diagnosis.
6.3 | Evidence suggests that the NHS Health Target NHS Health Checks for people at the

younger age limit in groups known to be at
higher and earlier CVD risk. This includes those in
certain minority ethnic groups, smokers and
people on obesity registers, as well as residents
in areas of higher deprivation.
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6.4 | Thurrock has the second highest Maximise uptake and associated follow-up of
premature mortality rate in England physical health checks for people living with SMI
due to CVD in people living with SMl in and who have a learning disability.

2018-20. Heart disease is the second
highest cause of death amongst people
with a learning disability.

Despite, this follow-up of risks identified
during physical health checks is low —
for example, fewer than 1/3 of those
with SMI having high cholesterol were
followed up in primary care in 2021/22.

Conclusions

Assessing the impact of initiatives put in place since 2016 to improve CVD outcomes is hampered by
the impact of the COVID-19 pandemic on implementation, changes in access to primary care, the
primary care workforce and data-capture, but there is evidence of measurable improvement in the
quality of care for CVD in Thurrock since 2016. Given the impact of the pandemic, however, on
widening inequalities, the case for improved identification and management of CVD is even more
pressing.

The most recent Marmot review|[3] stresses the need to re-focus on prevention in order to reduce
the inequalities exacerbated by COVID-19. Given the high rates of smoking and obesity in Thurrock,
increased identification and improved management of cardiovascular conditions will not alone
address the inequalities currently associated with CVD in the borough; prioritising wider action to
increase access to healthy foods, provide support for individuals to manage their weight, increase
physical activity and reduce smoking is required. In addition, opportunities to identify those at
increased risk of CVD, through NHS Health Checks and other case finding programmes, need to be
targeted in areas of higher deprivation and for population groups with most to gain.

There have been some positive changes in primary care staffing since the 2016 report, but these are
set against local and national concerns about ongoing workforce pressures, and Thurrock remains
significantly under-doctored. The first IMWC to open has been in Corringham, where innovative
practice in obesity can already be found. However, in Thurrock there is greater need in Tilbury &
Chadwell and in ASOP, both in terms of constraints on primary care capacity and greater levels of
patient need. These areas should therefore be prioritised for additional workforce capacity and
adoption of new models of care, in order to avoid widening health inequalities further.

Despite the challenges of workforce pressures and the pandemic, there have already been
improvements through initiatives implemented and developed since the 2016 report, notably the
use of public health data to support practices, Stretch-QOF, and generation of additional workforce
capacity with new roles in primary care.
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Looking through the lens of CVD care, this report makes further recommendations on how holistic
care activity could be directed to support different patient groups. The literature on changing
models of care is clear that care for people with multiple needs requires to become more
personalised, more coordinated and more collaborative if patients are to be engaged in optimising
their health, and if both demand on the system and health inequalities are to be reduced. This
means, for example, that Stretch QOF needs to be more holistic, focused on patient outcomes
overall rather than individual disease targets. However, a shift towards more collaborative, co-
produced care requires fundamental shifts in culture, investment in staff (for example training) as
well as time to embed. Achieving this at the same time as seeking to reduce variation between and
within PCNs and manage workforce constraints is a significant challenge. Time, training and
opportunities for co-production and shared reflection on cultural change, in addition to continued
collaboration between public health and primary care to understand the data driving and measuring
this work, are needed to support this shift.

mg Term Conditions covered in this report \

e Hypertension (High blood pressure)

e Atrial fibrillation (a heart rhythm problem, characterised by a rapid, irregular heartbeat)

e Raised cholesterol (Coronary Heart Disease; CHD)

e Familial hypercholesterolaemia

e People who have had a stroke or TIA (transient ischaemic attack, also known as a mini-stroke)

e Diabetes — CVD related risk only (people with diabetes are at increased risk of CVD and a range of
other complications)

< /
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Foreword

In my first Annual Public Health Report for Thurrock, | have chosen to look
back at the impact of the report from 2016, with a view to identifying further
improvements in care for long term health conditions, looking through the
lens of improving outcomes for cardiovascular disease (CVD).

The COVID-19 pandemic has highlighted the impact of profound and enduring
inequalities in health across the country and CVD remains the clinical
condition that contributes most to inequalities in premature mortality across
the community. A relentless focus on improving quality of care for and
reducing inequalities in CVD should not just improve CVD outcomes but also
identify broader improvements in health and care services.

Much CVD care happens in General Practice, and many recommendations
from 2016 were directed at this element of care. Despite the disruptive impact
of the COVID-19 pandemic on General Practice, measurable improvements in
quality of care for CVD since 2016 can be identified in Thurrock. However, we
have also identified inequalities in CVD outcomes that can and must be
addressed, including for people from a minority ethnic background, people
living with serious mental illness and people with learning disability.

Thurrock Public Health Team will continue its close partnership working with
local GPs to build on the gains made since 2016 and close the inequality gaps

we have identified.

Dr Jo Broadbent

Director of Public Health
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Reducing the Impact of Cardiovascular Disease in Thurrock

Annual Report of the Director of Public Health, 2022

Executive Summary

The 2016 Annual Public Health Report for Thurrock[1] explored the sustainability of health and social care
systems in Thurrock, with particular reference to Long Term Conditions (LTCs) amongst adult residents. A
number of issues were highlighted, including variable access to primary care, differences in the quality of
care between practices, and associated impacts on patients and consequent hospital admissions. The report
made a series of recommendations to increase the effectiveness and cost-effectiveness of care in Thurrock
across a range of health conditions. Much has changed since 2016, both proactively in terms of national
health policy and local health systems, and reactively as a consequence of the Covid-19 pandemic. This
report reviews progress since then for one of the LTC clusters outlined in the 2016 report: Cardiovascular
Disease (CVD).

Why focus on Cardiovascular Disease?

Of all the disease groups, CVD causes the highest levels of premature mortality: 1 in 4 premature deaths
(before age 75) in the UK are due to CVD and it is the leading contributor to health inequalities[2]. Analysis
of local data shows that for mortality attributable to socio-economic inequality, CVD is also the greatest
contributor in Thurrock, accounting for 35% of excess deaths[3]. Yet if risks are detected and managed in
line with NICE guidance, focusing on CVD provides the greatest potential to reduce health inequalities and
reduce premature mortality. As outlined by the World Health Organisation (WHO), the key behavioural risk
factors for CVD are smoking, unhealthy diet/obesity, lack of physical activity, and harmful use of alcohol[4],
all risks which can be ameliorated with support and appropriate policies.

What has changed since 20167?

Both national and local drivers of CVD care have developed since 2016. The NHS Long Term Plan, published
in 2019, set out a range of goals for reducing the number of strokes and heart attacks and reducing the
inequalities associated with CVD by 2029, with a particular focus on high blood pressure (hypertension).

Improvements in clinical pathways for CVD in Thurrock have been seen since 2016[2]. However, part-
suspension of QOF during the pandemic has made it difficult to make direct comparisons with the findings of
the 2016 report. (Moreover, exact comparison with the 2016 report is not appropriate due to nationally
driven organisational change in primary care with the establishment of Primary Care Networks). Measurable
quality improvements do include:

e Whilst it is not possible to attribute success to individual initiatives, overall analysis does show that
numbers of diagnoses for hypertension across Thurrock have increased from 1,321 in 2016/17 to 2,567
in 2021/22. There is still a gap between current register numbers for cases of hypertension and the
national target that 80% of expected cases be detected by 2029, but the gap is smaller in Thurrock than
in other areas of MSE. When it comes to treatment of patients on the hypertension register, all four
Thurrock PCNs are working beyond the national target for those aged over 80, and close to target for
those below 80, and again are achieving higher rates of treatment to target than neighbours in MSE.

e There have also been improvements locally in the treatment of patients with atrial fibrillation, where
Thurrock is already exceeding the national target, though when it comes to detection there is still a gap
(of around 260 cases) between the current recorded prevalence and national target.

e There is still a significant gap between expected and diagnosed prevalence of high cholesterol, with
fewer than one third of the expected numbers having a formal diagnosis but the quality of care for those
on Coronary Heart Disease (CHD) registers is high.
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Key Findings and Recommendations

More detail on each of the findings, references and recommendations can be found in the full report.

Key Findings

Recommendations

1 Most of Mid and South Essex is in the
quartile in England with the most
patients per GP, and the situation is
worst in Thurrock, with 2,296 patients
per GP (increased from 2,110 per GP in
2016), which is the third highest list size
per GP in England.

Thurrock Integrated Care Alliance (TICA) should
work with Mid and South Essex ICS to prioritise
support for new models of working and
additional workforce capacity to practices within
Thurrock PCNs, to avoid increasing health
inequalities associated with access and quality in
primary care.

2 The COVID-19 pandemic has exposed
and worsened health inequalities. It
has had adverse effects on people’s
physical and mental health, and on
demand and access to health and care
services, including prevention and
management of CVD.

Refresh the whole-system focus on primary

prevention of CVD post-COVID-19, including:

e Tobacco control

e Reducing obesity

e Focusing on healthy behaviours in early
years

3 The development of Integrated Medical
and Wellbeing Centres (IMWCs) is an
opportunity to deliver:

e More personalised, proactive care,
with a more collaborative and
flexible approach

e Anintegrated service bringing
together health, wellbeing and
social care services in multi-
disciplinary LTCs team:s.

Promote personalised, collaborative and holistic
care planning, for example the House of Care
using an evidence-based model, alongside
instigating long term condition specialists and
multi-disciplinary working within the IMW(Gs.

New models of working should include
maximising potential for risk behaviour services
to target support to patients, including those at
higher risk of CVD, through joint working within
the new IMWC model.

4 The evidence base shows that:

e Focusing on the processes and tools
of transformation is not sufficient
when seeking a shift to co-
production

e Goals linked to the patient’s starting
point will be more successful

e The Patient Activation Measure
(PAM) can assist in segmenting and
prioritising patients with multi-
morbidities and/or complex needs
for care-coordination and support

e Health Coaching can support
outcome improvement through

In designing new holistic care models, TICA

should specifically consider:

e That transformation programmes need to be
built around how to achieve cultural shifts in
practice

e The benefits of health goals being
contextualised within the patient’s life and
personal priorities

e Adopting the Patient Activation Measure
(PAM) to determine patients’ engagement in
managing their conditions, in order to benefit
both individual patients and health
professionals supporting them
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motivational techniques and
focusing on the individual’s starting
point

e Training a range of staff in primary care,
integrated teams and preventative services in
Health Coaching, prioritising patients
identified through PAMs at the lowest levels
of engagement

premature mortality rate in England
due to CVD in people living with SMI in
2018-20. Heart disease is the second
highest cause of death amongst people
with a learning disability.

Despite, this follow-up of risks identified
during physical health checks is low —
for example, fewer than 1/3 of those
with SMI having high cholesterol were
followed up in primary care in 2021/22.

5 Whilst it is not possible to attribute Continue to strengthen the links between public
success to individual initiatives, joint health and primary care, using data to inform
working between public health and improvements. Use Stretch-QOF and other
primary care, such as Stretch QOF, have | approaches to promote case-finding and a
produced measurable improvements in | strengths-based approach to improving
quality of care for hypertension, CHD outcomes, taking into account multi-morbidities,
and atrial fibrillation since 2016. to promote holistic management of LTCs.

6.1 | Case studies of best practice In seeking further improvements in care for
consistently demonstrate the potential | specific CVD conditions (and other LTCs), services
for the wider community health and should consider developing Community and
care workforce to contribute to CVD Allied Health Professional roles (e.g. Podiatrists,
prevention and diagnosis. Physiotherapists, Community Social Care roles)

and considering how broader roles might
enhance LTC services for patients.

6.2 | Given the high quality of primary care Implement systematic and targeted case finding
for those on CVD registers in Thurrock, for atrial fibrillation, CHD and hypertension,
the greatest improvements in including targeting over 65s, those who are
population health through improving housebound, those with higher BMls.

CVD outcomes are likely to be gained by
a focus on reducing gaps in diagnosis.

6.3 | Evidence suggests that the NHS Health Target NHS Health Checks for people at the
Checks programme needs to be more younger age limit in groups known to be at
targeted in order to increase uptake in higher and earlier CVD risk. This includes those in
those with most to benefit — which certain minority ethnic groups, smokers and
includes people living in more deprived | people on obesity registers, as well as residents
areas and/or those from BME groups at | in areas of higher deprivation.
the younger age limit.

6.4 | Thurrock has the second highest Maximise uptake and associated follow-up of

physical health checks for people living with SMI
and who have a learning disability.
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Conclusions

Assessing the impact of initiatives put in place since 2016 to improve CVD outcomes is hampered by the
impact of the COVID-19 pandemic on implementation, changes in access to primary care, the primary care
workforce and data-capture, but there is evidence of measurable improvement in the quality of care for CVD
in Thurrock since 2016. Given the impact of the pandemic, however, on widening inequalities, the case for
improved identification and management of CVD is even more pressing.

The most recent Marmot review[3] stresses the need to re-focus on prevention in order to reduce the
inequalities exacerbated by COVID-19. Given the high rates of smoking and obesity in Thurrock, increased
identification and improved management of cardiovascular conditions will not alone address the inequalities
currently associated with CVD in the borough; prioritising wider action to increase access to healthy foods,
provide support for individuals to manage their weight, increase physical activity and reduce smoking is
required. In addition, opportunities to identify those at increased risk of CVD, through NHS Health Checks
and other case finding programmes, need to be targeted in areas of higher deprivation and for population
groups with most to gain.

There have been some positive changes in primary care staffing since the 2016 report, but these are set
against local and national concerns about ongoing workforce pressures, and Thurrock remains significantly
under-doctored. The first IMWC to open has been in Corringham, where innovative practice in obesity can
already be found. However, in Thurrock there is greater need in Tilbury & Chadwell and in ASOP, both in
terms of constraints on primary care capacity and greater levels of patient need. These areas should
therefore be prioritised for additional workforce capacity and adoption of new models of care, in order to
avoid widening health inequalities further.

Despite the challenges of workforce pressures and the pandemic, there have already been improvements
through initiatives implemented and developed since the 2016 report, notably the use of public health data
to support practices, Stretch-QOF, and generation of additional workforce capacity with new roles in primary
care.

Looking through the lens of CVD care, this report makes further recommendations on how holistic care
activity could be directed to support different patient groups. The literature on changing models of care is
clear that care for people with multiple needs requires to become more personalised, more coordinated and
more collaborative if patients are to be engaged in optimising their health, and if both demand on the
system and health inequalities are to be reduced. This means, for example, that Stretch QOF needs to be
more holistic, focused on patient outcomes overall rather than individual disease targets. However, a shift
towards more collaborative, co-produced care requires fundamental shifts in culture, investment in staff (for
example training) as well as time to embed. Achieving this at the same time as seeking to reduce variation
between and within PCNs and manage workforce constraints is a significant challenge. Time, training and
opportunities for co-production and shared reflection on cultural change, in addition to continued
collaboration between public health and primary care to understand the data driving and measuring this
work, are needed to support this shift.
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1. Introduction

The 2016 Annual Public Health Report for Thurrock[1] explored the
sustainability of health and social care systems in Thurrock, with
particular reference to Long Term Conditions (LTCs) amongst adult
residents. The report, which was extensive, highlighted a number of
issues including variable access to primary care across the Borough,
differences in the quality of care between practices (affecting both
the detection and management of LTCs), and associated impacts on
patients, their health status and consequent hospital admissions.
The report made a series of recommendations to increase the
effectiveness and cost-effectiveness of care in Thurrock. These
included:

e A new model for Primary Care to address under-doctoring
(lower than average ratio of GPs to residents), especially in
the Tilbury and Chadwell area

e Mechanisms to case-find and diagnose patients

e Recommendations to reduce avoidable demand on
secondary (hospital and community specialist) care

e Support to improve the management of LTCs in primary
care

Much has changed since 2016, both proactively in terms of national
policy and local health developments, and reactively as a
consequence of the COVID-19 pandemic. The 2016 report examined
the identification and management of a wide range of LTCs and
disease groups. This report, the 2022 Annual Public Health Report
for Thurrock, considers progress in improving LTC care through the
recommendations of that report by reviewing one of the LTC
clusters outlined in the 2016 report: Cardiovascular Diseases (CVD).
Of all the disease groups, CVD causes the highest levels of
premature mortality and health inequalities, and detecting and
treating CVD, in accordance with NICE guidance, has the greatest
potential to reduce health inequalities and reduce premature
mortality.

One in four premature deaths (death before the age of 75) in the
UK are due to cardiovascular disease, and it is the leading clinical
contributor to health inequalities. However, if risks are correctly

<

/What is Cardiovascular Disease? \

Cardiovascular disease (CVD) is a set
of conditions that affect the heart or
blood vessels. They include, most
commonly:

e Coronary heart disease
e Heart attack

e Heart failure

e Stroke

People with certain Long Term
Conditions (LTCs), including atrial
fibrillation, high blood pressure, and
raised cholesterol, are at higher risk
of ill-health or death from CVD, but
this is reduced if these conditions
are identified and treated. The risk
of developing these conditions
increases with age, for people with a
family history of heart disease,
people with Diabetes, and for
people from south Asian, Black
African or African Caribbean
backgrounds. However, healthy
behaviours and effective treatment
reduce the risk of acquiring these
long-term conditions.

Reducing health risk behaviours—
not smoking, maintaining a healthy
weight and diet, being physically
active, and moderate alcohol
consumption — reduces the risk of
developing these conditions in the

4

first place.

identified and managed, CVD is also the most preventable cause of premature mortality. As set out by the

World Health Organisation (WHO), the key behavioural risk factors for CVD are smoking, unhealthy
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diet/obesity, lack of physical activity, and harmful use of alcohol, all risks
which can be ameliorated with support and appropriate policies. The 2017
Global Burden of Disease study[4] found that whilst there have been
reductions in smoking rates over the last 30 years, England is in the worst
performing group of the 22 countries studied for levels of physical activity,
Body Mass Index (BMI — an indicator of healthy weight) and diet.

After outlining the population of interest, this report first provides an
overview of national and local contextual changes since 2016: those
originating from national policy, and those arising due to the pandemic. It
then briefly outlines the findings of the 2016 report relating to primary care
workforce, and to prevalence and admissions due to CVD. Next it considers
the impact of the 2016 report through summarising current data on CVD
along with data on health inequalities in Thurrock, and initiatives on CVD
put in place after the 2016 report. A literature review (presented here in
summary but full text available) then sets out additional areas for potential
improvement in the detection and management of CVD LTCs. The report
concludes with a range of recommendations for building on the 2016 report
and further improving CVD prevention and management locally.

2. Why Focus on Cardiovascular Disease?

ﬁhy focus on CVD risks? \

One in every 20 people with
untreated high blood pressure
will have a stroke in the next
three years

One in every two people with
untreated Atrial fibrillation will
have a stroke in the next three
years.

BUT

For every 1% increase in
patients identified and
registered as at risk, 65 strokes

could be prevented over 3

= 4

With a rate of 74.5 per 100,000 residents, Thurrock has a higher rate of premature (ie under age 75)
mortality from cardiovascular diseases than the East of England (62.9/100,000) and England (70.4/100,000)
(PHE, 2017-19 data). In 2020, CVD accounted for 18.5% of deaths in Thurrock in 2020 and 13.8% of deaths in
those aged under 75. CVD is also the most significant contributor to mortality attributable to socio-economic

inequality in Thurrock, accounting for 35% of excess deaths[5].

However, much CVD is preventable, and as outlined below there are significant opportunities to save lives,

improve quality of life for patients, and reduce health inequalities associated with poor CVD outcomes. The
national ambition, set out in the NHS Long Term Plan in 2019 and further detailed by Public Health
England[6], is to prevent 150,000 CVD events (in England) over the 10 years to 2029, through increased

detection of risk factors and a higher quality approach to the management of CVD conditions. Locally, if the

health of adult Thurrock residents were typical of that in the national population, this would translate to

preventing 370 CVD events by 2029 (equivalent to 1.1% of non-elective CVD admissions per year). However,

as rates of mortality and morbidity in Thurrock from CVD are already higher than nationally, this should be

very much a minimum target.

Addressing CVD requires a multi-layered approach that can be best conceptualised as a pyramid (see Figure

1). At the base are universal actions also termed ‘primary prevention’ (e.g. local and national policies such as

easy access to affordable fruit and vegetables), then actions that promote and sustain healthy behaviours

(such as support to stop smoking). Further up the pyramid is increased activity to identify risk factors and

early diagnosis of CVD LTCs, some of which needs to be targeted to groups or areas where prevalence is
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higher than average, and finally the smallest number of people require effective clinical management of LTCs
and secondary prevention to prevent adverse outcomes. When opportunities for primary prevention are
maximised, fewer people need complex and costly clinical intervention, as shown in the 2022 report from
the Thurrock Integrated Care Alliance: Better Care Together Thurrock: The Case for Further Change[7]. That
strategy (BCTT Strategy) includes analysis of the extent of avoidable admissions and associated costs from
increased CVD prevention, and sets out in more detail the plan to transform and integrate adult health, care
and third sector services across the district. This APHR report complements that BCTT report by focusing on
the actions taken since 2016 to reduce the burden associated with CVD in Thurrock and the changes in
healthcare since then, and the potential for further action, with the aim of reducing the health inequalities
associated with CVD in Thurrock.

Primary Prevention: Initiatives

Programmes to detect people at risk of
CVD & diagnose LTCs: e.g. NHS Health
Checks, Community blood pressure checks

Primary Prevention: Interventions

Interventions to support healthy behaviours by
individuals e.g. smoking cessation, weight management

Figure 1: Actions required to reduce the impact of cardiovascular disease

Healthy behaviours are key to both preventing and reducing the risk of cardiovascular conditions (primary
prevention), and to limiting the impact of diagnosed CVD conditions (part of secondary prevention).
Moreover, risk factors for CVD, and prevalence of CVD conditions, are higher amongst people living in the
most deprived areas where residents have poorer access to health care — a situation known as the Inverse
Care Law. The 2016 report found evidence of this in Thurrock, with fewer available healthcare
appointments per head than in the least deprived parts of the district. However, since then the former
Thurrock CCG (whose functions have since July 2022 been subsumed by the Mid & South Essex Integrated
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Care System: MSE ICS) has taken action to address this by increasing the number of clinicians available in
primary care (See section 5.6 for further information).

Figure 2 provides a schematic overview of the categories of patients who may benefit from a more
systematic approach to CVD identification management. Patients most at risk of poor health outcomes, but
with most to gain, are those with undiagnosed conditions (shown in in red), and those whose conditions are
not adequately managed (shown in orange). Our analysis of hospital data in the 2016 APHR — refreshed for
this report, is that these patients experience avoidable hospital admissions, along with those patients in the
buff circle, whose condition/s are recorded in primary care but whose condition/s are poorly controlled (for
example whose blood pressure is not at or below the NICE-recommended minimum levels), and those in the
amber circle whose conditions are not only poorly managed but not recorded in primary care records. This
focus on improved detection and treatment of risk factors aligns with the goal in the NHS Long Term Plan to
prevent 150,000 CVD events nationally by 2029(8].

Improve case
finding
Diagnosed,
but not on QOF registers.
Inadequately managed

(T
Systematically identify
patients and add to
QOF registers

Diagnosed, on
register, inadequate
control of risk

(" Improve the clinical
management of LTCs in
Primary and

. on register, Community Care
Prlmar.y Well- (" Improve the clinical
Prevention managed management of LTCs in

Primary and
Community Care

Diagnosed,

Figure 2: Segmentation of patient groups relating to CVD

Improving outcomes for patients with known or hitherto un-identified CVD risks not only benefits
individuals, it also reduces pressures in both primary and secondary care. The majority of adults in Thurrock,
as elsewhere, make very limited use of health services.

Analysis for the BCTT[7] has identified that in Thurrock, greater use of health care is associated with age and
increased morbidities. In Thurrock, just 1% of the population, typically aged over 65 and with high levels of
frailty and/or LTCs, account for 8.8% of the spend on A&E attendances and 26% of the spend on hospital
admissions. Moreover, circulatory diseases (including CVD and diabetes) account for the highest proportion
of hospital costs compared with other types of disease such as cancers: £5.23M in 2019-20. (This situation is
not unique to Thurrock: evidence on healthcare utilisation in England suggests more than a quarter of the
population accounts for more than half of all primary and secondary healthcare use[9].) As the 2016 APHR
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outlined, many of these admissions could be avoided with better identification and management of
cardiovascular conditions, as well as through increased identification of those at risk, benefitting both
residents and the local health system.

3. Context

3.1 National Policy Changes

Since 2016 there have been significant developments in national healthcare policy, with the publication of
the NHS Long Term Plan [2] in January 2019. This acknowledges the challenges facing the health care system
in relation to access, the workforce, increasing demand, joined-up care, quality of care and health
inequalities, and outlines how these challenges may be addressed locally and nationally. Organisationally it
has led to the creation of Integrated Care Systems, which bring together not just healthcare organisations
(including hospital Trusts) but Local Authorities and the Voluntary & Community sector at sub-regional level.
A system priority for the NHS Long Term Plan is digital transformation, though it should be noted that the
pandemic has led to rapid developments in this area, arguably faster than would perhaps have been
achieved otherwise.

The NHS Long Term Plan focuses on a number of clinical priorities, two of which are Cardiovascular Disease
and Stroke, with the overall goal of preventing 150,000 strokes, heart attacks and dementia cases and
reducing the inequalities associated with CVD by 2029. To achieve this, national objectives include:

Cardiovascular Plan

1. Improving the effectiveness of approaches such as the NHS Health Check
Supporting people with heart failure and heart valve disease to access increased testing including in
primary care

3. Working with partner organisations to increase the number of people who know their AF, high blood
pressure and high cholesterol (ABC) status
Increasing access to cardiac rehabilitation

5. Improving community first response and defibrillator access

6. Expanding access to testing for familial hypercholesterolaemia to increase identification from 7% to 25%

Stroke Plan

e Prevention through increased identification and support for ABC Increased access and quality of
rehabilitation services (including working with partners such as the Stroke Association)

Building on these objectives, the National CVD Prevention System Leadership Forum[6] has determined a set
of specific ambitions to reach the NHS LTP goal:

e Detection of atrial fibrillation to increase from 79% to 85% of those expected to have the condition;
Management (those at high risk of stroke to be anticoagulated) to rise from 84% to 90%.
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Does this report align with other
strategies and plans for Thurrock?

Thurrock’s Health & Wellbeing Strategy
(2022-26) has recently been refreshed.
With the vision “Levelling the Playing
Field” it endorses a whole systems
approach for addressing inter-
generational health inequalities and
variation in service access and outcomes.
A statutory document (which must
therefore be taken into account by Mid
& South Essex ICS when planning health
services locally), it covers 6 domains
encompassing health outcomes and
wider determinants of health. Priorities
include creating the four Integrated
Medical Centres (priority 3B),
improvements in the identification and
holistic management of LTCs (priority 1C)
and primary prevention of chronic
diseases through reducing smoking,
obesity, lack of physical activity and
substance misuse (priority 1A).

The Better Care Together Thurrock: Case
for Further Change strategy sets out in
more detail the plan to transform and
integrate adult health, care and third
sector services across the district. This
strategy endorses the Human Learning
Systems (HLS) approach, which
recognises the dynamic nature of
complex systems like healthcare. It
describes how HLS principles, which
include co-design and co-production,
continuous learning and refinement,
supported by quantitative and
qualitative data, will be adopted and
used to ensure that care is built around
outcomes for individuals, not inputs.

Thurrock’s Brighter Futures Strategy
concerns the wellbeing of children &

wng people in the district.

4
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° Detection of hypertension cases to increase from

57% to 80% of those expected to have the condition;
management (treated to target as per NICE) from 56% to
80%.

. Detection of raised cholesterol to increase from
49% to 75% of those expected to have the

condition;

management of high .
What is your ABC?
cholesterol from 35%
to 45% (focused first

on increasing

Knowing three things:

initiation of statins to e If you have atrial fibrillation
people with a >220% e Your Blood pressure
risk of developing CVD e Your Cholesterol level

within 10 years).

The local implications of these targets are explored in
section 5.4 below.

In order to meet its stated aims, the NHS Long-Term Plan
signalled further development and diversity in the primary
care workforce, with an expansion of roles in primary
care. These include Paramedics, Pharmacists (of particular
relevance to people with LTCs to support adherence to
medication) and Physician Associates (who provide
diagnostics under the supervision of a GP, with the aim of
freeing up clinical capacity and reducing GP workload).
Other roles are more holistic, such as Social Prescribers,
and aim to address specific wellbeing and social needs
which impact health. Alongside these workforce
developments, the Primary Care section of the NHS LTP
aims to bring together mental and physical health,
focusing on ‘person’ and ‘place’, with outpatient clinics
brought to the community, and more community teams
providing support in the home. This is to be achieved in
part through the creation of Primary Care Networks
(PCNs). These are informal organisations (i.e. not legal
entities) that encourage collaboration between GP
Practices, Dentists, Pharmacists and other healthcare
providers including mental health.
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3.2 Changes to Health & Care Services in Thurrock

Organisationally, Thurrock CCG is now one of four Alliances within Mid & South Essex Integrated Care
System (formerly Mid & South Essex HCP), which, alongside Thurrock Health & Wellbeing Board and
Thurrock Integrated Care Partnership, make strategic decisions about funding and commissioning of
healthcare services.

Locally, GP practices have grouped into four PCNs:

e ASOP: 6 practices with c. 40,000 patients from Aveley, South Ockendon & Purfleet)
e Stanford-le-Hope & Corringham (SLH): 6 practices with c. 33,000 patients

e Tilbury and Chadwell: 5 practices with ¢.37,000 patients

e Grays: 10 practices with ¢.73,000 patients

Practices within PCNs are expected to collaborate to make best use of staffing and practice across the PCN
and to work together to share good practice and address quality concerns. In 2021, Mid & South Essex HCP
published a new Primary Care Strategy which commits to supporting both the leadership and management
within PCNs and the increased collaboration and integration between community services and primary care
that the locality focus brought by the introduction of PCNs in the NHS Long Term Plan makes possible. An
example is the Integrated Mental Health Team set up in ASOP in 2020, in which mental health specialist staff
(employed by EPUT) work alongside primary care staff. This team provides support to people who need
more specialist care than can be provided in primary care, but who do not meet the threshold for secondary
care services; the team also supports people with severe mental illness to manage their physical health.

Even before the national and MSE strategies were introduced, Thurrock had already made progress in some
of these areas. As outlined in chapter 2 of Thurrock CCG’s Adult Place Based Strategy[10], Physician
Associates and Paramedics were recruited in 2017 to address pressures and quality concerns in Tilbury &
Chadwell PCN, and Thurrock CCG took responsibility for primary care planning locally. Thurrock Council had
already brought in Local Area Coordinators, providing social support to individuals and communities — for
example helping with entitlement to benefits, dealing with debt and money problems, and connecting
people to volunteering schemes. The next steps are to build on this progress across all four PCNs locally.

3.3 The COVID-19 Pandemic

This report is concerned with CVD specifically, rather than the impact of the pandemic on the health of
Thurrock residents overall. However, it is clear that some common general themes arising from the
pandemic will have further exacerbated the gap between health demand and supply, including for the
prevention and management of CVD, as follows:

e There have been changes to the way healthcare is provided, and to how patients access support,
with growth in ‘virtual’ appointments; difficulties or perceived difficulties accessing healthcare
during lockdowns; and increased waiting lists for secondary care which may in turn impact on
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demand for primary care. As an example, May 2020 saw the lowest number of primary care
appointments provided (53,242) and within this, the lowest proportion of face-to-face appointments
(52.5%) and home visits (< 10). It is important to note that whilst the increase in virtual
appointments may be positive for many patients, many others are digitally excluded, which risks
exacerbating health inequalities associated with age and deprivation. As of autumn 2021, 100% of
Thurrock practices responding to the Practice Access Survey were open core hours. However only
42% were providing same day appointments face-to-face against a target of 100%. A fifth of
clinicians were still working from home, limiting the availability of face-to-face appointments.

e There have been adverse effects on people’s physical and mental health. These include worsening of
health due to reduced (or perceived reductions in) access to health care, fear of contracting COVID-
19 reducing help-seeking, capacity constraints leading to longer waits for treatment and elective
surgery, and Long COVID. The pandemic is also likely to have had an adverse impact on the number
of people with long term conditions managed to clinical targets, further widening the health
inequalities associated with CVD. Children are also affected, with NCMP data showing increased
rates of obesity amongst children in reception class and year 6.

e Inorder to ensure that the COVID-19 vaccination programme could be rolled out as fast as possible,
Government released General Practice from many of the requirements associated with QOF
(primary care Quality Outcomes Framework?), firstly to manage capacity during the first part of the
pandemic, then to release capacity for the COVID-19 vaccination programme. In practice, this has
meant delays to the usual schedule of reviews for people with CVD conditions on the QOF disease
registers. In addition, practices were twice directed to suspend locally commissioned services not
related to COVID-19, affecting delivery of services such as NHS Health Checks.

e Finally, but significantly, the pressure of meeting the increased demand for healthcare at the same
time as having to adapt practice or service delivery on an ongoing basis, has had an impact on the
health and wellbeing of healthcare staff.

Most importantly, COVID-19 has exposed and worsened health inequalities. People living in more deprived
areas, people with learning disabilities (LD) and people from Black, Asian and other minority ethnic groups
have experienced higher mortality from COVID-19. This is related to a variety of factors such as housing
conditions, but also in part to the severity and mortality of COVID-19 being increased amongst individuals

! Long COVID is described by the NHS as experiencing symptoms 12 or longer after having COVID-19. See
https://www.nhs.uk/conditions/coronavirus-covid-19/long-term-effects-of-coronavirus-long-covid/

2 QOF (Quality Outcomes Framework) is a primary care incentive scheme set up in the mid 2000s to improve the
quality of care. QOF targets focus attention on detection of patients with particular risks (e.g. smoking) and
improved management of a wide range of long term conditions including those covered in this report.
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with diagnosed CVD or risk factors. Research[11] has identified, for example, that amongst people admitted
with COVID-19 before November 2020, hypertension was associated with 2.6x higher risk of severe COVID-
19 and 2.5x higher odds of mortality, odds were highest for people with coronary heart disease (CHD; 3.6x
higher mortality). Severe COVID-19 was associated with smoking and mortality with obesity (odds 1.8x
higher and 2.2x higher respectively). (The research also identifies the incidence of acute cardiovascular
events and cardiac complications that follow admission with COVID-19.)

The pandemic has also worsened and exposed structural inequalities associated with low income, insecure
or low-paid employment, with associated increases in food and fuel poverty. Other factors which contribute
to health inequity have also worsened including increased caring responsibilities and domestic abuse[12].
Some COVID-19 impacts are already evident — such as the increase in complexity of illness for patients who
did not, or could not, access health care during lockdowns. Other impacts may be yet to emerge, particularly
those relating to changing health behaviours, changed economic or family circumstances, and to Long
CoVID.

RECOMMENDATION: Refresh the focus on primary prevention of CVD post-COVID-19

4. The 2016 Report —a summary of issues relating to CVD

In the 2016 Annual Public Health Report for Thurrock, the authors set out a vision and plans for a sustainable
adult and social care system in the Borough. The report outlined a number of challenges within health and
care system, considering staffing issues, financial pressures on secondary care, increases in demand for
emergency care and the impact of all these on the health of Thurrock residents with long term conditions
(including but not restricted to CVD). The report presented a number of ways in which health and care could
be improved for Thurrock residents whilst making financial efficiencies. These included a specific focus on
the detection and management of long-term conditions including CVD.

4.1 Primary Care Workforce

One of the areas explored in the 2016 report was access to appointments in primary care. In common with
many parts of the country, Thurrock experiences ‘under-doctoring’- a lower ratio of clinicians to residents
than average. Across Thurrock and the UK as a whole, there are variations in the ratio of patients to
clinicians, a situation which is often exacerbated in the most deprived areas (an example of the inverse care
law in action)[13]. It is important to note that this is not a reflection on individual practices, but a result of
the way in which primary care has traditionally been funded, as well as a consequence of staffing pressures
resulting from the age profile of GPs and Thurrock’s proximity to London. In 2016, Thurrock was the 4™ most
‘under-doctored’ CCG in England, with 2110 patients to every full-time equivalent GP compared with the
England average (mean) of 1321, with the practice under most pressure having a ratio over five times that of
England. In addition, all but five Thurrock practices in 2016 had a lower ratio of nurses than the England
average. As the 2016 report makes clear, the ratio of doctors to patients is not the only factor affecting the
availability of appointments. Nonetheless, as the 2016 Thurrock report outlines, difficulty accessing
appointments in primary care is associated with increased hospital admission for CHD and Heart Failure, and
under-capacity in primary care has impacts not just on patient care but also increases otherwise avoidable
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clinical exacerbations resulting in pressure elsewhere in the health system. As an example, it was estimated
in the 2016 report that every 1% increase in availability of GP appointments would lead to a reduction of 109
emergency admissions for heart failure.

4.2. Prevalence and Management of CVD in Thurrock in 2016

Public Health England (PHE) used a range of data to predict the prevalence rates of long-term conditions at
General Practice, and now PCN, level. These could then be compared with the diagnosed rates reported
through the QOF framework.

Analysis of QOF data in 2016 (comparing individual practice data from 2014-15 with 2016 PHE estimates)
found significant gaps between the reported numbers of patients on disease registers for hypertension,
stroke/TIA and CHD and the numbers that would be expected using PHE prevalence estimates (these take
into account demographical variations between practices and PCNs). For example, in 2016 hypertension
registers were on average 68% complete versus expected prevalence, with significant variation between
practices. Table 1, from the 2016 Report[14], shows the recorded and expected prevalence for certain
conditions (the original table included COPD), and the estimated number of patients yet to be diagnosed.

Long Term Condition Recorded Prevalence Estimated Prevalence Additional Number of
(i.e. people already Undiagnosed Patients
diagnosed) based on the estimated

prevalence

Stroke (2016) 1.51% 3.70% 3,540

Hypertension (2016) 14.08% 20.95% 10,983

CHD (2016) 2.78% 7.58% 7,521

Diabetes (2016) 6.3% (17+) 7.9% (16+) 2,109

Table 1: Estimated gap between expected and recorded prevalence of CVD conditions (adapted from the 2016 APHR)

Analysis of QOF data for the 2016 report also suggested concerns around the management and quality of
care for many patients diagnosed with CVD conditions. There were significant gaps recorded for the number
of patients treated to NICE-recommended clinical thresholds. For example, the number of patients
diagnosed with atrial fibrillation with a CHA2DS2-VASc score >1 but not prescribed (or exception-reported)
an anti-coagulant was 247. This is significant because 50% of these patients were estimated to be at risk of
having a stroke within 3 years.

4.3 Recommendations of the 2016 Report Relating to CVD

The 2016 APHR calculated the number of hospital admissions and A&E attendances that might be avoidable,
if Thurrock patients were diagnosed and treated to target, and the potential cost-savings associated with the
reduction in admissions, leading to the following recommendations:

e Further investigation of the GP practices with the highest rates of admission for ‘ambulatory care
sensitive’ conditions (angina, congestive heart failure and diabetes), with the implementation of a
practice scorecard and facilitating the sharing of best practice.

e Redesign and procurement of a healthy lifestyle service with a focus on those patients with LTCs

e Support for a whole system approach to reduce obesity prevalence
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e Implementation of a hypertension case-finding and Clinical Management Improvement Programme

e Treat more heart failure patients with effective medication, with support from the Public Health
team via further analyses and the creation of bespoke SystmOne reports.

e Support more patients with effective blood pressure control (e.g. as above)

e Significantly increase primary/community care capacity in Thurrock including better skills mix of staff
with GP surgeries

e Expediate building the four Integrated Healthy Living Centres (now Integrated Medical & Wellbeing
Centres) in Purfleet, Tilbury & Chadwell, Grays and SLH

5. Thurrock in 2022

5.1 Health Inequalities in Thurrock, 2022

There is variation in health outcomes across Thurrock and between Thurrock and neighbouring areas, driven
by broad and complex factors. Health inequalities between populations manifest as differences in life
expectancy. In 2020, life expectancy was significantly lower in Thurrock than average across England for both
men (78.3 years vs 79.4 years) and women (82.6 years vs 83.1 years), and the lowest in MSE ICS (see Figure
3)

Life Expectancy at birth in MSE by Sex and Deprivation
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Figure 3 — Life expectancy at birth in MSE ICS at district level (ONS, 2020; Fingertips)

Healthy Life Expectancy (HLE) is how long an individual can expect to live in good health. Variation in HLE is a
measure of the health inequity that exists within and between populations. HLE in Thurrock is 63 years for
males and 61 years for females, but this hides considerable variation within the local community. Individuals
in the least deprived parts of Thurrock can expect to live between 6.4 to 8.7 years longer than those in the
most deprived areas. In terms of HLE, people in the most affluent areas of Thurrock experience 8 years more
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healthy life than those in the most deprived, with women in the most deprived areas experiencing 22 years
in poor health.

In terms of socio-economic inequality, Thurrock has a larger proportion of its population clustered around
the England average deprivation level than is typical for the country as a whole: around 11% of the Thurrock
population live in the 20% least deprived areas nationally, and around 11% live in the 20% most
deprived[15]. Overall, local data show that the local authority district of Thurrock has the 3™ worst mortality
rate attributable to socioeconomic inequality in Mid & South Essex, with circulatory conditions being the
greatest clinical driver[15]. Detailed information about the impact of socio-economic inequality on health in
Thurrock can be found in the Thurrock Health & Wellbeing Strategy 2022-26[16].

Figure 4 shows the populations covered by the four PCNs in Thurrock, and their relative deprivation, clearly
showing the difference in area-level deprivation for Tilbury & Chadwell and ASOP patients, and those in SLH
and Grays.

@mw-uk IMD Deprivation (2019), PCN Boundary and Thurrock GPs

IMD 2019

P Rownclaey. . 5.253 - 8,059
Cssor I 2060 - 12412
] Grays B 12,413 - 18,395
s [ 18396 - 23,408

) ruvury & chadwen [ 23,409 - 27,515

Figure 4: Map of Thurrock District, showing PCN boundaries and IMD 2019 scores. A higher IMD score indicates a higher level of
deprivation.

5.2 Prevalence and Management of CVD Risks in Thurrock in 2022

As noted above, QOF reporting found under-diagnosis of CVD and variation in care quality across Thurrock
practices in 2016; addressing this variation in quality between practices was a key reason for implementing
the initiatives outlined above. The key question, therefore, is what difference this focus and activity has
made to the detection and management of CVD conditions in Thurrock. For methodological reasons
(including the fact that the earlier report analysed data by practice, but data are now presented by PCN, and
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the impact of COVID-19 on QOF data collection) direct comparisons are not made with the data in the 2016
report. Available data are used to assess trends, and to explore the situation now for three key areas of
focus in the national CVD plan: hypertension, atrial fibrillation and familial hypercholesteremia.

5.3 Prevalence of CVD Conditions

Figure 5 below shows recorded prevalence of diagnosed CVD conditions across the four PCNs for the last
period with full QOF data (2019/20 as reporting was paused for some indicators during the COVID-19
pandemic). Given the higher levels of socio-economic deprivation in the areas covered by the ASOP
practices compared to Grays or SLH, true prevalence of CVD LTCs would be expected to be higher. As the
comparison in Table 2 shows, the gap between estimated and recorded cases is highest in ASOP,
representing a higher proportion of residents undiagnosed and untreated.

Thurrock QOF Prevalence by PCN, 2019/20
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Figure 5: Prevalence of CVD long term conditions by PCN (2019/20 data, the latest available)

PCN PHE Estimated Recorded PCN
Prevalence Prevalence 19/20
ASOP 20.20% 13.02%
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Grays 18.95% 12.55%

SLH 22.32% 16.89%

Tilbury and 21.80% 15.95%
Chadwell

Table 2: Estimated Hypertension prevalence by Thurrock PCN (Source PHE)

In all four PCNs, hypertension is the CVD condition with highest recorded prevalence locally. It is also the
most common risk condition for CVD mortality and morbidity in England, the most common morbidity across

all LTCs amongst patients on primary care disease registers[9], and significantly associated with health

inequalities. However, many residents have more than one CVD condition (with or without other LTCs).

Figure 6 provides an illustration of the overlap between CVD conditions.

QOF Register Overlap:

% of Combined Cohort of CVD (defined as a diagnosis of CHD and/or HF and/or Stroke/TIA), Diabetes, Hypertension
in different segments
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Figure 6: Overlap of recorded CVD conditions for patients on primary care registers

The more conditions a person lives with, the more frequent appointments and interactions they have with
health professionals. However, initiatives implemented to improve prevention and management of CVD can
lead to improvements for other disease groups (and especially for individuals with multiple LTCs) and inform
actions to be taken across health and wellbeing services. In Thurrock, the highest rate of multi-morbidities is
found in Tilbury & Chadwell PCN, consistent with higher socio-economic deprivation levels, with 45% of
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patients on a register having more than one LTC. Using the number of LTCs to signify complexity of health
care need, table 3 shows the relative complexity of need in each PCN.

PCN % of LTC individuals % of LTC individuals
with more than 1 with more than 2

Grays PCN 40% 14%

Tilbury and Chadwell PCN 45% 17%

ASOP PCN 39% 14%

Stanford-Le-Hope PCN 42% 15%

Total 41% 15%

Table 3: Patients with multiple Long Term Conditions in Thurrock PCNs

5.4 Measures of quality in the diagnosis and treatment of CVD conditions

PHE calculations show that the expected number of patients on primary care registers by April 2020
increased due to the increase in population. As in 2016, there are gaps between reported and expected
prevalence for CVD conditions, as shown in Figure 7.

Incompleteness of Thurrock QOF Long Term Condition
Disease Registers - 2019/20

O Diagnosed and on the QOF Register O Undiagnosed
40,000 A

35,000 -
11,409
30,000 - (30.8%)
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10,000 - 8,431
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5,000 - 3,599 (56.7%)

4,334 2,743
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Ischaemic Attack (TIA)

Figure 7: Difference between actual and expected numbers of patients recorded on primary care CVD registers

Further analysis, using 2019/20 data on hospital admissions data and QOF registers has suggested that some
patients admitted to hospital due to a LTC or with stroke/TIA were not subsequently added to the relevant
register in their practice. This is important because the purpose of primary care registers is to ensure
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patients with known CVD risks receive the correct treatment, and the analysis suggests an opportunity to
improve clinical management for these patients.

Once patients are listed on QOF registers, practices are required each year to treat a set percentage of them
to NICE-identified clinical treatment targets in order to attract payment. As with case-finding, there are gaps
between the number of people recorded on QOF registers, and the number or percentage of those who are
treated to target. Comparison with Thurrock’s CIPFA neighbours (areas with similar demographics to
Thurrock) does suggest that there are individual indicators where all the CIPFA neighbours struggle to reach
target, for example two concerning blood pressure measurement (HYPOO7 and STIA010), others where most
(including Thurrock) succeed, and a limited number where there may be some potential to close the treat to
target gap, as for instance with the atrial fibrillation target shown in Figure 8.

AF006 - Thurrock compared to CIPFA Neighbours, Patients on the Register, Not being Treated, 2019/20
8% 1
7% 1 6.61%
6%

5%

4.08%
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2.13%  2.03%
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1.35%  1.22%

No Data No Data

Figure 8: Comparison of Thurrock with similar authorities for the percentage of patients with atrial fibrillation not assessed using the
CHA;,DS,-VASc score

In general, quality of care for those on CVD primary care registers, as measured by QOF, is high and
compares favourably to England averages and CIPFA neighbours (see below). This suggests that further
improvements in population health are likely to be gained by a focus on reducing the gaps in diagnosis in
particular.

Hypertension

Since 2016/17, diagnosis of hypertension has (with the exception of 2020/21, which was likely affected by
COVID-19 restrictions) increased annually from 1,321 in 2016/17 to 2,567 in 2021/22. Attribution to
individual elements of interventions to increase hypertension case-finding is unclear, but the combined
result of measures implemented overall are positive. This is, however, balanced by individuals who leave the
register, due either to the higher rates of CVD mortality in Thurrock or to resident mobility out of the area.
Adjusting for population increase, this has resulted in a relatively constant estimated register completeness
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of between 67.6% and 70.0% in the period 2016/17 to 2020/21. Within Thurrock there is some variation
present, with the highest underdiagnosis rate in ASOP, and the lowest in SLH.

Without these initiatives, it is likely that the percentage register completeness would have fallen. Population
Health Management data shows that in 2019/20, the estimated completeness of hypertension registers was
higher in Thurrock than in the other areas of MSE[15], suggesting that Stretch QOF and detection efforts
applied in Thurrock have had an impact on clinical practice, despite the constraints of the pandemic.

There is a national target to reduce the current gap to 20% by 2029. This would require a further increase in
case finding of around 650 individuals per year (over and above the 2,567 currently identified annually).

Data from 2020/21 reveals inequalities in blood pressure testing in primary care by age in particular
(younger age bands being much less likely to be checked), with some inequality also persisting by sex and
ethnicity, but not by deprivation [12]. Analyses also show an inequality in under-diagnosing in certain ethnic
groups.

HYP Total Diagnosed vs Undiagnosed Target, 2016/17 - 2020/21
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Figure 9: Increases in diagnosed cases of Hypertension between 2016-17 and 2021-2022

For treatment to hypertension targets (a measure of quality of clinical care), all four Thurrock PCNs are
working beyond the national target for those aged over 80 (HYP0OO07), and close to target for those under 80
(HYP0O03), as shown in Figure 10 below[2]. All PCNs are performing better on treatment to target than
average for England for both age groups. Similarly, QOF treatment to target indicators were also higher in
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2020/21 in Thurrock than other areas of MSE, again suggesting that the combined initiatives in Thurrock
have had a positive impact on clinical care.

Percentage of diagnosed hypertensive patients who are treated to target,
by Thurrock PCN, 2019/20
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Figure 10 Thurrock patients on the hypertension register being treated to target

Coronary Heart Disease and Hypercholesterolaemia

Total blood cholesterol is an important predictor of CVD events, particularly coronary heart disease. QOF
registers for CHD include patients prescribed statins for atherosclerosis, and the national ambition is that
45% of adults aged 40-74 identified as having a significant risk of CHD are treated with statins. In Thurrock in
2016, 36.7% of the estimated prevalence of CHD was diagnosed. Unlike for hypertension, data from 2021/22
suggests that diagnosed prevalence has decreased to 30.7% with an estimated 9,615 residents having
undiagnosed CHD. Whilst some of this decrease in detection rate is associated with increase in population, it
is likely that factors related to COVID-19 (including access to primary care and the suspension of some QOF
measures) will have had an adverse effect in this area.

For those who are on the CHD register, measures of therapeutic treatment and blood pressure management
(QOF CHDO0O05, 008, 009; 2019/20) show that Thurrock performs better than average for England and
compares favourably to CIPFA neighbours, being the best performer in the group for blood pressure
management in CHD[2].

Around 100 more Thurrock patients with familial hypercholesterolaemia have been identified since the 2016
report. The national target (25% of predicted prevalence range to be detected by 2024), applied to Thurrock
is for 225 patients (at the upper end of the predicted range) with the condition to be identified. This target
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has already been exceeded. It is important to note that around 50% of men and 30% women with this
condition will develop heart disease before the age of 55 so early detection through NHS Health Checks and
practice screening could have significant impact on both morbidity and premature mortality.

Atrial fibrillation

One of the concerns in the 2016 report regarding the detection and treatment of atrial fibrillation was the
number of patients known assessed as at risk (using CHA2DS2-VASc) but not being treated with anti-
coagulants (AF006). The number in 2016 was 247 patients, assessment using 2019/20 data finds that this has
reduced, with 182 patients yet to be treated [2](out of 2,230, allowing for the number locally exempted due
to personalised care adjustments). Thurrock is thus already exceeding the national target of 90% in this area
and has made improvements in treatment since the 2016 report.

The other national plan target relating to atrial fibrillation is detecting 85% of predicted prevalence. Analysis
of local data from 2019-20 suggests that 77% have been identified (are recorded on registers) so far, and
around 260 cases are yet to be detected to reach the 85% target.

5.5 Inequalities and CVD

Nationally, premature mortality for all causes (deaths under 75 years) correlates with increasing deprivation,
a pattern also found in premature mortality from CVD specifically. CVD is also one of the 5 key clinical
pathways in the NHS Core20Plus5 approach to health inequalities®. Analysis of local data shows that
Thurrock has the highest level of premature mortality in MSE ICS, with CVD being the largest underlying
clinical cause. For mortality attributable to socio-economic inequality, CVD is the greatest contributor in
Thurrock, accounting for 35% of excess deaths [12].

Whilst this report primarily concerns CVD, it is important to note the high health inequalities and lower life
expectancy due to CVD associated with serious mental illness (SMI) such as schizophrenia or bipolar
disorder, and the often complex interactions for those with multiple physical and mental morbidities[9]. For
people with SMI, increased prevalence of smoking, diabetes and obesity contribute to increased risk of CVD
and a three-fold excess death rate from CVD in those aged under 75 compared with the general
population[17]. In Thurrock, this appears to be particularly acute, with the borough having the second
highest premature mortality rate in England due to CVD in people living with SMI in 2018-20[18].

In addition, whilst rates of smoking and drinking are lower for people with learning disabilities than for the
general population, other risks — notably poor diet, high rates of obesity, and low levels of physical activity —
are higher [19] and heart disease is the second highest cause of death amongst people with a learning
disability.

3See https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-

programme/core20plus5/
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Inequalities exist not just in CVD rates and outcomes between different community groups, but also in CVD
diagnosis and quality of care. Primary care data extracted by the Public Health team in 2022 shows that for
all CVD conditions, the diagnosis rate in Thurrock for all non-White ethnic groups is lower than for White
groups, despite the higher prevalence of CVD among certain minority ethnic groups, particularly South Asian
and Black Caribbean communities, compared to the general population[20].

5.6 Health Behaviours and Health Inequalities

The behavioural risk factors for CVD are more prevalent in areas of higher deprivation and amongst certain
population groups. People living in the most deprived areas of England are known to be 30% more likely to
have high blood pressure, and four times more likely to die prematurely from CVD than those in the least
deprived areas (pre-COVID).[6] The Global Burden of Disease study identifies that in 2019, tobacco use, high
blood pressure and a variety of dietary risks are the greatest cross cutting health risk factors in Thurrock[21].
These are the factors that will have the greatest impact on population health and health inequalities as well
as health and social care demand in future. Smoking and obesity are key modifiable risk factors for CVD that
are strongly correlated with deprivation. This is borne out locally; estimates from PHE suggest smoking rates
are highest in Tilbury & Chadwell PCN (22.0%) and lowest in Grays (16.6%), and at 17.5%, overall smoking
prevalence in Thurrock in 2020 is significantly higher than both the England (13.7%) and Essex (13.2%)

‘ Percentage of oK
inactive adults - :h‘?'?ta'

28.8% i

2019/20

averages. In 2022, primary care records indicated that 18.2% of adults in Thurrock were smokers. Rates of
adult obesity are also higher, at 69.4% for Thurrock compared with 62.3% for the East of England. QOF data
show variations between PCNs for obesity; again this shows the rate as lowest in Grays (9.5%). The highest
rate is reported in SLH (11.8%), though this may be an anomaly due to higher quality of QOF reporting; rates
in Tilbury & Chadwell and ASOP are both over 10%.

Rates of childhood obesity have also increased. The National Childhood Measurement Programme (NCMP)
measures children’s weight in reception and year 6. Due to the pandemic, data for 2020-21 is not yet
available, but as shown in figure 11, rates of childhood obesity in Thurrock have been consistently higher for
Year 6 children than either national or East of England for several years and show a sharp increase for
reception children.
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Figure 11: Childhood Obesity in Thurrock (NCMP data)

5.7 NHS Health Checks

Local Authorities are required to commission or provide NHS Health Checks as part of the national
programme, which is the only mandated population-level provision for primary prevention, promotion of
healthy behaviours, and identification of CVD risks. In Thurrock, NHS Health Checks are provided partly in
general practice and partly by the Thurrock Healthy Lifestyles Service (THLS). (Checks are offered every five
years to people aged between 40-74 who are not already on CVD registers but may have other LTCs such as
asthma). Where CVD risk is found to be high, residents are given lifestyle advice, and referred to their GP for
follow-up and clinical management as required (for example prescribing for hypertension or high
cholesterol, or referral to the NHS pre-diabetes programme).

Local data, see figure 12 below, shows that of 22,132 health check invites sent in the five years 2016/17-
2020/21, 14,016 health checks were conducted (based on 2022 GP registers).

Health Check Invites & Completions for 2016/17 - 2020/21 per age band based on Thurrock GP patient
register
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Figure 12 Invitations and Uptake of NHS Health Checks by eligible age band, Thurrock 2016-2021

Completed checks are higher amongst the older age groups, suggesting higher levels of engagement
amongst older eligible residents. However, increasing engagement with younger age groups would enable
more people to be supported to make changes at an earlier age, with potentially more impact on CVD in the
long term.

Nationally, evidence (see summary literature review in section 9 below) suggests that the NHS Health Checks
programme needs to be more targeted in order to increase uptake in those with most to benefit — which
includes people living in more deprived areas and/or those from BME groups at the younger age limit —in
order to contribute to a reduction in health inequalities. Currently, follow-up for those people identified as
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having higher CVD risk (for example requiring statins or blood pressure management) is dependent on
individuals making contact themselves with their GP practice — a potential barrier.

RECOMMENDATION: Target NHS Health Checks for people at the younger age limit, in
groups known to be at higher and earlier CVD risk. This includes those in certain minority

ethnic groups, smokers and people on obesity registers, as well as residents in areas of

higher deprivation.

5.8 Serious Mental Illiness and Learning Disability Health Checks

Patients with a diagnosis of SMI or who have an LD should receive an annual health check covering various
aspects of their physical health. Both of these checks differ to the NHS Health Check in that they are
completed by different professionals (the PCN Mental Health Practitioners complete the SMI Health Checks
and the LD nurses complete the LD Health Checks), and performance/uptake statistics are reported
separately. Improving outcomes for people with SMI and LD is a shared responsibility; the checks are
commissioned to ensure that the specific needs of these patient groups are identified and can be followed
up in primary care and by other appropriate services.

In the case of the SMI Health Checks, there are a number of mandatory components (six), which must all be
completed within the 12 month period in order to count as a complete check; along with a number of other
components that, whilst they are not mandatory, they are recommended. Performance for the SMI Health
Checks has traditionally been viewed as successful in that overall uptake of the check has increased, now
56%, close to the national target of 60% uptake; but less focus has been given to the follow up elements —
i.e. the onward referrals/care that is given when a need is identified. This is particularly important for SMI
patients, who already suffer from poorer cardiovascular health and subsequently have high rates of
premature mortality due to cardiovascular health problems. Analysis of local data from 2021/22 has
indicated that, for example, whilst the majority of SMI patients had their BMI recorded and a discussion
logged about their weight, a low proportion of them had a record of onward support or advice (only 345/787
or 44% in 2018-20), and this is corroborated by low numbers of referrals received by weight management
services following on from these checks. Similarly, out of 1,242 SMI patients eligible for blood lipid
(cholesterol) interventions, only 383 had a follow up offer recorded (31%). This therefore could mean that
preventative opportunities for early intervention are being missed in this higher risk group. Even within the
SMI cohort, there are certain groups who are even less likely to have had the full checks completed, nor the
onward interventions undertaken. The MSE ICS Population Health Management (PHM) team identified these
to be younger adults (30-39 year olds), and those with an ethnicity record of Asian, Mixed or Unknown.

LD Health Checks also cover a number of questions about cardiovascular health, but the follow up
activities/interventions are not routinely reported in the same way. So although it is reported that Thurrock
performs well with LD Health Checks compared to other areas, it is unknown how successful they are in
prevention of onset of further cardiovascular complications. A pan-Essex thematic review was undertaken of
the LD deaths in 2021-22, and there were a number of recommendations posed relating to changing
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processes, improving partnership working, staff training and data validation, all of which should contribute
towards improved physical health outcomes in the future. In particular the recommendations include:

e Annual Health Checks should be face to face and should cover all items specified so as to be a
comprehensive check of physical and mental health, (not just height, weight and blood pressure)
including a medication review and a review of any known conditions.

e Annual Health Checks must result in a Health Action Plan which is shared with the adult and anyone
supporting them.

A Southend, Essex and Thurrock (SET)-wide LD forum, comprising of representatives from Local Authorities,
NHS commissioners, providers and clinicians, is developing a programme of work aligned to delivering on
these recommendations. Close working between this SET-level forum and Thurrock colleagues should ensure
that prevention initiatives are prioritised and that there is no duplication. The forum colleagues have
recently reviewed the paperwork around the LD Health Check for example to ensure the same easy read
information is given out to all patients.

RECOMMENDATION: Maximise uptake and associated follow-up of physical health
checks for people living with SMI and people who have a learning disability. A targeted
approach to SMI physical health checks across younger age groups and lower uptake
ethnic groups should be a priority.

5.9 Support with Healthy Behaviours

Many residents, both those known to have CVD conditions and therefore requiring support with secondary
prevention, or those at greater CVD risk due to lifestyle factors (primary prevention), could benefit from
support to manage healthy behaviours. Locally, THLS provides access to Weight Management programmes
and support to stop smoking for residents of Thurrock. The 2016 APHR report included a recommendation
that the service (at that point known as Vitality) be redesigned and procured with greater focus on lifestyle
support for those with established LTCs. Changes were made to service management during 2017-18,
including establishing a single point of access, but delivery remains largely as before. Redesign is still
required in order to increase focus on delivery to those experiencing the greatest health inequalities -
whether related to areas of deprivation or protected characteristics such as people with severe mental
illness. Work is however underway to engage and train a wider group of staff such as social prescribers in
delivering brief advice to support smoking cessation, but there could be opportunities to target and expand
the provision of advice to people with LTCs through providing training to the new primary care roles within
the four PCNs. Currently, services are as follows:

e The Stop Smoking service provides access to CBT with and without Nicotine Replacement Therapy or
Vaping; it continues to operate as a telephone-based service since the pandemic in response to
client demand. Clients can self-refer or be referred by a member of the primary care team including
Social Prescribers, Local Area Coordinators and other Council Officers. Thurrock Public Health Team
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completed a Whole System Tobacco Control JSNA in 2021[22]. This recommended enhanced
targeting of smoking cessation support to address inequalities. To address this during 2022-23 one
practitioner is providing smoking cessation training and support to staff in GP practices in the 8 most
deprived wards (funded through funds provided to help authorities manage and reduce the impact
of COVID). MSE ICS Health Inequalities funding will also enable a further practitioner to offer support
via employers, targeting those in routine and manual occupations, who have higher rates of smoking
nationally.

e Limited support to lose weight for people above certain BMI thresholds is available, on referral from
primary care, either via Slimming World or the Exercise on Referral programme with local leisure
providers Impulse Leisure. The NHS in south Essex has also commissioned tier 3 obesity services. The
review of the Whole System Obesity programme gives an opportunity to enhance alignment along
the obesity pathway. Support for families with overweight and obese children continues to be
offered in 2022/23 through BeeZee Bodies.

e There is some access to support through the Exercise on Referral programme with Impulse Leisure
for residents with diagnosed LTCs needing targeted support to increase their level of physical
activity, although this is only available in part of the district and on referral from a clinician. Capacity
for enhanced access to free physical activity classes was expanded and diversified (for example
including Zumba and Bootcamp) during 2021-22 using central government funding, however this
funding stream has not been extended.

e There are a range of community and grass-roots physical activity offers and schemes in Thurrock,
funded through a variety of routes. Active Thurrock * is a community activity network with
representatives from Active Essex, Thurrock Council and local organisations within the statutory,
voluntary and private sectors. Its recent Find Your Active campaign has provided universal
encouragement and information about physical activity as we emerge from the COVID-19 pandemic.

e A number of pilots are underway to address obesity locally. These include the Corringham IMWC
obesity pilot to deliver a holistic and personalised response to residents at high risk of obesity (see
box below) and Active Minds, a pilot between Active Essex and Thurrock & Brentwood MIND to
provide service users with free exercise opportunities to increase their confidence and better their
physical and mental health. These pilots will be critically evaluated to determine the appropriateness
and feasibility of future expansion.

e Anintegrated drug and alcohol misuse treatment service for adults is provided by Inclusion Visions
Thurrock (IVT), an NHS service which is part of the Midlands Partnership NHS Foundation Trust. The
service provides a single point of contact and a range of interventions focussed on the recovery of
adults from illicit and other harmful drug and alcohol misuse for residents registered with a Thurrock

4 https://www.activeesseximpact.org/thurrock
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GP. Access to the service is via referral, self-referral and engagement with outreach initiatives
undertaken by IVT. A young person's substance misuse treatment service is provided by Change
Grow Live (CGL) Wize up.

Thurrock Public Health Team are leading on refreshing local health risk behaviour support programmes
in order to reach their full potential to improve local health outcomes. This will include:

e Public Health will provide strong strategic leadership to engage with stakeholders across the system
to reinvigorate the Making Every Contact Count (MECC) programme, incorporating a number of
healthy behaviours, including smoking, alcohol, healthy weight and physical activity.

e The forthcoming Whole System Tobacco Control Strategy, based on the Tobacco Control JSNA, will
consider both whole population and targeted approaches to reduce inequalities to meet the
national smoking rate ambition of 5% by 2030. We already know that minority ethnic communities
have been under-represented in the Stop Smoking service over the last 5 years, with “White British’
residents representing 85-92% of service users despite representing 80.9% of the Thurrock
population. Targeted groups will include routine and manual workers, people living with mental
health problems, and people from minority ethnic groups under-represented in the current service
profile.

e Public Health are currently undertaking a refresh of the Thurrock Whole Systems Obesity Strategy,
as the previous one is now out of date. The new strategy will have a key focus on reducing obesity
related health inequalities, for example through expanding the Healthy Start scheme. Targeted
consultation will be undertaken with groups at highest risk to ensure future delivery meets their
needs. A review of the commissioning of local weight management and physical activity services will
also be undertaken.

e Alongside the commissioning of weight management services, we will implement a ‘Health in All
Policies’ approach to ensure that Whole Systems Obesity is everybody’s business. There are also
plans to implement a Thurrock pilot similar to the London Superzones programme. We will do this
through the Planning for Healthier Places JSNA that is currently in development, which will form a
key part of evidence for the Local Plan and influence relevant planning, development, and
regeneration decisions.

5.10 Primary Care Capacity

5.10.1 Appointment Availability

Ease of access to primary care is key to patient engagement and thus to effective management of LTCs. The
pandemic led to rapid changes in access to, and availability of primary care. Overall, although there has been
an increase in primary care capacity since the 2016 report, there are still significant concerns about the
number of GPs in Thurrock- for example, the recent engagement exercise on Thurrock’s Health and
Wellbeing Strategy 2022-26 identified concerns about access to primary care as a key theme from the
engagement[23]. This was also a recurring theme in recent conversations recorded by Thurrock CVS’
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Community Builders and aligns with national analysis which shows increasing workforce pressures for GPs,
especially in areas of deprivation, with 1.4 fewer GPs per 10,000 patients in the most deprived areas than in
the least deprived areas and associated risk of widening health inequalities[24]. Whilst the total number of
appointments available in Thurrock has increased, with the number of appointments provided April-
November 2021 exceeding that in the equivalent period in 2019-20 (pre-pandemic) by 6,791 (1.1%), this is a
lower increase than for the other CCGs in Mid & South Essex (source: NHS Digital). Basildon & Brentwood
CCG, by comparison, has seen an increase in appointments of 10.5% over the same periods.

Over the last two years there have been changes in the type of appointments offered and the staff providing
them. A continued legacy of the pandemic is an ongoing lower proportion of face-to-face and home visits
than pre-pandemic, with the proportion of face-to-face appointments provided in Thurrock between April-
November 2021 being 26.3% lower than for the same period in 2019. As changes in staff roles and workforce
constraints have coincided over the pandemic any perceived impact from changes in appointment type
should be viewed with caution. It is known that the change in appointment types has, for instance, led to
frustrations for patients having to access general practice via old telephone systems. However it is
important to note that for some patients, increased flexibility in appointment types may be positive,
enabling people to attend a telephone appointment during the working day; research from The Health
Foundation in 2018[25] found that 30% of people with four or more LTCs (out of a list of 36 conditions) were
of working age. Shifts in the type of staff providing primary care appointments in Thurrock appear to reflect
the expansion of roles within the PCNs. Figure 13 provides an illustration, showing an increase in the number
and proportion of appointments offered by nursing and ‘other’ staff compared with GPs.

Primary Care Appointments by Staff Type in
Thurrock practices, April 2019 and November

2021
60000 48155
40000 36227
0 —
GP Nurse Other

H Apr-19 Nov-21

Figure 13: Change in primary care appointments by staff type

Data on types of appointment and type of professionals involved is not available at PCN level, but additional
CCG provision in Tilbury & Chadwell since 2016 has improved capacity in that PCN. It is important to note
that despite the improvements in Tilbury & Chadwell and the expected increase in additional roles due to
the NHS LTP, Thurrock remains significantly ‘under-doctored’. Analysis by the Nuffield Trust in April 2022[26]
shows that most of Mid and South Essex is in the worst quartile for the number of patients per GP, but that
the situation is worst in Thurrock, with 2296 patients per GP (increased from 2110 per GP in 2016), which is
the third highest list size per GP in England.
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Early analyses by the PHM team suggest that primary care resources are not currently distributed equitably
in relation to need, across Thurrock and beyond. Work is being undertaken to look at the impacts of this
inequity and to estimate how we would “close the gap” to bring all areas in line with SLH —the PCN which
currently has the most generous provision compared to population characteristics.

5.10.2 Skill mix in primary care

The Kings Fund, in their report on Innovative Models of General Practice[27] (which preceded the
publication of the NHS Long Term Plan), stress that new roles in primary care should supplement, not
substitute, traditional clinical roles. The 2016 APHR highlighted particular pressures in primary care in the
practices that now form Tilbury & Chadwell PCN, which led to additional capacity being commissioned by the
CCG. Analysis of the primary care workforce in Thurrock in November 2021 suggests a modest expansion in
the number of full-time-equivalent pharmacists employed across the four PCNs (from 4.9 FTE in 2016 to 6.8
in November 2021), but a very limited increase in Allied Health Professionals or paramedics (0.5 and 1.0
respectively across all four PCNs). The largest increase in staffing since 2016 has been in the new role of
Physician Associate, the largest number of whom work within Grays PCN. Overall, as shown in Figure 14
below, despite an increase in GPs and substantial reduction in locum doctors, the number of GPs across the
four PCNs is lower (by 3.3 FTE) than in 2016.

Thurrock PCN GP Workforce - 2016 vs 2020
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Figure 14: Primary Care workforce in Thurrock by PCN, 2016 to 2021

The published literature (see section 8 below) suggests opportunities for a broader health and care
workforce in providing more personalised care in order to address both outcomes and health inequalities
associated with CVD. This suggests there is still significant opportunity to increase staffing in the roles

RECOMMENDATION: Thurrock Integrated Care Alliance (TICA) should work with Mid &
South Essex ICS to prioritise support for new models of working and additional workforce

capacity to practices within Thurrock to avoid increasing health inequalities associated

with access and quality in primary care.
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outlined in the NHS LTP, in particular Allied Health Professions (AHPs) and Social Prescribers, within all four
PCNs, providing that recruitment challenges for AHPs (an outer-London effect) can be overcome. However,
whilst the new roles funded through the NHS Long Term Plan provide permanent additional appointment
capacity, they are funded on a population basis, not taking account of issues of equity of access or health
inequalities, and thus risk perpetuating the inverse care law in Thurrock.

5.10.3 Patient views on primary care in Thurrock

The GP Patient Survey provides an annual snapshot of patients’ experiences relating to access and quality of
GP care. The 2021 survey was sent out in July to 6% of the practice population in Thurrock. Return rates
varied across the 27 practices in Thurrock, from 21% to 48% (the national average being 35%). Whilst
responses are higher than in the two previous years, it is important to note that the results are based on
responses from only 2% of the total GP registered population in Thurrock. Respondents with a positive or
negative bias may be more likely to respond, as may higher users of primary care services. However, the
results serve as a snapshot on patient access and highlight issues of concern as well as areas of good
practice.

In 2020, the first year of the pandemic, with associated changes to access and delivery of primary care, the
survey showed lower satisfaction rates than in 2019 both nationally and in Thurrock. By 2021, patients
appear to report improved ease of access, most notably in satisfaction with the type of appointment offered
(75% locally and 82% nationally). Ease of access via phone in Thurrock remained much lower than the
national average at 55% compared with 68%, but there are plans in the 2022 BCTT strategy for upgrading GP
telephony and online systems[28].

The 2021 survey shows that Thurrock patients continue to score their experience of primary care below the
national average, with 72% for ‘overall experience’ compared to 83% nationally (though the lower average
score for Thurrock reflects a wide range of individual practice ratings, which range from 27% to 96%). At PCN
level, SLH attracts the highest ranking and Tilbury & Chadwell the lowest. Analysis suggests that when a
practice performs well or poorly in one area of the survey, this is likely to be indicative of performance (on
the survey) overall. That said, whilst ease of use of online services shows a slight downturn both locally and
nationally, Tiloury and Chadwell PCN shows as an exception, achieving the highest increase (11%
improvement on 2020) across the four PCNs for this item. This is relevant because if the ambitions in the
NHS Long Term Plan for reduction in cardiovascular disease and associated reductions in health inequalities
are to be realised, additional staff, increased accessibility for patients, and changes in ways of working are
essential.
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6. From 2016 to 2022: Progress against the recommendations in the 2016 report

6.1 Integrated Medical Centres

One of the recommendations of the 2016 APHR report was to expediate development of the Integrated
Medical & Wellbeing Centres (IMWCs). Four are planned for Thurrock, in Corringham, Grays, Tilbury &
Chadwell and Purfleet® by 2025. The geographical reach of these centres aligns with those of Thurrock’s four
PCNs, with some practices relocating into the new IMW(Cs. The four IMWCs are at different stages of
development, with that in Corringham having opened during summer 2022. The timeline and site for Grays
IMWC is yet to be determined. Outline business cases are being produced for Purfleet and Tilbury &
Chadwell, with the latter expected to be a new build in Civic Square as part of wider regeneration in the
town, and with funds confirmed (subject to commercial arrangements) by Thurrock Borough Council.
Purfleet IMWC will also be a new build as part of regeneration of the area into a riverside destination by
Purfleet Centre Regeneration Limited, for which outline planning consent has been given.

Creation of these IMW(Cs will be fundamental to the success of the BCTT / \
plans for more integrated care, and aligns with both Mid & South Essex Corringham Integrated

and Thurrock strategic plans. Once developed, these hubs will Medical & Wellbeing
contribute substantially to effective management of LTCs as each will Centre Obesity Pilot
provide not just a core offer bringing together health, wellbeing and This project aims to
social care services in multi-disciplinary LTCs teams, but also have a recognise obesity as a LTC
specific focus on a particular set of conditions and diseases. Two IMWCs to be addressed through a
will focus on diabetes and on CVD, with access to co-located diagnostics holistic way of working to
and cardiology clinics. The expectation is that delivery of health, social address the relapsing
and wellbeing services in a person-centred way within IMWCs will nature of this condition
improve both efficiency and effectiveness of care for both individuals that existing time limited
(for example reducing the need to attend additional hospital models are unable to
appointments) and the health system. The BCTT strategy envisages that resolve. The project will
THLS services will be aligned within the IMWC clinical model. use proactive case finding

and personalised care
The multi-disciplinary LTC teams are expected to provide co-ordinated planning to focus on
care for patients with one or more LTCs, led by the most appropriate clinical factors beyond
clinician for the person (this could for example be a pharmacist, nurse or BMI, plus impact of social
GPs). Teams will include specialist support for patients with more and wider determinants of
complex needs (e.g. housebound), mental health support (through IAPT K health. /
or through NELFT for those with more complex needs), social

prescribing/local care coordinators and healthy lifestyle practitioners able to provide health coaching.

5 For further details see Thurrock Integrated Medical Centres Model of Care, Version 6.0 December 2021
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When considering the care that will be provided from IMW(GCs, it is important to note that evidence on new
models of care, such as the Primary Care Home (set out by the Kings Fund[27]) and the House of Care
explored in the literature review below, and the Human Learning Systems approach as outlined in the
BCTT[29], clearly suggest that more personalised, proactive care requires a shift in mindset as much as it
does the implementation of new processes and systems. To be effective, personalised care requires a more
collaborative and flexible approach that is community-focused, with patients and clinicians sharing decision-
making, aided by continuity of care, coordinated care and associated information flows. This takes time,
support and often training to adopt.

RECOMMENDATION: Promote personalised, collaborative and holistic care planning, using an
evidence-based model, alongside long term condition specialists and multi-disciplinary working
within the IMWCs. Maximise potential for risk behaviour services to target support to patients,
including those at higher risk of CVD, through joint working within the new Integrated Medical

Centre model.

6.2 Initiatives for increasing detection and management implemented after the 2016 Report

Estimates of identified versus anticipated prevalence could be taken as suggesting that all anticipated cases
can be detected, diagnosed, and treated. This is unlikely to be the case, for a variety of reasons including
onset of other disease and patient choice when it comes to population level screening. However, what is
clear is that, although the modelled prevalence is only a guide, identification and management of CVD and
health behaviours influencing CVD outcomes can be improved, and that improvements not only benefit
patients but introduce efficiencies into the healthcare system, as set out in the 2016 report. As a result of
the 2016 report, a number of initiatives were put in place, funded by the Public Health Grant (to Local
Authorities) and Better Care Fund (funded by Local Authorities and NHS). However, further work is needed
to ensure that the aims of the Better Care Fund align with the priorities set out in the BCTT strategy.

6.2.1 Stretch QOF

Payments through the national QOF scheme are capped (with the cap on what each practice can earn from
each indicator varying across indicators), and practices generally achieve the level required to reach
maximum payment. In Thurrock, ‘Stretch-QOF’ was implemented in 2017-18 and applied to a sub-set of
individual indicators to support detection and referral for support managing behavioural risk factors (such as
smoking) and higher quality management (to established clinical thresholds) for conditions including
hypertension, atrial fibrillation, CHD, stroke and diabetes. Stretch QOF in Thurrock uses some of the existing
QOF indicators and provides support and equipment, extending the threshold for payment to 100% of those
eligible in order to promote and sustain practice beyond the national standard and thereby address inequity
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experienced by those not commonly included in activity to meet QOF payments. The scheme has been
renewed annually since to reflect priorities and needs of the area.

6.2.2 Long Term Condition Practice Profile Cards
In order to ensure that improvements in

primary care are informed by, and Practic.e ATRIAL FIBRILLATION
reflected in, practice data, from 2017 Anonymised

pu blic health staff devised Practice Profile THE ISSUE —
AF related Stroke %

cards (updated annually) to support i
quality improvement visits to practices. ﬂ S
The profile cards bring together detailed _— @ “:"-5.
information on a range of health data for DIAGNOSIS

each practice including QOF performance,
attendances at A&E, and patient @

experience. Each practice was offered an

annual visit; although practices were e
prioritised for visits according to health
needs, these were scheduled according to

practice availability and ability to engage

in the process. Practice quality visits were

For every 10 cases of AF treated there Average cost of a stroke over 1 year
disrupted by the pandemic, but the profile — ooy
Yearly savings to

cards have been updated and are in the £22,429 besthandsoca e

process of being shared. In 2021 :__
additional “deep dive” analyses such as for Pestbmett L Rt "
AF as shown in Figure 15 were also B"".&'

shared. These deep dives will resume q—.. : P—
- . « Smoking - =

shortly. The first one is suggested to be ? P S

. At loss:

around stroke prevention. i
B | S B

Fig. 15: A sample ‘Deep Dive’ practice profile card, showing the information
typically shared with practices in Thurrock

RECOMMENDATION: Continue to strengthen the links between public health and primary care,
using data to inform improvements. Use Stretch-QOF and other approaches to promote case-
finding and a strengths-based approach to improving outcomes, taking into account multi-

morbidities, to promote holistic management of LTCs.

Given the high quality of primary care for those on CVD registers in Thurrock, the greatest
improvements in population health are likely to be gained by a focus on reducing gaps in

diagnosis.
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6.2.3 Diabetes in dentistry evaluation

Although not a cardiovascular disease in itself, diabetes is a risk factor for CVD. This pilot project is included
here as an example of innovative work undertaken in the borough since the 2016 report to improve case-
finding that appears replicable if time and resource constraints in dental practices (since amplified by
changes due to the pandemic) can be addressed.

There is a known relationship between the prevalence and severity of periodontal (gum) disease and
diabetes (and between treatment of periodontal disease and improvements in glycaemic control in
diabetes). This suggests an opportunity for screening people attending dental appointments who may be at
high risk of having undiagnosed diabetes. To test this, a pilot took place in 2017 with three dental practices
in Thurrock- two for 12 months, one for 1 month. Adult patients attending appointments were first offered a
diabetes risk survey then risk assessed as part of their dental appointment for periodontal disease. Those
with BPE scores (measuring periodontal disease) over 3 were offered a HbA1lc test (used for diabetes
screening) and referred on to the National Diabetes Prevention Programme (NDPP) if the result was in the
pre-diabetic range, or to their GP if in the diabetic range.

Overall, 262 people took part in the pilot, of whom HbA1c results suggested 26 were pre-diabetic and 5
diabetic, with onward referral to NDPP or GP for further investigation as indicated. Surveys of practice staff
found that, whilst enthusiastic about the project, time constraints in dental services limited potential to
implement it. Analysis suggests that screening is generally cost-effective especially when dental practices
target only those patients likely to be at higher risk.

6.2.4 Self-testing of Blood Pressure in GP surgeries and community hubs.

Blood pressure monitors were put into waiting areas in GP surgeries in 2018 and patients encouraged to test
themselves and report the result to reception in order to improve case-finding. Despite fewer patients
accessing surgeries in person during the pandemic, patients (including those already on hypertension
registers) appear to have made use of the testing facility in Tilbury & Chadwell and Grays PCNs, during 2021
in particular. It would be interesting to explore reasons why patients in the other two PCNs have made less
use of self-testing, or been less aware of the machines.

This project is distinct from the Blood Pressure at Home project managed by the ICS, which is a national pilot
where initially patients meeting certain conditions were given a blood pressure monitor to monitor and
better control their blood pressure at home. (Evidence suggests that people who are enabled to check their
own blood pressure are also more likely to manage it well.) The criteria have since been relaxed and now
anyone for whom their GP feels that this would benefit them can now receive a free blood pressure
machine. The total number of Thurrock patients who have been given a device for home testing between
March 2021-May 2022 to date is 8817. The expectation is that regular blood pressure readings will be
provided to the surgery either through an app or by phoning the practice.

6.3 Summary of progress against 2016 Recommendations
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2016 Recommendation

Status in 2021

Comment

... implementation of a
practice scorecard and
facilitating the sharing of best
practice.

Practice profiles (scorecards)
and linked quality visits
established, though limited for
past two years by pandemic
pressures on both Public
Health and Primary Care.
Profiles have been updated in
late 2021 to include deep dive
on AF.

Practice profiles support delivery of
Stretch QOF, which for 2022-23 has
been redesigned to focus on a more
personalised holistic approach
(focusing on achieving collective not
single indicators for each individual).

Elements of national QOF were
suspended twice during the pandemic,
interrupting delivery on SQOF over the
past two years.

Redesign and procurement of
a healthy lifestyle service with
a focus on those patients with
LTCs

Service now provided in-house
(known as Thurrock Healthy
Lifestyles Service) with some
improvements regarding
access, but not redesigned

When capacity allows, the Public
Health team are planning an options
appraisal for sustainable future delivery
of the health improvement services
delivered by THLS.

Support for a whole system
approach to reduce obesity
prevalence

JSNA in 2018 led to a 3-year
Whole Systems Obesity
strategy including a goal to
improve the identification and
management of obesity (of
particular interest for CVD).
Analysis of any impact of 2018
targets and goals is currently
underway. Refreshed WSO
strategy to be approved during
2022, with a renewed focus on
targeting inequalities.

Combating Obesity project
providing personalised care
now underway in Corringham
PCN, supported by the MSE ICS
Population Health
Management team.

Obesity is associated with poor COVID
outcomes. Action plans in the strategy
being reviewed and refreshed following
COVID-19 pandemic.

Lack of face-to-face primary care
appointments is likely to have reduced
opportunities to record BMI in primary
care (and thus to offer brief advice and
onward referral).

Children and family interventions on
obesity reduction are being linked to
Family Hub development in Thurrock.
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Implementation of a
hypertension case-finding and
Clinical Management
Improvement Programme

Hypertension case-finding
implemented and additional
patients identified between
2017-18 and 2019-20.

Changes in access to surgeries due to
the pandemic will have impacted
results since 2019-20.

The BCTT strategy includes plans to
develop a Case Finding Strategy
building on gains since 2016.

Treat more heart failure
patients with effective
medication, with support from
the Public Health team via
further analyses and the
creation of bespoke SystmOne
reports.

Stretch QOF implemented in
2018, with practices paid for
activity above QOF thresholds
up to 100% of target, and
reviewed annually since

Stretch QOF for 2022-23 has been
redesigned to focus on a more
personalised holistic approach
(focusing on achieving collective, not
single indicators for each individual).

Support more patients with
effective blood pressure
control (e.g. as above)

As above

As above

Significantly increase
Primary/Community care
capacity in Thurrock including
better skills mix of staff with
GP surgeries

Limited progress, but
enhanced capacity in place in
the PCN with most need
(Tilbury & Chadwell)

Implementation of wider skill mix as set
out in NHS LTP should add further
capacity

Expediate building the four
Integrated Healthy Living
Centres in Purfleet, Tilbury &
Chadwell, Grays and SLH

Corringham IMWC

Building completed during
2022.

Tilbury IMWC

Outline Business Case under
review by NHS. Aim is to have

this IMWC completed by 2025.

Purfleet on Thames IMWC

Completion is expected by
2024,

Grays IMWC

NELFT lead

Thurrock Council lead

Being developed by Purfleet Centre
Regeneration Ltd

MSEFT lead
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The aim is to have Grays IMWC | Timeframe is dependent on the extent
completed by 2025. to which the existing buildings on the
Thurrock Community Hospital site can
be repurposed.

In summary, a combination of local developments in the last 5 years have sought to improve case-finding
and management of CVD in Thurrock. There has been more success to date in some domains than others.
Data from 2019/20 in the key areas provide a benchmark, but the part-suspension of QOF over the last two
years has made it difficult to quantify the impact of the pandemic on the management of CVD in primary
care, or to make adequate comparisons with the findings of the 2016 report. However, it is known that the
pandemic has led to reduced opportunities for primary prevention, reduced access to primary care and a
widening of systemic inequalities that may influence health behaviours and health service access, so the
targets for detection and management of key CVD conditions remain highly relevant, and progress in these
areas is essential if health inequalities are not to be widened further.

Thurrock continues to be under-doctored overall, as reflected in patients’ experience of primary care in the
borough. Although capacity constraints have eased in Tilbury & Chadwell PCN as a consequence of
additional roles being commissioned, the higher levels of complexity in that population still leave a
healthcare deficit. It is likely that in the other PCN areas there is still an equity deficit. Further analysis needs
to be done to understand this and identify solutions. The additional roles proposed by the NHS LTP and MSE
Primary Care strategy could go some way to addressing the ongoing workforce constraints in primary care if
implemented in full and if time is given to building teams and organising care according to complexity of
need not existing levels of engagement.

Viewed overall, there appears to be a gap between the system-level work underway on holistic approaches
to obesity, smoking, development of community assets and integrated care (the IMW(Cs), and the focus on
individual indicators through Stretch QOF. The proposed multi-disciplinary teams within the IMWCs bring
opportunities to start closing that gap for people with CVD or at risk of CVD, particularly in ASOP, but only if
care is personalised, holistic, coordinated and segmented to provide the most support to those with the
highest needs. Practice quality visits and Time to Learn practice shut-down sessions could be used to identify
best performance and promote peer to peer learning opportunities within and across PCNs.

7 Summary Literature Review

This literature review sought to identify evidence for improving both the detection or diagnosis of CVD LTCs,
for improving the management and of these LTCs in primary care, and for primary and secondary prevention
of CVD risk factors. The review is based largely on evidence identified by searches undertaken by NELFT
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library, with additional web searching and citation screening. The majority of studies reviewed for this report
were UK studies of NHS provision.

The evidence used is a mix of policy documents, primary and secondary research, and case studies used to
exemplify policy developments. The literature falls broadly into four subject areas:

e Models of care for primary care (with LTCs used as one of the drivers for change), typically policy
papers or evaluations of NHS initiatives;

e Approaches to the management of LTCs: QOF and alternatives, often longitudinal cohort studies;

e Interventions for better management of LTCs and secondary prevention: principally ways of
engaging patients in their care, drawn from a mix of research and case studies reported in policy
papers; Primary Prevention and case-finding/detection: reviews of NHS Health Checks, reported case
studies and research looking specifically at atrial fibrillation and hypertension.

Primary and secondary prevention, and management of conditions, is a wide-ranging area of enquiry in
which definitions can vary or be loosely defined across studies (Health Coaching being an example).
However, exploration of epistemological differences in models of care, behavioural or person-centred
approaches to interventions are beyond the scope of this report. Measures of success also vary widely, from
physiological outcomes, to health behaviours and health services use. Much of the evidence relating to
primary and secondary prevention is observational case reports and/or relies on self-reports, which may not
be generalisable. Very few qualitative studies were found for this report.

Management of long-term health conditions itself is a broad topic, covering a wide range of physical and
mental health conditions. Much of the research focuses on LTCs generically, or on specific LTCs (notably
diabetes, COPD and Mental Health). Arguably, this is as it should be, given the clearly acknowledged
requirement in the literature that a shift is needed from managing individual conditions, as required by the
QOF to a more holistic approach, as encapsulated in Thurrock’s BCTT strategy. Aspirations are clearly
expressed, both in terms of potential benefits to patients (improved health outcomes, improved agency
leading to better engagement with treatment and adoption of health behaviours), and to health care
systems (improved efficiency in primary care and less demand on the system). However, evidence of how
long approaches or new systems should be trialled for, or of the practical and cultural factors associated
with implementing new systems in primary care and how to address them, is lacking.

Policy papers from the Kings Fund [27], Nuffield Trust [30] and IPPR [31] present the theory for new models
of care, clearly articulate the characteristics associated with good care, and provide examples of good
practice. But whilst they identify some of the requirements for success (time to build relationships, training,
and support in new ways of working — as opposed to new processes — increased skill-mix and so on), they
lack detail on how to achieve cultural shifts in practice especially when change is to be implemented across
an area rather than developed by individual practices which already have a strong drive for innovation.
Roberts et al [32], in their report on a new cyclical approach to care and support planning for people with
LTCs (the ‘Year of Care’ approach) which was first tested with patients with diabetes then extended to
include people with CVD, articulate the steps in the care planning cycle and emphasise the co-produced
nature of this approach. But they are clear that what is required is not new systems but a change in culture
from the traditional medical model to a social model of care. The Thurrock BCTT strategy to transform adult
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health and social care draws heavily on the Human, Learning, Systems (HLS) approach to system
transformation[33]. The HLS focus on cultural change and empowering the workforce to adopt a strengths-
based approach, a learning culture and act as system stewards, offers opportunities to develop sustainable
approaches to delivering holistic care.

Studies by Close et al [34] and Lugo-Palacios[35] et al explored the impact of an alternative, more holistic
approach as an alternative to QOF in general practices in the south-west and north-west of England, but
were unable to provide evidence of positive effect on health service use, clinical or patient outcomes.
However, both were measuring success within a short timeframe, and one experienced difficulties in
implementation. Close et al did however identify organisational changes in the participating surgeries that
could be beneficial in the longer term, including time-savings and increased informal networks.

A common starting point for the literature on more personalised and holistic care planning for people with
LTCs is the recognition that even those patients with multi-morbidities spend a very small proportion of their
time with health professionals. Discussions about health goals therefore need to be contextualised within
the patient’s life, not just the time spent in the surgery.

Several of the studies in a Cochrane review from 2015[36], assessing the effect of personalised care
planning, found that whilst results were mixed, factors increasing positive effects included more frequent
contact and care from the patients’ usual clinician. Several of the studies in that review used Patient-
reported Outcome Measures (PROMs). More recently, there has been a shift towards ‘Patient Activation’,
where instead of being educated and informed by health professionals (the ‘expert patient’ model), the
patient is collaborating with them to identify goals which are personally relevant, and strategies to meet
those goals. This approach requires prior assessment of the patients’ level of engagement in managing their
health needs; as set out by the Health Foundation. (Deeny, et al., 2018). Crucially, they identified
associations between level of activation and health service use: out of the 9,348 patients studied, the 13%
scoring at the highest level of activation had 38% fewer admissions, 32% fewer A&E attendances, and 18%
fewer appointments in primary care. There is potential for bias in the research towards engaged patients
(PAMSs were assessed by survey with the 9,348 patients studied representing a 25% response rate), but the
results are promising. Interestingly, the results also challenge traditional expectations about the association
between deprivation and patient engagement — only half of those scoring at the lowest level were from the
most deprived areas. The researchers then identify strategies such as health coaching which can be used to
assist patients to move to a higher level of activation. In summary, PAMs appear to offer promise both at an
organisational level, for stratifying and prioritising those patients needing most assistance to manage their
care, and at an individual level as understanding the patient’s starting point informs the work between
healthcare provider and patient.

Turning to clinical management of individual LTCs, a number of case studies showcasing innovative
approaches to management or secondary prevention are cited by NICE and NHSE. These include
incentivising blood pressure management by pharmacists [37], and a Quality Improvement support package
for primary care nurses in Cheshire [38]. Most recently, the Academic Health Sciences Network has
developed (in collaboration with partners) a set of free, digital Proactive Care Frameworks for stratifying and
prioritising patients already on CVD registers in order to optimise management of those most at risk post
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COVID [39]. The resources include search tools for SystmOne and guidance on the allocation of related tasks
within the primary care workforce.

Some good practice examples focus on the development of systems and guidelines within primary care, such
as an audit to identify patients at risk of familial hypercholesterolaemia in Kent[40]. Others showcase
opportunities for both primary and secondary prevention amongst Allied Health Professionals such as
Podiatrists and Physiotherapists, as well as in pharmacies. For example, providing MECC training to AHPs in
Newcastle to enable them have more effective conversations about health behaviours [41], and AF
screening at community podiatry clinics [42]. What these examples typically demonstrate is the potential for
the wider community health and care workforce to contribute to CVD prevention, providing that some
additional resource — be that financial, training and/or short-term support — is available to support
implementation.

For individual patients, CVD conditions can be managed once diagnosed, but there appear to be gaps when
it comes to strategies and programmes aiming to target and identify those at greatest risk of having these
conditions. Research and reports of projects for detecting atrial fibrillation and hypertension in particular do
suggest opportunities for rolling out programmes in a range of community settings from fire services to
community nursing teams visiting housebound patients, but issues of generalisability and transferability will
apply so local evaluation would be needed. Higher quality evidence for population screening appears limited
and mostly confined to AF (screening being considered cost-effective for those over 65, see for instance
Welton et al[43] and Lowres et al [44]). Katsoulis et al [45] and lyen et al [46] used primary care records in
longitudinal cohort studies to explore long-term outcomes for patients on obesity registers. lyen et al found
a small but stable increase in BMI over all groups (mean age 49.5, mean BMI 33.8 kg/m?) with those in the
highest categories of obesity having the highest risk for CVD, heart failure and mortality. Katsoulis et al
examined a wider age range and found that younger patients identified as overweight or obese were at
significantly higher risk of moving to a higher BMI than older patients, moreover that age was a more
important predictor of obesity than ethnicity or deprivation.

More generally, national policy and NICE guidance continues to promote the NHS Health Check for assessing
CVD risk in people aged 40-74 and identifying people at greater risk of CVD, but evidence on uptake and
impact is at best mixed. Recent systematic reviews of the NHS Health Checks programme present equivocal
findings, especially in relation to Health inequalities, but do propose a more targeted approach in delivery
going forward.

Adopting healthy behaviours is key to both prevention and management of cardiovascular risks, but many
studies suggest mixed or limited effects in initiatives designed to support behaviour change. For those
without currently identified CVD risk, the NHS Health Checks programme seeks to promote positive health
behaviours and to refer individuals to local support and lifestyle services in order to reduce risks associated
with obesity, smoking and low physical activity. However, the success of the programme at engaging those
with most to gain and prompting health behaviour change appears limited. That said, there is much
variation in the content and delivery of the NHS Health Checks programme across the country, so the
generalisability of outcomes from NHS Health Check research needs to be assessed at a local level if targeted
approaches are in place.
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Once individuals have been identified as at risk, however, some studies have investigated the effect of
Health Coaching as an alternative to traditional patient information and education. Although different
definitions are in use, the common elements are that coaching applies motivational techniques and is more
focused on the patient’s starting point — linking therefore to patient activation. (For exploration of the term
Health Coaching see NHSE/I technical guidance [47]) Studies of health behaviour change rely typically on
self-reporting and are therefore often considered subject to bias, with associated concerns over quality;
moreover they are not usually specific to patients with CVD risk. A recent systematic Korean review [48]
sought to address these methodological concerns, and pooled results from 15 RCTs of health coaching on
health behaviours for adults with established cardiovascular risks, measured using a range of tools specific to
each domain (Physical activity, Dietary behaviours, Health responsibility, Stress management and Smoking).
Health coaching was provided by a range of staff within and outside healthcare (e.g. dieticians, fitness
professionals), all of whom had received training. They identified small but significant effects for health
coaching in all areas except smoking (which had the fewest studies). They found that coaching was easily
implemented (much of the coaching in the included studies was delivered by telephone), with an ‘optimal
dose’ of 30 or more sessions over a period of 6-12 months.
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Conclusions

Whilst acknowledging the early gains in quality of care associated with QOF, the literature over the last five
years clearly identifies the limitations of QOF from both a primary care and a patient perspective, turning
instead to more holistic models and approaches for managing LTCs and prompting positive health
behaviours. However, these are not always clearly defined, or evaluated over the long term; moreover,
there is a lack of detail on implementation and addressing problems which could be aided by more
qualitative research, particularly when change is required to address quality concerns, rather than generated
by motivated innovators.

There are positive initiatives for detection and screening of atrial fibrillation and hypertension, though these
may be dependent on resources being available to support implementation. NHS Health Checks may need to
be targeted quite specifically in order to increase detection of those at risk and support behaviour change.
Studies of patient activation levels and support to increase activation through interventions such as Health
Coaching suggest promise for both individuals, primary care providers and health system use overall;
however, the literature is also clear that these depend on a cultural shift towards co-production and a more
social model of health care.

RECOMMENDATIONS: In designing new holistic care models, Thurrock Integrated Care Alliance
should consider learning from the evidence base, and specifically consider:

e That transformation programmes need to be built around how to achieve cultural shifts in practice;

e The benefits of health goals being contextualised within the patient’s life and personal priorities;

e Adopting the Patient Activation Measure (PAM) to assist in segmenting and prioritising patients
with multi-morbidities and/or complex needs for care-coordination and support;

Training a range of staff in primary care, integrated teams and lifestyle services in Health Coaching. Roll-
out Health Coaching within multi-disciplinary teams, prioritising patients identified through PAMs at the
lowest levels of engagement.

In seeking further improvements in care for specific CVD conditions, services should consider:

e Further developing Community and Allied Health Professional roles (e.g. Podiatrists,
Physiotherapists) and considering how broader roles might enhance LTC services for patients e.g.
MECC, opportunistic atrial fibrillation and hypertension screening in community clinics

e Implementing systematic and targeted case finding for atrial fibrillation and hypertension,
including targeting over 65s, those who are housebound, those with higher BMIs, and those living
in more deprived circumstances

e Maximising uptake of NHS Health Checks, targeting higher risk groups such as those at lower
ages in higher risk minority ethnic groups
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8. Conclusions

The 2016 APHR report highlighted concerns about workforce capacity in primary care, variations in the
quality of care and the impact of poor identification and management of CVD and other long-term
conditions. It quantified the potential benefits of action on these factors for the health system. Assessing the
impact of initiatives put in place to address these concerns is difficult given the impact of the COVID-19
pandemic on implementation, changes in access to primary care, the primary care workforce and data-
capture, but where impact is measurable, indicators show an improvement in quality of care for CVD in
Thurrock since 2016. Given the impact of the pandemic, however, on widening inequalities, the case for
improved identification and management of CVD is even more pressing.

The most recent Marmot review[3] stresses the need to re-focus on prevention in order to reduce the
inequalities exacerbated by COVID-19. Given the high rates of smoking and obesity in Thurrock, increased
identification and improved management of cardiovascular conditions will not alone address the inequalities
currently associated with CVD in the borough; prioritising wider action to increase access to healthy foods,
provide support for individuals to manage their weight, increase physical activity and reduce smoking is
required. In addition, opportunities to identify those at increased risk of CVD, through NHS Health Checks
and other case finding programmes, need to be targeted in areas of higher deprivation and for population
groups with most to gain.

There have been some positive changes in primary care staffing since the 2016 report, but these are set
against local and national concerns about ongoing workforce pressures, and Thurrock remains significantly
under-doctored. The introduction of new roles such as Physician Associates and Social Prescribers is positive,
and appears to have increased availability of appointments as well as providing more tailored support in
areas such as mental healthcare. However, the funding that supports these roles is population based, not
weighted to deprivation, so care should be taken to ensure that such innovations do not inadvertently widen
health inequalities between higher performing practices with more capacity, and those facing greater
challenge due to higher health needs and workforce pressures. Moreover, learning from these roles must be
shared within and between PCNs.

Despite the challenges of workforce pressures and the pandemic, there have already been improvements
through initiatives implemented and developed since the 2016 report, notably the use of public health data
to support practices, Stretch-QOF, and generation of additional workforce capacity with new roles in primary
care. Figure 16 shows how activity could now be directed to support different patient groups.

More generally, the literature on changing models of care and approaches to the management of LTCs is
clear that care for people with multi-morbidities needs to become more personalised, more coordinated and
more collaborative if patients are to be engaged in optimising their health, and if both demand on the
system and health inequalities are to be reduced. This means, for example, that Stretch QOF needs to be
more holistic, focused on patient outcomes overall rather than individual disease targets. However, a shift
towards more collaborative, co-produced care requires fundamental shifts in culture, investment in staff (for
example training) as well as time to embed — as has already been recognised in the BCTT strategy in regard
to the adoption of a Human Learning Systems approach. Achieving this at the same time as seeking to
reduce variation between and within PCNs and manage workforce constraints is a significant challenge.
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Review of the literature suggests that the principles underpinning the roles of long-term condition specialists
in Thurrock needs to be articulated, understood and shared within and across the four PCNs if the ambitions
for patient outcomes and health system savings are to be realised. Time, training and opportunities for co-
production and shared reflection on cultural change, in addition to continued collaboration between public
health and primary care to understand the data driving and measuring this work (not least the segmentation
of patient groups), are needed to support this shift.

Primary & Secondary Prevention: Target Groups and Proposed Actions

AF, Hypertension &
Obesity case finding for
patients already on
registers or attending
community clinics

Hypertension case
finding in community

Diagnosed, but not on QOF Practice profile visits

NHS Health registers. Inadequately managed
Checks Collective Stretch QOF
(targeted in Diagnosed, on register, AF
areas of inadequate control of risk i case

finding in community
deprivation and settings & clinics w
atyounger age \ linked data /)
range) Diagnosed,
on register, Ve \
Hypertension

PAMs, Health Coaching
& Social Prescribing

well-
managed

case-finding in
community
settings and MDT care planning
opportunistic higher level of need

testing Stretch QOF
MDT care planning lower
Health & level of need; Social

Wellbei
e_ il Prescribing
actions on

- - @@
obesity and

smoking

Figure 16: Proposed actions for patient groups to reduce impact of CVD

There is now a national drive for CVD prevention, particularly through improved identification and treatment
of hypertension and atrial fibrillation, as part of the NHS Long Term Plan. Over the last 5 or so years, there
has been a shift in evidence towards more collaborative and holistic models of care, and greater
understanding of how to engage patients in managing their health and associated health behaviour changes
(away from the expert patient and educational model) towards, for example, PAMS and Health Coaching,
and an increase in innovative projects in the community for identifying those at risk of CVD. This knowledge,
together with alignment with the national CVD plan, offer opportunities for both primary and secondary
prevention in Thurrock, subject to robust evaluation. Much may rest on the development of the IMWCs for
those patients with multi-morbidities and complex health and social care needs, especially those for whom
the co-location of community services and mental health services with primary care may improve
engagement. The first IMWC to open has been in Corringham, where innovative practice in obesity can
already be found. However, in Thurrock there is greater need in Tilbury & Chadwell and in ASOP, both in
terms of constraints on primary care capacity and greater levels of patient need. These areas should
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therefore be prioritised for additional workforce capacity and adoption of new models of care, in order to

avoid widening health inequalities further.

9. Recommendations

1. Thurrock Integrated Care Alliance (TICA) should work with Mid and South Essex ICS to prioritise
support for new models of working and additional workforce capacity to practices within Thurrock
PCNs, to avoid increasing health inequalities associated with access and quality in primary care.

2. Refresh the whole-system focus on primary prevention of CVD post-COVID-19. To reduce
inequalities, particularly given the widening of inequalities due to COVID, more resource and effort

should be directed to primary prevention as well as addressing wider issues such as debt and fuel

poverty

Thurrock has significantly higher rates of smoking and obesity than average for England; and

smoking is the largest single modifiable factor contributing to health inequalities and preventable
deaths. Specifically, as set out in Goal 1A of the 2022-2026 Thurrock Health & Wellbeing Strategy:

Develop a Whole System Tobacco Control Plan for Thurrock. Through this, reduce the
proportion of people in Thurrock who smoke, and the variation between community groups
- focusing on residents in areas of higher deprivation and those with severe mental illness,
with the aim of reducing smoking prevalence to 5% or less by 2030. Continue to train staff
working with people in higher risk groups in smoking cessation.

Implement the refreshed Thurrock Whole System Obesity Strategy (to be agreed 2022),
again reducing both the proportion of people (children and adults) who are obese and with
an increased focus on health disparities, both of place and protected characteristics, with an
additional focus on obesity in pregnancy and early years. As part of this strategy, improve
the food environment, leveraging positive community influences, to assist people in making
healthy food choices and improve the physical environment to promote physical activity.
The age profile of Thurrock is younger than the England average, and the risks associated
with obesity increase with age. Ensure that the refresh of the Whole System Obesity
Strategy identifies and promotes opportunities to identify and manage obesity and low
levels of physical activity in younger adults, including during and after pregnancy before the
risk of LTCs associated with obesity is exacerbated.

Leverage opportunities within the new Family Hubs to implement activities promoting and
supporting health behaviours in the early years, especially to reduce high levels of childhood
obesity at age 5 and 11 in the district.

3. Promote personalised, collaborative and holistic care planning, for example the House of Care
using an evidence-based model, alongside long term condition specialists and multi-disciplinary
working within the IMWCs. New models of working should include maximising potential for risk
behaviour services to target support to patients, including those at higher risk of CVD, through joint
working within the new Integrated Medical Centre model.
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The integration of risk behaviour & wellbeing support services with the four IMWCs provides an
opportunity to target NHS Health Checks to residents using social care and housing services,
increasing uptake amongst groups who may not currently respond to invitation letters from GP
practices.

Similarly, improved access to health risk behaviour support and coaching for residents attending
mental health and community support services, as part of the long-term condition model of care,
offers an opportunity to address some of the health inequalities associated with having learning
disabilities or poor mental health. This will depend on effective collaboration between IAPT/NELFT,
PCN Mental Health, THLS and the Voluntary and Community Sector to identify patients at highest
risk. Designated Learning Disability support roles, that are able to support people at times of crisis,
admission to hospital etc, could also help reduce avoidable health impacts for this cohort.

Transformation of care should centre around a change in culture from the traditional medical model
to a social model of care. This should ideally be co-developed, for example using Human Learning
Systems (as outlined in the Better Care Together Thurrock strategy). To support this and the following
two recommendations, re-establish the Better Care Together LTC & Inequalities group to steer and
support adoption of new ways of working to steer cultural change.

4. In designing new holistic care models, Thurrock Integrated Care Alliance should consider
learning from the evidence base, and specifically consider:
e That transformation programmes need to be built around how to achieve cultural shifts
in practice;
Focusing on the processes and tools of transformation used by innovators is not sufficient

when seeking a shift to co-production and towards a more social model of care across all
partners in a system.

¢ The benefits of health goals being contextualised within the patient’s life and personal
priorities;

Evidence suggests that goals linked to the patient’s starting point will be more successful.

e Adopting the Patient Activation Measure (PAM) to assist in segmenting and prioritising
patients with multi-morbidities and/or complex needs for care-coordination and
support;

Evidence suggests that using the PAM to determine patients’ engagement in managing their
conditions can benefit both individual patients (by helping them identify goals which are
personally relevant) and health professionals (by determining which patients have the most
complex care-coordination needs and would benefit from interventions to help them
manage their health condition). As a collaborative tool, PAM differs substantively from
patient-reported outcome measures or patient education. Patient activation measures
should not be limited to areas of higher health inequality only, as all levels of engagement
are found across all socio-economic groups. Use of the PAM has also been recommended in
the Mid & South Essex Self-Care JSNA (2021).
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¢ Training a range of staff in primary care, integrated teams, prevention and risk
behaviour services in Health Coaching. Roll-out Health Coaching within multi-
disciplinary teams, prioritising patients identified through PAMs at the lowest levels of
engagement.

Health Coaching differs from traditional patient information and education as it is based on
motivational interviewing approaches, and a collaborative process between patient and
professional. Health Coaching can be offered in a range of settings, including by telephone.
Evidence suggests Health Coaching can deliver positive changes in health behaviours, especially
when targeted at patients identified as having low levels of activation.

Health Coaching and PAMs are new approaches built on a more collaborative, holistic approach
to LTC management. Ensure opportunities to share learning between health coaches and other
members of the primary care workforce, informally and at Time to Learn practice shut-downs.

5. Continue to strengthen the links between public health and primary care, using data to inform
improvements. Use Stretch-QOF and other approaches to promote case-finding and a strengths-
based approach to improving outcomes, taking into account multi-morbidities, to promote holistic
management of LTCs.

Given the high quality of primary care for those on CVD registers in Thurrock, the greatest
improvements in population health are likely to be gained by a focus on reducing gaps in diagnosis.

A case finding strategy is, as recommended in the BCTT strategy, is warranted to further build on
gains in CVD diagnosis and management since 2016. This should include processes to identify
patients diagnosed but not on QOF registers. Holistic approaches should be considered to reduce the
risks of siloed practice that could flow from addressing CVD prevention targets in the NHS LTP
individually, including for example through implementation of PAMs.

Practice Profile cards and other data should be provided at practice level within PCNs, to assist PCNs
in recognising and addressing variation in practice. These could include a focus on levels of reported
Personal Care Adjustments (previously QOF exceptions) to ensure that these do not contribute to
health inequalities. Refresh the plan for quality visits to practices in order to prioritise reduction of
health inequalities.

Use practice quality visits and Time to Learn practice shut-down sessions to identify best
performance and promote peer to peer learning opportunities within and across PCNs.

6. In seeking further improvements in care for specific CVD conditions, services should consider:

e Developing Community and Allied Health Professional roles (e.g. Podiatrists, Physiotherapists,
Community Social Care roles) and considering how broader roles might enhance LTC services
for patients (eg MECC, opportunistic atrial fibrillation and hypertension screening in community
clinics.
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As part of the IMWC clinical model, make more use of community roles including AHPs for atrial
fibrillation and hypertension case finding in community clinics, as well as new roles in primary
care such as Social Prescribers and ARRS roles. Ensure that AHPs, Pharmacists and new primary
care roles have received training in MECC and are well informed about access to health coaching
and lifestyle support services, and the relevance of these approaches for supporting their
patients. The role of Community Pharmacies in CVD prevention warrants further consideration in
Thurrock, with the potential contribution of pharmacists to primary and secondary prevention
being reflected in future Pharmaceutical Needs Assessments.

e Implementing systematic and targeted case finding for atrial fibrillation and hypertension,
including targeting over 65s, those who are housebound, those with higher BMis
Consider use of portable devices such as AliveCor by community teams, as set out in the Health &
Wellbeing Strategy. Ensure that training and support is available to assist with implementation of
screening / case finding and that data on patients identified as requiring further investigation can
be shared directly with general practice.

e Targeting NHS Health Checks for people at the younger age limit, in groups known to be at
higher and earlier CVD risk. This includes those in certain minority ethnic groups, smokers and
people on obesity registers, as well as residents in areas of higher deprivation.

Targeting NHS Health Checks as above should build on evidence of how best to engage those
groups. Expanding delivery of health checks should include workplaces, collaboration with other
community services (e.g. fire service) and a variety of venues and different days and times.

The principle of Universal Proportionalism which drives the NHS Health Checks programme
provides authorities with the freedom to target invitations for checks at those at greater risk,
whilst still enabling the general eligible population to access the health check on invitation. THLS
should work with PCNs and individual practices, using software currently available to the team, to
secure agreement to stratify and target health check invitations using primary care registers. In
addition, consider with MSE partners how best to work within the constraints of the NHS Health
Checks programme regarding the provision of checks for people working, but not resident in,
Thurrock.

e Maximising uptake and associated follow-up of physical health checks for people living with
SMI and who have a learning disability. A targeted approach to SMI physical health checks
across younger age groups and lower uptake ethnic groups should be a priority.

10. References

1. Wake, I.S., E. Payne, M. Clarke, K., A sustainable Adult Health and Social Care Sytem for
Thurrock: The Annual Report of the Director of Public Health. 2016, Thurrock Council.
2. Quality and Outcomes Framework: Official Statistics, N. Digital, Editor. 2019-20, NHS Digital.

Page 87



Reducing the Impact of Cardiovascular Disease in Thurrock

Annual Report of the Director of Public Health, 2022

3.

10.
11.

12.

13.
14.

15.

16.

17.
18.

19.
20.

21.

22.

23.

24,

25.

Marmot, M., et al., Build Back Fairer: The COVID-19 Marmot Review. The Pandemic,
Socioeconomic and Health Inequalities in England. 2020, Institute of Health Equity: London.
Lancet Global Burden of Disease; Available from: https://www.thelancet.com/gbd.
Lewer, D., et al., Premature mortality attributable to socioeconomic inequality in England
between 2003 and 2018: an observational study, in Lancet Public Health. 2020. p. 33-41.
Public Health England, Preventing Cardiovascular Disease. 2019.

Thurrock Integrated Care Alliance, Better Care Together Thurrock: The Case for Further
Change, 2022-26: Chapter 6: Improved Health & Wellbeing through Population Health
Management, From reactive to proactive care.

NHS England: The NHS Long Term Plan, 2019. Available at
https://www.england.nhs.uk/long-term-plan/

Cassell, A.e.a., The epidemiology of multimorbidity in primary care: a retrospective cohort
study. British Journal of General Practice, 2018. 68(669).

Wake, |., Transforming Primary Care in Thurrock. 2022: Thurrock Council.

England, P.H., Summary: An Umbrella Review on Cardiovascular Risk Factors, Cardiovascular
Disease and Covid-19. 2021, Public Health England/University of Liverpool.

Local Government Association, 2021. Health Inequalities: Deprivation and Poverty and
Covid-19.

Fisher, R., 'Levelling up' general practice in England. 2021, The Health Foundation.

Wake, |., et al., The Annual Report of the Director of Public Health: A Sustainable Adult
Health and Social Care System for Thurrock. 2016. Executive Summary

Mid & South Essex HCP, Population Healthcare Management Team, Thurrock Health
Inequalities Data Pack. 2022.

Thurrock Health and Wellbeing Board, Thurrock Health and Wellbeing Strategy: Levelling the
Playing Field in Thurrock. 2022-26.

Office for Health Improvement & Disparities: Fingertips Public Health Data. 2022.

Office for Health Improvement & Disparities: Premature mortality in adults with severe
mental illness, 2022.

Public Health England, Fingertips: Health Inequalities: Cardiovascular Disease.

Raleigh, V. and J. Holmes, The health of people from ethnic minority groups in England.
2021, The Kings Fund.

Institute for Health Metrics and Evaluation, GBD Compare/Viz Hub. Global Burden of
Disease Study 2019 [cited 2022; Available from: https://vizhub.healthdata.org/ghd-
compare/.

Thurrock Council Public Health Team, Thurrock Whole System Tobacco Control JSNA. 2021.
Thurrock Council Public Health Team, Thurrock Health and Wellbeing Strategy Refresh,
Consultation Report. 2022.

Nussbaum, C.F., J. Worsening GP shortages in disadvantaged areas likely to widen health
inequalities. 2021; Available from: https://www.cam.ac.uk/research/news/worsening-gp-
shortages-in-disadvantaged-areas-likely-to-widen-health-inequalities.

Stafford, M., et al., Understanding the health care needs of people with multiple health
conditions. 2018, The Health Foundation.

Page 88



Reducing the Impact of Cardiovascular Disease in Thurrock

Annual Report of the Director of Public Health, 2022

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43,

44,

Trust, N. General practice: What are the trends in staff numbers working in general practice?
NHS Staffing Tracker 2022 [cited 2022 July 2022]; Available from:
https://www.nuffieldtrust.org.uk/nhs-staffing-tracker/general-practice#tgeneral-practice.
Baird, B., et al., Innovative models of general practice. 2018, The Kings Fund.

Thurrock Integrated Care Alliance, Better Care Together Thurrock, 2022-26: The Case for
Further Change: Chapter 5: Transforming Primary Care.

Thurrock Integrated Care Alliance, 2022-26: Better Care Together Thurrock: The Case for
Further Change, Chapter 2: Our Vision, Aim, Principles and Values.

Kumpunen, S., et al., Primary Care Home: Evaluating a new model of primary care. 2017,
Nuffield Trust.

Thomas, C. and H. Quilter-Pinner, Realising the neighbourhood NHS: A new deal for primary
care in England. 2020, Institute of Public Policy Research.

Roberts, S., et al., The Year of Care approach: developing a model and delivery programme
for care and support planning in long term conditions within general practice. BMC Fam
Pract, 2019. 20(1): p. 153.

Human Learning Systems. 2020; Available from:
https://www.humanlearning.systems/overview/.

Close, J., et al., Longitudinal evaluation of a countywide alternative to the Quality and
Outcomes Framework in UK General Practice aimed at improving Person Centred
Coordinated Care. BMJ Open, 2019. 9(7): p. e029721.

Lugo-Palacios, D.G., Hammond, J., Allen, T. et al, The Impact of a combinatorial digital and
organisational intervention on the management of long-term conditions in UK primary care:
a non-randomised evaluation. BMC Health Service Research, 2019. 19(159).

Coulter, A., et al., Personalised care planning for adults with chronic or long-term health
conditions. Cochrane Database Syst Rev, 2015(3): p. CD010523.

Public Health England, Case study: Virtual clinics to improve Blood Pressure in poorly
controlled patients. 2019, Lambeth CCG.

Public Health England, High blood pressure quality improvement in Cheshire and Merseyside.
2019, Wirral Council, British Heart Foundation, Sefton Clinical Commissioning Groups.
Kearney, M., The Blood Pressure Optimisation Programme: Doing things differently to
prevent heart attacks and strokes at scale, in The AHSN Network. 2022.

Medway Clinical Commissioning Group, Improved identification of familial
hypercholesterolaemia (FH) in primary care. 2015, NICE.

Newcastle Upon Tyne Hospitals NHS Foundation Trust: Enabling Allied Health Professionals
to have Healthy Conversations. 2018, NICE, Behaviour Change.

Fisk, M., N. Tuck, and A. Lang. Podiatrists do prevention: increasing detection of atrial
fibrillation with mobile ECG devices in community podiatry. Opportunity for spread and
adoption? [cited 2022; Available from: https://aftoolkit.co.uk/af-detection-in-gstt-podiatry-
paper-for-podiatry-now/.

Welton, N.J., et al., Screening strategies for atrial fibrillation: a systematic review and cost-
effectiveness analysis. Health Technol Assess, 2017. 21(29): p. 1-236.

Lowres, N., et al., Screening to identify unknown atrial fibrillation. A systematic review.
Thromb Haemost, 2013. 110(2): p. 213-22.

Page 89



Reducing the Impact of Cardiovascular Disease in Thurrock

Annual Report of the Director of Public Health, 2022

45,

46.

47.

48.

Katsoulis, M., Identifying adults at high-risk for change in weight and BMI in England: a
longitudinal, large-scale, population-based cohort study using electronic health records. The
Lancet. Diabetes & Endocrinology, 2021. 9(10): p. 681-694.

lyen, B., et al., Long-term body mass index changes in overweight and obese adults and the
risk of heart failure, cardiovascular disease and mortality: a cohort study of over 260,000
adults in the UK. BMC Public Health, 2021. 21(1): p. 576.

NHS England, Health coaching: Implementation and Quality Summary Guide: Technical
Annexes. 2020.

An, S. and R. Song, Effects of health coaching on behavioral modification among adults with
cardiovascular risk factors: Systematic review and meta-analysis. Patient Educ Couns, 2020.
103(10): p. 2029-2038.

Appendix 1: Literature Review

Identification and management of cardiovascular long-term conditions in primary care
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Agenda Item 12

3 November 2022 ITEM: 12

Health and Wellbeing Overview and Scrutiny Committee

Adults, Housing and Health - Fees and Charges Pricing
Strategy 2023/24

Wards and communities affected: Key Decision:
All Key

Accountable Assistant Directors: Les Billingham — Assistant Director Adult
Social Care and Community Development

Accountable Directors: lan Wake - Corporate Director Adults, Housing and Health

This report is public

Executive Summary

This report specifically sets out the fees and charges in relation to services within the
remit of this Overview and Scrutiny Committee.

Charges will take effect from the 1st of April 2023, unless otherwise stated. In
preparing the proposed fees and charges, Directorates have worked within the
charging framework and commercial principles set out in Section Three of this report.
We have also taken into account the effect that the increase in interest rates and the
cost-of-living crisis has had on the Local Economy and our services and the
continued implications from Covid-19.

Further Director delegated authority will be sought via Cabinet to allow Fees and
Charges to be varied within financial year in response to changes in government
legislation, all other changes in year will be brought back to Cabinet via the Service
Director for transparency.

The full list of proposed charges is detailed in Appendix 1, and the proposed deletion
of current fees and charges are detailed in Appendix 2 to this report.

1. Recommendation(s)

1.1 That Health and Wellbeing Overview and Scrutiny Committee note
and agree that a consultation should be completed for the
proposals to revise fees and charges for Adult Social Care and
Libraries.

Page 91



1.2

2.1

2.2

3.2

3.3

3.4

That Health and Wellbeing Overview and Scrutiny Committee note
that Director delegated authority will be sought from Cabinet to
allow Fees and Charges to be varied within a financial year in
response to legal or regulatory requirements.

Background

The report describes the fees and charges approach for the services
within the remit of Health and Wellbeing Overview and Scrutiny
Committee for 2023/24 and will set a platform for certain pricing principles
moving forward into future financial years.

This fees and charges paper provides narrative for:

Residential and nursing care
Day Care

Supported accommodation
Libraries

Thurrock Charging Policy

The strategic ambition for Thurrock is to adopt a policy on fees and
charges that ensures that all discretionary services will fully cost recover
wherever possible.

For future years, while reviewing charges, Services will also consider the
level of demand for the service, the market dynamics and how the
charging policy helps to meet other service objectives.

Rather than a blanket increase across all service lines, when
considering the pricing for 2023/24 some key questions are considered.

Where a tiered/premium pricing structure can be applied

How sensitive are customers to price (are there areas where a price
freeze is relevant)

Consideration with regards to Covid-19 and the impact on fees and

charges locally and nationally

What new charges might we want to introduce.

How Thurrock charges compare with neighbouring boroughs

Can charges be set to recover full costs.

How sensitive is demand to price

Statutory services may have discretionary elements that we can influence
Do we take deposits, charge cancellation fees, and charge an
admin fee for duplicate services (e.qg. lost certificates)?

Due to the nature of the services and service users, there is very limited
scope for the creation of tiered service charges, as these services are
provided under our statutory duties and responsibilities. Further, each
service users’ needs, and financial situation is assessed on an individual
case basis and most charges are means tested within Adult Social Care.
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3.5 The process to ensure that charges are fair and equitable within Adult
Social care is as follows. When an individual is assessed under the
Care Act 2014 and as a result of that assessment Adult Social Care
provides care, a financial assessment takes place carried out by one of
our Finance Assessment Officers. The assessment is to ascertain if
the person will be required to make a financial contribution to the cost
of their care and at what level that contribution will be.

The financial assessment is usually undertaken through a visit to the
person at home an assessment form is completed detailing the
person’s financial circumstances, level of income and savings together
with any other assets. The Finance Assessment Officer will also detail
any Disability Related Expenditure (DRE) this is anything that is
required as a result of the person’s condition or care needs that helps
or supports them within their daily life. The DRE is deducted from
outgoings before the calculation regarding any contribution is
undertaken. All our Finance Assessment Officers have national benefit
training once a year to ensure they are up to date with benefit
changes.

3.6 The key following points should be noted for 2023/24 fees and charges:

o Blue Badge Application Fee — This is a national maximum fee detailed
in the Blue Badge Guidance. It is a legal requirement to charge no more
than £10 per badge.

e The internal service charges - will be included within the consultation
where they are not set through national guidance or contractual
obligation.

e The fees and charges for Libraries - have been robustly reviewed and
either remain the same or have slight increases, these are shown at
Appendix 1. The area that will generate additional income is the
provision of stationery. Residents have requested, whilst using libraries,
that stationery is available when needed. This addition is a direct
response to that request and will support both the community and the
Library Service.

Please note that charges for placements are included for completeness in
relation to service activities, but do not form part of the fees and charges
budgetary line income as they are client contributions.

4. Proposals and Issues

4.1 The fees and charges for each service area within Health and Wellbeing
have been reviewed and the main considerations are set out below:

e Statutory Duties under the Care Act (2014)

e Department of Health and Social Care (DHSC) guidance for
residential care fees

e The need to ensure vulnerable adults access services in a timely
manner
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e The Adult Social Care market remains fragile after the COVID-19
Global Pandemic which has accentuated this fragility

e The 3-year gradual increase in Charging for Domiciliary Care has
been agreed and is currently being implemented to bring us to full
cost

e The increase in interest rates and the cost-of-living crisis has had an
effect on our Local Economy and our services.

4.2 To allow the Council services to better respond to changes in the
commercial environment for fees and charges, the Director of the Service
Area jointly with the agreement of Cabinet may vary service charges within
the financial year due to commercial considerations.

= This will allow service areas providing services on a traded basis, to
vary their fees and charges to reflect commercial and operational
considerations that impact the cost recoverability calculations.

« Any changes to Fees and Charges due to commercial considerations
will require consultation with, and agreement of, the relevant Portfolio
Holder.

4.3 It should be noted that Adult Social Care currently externalises about 80%
of its business activities into the independent sector using private,
community and voluntary organisations.

4.4 In all areas of activity, be it residential care, nursing care, domiciliary care
or supported accommodation, there is national acknowledgment of the
financial pressure within the market.

4.5 Fees and Charges are either set as declared rates within local
frameworks, individually negotiated or directed nationally.

4.6 In some cases, national guidance directs the level of charges, and
individual contributions are set depending upon prescribed financial
assessments, therefore full cost recovery is not always possible.

4.7 80% of services are commissioned within a commercial framework outside
of the council, however there are a small number of fees and charges for
services provided internally.

5. Reasons for Recommendation

5.1 The setting of appropriate fees and charges will enable the Council to
generate essential income for the funding of Council services. The approval
of reviewed fees and charges will also ensure that the Council is competitive
with other service providers and neighbouring councils. The ability to vary
charges within financial year will enable services to more flexible adapt to
changing economic conditions.
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5.2

7.1

8.2

The granting of delegated authority will only apply to legal or regulatory
changes. If there is a need to alter fees during the financial year to enable
the Council to better respond to commercial challenges, additional reports
may be brought to Cabinet for approval.

Consultation (including Overview and Scrutiny, if applicable)

Consultations will be progressed where there is specific need and the results
of any consultation shared with HOSC and Cabinet. However, with regard all
other items, the proposals in this report do not affect any specific parts of the

borough. Fees and charges are known to customers before they make

use of the services they are buying.

Impact on corporate policies, priorities, performance, and
community impact

The changes in these fees and charges may impact the community;
however, it must be taken into consideration that these price rises include
inflation, and no profit will be made on the running of these discretionary
services.

Implications

Financial

Implications verified by: Jo Freeman

Finance Manager

The effect of any changes to fees and charges on individual income targets
will be determined as part of the 2023-24 budget setting process in which
Corporate Finance and service areas will review anticipated level of demand,
fee increases, previous performance and potential associated costs. Covid-19
has significantly impacted the Authority’s ability to achieve current income
targets, and this will be taken into consideration when setting future targets.

The Council wide draft budget report will include the 2023-24 income targets
across all directorates.

Legal

Implications verified by: Sarah Dawkins
Barrister (Consultant) on behalf of the

Assistant Director of Law and Governance &
Monitoring Officer

| confirm on behalf of the ADLGMO that this paper and the appendix attached
has been read in full.
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8.3

Fees and charges generally fall into three categories — Statutory, Regulatory
and Discretionary. Statutory charges are set in statue and cannot be altered
by law since the charges have been determined by Central government and
all authorities will be applying the same charge.

Regulatory charges relate to services where, if the Council provides the
service, it is obliged to set a fee which the Council can determine itself in
accordance with a regulatory framework. Charges must be reasonable and
must be applied across the borough.

Discretionary charges relate to services which the Council can provide if they
choose to do so. This is a local policy decision. The Local Government Act
2003 gives the Council power to charge for discretionary services, with some
limited exceptions. This may include charges for new and innovative services
utilising the Council’s general power of competence under section 1 of the
Localism Act 2011.

The income from charges, taking one financial year with another, must not

exceed the cost of provision. A clear and justifiable framework of principles
should be followed in terms of deciding when to charge and how much, and
the process for reviewing charges.

A service may wish to consider whether they may utilise this power to provide
a service that may benefit residents, businesses, and other service users,
meet the Council priorities, and generate income.

Decisions on setting charges and fees are subject to the Council’s decision-
making structures. Most charging decisions are the responsibility of Cabinet,
where there are key decisions. Some fees are set by full Council.
Accordingly, | confirm that there appears to be no external adverse legal
implications arising for the Council from the proposed recommendations set
out under Part 1 of this report.

Diversity and Equality
Implications verified by: = Roxanne Scanlon

Community Engagement & Project Monitoring
Officer

The Council is responsible for promoting equality of opportunity in the
provision of services and employment as set out in the Equality Act 2010
and Public Sector Equality Duty. Decisions on setting charges and fees are
subject to Community Equality Impact Assessment process and the
Council’s wider decision-making structures to determine impact on protected
groups and related concessions that may be available.
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8.4 Other implications (where significant) —i.e., Staff, Health
Inequalities, Sustainability, Crime and Disorder or Impact on Looked
After Children

None applicable

9. Background papers used in preparing the report (including their location
on the Council’s website or identification whether any are exempt or
protected by copyright)

None

10. Appendices to the report

Appendix 1 — Schedule of Proposed Fees and Charges for 2023/24
Appendix 2 — Removed fees and charges 2023/24

Report Author:

Kelly Mcmillan

Business Development Manager
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Ref.

AHH1-CW

AHH2-CW

AHH6-CW

AHH7-CW

AHH8-CW

AHH9-CW

AHH10-CW

AHH11-CW

AHH12-CW

AHH13-CW

AHH207-CW

AHH14-CW

AHH15-CW

AHH16-CW

AHH17-CW

AHH18-CW

AHH209-CW

AHH19-CW

AHH20-CW

AHH21-CW

AHH22-CW

AHH198-NS

AHH208-NS

AHH94-NS

AHH95-NS

AHH96-NS

AHH97-NS

AHH209-NS

AHH105-NS

AHH106-NS

AHH107-NS

AHH108-NS

AHH109-NS

AHH110-NS

AHH111-NS

Name of Fee or Charge

Blue Badges - Application Fee

Concierge Charge - Extra Care (sheltered accommodation)
Pendant Alarms - Private Housing Tennant (per week)

Respite Care for Adults with Disabilities - per session

Support service for Elizabeth Gardens per household

Transport - per Journey (these charges are for Thurrock Residents)
Client Contributions

Deferred Payments

Domiciliary Care (per hour)

Direct Payments — PA Rate

Direct Payments — Agnency Rate

Residential Accommodation Charges - Internally Provided Residential Care - Homes for Older people per
week

External spot Commissioned Residential Placement — Standard Residential per week
External spot Commissioned Residential Placement — Higher Dependency per week
External spot Commissioned - Nursing per week

External spot Commissioned - Dementia Care per week

External spot Commissioned - High Needs Dementia per week

Additional spot Commissioned Services - Full Cost Recovery

Interim bed - Collins House per week

Reablement bed per week

Charge for Attendance at Day Centres - per Session

Cultural Services - Lost membership card replacement - Adults

Cultural Services - Lost membership card replacement - Children

Cultural Services - Catalogue Requests - Requests from Library catalogue

Cultural Services - Catalogue Requests - Requests from Library catalogues outside the Library
Consortium

Cultural Services - Catalogue Requests - Requests from the British Library

Cultural Services - Catalogue Requests - British Library lending renewals

New - Damaged and Lost items — Current value minus 10% reduction per year from date of purchase to
a maximum of 50% of the value. Not applicable to Children’s board books and picture books

Cultural Services - DVD - Children's DVD Hire - Each item/ week

Cultural Services - DVD - Children's DVD Hire - Maximum charge - 8 weeks
Cultural Services - DVD - Children's DVD Hire - Overdue: item/ week
Cultural Services - DVD - Non Fiction DVD Hire - Each item/ week

Cultural Services - DVD - Non Fiction DVD Hire - Maximum charge - 8 weeks
Cultural Services - DVD - Non Fiction DVD Hire - Overdue: item/ week

Cultural Services - DVD - TV and Feature Films Hire - Each item/ week

2022/23 - Charges

2023/24 - Charges

VAT Net Charge VAT Amount Total Charge VAT Net Charge VAT Amount Total Charge

0]

)

£ 10.00
£ 40.00
Free of Charge
£ 20.00
£ 40.00
£ 2.00
dupject Lo
individual
financial
£ 144.00
£ 15.50
£ 13.00
£ 15.50
£ 600.00
£ 465.42
£ 496.07
£ 534.75
£ 520.83
Full Cost
£ 465.42
Exempt (up to
6 weeks)
£ 10.00
Free of Charge
£ 7.65
f 24.25
£ 5.30
£ 1.00
£ 8.00
£ 1.00
£ 1.00
£ 8.00
£ 1.00
£ 1.00

£

£ 10.00
£ 40.00
Free of Charge
£ 20.00
£ 40.00
£ 2.00
dupject Lo
individual
Frmeaafic
£ 144.00
£ 15.50
£ 13.00
£ 15.50
£ 600.00
£ 465.42
£ 496.07
£ 534.75
£ 520.83
Full Cost
£ 465.42

Exempt (up to

6 weeks)
£ 10.00
Free of Charge
£ 7.65
£ 24.25
£ 5.30
£ 1.00
£ 8.00
£ 1.00
£ 1.00
£ 8.00
£ 1.00
£ 1.00

0]

0]

£ 10.00
£ 40.00
Free of Charge
£ 20.00
£ 40.00
£ 2.00
dupject Lo
individual
financial
£ 144.00
£ 17.92
£ 13.00
£ 17.92
£ 600.00
£ 572.23
£ 609.91
£ 633.73
£ 617.24
£ 646.63
Full Cost
£ 572.23
Exempt (up to
6 weeks)
£ 10.00
£ 2.50
£ 2.00
Free of Charge
£ 8.00
£ 24.25
£ 5.30

Value minus
10% per year

£ 1.00
£ 8.00
£ 1.00
£ 1.00
£ 8.00
£ 1.00
£ 1.00

£

£ 10.00
£ 40.00
Free of Charge
£ 20.00
£ 40.00
£ 2.00
dupject Lo
individual
ez Al
£ 144.00
£ 17.92
£ 13.00
£ 17.92
£ 600.00
£ 572.23
£ 609.91
£ 633.73
£ 617.24
£ 646.63
Full Cost
£ 572.23
Exempt (up to
6 weeks)
£ 10.00
£ 2.50
£ 2.00
Free of Charge
£ 8.00
£ 24.25
£ 5.30

Value minus
10% per year

£ 1.00
£ 8.00
£ 1.00
£ 1.00
£ 8.00
£ 1.00
£ 1.00

Net Change

£

2.42

2.42

106.81

113.84

98.98

96.41

646.63

106.81

2.50

2.00

0.35

Changes from 2022/23

VAT Amount

£ -

Total (£)

2.42

2.42

106.81

113.84

98.98

96.41

646.63

106.81

2.50

2.00

0.35

Total (%)

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

15.61%

0.00%

15.61%

0.00%

22.95%

22.95%

18.51%

18.51%

0.00%

0.00%

22.95%

0.00%

0.00%

0.00%

0.00%

0.00%

4.58%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

Detail

S/D Status Direct. O&S

D

U

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

Owner

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Catherine Wilson

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith



00T abed

AHH112-NS

AHH113-NS

AHH114-NS

AHH115-NS

AHH116-NS

AHH117-NS

AHH118-NS

AHH119-NS

AHH120-NS

AHH121-NS

AHH122-NS

AHH123-NS

AHH124-NS

AHH125-NS

AHH126-NS

AHH127-NS

AHH128-NS

AHH129-NS

AHH199-NS

AHH200-NS

AHH201-NS

AHH130-NS

AHH131-NS

AHH132-NS

AHH133-NS

AHH134-NS

AHH135-NS

AHH136-NS

AHH137-NS

AHH138-NS

AHH139-NS

AHH140-NS

AHH141-NS

AHH142-NS

AHH202-NS

AHH143-NS

Cultural Services - DVD - TV and Feature Films Hire - Maximum charge - 8 weeks

Cultural Services - DVD - TV and Feature Films Hire - Overdue: item/ week

Cultural Services - Libraries - Fines - Books - Day 1

Cultural Services - Libraries - Fines - Books - Day 2

Cultural Services - Libraries - Fines - Books - Day 3

Cultural Services - Libraries - Fines - Books - Day 4

Cultural Services - Libraries - Fines - Books - Day 5

Cultural Services - Libraries - Fines - Books - Day 6

Cultural Services - Libraries - Fines - Books - Day 7

Cultural Services - Libraries - Fines - per week after the first week

Cultural Services - Libraries - Fines - Books - Maximum Charge (8 weeks)

Cultural Services - Libraries - Language Courses - Multiple sets for 12 weeks

Cultural Services - Libraries - Language Courses - Single item for 3 weeks

Cultural Services - Libraries - Recorded Sound - All spoken word for children (CD)

Cultural Services - Libraries - Recorded Sound - Compact Disc Hire - 1 week loan

Cultural Services - Libraries - Recorded Sound - Spoken Word on CD - 3 week loan - 1 to 3 discs
Cultural Services - Libraries - Recorded Sound - Spoken Word on CD - 3 week loan - 4 or more discs
Cultural Services - Computer Printouts - B&W (per page/ side)

Cultural Services - Computer Printouts - Colour (per page/ side)

Cultural Services - Computer Printouts - Printing from the microfilm reader - B&W

Cultural Services - Computer Printouts - Wifi access free of charge - Printing prices apply

Cultural Services - Music sets and Play sets - Music set hire (Obtained through Essex CC) - Chamber music
(3 or more parts)

Cultural Services - Music sets and Play sets - Music set hire (Obtained through Essex CC) - Orchestral set

Cultural Services - Music sets and Play sets - Music set hire (Obtained through Essex CC) - Play sets hire
(3-15 copies)

Cultural Services - Music sets and Play sets - Music set hire (Obtained through Essex CC) - Sheets (per set)

Cultural Services - Music sets and Play sets - Music set hire (Obtained through Essex CC) - Vocal Scores
(per item)

Cultural Services - Photocopiers - Single copy A3 size - Colour

Cultural Services - Photocopiers - Single copy A3 size - Monochrome

Cultural Services - Photocopiers - Single copy A4 size - Colour

Cultural Services - Photocopiers - Single copy A4 size - Monochrome

Cultural Services - Photocopiers - 50+ Copies (price per copy) - Monochrome Only - A3
Cultural Services - Photocopiers - 50+ Copies (price per copy) - Monochrome only - A4
Cultural Services - Photocopiers - 50+ Copies (price per copy) - Colour - A3

Cultural Services - Photocopiers - 50+ Copies (price per copy) - Colour - A4

Cultural Services - Premises Hire - Hire of Hall requiring opening only at Aveley Hub - General Public
(Price includes cost of third party hirers insurance cover)

Cultural Services - Premises Hire - Outside Opening Hours - Hire of complete building requiring opening -
Commercial Organisations

£ 8.00
£ 1.00
£ 0.20
£ 0.40
£ 0.60
£ 0.80

£ 1.00

£ 1.20

£ 1.40

£ 1.40

£ 11.20

£ 3.60

£ 1.50

Free of Charge

£ 1.15

£ 3.05

£ 3.05

£ 0.25

Essex CC
Essex CC
Essex CC
Essex CC
Essex CC
£ 0.83
£ 0.25
£ 0.42
£ 0.13
£ 0.17
£ 0.08
£ 0.67
£ 0.33
£ 41.00

0.05

0.17

0.05

0.08

0.02

0.03

0.02

0.13

0.07

£ 8.00
£ 1.00
£ 0.20
£ 0.40
£ 0.60
£ 0.80
£ 1.00
£ 1.20
£ 1.40
f 1.40
f 11.20
£ 3.60
£ 1.50
Free of Charge
f 1.15
£ 3.05
£ 3.05
£ 0.30
Essex CC
Essex CC
Essex CC
Essex CC
Essex CC
£ 1.00
£ 0.30
£ 0.50
£ 0.15
£ 0.20
£ 0.10
£ 0.80
£ 0.40
£ 41.00

£ 8.00
£ 1.00
£ 0.25
£ 0.50
£ 0.75
£ 1.00
£ 1.25
£ 1.50
f 1.75
£ 1.75
£ 14.00
£ 3.60
£ 1.50
Free of Charge
£ 1.15
£ 3.05
£ 3.05
£ 0.25
£ 0.42
£ 0.25
Standard

Printing Fees

Essex CC
Essex CC
Essex CC
Essex CC
Essex CC
£ 0.83
£ 0.25
£ 0.42
£ 0.13
£ 0.17
£ 0.08
£ 0.67
£ 0.33
£ 41.00
£ 41.00

0.05

0.08

0.05

0.17

0.05

0.08

0.02

0.03

0.02

0.13

0.07

£ 8.00
£ 1.00
£ 0.25
£ 0.50
£ 0.75
£ 1.00
£ 1.25
£ 1.50
f 1.75
£ 1.75
£ 14.00
£ 3.60
£ 1.50
Free of Charge
f 1.15
£ 3.05
£ 3.05
£ 0.30
£ 0.50
£ 0.30
Standard
Printing Fees
Essex CC
Essex CC
Essex CC
Essex CC
Essex CC
£ 1.00
£ 0.30
£ 0.50
£ 0.15
£ 0.20
£ 0.10
£ 0.80
£ 0.40
£ 41.00
£ 41.00

m

0.05

0.10

0.15

0.20

0.25

0.30

0.35

0.35

2.80

0.42

0.25

41.00

0.08

0.05

0.05

0.10

0.15

0.20

0.25

0.30

0.35

0.35

2.80

0.50

0.30

41.00

0.00%

0.00%

25.00%

25.00%

25.00%

25.00%

25.00%

25.00%

25.00%

25.00%

25.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith



TOT abed

AHH144-NS

AHH145-NS

AHH146-NS

AHH147-NS

AHH148-NS

AHH149-NS

AHH150-NS

AHH203-NS

AHH151-NS

AHH152-NS

AHH153-NS

AHH204-NS

AHH154-NS

AHH155-NS

AHH156-NS

AHH205-NS

AHH206-NS

AHH177-NS

AHH178-NS

AHH207-NS

AHH210-NS

AHH157-NS

AHH158-NS

AHH159-NS

AHH160-NS

AHH161-NS

AHH162-NS

AHH163-NS

AHH230-NS

AHH231-NS

AHH232-NS

AHH173-NS

AHH176-NS

AHH211-NS

AHH212-NS

AHH213-NS

Cultural Services - Premises Hire - Outside Opening Hours - Hire of complete building requiring opening -
Statutory and Political Parties

Cultural Services - Premises Hire - Outside Opening Hours - Hire of complete building requiring opening -
Voluntary Sector

Cultural Services - Premises Hire - Outside Opening Hours - Hire of complete building (with registered
key holder) - Statutory and Political Parties

Cultural Services - Premises Hire - Outside Opening Hours - Hire of complete building (with registered
key holder) - Voluntary Sector

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating over 30 people -
Commercial Organisations

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating over 30 people -
Statutory and Political Parties

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating over 30 people -
Voluntary Sector

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating over 30 people -
General Public

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating under 30
people - Commercial Organisations

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating under 30
people - Statutory and Political Parties

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating 5 - 30 people -
Voluntary Sector

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating 5 - 30 people -
General Public

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating up to 4 people -
Commercial Organisations

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating up to 4 people -
Statutory and Political Parties

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating up to 4 people -
Voluntary Sector

Cultural Services - Premises Hire - During Opening Hours - Hire of meeting rooms seating up to 4 people -
Voluntary Sector - General Public

Cultural Services - Use of library space for home schooling (if space is available)
Cultural Services - Use of library space for private tuition per hour - Private Tutor
Cultural Services - Use of library space for private tuition per hour - Council Department/ School
Cultural Services - Library and Hub Group Events

Cultural Services - Library and Hub Social Events

Cultural Services - Sales - Adult fiction - Hardback

Cultural Services - Sales - Adult fiction - Paperback

Cultural Services - Sales - Adult non fiction - Hardback

Cultural Services - Sales - Adult non fiction - Paperback

Cultural Services - Sales - CD's

Cultural Services - Sales - Children's - Hardback

Cultural Services - Sales - Children's - Paperback

Cultural Services - Sales - Children's Workbooks - Each

Cultural Services - Sales - Children's Workbooks - Any 4

Cultural Services - Sales - Heritage Books

Cultural Services - Internet and Library Computer Use - First 2 hours

Cultural Services - Board Games per issue

Cultural Services - Refreshments - Drinks - Sachet machine per sachet

Cultural Services - Refreshments - Drinks - Urn per drink

Cultural Services - Refreshments - Biscuits per pack

£ 30.50 £
£ 30.50 £
£ 25,50 £
£ 20.25 £
£ 41.00 £
£ 30.50 £
£ 2550 £
£ 20.25 £
£ 15.25 £
£ 10.25 £
£ 10.25 £
£ 10.25 £
£ 515 £
£ 417 £
£ 2.08 £
£ 0.50 £
£ 0.25 £
£ 0.50 £
£ 0.25 £
£ 0.50 £
£ 0.50 £
£ 0.25 £

Free of Charge £

£ 1.25 £

0.83

0.42

0.25

£ 30.50
£ 30.50
£ 25.50
£ 20.25
£ 41.00
£ 30.50
£ 25.50
£ 20.25
f 15.25
£ 10.25
£ 10.25
£ 10.25
£ 5.15
£ 5.00
£ 2.50
£ 0.50
£ 0.25
£ 0.50
£ 0.25
£ 0.50
£ 0.50
£ 0.25
Free of Charge
£ 1.50

£ 41.00
£ 41.00
£ 25.50
£ 20.25
£ 35.75
£ 30.50
£ 25.50
£ 35.75
£ 20.25
£ 15.25
£ 10.25
£ 20.25
£ 10.25
£ 7.50
£ 5.15
f 10.25
Free of Charge
£ 4.17
£ 2.08

f£1 - £5 or Cost

Free of Charge

£ 0.50
£ 0.25
£ 0.50
£ 0.25
£ 0.50
£ 0.50
£ 0.25
£ 1.25
£ 4.17
Sold at RRP

Free of Charge

£ 1.25
£ 0.58
£ 0.42
£ 0.25

0.83

0.42

0.25

0.83

0.25

0.12

0.08

0.05

£ 41.00
£ 41.00
£ 25.50
£ 20.25
£ 35.75
£ 30.50
£ 25.50
£ 35.75
£ 20.25
f 15.25
£ 10.25
£ 20.25
£ 10.25
£ 7.50
£ 5.15
£ 10.25
Free of Charge
£ 5.00
£ 2.50

f1 - £5 or Cost

Free of Charge

£ 0.50
£ 0.25
£ 0.50
£ 0.25
£ 0.50
£ 0.50
£ 0.25
£ 1.50
£ 5.00
Sold at RRP

Free of Charge

£ 1.50
£ 0.70
£ 0.50
£ 0.30

10.50

10.50

5.25

35.75

20.25

2.75

10.25

1.25

4.17

0.58

0.42

0.25

0.25

0.83

0.12

0.08

0.05

10.50

10.50

5.25

35.75

20.25

2.75

10.25

1.50

5.00

0.70

0.50

0.30

34.43%

34.43%

0.00%

0.00%

-12.80%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

-26.83%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith



20T abed

AHH214-NS

AHH215-NS

AHH216-NS

AHH217-NS

AHH218-NS

AHH219-NS

AHH220-NS

AHH221-NS

AHH222-NS

AHH223-NS

AHH224-NS

AHH225-NS

AHH226-NS

AHH227-NS

AHH228-NS

AHH229-NS

SEG49-SA/M)

SEG50-SA/MJ

SEG51-SA/MJ

SEG52-SA/M)

SEG53-SA/M)

SEG54-SA/M)

SEG55-SA/MJ

SEG56-SA/MJ

SEG57-SA/M)

Cultural Services - Stationery - Envelopes C4

Cultural Services - Stationery - Envelopes C5

Cultural Services - Stationery - Plastic Pockets

Cultural Services - Stationery - Headphones

Cultural Services - Stationery - USB Stick (32gb)

Cultural Services - Stationery - Standard Black Pens

Cultural Services - Stationery - Stamps - Single - Standard 1st Class

Cultural Services - Stationery - Stamps - Single - Standard 2nd Class

Cultural Services - Stationery - Stamps - Single - Large 1st Class

Cultural Services - Stationery - Stamps - Single - Large 2nd Class

Cultural Services - Stationery - Stamps - Books - 4 x 1st Class

Cultural Services - Stationery - Stamps - Books - 8 x 1st Class

Cultural Services - Stationery - Stamps - Books - 8 x 2nd Class

Cultural Services - Stationery - Stamps - Books - 4 x 1st Class - Large

Cultural Services - Stationery - Stamps - Books - 4 x 2nd Class - Large

Cultural Services - User guide handout for Wiser4IT courses

Court Protection Property & Affairs - Category 1 - Charge for work up to appointment of Property and

Affairs Deputy by Court

Court Protection - Category 2 - Management Fee - 1st year

Court Protection - Category 2 - Management Fee - 2nd year and onwards

Court Protection - Category 2 - Management Fee - Where net assets of P are below £16,000 (annual)

Court Protection - Category 3 - Annual Property management fee

Court Protection - Category 4 - Annual Report Fee

Court Protection - Category 5 - Basic HMRC tax return

Court Protection - Category 5 - Complex HMRC tax return

Court Protection - Category 2 - Management Fee - Where the court appoints a local authority deputy for

health and welfare

Up to £745

Up to £775

Up to £650

Up to 3.5% of
net assets of P

Up to £300
Up to £216
Up to £70
Up to £140

UpP LO £.570 Ol
net assets of P,

nAat+ Aveandina

Up to £745

Up to £775

Up to £650

Up to 3.5% of
net assets of P

Up to £300
Up to £216
Up to £70
Up to £140

UpP LO £.570 Ol
net assets of P,

nAt AvecranAdinA~

£ 0.13
£ 0.08
£ 0.08
£ 1.67
£ 4.17
£ 0.17
£ 0.79
£ 0.57
£ 1.21
£ 0.88
£ 3.17
£ 6.33
£ 4.53
£ 4.83
£ 3.50
£ 1.67
Up to £745
Up to £775
Up to £650

Up to 3.5% of
net assets of P

Up to £300
Up to £216
Up to £70
Up to £140

UpP LO £.570 Ol

net assets of P,
nnt Avenn Aine

0.03

0.02

0.02

0.33

0.83

0.03

0.16

0.11

0.24

0.18

0.63

1.27

0.91

0.97

0.70

0.33

£ 0.15
£ 0.10
£ 0.10
£ 2.00
£ 5.00
£ 0.20
£ 0.95
£ 0.68
£ 1.45
£ 1.05
£ 3.80
£ 7.60
£ 5.44
£ 5.80
£ 4.20
£ 2.00
Up to £745
Up to £775
Up to £650

Up to 3.5% of
net assets of P

Up to £300
Up to £216
Up to £70
Up to £140

UpP LO £.570 Ol
net assets of P,

nAat+t Aveandina

0.13

0.08

0.08

1.67

4.17

0.17

0.79

0.57

1.21

0.88

3.17

6.33

4.53

4.83

3.50

1.67

0.03

0.02

0.02

0.33

0.83

0.03

0.16

0.11

0.24

0.18

0.63

1.27

0.91

0.97

0.70

0.33

0.15

0.10

0.10

2.00

5.00

0.20

0.95

0.68

1.45

1.05

3.80

7.60

5.44

5.80

4.20

2.00

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

SEG

SEG

SEG

SEG

SEG

SEG

SEG

SEG

SEG

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Sarah Attersall /Mike
Jones

Sarah Attersall /Mike
Jones

Sarah Attersall /Mike
Jones

Sarah Attersall /Mike
Jones

Sarah Attersall /Mike
Jones

Sarah Attersall /Mike
Jones

Sarah Attersall /Mike
Jones

Sarah Attersall /Mike
Jones

Sarah Attersall /Mike
Jones
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Name of Fee or Charge

2022/23 - Charges

VAT Amount

2023/24 - Charges
VAT Amount

Changes from 2022/23
VAT Amount

S/D Status Direct.

Detail
0&S

Owner

AHH3-CW

AHH4-CW

AHH5-CW

AHHS90-NS

AHH91-NS

AHH92-NS

AHH93-NS

AHH98-NS

AHH99-NS

AHH100-NS

AHH101-NS

AHH102-NS

AHH103-NS

AHH104-NS

AHH164-NS

AHH174-NS

AHH175-NS

Meals on Wheels - Service not
applicable 2015-16 - per meal for
services at day centres - Mid day
meal

Meals on Wheels - Service not
applicable 2015-16 - per meal
served at home

Meals on Wheels - Service not
applicable 2015-16 - per meal
served at Luncheon Club

Cultural Services - Borrowers
Lost Tickets - Adult - First Loss

Cultural Services - Borrowers
Lost Tickets - Adult - Second and
subsequent loss

Cultural Services - Children's Lost
Tickets - First Loss

Cultural Services - Children's Lost
Tickets - Second Loss

Cultural Services - Damaged and
Lost items - Books for which no
current value can be traced -
Adults books

Cultural Services - Damaged and
Lost items - Books for which no
current value can be traced -
Children's books

Cultural Services - Lost compact
disc cassette inserts/ Cases and
book wallets - Book wallets
Cultural Services - Lost compact
disc cassette inserts/ Cases and
book wallets - Compact Disc/CD
Rom case

Cultural Services - Lost compact
disc cassette inserts/ Cases and
book wallets - Compact Disc/CD
Rom or Cassette insert

Cultural Services - Lost compact
disc cassette inserts/ Cases and
book wallets - DVD case
Cultural Services - Lost compact
disc cassette inserts/ Cases and
book wallets - DVD insert

Cultural Services - Sales - DVD's

Cultural Services -Internet and
Word processing - Word
processing - Black and white
Cultural Services -Internet and
Word processing - Word
processing - Colour

Net Charge

4.00

4.00

4.00

2.60

3.10

Free of Charge

2.60

30.00

20.00

1.60

2.10

Full Cost

2.10

Full Cost

0.83

0.25

0.25

0.17

0.05

0.05

Total Charge VAT

4.00

4.00

4.00

2.60

3.10

Free of Charge

2.60

30.00

20.00

1.60

2.10

Full Cost

2.10

Full Cost

1.00

0.30

0.30

Net Charge

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

£

Total Charge

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

REMOVED

Net Change Total (£)

Total (%)

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

0.00%

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

AHH

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

HWB

Catherine Wilson

Catherine Wilson

Catherine Wilson

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith

Natalie Smith
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Agenda Iltem 13

3 November 2022 ITEM: 13

Health and Wellbeing Overview and Scrutiny Committee

Service Harmonisation Mid and South Essex ICB

Wards and communities affected: Key Decision:
All N/A

Report of: Claire Hankey, Director of Communications and Engagement Mid and
South Essex Integrated Care Board

Accountable Assistant Director: N/A

Accountable Director: N/A

This report is Public

Executive Summary

The purpose of this report is to update the Committee on the Service Harmonisation
Consultation for Mid and South Essex (MSE) Integrated Care Board (ICB). It sets out
our ambition to harmonise the provision of six service areas due to differing historic
commissioning policies within the five clinical commissioning groups.

The six service areas are:

Bariatric Surgery (weight loss surgery)

Breast asymmetry (surgery for uneven breasts)

Breast reduction (making breasts smaller)

Female Sterilisation

Vasectomy (male sterilisation)

Tertiary Fertility Services including:

o Intra-uterine insemination (1Ul)

o Invitro fertilisation (IVF), with or without intra-cytoplasmic sperm injection
(ICSl)

o Sperm and oocyte donation.

1. Recommendation(s)

The Health and Wellbeing Overview and Scrutiny Committee is asked to:

¢ Note this update.

e Support the promotion of the consultation.

e Agree to receive the analysis of public consultation at a future
meeting.
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3.1

3.2

Introduction and Background

We want to change the policies for six clinical services that are only funded by
the NHS in our area under certain circumstances.

At the moment the policies for these six services differ depending on where
you live in our area. For example, people living in the commissioning areas of
Basildon, Brentwood and Mid Essex can’t access IVF services on the NHS,
when people living in other areas of mid and south Essex can.

We want to change these policies, so everyone living in mid and south Essex
has the same opportunities.

We have looked at the latest clinical evidence and practice for all six services
nationally and locally. We have taken advice from a range of doctors, nurses,
and other health and care professionals.

We have spoken to patients, the public and other key stakeholders across mid
and south Essex to understand what is important for people when we make
these decisions.

The cost of providing these services and the potential consequences of a
decision to be made in the future has also been reviewed.

This is because we will need to balance the cost of providing these services
with the cost of all the other care provided by the NHS in our area.

Process so far
Clinical Review Process

The Clinical and Multi-Professional Congress (hereafter referred to as
Congress) is a group of experienced clinical and multi-professional staff,
drawing together expertise from across our health and care system. The
Congress was asked to review the six service areas (listed above) where
service provision policies differed across the five CCGs. A panel of expert
clinicians from across mid and south Essex was also convened where
Congress recommended the use of criteria to define the population for which
care should be funded e.g. Group Prior Approval or Individual Prior Approval.

Equality and Health Inequality Impact Assessments

Draft Equality and Health Inequality Impact Assessments (EHIIA) were
completed for all six areas by a panel with expertise in inequalities, public
health, Place (Alliance), primary care, clinical and procurement
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3.3

3.4

Pre-consultation engagement

Pre-consultation engagement took place during August 2022. This was
conducted via an online survey and targeted focus groups with those most
likely to be impacted by the policies.

A desk-top review of all previous reports, consultations and engagement
covering these areas was undertaken.

This also covered a review of the policies for neighbouring ICS’s.

The following points appeared across all six treatment areas for the
committee to note:

e The importance of fairness and equity.
o Affordability (particularly about fertility services).
¢ Impact on mental health for individuals.

Two clear and consistent themes were fairness and equity, ensuring that
anyone in mid and south Essex should be able to access services in the same
way regardless of where they live.

Affordability, keeping a service free, was also essential to provide those on
lower income or those with an inability to pay access to services.

When it comes to making decisions about access to services, people wanted
there to be greater consideration of the emotional impact of infertility, dealing
with larger and/or uneven breasts and obesity.

Review of Finance

Looking at our finances, we have found:

o The current cost of the existing provision of these services is around £1
million.

« We estimate adopting the policies across mid and south Essex will result
in an additional annual cost of around £1 - 1.1 million.

o The largest increase in demand would relate to fertility services because of
extending their availability in areas where previously there was less
availability.

The proposals we have set out are therefore likely to mean a greater cost to
the NHS as more people will be able to access them than are currently
entitled to under the existing policies.

Consulting on Proposals

The proposals for the consultation can be found in appendix 1 and the
consultation period will run from 31st October to 19th December 2022.

The consultation process will be promoted as a programme of activities with an

emphasis on seeking participation from those groups most likely to be impacted
by any change.
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People will be encouraged to use an online feedback questionnaire to submit
their views, but we will also invite feedback in any of the following ways:

e By letter or email to the ICB central get involved email.

e By attending a meeting or workshop, where there will be structured
notes taking and minutes.

e Focus group/conversations with a range of targeted groups including,
LGBTQ+, learning disabilities groups, faith groups, fertility groups,
men’s groups.

The consultation plan, documents and questionnaire will be sent out to all
Committee members before the committee meeting.

For the intervening period between now and decision-making, residents

will continue to be subject to the policy according to the location of their
registered GP (e.g., if registered to a practice in Basildon and Brentwood, the
service offered for the registered population by the predecessor CCG would
be observed).

Reasons for Recommendation

The committee is asked to note and support the service harmonisation
consultation process with the mid and south Essex residents on the proposed
harmonisation of the ICB’s commissioning policy.

Next Steps

The consultation will commence 315t October 2022 and run through until 19t
December 2022.

The MSE ICB Board will be presented with a decision-making business case
in February 2023 including the analysis of the public consultation

Appendices to the report

Appendix 1 — Consultation Process

Report Author:

Claire Hankey

Director of Communications and Engagement

Mid and South Essex Integrated Care Board
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Consultation proposal
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Bariatric Surgery

Service provision via: Group Prior Approval

Recommended threshold criteria: NICE criteria, e.g.

» The person has a BMI of 40 kg/m2 or more, or between 35 kg/m2 and 40 kg/m2 and other significant disease
(e.g. type 2 diabetes or high blood pressure) that could be improved if they lost weight.

= All appropriate non-surgical measures have been tried but the person has not achieved or maintained
adequate, clinically beneficial weight loss.

= The person has been receiving or will receive intensive management in a tier 3 service.

= The person is generally fit for anaesthesia and surgery.

= The person commits to the need for long-term follow-up.

EHIIA points of note: Race/ ethnicity - BMI threshold for different ethnic groups may be reviewed in accordance
with latest national evidence.

Breast
Asymmetry

Service provision via: Individual Prior Approval

Recommended threshold criteria:

The goal of surgery is to correct a significant deformity which is causing an impact on health. Patients will be

eligible if all the following are confirmed:

e Clinical evidence rules out any other medical/physical problems to cause these symptoms; and the wearing of
a professionally fitted brassiere has not relieved the symptomes,

and

e There is a difference of at least 2 cup sizes (e.g. C and DD cup size differential) OR evidence of another serious
functional impairment for at least one year.

and

e Full evidence is provided of all conservative management options that have been attempted,

and

e The patient is a non-smoker

and

e Patient has had no change in cup size for 1 year, and has reached end of puberty (referral should be delayed if
end of puberty has not been reached).

e Only unilateral breast reduction (not unilateral breast augmentation) will be funded.
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e This policy does not cover gynaecomastia.

EHIIA points of note: Sex (Gender) - may result in increased access for women, as not previously funded in B&B or
ME.

Breast Reduction

Service provision via: Individual Prior Approval

Recommended threshold criteria:

e The patient is suffering from neck ache or backache. Clinical evidence will need to be produced to rule out any
other medical/physical problems to cause these symptoms; and the wearing of a professionally fitted brassiere
has not relieved the symptoms,

and

e The patient has persistent intertrigo for at least one year and confirmed by GP OR another serious functional
impairment for at least one year.

and

e Full evidence is provided of all conservative management options that have been attempted, including weight
management services where appropriate

and

e The patient has a BMI <27 and evidence that the weight has been stable for 12 months,

and

e The patient is a non-smoker

and

e At least 1kg is planned to be removed from each breast.

e Patients who have predictable breast changes due to pregnancy are excluded.

EHIIA points of note: Sex (Gender) - may result in increased access for women, as not previously funded in ME.

Female
Sterilisation

Service provision via: Group Prior Approval

Recommended threshold criteria:
e Family complete: The woman is certain that her family is complete or that she never wants children in the
future.
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Contraception: AND there is an absolute clinical contraindication to Long Acting Reversible Contraception
(LARC) or has severe side effects to the use of LARC or declines a trial of LARC after counselling from a
healthcare professional experienced in fitting these devices.

Capacity: AND the woman has mental capacity OR all necessary arrangements have been completed to either
support her to a position of having capacity or where appropriate advocacy arrangements are in place, in
compliance with latest capacity guidance.

Counselling: AND she aware that the procedure is permanent but has a failure rate, that reversal is not funded
on the NHS (except via Individual Funding Requests), that other forms of LARC have a similar success rate, with
lower risk profile. Counselling must also include consideration of vasectomy for her partner where
appropriate.

BMI: AND she must have a BMI less than 35, due to increased clinical risk associated with BMI of 35 and above.

Exemptions: women who have a medical condition making pregnancy dangerous or where LARC is contra-
indicated or inappropriate will be exempt from these criteria and female sterilisation will be routinely funded.

EHIIA points of note:

Mental Health/ Learning disability: criteria clarified around mental capacity, to ensure equality of access for
those with impaired capacity.

Sex (Gender): Not previously commissioned in Mid Essex (ME), was routinely funded in Castle Point and
Rochford (CPR), Southend, Thurrock. Women in ME should have greater access. Do not expect negative impact
in CPR, S & T as criteria used should reflect previous clinical decision-making criteria.

Economically deprived communities: higher rates of obesity, therefore more affected by BMI criterion than
less economically deprived communities. However, criteria reflect prior clinical practice and so is not
anticipated to result in a change in access.

Vasectomy

Service provision via:
Vasectomy under Local anaesthetic: Routinely funded
Vasectomy under General anaesthetic: Group Prior Approval

Recommended threshold criteria for Vasectomy under General Anaesthetic:

Previous documented adverse reaction to local anaesthesia.
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OR
e Scarring or deformity distorting the anatomy of the scrotal sac or content making identification and/or control
of the spermatic cord through the skin difficult to achieve.

EHIIA points of note:

e Equality: may increase gender equality, reducing burden on women to undergo long-acting reversible
contraception, female sterilisation, abortion or pregnancy.

e Economically deprived communities: may increase access to permanent contraception, reduce need for
abortion.

Service provision via: Individual Prior Approval
Recommended threshold criteria:

e |IVF: A full cycle defined as up to one fresh and one frozen embryo transfer. This will include the cost of
freezing and storage. For patients who do not achieve a live birth with the fresh embryo transfer, the transfer
of one frozen embryo will be funded. The age of mother at the time that the embryos are frozen is required to
be within the age limits set out in the policy. This also applies to the age at transfer.

e Cause of infertility: Couples who have been diagnosed as having a male factor or female factor
problems or have had unexplained infertility for at least 2 years, taking into consideration both age

Tertiary Fertility and waiting list times. Where the partner receiving IVF is 40-42, the period of unexplained infertility

Services should be at least 1 year.

e Eligible Couples will be offered: a maximum of 2 full cycles of IVF+/-ICSI (local definition of a full cycle) where
the partner receiving treatment is between the age of 23 and 39.
Where the partner is between the age of 40-42, a maximum of 1 full cycle (local definition) will be offered.

e Patients younger than 23 will be considered where investigations have shown conception would be impossible
without fertility treatment.

® Any previous IVF cycles, whether self- or NHS-funded, will count towards the total number offered by the ICB.

e The partner receiving IVF should have been registered to an MSE practice for at least 12 months preceding
referral to IVF services.

e BMI: Women will only be considered for treatment if their BMI is between 19-30 (Kg/m2). Women with
BMI >30 should be referred to the appropriate obesity management pathway.
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e Men with a BMI of >35 will not be considered for treatment and should be referred to appropriate obesity
management pathway.

e Smoking: Couples must not be non-smoking at the time of treatment.

e Same Sex Couples: If six cycles of privately funded IUI have been unsuccessful, demonstrating infertility, the
couple will be eligible for IVF as above.

e Donor gametes: Up to one batch (usually 6) of donor oocytes and one batch of sperm will be funded. Where
more than two viable embryos are generated, up to two transfers will be funded in line with the rest of the
policy. Any remaining embryos will be subject to the same criteria as if the oocytes were the couple’s own.
Fertility products will be stored in line with relevant national guidance.

e Living Children: Fertility treatment will only be offered to couples where the following two criteria are met: a)
where there are no living children in the current relationship b) where neither partner has children from
previous relationships. This includes any adopted child within their current or previous relationships

e Intrauterine insemination (IUl) will not be funded.

EHIIA points of note:
e Age: note age restrictions within criteria.

e Sexual orientation: women in same-sex relationship have to self-fund Ul prior to being eligible for IVF. Under
recommended criteria, same sex couples would now be eligible for the same number of cycles as heterosexual

couples.

e Sex (gender): Men unable to access this service.




The table below clarifies any changes proposed to service provision consultation.
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Procedure

Bariatric surgery

Previous CCG service provision

Basildon and Brentwood (BB): Individual Prior
Approval (IPA)

Mid Essex (ME): IPA

Southend and Castle Point and Rochford (SCPR):
Group Prior Approval (GPA)

Thurrock: GPA

ICB service provision proposal for

consultation

Group Prior Approval (GPA)

Breast asymmetry

BB: Not funded
ME: Not funded
S&CPR: IPA

T: IPA

Individual Prior Approval (IPA)

Breast reduction

BB: IPA

ME: Not funded
SCPR: IPA

T: IPA

IPA

Female sterilisation

BB: GPA

ME: Not funded

S&CPR: Routinely funded
T: Routinely funded

GPA

Vasectomy

BB:
e Local Anaesthetic (LA) = Routinely funded
e General Anaesthetic (GA) = GPA

ME: Not funded

SCPR:

e LA = Routinely funded
e GA=GPA

T:

e LA =Routinely funded
e GA=GPA

LA: Routinely funded
GA: GPA
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Procedure

Tertiary Fertility services

Previous CCG service provision

BB: Not funded
ME: Not funded
SCPR: IPA

T: IPA

ICB service provision proposal for

consultation

IPA
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Health and Wellbeing Overview & Scrutiny Committee

Work Programme
2022/2023

Dates of Meetings: 7 June 2022, 1 September 2022, 3 November 2022, 12 January 2023 and 9 March 2023

Topic Lead Officer Requested by Officer/Member
7 June 2022

HealthWatch Kim James Members
Thurrock Health and Wellbeing Strategy 2022 - 2026 | Jo Broadbent Officers
Integrated Medical Centres Update (PowerPoint) Tiffany Hemming Members
Adult’s Integrated Care Strategy Les Billingham / Ceri Armstrong Officers
Integrated Community Equipment Service (ICES) lan Kennard Officers
Work Programme Democratic Services Officers

1 September 2022
HealthWatch Kim James Members
2021/22 Annual Complaints and Representations Lee Henley Officers
Report — Adult Social Care
Gray’s IMWC Engagement Update (PowerPoint) Tina Starling and Stephen Porter | Members
Contract for Occupational Therapy and Independent | lan Kennard Officers
Mobility Assessment Service
Contract to Supply, Install, Maintain & Repair lan Kennard Officers
Telecare Equipment
Work Programme Democratic Services Officers

3 November 2022

T Wall epusaby
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HealthWatch Kim James Members
Annual Public Health Report 2022 Jo Broadbent Members
Adults, Housing and Health - Fees and Charges Catherine Wilson Officers
Pricing Strategy 2023/24
Under Doctoring in Thurrock (PowerPoint) Steve Porter Members
Integrated Medical Centres Update (PowerPoint) Tiffany Hemming Members
Community In-Patient Beds in Mid and South Essex | j5mes Wilson and Andy Vowles Officers
Transforming Health and Care in Thurrock Tiffany Hemmings Officers
(PowerPoint)
Request to Consult for the Charging of Assistive lan Kennard Officers
Technology Monitoring Service
Service Harmonisation Mid and South Essex ICB Claire Hankey Officers
Work Programme Democratic Services Officers
12 January 2023
HealthWatch Kim James Members
Health and Air Quality Leigh Nicholson Members
Developing a New Residential Care Facility in South | Christopher Smith Officers
Ockendon
Integrated Medical Centres Update (PowerPoint) Tiffany Hemming Members
Active Travel Needs Assessment Jo Ferry Officers
Self-Care Joint Strategic Needs Assessment Emma Sanford Officers
Alcohol & Substance Misuse Phil Gregory or Helen Forster Officers
Portfolio Holder Report ClIr Huelin Members
Work Programme Democratic Services Officers
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9 March 2023

HealthWatch Kim James Members
Personality Disorders and Complex Needs Report Mark Tebbs Members
Dementia Strategy - Thurrock Implementation Plan — | Sarah Turner Officers
Integrated Medical Centres Update (PowerPoint) Tiffany Hemming Members
Work Programme Democratic Services Officers

Briefing Notes

ltems for 2023/24 Work Programme:

Portfolio Holder Report

Clerk: Jenny Shade
Last Updated: July 2022
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