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A meeting of the Warwickshire Health and Wellbeing Board will take place in 

Committee Room 2, Shire Hall, Warwick on Tuesday 11th June 2013  
at 13.30. 
The agenda will be:- 
 
1.    (13.30 – 13.35) General 
 
  (1)  Apologies for Absence 
 
  (2) Members’ Declarations of Personal and Prejudicial Interests 
 

  Members of the Board are reminded that they should declare the 
existence and nature of their personal interests at the commencement 
of the item (or as soon as the interest becomes apparent).  If that 
interest is a prejudicial interest the Member must withdraw from the 
room unless one of the exceptions applies. 

  
Membership of a district or borough council is classed as a personal 
interest under the Code of Conduct.  A Member does not need to 
declare this interest unless the Member chooses to speak on a matter 
relating to their membership.  If the Member does not wish to speak on 
the matter, the Member may still vote on the matter without making a 
declaration. 
 

(3) Minutes of the Final Meeting of the Warwickshire Shadow Health 
and Wellbeing Board on 19th March 2013 and Matters Arising 

   
  Draft minutes are attached for approval. 
 
 
 

Warwickshire Health and 
Wellbeing Board    

Agenda 
11th June 2013 
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2.  (13.35– 14.00) Overview and Future Ways of Working (No 
Report) 

 
Councillor Izzi Seccombe – Chair of the Warwickshire Health and 
Wellbeing Board 

 
3.    (14.00 – 14.20) The Police and Crime Commissioner and 

Collaborative Work with the Health and 
Wellbeing Board (No Report) 

 
Ron Ball – Warwickshire Police and Crime Commissioner 
 

4. (14.20 – 15.00) i) South Warwickshire NHS Foundation Trust – 
Key Priorities and Challenges (No Report) 

  ii) Integrated Long Term Conditions – Pioneer 
Site Application (No Report) 
 

Glen Burley – Chief Executive, SWFT 
Ian Philp – Medical Director, SWFT 
    

5. (15.00 – 15.20) Health and Wellbeing Board – Work Programme  

John Linnane – Director of Public Health, WCC 
 
6.  (15.20 – 15.30) JSNA Update 
  

John Linnane – Director of Public Health, WCC 
 

7.    (15.30 – 15.40) Health Protection Strategy   
  

Nicola Wright - Locum Consultant in Public Health WCC 
 

8.    Any other Business (considered urgent by the Chair) 
          

   
 

Shadow Health and Wellbeing Board Membership (17) 

Chair:  Councillor  Izzi Seccombe (Warwickshire County Council) 

Warwickshire County Councillors:  Councillor Ann McLauchlan, Councillor Bob 
Stevens, Councillor Heather Timms 
 
GP Consortia:   Andrea Green (Warwickshire North), David Spraggett (South 
Warwickshire), Jill O’Hagan (Coventry and Rugby) 
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Warwickshire County Council Officer: Wendy Fabbro - Strategic Director, People 
Group, Monica Fogarty - Strategic Director, Communities, John Linnane - Director 
of Public Health 
 
NHS  Martin Lee, NHS England 
 
Warwickshire Healthwatch: Deb Saunders 
 
Borough/District Councillors: Councillor Roma Taylor (NBBC), Councillor Claire 
Watson (RBC), Councillor Michael Coker (WDC) , Councillor Derek Pickard (NWBC), 
Councillor Gillian Roache (SDC) 
 
 
General Enquiries:  Please contact Paul Williams on 01926 418196 
E-mail: paulwilliamscl@warwickshire.gov.uk 
 

mailto:paulwilliamscl@warwickshire.gov.uk
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Minutes of the Meeting of the Shadow Warwickshire Health 
and Wellbeing Board held on 19 March 2013. 
 
Present:- 
 
Chair 
 
Bryan Stoten  
 
Warwickshire County Councillors 
 
Councillor Alan Farnell  
Councillor Izzi Seccombe 
Councillor Bob Stevens  
 
Clinical Commissioning Groups 

 
Adrian Canale-Parola – Coventry and Rugby CCG 
Andrea Green – Warwickshire North CCG 
Gill Entwistle – South Warwickshire CCG 
Dave Spraggett – South Warwickshire CCG 
 
Warwickshire County Council Officers 
 
Monica Fogarty – Strategic Director, Communities Group 
John Linnane – Director of Public Health (WCC/NHS) 
 
Borough/District Councillors 
 
Councillor Michael Coker – Warwick District Council  
Councillor Neil Philips (Nuneaton and Bedworth Borough Council) 
Councillor Derek Pickard (North Warwickshire Borough Council) 
Councillor Claire Watson (Rugby Borough Council) 
 
Warwickshire LINk 
 
Councillor Jerry Roodhouse 
 
Other people present are listed at the end of these minutes.  
 
1. (1) Apologies for Absence 
   

Wendy Fabbro – Strategic Director, People Group 
 

(2) Members’ Declarations of Pecuniary and Non-Pecuniary Interests  
 

None 
 
(3) Minutes of the meeting held on 24 January 2013 and matters arising 
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The minutes were agreed as a true record of the meeting. There were no 
matters arising.  

 
2. George Eliot Hospital – Initial Response to the 

Francis Report 
 
Kevin McGee, Chief Executive of the George Eliot Hospital NHS Trust 
explained that the hospital is one of 14 with elevated mortality rates that will 
be subject to independent review. The key question, it was suggested, is what 
are the implications for district general hospitals of the Francis Report?  
 
The meeting was informed that the George Eliot has already done much work 
around the quality of its services. It did have a period around 18 months ago 
when mortality rates and other pressures were very high but this has now 
passed. The culture of an organisation is fundamental and it has been 
necessary to work to raise the morale of staff. Only by doing this can the 
quality of care be improved. In other areas the ratio of qualified to unqualified 
nursing staff has increased, there has been a move towards seven day care 
and a new paediatric care model has been introduced. 
 
Mortality rates are down. Over the last five quarters the Summary Hospital-
level Indicator (SHMI) has decreased from 124 to 112. It is anticipated that 
this will continue over the next two quarters. There is, however, a limit to the 
improvements a hospital alone can do. The hospital is increasingly working 
with outside partners especially in the acute sector. 
 
The acute sector has over the last four to six weeks been under great 
pressure. It is not only the number of patients that is an issue but also the 
acuity of their conditions. It is expected that this situation will become 
increasingly common and this gives greater urgency to the need to work with 
colleagues to address the underlying causes of ill health. 
 
Kevin McGee informed the meeting that he welcomed the upcoming review 
noting that it would give the hospital an opportunity to undertake a whole 
system analysis. 
 
In response to a question from Councillor Jerry Roodhouse, Kevin McGee 
stated that within the last few days the Trust had met with the local CCG and 
other clinicians to discuss what action is needed. The emerging Systems 
Board may offer a partial solution although the fact that it meets infrequently 
may be a problem. 
 
Dr John Linnane, Director of Public Health, asked how the Health and 
Wellbeing Board can assist the hospital during its review. Kevin McGee 
suggested that the Board should be given the opportunity to comment on the 
hospital’s eventual response to the independent review.  
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In response to a statement from Councillor Bob Stevens, the meeting was 
informed that the hospital does not have a publicity department. This makes it 
difficult to broadcast good news to local residents.  
 
Turning to the George Eliot Hospital’s application for Foundation status, Kevin 
McGee explained that he is waiting for permission to move onto the next 
stage. The key, whilst this process is running, is to keep on providing good 
services to patients.  
 
Monica Fogarty, Strategic Director for Communities, proposed that members 
of the Board meet to agree an approach to support the George Eliot. This 
theme was taken up by Councillor Roodhouse who suggested that this should 
be undertaken on a formal basis through a sub-committee of the Board. This 
was agreed.  
 
The Chair welcomed the improvements in performance made by the George 
Eliot Hospital. He observed that acute services have experienced pressures 
for years and whilst not presenting insurmountable problems these do little to 
enhance the patient experience. He reminded the Board of the 2008 Acute 
Services Review pointing out that there remain some recommendations from 
that to be implemented. The key is to prevent people from becoming ill thus 
reducing demand on services.  
 
3.  NHS Coventry and Rugby Clinical Commissioning Group 

Identification of Local Priorities: ‘Everyone Counts’ 
planning requirements 

 
Dr Adrian Canale-Parola informed the meeting that the CCG he represents 
differs from the other two in Warwickshire in that it works closely with the 
Coventry Health and Wellbeing Board and Coventry Public Health. He 
introduced the CCG’s plan on a page and explained the differing components 
of it. The three locally determined priorities relate to alcohol consumption, 
cervical cancer screening and smoking in pregnancy. John Linnane 
commended the CCG on these priorities stating that they reflect the Director 
of Public Health’s Annual Report and the Joint Strategic Needs Assessment. 
Charles Goodey questioned why targets were not 100%. The Chair suggested 
that a figure of 90% is a minimum expectation whilst Adrian Canale-Parola 
stated that if targets are set too high they can become demotivating.  
 
Councillor Izzi Seccombe welcomed that the references to alcohol were not 
confined to liver disease. She did however ask that greater emphasis be 
placed on cancer screening for men. In response, the meeting was told that 
there remains no easy screening for men. There is bowel cancer screening 
and this is for men and women. Health checks have been introduced in the 
north of Warwickshire and these are due for rollout elsewhere. Adrian Canale-
Parola assured the meeting that despite pressures on resources they will be 
able to provide a good level of care.  
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4. South Warwickshire CCG  and Warwickshire North CCG – 
Plan on a Page  

 
Dr David Spraggett outlined the key components of the South Warwickshire  
CCG plan. The plan was welcomed by the Chair who noted the clear link 
between the plan and the Health and Wellbeing Strategy. Councillor Stevens 
observed that the plan contains little reference to children or obesity. It was 
acknowledged that there had been little engagement with the Children’s Trust 
and this would need addressing in the future.  
 
Monica Fogarty questioned why, when considering end of life the target 
stopped short of ensuring that whenever possible people die where they 
choose. David Spraggett responded that at this stage it is a challenge simply 
to record patients’ preferences on this issue.  
 
Gill Entwistle pointed out that the plan is a summary and that behind it lies a 
great deal of detail. John Linnane welcomed the focus of the plan on health 
inequalities, smoking in pregnancy and alcohol consumption but suggested 
that a reduction in levels of consumption would be better than stabilisation. 
Chris Lewington, Head of Strategic Commissioning, observed that there is no 
explicit reference to dementia in two of the three plans. She was asked by the 
Chair to bring forward the dementia workshop that has been discussed 
previously. 
 
Andrea Green introduced the Warwickshire North CCG’s plan. She chose to 
highlight the importance of end of life registers adding that so far the take up 
rate has been low. In addition there is a need to reduce non-elective hospital 
admissions.  
 
Councillor Alan Farnell commended the work of the three CCGs but asked 
that in future efforts be made to present the plans in a similar format.  
 
The Chair highlighted the difference in life expectancy between the north and 
south of the County. It was acknowledged that if smoking could be 
significantly reduced in the north then there would be less of a differential 
between the north and the south. In addition the Chair suggested that there 
should be a “plan on a page” for the National Commissioning Board. It was 
agreed that a letter should be sent to the National Commissioning Board with 
this idea.  
 
Paul Tolley asked that future plans use fewer abbreviations. This was agreed.  
 
5. Warwickshire Information Sharing Charter 
 
Andy Morrall, the Warwickshire County Council Corporate Information 
Manager introduced his report explaining that the current Charter is now out 
of date having been approved in 2008. John Linnane stated that the transfer 
of Public Health to the County Council had placed a number of barriers in the 
way in terms of gaining intelligence from the NHS. This, however, is being 
looked into by Public Health England. 
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The meeting was informed that acute trusts are not included in the current 
charter nor are organisations that did not exist five years ago. Glen Burley, 
Chief Executive of South Warwickshire NHS Foundation Trust expressed his 
willingness to get involved in the preparation of the new charter. 
 
Charles Goodey welcomed the development of the new strategy but noted 
that whilst sharing of information is a realistic aspiration integration of 
information is a long way off. 
 
 
6.   Health and Wellbeing Strategy 
 
The Chair introduced this item outlining the core elements of the Strategy. 
 
Councillor Bob Stevens proposed the adoption of the Strategy whilst 
Councillor Izzi Seccombe seconded it. In doing so Councillor Seccombe made 
a plea for 24/7 social care providing wrap around support. Paul Tolley 
welcomed the way the Strategy links to the JSNA. He did, however, express 
concern over threats to volunteer transport. The meeting was informed of the 
value of this service not only to its clients but also to the health economy in 
terms of reducing the number of missed appointments. In response, John 
Linnane stated that he was due to meet with representatives of volunteer 
transport providers.  
 
7.   Plans for Commissioning Children’s Services  
 
Chris Lewington gave a powerpoint presentation. Chris highlighted the current 
position with the commissioning of services being divided between a number 
of bodies, inconsistencies in the quality of services and the need to work with 
a number of newly formed agencies and posts.  
 
The target is to develop fully integrated provision through close partner 
engagement and the development of mutual aims and objectives. The future 
role of the Health and Wellbeing Board and the Children’s Trust was 
identified.   
 
Councillor Jerry Roodhouse raised the need for engagement with 
Healthwatch and raised some concerns that the Children’s Trust could end up 
reporting to many bodies. Adrian Canale-Parola stated that it is important to 
remember the quality of the customer experience and not just focus on hard 
targets and outputs. 
 
The Chair asked that Children’s Trust Board minutes be made available to the 
Health and Wellbeing Board.  
 
Some concerns were raised over the profile of the Children’s Trust. Members 
were unclear of its role and how it relates to other partner bodies. It was 
suggested that a report on the Children’s Trust be brought to a subsequent 
meeting of the Board. This was agreed. 



6 
 

 
8. Any other Business   
 
The Chair outlined a number of outputs from a recent planning meeting. 
These were, 
 

• Increased involvement by district and borough councils. 
• The future Chair of the Board will be the Leader of Warwickshire 

County Council. 
• The meeting of 11th June 2013 will be the first meeting of the Board 

outside of shadow form. 
• The Police and Crime Commissioner and CAVA will have a standing 

invitation to the Board. 
• Sub- committees will be established only as required. 
• The Chair of the Adult Social Care and Health Overview and Scrutiny 

Committee shall be invited to attend Board meetings. 
• A communications strategy will be developed. 

 
 
The meeting rose at 15.30 

 
 
 
 

    ………………………..Chair 
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Item 5 

 

Warwickshire Health and Wellbeing Board 
 

11 June 2013 
 

Health and Wellbeing Board Work Programme 2013-14 
 
Recommendations 

That the Warwickshire Health and Wellbeing Board: 
1. Considers and approves the draft Work Programme 2013-14 and the draft 

Board’s structures proposal. 
 
2. Encourages partners to review and/ or contribute specific key activities to the 

Board’s draft Work Programme 2013-14. 
 

1.0 Introduction 
1.1 During a business planning session on 8 March 2013, the Warwickshire’s 

Shadow Health and Wellbeing Board discussed and agreed a number of key 
work priorities and key relationships it needs to further develop in 2013-14. 
These are laid out in the attached draft Work Programme 2013-14 and a draft 
proposal for the Board’s relationships with other partnership bodies and groups.  
 

2.0 Key issues  
2.1 It is envisaged that the Board’s Work Programme will be reviewed and updated 

regularly and  will incorporate any current or urgent priorities, or changes to 
existing actions above the ongoing planned activities, as agreed by the Board. 

2.2 It is recognised that successful implementation of the Board’s Work Programme 
and Strategy will require effective relationships, partnerships and other support, 
as specified in the draft proposal. Partnerships with other committees and 
groups which do not directly relate to the activity of the Health and Wellbeing 
Board will be explored and established, as may be required. 

2.3 The Board’s Structures draft document proposes to ensure a coordinated 
organic approach to a set of arrangements which currently support the Health 
and Wellbeing Board in its role to lead and assure delivery of agreed local 
priorities and outcomes for health and wellbeing across the partnership. 

2.4 Specific task and finish groups which purpose will be to deliver on specific 
projects arising from the Board’s activity will be established as may be required. 
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3.0 Conclusions 
3.1 Warwickshire’s Health and Wellbeing Board’s key priorities and activities 

planned in 2013-14 have been incorporated into a draft Work Programme 
which will be updated as required. It is also recognised that in order to deliver 
the Work Programme, the Board requires a coordinated approach to 
relationships with partners and other support. It is requested that the Board 
agrees these recommendations. 
 

4.0 Background Papers 
None 
 

 Name Contact Information 
Report Author Monika Rozanski 

John Linnane 
monikarozanski@warwickshire.gov.uk 
johnlinnane@warwickshire.gov.uk 
 

Head of Service John Linnane johnlinnane@warwickshire.gov.uk  

Strategic Director Monica Fogarty monicafogarty@warwickshire.gov.uk 

 

mailto:monikarozanski@warwickshire.gov.uk
mailto:johnlinnane@warwickshire.gov.uk
mailto:johnlinnane@warwickshire.gov.uk
mailto:monicafogarty@warwickshire.gov.uk
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Governance 
 
Priority/ Item 
 

Lead officer(s) Timescales Committee 
date 

Outcomes 

Agree chairmanship and membership 
post elections 

Paul Williams May 2013 11.06.13 Chair and portfolio holder 
members confirmed 

Review and agree Terms of Reference Paul Williams June 2013 11.06.13 Revised ToR 
Agree connections with other 
committees and sub-committees with 
their roles and reporting mechanisms 

John Linnane June 2013 11.06.13 Connections and sub-structures 
agreed with clear roles and 
reporting mechanisms 

Review and approve JSNA John Linnane/ 
Wendy Fabbro 

June 2013 11.06.13 JSNA updated and in place 

Review Warwickshire Health & 
Wellbeing Strategy 

Nicola Wright/ 
Monika Rozanski 

July 2013 17.07.13 Strategy reviewed and approved 

Discuss and approve partners’ offers to 
deliver Warwickshire Health & 
Wellbeing Strategy 

Nicola Wright/ 
Monika Rozanski 

September 2013 25.09.13 Partners’ offers/ action plans 
approved and being delivered 

Annual report on the Board’s activity 
and performance 

Nicola Wright/ 
Monika Rozanski 
 

March 2014 26.03.14 Report submitted and published 

Annual report on Warwickshire’s Health 
Economy 

Nicola Wright/ 
John Linnane 

March 2014 26.03.14 Report submitted and published 

Engagement and Relationships 
 
Priority/ Item Lead officer(s) Timescales Committee 

date 
Outcomes 

Discuss and approve WHWBB 
Communications & Engagement 
Strategy/ Approach 

Monika Rozanski/ 
Comms officer 

July 2013 17.07.13 Strategy in place and being delivered 

Agree the Board’s expectations of 
key commissioners 

Nicola Wright/ 
John Linnane 

July 2013 Workshop Principles of working together agreed 

Discuss and agree a relationship with John Linnane/ July 2013  Basic principles/ approval systems 
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Cabinet Monica Fogarty 
 

agreed 

Discuss and agree a relationship with 
Overview & Scrutiny 

John Linnane/ 
Monika Rozanski 

September 2013 Workshop Basic principles of working together 
agreed 

Discuss and agree a relationship with 
Healthwatch Warwickshire 

Monika Rozanski September 2013 Meeting/ 
workshop 

Basic principles of working together 
agreed 

Engagement with voluntary sector Nicola Wright/ 
Monika Rozanski 

October 2013 Workshop Principles of working together agreed 

Engagement with Providers Nicola Wright/ 
Monika Rozanski 

October 2013 Workshop Principles of working together agreed 

Engagement with the Police & Crime 
Commissioner/ Police 

Nicola Wright/ 
Monika Rozanski 

October 2013 Meeting/ 
workshop 

Principles of working together agreed 

Engagement with NHS England 
(Area Team) 

Nicola Wright/ 
John Linnane 

September 2013 Meeting Basic principles of working together 
agreed 

Engagement with the Coventry & 
Warwickshire Partnership Trust 

John Linnane  Board to Board 
meeting 

 

Health Priorities (to be further specified) 
 
Priority/ Item Lead officer(s) Timescales Committee 

date 
Outcomes 

Discuss/ approve the Health 
Protection Strategy 

 June 2013 11.06.13 Strategy approved and being 
delivered 

Monitor hospital mortality rates  Ongoing  Reduction in mortality rates 
Monitor progress and outcomes of 
the George Eliot Hospital Inquiry and 
approve strategies for improvement 

 Ongoing  Strategies for improvement approved 
and being delivered/ reduction in 
mortality rates 

Discuss, approve and monitor 
progress of CCG plans 

 Ongoing  CCG plans linked to the Health & 
Wellbeing Strategy and JSNA; CCG 
plans approved and being delivered 

Monitor progress towards Foundation 
status of local trusts 

 Ongoing  Progress reports considered and 
approved 

Approve strategies and monitor 
progress on smoking cessation 

Jacquie 
Ashdown/ Paul 

Ongoing  Strategies approved and being 
delivered; increase in number of non-
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(including smoking in pregnancy) and 
its wider determinants 

Hooper smoking population; reduction in 
smoking in pregnancy 

Discuss and approve strategies and 
monitor progress on managing 
pressures and patient safety in A&E 
departments 

 Ongoing  Strategies approved and being 
delivered; reduction in inappropriate 
A&E visits 

Discuss and approve strategies and 
monitor progress of out of hours 
services 

 Ongoing  Strategies approved and being 
delivered; out of hours services in 
place 

Discuss, approve and monitor 
delivery progress of partnership 
strategies to reduce health 
inequalities in Warwickshire  

 Ongoing  Strategies approved and being 
delivered 

Discuss and agree strategies to 
improve mental health and wellbeing 
of the local population 
 

Charlotte Gath/    Strategies agreed and being 
delivered 

Wellbeing Priorities (to be further specified) 
 
Priority/ Item Lead officer Timescales Committee 

date 
Outcomes 

Consider the “Living in Warwickshire” 
survey proposal 

Gareth Wrench July 2013 17.07.13  

Monitor progress of the discharge 
project 

Wendy Fabbro Ongoing   

Consider impact of the Winterbourne 
View and approve learning disability 
strategies 

Wendy Fabbro    

Discuss impact of Dilnot review and 
approve social care funding 
strategies 

Wendy Fabbro    

Consider impact of the Youth Justice 
Report and monitor local 

Wendy Fabbro Ongoing   
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improvements  
Discuss and agree strategies around 
social housing to improve health and 
wellbeing of local population 

Nicola Wright/ 
DCs + BCs 

   

Discuss and agree strategies for 
educational attainment with its impact 
on health and wellbeing 

Wendy Fabbro/ 
Nicola Wright 

   

Discuss and approve early 
intervention strategy for children in 
care 

Wendy Fabbro    

Discuss and approve early 
intervention strategy for adults 

Wendy Fabbro    

Discuss and agree strategies around 
employment to improve health and 
wellbeing of the local population 

Nicola Wright/ 
Louise Wall 

   

Discuss and agree strategies around 
mobilising communities to improve 
their health and wellbeing 

Nicola Wright/ 
Dan Green 

   

Consider Director of Public Health 
Annual Report 

John Linnane September 2013   
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Warwickshire Health & Wellbeing Board structures 

Draft proposal                 Other committees 

 

 

 

                 

 

 

Committee level        

 

 

  

 

 

Sub-committee   
level  
 
 
 
Task & finish/ 
delivery                         
group level  
  
HWB Strategy Group (new) 

Warwickshire 
Health & Wellbeing 

Board 

JSNA 
Commissioning 

Group 

WCC & CCG 
Leads Group 

District & 
Borough Health 
Political Leads 

Group 

Children’s 
Trust 

Adult 
Safeguarding 

Board 

Children 
Safeguarding 

Board Financial 
Inclusion 

Partnership 
 
 

Advisory 
Group 

Community 
Safety 

Partnerships 

Integrated 
Commissioning 

Group 

HWB Strategy 
Group 

Agenda 
Planning Group 

Health and Social 
Care Overview & 

Scrutiny 

Arden Health 
Protection 
Committee 

JSNA 
Operational 

Group 
Local 

Strategic 
Partnerships 

Smoke Free 
Warwickshire 
Partnership 

Health & Wellbeing 
Comms Group 
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Membership: 

• Director of Public Health 
• Public Health Consultant of Wider Determinants of Health 
• 1 Communities Group representative (optional) 
• 2 People Group’s representatives 
• 3 CCG representatives 
• 5 District & Borough representatives 

 
Serviced by: HWB Projects Coordinator, Public Health 
 
Role: 

• Provide specific contributions to the HWB Strategy which are evidence based and linked to the JSNA 
• Lead on the development and submit action plans which will support the implementation of the HWB Strategy 
• Monitor, review, update and report on the Strategy’s action plans 
• Review and update the content of the Warwickshire’s Health & Wellbeing Strategy as it may be required 
• Develop suitable metrics so that progress in the implementation of the strategy can be suitably measured 

 
 
Agenda Planning Group (existing) 
 
Membership: 

- Chair of HWBB 
- Director of Public Health 
- Strategic Director for Communities 
- Strategic Director for People 
- HWB Projects Coordinator 

 
Serviced by: Democratic Services Team Leader 
 
Role: 

• Discuss, assess and approve items for agendas of the HWBB meetings 
• Suggest and agree items for agendas of the HWBB meetings 
• Advise on the frequency of and additional meetings of the HWBB if required 
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JSNA Commissioning Group (existing) 
 
Membership: 

- CCGs 
- People Group 
- Public Health 
- Localities & Partnerships Team representative 
- Warwickshire Observatory 
- WCAVA 

 
Serviced by:  
 
Role: 

• preparation and delivery of Warwickshire's Joint Strategic Needs Assessment (JSNA) and its components 
 
 
WCC & CCG Leads Group (existing) 
 
Membership: 

- Director of Public Health 
- Strategic Director for Communities 
- Strategic Director for People 
- CCG Accountable Officers 
- CCG Chairs 
- Portfolio Holder for Health 

 
Serviced by: HWB Projects Coordinator, Public Health 
 
Role: 

• Provide updates on priorities and challenges 
• Discuss and agree HWBB Strategy implementation plans (to be approved by the Board) 
• Discuss commissioning plans and explore opportunities for joint commissioning 
• Ensure the delivery of the HWBB Strategy 
• Contribute to the Board’s meeting agendas 
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District & Borough Health Political Leads Group (existing) 

Membership: 
- District and Borough political leads for health and wellbeing 
- Director for Public Health 

 
Serviced by: Stratford upon Avon District Council CEO 

Role: 
• Provide updates and discuss current priorities and challenges around health and wellbeing within Districts and Boroughs 
• Discuss, comment and provide feedback on current plans and strategies in relation to health and wellbeing 

 

Children’s Trust  (existing) 

Membership: 
- Portfolio Holder, WCC, Children, Young People & Families. 
- Strategic Director, WCC People Group 
- Chair – Children’s Safeguarding Board 
- Public Health – Lead Officer for CYPF 
- Police – Lead Officer for CYPF 
- 3 x Chairs CT Area Partnerships  
- CCG representatives 
- Early Years representative 
- Headteacher’s Children Services policy group Chair / Vice-Chair 
- CAVA / WCVYS representative 
- Training / College representative 
- Chamber of Commerce representative 

 
Serviced by: People Group’s representative 
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Role: 

• Advise and provide regular reports on priorities and challenges around matters concerning children, young People and families  
• Ensure that the needs and issues for children, young people and families are addressed in the JSNA 
• Act as a liaison between the Health & Wellbeing Board and the Children’s Safeguarding Board, youth Justice Board, Schools and other 

relevant partnership bodies 
• Consult with children, young people and families county wide representative groups on behalf of the Warwickshire’s Health & Wellbeing 

Board 
 

Integrated Commissioning Group  (existing) 

Membership: 
- People Group representatives 
- Public Health representatives 
- CCG representatives 
- CSU representatives 

 
Serviced by: Strategic Commissioning Team, People Group 
 
Role: 

• Assess, share and discuss commissioning intentions, building on the JSNA and in line with the HWB Strategy 
• Agree shared priorities around commissioning health and care services 
• Align resources across commissioning partners 
• Develop and implement a joint integrated commissioning strategy 
• Monitor and report on the progress in the implementation of joint integrated commissioning plans and strategies 
• Advise on commissioning connections between various services and organisations 

Health & Wellbeing Communications Group 
 
Membership: 

- Communications Team representative 
- HWB Projects Coordinator 
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WHWBB Structures 1.1 
MRoz/ May 2013 

- JSNA Coordinators 
- Public Health Knowledge Officer 

 
Facilitated by: Communications Team representative 
 
Role: 

• Support the development of the HWBB’s communications and engagement strategy 
• Ensure the delivery of JSNA and HWBB communication action plans 
• Ensure effective and coherent communication of JSNA, Healthwatch and HWBB developments and activities 

 
HWB Projects Coordinator’s role in relation to HWBB: 

- Plan, organise and facilitate the Board’s business planning and development activities 
- Coordinate information from and/ or activity of the Board’s sub-committees 
- Service some of the Board’s sub-committees 
- Act as the first point of contact for any enquiries relating to the Board and its activity 
- Plan, organise and facilitate the Board’s engagement with other stakeholders (Police & Crime Commissioner/ Police, providers, 3rd sector 

and the NHS England Area Team) 
- Follow regional and national developments which relate to the activity of Health & Wellbeing Boards and filter relevant information to the 

Board and its sub-committees 
- Organise and service the Board’s planning and engagement events 
- Draft the Board’s work programmes and HWB strategies 
- Coordinate projects arising from Board’s business 
- Develop and oversee the content of the Health and Wellbeing Board webpage and blog 
- Draft the Board’s communications and engagement strategy and ensure its implementation  
- Prepare reports on the Board’s activity and performance 

Democratic Service Team Leader’s role in relation to HWBB: 
- Provide secretarial support to HWBB and its members 
- Plan and coordinate agendas for the HWBB meetings 
- Plan and coordinate agenda planning group meetings and activities 
- Advise on decision making and reporting processes in relation to WHWBB 
- Facilitate Board’s engagement with the Health and Social Care Overview & Scrutiny functions 
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Item 6 

 

Warwickshire Health and Wellbeing Board 
 

11 June 2013 
 

Joint Strategic Needs Assessment Annual Update 
 
Recommendations 

That the Warwickshire Health and Wellbeing Board (HWB): 
1. Approve the 2013 Joint Strategic Needs Assessment (JSNA) Annual 

update and the proposal to publish it in June 2013. 
In addition: 

2. Approve or amend the current plan to conduct a similar Annual Update in 
2014. 

3. Approve or amend the current plan to conduct a Review of Warwickshire’s 
JSNA and its themes and topics in 2015. 
 

1.0 Key Issues 
1.1 Much of the work for the JSNA is timed to fit the cycles of commissioning that it 

aims to inform. Thus, individual pieces of work or needs assessments will be 
completed on an ad-hoc basis, in line with commissioners’ requirements. 
However, currently the JSNA produces a Review on every third year and an 
Annual Update published in May or June on the intervening two years.  

1.2 Only one Review has been completed to date, in 2011-12. This set the themes 
and topics reflected in the structure of the proposed Annual Update and the 
JSNA website, as well as informed Warwickshire’s interim Health and 
Wellbeing Strategy (JHWS)1. The proposed document is the first Annual 
Update since the 2011-12 JSNA Review and is the first of two proposed Annual 
Updates before a second Review is carried out in 2014-15. 
 

2.0 Options and Proposal 
2.1 The HWB’s Options are to: 

1. Approve the 2013 Joint Strategic Needs Assessment (JSNA) Annual update 
and the proposal to publish it in June 2013. 

2. Reject or ask for amendment(s) to the Annual Update. 
 

                                            
1 The Interim JHWS can be found here: Interim JHWS. 

http://democratic.warwickshire.gov.uk/Cmis5/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=ZprKAKX7OjFht5QEaAP7z5TLImdILYeJM8DRhHqA%2fjU%2b%2fXVNXEzt%2fQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
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2.2 In addition the HWB can: 
1. Approve the current plan to produce another Annual Update in May/June of 

2014 and a Review in 2015. 
2. Reject or ask for amendment(s) to the current production plan. 

3.0 Timescales associated with the decision/Next steps 
3.1 The Annual update is due to be published in June 2013. Thus, the decision to 

publish or amend it should happen in order to allow that. The next steps would 
be the publication of the document on the Warwickshire JSNA Website and 
distribution to partner organisations. 

3.2 Decisions relating to further publications can be made with little time pressure 
although the more notice given to the JSNA programme team, the better. 

4.0 Background Papers 
 None 
 

 Name Contact Information 
Report Author Simon Tidd 

Gareth Wrench 
simontidd@warwickshire.gov.uk 
garethwrench@warwickshire.gov.uk  

Head of Service Chris Lewington 
John Linnane 

chrislewington@warwickshire.gov.uk 
johnlinnane@warwickshire.gov.uk  

Strategic Director Wendy Fabbro 
Monica Fogarty 

wendyfabbro@warwickshire.gov.uk 
monicafogarty@warwickshire.gov.uk 

 

mailto:simontidd@warwickshire.gov.uk
mailto:garethwrench@warwickshire.gov.uk
mailto:chrislewington@warwickshire.gov.uk
mailto:johnlinnane@warwickshire.gov.uk
mailto:wendyfabbro@warwickshire.gov.uk
mailto:monicafogarty@warwickshire.gov.uk
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1 INTRODUCTION 

1.1 PURPOSE 

This document is intended to provide commissioners and other 

parties interested in Warwickshire’s health and wellbeing with: 

a) A summary of Warwickshire’s approach to the Joint 

Strategic Needs Assessment (JSNA). 

b) An update on the latest information coming from 

Warwickshire’s JSNA. 

c) Key messages from that information that our target 

audience should hear. 

It is intended to supplement the other products produced as part 

of Warwickshire’s JSNA. These can be found on the 

Warwickshire JSNA website at: http://jsna.warwickshire.gov.uk 

and are described further in: Warwickshire’s Approach to the 

JSNA. 

1.2 BACKGROUND 

Warwickshire’s JSNA is currently reviewed on a three year cycle 

with an Annual Update published in May or June on the 

intervening two years. This document is the first Annual Update 

since the Warwickshire’s 2011 JSNA Review, published in 

2012.1 

The publication of this document also coincides with the 

formation of Warwickshire’s Health and Wellbeing Board2 (HWB) 

as a statutory committee of the County Council in June 2013 and 

the publication of Warwickshire’s Interim Joint Health and 

Wellbeing Strategy (JHWS).3 

It is currently the intention to publish the next iteration of the 

Annual Update in May 2014. 

1.3 STRUCTURE OF THE UPDATE 

This update consists of two elements.  

1.3.1 Document 

The first is the remainder of this document, composed of the 

following three sections: 

Warwickshire’s Approach to the JSNA. This section describes 

the context and history to the JSNA in Warwickshire as well as 

the current approach including its governance, products and the 

timeframes for their delivery. This section may be of interest to 

                                            
1
 The 2011 Review was published in March 2012 and can be found here: 

Warwickshire JSNA 2011 Review. 
2
 Warwickshire has had a ‘Shadow’ Health and Wellbeing Board since May 

2011. 
3
 The Interim JHWS can be found here: Interim JHWS 

http://jsna.warwickshire.gov.uk/
http://jsna.warwickshire.gov.uk/files/2012/03/JSNA_Annual_Review_2011.pdf
http://democratic.warwickshire.gov.uk/Cmis5/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=ZprKAKX7OjFht5QEaAP7z5TLImdILYeJM8DRhHqA%2fjU%2b%2fXVNXEzt%2fQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
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those unfamiliar with Warwickshire’s JSNA or who want to learn 

more about how it is produced. Commissioners and those 

readers who just want to know the key messages from the JSNA 

may wish to go directly to the relevant sections below. 

Warwickshire People and Place: Key Messages for All. This 

section provides the key messages from the JSNA that are 

applicable to all commissioners and interested parties. They are 

not specific to individual areas of health or care and are not 

divided by the themes or topics from the 2011JSNA Review, 

described later. This section aligns with the menu pages from the 

JSNA website of the same name.4 

Key Topic Messages. The final section of this update contains 

key messages from the JSNA that are organised by the five 

themes and ten topics from the 2011 Review. The messages are 

targeted at those commissioners and parties who work or have 

an interest in particular areas but may be of interest to a wider 

audience. Each topic contains key messages that we think 

people need to hear, a summary of what the available data is 

telling us and quotes or case study findings, which you will see in 

green boxes. The components of this section align with the menu 

pages of the JSNA website, named as each of the five themes. 

1.3.2 Updated and New Interactive Mapping Reports  

The second element of this update consists of new reports 

hosted on the website and in the Local Information System (LIS). 

                                            
4
 Warwickshire People and Place 

There is a new report for each of the ten 2011 Review topics, 

which sometimes replace existing LIS reports with new data and 

improved formatting or, in places, fill a gap for a topic that had no 

pre-existing report. These reports can all be found via the JSNA 

website, under their relevant topic and links to them are below: 

Children & Young People 

Educational Attainment 

Looked after Children 

Lifestyle 

Lifestyle Factors Affecting Health 

Vulnerable Communities 

Reducing Health Inequalities 

Disability 

Safeguarding 

Ill-Health 

Long-Term Conditions 

Mental Wellbeing 

Old Age 

Dementia 

Ageing & Frailty.

http://jsna.warwickshire.gov.uk/warwickshire-people-and-place/
http://maps.warwickshire.gov.uk/iareports/educational_attainment/
http://maps.warwickshire.gov.uk/iareports/looked_after_children/
http://maps.warwickshire.gov.uk/iareports/lifestyle_factors_affecting_health/
http://maps.warwickshire.gov.uk/iareports/reducing_health_inequalities/
http://maps.warwickshire.gov.uk/iareports/disability/
http://maps.warwickshire.gov.uk/iareports/safeguarding/
http://maps.warwickshire.gov.uk/iareports/long_term_conditions/
http://maps.warwickshire.gov.uk/iareports/mental_wellbeing/
http://maps.warwickshire.gov.uk/iareports/dementia/
http://maps.warwickshire.gov.uk/iareports/ageing_and_frailty/
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2 WARWICKSHIRE’S APPROACH TO THE 

JSNA 

2.1 HISTORICAL DEVELOPMENT 

2.1.1 Original Production (2007-2009) 

The Local Government and Public Involvement in Health Act 

(2007) placed a duty on upper tier local authorities and PCTs to 

undertake a JSNA. In Warwickshire, work on the original JSNA 

started in 2007 and was completed in April 2009. It involved the 

development of the Warwickshire JSNA Steering Group and 

produced two reports: 

 The first was a detailed technical statistical Foundation 

Report to set the context for health and wellbeing trends 

in Warwickshire, against a number of key client groups. 

This work was led and carried out by the Warwickshire 

Observatory. 

 The second report was the Needs Assessment, led by 

external Consultants.5  

The development of the JSNA culminated in a workshop for key 

stakeholders to consider the findings from the report and 

provided the learning for future iterations. 

                                            
5
 The contract for this element of the work was awarded to Tribal Consulting 

and was completed in spring 2009. 

2.1.2 Learning and Development (2010-2011) 

In revising the JSNA process from 2010, consultation activity 

provided suggestions for areas to include and presentational 

ideas to help target the JSNA to a wider audience.  

During early 2010, Warwickshire was also invited to join a 

national study carried out with a small number of areas across 

the country, evaluating the first round of JSNAs and how they 

had been used by commissioners in decision making. 

This identified a number of useful points to help evolve the JSNA 

further. They included: 

 The recommendation for the development of a Local 

Information System (LIS) to provide better access to 

data and allow users to ‘self-serve’ themselves 

information directly.  

 Recognition of the need to ensure that JSNAs were 

being explicitly used in commissioning and 

decommissioning decision making by raising 

awareness and making them more useful to users 

These points were pivotal in the changing nature of 

Warwickshire’s JSNA during its 2011 review. In 2012, 

Warwickshire released its updated JSNA in a dramatically 

different format; incorporating the learning from the previous 

three years. 
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2.2 THE JSNA FROM 2012 

2.2.1 The Local Vision 

The purpose of the Warwickshire JSNA is to provide a 

consensus view of the current and future health and 

wellbeing needs and inequalities of the local population.  

By doing so, the Warwickshire JSNA will enable the local 

commissioning of services to be built around need, outcomes, 

engagement and consultation.  

The JSNA will help to: 

 Define achievable improvements in health and wellbeing 

outcomes for the local community; 

 Target services and resources where there is most need; 

 Support health and local authority commissioners; 

 Deliver better health and wellbeing outcomes for the local 

community; 

 Underpin the choice of local outcomes and targets. 

Importantly, the Warwickshire JSNA is not an end in it itself, 

rather a framework of tools that are produced to inform 

commissioning. 

2.2.2 Governance Arrangements 

The JSNA is a statutory requirement.6 In Warwickshire prior to 

2012, it had been jointly led by the Director of Public Health and 

the Strategic Director for People Group within Warwickshire 

County Council. Today the JSNA is produced in partnership 

across Health and Social Care in Warwickshire, although the 

strategic direction currently remains with the Director of Public 

Health and the Strategic Director for People Group. The 

organisations involved in Warwickshire’s JSNA are outlined 

below and more detail can be found here: Structure and Local 

Governance Arrangements. 

2.2.2.1 Health & Wellbeing Board (HWB) 

The HWB is statutorily responsible for producing the JSNA and 

developing a JHWS,7 based on the assessment of need outlined 

in it. Warwickshire has had a ‘shadow’ HWB since May 2011 and 

its ‘formal’ HWB was formed in April 2013. More information on 

the HWB can be found here: Warwickshire Health and Wellbeing 

Blog and records of its meetings here: HWB Meetings. 

                                            
6
 This statutory requirement was introduced by The Local Government and 

Public Involvement in Health Act (2007): Section 116 (as amended by The 
Health and Social Care Act (2012): Section 192) and section 116A (as 
inserted by The Health and Social Care Act (2012): Section 193). 
7
 Warwickshire’s Shadow Health & Wellbeing Board has produced an Interim 

JHWS, which can be found here: Interim JHWS 

http://jsna.warwickshire.gov.uk/files/2012/11/Structure-and-Local-Governance-Arrangements-For-Warwickshire-JSNA-V1.1-18.09.12.pdf
http://jsna.warwickshire.gov.uk/files/2012/11/Structure-and-Local-Governance-Arrangements-For-Warwickshire-JSNA-V1.1-18.09.12.pdf
http://healthwarwickshire.wordpress.com/?blogsub=confirming#blog_subscription-2
http://healthwarwickshire.wordpress.com/?blogsub=confirming#blog_subscription-2
http://democratic.warwickshire.gov.uk/cmis5/CurrentCommittees201213/tabid/122/ctl/ViewCMIS_CommitteeDetails/mid/600/id/494/Default.aspx
http://www.legislation.gov.uk/ukpga/2007/28
http://www.legislation.gov.uk/ukpga/2007/28
http://www.legislation.gov.uk/ukpga/2012/7/introduction/enacted
http://democratic.warwickshire.gov.uk/Cmis5/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=ZprKAKX7OjFht5QEaAP7z5TLImdILYeJM8DRhHqA%2fjU%2b%2fXVNXEzt%2fQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
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2.2.2.2 JSNA Strategic Group 

The Strategic Group has responsibility for ensuring that the 

JSNA is embedded in local decision making and approves 

significant JSNA products, such as this Annual Update. The 

group consists of the Director of Public Health, the Strategic 

Director of People Group and the Head of Strategic 

Commissioning, from People Group in Warwickshire County 

Council. The group meet on an ad-hoc basis and feed directly 

into the HWB.  

2.2.2.3 JSNA Commissioning Group 

The JSNA Commissioning Group is responsible for the delivery 

of the JSNA and for the setting of current and future editorial 

priorities. The group provides the link between the Strategic 

Group and the JSNA Working Group. 

This group meet every two months and its members include a 

wide range of partners, and representatives from health, local 

authorities and other agencies. Details of the Commissioning 

Group’s meetings can be found here: Commissioning Group 

Meetings. 

2.2.2.4 JSNA Working Group 

The JSNA Commissioning Group is supported by the JSNA 

Working Group. The Working Group leads in the production and 

of Warwickshire’s JSNA and its components. 

The group meet on a monthly basis and its membership includes 

research, intelligence, consultation and commissioning 

representatives covering a wide range of partners as required 

and subject to commissioning priorities. 

2.3 THE STRUCTURE OF WARWICKSHIRE’S JSNA 

Warwickshire’s JSNA has three key elements:  

 

2.3.1 The Website.  

All of the products produced as a part of Warwickshire’s JSNA 

are hosted on the JSNA Website, which can be found at: 

http://jsna.warwickshire.gov.uk. 

Reports & 
Specific 
Needs 

Assessments 

Local 
Information 
System (LIS) 

Website  

http://democratic.warwickshire.gov.uk/cmis5/CurrentCommittees201213/tabid/122/ctl/ViewCMIS_CommitteeDetails/mid/600/id/546/Default.aspx
http://democratic.warwickshire.gov.uk/cmis5/CurrentCommittees201213/tabid/122/ctl/ViewCMIS_CommitteeDetails/mid/600/id/546/Default.aspx
http://jsna.warwickshire.gov.uk/
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2.3.2 Reports & Specific Needs Assessments.  

The JSNA has a programme of work and produces a number of 

documents or products on an on-going basis; this Annual Update 

is one such product. These include the Annual Updates, periodic 

Reviews and specific assessments of need. These assessments 

of need address prevalence, demand and supply and consider 

both quantitative and qualitative data8. The qualitative data 

includes finding from formal consultations and findings from 

surveys and co-production forums, such as the Transformation 

Assembly. 

                                            
8
 The data is provided by local experts/specialists, with co-ordination and 

analysis provided by the JSNA Working Group or specific project teams. The 
specialists help write and provide the expertise to interpret and interrogate the 
data to inform users. 

 

2.3.3 Local Information System (LIS) 

This is all underpinned by a Local Information System providing 

access to the library of data and analysis above and the growing 

and more detailed evidence base9. 

 

                                            
9
 Much of this functionality is still in development; individual LIS reports can be 

accessed through the JSNA website, by relevant topic. 
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There is a local element to the LIS but, in addition, there are a 

number of national reports and data sets which the website will 

hold and also provide access to. 

2.3.4 Timeframes for production 

Much of the work for the JSNA is timed to fit the cycles of 

commissioning that it aims to inform. Thus, individual pieces of 

work or needs assessments will be completed on an ad-hoc 

basis, in line with commissioners’ requirements. 

 

However, currently the JSNA produces a Review on every third 

year and an Annual Update in the two intervening years. Only 

one Review has been completed to date, in 2011-12. This set the 

themes and topics reflected in the structure of this document and 

the JSNA website, as well as informed Warwickshire’s first, and 

interim, Health and Wellbeing Strategy (JHWS).10 

This document is the first of two proposed Annual Updates 

before a second Review is carried out in 2014-15. All of these 

timeframes are subject to amendment by the new statutory 

HWB. 

2.4 WORK IN 2012-13 

During 2012-13, work for the JSNA has focused on the effective 

establishment of the structures and governance surrounding the 

production of the JSNA. All of the groups described above were 

officially formed in late summer and autumn and much work has 

gone into trying to raise the profile of, and engagement with, the 

JSNA with the relevant audiences.  

A workshop was held with all stakeholders early last year to 

launch the new JSNA and since then the team have attended 

numerous meetings/forums and delivered numerous 

presentations;11 most recently, specifically with the Voluntary and 

Community Sector. Details of the key events and future one can 

be found here: JSNA Events 

                                            
10

 The Interim JHWS can be found here: Interim JHWS. 
11

 Including: Hosting a needs assessment workshop for colleagues from the 
voluntary and community sector; the presentations of key findings to the 
Warwickshire Local Involvement Network (LINk); engagement with housing 
colleagues; presentations to District/Borough committees, local partnership 
groups and Community Forum presentations. 

JSNA 
Review 

Annual 
Update Yr1 

Annual 
Update Yr2 

http://jsna.warwickshire.gov.uk/events/
http://democratic.warwickshire.gov.uk/Cmis5/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=ZprKAKX7OjFht5QEaAP7z5TLImdILYeJM8DRhHqA%2fjU%2b%2fXVNXEzt%2fQ%3d%3d&mCTIbCubSFfXsDGW9IXnlg%3d%3d=hFflUdN3100%3d&kCx1AnS9%2fpWZQ40DXFvdEw%3d%3d=hFflUdN3100%3d&uJovDxwdjMPoYv%2bAJvYtyA%3d%3d=ctNJFf55vVA%3d&FgPlIEJYlotS%2bYGoBi5olA%3d%3d=NHdURQburHA%3d&d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3d&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJFf55vVA%3d&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3d
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Following the launch of the website there has also been 

continued support and development of this and the LIS that 

houses much of the data displayed through it. 

In addition, The JSNA work approval process and programme 

management tools have been developed and brought into use to 

manage the flow of projects and work conducted for 

Warwickshire’s JSNA in the future. These and more information 

about how Warwickshire’s JSNA works can be found here: How 

Warwickshire’s JSNA Works. 

Finally, there have also been a number of discrete and specific 

needs assessments and projects completed in 2012-13, further 

details of which can be found at the link below: 

Warwickshire Drugs & Alcohol Needs Assessment 

Warwickshire Adult Mental Health Needs Assessment 

Warwickshire DRAFT CAMHS Needs Assessment 

2.5 FUTURE INTENTIONS 

The year of 2013/14 is a year of significant change for health and 

social care: The formal introduction of the HWB, the move of 

Public Health into local authorities, the abolition of the Primary 

Care Trusts (PCTs) and the formal arrival of the Clinical 

Commissioning Groups and the introduction of Healthwatch are 

part of the largest changes in a lifetime. It is anticipated that this 

will undoubtedly have an impact not only on the JSNA but more 

importantly, the services the JSNA informs. 

Over the past year much work has been done to establish the 

governance structures and processes that will ensure the JSNA 

remains the essential tool to inform commissioning. 

Currently there are several discrete projects underway and more 

yet to be started. While this past year has been a year of great 

change, as we move into a more settled period we are keen that 

we begin to identify Needs Assessment Topics which could be 

sponsored by the CCGs, perhaps the Districts and Boroughs, the 

voluntary sector and also NHS Trusts. The key projects in the 

programme for progress in the current year, and other 

anticipated work, are listed below and more information can be 

found here: JSNA Current Work Programme. 

 Autism Needs Assessment 

 Learning Disabilities Needs Assessment 

 Infant Mental Health Needs Assessment Chapter 

 Social Care Data Integration Pilot Project 

 Drivers of Wellbeing Project 

 Impact of Welfare Reforms Project 

 Delaying Parenthood in LAC Project 

 Carers Needs Assessment 

http://jsna.warwickshire.gov.uk/about/how-does-warwickshires-jsna-work/
http://jsna.warwickshire.gov.uk/about/how-does-warwickshires-jsna-work/
http://jsna.warwickshire.gov.uk/2013/01/25/warwickshire-drugs-and-alcohol-needs-assessment-201213/
http://jsna.warwickshire.gov.uk/2012/12/07/adult-mental-health-needs-assessment/
http://jsna.warwickshire.gov.uk/2012/07/31/draft-camhs-needs-assessment/
http://jsna.warwickshire.gov.uk/about/current-work-programme/
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3 WARWICKSHIRE PEOPLE & PLACE: KEY 

MESSAGES FOR ALL 

3.1  TURNING POINTS IN LOCAL TRENDS 

Over the past decade a number of indicators have followed a 

relatively predictable trend; crime has fallen year on year, school 

attainment has consistently improved, and road casualty 

numbers have reduced without exception. The economic 

downturn started to impact upon some of our indicators in 2009 

and 2010, particularly those relating to worklessness and benefit 

claimants, but many of the positive trends continued even 

through the peak of the recession. This year, however, we have 

seen some evidence of this no longer being the case. A number 

of headline indicators have baulked against the trends we 

are used to seeing. It is unclear at this early stage whether 

these may be individual glitches, signs that some indicators have 

approached a natural plateau or whether the recession is starting 

to bite. 

Our visibility of some indicators affected is delayed and it may be 

that we are only now starting to see some of the impacts 

beyond the immediate economic downturn. Continued 

monitoring will help us identify whether some of this year’s 

figures are merely bumps along a general trajectory or whether 

some more fundamental change is taking place in Warwickshire. 

3.2 POPULATION CHANGE AND INCREASING 

DEPENDENCY 

During the last ten years, there has been an increase of just 

over 20% in the annual number of births in Warwickshire 

and a 21% increase in the population aged 65 or over. At the 

same time, the working age population has not been increasing 

at the same rate. The outcome of this is an increasing 

dependency ratio; a shrinking share of the population is 

economically active and supporting the remaining population. In 

2010, there were 1.74 people of working age for every 

dependent in the county (those aged under 16 or over 64). By 

2035, this figure is expected to fall to 1.32. This change brings 

significant implications, in particular for the local economy, 

education, health and social care. 

We are seeing increasingly different patterns at a local level. 

The latest data shows that 62% of mothers in Warwick District 

were aged 30 or above at the time of birth. This is in contrast to 

Nuneaton & Bedworth Borough where 37% were aged 30 or 

above. These figures reflect different career paths, financial 

planning, and perhaps even different aspirations.  

Amongst the challenges that a growing and ageing population 

will bring is an increase in the number of people likely to develop 

a long-term condition such as high blood pressure, diabetes, 

arthritis, heart disease and dementia. Although people are 

living longer, these extra years may not necessarily be 

experienced in good health. 
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3.3 HOUSING & HOUSEHOLD COMPOSITION 

The demand for housing in Warwickshire will continue to 

grow. At the same time, this will need to be delivered in the 

context of a changed planning system, the adoption of the 

district/borough Local Core Strategies reflecting Housing Needs 

Assessments for the future, and historically low levels of housing 

completions across Warwickshire since 2008.  

Providing services for families will need to change to reflect 

the shifting make-up of family units and how they choose to 

live. More older people will live independently at home for 

longer, people will live with their parents in a family home for 

longer (in North Warwickshire 38% of 20-34 year olds currently 

still live with their parents ), and the proportion of single person 

households will continue to grow. 

The reforms of the welfare system legislated for in the Welfare 

Reform Act are likely to have a key impact upon individuals, 

groups of people, services, and certain geographical areas and 

communities in Warwickshire. The reforms are likely to have a 

disproportionate impact upon those areas with higher 

concentrations of benefit claimants, with subsequent potential 

knock on effects for local economies and demography. There 

could also be population movement and migration due to 

changes in housing affordability. We would benefit by having a 

greater understanding of the short and longer term impacts of the 

reforms. A needs assessment has been agreed to get a clearer 

understanding of the impacts of these changes on users and the 

wider population and the longer term outcomes for health and 

social care. This will help us to shape services to meet them or 

understand where we may fall short and make decisions about 

what to prioritise. 

Housing affordability is likely to remain an issue in 

Warwickshire. The ratio of lowest quartile house prices have 

been consistently over six times lowest quartile earnings since 

2003 (currently at 6.8) and is unlikely to reduce significantly in 

the absence of a housing market crash. This means a person 

earning a low income would need the equivalent of over six 

years’ worth of income to afford just the cheapest housing 

available. 

3.4 THE CHANGING NATURE OF COMMUNITIES 

The way that people relate to and identify with their 

neighbours, localities, communities and social networks is 

changing. In the future, it is likely that these will be less 

obviously defined by spatial boundaries, providing a big 

challenge for organisations used to delivering or commissioning 

services based on geographic boundaries. 

3.5 ECONOMIC AND LABOUR MARKET CHANGE  

The number of people claiming Jobseekers Allowance (JSA) 

in Warwickshire has been falling since February 2010.

Despite the fall in unemployment, two specific issues are causing 

concern: 

The number of residents unemployed for more than twelve 

months has increased from 995 to 1,695 in the last year. As a 
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proportion of all unemployed residents, long term 

unemployment now makes up 21% of all unemployment, 

compared to 11% last year12. In Nuneaton & Bedworth Borough 

over one in four unemployed people have been claiming JSA for 

more than twelve months. Generally speaking, those who have 

been out of work for longer periods of time will find it 

increasingly difficult to get a job, as well as having a negative 

impact on their health and wellbeing. This means that when the 

job market does pick up the long-term unemployed will find it 

harder to compete with other jobseekers. Despite this worrying 

finding, long term unemployment in Warwickshire remains below 

the regional and national average. 

The second issue relates to youth unemployment. The 

unemployment rate amongst the 18 – 24 age group, 

although now falling, is more than twice the rate of those 

aged over 24. Furthermore, one third of 18 to 24 year olds that 

are claiming Jobseekers Allowance in Warwickshire have being 

doing so for more than six months. Long term unemployment is a 

particular concern with this age group, as many young people 

will be seeking their first job. The longer it takes to make that first 

step into the workforce, the more difficult it becomes. 

                                            
12

 These figures relate to June 2012 and compare year-on-year with June 
2011.  Long term unemployment in this analysis accounts for those people 
who have been claiming Job Seekers' Allowance for over 12 months. More 
information can be found at page 24 of the 2012 Quality of Life report. All 
unemployment data can be accessed by age and duration from NOMIS which 
is a service run by the Office for National Statistics providing official labour 
market statistics. 

3.6 MORE YOUNG PEOPLE ENTERING POSITIVE 

DESTINATIONS 

The number of young people aged 16-18 in Warwickshire 

who are not in employment, education and training (NEET) 

has reduced. The overall Warwickshire NEET rate stood at 

3.6% (660) for 201213. However, the numbers of NEETs are not 

uniform across the county, with higher numbers and percentages 

in North Warwickshire 4.1% (82 young people), Nuneaton and 

Bedworth 4.6% (224 young people) so the north of the county 

remains an area of concern. 

Overall NEET figures have decreased in Warwickshire, 

displaying the lowest volumes and proportions since 200614. 

However, it remains important that education, skills and training 

agencies convey the right messages about future careers so that 

we have a more timely supply of labour skilled in the right areas.  

Young people who continue in learning post 16 are more likely to 

attain higher levels of qualifications and have increased earnings 

over their lifetime. The Government’s ‘Raising the 

Participation Age’ (RPA) strategy raises the age that young 

people remain in education or training to age 17 by 2013 and 

up to their 18th birthday from 2015. Young people will be able 

                                            
13

 Average of November 2012, December 2012 and January 2013. 
14

 Part of this reduction can be explained by an increase in the number of 
apprenticeships; there has been an increase of nearly two thirds over the two 
most recent full academic years. There have also been successful ESF 
funded projects which have impacted on reducing the number of NEETs. 

http://www.warwickshireobservatory.org/observatory/observatorywcc.nsf/RefDocs/HCRG-726C6Y?OpenDocument
https://www.nomisweb.co.uk/
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to participate in a way that best suits their needs and aspirations; 

for instance in full-time education at school or college; on an 

Apprenticeship or part time if they are also working or 

volunteering full time15. The Council is working closely with key 

stakeholders to deliver against the strategy to meet the new 

duties under RPA in particular effective alignment of support 

mechanisms to ensure all young people have the opportunity to 

progress and succeed. 

3.7 THE HAPPINESS MYSTERY 

Despite Warwickshire performing consistently above national 

averages on many social and economic measures, the results of 

the inaugural national wellbeing survey suggested that 

Warwickshire’s residents are notably less happy and 

satisfied than most other parts of the country. 

For example, when asked “to what extent do you feel the things 

you do in your life are worthwhile?”, responses from 

Warwickshire’s residents placed us 136th out of 142 local 

authority areas across Great Britain. In terms of feeling 

happy, Warwickshire ranked 128th. These results would not 

have been predicted, and our analysis illustrates how many 

counties with similar characteristics to our own have performed 

much more strongly on the ‘happiness’ measures.  

                                            
15

 Promoting effective participation in education or training is a statutory duty 
of the Local Authority under the Education and Skills Act (2008). 

3.8  PERSISTING INEQUALITIES 

Our more prosperous neighbourhoods have been best 

placed to deal with the impacts of the recession and 

associated trends, and have displayed higher levels of 

resilience in the face of downturns in the economy over the past 

year.  

However there are examples throughout this report where the 

inequalities gap has not improved, particularly in the North of the 

county with most of the inequalities being predominantly 

associated with the relatively poor health status of residents of 

Nuneaton & Bedworth.  

Some of the most important inequalities are: the considerable 

differences in life expectancy between areas of Nuneaton and 

Bedworth when compared with areas in Warwick; the large 

differences in the rate of smoking between communities; the 

numbers of looked after children in the North when compared 

with the South; educational attainment and its impact on people’s 

employment and earnings and the quality of housing and 

community that they live in. 

These examples demonstrate that inequalities still persist and 

that the gap in inequalities between the North and the South 

has continued to increase.  

Inequalities are a multi-faceted issue and require a joined up 

collaborative approach across key organisations. Further effort is 

required now and over the longer term to address the growing 

gap between some of our communities. 



 

15 

3.9 THE RISE OF LONG-TERM CHRONIC HEALTH 

CONDITIONS16 

The most recent Director of Public Health Report17 describes the 

challenges and opportunities facing the county as a 

consequence of long term health conditions affecting our 

residents. Nationally, around 1 in 3 adults live with at least 

one Long Term Condition (LTC). In Warwickshire, this equates 

to an estimated 147,000 people. However, more recent research 

suggests the rate may be as high as 42%. LTCs are increasing, 

partly as a result of the ageing population and unhealthy 

lifestyle choices. 

In 2011, a number of priority public health themes were identified 

including obesity, alcohol misuse and mental health18. We are 

seeing increases in the prevalence of all three, and the 

implications go beyond just health services. 

                                            
16

 LTCs or chronic conditions are those that, at present, cannot be cured. 
They can be controlled by medication and/or other treatment or therapies. 
Examples of long term conditions in Warwickshire include high blood 
pressure, diabetes, asthma, arthritis, heart disease and chronic obstructive 
pulmonary disease. People live with these conditions for many years, often 
decades and they can impact on their quality of life by causing disability and 
early death. 
17

 The report can be found here: Warwickshire Director of Public Health 
Report 2012 
18

 People with LTCs are 2-3 times more likely to experience mental health 
issues than those without. 

3.10 THE CHANGING NATURE OF SOCIAL CARE 

Budgets for Local Authorities have reduced and will 

continue to do so. In the short term this is a particular concern 

in the provision of services to children.  

Furthermore, the number of children entering care in 

Warwickshire has increased in four of the past five years.19 

Warwickshire is currently undertaking a project with the 

Dartington Social Research Unit, looking to commission 

evidence based programmes designed to safely reduce the 

numbers of looked after children. 

The Dilnott Report recommendations and the changes to the 

payment for care and support, due for introduction in 2017, 

will have an impact on the way services are commissioned. 

The drive towards maintaining independence, the move to more 

preventative approaches, the duty to promote the integration of 

care services, and changing inspection guidance and quality 

assurance, will all challenge the County Council and partners in 

the way that we view social care in the future, for both adults and 

children.  

                                            
19

 At the same time, the unemployment rate has increased. There is a 
statistically significant relationship between these two variables, which means 
changes in unemployment, can act as a useful indicator of the likely change in 
demand for care in the following year. 

http://warksobservatory.wordpress.com/category/health/director-of-public-health-annual-report/
http://warksobservatory.wordpress.com/category/health/director-of-public-health-annual-report/
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3.11 THE IMPACT OF TECHNOLOGY ON FUTURE 

NEED 

The pace of technological change is already affecting the way we 

deliver services. We are interacting with our residents in new 

ways and increasingly delivering services online. New 

technologies can also facilitate change in the way health 

and wellbeing needs are addressed, reducing the requirement 

to travel and speeding up the way tasks can be completed. 

In 2010, around 20% of us owned smartphones. At the end 

of 2012, this figure rose above 50% for the first time20. 

Analysts predict that in two years, 90% of mobile users will have 

no choice but to own smartphones. 

At the same time, we are seeing improvements in broadband 

speed and availability, providing even more opportunities to 

engage with and deliver services to residents in cost effective 

ways. Whilst this offers new opportunities, in a county like 

Warwickshire, we should be mindful of the differences in the 

provision of broadband, particularly to rural areas and the 

inequalities that could follow. 

While actively encouraging residents to self-serve and adopt 

these new technologies, we understand that not all customers 

are receptive to this change. There is a distinction between those 

                                            
20

 Ipsos Mori Technology Tracker, January 2013 (http://www.ipsos-
mori.com/researchpublications/publications/1522/Ipsos-MediaCT-Tech-
Tracker.aspx) 

residents that will or will not adopt these new technologies. 

Those that are less likely to consider going online or using 

social media are also likely to be the most vulnerable 

members of our communities. They will be the more intensive 

users of our services and at the same time least willing or able to 

interact with us in the most cost efficient ways.

http://www.ipsos-mori.com/researchpublications/publications/1522/Ipsos-MediaCT-Tech-Tracker.aspx
http://www.ipsos-mori.com/researchpublications/publications/1522/Ipsos-MediaCT-Tech-Tracker.aspx
http://www.ipsos-mori.com/researchpublications/publications/1522/Ipsos-MediaCT-Tech-Tracker.aspx
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4 THEME & TOPIC KEY MESSAGES 

Five themes and ten topics were chosen in the 2011 JSNA 

Review to cover the milestone events in people’s lives from 

preconception to old age. The following section provides an 

update of the latest picture of need for each topic.  

Each topic contains key messages that we think people need to 

hear, a summary of what the available data is telling us and 

quotes or case study findings, which you will see in green boxes. 

The components of this section align with the menu pages of the 

JSNA website, named as each of the five themes. 

4.1 CHILDREN & YOUNG PEOPLE 

4.1.1 Educational Attainment 

“From secondary to college; the college were good. They 
arranged an additional visit during the summer holidays & to 
meet the tutors, which he did, so we were quite lucky really. We 
used Connexions [now CSWP] from secondary and lots of 
information was passed over. The college were really good & 
they recognised that they needed to put in a bit of extra 
support.”21 

“Just because they [young people] leave school doesn’t mean to 
say they still don’t have needs and support that would help 
them.”22 

                                            
21

 Parent of young person in Rugby Borough. 
22

 Young person in Nuneaton & Bedworth Borough. 

4.1.1.1 What is the headline issue? 

Research shows that education is a key determinant of 

health23, with the more educated reporting lower morbidity from 

common acute & chronic diseases, lower anxiety/depression & 

experiencing a better physical & mental functioning. 

Although the percentage of students in Warwickshire achieving 5 

A*-C English and mathematics at GCSE level has increased by 2 

percentage points from 61 to 63 since 2011, this still means that 

one in three of the county’s pupils are not attaining what is 

generally regarded as a minimum level of educational 

attainment. 

In addition, continued variation in attainment also still 

persists across different parts of the county and different 

population groups. Such variation in educational attainment is 

likely to exacerbate health inequalities in the future. 

In addition, many secondary schools have moved to 

academy status, which has increased their individual 

autonomy and changed their relationships with the local 

authority. This has the potential to constrain the authority’s 

capacity to understand and influence the quality of teaching and 

                                            
23

 Equity, social determinants and public health programmes. Editors Erik Blas 
and Anand Sivasankara Kurup. 2010, World Health Organization: Geneva. 
Commission on Social Determinants of Health (CSDH), Closing the gap in a 
generation: health equity through action on the social determinants of health. 
Final report of the Commission on Social Determinants of Health. 2008, World 
Health Organization: Geneva. 

http://whqlibdoc.who.int/publications/2010/9789241563970_eng.pdf
http://whqlibdoc.who.int/publications/2008/9789241563703_eng.pdf
http://whqlibdoc.who.int/publications/2008/9789241563703_eng.pdf
http://whqlibdoc.who.int/publications/2008/9789241563703_eng.pdf
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learning generally, and the outcomes for vulnerable groups in 

particular. 

4.1.1.2 What does the data say? 

At a District and Borough level, there is an 11 percentage point 

difference in the proportion of pupils gaining 5 or more GCSEs at 

grades A*-C, including English and mathematics. Attainment is 

highest in Warwick District at 69% and lowest in Nuneaton & 

Bedworth at 58%.  

However, even within these areas, considerable differences exist 

at a very local level. For example, in Warwick District, there is a 

35 percentage point difference in the localities with the highest 

and lowest levels of attainment. Attainment varies from 48% in 

South Leamington to 83% in both Warwick Rural East and 

Kenilworth. Also, in Nuneaton & Bedworth Borough, attainment 

ranges from 46% in Arbury & Stockingford to 71% in Weddington 

& St. Nicolas; a 25% percentage point difference across a 

distance of only approximately 3 miles.  

Out of the nine localities with the lowest educational 

attainment levels, six are located in Nuneaton & Bedworth 

Borough. More detail can be seen in figure 1. 

In the localities with the very lowest levels of attainment, 

only half of pupils are achieving what is commonly regarded 

as the minimum educational standard. This is the case in four 

localities distributed across the county – Arbury & Stockingford in 

Nuneaton, Bede & Poplar in Bedworth, North Warwickshire East 

and South Leamington. 

In addition to geographic variations in educational attainment 

levels in the county, there are also stark differences on a 

population group basis. For instance, the attainment gap 

between those pupils eligible for Free School Meals (FSM), 

and those who are not, has increased slightly over the last 

few years. In 2012, this reached its widest point in the last 4 

years with a 35 percentage point gap in attainment24. 

Interestingly, at a District and Borough level, in 2012, the 

attainment gap between those pupils eligible for FSMs and those 

who are not was widest in Stratford-on-Avon District at 41 

percentage points. 

At a more detailed level, the local authority now has attainment 

data relating to different socio-economic groups. This shows very 

wide disparities between the groups. For example, in 2012 the 

proportion of children gaining five or more GCSE grades A*-C or 

equivalent including GCSE English and mathematics was 90% 

for Mosiac Group C, but was only 34% for children from Mosaic 

Group O25.  

Analysis by socio-economic groups, together with analysis 

of performance by geographic census super output areas, 

                                            
24

 Although the attainment levels of those eligible for FSMs have indeed 
increased slightly, the attainment levels of those not eligible have increased at 
a faster rate which has resulted in a widening of the gap. 
25

 More information on the Mosaic groups can be found here: Mosiac Guide. 
Group C is: Households classified as "wealthy people living in sought-after 
areas" and Group O: "Families in low rise social housing with high levels of 
benefit need". 

http://guides.business-strategies.co.uk/mosaicpublicsector2009/html/visualisation.htm
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may go a long way towards explaining the differences in 

outcomes between localities. It may also give insights into how 

to tackle differences in performance, since a great deal of 

information is available about the characteristics of the different 

groups, and how they can be approached. 

Even more pronounced disparities in terms of educational 

attainment exist between those children who have been 

continuously looked after for at least 12 months and those in the 

general population. In each of the last 2 years, attainment 

levels have been 47 percentage points lower for looked after 

children in Warwickshire, in terms of achieving 5+ GCSEs at 

grades A*-C including English and mathematics, compared to 

the remainder of the pupil base26. 

The number of Warwickshire’s school leavers at 16 entering 

a positive destination increased from 95.7% in 2011 to 

96.6%. 

                                            
26

 This is similar to the difference at a national level. It is worth noting that the 
looked after child population in Warwickshire is relatively small but this still 
represents a significant difference when compared to the wider pupil 
population. 
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Figure 1: Warwickshire GCSE attainment in 2012 
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4.1.2 Looked After Children 

“Independence, it’s given me independence and financial help 
whenever I need it…I guess before when I was at home I 
wouldn’t get that. It’s given me the confidence to take my driving 
lessons and pass my test and go to college whereas at home it 
would be if you don’t want to go to college you don’t have to go 
to college, sit down and watch TV all day”27 

4.1.2.1 What is the headline issue? 

The number of Looked After Children (LAC) in Warwickshire 

has increased from 636 at 31st March 2011 to 681 at 31st 

March 2012. This represents an increase of 7%. The number of 

children looked after has seen an increase year on year over the 

past five years, with a 41.3% increase between 31 March 2008 

and 31 March 2012. The district with the largest percentage 

increase between 2008 and 2012 is Rugby with a 60.2% 

increase in the number of looked after cases. All districts saw an 

increase in their looked after population between 2011 and 2012. 

However, monthly activity data indicates a slowing down in the 

numbers of LAC in the last 12 months. As at 31 March 2013, 

Warwickshire's looked after population was 699 and the 

Dartington Project continues to look as evidence based solutions 

to reduce this number. 

                                            
27

 Young person Looked After in Warwickshire, now age 20. 

As a consequence of their life experiences, outcomes for looked 

after children are traditionally poorer than non-looked after 

children. 

Attainment figures for looked after children are significantly 

lower than those achieved by non-looked after children in 

the county. Fewer looked after children reach positive 

destinations post 16 than children who are not looked after. 

4.1.2.2 What does the data say? 

The rate of LAC per 10,000 population is highest in 

Nuneaton and Bedworth Borough at 89 and lowest in 

Stratford-on-Avon District at 36. The largest numbers of LAC 

are aged between 10 and 15. However, on a proportionate basis, 

this age group has seen a decrease over the past 5 years, down 

from 47.9% at 31/03/2008 to 37.2% at 31/03/2012. 

The proportion of young people who are looked after at ages 16 

to 17 has seen an increase. As at 31/03/2008, it accounted for 

just 14.3% of the looked after population, whereas at 31/03/2012, 

it accounted for 24.4%28.  

The majority of LAC have a main need category of ‘Abuse and 

Neglect’, which has not changed over the past 5 years, although 

                                            
28

 This is due in part to the Southwark Judgement, The Southwark 
Judgement, made by the Law Lords in May 2009, is a piece of case law that 
obliges children's services to provide accommodation and support to 
homeless 16- and 17-year-olds. 
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proportionately it has decreased, down from 68.5% at 

31/03/2008 to 58.0% at 31/03/2012.  

The number of children with a main need of ‘absent parenting’ 

has decreased this year, in line with the overall decrease in the 

number of unaccompanied asylum seeking young people being 

supported. 

4.2 LIFESTYLE 

4.2.1 Factors Affecting Health & Wellbeing 

Ronnie and Margaret are in their 80s and say their fitness 
programme has given them a new lease of life. They are pretty 
active with Margaret doing regular yoga & swimming & both of 
them enjoying regular walks. 

However, Margaret has arthritis & Ronnie has diabetes & has 
undergone hip replacement surgery.  Their local GP referred 
them under the new Warwickshire Exercise Referral Scheme, 
under which health professionals refer patients to one of the 
Borough Council’s leisure centres for a personalised 12 week 
fitness programme devised by a trained fitness instructor. 

The couple say the fitness programme has helped them with 
their health conditions and plan to continue attending after their 
12 weeks are completed. 

4.2.1.1 What is the headline issue? 

A number of lifestyle factors related to residents’ health and 

wellbeing continue to persist in Warwickshire.  

Issues around obesity particularly in children, particularly the 

large increase between reception and year 6, are likely to result 

in health problems in later life. There is a need, supported by 

the Marmot Report29, to instil healthy lifestyle choices and 

behaviour at a young age to reduce risks in later life. 

4.2.1.2 What does the data say? 

A variety of lifestyle factors can have a major impact on a 

person’s health. These include smoking and alcohol 

consumption30, diet and physical exercise 31, sexual behaviour32, 

and problems resulting from drug taking. Each of these are 

addressed below: 

4.2.1.2.1 Obesity 

Obesity can have a severe impact on people’s health, increasing 

the risk of type 2 diabetes, some cancers, and heart and liver 

disease. In Warwickshire, one in four adults is estimated to 

be obese, with a body mass index of more than 30. This 

equates to approximately 110,000 adults and this figure 

continues to increase. 

                                            
29

 Marmot Review Website 
30

 Which account for many coronary heart disease and cancer deaths. 
31

 Which contribute to obesity or malnutrition and effect life expectancy. 
32

 Which can lead to infection or teenage pregnancy. 

http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
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One in five reception age children in Warwickshire are 

classed as being overweight and obese, but this increases 

to almost one in three by the time they have reached Year 6 

age.33 However, on a positive note, the reception rate obesity 

prevalence for 2011/12 shows lowest increase for several years. 

These figures emphasise the importance of encouraging healthy 

eating and exercise at the start of school life in order to reduce 

the risk of obesity in later years. 

Figure 3 below shows the distribution of overweight and obese 

children across Warwickshire and highlights a number of 

‘hotspots’ primarily in the urban areas of Warwick, Leamington 

Spa, Bedworth, Nuneaton and Rugby. 

For the past two years, the prevalence of obesity in 

Reception aged children has remained the highest in 

Nuneaton & Bedworth and North Warwickshire. In contrast, 

the proportions of obese children in all other areas are 

                                            
33

 According to the latest 2011/12 data from The National Child Measurement 
Programme; child overweight (including obesity)/ excess weight: BMI ≥ 85th 
percentile of the UK, 

statistically significantly lower than the Regional & National 

figures for both Reception and Year 6 age children. 

Figure 2: One in three children in Year 6 in Warwickshire is overweight or 
obese (boys 32.2%, girls 31.3%) 
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Figure 3: the distribution of overweight and obese children across Warwickshire 
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4.2.1.2.2 Physical activity 

The Health Impacts of Physical Inactivity (HIPI) tool estimates 

that only 20% of the Warwickshire population are currently 

physically active and 18% of total premature deaths could be 

prevented if 100% of the population were physically active.34 This 

is equivalent to 388 avoidable deaths in Warwickshire each year. 

The tool also details that approximately 3,144 cases of diabetes 

could also be prevented in the county if 100% of the population 

were active. 

4.2.1.2.3 Smoking 

Smoking remains the primary cause of preventable mortality 

and premature death with over 900 deaths a year in 

Warwickshire and an estimated 80,000 in England. It is the 

single biggest preventable cause of health inequalities and 

increases the risk of cancer (including lung, oesophagus, 

bladder, liver, stomach, cervix, myeloid leukaemia, bowel and 

ovary), heart disease, stroke and chronic respiratory disease. 

It is estimated that 19.1%35 of people aged over 18 in 

Warwickshire are smokers, which equates to nearly 83,000 

                                            
34

 The Health Impacts of Physical Inactivity (HIPI) tool uses estimates of local 
levels of physical activity from the Sport England Active People survey to 
estimate how many cases of certain diseases could be prevented if the 
population aged 40-79 were to engage in the recommended amounts of 
physical activity 
35

 Source: Integrated Household Survey, ONS (experimental statistics), 
2011/12 data 

adults. There is a clear socio-economic gradient in terms of 

smoking prevalence and it is estimated that 33.9% of the 

county’s adults employed in routine and manual occupations are 

smokers.  

Prevalence of smoking in pregnancy is high in 

Warwickshire, with 23% of women smoking at the time of 

delivery for Quarter 4 2011/12. This equates to nearly 1,000 

babies a year who are being born to women who still smoked at 

the time of delivery and is a significantly higher rate than the 

England proportion of 13% for the same period.36 

4.2.1.2.4 Alcohol & substance misuse 

The 2012 Warwickshire Young People & Substance Misuse 

Needs Assessment 2012 has recently been published 

Data on alcohol use by young people in Warwickshire indicates 

that fewer young people are drinking alcohol, those that do 

are drinking less frequently, and fewer are attending A&E or 

being admitted to hospital as a result of alcohol misuse. 

However, comparisons show that more young people are 

drinking every week in Warwickshire (10%) compared to the 

2011 national average (6%). This is consistent for every age 

group. Efforts to reduce alcohol misuse therefore, must not be 

diminished. 

                                            
36

 Due to the data collection limitations, prevalence is believed to be higher 
and it is suggested that significantly higher numbers of women are likely to be 
smoking earlier in their pregnancy. 

http://warksobservatory.wordpress.com/2012/09/24/warwickshire-young-people-substance-misuse-needs-assessment-2012/
http://warksobservatory.wordpress.com/2012/09/24/warwickshire-young-people-substance-misuse-needs-assessment-2012/
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Most young people have never tried illegal drugs (92%). And 

fewer young people are using illicit drugs in Warwickshire 

compared with the national average. Research shows that 

young people who have truanted from school or been excluded, 

are more likely to have taken drugs in the last year than those 

who were not vulnerable in this way. Cannabis is the most 

frequently used substance of those that have tried illegal drugs 

with 2.8% of young people reported using cannabis in the last 

four weeks. Efforts to reduce drug misuse therefore, must not be 

diminished. 

4.2.1.2.5 Sexual Health 

The rate of under-18 conceptions in Warwickshire for 2011 was 

30.9 per 1,000 females aged 15-17, which equates to 299 

conceptions. This represents a reduction of 25% from the 1998 

baseline rate and a 10% decline on the number of conceptions in 

2010. However, whilst the 2011 rate is in line with the 

national figure, it represents one of the highest figures in 

comparison to our statistical neighbours37. 

Throughout Warwickshire, the rate of chlamydia has been in 

decline for both the overall population and the aged 16-24 

population. The aged 16-24 population are at higher risk of 

chlamydia due to higher sexual activity in this age group, 

and in 2011 the rate per 1,000 in this age group was 8.12, 

compared to 1.33 per 1,000 in the general population. There are 

                                            
37

 Source: Respect Yourself update number 41; ONS teenage conception 
release 

inequalities in the rate of chlamydia amongst the districts, with 

consistently (although declining) highest rates across all age 

groups within Nuneaton and Bedworth and Rugby. 

Genital warts are the second most prevalent STI in 

Warwickshire, and 16-24 years olds are again at increased risk. 

There is only a small amount of variation in rates throughout the 

county, and a pattern of slight decline has been seen over the 

past 3 years. 

Although higher in the 16-24 year age group than the general 

population, the rates of Gonorrhoea, Herpes and Syphilis remain 

comparatively small and fairly consistent across the county. 

4.3  ILL HEALTH 

4.3.1 Long Term Conditions38 

4.3.1.1 What is the headline issue? 

The numbers of patients recorded on general practice 

disease registers, in Warwickshire show that there are 

potentially large numbers of undiagnosed or unrecorded 

                                            
38

 LTCs or chronic conditions are those that, at present, cannot be cured. 
They can be controlled by medication and/or other treatment or therapies. 
Examples of long term conditions in Warwickshire include high blood 
pressure, diabetes, asthma, arthritis, heart disease and chronic obstructive 
pulmonary disease. People live with these conditions for many years, often 
decades and they can impact on their quality of life by causing disability and 
early death. 
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cases of Long Term Conditions (LTCs), especially for 

coronary heart disease, hypertension, diabetes, chronic 

obstructive pulmonary disease, asthma and chronic kidney 

disease3940. 

An estimated 1 in 3 people in Warwickshire, aged over 16 

are living with one or more long-term conditions. This 

equates to 147,000 people. 

With a growing and ageing population, Warwickshire is 

predicted to see a significant increase in numbers of long-

term conditions. 

The 2009/10 Joint Director of Public Health Annual Report 

showed almost an estimated 90% increase over 20 years in 

older people with dementia. In addition, conditions such as 

diabetes and depression will see more than a 50% increase. This 

will place an increased burden on future health and social care 

resources.  

In addition, we need to consider people living with multiple 

conditions, which will be the norm rather than the exception. 

                                            
39

 When compared with the expected numbers of people with specific 
conditions calculated from population prevalence rates. 
40

 The health needs of a population derive from the prevalence of diseases; 
that is the numbers of people suffering from different types of illness. Looking 
only at the numbers of patients currently being treated for a disease does not 
show the true prevalence and impact on the population’s health. At any given 
time, there are many people who have a disease but are not aware of it 
because they have not yet been clinically diagnosed. 

Multi-morbidity is associated with poorer quality of life, higher 

hospital admissions and mortality. 

4.3.1.2 What does the data say? 

The chronic conditions in the table below account for 

approximately 21,000 hospital admissions and around 3,000 

deaths on average each year: 

Table 1: The Burden of LTCs in Warwickshire, 2010/11
41

 

Condition 

Warwickshire 

Estimated Number & 
Prevalence (%) 

GP Practice 
Disease Registers 

Hospital 
Admns 

Deaths 

Avg. per 
year 

Avg. 
per year 

All Long Term 
Conditions 

147,000  
(33% of the adult 
population) 

  20,000 2,800 

Coronary Heart 
Disease (CHD) 

25,400 (5.7%) 17,790 (3.2%) 1,500 650 

Stroke & 
Transient 
Ischaemic 
Attacks (TIA) 

11,100 (2.5%) 9,464 (1.7%) 1,000 400 

Hypertension 148,000 (33.2%) 80,277 (14.6%) 350 50 

Diabetes 34,800 (7.8%) 23,406 (5.2%) 450 60 

Chronic 
Obstructive 
Pulmonary 
Disorder 
(COPD) 

13,400 (3.0%) 8,106 (1.5%) 850 200 

Asthma 
46,000 (37,100 adults 
& 8,900 children) 

34,209 (6.2%) 500 15 

                                            
41

 Taken from the Joint Director of Public Health’s Annual Report 2012, which 
can be found here: DPH Annual Report 2012 

http://warksobservatory.files.wordpress.com/2012/09/ph-ar_website.pdf
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Condition 

Warwickshire 

Estimated Number & 
Prevalence (%) 

GP Practice 
Disease Registers 

Hospital 
Admns 

Deaths 

Avg. per 
year 

Avg. 
per year 

Epilepsy 4,200 3,408 (0.8%) 350 15 

Cancer 
2,500 cases per year 
(incidence) 

9,379 (1.7%) 15,000 1,400 

Hypo-
thyroidism 

3,600 (15 in every 
1,000 women, 1 in 
1,000 men) 

18,479 (3.4%) 12 5 

Renal 
Disease/CKD 

41,900 (9.4%) 21,013 (4.8%) 400 20 

Hypertension is the most common LTC in Warwickshire, in terms 

of both estimated and actual prevalence. The highest number of 

hospital admissions and average deaths, per year, are for 

various types of cancer. 

According to the latest 2011 Census data, 26,500 

Warwickshire residents self-reported that they were in ‘very 

bad’ or ‘bad’ health; equivalent to the total population of 

Stratford-upon-Avon. 

In Warwickshire, there are 39,743 residents who say that daily 

activities are limited ‘a little’ or ‘a lot’ due to ill health. This is 

almost equivalent to the entire working population of North 

Warwickshire. Nuneaton and Bedworth Borough has the 

largest number of residents (11,484) experiencing 

limitations to their daily activities when compared with the 

other Districts and Boroughs. However, the largest increase 

between 2001 and 2010 occurred in Rugby Borough (+16%). 

4.3.2 Mental Wellbeing  

This young person has an eating difficulty, self-harms and has 
taken a number of over doses, which stems from being abused 
by her father from a young age. Due to the nature of her mental 
health she appears to dip in and out of services. 

However, she has worked consistently with her Kooth counsellor. 
She has felt supported to be able to disclose her abuse and 
realised that there are people out there to help her and she does 
not have to feel alone. 

Her psychiatrist had suspected abuse but she had not opened up 
about it until she built up trust and rapport with her Kooth 
counsellor.42 

“I attended Brunswick Centre on Wednesday Oct 10th and 
initially as expected I found it stressful, but once inside I was 
impressed by the amount of help and advice available. 

The walk, though only about a mile was a chance to talk, and by 
the time we arrived back at the centre I felt much more at ease, 
again help and advice was offered but not forced. 

I returned to the centre the following day and took part in another 
walk, followed by tea and a chat. I intend to use the centre on a 
regular basis and try to do more events.”43 

4.3.2.1 What is the headline issue? 

For people aged between 16 and 74 living in Warwickshire, 

the rate of common mental health conditions is 121.4 per 

                                            
42

 Female, aged 22. 
43

 New Walker, Leamington. 
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1,000 population44. This means that an estimated 46,000 

people aged between 16 and 74 in Warwickshire have a 

common mental health problem. 

4.3.2.2 What does the data say? 

The positivity indicator from last year’s Quality of Life Survey45 

looks at how positive residents are by analysing data from the 

Mosaic dataset on whether they agree with the statement ‘little 

can be done to change my life46. 

The worst value across the county is in the Atherstone North (St. 

Georges & Carlyon) Super Output Area (SOA)47. Its index value 

of 140 suggests that this SOA is 40% more likely than an 

average community to contain residents that feel that little can be 

done to change their life. There are eleven SOAs in the county 

                                            
44

 Common mental health conditions include depression, generalised anxiety 
disorder, obsessive-compulsive disorder (OCD), post-traumatic stress 
disorder (PTSD), phobias and social anxiety disorder. 
45

 Having a positive outlook on life is an important contributor to someone’s 
quality of life in many ways. It helps to give us a sense of their mental 
wellbeing. Those that disagree with this statement are more likely to be 
positive about other aspects of their life, and links have also been made with a 
reduced risk of various health conditions. 
46

 Each Super Output Area
41

 has an index score; the higher the index value, 
the greater propensity the area has to contain households that feel little can 
be done to change their life, and the lower the index value, the greater the 
propensity the area has to contain households that do not feel little can be 
done to change their life. An index value of 100 is the national average. 
47

 A Super Output Area (SOA) is a geographic area used for statistical 
comparison. More information can be found here: Statistical Geography - 
Super Output Areas. Maps of Warwickshire SOAs can be found in Appendix 
B. 

with an index value above 125; seven of these SOAs are in 

Nuneaton & Bedworth Borough. The figure below presents the 

SOAs with the lowest and highest index values in the county. It is 

interesting that SOAs in both Nuneaton & Bedworth and Rugby 

boroughs feature heavily in the most and least likely to feel that 

nothing can be done, again highlighting the diversity that exists 

within these boroughs. 

Figure 4: Super Output Areas most and least likely to contain households 
who feel nothing can be done to change their life.

48
 

 

Mental health inpatient data shows that in 2010/11 there were 

698 total individual inpatient admissions in Warwickshire. The 

table below shows that there has been a significant decrease 

in mental health inpatient admissions from the previous 
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 Taken from the Warwickshire Quality of Life Survey 2012, which can be 
found here: Warwickshire Quality of Life Survey 2012 

http://www.warwickshireobservatory.org/observatory/observatorywcc.nsf/05a17cfbd3bcf85d802572920033cf0f/6cbe8b09cb94f15d802572c60048109d?OpenDocument
http://www.warwickshireobservatory.org/observatory/observatorywcc.nsf/05a17cfbd3bcf85d802572920033cf0f/6cbe8b09cb94f15d802572c60048109d?OpenDocument
http://www.warwickshireobservatory.org/observatory/observatorywcc.nsf/0/07EA335CC12BC32D802572BA002F9804/$file/2012-13%20Quality%20of%20Life%20Report%20-%20revised.pdf
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year49. However, more people are being treated in community 

settings and admission data is generally a poor indicator of 

mental illness and mental wellbeing. 

Table 2: Total Individual Inpatient Admissions by District/Borough of 
Residence, 2009/10 – 2010/11

50
 

 Year of Admittance Total Percentage 
Change 
2009/10 to 
2010/11 (%) 

Crude Rate 
per 1,000 
Resident 
Population 

2009/10 2010/11 

North 
Warwickshire 
Borough 

104 52 156 -100.0 2.5 

Nuneaton & 
Bedworth 
Borough 

224 134 358 -67.2 2.9 

Rugby Borough 175 120 295 -45.8 3.1 

Stratford-on-Avon 
District 

186 146 332 -27.4 2.8 

Warwick District 275 183 458 -50.3 3.3 

Warwickshire 964 635 1,599 -51.8 3.0 

Null* 71 63 134 -12.7 - 

Total 1,035 698 1,733 -48.3 - 

*No address data provided. 
Source: Coventry and Warwickshire Partnership Trust Contract Datasets via NHS Intelligence 

                                            
49

 This is likely to be due to the fact that Mental Health services have been 
redesigned over the last 18 months and the number of inpatient beds was 
reduced in early 2010/11, by closing a unit based in Rugby. 
50

 Taken from the Adult Mental Health Needs Assessment 2012, which can be 
found here: AMHNA 2012 

4.4 VULNERABLE COMMUNITIES 

4.4.1 Reducing Health & Wellbeing Inequalities 

4.4.1.1 What is the headline issue? 

In Warwickshire, significant disparities exist both on a 

geographic and population group basis. The health of the 

most disadvantaged in our society should be our top priority. 

However, there is a need to ensure that our programmes target 

people across the inequality profile. In line with the Sir Michael 

Marmot report on health inequalities, the highest priority 

should be given to children from pre-conception through to 

adolescence. 

4.4.1.2 What does the data say? 

4.4.1.2.1 Life expectancy 

Inequalities remain throughout Warwickshire. This is 

reflected in differences in average life expectancy ranging 

from 77.5 years for males in Nuneaton & Bedworth Borough to 

80.4 years in Stratford-on-Avon District and from 81.9 years for 

females in Nuneaton & Bedworth Borough to 84.3 years in 

Warwick District and there is an 8.9 year gap in disability-free life 

expectancy at age 16 between North Warwickshire and 

Stratford-on-Avon in 2007-09. 

http://jsna.warwickshire.gov.uk/files/2012/12/AMHNA.pdf
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Variation in life expectancy is even more pronounced at ward 

level and ranges from 74.5 years in Abbey, Nuneaton to 88 years 

in Leek Wootton, Warwick; a difference of 13.5 years.51 

Figure 5: Warwickshire Slope Index of Inequality
52

 

 

The lines on the chart above represent the Slope Index of 

Inequality, which is a modelled estimate of the range in life-

expectancy at birth across the whole population from most to 

least deprived. Based on death rates in 2006-2010, this range is 

8.3 years for males and 7.6 years for females. There is greater 

variation in the gradient of the slope at a District and Borough 
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 A map of Warwickshire Wards during the period is at Appendix A. 
52

 The points on this chart show the average life expectancy in each tenth of 
the population. 

level. For instance, the range for males in Nuneaton & Bedworth 

Borough is 11 years in life expectancy between the most and 

least deprived areas.  

4.4.1.2.2 Fuel poverty 

In 2010, 18.9% of households in Warwickshire lived in fuel 

poverty compared with a national average of 16.4%53. This 

equates to 43,000 households and actually represents a fall from 

23% in the 2009 data estimates54.  

Fuel poverty was lowest in Warwick District with 16.9% of 

households. Elsewhere the proportion of ‘fuel poor’ 

households was remarkably similar in North Warwickshire, 

Nuneaton & Bedworth, Rugby and Stratford-on-Avon, at just 

under 20% of households. However, it should be noted that at 

Lower Super-Output Area level, there are some parts of the 

county where the estimated proportion of households living in 

fuel poverty is in excess of 25%. 

4.4.1.2.3 Child poverty 

The proportion of children in poverty in Warwickshire in 

2010 was 13.9% against the England average of 20.6%55. 

                                            
53

 2010 estimates data from the Department of Energy and Climate Change 
(DECC). 
54

 These figures are likely to represent an underestimate of the current picture 
given the recent prolonged winter and associated above inflation increases in 
the cost of energy. 
55

 Source: HM Revenue & Customs (snapshots as at 31st August 2010). 
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4.4.1.2.4 Teenage conceptions 

There are considerable variations in conception rate at district 

level. Prior to 2011, North Warwickshire was the only district that 

had seen an upward trend in rate, although this reversed in 2011 

with a reduction from 49.9 conceptions per 1,000 females aged 

15-17 in 2010 to 29.5 in 2011. Nuneaton and Bedworth has 

continued with its decline in rate from 51.6 in 2010 to 43.2 2011, 

as did Rugby which has seen a new low of 24.3, making it the 

borough with the lowest rate in the county. Stratford-on-Avon has 

traditionally seen the lowest teenage conception rates in the 

county, although the last few years have seen slight increases, 

which is mirrored in the 2011 figures with a 2% increase from the 

previous year to 25.4. This trend is reflected in Warwick district, 

which saw a 15% increase in rate from 2010 to 2011 with 29.6 

conceptions per 1,000 females aged 15-17. 

There has been a slight decline in the percentage of teenage 

conceptions leading to abortion across Warwickshire. However, 

variations persist within the county, with a 13% difference 

between Nuneaton and Bedworth which has the lowest 

proportion leading to abortion and Warwick and North 

Warwickshire which have the highest proportions56. 

                                            
56

 Source: Respect Yourself update number 41; ONS teenage conception 
release 

4.4.2 Disability 

The Older People’s and Physical Disability Team reached the 
final for the national WOW! Awards which celebrates outstanding 
service, based purely on nominations from the public. They were 
shortlisted for the ‘You Changed My Life’ category for the way 
they supported a woman with cerebral palsy. 

The twenty-five year-old woman felt it was time to move out of 
home and wanted to live independently. She was allocated a 
bungalow by a local housing association and, with the assistance 
of occupational therapists, made sure that the bungalow had all 
the necessary adaptations to help her live independently. Social 
workers also supported her to employ a team of personal 
assistants who help with everyday tasks so she can lead a full 
and active life. 

She said of living in her own home: “It has inspired me to realise 
just how much I can do for myself. It’s enable me to live my life 
the way I have dream of living. I only wish I had done this 
sooner.” 

4.4.2.1 What is the headline issue? 

In the future, the ageing population means that the number 

of residents with physical disabilities and/or sensory 

impairment will continue to grow. Services will need to be 

commissioned to target this increasing need57. 
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 Disabled people are more likely to experience disadvantage in their daily 
lives. This is evidenced in the fact that they are: 

 Less likely to reach their maximum educational potential; 

 More likely to be unemployed; 
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The numbers of children with learning disabilities and 

complex needs surviving in adulthood are also growing, as 

are those adults surviving with learning disabilities into old 

age. In addition, those that do survive into older age can face the 

loss of their existing support from carers, who are no longer able 

to look after them. 

A recent report by the Confidential Inquiry into premature deaths 

of people with learning disabilities (CIPOLD) in the South West of 

England found that 43% of the deaths of people with learning 

disabilities were unexpected58. The most common reasons for 

deaths assessed as premature were: delays or problems with 

diagnosis or treatment; and problems with identifying needs and 

providing appropriate care in response to changing needs. 

Whether this is borne out locally is not yet known. 

The promotion of healthy lifestyles, the provision of information 

and guidance, and identifying needs at an earlier stage will be 

required to improve health and wellbeing and increase the 

                                                                                                         
 More likely to experience poverty; 

 More likely to experience discrimination in relation to housing, 
employment, transport and leisure services. 

These factors can have a significant and lifelong impact on their health and 
wellbeing. 
58

 In the study, a death was considered as premature if, ‘without a specific 
event that formed part of the “pathway” that led to death, it was probable that 
the person would have continued to live for at least one more year’. The study 
can be found here: CIPOLD Study. 

numbers of those physically and mentally disabled people living 

positive and fulfilling lives59. 

4.4.2.2 What does the data say? 

There are estimated to be 34,664 people aged 18-64 with a 

moderate or serious physical disability in Warwickshire. 

Within that figure 26,653 are classed as having a moderate 

physical disability, with a further 8,011 classed as serious. The 

total is predicted to rise to 37,397 by 2030 with 28,797 classified 

as having moderate physical disability and 8,600 as severe. 

Countywide there are 2,860 Disability Living Allowance claimants 

aged under 16 (2.9% of the U16 population)60. Nuneaton & 

Bedworth has the highest number of Disability Living 

Allowance claimants (860) and the highest percentage of 

U16 population (3.6%), with Stratford at the second highest 

(580 & 2.8%). Both the number and percentage of U16 claimants 

have increased since February 2011, from 2,690 (2.7%).  

In 2011/12 645 social care customers with a learning disability 

were identified as living in their own home or with their family. 

This represents 54.5% of customers, compared to 57.2% in 

2010/11; the national average is 70%. 47% of customers with a 

learning disability and 44% of customers with a physical disability 
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 See ‘Delivering within the Wedge’. 
60

 Data on Disability Living Allowance claimants aged under 16 figures from 
February 2012. 

http://www.bris.ac.uk/cipold/
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who were living at home had either a personal budget or a direct 

payment, giving them greater choice and control over their care.  

70 social care customers with a learning disability were in paid 

employment. This represents 5.9% of the social care customers 

with a learning disability, compared to 6% in 2010/11; the 

national average is 7.2%. 

In the 2012 Adult Social Care Survey, 86% of customers with a 

learning disability and 68% of customers with a physical disability 

said they had enough control over their daily life. This compares 

to 73% for all social care customers. 89% of customers with a 

learning disability and 48% of customers with a physical disability 

said their quality of life was either good or better. This compares 

to 60% for all social care customers61. 

The percentage of pupils with Special Educational Needs (SEN) 

has remained stable in the last year at around 20%. In 2012 the 

provisional attainment data show that there was a gap of 47 

percentage points between those without SEN achieving 5 

or more GCSEs A*-C and those with SEN. This is a decrease 

from 2011’s figure of 49% 
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 It should be noted that customers with a learning disability were a lot more 
likely to have assistance in completing the survey which results in more 
positive answers compared to those completing their own survey 

4.4.3 Safeguarding 

“People say, he can’t stand up for himself he has a disability, 
he’s an easy target, lot of youths cursing and swearing at you, it 
makes you feel…you don’t feel safe to go out. You should be 
able to go out in the community and feel part of the community 
and feel safe and secure.”62 

“I was attacked a year ago by a group of youths for just being 
me. That’s put fear in me and left me really scared; I check 
behind me when I go into town & I’m just not myself anymore.”63 

“Safe places will help because if you are really scared you can 
go in and talk and they can put you at ease. There is a sticker on 
the window and that will let you know that it’s a safe place.”64 

“The sticker is in the window; they can come to this café and they 
will have a safe haven and somebody to help. If the local 
businesses can all come together, if more people do it, we can 
help the more vulnerable people.”65 

4.4.3.1 What is the headline issue? 

The increase in unemployment rates and the projected rise 

in population are likely to lead to rises in numbers of 

children in need, children subject to Child Protection (CP) 

plans and looked after children66. 
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 Vulnerable Adult. 
63

 Vulnerable Adult. 
64

 Vulnerable Adult. 
65

 Café owner. 
66

 A paper issued by Warwickshire Observatory suggests a time lagged 
correlation between rising unemployment and children entering care. More 
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As with the national picture, over the past three years, 

referrals to children’s social care in Warwickshire have risen 

steadily by 18% from 5911 in 2009/10 to 6998 referrals in 

2011/1267. Figures also show a 33% rise in the number of 

children made the subject of Section 47 enquiries. 

This is also reflected by the significant increase in the number 

of children who were made subject to a CP Plan with 520 

plans initiated during 2011/12 in comparison to the 459 initiated 

in 2010/1168. CP activity is the highest in Nuneaton and 

Bedworth, followed by Rugby. 

Media reporting of high profile cases such as Baby Peter have 

generated heightened anxiety and increased both public and 

professional awareness. One of the consequences of heightened 

awareness has been that professionals have become more 

cautious and may have lowered their own thresholds for referral 

onwards to children’s social care. Increases in the promotion of 

safeguarding awareness, training and more coherent multi-

agency processes have been implemented over the past few 

years, as well as campaigns by some leading charities to raise 

                                                                                                         
information can be found here: Examining the link between unemployment 
and the number of children entering care. 
67

 Although data is collected with regard to social care referrals, it is not 
possible to identify how many referrals move onto an Initial Assessment. 
Assessments and may lead to no further action, the direct provision of 
services, and Section 47 enquiries. 
68

 The reasons for the increase are complex and are currently being 
addressed by the Dartington Project. 

public awareness of child protection69. Recommendations from 

Serious Case Reviews and changes to legislation, have also 

contributed to the increase in safeguarding activity70. 

4.4.3.2 What does the data say? 

534 children were subject to a CP plan in Warwickshire, an 

11.7% increase on 47871 in 2011. More plans were initiated 

than closed this year which is in contrast to last year when the 

reverse was true. 

The county rate per 10,000 0-17 population has increased from 

43 to 4851. Most districts saw rises in their CP cases per 10,000 

for the same period, except Rugby where there has been a 

reduction. 

The rate of CP per 10,000 population is highest in Nuneaton and 

Bedworth Borough at 86 and lowest in Stratford-on-Avon District 

at 23.  

The proportion of children subject to a CP plan whose ethnic was 

Black/Minority increased, from 7.3% last year to 11.8% at 31 

March 2012. White British children subject to a plan decreased, 

from 89.5% to 85.1%. 

                                            
69

 For example, NSPCC’s ‘I Stand for Children’ Campaign. 
70

 e.g. the Southwark Judgement; Caerphilly Judgement (2005); Public Law 
Outline: Changes to care and other children’s proceedings from April 2008. 
71

 As at 31 March 2012, 

http://warksobservatory.wordpress.com/2011/08/18/examining-the-link-between-unemployment-and-the-number-of-children-entering-care/
http://warksobservatory.wordpress.com/2011/08/18/examining-the-link-between-unemployment-and-the-number-of-children-entering-care/
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4.5 OLD AGE 

4.5.1 Dementia 

“‘The website is fantastic. Thanks’…‘I've learned more this 
morning using the dementia portal than in 2 years since my 
father-in-law was diagnosed with dementia.”72 

“It's the only one [book] that was actually written for the person 
diagnosed with dementia and I felt it was quite optimistic, 
focussing on the positives of receiving an early diagnosis. I like 
the inclusion of practical information on a range of topics related 
to living with dementia. It paints the picture that it’s still possible 
to have a meaningful life with dementia.”73 

4.5.1.1 What is the headline issue? 

Dementia is increasingly becoming one of the most 

important causes of disability in older people74.  

In 2011/12 in Warwickshire, there were 3,169 patients on the GP 

disease register for dementia75. However, population 

                                            
72

 Carer talking about the Warwickshire Dementia Portal: 
www.warwickshire.gov.uk/livingwellwithdementia, following its launch in 
October 2012. 
73

 Rebecca Ledington-Bradshaw, Psychological Wellbeing Practitioner, IAPT, 
Commenting on Living your best with early stage dementia by Lisa Snyder, 
which has been added to the BOP collection. 
74

 The term ‘dementia’ is used to describe the symptoms that occur when the 
brain is affected by specific conditions including Alzheimer’s disease and 
stroke. 
75

 From the Quality Outcome Framework (QOF), a voluntary return made by 
GPs to evidence performance. 

prevalence data suggests that only 43% of people in 

Warwickshire with dementia have been formally diagnosed. 

This equates to over 4,000 people without a diagnosis76. In line 

with a growing and ageing population, numbers of people 

with dementia are set to increase rapidly in the future. 

There are many factors that contribute to low diagnosis rates 

including levels of awareness and understanding about dementia 

being low, stigma associated with the diagnosis contributing to 

people not coming forward to present symptoms or these 

symptoms being regarded as a normal part of ageing and not 

investigated. Timely diagnosis’ are extremely important for the 

individual and can help contribute to reduced health and social 

care costs as the person and their family are more likely to 

access treatment, support and services that can help support 

them to stay independent for longer. 

4.5.1.2 What does the data say? 

Between 2012 and 2028 the number of people with dementia 

is projected to increase by 57%77. The Alzheimer’s Society 

estimated in 2007 that on average a person with dementia costs 

£25,472 per year. 41% of this is for accommodation and 36% 

                                            
76

  Source QOF register and Alzheimer’s Society 2007 report, via the NHS 
Dementia Prevalence Calculator: The total number of people estimated to 
have dementia from the overall prevalence information minus the QOF 
information.  
77

 Figures from Projecting Older People Population Information System 
(POPPI). 

file://wcc-corp.ad/BuData/sicm/05%20Workstreams/Observatory/14%20JSNA/Projects/Annual%20Updates/2013_Annual%20Update/Project%20Products/Final/www.warwickshire.gov.uk/livingwellwithdementia
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informal care, the remaining 23% is costs to NHS and social 

services. 

Figure 6: Predicted number of people with dementia in Warwickshire 2012 to 
2028

78
. 

 

In the 2012 Adult Social Care Survey, 65% of customers with 

dementia said they felt they had enough control over their daily 

life, this compares to 73% for all social care customers. 76% of 

customers with dementia said their quality of life was either good 

or better than good; this compares to 60% for all social care 

customers79. 

                                            
78

 Figures from Projecting Older People Population Information System 
(POPPI). 
79

 National Adult Social Care Survey. A statutory annual return. Of the 483 
respondents to the survey, 34 were aged 65+ with mental Health client 
groups. Thus, the response rate for those with dementia may too low to be 
significant. 

4.5.2 Ageing & Frailty 

“I couldn’t wash up, I couldn’t cook a meal, I couldn’t dust the 
house, I couldn’t do anything at all. I had reablement as soon as I 
came out of hospital. 

They taught me how to do lots of exercises, how to get about 
without too much discomfort, and every day, to do a little more. 
Each time they came we got a little bit further and by the time the 
six weeks were up I was able to wash and dress myself. 

They were so pleased with me and everything I did. They were 
thrilled to bits at the end when I could dress myself and it was 
only through their help. They encouraged me the whole way 
through. 

They can do an awful lot for you but a lot you have to do for 
yourself. If you have the will to get better then reablement are the 
people to help you do it.”80 

4.5.2.1 What is the headline issue? 

The National End of Life Care Intelligence Network profiles show 

that the largest underlying causes of death, for the three years 

from 2008-10, are cancers and cardiovascular diseases each of 

which account for nearly 30% of all deaths across the county. 

During the same period, 39% of deaths occurred either at home 

or in care homes whereas 55% were in hospitals. The profile 

also includes a ‘Total spend on end of life care per death’ 

                                            
80

 From Age UK Mrs Pile received the Re-ablement service when she was 
discharged from hospital after a fall down the stairs which injured her back. 
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figure of £553 for Warwickshire against an England average 

of £1,09681. 

4.5.2.2 What does the data say? 

For the first time this year, figures for Excess Winter Mortality 

(EWM) are available at Local Authority level for 2010/11. Due to 

small numbers at this level, there are random fluctuations 

meaning that EWM figures at local authority level are quite 

variable. As there is no consistent pattern, limited analysis can 

be performed. However, averaging the five Local Authorities in 

Warwickshire does reveal a pattern which largely reflects the 

regional and national trend. 

Numbers suggest that there are more fractures in the Warwick & 

Stratford Districts of the county however no allowance is made 

for differences in populations. When the crude hip fracture rates 

are looked at by age groups the differences are striking with 

those aged 85+ accounting for 47% of all the breakages and 

those aged 80 and over totalling 68%. The 2011 and 2012 Local 

Authority Health Profiles both showed that in Rugby Borough, 

hip fractures in the over 65s were significantly worse than 

the England average.

                                            
81

 More information can be found in the Warwickshire National End of Life 
Care Profile for Primary Care Trusts 

http://jsna.warwickshire.gov.uk/files/2012/01/Warwickshire.pdf
http://jsna.warwickshire.gov.uk/files/2012/01/Warwickshire.pdf


 

A-1 

APPENDIX A: WARWICKSHIRE DISTRICT/BOROUGH & WARDS 

 

N.B. This map show Wards as at



 

B-1 

APPENDIX B: WARWICKSHIRE SUPER OUTPUT AREA MAPS 

 



 

B-2 

 



 

B-3 

 



 

B-4 

 



 

B-5 

 





07 Health Protection Strategy HWB 13.06.11 1 of 2  

Item 7 

 

Warwickshire Health and Wellbeing Board 
 

11 June 2013 
 

Arden Health Protection Strategy 2013-15 
 
Recommendation 

That the Warwickshire Health and Wellbeing Board considers and approves the 
Arden Health Protection Strategy 2013-15. 

 

1.0 Introduction 
1.1 Under the Health and Social Care Act 2012, Health and Wellbeing Boards have 

a statutory responsibility for leading and promoting greater integration and 
partnership in health and social care provision and commissioning. 

1.2 The purpose of the Arden Health Protection Strategy 2013-15 is to produce a 
shared vision and an integrated three year strategy for health protection for the 
Coventry and Warwickshire population. 

1.3 The strategy has been approved by the joint Coventry and Warwickshire’s 
Arden Health Protection Committee on 21 May 2013. 
 

2.0 Health Protection Priorities 
2.1 The strategy sets out the priorities agreed by the Arden Health Protection 

Committee that, if achieved, will bring the biggest benefits to the populations of 
Coventry and Warwickshire in relation to health protection which include: 
- Reduction in avoidable health inequalities and the burden of disease 
- Effective planning and provision of high quality services that meet the needs 

locally 
- Effective promotion of health protection information and community 

engagement 
 

3.0 Partnerships and interdependencies 
3.1 It is recognised that successful implementation of this strategy will require 

effective relationships and partnerships across health and local authorities. Key 
partners and stakeholders include: 
- Local Health and Wellbeing Boards 
- Executive teams of City, County, District and Borough Councils 
- Local NHS organisations 
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- Clinical Commissioning Groups 
- Voluntary and community sector organisations 
- Public Health England 

 
3.2 The strategy is linked to the Joint Strategic Needs Assessments (JSNA) for 

Coventry and Warwickshire, Coventry’s and Warwickshire’s Health and 
Wellbeing Strategies as well as Prevention and Early Intervention Strategies. 
 

4.0 Conclusions 
4.1 Arden Health Protection Strategy 2013-15 is key to ensuring that the local 

populations can benefit from better integrated and improved services which 
relate to their actual needs. 

4.2 Warwickshire Health and Wellbeing Board are recommended to approve this 
strategy, so that its implementation plans can be developed and progressed. 
 

5.0 Background Papers 
 None 

 

 Name Contact Information 
Report Author Nicola Wright nicolawright@warwickshire.gov.uk 

Head of Service John Linnane johnlinnane@warwickshire.gov.uk  

Strategic Director Monica Fogarty monicafogarty@warwickshire.gov.uk 

 

mailto:nicolawright@warwickshire.gov.uk
mailto:johnlinnane@warwickshire.gov.uk
mailto:monicafogarty@warwickshire.gov.uk


 

  1

               
 
 
 
 

ARDEN HEALTH PROTECTION STRATEGY 
 

Coventry and Warwickshire 
 

2013-2015 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

  2

Contents 
 
Members of the Working Group and Contributors ................................................................................... 3 

Introduction ............................................................................................................................................... 4 

Coventry and Warwickshire Population Profile ........................................................................................ 6 

Deprivation ............................................................................................................................................ 6 

Communicable Disease Control ................................................................................................................ 8 

Gastrointestinal (GI) Diseases ............................................................................................................... 8 

Viral Hepatitis (Hepatitis B and Hepatitis C) ........................................................................................ 10 

Tuberculosis ......................................................................................................................................... 12 

Healthcare‐acquired Infection............................................................................................................. 15 

Community Infection Prevention and Control ........................................................................................ 17 

Population Screening Programmes ......................................................................................................... 17 

Sexually Transmitted Infections .............................................................................................................. 18 

Immunisation and Vaccination ................................................................................................................ 20 

Environmental Health ............................................................................................................................. 22 

Air Quality ............................................................................................................................................ 22 

List of Abbreviations ................................................................................................................................ 24 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

  3

Members of the Working Group and Contributors 
 
David Burrows Regulatory Services Manager, Rugby Borough Council 

Obaghe Edeghere Regional Epidemiologist, West Midlands Regional Epidemiology Unit, HPA 

Richard Hall  Head of Environmental Services, Warwick District Council 

Nadia Inglis Locum Consultant in Public Health, NHS Warwickshire and NHS Coventry 

Emma Langridge Information Officer, West Midlands East Health Protection Unit 

Soili Larkin Specialty Registrar in Public Health, NHS Coventry/Coventry City Council 

Etty Martin Joint Commissioning Manager for Sexual Health,  Warwickshire County 
Council/NHS Warwickshire 

Mamoona Tahir Consultant in Communicable Disease Control, West Midlands East Health 
Protection Unit 

Jianjun Wang Senior Information Officer, West Midlands East Health Protection Unit 

Nicola Wright Specialty Registrar In Public Health, NHS Warwickshire/Warwickshire County 
Council  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

  4

Introduction 
Clear and integrated strategies are necessary to protect the health of populations and prevent 
disease. After publication of the NHS White Paper, Equity and excellence: Liberating the NHS 
in 2010 the healthcare sector has undergone significant organisational change. It is 
recognised that successful implementation of this strategy will require effective relationships 
and partnerships across health and local authorities. 
 
As the structure, functions, roles and relationships are being defined, the key challenge for 
agencies is to maintain the health of the population through the period of change and in the 
future. 
 
Both Coventry and Warwickshire have a long history of effective relationships and 
collaborative approaches to delivery of services for health protection.  We are confronted with 
new challenges to population health, such as the health effects of climate change; emerging 
epidemics and drug resistance; changing environments and demographics as well as the 
escalated risks of chemical and biological incidents, it is clear that the continued assessment 
and application of health protection issues and challenges is necessary. 
 
The purpose of developing this strategy is to produce a shared vision and an integrated three 
year strategy for health protection for the Coventry and Warwickshire population during a 
transitional period. The strategy is structured around the remit of the Arden Health Protection 
Committee (Figure 1). 
 
The strategy sets out the priorities agreed by the Committee in terms of the areas of health 
protection that, if achieved, will bring the biggest benefits to the populations of Coventry and 
Warwickshire, and it is the responsibility of the Health Protection Committee to monitor its 
progress against this strategy and the subsequent action plans from the specialist groups.  

 
The aim is to: 
 Reduce avoidable health inequalities and the burden of disease.  
 Provide strategic direction for the planning and provision of high quality and evidence-

based services that meet the needs locally. 
 Guide involvement and education of people from across all sectors and communities, to 

improve the provision of health protection information and to promote empowerment 
among communities. 

 Regularly review and appropriately modify the strategy to maintain quality and relevance. 
 
Who is the strategy for?  
Local Health and Wellbeing Boards, Executive Teams of City, County, District and Borough 
Councils, local NHS organisations, Clinical Commissioning Groups, voluntary sector partner 
organisations and Public Health England in the West Midlands. 
This strategy has links with other key local strategies such as the Joint Strategic Needs 
Assessments (JSNA), Health and Wellbeing Strategies and Prevention and Early Intervention 
Strategies. 
 
Accountability & Governance arrangements 
Health Protection arrangements within Coventry and Warwickshire are overseen by the Arden 
Health Protection Committee. Its role is to: 

• Coordinate the transition of health protection functions to partner organisations and to 
mitigate associated risks  

• Quality and risk assure health protection plans on behalf of the local population for 
Coventry and Warwickshire local authorities 

• Provide a forum for professional discussion of health protection plans, risks and 
opportunities for joint action 
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• Provide recommendations (on behalf of local authority Health and Wellbeing Boards 
and Health Scrutiny) regarding the strategic/operational management of these risks, to 
complement and feed into current accountability structures of committee member 
partners 

• Escalate concerns where necessary 
• Provide oversight of health protection public health outcomes 
• Agree local health protection strategy and influence local commissioning through Joint 

Strategic Needs Assessment process to be approved by Coventry and Warwickshire 
Health and Wellbeing Boards.  

 
The implementation of the strategy will be carried out by the network and strategy 
implementation groups where set up already such as Directors of Infection Prevention and 
Control Group, Sexual Health Implementation Groups, Coventry and Warwickshire Hepatitis 
Strategic Groups and the Coventry & Warwickshire TB Strategic Group. 
 
The groups will submit the action plans including indicators and progress in achieving the 
objectives using the agreed indicators to the Health Protection Committee annually. 
 
The transition to new organisations – National Commissioning Board, Public Health England, 
Clinical Commissioning Groups and Local Authorities - with new areas of responsibility and 
accountability provides an opportunity for us all to pledge our commitment to review 
performance, identify ways to improve efficiency and effectiveness of services, prioritise 
prevention and work in a coordinated and integrated manner.   
 
 
Figure 1: Structure of the Health Protection Committee  
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Coventry and Warwickshire Population Profile 
 

Figure 2: Age structure of the local population 

 
Persons       
All Ages 

(thousands) 
Persons    

0-15 years 
Persons    

16-64 years 
Persons    
65 years 
and over 

Coventry 316.9 63.0 207.5 46.5 

North Warwickshire 62.1 11.0 39.6 11.5 

Nuneaton and Bedworth 125.4 24.0 80.3 21.1 

Rugby 100.5 19.4 63.6 17.5 

Stratford-on-Avon 120.8 20.4 73.4 27.0 

Warwick 137.7 23.6 90.9 23.2 
Source: ONS Mid-Year Population estimates 2011 

 In 2011 Warwickshire had an estimated population of 546,600 people and Coventry 
315,700. 

 Coventry’s growth rate was faster than the West Midlands regional average and the West 
Midlands metropolitan average 

 The population of Coventry is young which is reflected in higher fertility rates 
 Warwickshire population is older in south of county compared to the north.  
 Ethnic minorities form a quarter of the Coventry population. Immigrant health is a key 

issue across the area. 
 

Deprivation  
Deprivation disproportionately affects the health outcomes of population – those living in 
poverty have a shorter life-expectancy and suffer more from chronic conditions than those 
living in affluent areas.  
 
Deprivation is measured by the Index of Multiple Deprivation (IMD) score. The IMD brings 
together several indicators which cover specific domains of deprivation such as income, 
employment, health and disability, education, environment etc. These are weighted and 
combined to create the overall IMD 2010 scores. Figure 3 demonstrates deprivation scores 
within Coventry and Warwickshire, the areas of high deprivation are coloured red and low 
deprivation green. 
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Figure 3: Deprivation in Coventry and Warwickshire 
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Communicable Disease Control 
Communicable disease control is a key component in protecting the health of the local 
population. Outbreaks of infectious diseases have a potential to cause severe disease, 
disruption and even death. The Arden Health Protection Committee has agreed the following 
to be local priorities for this strategy. 

Gastrointestinal (GI) Diseases 
 
Why is this important? 
GI diseases impact on local economies through days lost working and put a burden on local 
health services.  In general, for most diarrhoeal diseases people have to stay away from work/ 
education for a minimum of 48 hours after symptoms have ceased and for some diseases or 
occupations, exclusions can be for longer periods.  This results in loss of working/ study time.   
 
Early recognition and reporting by general practitioners, other clinicians and laboratories are 
key to prevention and control of outbreaks. 
 
What does the data tell us? 
Areas which have a notified incidence rate of over 330 cases per 100,000 population in 2010 
are higher than the national average. Both Coventry and Warwickshire are below the national 
average notification rate.  
 
The two commonest notified causes of gastrointestinal illness are Salmonella and 
Campylobacter.  
 
Figure 4: Salmonella cases notified in Coventry and Warwickshire 2007-12 
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Figure 5: Campylobacter cases notified in Coventry and Warwickshire 2007-12 

 
 
 
What should we be doing about this? 
Revised guidance to underpin enhanced surveillance has been produced by HPA and 
recommendations for follow up and exclusion have been revised and include: 
 Continue and improve on real time surveillance, to improve on standards of investigation 

of single cases with timely communication to and from partner agencies.  Public Health 
England (PHE) to be the lead organisation for this.  

 Clinicians should notify disease in a timely manner (numbers currently notified are smaller 
than numbers diagnosed). 

 Laboratories are also required to notify and their IT systems should be improved. 
 The relevant commissioning leads need to ensure appropriate services are available for 

supply, storage and administration of prophylaxis, clinical diagnosis (including domiciliary 
visits if necessary), laboratory diagnosis and logistical arrangements for samples and 
therapeutics both during and out of working hours.  

 Local authority environmental health departments are central to investigation and control 
of single cases and outbreaks.  This requires an urgent response where appropriate or 
necessary, from appropriately skilled personnel and capacity to provide this response 
should be ensured in and out of working hours. 

 
What is the local plan? 
 Reorganisation is affecting most of the responsible organisations and it would be 

advisable to safeguard the response capability in each of the organisation so that efficient 
control of disease can be maintained. 

 The Warwickshire and Coventry Food Liaison Group to continue and strengthen their 
arrangements for collaboration and sharing of good practice. 

 Partners should continue to develop public awareness of food hygiene and personal 
precautions with initiatives targeting children and young persons, food business operators 
and food handlers etc and increased awareness amongst professionals.  

 Proprietors of animal recreational and farming facilities should be aware of the risk of E. 
coli O157 and ensure they minimise those risks and improve safety on the premises. 

 Raising awareness in the general population about consulting the GP or the pharmacist 
prior to travelling so that timely advice and immunisations can be obtained is crucial to 
reducing the number of infections. 

 Clinicians need to continue to investigate early and notify any suspicion of infectious 
gastrointestinal disease in a timely manner.  
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Viral Hepatitis (Hepatitis B and Hepatitis C) 
 
Why is this important? 
Hepatitis B virus (HBV) and hepatitis C virus (HCV) are both blood borne viruses which cause 
liver infection.  Both viruses are spread by contact with blood or body fluids from an infected 
person, with HBV being more infectious than HCV.  Many people who carry the viruses are 
unaware of this and can thus spread the infection. Untreated hepatitis can lead to cirrhosis 
and liver cancer.  
 
What does the data tell us? 
In the UK, the commonest reported risk factor for acute cases of HBV is heterosexual 
exposure followed by injecting drug use (IDU) and homosexual exposure.  In contrast, more 
than 90% of all newly diagnosed HCV infections for which the source of infection is reported, 
are acquired via IDU.      
 
Other groups at increased risk of infection include individuals originating from countries where 
the prevalence of hepatitis B and C is high (such as South Asia and Africa).  
 
Overall numbers of cases of acute HBV are small in Coventry and Warwickshire (17/year).  
This represents an incidence of 1.97 cases per 100,000, which is higher than the regional rate 
0.7/100,000 population in 2012. 
 
There were a total of 143 laboratory reports of confirmed cases of chronic HBV living in 
Coventry and Warwickshire reported in 2012 and 230 cases in 2011. The incidence rate of 
chronic hepatitis B in Coventry was 35/100,000 population in 2012 compared to 65/100,000 
population in 2011.  
 
There is a substantial variation in the number of mothers identified with hepatitis B infection in 
Coventry and in Warwickshire. Consequently the immunisation programmes are different but 
both aim to completely vaccinate 100% of the babies identified as at risk. 
 
Figure 6:Chronic hepatitis B cases in Coventry and Warwickshire 

 
 
Coventry has seen a decrease in cases of Hepatitis C which may be a reflection of reduced 
ascertainment and/or true decrease. Warwickshire cases have remained the same. Most 
cases of hepatitis C are amongst those aged 30-44 years. Cases are also seen amongst the 
15-29 year old and 45-64 year old age groups. 
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Figure 7: Chronic hepatitis C cases in Coventry and Warwickshire 

 
 
 
What should we be doing about this? 
The overall aim is to reduce burden of Hepatitis B and C by focusing on reducing the pool of 
unidentified cases, increasing the number of cases receiving treatment and being monitored, 
and ending onward transmission. Improve the quality of life for people living with infection. 
 
Post exposure prophylaxis is recommended for babies born to mothers who are chronically 
infected with hepatitis B virus or who have had acute hepatitis B during pregnancy and for 
sexual and other household contacts of infected individuals. Babies acquiring infection at this 
time have a high risk of becoming chronically infected with the virus. The development of the 
carrier state after perinatal transmission can be prevented in over 90% of cases by 
appropriate vaccination 
 
What is the local plan? 
National best practice recommends coordinated services and managed Hepatitis networks: 
 PHE to facilitate the development and strengthening of integrated care pathways and 

services and ensure coordination between all hepatitis care stakeholders.  
 Improve the quality of care for patients including access to testing and high quality 

laboratory testing and treatment services. 
 Partners to promote public awareness about hepatitis B and C infection, particularly in 

younger age groups and hard to reach groups and professionals including general 
practice. 

 Increase knowledge and skills among health professional and others providing services for 
people at increased risk of hepatitis and liver disease. 

 Increase identification of individuals with hepatitis infection in general practice, GUM 
clinics and Drug services. 

 Commissioners should review needle exchange and harm minimisation services. 
 Commissioners, where appropriate, to standardise care between Drug and Alcohol Action 

Teams (DAAT) in Coventry and Warwickshire. 
 Environmental Health Teams and PHE to review skin piercing activities and effective 

sharing of intelligence to identify and deal with unregistered practitioners.  
 The Coventry and Warwickshire Hepatitis B pathway for neonatal vaccination of babies 

born to Hepatitis B infected women must be fully implemented. This involves the antenatal 
screening midwives, UHCW virology department, Child Health Information System 
managers, General Practice, the Coventry Immunisation team and health visiting services.  
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Tuberculosis 
 
Why is this important? 
Tuberculosis (TB) is an infectious disease commonly affecting the lungs, but which can 
involve any part of the body. It is usually spread by the cough of an infected person.  
Prolonged close contact with a person with TB, for example, living in the same household, is 
usually necessary for infection to be passed on.  It may take many years before someone 
infected with TB develops the disease. 
 
What does the data tell us? 
 
Figure 8: Arden TB rates compared with England and West Midlands 2002-2012 

 
 
Coventry  
 There were more cases of TB in Coventry in 2012 (133 cases) compared to 2011 (120 

cases).  TB incidence rate in Coventry is 42/100,000 population in 2012. The incidence 
rate is increasing after a temporary decrease in 2010 and remains well above the regional 
and national average.   

 The number of new cases among South Asians was almost three times higher than those 
among the White ethnic group.  Of the 133 cases in 2012, at least 72% were born 
overseas.  More than one third (37%) of the 133 cases in 2012 were from two electoral 
wards – St Michael’s and Foleshill Wards.  

 
Warwickshire 
 There were 53 cases of TB in Warwickshire in 2012, which was similar to the number of 

cases in 2011 (46 cases).  In 2012, TB rates in Warwickshire of 6.7 cases per 100,000 
populations continued to be substantially lower than the regional and national rate.   

 In 2012 in Warwickshire, white ethnic group contributed to 32% (17 cases) of cases; 60% 
of the cases were born overseas. 

 Other groups at increased risk include those who are homeless, alcohol and drug 
misusers and there is also an on-going issue of TB among hard to reach groups 
(alcoholics, drug addicts and homeless people) mainly in the Leamington Spa area. 
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Figure 9: TB rates in Arden  
 

 
 
What should be done about this? 

 Increased awareness: Maintain high awareness of TB, particularly among health 
professionals, high risk groups and people who work with them, teachers, and the 
public. 

 Strong commitment and leadership: Create a strongly led, well coordinated and 
adequately resourced TB programme (standardised treatment with supervision and 
patient support). 

 High quality surveillance: Provide the information required to: identify outbreaks; 
monitor trends; inform policy; inform development of services, and monitor the success 
of the TB programme. 

 Excellence in clinical care: Commission and provide uniformly high quality, evidence 
based treatment and care for patients with suspected and diagnosed TB. 

 Well organised and coordinated patient services: Commission and provide high quality 
coordinated services for TB diagnosis, treatment and continuing care, which also meet 
the needs of individual patients. 

 First class laboratory services: Provide laboratory services of consistent high quality 
which support clinical and public health needs. 

 Highly effective disease control at population level: Increase the evidence base for, 
and the consistency of the application of public health interventions for TB. 

 An expert workforce: Ensure TB control has an appropriately skilled workforce and that 
physicians and nurses with expertise in TB continue to be recruited, trained and 
retained. 

 Leading edge research: Increase understanding of TB and its control; improve the 
evidence base for its control; and develop better tools for its diagnosis, treatment and 
prevention. 
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What is the local plan? 
 

 The strategic group should work towards establishing regular TB cohort review 
meetings to monitor whether patients have access to expert clinical services including 
advice from a physician with expertise in TB, treatment that adheres to national 
guidance and high standards of diagnostic microbiology facilities. 

 The strategic group should work with TB commissioners to strengthen new entrant 
screening initiatives amongst high risk communities through innovative primary care 
and hospital-based schemes. 

 TB commissioners should ensure effective directly observed therapies commissioned 
from appropriate agencies including community pharmacists and community 
organisations. 

 PHE-employed immunisation staff working in the NHS Commissioning Board Area 
Team should work with partners to establish a robust BCG vaccination programme 
including monitoring of coverage. 

 Local authority TB commissioners should ensure effective community awareness is 
continued and strengthened further through a range of targeted means and channels. 

 The strategic group should develop a programme of education and training for primary 
care professionals working in communities at increased risk of TB. 
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Healthcare-acquired Infection 
 
Why is this important? 
Healthcare associated infections (HCAIs) are infections transmitted to and from patients (and 
healthcare workers) as a result of healthcare procedures, in hospitals and other healthcare 
settings. These infections can cause a significant amount of illness, increase the length of 
hospital stay and sometimes even lead to death. Many are preventable by effective infection 
prevention and control arrangements. Surveillance of certain infection such as C.difficile and 
MRSA is compulsory 
 
What does the data tell us? 
There has been a steady decline in Clostridium difficile infection (CDI) reported from local 
hospitals. 
 
Figure 10: Rates of Clostridium difficile in local hospitals 2007-2013 

 
 
Similarly the reported cases of MRSA have reduced in the recent years.  
 
Figure 11: Rates of MRSA within Coventry and Warwickshire 2007-2012 
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The decline in these infections could be attributed to a heightened awareness, an increased 
and impoved surveillance and  infection prevention and control procedures. However, 
Community-associated infections are still an issue. 
 
Figure 12: Community-associated CDI 2007-2013 

 
 
What should be done about this? 
In the new system CCGs and the Local Authorities (LAs) will work closely with the new Public 
Health England (PHE) to reduce HCAI within the community. It is not clear as yet how these 
roles will be organised, however some prior understanding of the issues within the community 
need to be addressed: 
 Developing LA, CCG and Provider Trusts understanding of HCAI and their role in 

preventing and monitoring rates of HCAI within their boundaries.  
 CCGs, as commissioners, must obtain assurance of effective arrangements for infection 

prevention and control from the providers. 
 The DPH using existing frameworks, and guidance to develop a strategy for the LA to set 

their own targets for the reduction of HCAI. 
 Working together LA, CCGs and PHE identify and set priorities for the reduction of HCAI in 

the community with emphasis on the following areas: 
o Outbreak control management in educational establishments and residential and 

care homes. 
o Provision of infection control training, advice and audit for health care and 

educational establishments. 
o The management of community HCAI cases e.g. PVL Staphylococcus. 

 
What is the local plan? 

 The CCG’s and LA to develop a mutually agreed Infection Prevention strategy to inform 
the assessment and development of an assurance framework for Infection Prevention & 
Control ensuring providers deliver HCAI reductions. 

 PHE, CCG’s and LA to develop clear guidance on the roles and responsibilities of each 
organisation in the management of outbreaks of Norovirus, Clostridium difficile etc. 

 Develop the local provision of infection prevention and control, training and audit to 
support educational establishments and Local Authority licensed premises. 
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Community Infection Prevention and Control 

Why is this important? 

Community Infection Prevention and Control (CIPC) is concerned with preventing the spread 
of infection in primary and community care settings. A wide variety of healthcare is delivered 
in these settings thus it is becoming increasingly important that CIPC services are available 
and imbedded in the local delivery of healthcare. Healthcare-associated infections arise 
across a wide range of clinical conditions and can affect patients of all ages. Healthcare 
workers, family members and carers are also at risk of acquiring infections when caring for 
patients. All providers of healthcare services are expected to have provision for infection 
prevention and control. 

There is also a significant need for effective infection prevention outside the healthcare sector 
for example in residential care, within schools or within cosmetics industry. Provision of CIPC 
is a joint effort between Community Infection Prevention & Control Nurses, Health Protection 
Units and Environmental Health Departments. 

What is the local plan? 

As CIPC services are delivered and commissioned by several partners, it has been agreed 
that a Memorandum of Understanding should be developed locally to define the accountability 
for these services. 

It is expected that the Directors of Public Health will received assurance of effective service 
provision through the Health Protection Committee. 

 

Population Screening Programmes 
 
Why is this important? 
Screening is offered to healthy people who show no signs of illness, but may be at increased 
risk of a disease or condition. The current UK population screening programmes include 
antenatal and newborn, as well as young person and adult screening programmes (i.e., 
cancer and vascular screening). They have a significant effect on population health by 
identifying cases of illness at an early stage when treatment is more likely to be successful, 
thus preventing complications and death.  
 
Robust quality assurance and initiatives to ensure good coverage are essential to ensure 
effectiveness and safe operation of local screening programmes. 
 
All national programmes are currently undergoing transition as commissioning responsibilities 
are transferring from local PCTs to the NHS Commissioning Board and quality assurance 
responsibilities are taken up by Public Health England.  
 
Screening has been identified as a high risk area during the transition on a local, regional and 
national level; it is therefore vital that Directors of Public Health in Coventry and Warwickshire 
maintain an oversight of the delivery of the programmes through the Health Protection 
Committee.  
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Sexually Transmitted Infections 
Why is this important? 
HIV and sexually transmitted infections (STIs) have a significant public health impact due to 
the burden of disease, long-term complications and deaths, and cost to the health service.  In 
addition to causing physical illness, there are often adverse psychosocial implications for 
affected individuals.   
 
HIV is now a treatable medical condition, but is still frequently regarded as stigmatising, is a 
risk factor for chronic medical conditions and consequently potential years of life lost from HIV 
are significant.  An estimated quarter of infected individuals in the UK are unaware of their 
diagnosis.  Late diagnosis is the most important factor associated with HIV-related morbidity 
and mortality and increased treatment costs.  
 
What does the data tell us? 
 
HIV 
 
Figure 13: New HIV diagnosis rates in all settings, 2002-2011 

 
 
 In Coventry, rates of new HIV diagnoses have been well above the England average for 

the last ten years, despite having fallen from their 2006 peak. Rates remain high at 15-20 
new diagnoses per 100,000 population. Almost two-thirds (61.5%) of new HIV diagnoses 
in Coventry from 2009 to 2011 were diagnosed late. 

 The prevalence of diagnosed HIV infection in Coventry in 2011 was 2.8 per 1000 
population, above the high prevalence threshold at which expanded testing for HIV is 
recommended (2 per 1000 population).  

 In Warwickshire, rates of new HIV diagnoses have been relatively low for the last ten 
years compared to national rates. Half of new HIV diagnoses in Warwickshire from 2009 to 
2011 were diagnosed late. 
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Other STIs 
 
Figure 14: Rate of chlamydia diagnoses in GUM clinics, 2002-2011 

 
 
 
Coventry 
 Over the last ten years, there have been considerable overall increases in diagnoses of 

the five main STIs genitourinary medicine (GUM) clinics, generally reflecting national 
trends (see graphs for individual trends). In particular, gonorrhoea diagnoses have more 
than doubled in the last five years and are approaching the peak levels observed in 2003. 

 The Public Health Outcomes Framework includes a target diagnosis rate for chlamydia 
screening of 15-24 year olds in all settings (in GUM and the community) of 2,400 
diagnoses per 100,000 population aged 15-24.  In 2011/12, the diagnosis rate for 
Coventry was 1664 diagnoses per 100,000 population, well below the regional and 
national rates (both ~2000 per 100,000 population). 

 
Warwickshire 
 Although diagnosis rates of the five main STIs in Warwickshire are mostly lower than the 

national average, they have still seen overall increases in the last ten years. Diagnoses of 
anogenital herpes have trebled since 2007.  

 In 2011/12, the chlamydia diagnosis rate in 15-24 year olds in all settings in Warwickshire 
was 1481 diagnoses per 100,000 population aged 15-24, well below the target and 
regional and national rates (see above). 
 

What should be done about this? 
The national strategy for sexual health was published in 2001, supported by development of 
recommended standards for services.  Important national guidelines have also been 
published, such as that from the National Institute for Health and Clinical Excellence (NICE).   
 
What is the local plan? 
Further innovative solutions should be sought to help deal with this health issue which has 
escalated in recent years.   

 PHE to facilitate the strengthening of surveillance, particularly for infections diagnosed 
in primary care.   

 Sexual Health Commissioners should strengthen routine HIV testing to improve 
detection of infection among individuals at risk – early diagnosis will be of enormous 
benefit to the individuals themselves, and will help reduce spread of infection to others.   

 Partner organisations of the Arden Health Protection Committee to develop a multi-
faceted approach to improve the uptake of testing among partners of individuals 
infected with any STI.   

 Sexual Health Commissioners to ensure robust evaluation of health promotion 
services to identify what works locally; this will help inform future provision of effective 
services aimed at those most at risk to influence their knowledge, attitude and 
behaviour, and consequently interrupt the chain of transmission. 
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Immunisation and Vaccination 
Why is this important? 
Worldwide vaccination and immunisation programmes are the second most effective public 
health intervention after clean water and have saved many lives.  It is important to emphasise 
the need to achieve high uptake of vaccines in order to prevent the re-emergence of vaccine 
preventable diseases in our local communities. National evidence shows that inequalities in 
immunisation uptake are persistent. Evidence shows that children with incomplete 
immunisations are more likely to live in disadvantaged areas and are less likely to use primary 
care services.  They also tend to have younger mothers or lone parents, come from larger 
families, and as babies had a least one hospital admission.    
 
Immunisation programmes will be commissioned by the NHS Commissioning Board from April 
2013.  
 
What does the data tell us? 
 
Figure 18: Primary childhood immunisation coverage at 12 months in Arden 2006-2012 with 
regional and national comparison 

 
 
Figure 19: MMR vaccination coverage trends  at five years in Arden 2006-2012 with regional 
and national comparison 

 
 

 Coventry has come far with its performance on immunisation over the last 2 years from 
being one of the bottom performers in the UK to one of the top, so it is vitally important that 
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this good work continues and Coventry leads the way in protecting its children from 
vaccine preventable diseases. 

 Warwickshire has poor data for the school leaver booster.  Child Health data suggests that 
60% of 14-15 year olds have been vaccinated by the school immunisation team, but many 
more are likely to have been vaccinated at the GP surgery and the data not supplied to 
Child Health.  In Coventry, one fifth of diphtheria, tetanus and polio is given in schools 
between 13 and 18 years of age.  Teenage immunisations are higher than the national 
average with school leaver booster for children in school year 10 (2011/12) at 88.5% 
uptake. 

 Human Papillomavirus Vaccination (HPV) is a vaccine to protect girls from cervical cancer 
and it is administered routinely to Year 8 girls (12-13 year olds) via a school based 
programme. In 2011/12, Warwickshire achieved an uptake of 95.7% of girls having 
received one dose of HPV vaccine (85.4% were fully vaccinated with three doses of 
vaccine).  Coventry achieved 92%  receiving the first dose (91.3% all three doses).  

 Travellers and other hard-to-reach groups have lower levels of vaccination coverage which 
can exacerbate existing inequalities. However it is difficult to assess genuine levels of 
uptake as there is no available data on immunisation in unregistered practice populations.  

 A recent audit in Coventry showed that data flows between GP Practices and CHIS are 
still not robust and many children who are immunised are not reported.  Some children are 
missing out on immunisation because demographic data is not routinely updated to CHIS.  

 
What should be done about this? 
The aims of those responsible for immunisation programmes are to: 
•  Reduce the risk of vaccine preventable disease by maximising the uptake of vaccinations 

achieving national targets. 
•  Reduce health inequalities in relation to accessibility to vaccine services. 
 Ensure that the uptake of new immunisation programmes is maximised.  
 Improve rates of influenza vaccination among health and social care workers 
 Effective immunisation programmes rely upon the accurate identification of eligible 

populations, efficient call and recall systems and well informed immunisers.  
 For influenza, to identify and vaccinate the eligible population as recommended by the 

Department of Health  
 
What is the local plan? 
 The work of the Arden Immunisation Committee needs to continue beyond the transition to 

ensure that there is a cohesive plan across the immunisation programmes. Very few 
immunisation programmes are delivered by one single provider.   

 Coventry and Warwickshire have a strong and effective training programme.  This work 
needs to be preserved and protected beyond the transition.  

 Improve data collection on all immunisation programmes to ensure accurate local data. 
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Environmental Health 
Environmental health aims to protect against environmental factors that may adversely impact 
human health or the ecological balances essential to long-term human health and 
environmental quality. Such factors include, but are not limited to: air, food and water 
contaminants; radiation; toxic chemicals; disease vectors; safety hazards; and habitat 
alterations.  

The Arden Health Protection Committee has agreed air quality as an environmental health 
priority for this strategy.   

Air Quality 
Why is this important? 
Air quality is a key issue with major implications for the health of the population across both 
Coventry and Warwickshire. Poor air quality can lead to significant adverse health effects, 
particularly in those sections of the population that are more susceptible such as the young, 
the elderly, or those suffering from heart or lung related disease (WHO, 2004).  
 
What does the data tell us? 
 
Figure 20: Nitrogen Dioxide Concentration monitored at Coventry and Warwickshire’s 
Automatic Monitoring Stations (2005-2009) 
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Figure 21: Particulate Matter (PM10) Concentrations monitored at Coventry and 
Warwickshire’s Automatic Monitoring Stations (2005-2009)  

 

Note: Data presented for illustration of trends only.  Monitoring stations are located for specific purposes e.g. 
background locations, high pollution areas and consequently are not directly comparable.  It should be noted that 
there have been some issues in relation to the performance of Coventry’s automatic monitoring equipment, data 
capture at some stations in certain years is low and consequently not all data can be considered robust.   

 
In common with most other areas in the country hourly peak air quality standards are not 
generally exceeded 
 

 In each of the local authority areas annual mean NO2 levels are exceeded in some 
areas. The main cause of this is traffic pollution. 

 Air Quality Management Areas (AQMAs) have been declared in each area related to 
NO2 exceedance. Action Plans are in place for these and a few AQMAs have 
subsequently been revoked. 

 There is a direct link between health impacts and particulate levels, with PM2.5 levels 
being particularly relevant. Further data in relation to PM2.5 levels in the Coventry and 
Warwickshire area is needed. 

 
What should be done about this? 

 Improvement in air quality is heavily dependent upon traffic management. Increased 
collaboration between stakeholders is required to ensure improvement. 

 Raising the importance of air quality in the decision making process of transport 
planning. 

 Increased understanding and health impacts of PM2.5 levels in each local authority 
area. 

 
What is being done locally? 

 Air Quality Management Areas declared where pollutants exceed national air quality 
objectives. 

 Air Quality Action Plans produced by all authorities in conjunction with Warwickshire 
County Council (as highway authority) and Highways Agency (major roads). 

 Innovative solutions being investigated, e.g. Low Emission Zone pilot (Warwick), use of 
real time monitoring during trials with altering traffic lights (Coventry). 
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List of Abbreviations 
 
AQMA   Air Quality Management Area 
AT  Area Team (of the NHS Commissioning Board) 
CCG   Clinical Commissioning Group 
CDI  Clostridium difficile infection 
CIPC  Community Infection Prevention & Control 
DAAT   Drug and Alcohol Action Team 
DPH   Director of Public Health 
GEH  George Eliot Hospital 
GP   General Practitioner 
HBV   Hepatitis B virus 
HCV   Hepatitis C virus 
HIV   Human immunodeficiency virus 
HPA   Health Protection Agency 
IDU   Injecting drug user 
JSNA   Joint Strategic Needs Assessment  
LA   Local Authority 
NHS   National Health Service 
NHS CB NHS Commissioning Board 
NICE   National Institute for Health and Clinical Excellence 
NO2   Nitrogen dioxide 
PCT   Primary Care Trust 
PHE   Public Health England 
PM2.5    Particulate matter of aerodynamic diameter less than or equal to 2.5µm 
STI   Sexually transmitted infection 
SWFT  South Warwickshire Foundation Trust 
TB   Tuberculosis 
UHCW  University Hospitals Coventry and Warwickshire 
WHO   World Health Organisation 
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