
Item 7 

Overview and Scrutiny Board 

30th May 2012 

Health and Wellbeing and Role of Scrutiny 

 

 Recommendations  

1) That the Overview and Scrutiny Board consider the report, asking questions in 
relation to its content and making recommendations as considered appropriate. 

2) That the Overview and Scrutiny Board consider the links between Public Health 
and Overview and Scrutiny.  

3) That the Overview and Scrutiny Board considers how best the Overview and 
Scrutiny Committees can be involved in monitoring the process and outcomes of 
the JSNA. 

 

1.0 Background 

1.1 The Overview and Scrutiny Board has requested a report on Health and Wellbeing in 
Warwickshire and the role of Scrutiny specifically:  

• The link between the Health and Wellbeing Board (H&WB) and Scrutiny; 

• An overview of the relationship between Public Health and Scrutiny; and 

• How each of the Overview and Scrutiny Committees could be involved in the 
monitoring of the JSNA (ie what role can each of the OSCs play in helping to 
monitor the JSNA, beyond the Health OSC). 

 

2.0 Current Situation 

2.1 H&WB Board and Scrutiny 

2.2 The interface and relationship between the Health and Wellbeing Board and Scrutiny 
is unclear at this time. While Scrutiny remains, the provisions of the Health and 
Social Care Act 2012 are not yet in force and the H&WBB is in shadow form.  
Cabinet and Corporate Board will consider these issues at their meeting on 18th May 
and a way forward is anticipated. 

2.3 Relationship between Public Health and Scrutiny 

2.4 The Public Health Outcomes Framework outlines four main domains of Public 
Health. These are: 

• Effect of wider determinants of health, i.e. employment, transport, housing.  

• Health Improvement and lifestyle modification, i.e. smoking cessation.  
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• Health Protection, i.e. preventing and managing communicable diseases.  

• Avoidable mortality and morbidity i.e. evidence based healthcare. 

2.5 Looking at the four domains, it is clear that Scrutiny has potentially an important role 
to play particularly with regard to variation in health outcomes and reducing health 
inequalities. 

2.6 Public Health is currently in a transition state with full transfer to the County Council 
due at the end of March 2013. Public Health will be accountable to the H&WBB to 
discharge its responsibilities under each of the four domains outlined above. 

2.7 The Health and Social Care Act 2012 also outlines the role of the Director of Public 
Health as:  

• The principal adviser on health to elected members and officials; 

• The officer charged with delivering key public health functions; 

• A statutory member of the Health and Wellbeing Board; and 

• The author of an independent Annual Report on the health of the population.  

2.8 The Director of Public health is keen to discuss with scrutiny members and the 
Council how Overview and Scrutiny of the Public Health function is delivered. 

2.9 Joint Strategic Needs Assessment (JSNA) 

2.10 At its meeting on 11th April 2012, the Adult Social Care and Health Overview and 
Scrutiny Committee considered the JSNA process and Annual Review (2011). The 
Committee supported the report. It is clear from the JSNA topic profiles that all 
scrutiny has an interest in the JSNA.  

2.11 The Director of Public Health welcomes members’ views on how best the Overview 
and Scrutiny Committees can be involved in monitoring the process and outcomes of 
the JSNA. A copy of the JSNA is attached at Appendix A.  

 

3.0 Timescales 

3.1 Questions raised by Overview and Scrutiny Board identify significant issues which 
need to be addressed. It is expected that a clear way forward will be identified 
following Corporate Board/Cabinet discussions. 

3.2 For information, an outline of the Health and Social care Act 2012 is attached at 
Appendix B and C.  

 

Appendices  

Appendix A – Joint Strategic Needs Assessment  

Appendix B – Health and Social Care Act 2012: At a Glance 

Appendix C – Overview of the Health and Social Care Act 2012 
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Item No 6 
Adult Social Care and Health Overview and Scrutiny 

13 April 2012 
 

Warwickshire Joint Strategic Needs Assessment  
Annual Review (2011) 

 
Recommendation  

 
Overview and Scrutiny Committee is asked to receive and accept the 
Warwickshire Joint Strategic Needs Assessment Annual Review (2011).  

 
1.0 Background  
 
1.1 In 2007, the Local Government and Public Involvement Act placed a duty on 

upper tier local authorities and PCTs to undertake a JSNA. Warwickshire’s 
first JSNA was published in 2009. It is recommended that the JSNA is 
refreshed at least every three years. 

 
1.2 The purpose of the JSNA is to identify current and future health and wellbeing 

needs; to establish a shared, evidence based consensus on key local 
priorities; and to form a key element of the commissioning cycle. 

 
1.3 The JSNA informs development of the Health and Wellbeing Strategy and is 

central to commissioning decision making, challenging delivery and service 
redesign. 

 
2.0  The current JSNA 
 
2.1 The 2009 JSNA was well regarded and provided a helpful and comprehensive 

snapshot of data and statistics, however it consisted of a static written report 
and was not at the level of detail required by commissioners. The approach to 
developing the current JSNA is different. The aim is to have a dynamic, 
interactive, ever changing JSNA. This is being achieved through: 

  
• The establishment of a JSNA website. This is a rich source of data and 

information and will be regularly updated. It will include forums where 
questions can be asked and online discussions can take place. The 
website is now live and can be located at www.warwickshire.gov.uk/jsna 

 
• Undertaking an annual review and producing topic summaries from that 

review. This will ensure that there is clarity and a shared consensus on 
the issues that require particular focus in the upcoming year.   

 
 
2.2 The JSNA Annual Review (2011) is attached for your information and was 

initially launched at a stakeholder event on 7th March 2012. It contains ten key 
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themes and these are presented in a ‘life course’ style spanning from 
childhood to old age. 

 
2.3 The ten themes identified from the 2011 annual review are: 
 

• Educational Attainment 
• Looked after children 
• Lifestyle factors affecting health and wellbeing 
• Long-term conditions 
• Mental wellbeing 
• Reducing health and wellbeing inequalities 
• Disability 
• Safeguarding 
• Dementia 
• Ageing and frailty 

 
2.4 In identifying these ten themes the following criteria were used: 
 

• Magnitude of the issue 
• Poor outcomes currently being achieved 
• Worsening situation 
• Significant inequalities (by geography or population group) 

 
3.0    Timescales/Next steps  
3.1 The JSNA has now been launched and Warwickshire’s Health and Wellbeing 

Board sees the JSNA as an essential tool to inform commissioning decision 
making to improve outcomes.  

3.2 An editorial board is being established to ensure ongoing engagement of 
stakeholders and a coordinated approach to regularly updating the JSNA. 

3.3 Commissioners are committed to utilising the JSNA and to making progress in 
the ten key areas 

 
Background Papers (Please list below, with electronic links where applicable) 
JSNA website: www.warwickshire.gov.uk/jsna 
 
Warwickshire Joint Strategic Needs Assessment Annual review 2011 
(attached) 

 
 Name Contact details 
Report Author Claire Saul clairesaul@warwickshire.gov.uk 

01926 745101 
Head of Service Claire Saul clairesaul@warwickshire.gov.uk 

01926 745101 
Strategic Director Wendy Fabbro  
Portfolio Holder Izzi Seccombe/Heather 

Timms 
 

 
 



Warwickshire Joint Strategic
Needs Assessment

Annual Review 2011



Foreword

As the JSNA is the cornerstone for the way in which we will build our plans to improve the health 
and well-being of our communities, it is crucial that all agencies share the same intelligence 
through this assessment.

This year we have made substantial changes to the process and presentation of the JSNA and this 
document highlights our key areas for attention.

cradle to old age.  Topics have been chosen using a number of criteria which include;

Rather than remaining static, the JSNA is a live document. As circumstances change, outcomes vary 
and intelligence and analysis is updated, the JSNA will evolve and maintain its relevance. With the 
launch of the JSNA website, local information system, summary statement of need and a 
question/feedback facility we are hoping the JSNA will become an even more up to date, interactive 
and user friendly tool.

This Annual Statement marks the beginning of a new approach and hopefully the start of a 
conversation with commissioners of health and social care, but also importantly the public, patients, 
clients and partners to enable us to accurately outline the needs for our community.  We look 
forward to working with you all to deliver a robust, fully engaged JSNA for Warwickshire.

As the JSNA is the cornerstone for the way in which we will build our plans to imAs the JSNA is the cornerstone for the way in which we will build our plans to ifor the way in which we will build our plans to imm

Welcome to the Joint Strategic Needs Assessment (JSNA)
Annual Statement which sets out the current and future health 
and wellbeing needs for people in Warwickshire. 

No agency alone can fully achieve better health and wellbeing 
for our county’s residents without working in partnership with 
others. Our work requires the contribution of a wide range of 
agencies to improve health and social care; housing; learning and 
achievement; growth in the economy and household income.  

Wendy Fabbro
Strategic Director People Group 
Warwickshire County Council

Dr John Linnane
Joint Director of Public Health
NHS Warwickshire/Warwickshire County Council



Introduction

Welcome to the 2011 Annual Review for Warwickshire’s 
Joint Strategic Needs Assessment (JSNA).  The purpose 
of the JSNA is to analyse and examine the current and 
future health and well-being needs of the local 
population, to inform and guide the commissioning of 
health, well-being and social care services.

The JSNA aims to establish a shared, evidence based
consensus on the key local priorities across health and social 
care and is being used to develop Warwickshire’s Health and 
Wellbeing Strategy, Commissioning Plans for the Clinical 
Commissioning Groups (CCGs) and Transformation Plans for 
the local Health Economy.

The following set of key themes has been developed to 
inform the Health & Wellbeing Board of the emerging key 
messages from the JSNA.  The information provides a
‘position statement’ and a ‘snapshot’ of our work so far at 
the end of 2011.  It includes the key headline messages from 
our initial analyses and provides the basis for further, more 
detailed needs assessment work.

The themes have been loosely structured to follow a 
‘life-course approach’ and are not just an amalgamation of 

qualitative information (e.g. knowledge, pathway 
information, consultation activity with stakeholders, service 
users, professionals, etc.) has also been included.

Further information is available at 
www.warwickshire.gov.uk/jsna
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Children & Young People
Educational Attainment

Looked After Children



Research shows that education is a key determinant of health, with the more educated reporting lower morbidity from 
common acute & chronic diseases, lower anxiety/depression & experiencing better physical & mental functioning.  
Many of Warwickshire’s children and young people achieve the expected national standards of educational attainment 
but significant disparities exist on a geographic and demographic basis.  The tackling of this under achievement and 
health and well being inequalities among certain groups is crucial for reasons including raising aspirations, improving 
opportunities and reducing social & economic inequalities.

Educational Attainment

•  The proportion of children in Warwickshire (66% in 2011) achieving a good level of development as assessed through 
    the Early Years Foundation Stage Profile continues to increase year on year.  However, there is an average year on 
    year difference of 10% in achievement levels between the lower achieving north (Nuneaton & Bedworth and North 
    Warwickshire) and the south (Warwick and Stratford).
•  At Key Stage 2, geographical differences become more marked & attainment gaps are not decreasing.  There are 
    geographical differences between those achieving the expected level (level 4 and above), an average year on year 
    gap of 6% between the north and the south.  Differences between those achieving level 5+ are even more 
    considerable with the gap increasing to an average of 9%.  This demonstrates that higher level performance is less 
    evident in the north than the south. 
•  At Key Stage 4 (KS4), the target level attainment is for five or more GCSE grades A*-C including Maths and English 
    GCSE.  For this, Warwickshire is above the national average, with 60.5% of pupils reaching this standard. Attainment 
    levels in the north are lower than those in the south.  This gap is not decreasing & less than half (48%) of pupils in 
    the north achieve this level.
•  Children with a special educational need (SEN) in Warwickshire achieve better than the national KS4 target level    
    attainment, but the gap between SEN children and non-SEN children is still significant and remains consistently large.
•  A 32.5 percentage point difference in 2011 exists between those eligible for free school meals and those who are not, 
    in terms of achieving the KS4 target level attainment.  This gap has remained consistently large over the last 3 years.
•  There is little difference in achievement at GCSE level by broad ethnic group with Mixed, Asian, Black & Chinese 
    pupils tending to do slightly better than their White counterparts. However, the gaps widen when breaking down 
    these ethnic groups further.
•  14% of the 60 children who had been looked after continuously for at least 12 months as at 31st March 2011 who 
    were eligible to sit their GCSEs in 2010/11 achieved the KS4 target level attainment, significantly lower than the 
    Warwickshire average.  
•  Of the 54 children looked after continuously for 12 months at 31 March 2011 who completed year 11 during the 
    2009/10 academic year, 24 (44.4%) were in full time education, 1 (1.9%) was in f/t employment, 18 (33.3%) were in 
    p/t employment, education or training & 11 (20.4%) were unemployed.  
•  For 95.7% of young people post-16 their destinations were positive as at November 2011. 89.5% continued in f/t 
    education, 0.6% were involved in non-employed training, 5.1% were employed and 0.5% were involved in voluntary 
    or part time activities.
•  Negative outcomes account for 4.3% of young people with 3.1% not in education, employment or training (NEET) 
    and 1.2% where data is not available/young person has left area (NALA).
•  In 2010, 87% of young people educated in Warwickshire special schools had positive destinations post 16; 83.3% 
    continued in f/t education, 2.8% were involved in non-employed training, 0.9% were employed & 0% engaged in 
    voluntary or p/t activities.
•  In Adult & Community Learning, there were 6,035 enrolments by 3,749 learners. Participation rates of ethnic 
    minorities and from deprived communities were greater than the population average. The overall achievement rate 
    of 92% is significantly above the national average. Much of this learning is non-accredited, but 629 qualifications 
    were achieved in literacy, numeracy, ESOL and ICT. 

Outcomes Sought
•  Pupils are ready for school, attend and enjoy school with key indicators measuring attendance, exclusion
    and attainment.
•  Achieve personal and social development and enjoy recreation, as reported in the Annual Pupil survey
•  Positive outcomes for pupils post 16
•  Transitions between settings and from children's to adult services are well managed
•  Re-engage adults, particularly those with low prior attainment in learning to support their own &
    their children’s development

Who Needs to Know This?
•  Commissioners and practitioners of children services, and those involved in the transition to adulthood
•  Children’s Trust partners – see website for Children and Young People’s Plan
•  Head teachers

What are we going to do about it?
•  Warwickshire Children and Young People’s Plan  •  National Pupil Premium Strategy
•  Warwickshire Child Poverty Strategy   •  Public Health Outcomes Framework



Looked After Children

Outcomes Sought

Who Needs to Know This?

What are we going to do about it?



Lifestyle
Lifestyle Factors

Affecting Health and Wellbeing



Reviewing the public health outcomes for Warwickshire show the need to prioritise and focus 
on a number of key issues.  These should not be treated in isolation from each other – they are 
interlinked, cut across all sectors of society and require a joined-up approach to tackling them.  
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Lifestyle Factors Affecting Health and Wellbeing

Outcomes Sought

Who Needs to Know This?

What are we going to do about it?



Ill-Health
Long-Term Conditions

Mental Wellbeing



Long term conditions are those conditions that cannot, at present, be cured but can be
controlled by medication and other 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.

Long-Term Conditions

•  Nationally, around 1 in 3 people live with at least one long term condition. In Warwickshire, this equates 
    to an estimated 178,000 people.
•  People with long term conditions are more likely to see their GP, be admitted to hospital, stay in hospital 
    longer, and need more help to look after themselves than people without long term conditions. They are 
    also increasingly involved in managing their own conditions with the support of a health care team.
•  High quality management of long term conditions help to keep people healthier and independent for 
    longer.  
•  People with long term conditions need to be helped to understand their condition to manage it as well as 
    possible, but in Warwickshire we have very few services that can help people learn about their condition, 
    or have the right rehabilitation to improve the management of their condition
•  Warwickshire GPs usually work with people to manage their long term condition and for the most part 
    this care is very good, but we know that there are some people that are not getting the right treatments 
    that they need, for example:
 •  20% of people with high blood pressure do not achieve the recommended level of control
 •  11% of people with diabetes have dangerously poor levels of blood sugar control
 •  10% of people with heart failure are not taking the recommended treatment
 •  6% of people who have coronary heart disease are not taking blood thinning medication 
     that has been proven to reduce the chance of a heart attack and death.

Outcomes Sought

Who Needs to Know This?
•  GPs and other health professionals
•  Clinical Commissioning Groups
•  Primary Care and NHS Commissioners 
•  Hospital Trusts
•  Social Care Commissioners

What are we going to do about it?
•  Quality and Outcomes Framework
•  Long Term Conditions Strategy, NHS Warwickshire, 2007/08
•  Prioritising Need in the Context of Putting People First: A Whole System Approach to
    Eligibility for Social Care, 2010

•  Improved clinical outcomes for people with long term conditions
•  Greater use of telehealth, telecare and aids and adaptions to support people with long
    term conditions
•  Better rehabilitation services for people with long term conditions
•  More expert patient programmes for people with long term conditions
•  Reduced hospital admissions and deaths for people with long term conditions
•  Improved coordination of health and social care services for people with a long term condition



Mental illness affects not only the individual with the condition, but also family, friends and 
wider society. Around one in four people will suffer from mental illness during their lifetime.

Mental Wellbeing

•  National data suggests 1 in 10 children under 16 has a clinically diagnosed mental illness and that between 10% and 13% of 
    15 and 16 year olds have self harmed; however, access to reliable local data is limited.
•  In 2008, it was estimated that there were 5,960 young people aged 5-10 years old and 3,550 young people aged 11-16 years 
    old with a mental health condition. It is estimated that among young people aged 5-10 years old the most prevalent type of 
    disorder is a conduct disorder. Emotional disorders are the most common disorder among those aged 11-16.  A CAMHs 
    mapping exercise in 2007/8 showed that there is a higher prevalence of mental health disorders in the north than the south.
•  Analysis from the 2011 Annual Pupil Survey suggests that nearly three quarters of secondary school pupils in Warwickshire 
    feel either happy ‘all of the time’ or ‘most of the time’.  This represents a slight fall from 2010.
•  People with mental illness have a higher risk of poor physical health; equally physical activity improves mental wellbeing. 
    Primary pupils engaging in more than five sessions of physical activity per week has declined considerably from 35.8% in 
    2010 to 29.8% in 2011.  Secondary pupils’ physical activity has also declined from 29.6% in 2010 to 26.1% in 2011.
•  Research links bullying in adolescence to mental illness in young adulthood.   In 2010, a quarter of primary pupils said that 
    they had been bullied in the last 12 months which decreased to 22.8% in 2011.  In 2010, 13.7% of secondary pupils said that 
    they had been bullied but this increased to 16.2% in 2011.
•  At least one in four people will experience a mental health problem at some point in their life, one in six has a mental 
    health problem at any one time and at least half of all adults will experience at least one episode of depression during their 
    lifetime.
•  Suicide remains the most common cause of death in men under the age of 35 in Warwickshire.
•  One in ten new mothers experience postnatal depression.
•  Local data indicates that over 13,000 Warwickshire residents accessed specialist mental health services in 2008/9. Overall, the 
    proportion of patients accessing such services is higher for females than males and increases with age. However, many more 
    individuals will be treated by their GP, private counselling, or have not yet identified that mental illness is affecting them. 
•  In 2010/11, 3,745 adults and older people with a functional mental health problem (i.e. not dementia) received social care 
    professional support and of these 449 also received a funded social care service. Of those receiving support 633 were in paid 
    employment. 
•  Since the start of 2010, Warwickshire Libraries have loaned over 11,000 self-help books and audio CDs as a means of early 
    intervention for common mental health conditions. 
•  In 2010/11, 77% of people with a mental health need requiring social care support were living in 'settled accommodation' 
    (i.e. not residential care, homeless, prison or hospital) 
•  In 2010/11, 19% of people with a mental health need requiring social care support were in paid employment
•  Increasing physical activity can enhance independence, well-being, mental health and quality of life. 

Outcomes Sought

Who Needs to Know This?
•  Commissioners in Public Health and Social Care •  GPs and other health professionals
•  Voluntary Sector     •  Councillors

What are we going to do about it?
•  Warwickshire Children and Young People’s Plan 
•  Director of Public Health Annual Report 2011
•  Supporting People 5 year strategy 
•  Joint Mental Health Needs Assessment - A full needs assessment incorporating detailed data
    analyses and findings from a comprehensive consultation process with a wide range of stakeholders.
•  Emotional Well-being and Mental Health Strategy 2011 - 2014
•  A Vision for Adult Social Care: Capable Communities and Active Citizens
•  Putting People First
•  Think Local Act Personal

•  Mentally and emotionally healthy.
•  Improve the emotional and mental health of individual children and young people.
•  Enhancing quality of life for people with care and support needs
•  Delaying and reducing the need for care and support
•  Ensuring that people have a positive experience of care and support



Vulnerable Communities
Reducing Health and Wellbeing Inequalities

Disability
Safeguarding



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 Marmot report, the highest priority should be given to children from pre-conception 
through to adolescence.  

Reducing Health and Wellbeing Inequalities

•  Latest data suggests widening health inequalities in Warwickshire.  All of the top 13 most deprived areas 
    from the Index of Multiple Deprivation (IMD) 2007 have shown considerable deterioration in rankings in 
    the IMD 2010, suggesting that the gap between the most and least deprived areas of the County is 
    widening.  According to the 2010 indices, more areas of Warwickshire are ranked within the top 30% 
    most health deprived areas in England compared with the 2007 indices.
•  People in some areas of Warwickshire live for 13 years less compared to other areas.  There is considerable 
    variation in life expectancy at birth at ward level across the County ranging from 75 in Abbey ward, 
    Nuneaton, to 88 in Leek Wootton, Warwick.
•  Amongst the 10 wards with the highest teenage conception rates in Warwickshire, four are in Nuneaton 
    & Bedworth, four are in Warwick and two are in Rugby.  Six are within the top 10% most deprived areas 
    of the county – representing a significant positive relationship between deprivation and teenage 
    conception.
•  It is also important to consider inequalities which persist across the wider determinants of health, 
    including employment, education, and housing etc.  
•  Inequalities also exist within different population groups eg. by ethnicity, gender and age. More work is 
    needed to fully understand this picture across Warwickshire.

Outcomes Sought

Who Needs to Know This?
•  Commissioners in Public Health and Social Care
•  GPs and other health professionals
•  Voluntary Sector
•  Councillors

What are we going to do about it?
•  Strategic Review of Health Inequalities in England Post-2010 (The Marmot Review)
•  Warwickshire Health Inequalities Strategy - the existing Health Inequalities Strategy is
    being subsumed into the Draft Health and Wellbeing Strategy
•  Joint Director of Public Health Annual Report 2011 

•  Reducing infant mortality, and reducing early mortality from cardiovascular disease and cancer
•  Reducing poverty, and increasing educational attainment, skills & jobs for those most in need 
•  Embedding the reduction of health inequalities in the decision-making process of all public 
    agencies and partners
•  Improving equality of access to services especially primary care
•  Continue the development of partnerships to jointly promote activities which support 
    individuals to lead healthy lifestyles
•  Increase the promotion of alcohol education campaigns and alcohol treatment services
•  Coordinate the implementation of the ‘Making Every Contact Counts’ approach
•  Ensure the provision and quality of smoking cessation services, and the NHS cancer
    screening programme
•  Contribute to the formation and implementation of local Tobacco Control Implementation Plan
•  Continue to promote mental health and wellbeing as a foundation stone to good health 
    across the population, building on the notion of ‘no health without mental health’
•  Increase the promotion of positive sexual health with a focus on HIV prevention



Disability

Outcomes Sought

Who Needs to Know This?

What are we going to do about this?



Ensuring that Warwickshire’s vulnerable children and adults are safe from harm is a key priority. 
Safeguarding Children and Adults Boards meet on a regular basis with representation from all 
of the key organisations in Warwickshire including the County Council, Police, Health, District & 
Borough Councils, Ambulance and Fire Services, Hospital Trusts, Probation, Coventry & 
Warwickshire Partnership Trust and Voluntary Agencies.

Safeguarding

•  At 31st March 2011, 478 children were subject to a Child Protection Plan (CPP) compared to 503 at 31st 
    March 2010, representing a 5% decrease.  Once again this year, the largest group of children to become 
    subject to a CPP were those aged 1-4 years.  These figures are snapshots as of the 31st of March.
•  The rate of children subject to a CPP per 10,000 is highest in Nuneaton & Bedworth, followed by Rugby.
•  The proportion of children subject to a CPP who are aged under five, including unborn children, has 
    increased slightly to 47.9% (229) in 2011 from 45.3% (228) in 2010. Of these, 12 were unborn at 31st   
    March 2011 & 9 unborn at 31st March 2010.
•  In 2010/11 862 adult safeguarding referrals were received, this compares to 826 in 2009/10 and in 2011/12 
    the number of referrals is expected to exceed 1,000.  In 2010/11 Warwickshire had a rate of 20 referrals 
    per 10,000 adult population compared to the national average of 26 referrals.
•  28% of safeguarding referrals were from Nuneaton and Bedworth and 22% from Warwick District.  These 
    are directly comparable with the percentage of customers in each district, therefore there appears to be 
    no greater risk of Safeguarding incidents based on where people live.
•  50% of safeguarding referrals related to an incident in the customers own home, 33% were in a care 
    home.
•  53% of alleged perpetrators in 2010/11 were professional (abuse by worker or institutional abuse) and 
    47% were personal relationships (family, friend or informal carer).

Outcomes Sought
Children and Young People are:
•  Safe from maltreatment, neglect, violence and sexual exploitation
•  Safe from accidental injury and death
•  Safe from bullying and discrimination
•  Safe from crime and anti-social behaviour in and out of school
•  Have security, stability and are cared for

Adults:
•  Reduce the number of safeguarding incidents
•  Safeguarding adults whose circumstances make them vulnerable and protecting from
    avoidable harm
•  Improving services and support for victims of sexual violence
•  All customers are aware of how to make a safeguarding referral
•  Reduction in ‘Mate Crime’ and ‘Hate Crime’

Who Needs to Know This?
•  Practitioners and Commissioners in Children and Adult services
•  Members of the multi-agency safeguarding boards
•  GPs and health professionals
•  Police 
•  Third sector organisations supporting vulnerable people
•  Whole community 

What are we going to do about it?
•  Warwickshire Children and Young People’s Plan 
•  Warwickshire Children Safeguarding Board
•  Adult Safeguarding Policy
•  Adult Safeguarding Board Performance Report
•  Adults Safeguarding Plan – In development
•  Keeping Safe Plan for Customers with Learning Disability



Old Age
Dementia

Ageing and Frailty



The term ‘dementia’ is used to describe the symptoms that occur when the brain is affected by hThThee tetermrm ‘ ‘ddedemementntiiaia’’ iisis useseddd toto dd descr

Dementia

Outcomes Sought

Who Needs to Know This?

What are we going to do about it?



Alongside general population growth in Warwickshire, there will be a particularly high rate of increase in those aged AlAlAlonongsgsidididee gegeneneraralll popopupullalatititionon g groro twtwthhh iinin WW Warar iwiwi kckckshire

Ageing and Frailty

Outcomes Sought 

Who Needs to Know This?

What are we going to do about it?
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What we know so far…

This paper forms part of a series of BMA briefing papers, which set out what we know so far on a
range of key topics following the Government’s health reforms in England

1
.

The Health and Social Care Act 2012, which concluded its 15-month passage through Parliament on 
20 March 2012 and received Royal Assent on 27 March 2012, now defines much of the Government’s
policy in primary legislation

2
. The Act legislates for the NHS reforms first set out in the White Paper,

Equity and Excellence: Liberating the NHS, which was published in July 2010.

Following the legislation’s passage through Parliament, a considerable amount of regulations and
further guidance is expected, providing detail on how the new Act will work in practice. 

This briefing paper focuses on bringing together the available facts and drawing attention to gaps in
knowledge rather than giving an account of BMA policy. Further documents stating the BMA’s policies
and positions are available at www.bma.org.uk/nhsreform.

This paper provides a factual summary of the main changes to be effected by the new legislation,
covering the following areas:

• Duties of the Secretary of State
• New commissioning arrangements
• Monitor, choice and competition
• Foundation Trusts
• Care Quality Commission
• National Institute for Health and Care Excellence
• Education, training and research
• Public health
• Local government
• Patient involvement
• Information and confidentiality

An overview of the health and social care structures envisaged by the legislation can be found in the
Annex.
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Main policy areas

Duties of the Secretary of State
• The Act places duties on the Secretary of State for Health to promote a comprehensive health

service in England and also to promote autonomy. The Act outlines that the Secretary of State
retains ministerial responsibility to Parliament for the provision of the health service in England and
explains that the duty to promote a comprehensive health service will take priority over the duty to
promote autonomy should they conflict. 

• The Act also places duties on the Secretary of State to: act to secure improvement in the quality of
services; have regard to the need to reduce health inequalities; promote research on areas relevant
to the health service and the use of evidence within the health service; promote equality of
provision; ensure that there is an effective system for the planning and delivery of education and
training; protect public health. The Secretary of State also has powers of intervention in relation to
failure by various bodies connected with the health service. 

• The Act enables the Secretary of State to set priorities for the NHS through a mandate for the NHS
Commissioning Board. The Secretary of State also has regulation-making powers outlining
requirements for NHS commissioners. 

New commissioning arrangements
• The Act establishes the NHS Commissioning Board and it will be accountable to the Secretary 

of State for meeting the requirements outlined in the mandate. The mandate will be subjected 
to consultation, publication and consideration in Parliament. The Act also establishes Clinical
Commissioning Groups (CCGs) to be responsible for commissioning local services. Strategic Health
Authorities (SHAs) and Primary Care Trusts (PCTs) will be abolished by April 2013. The Board will
become a full statutory body in October 2012 and most CCGs are expected to be authorised by
April 2013. 

• The Act places various shared duties on the Board and CCGs including: promoting the NHS
Constitution; ensuring effectiveness and efficiency; securing continuous improvements in the quality
of services commissioned; reducing inequalities; enabling choice; promoting patient involvement;
securing integration; promoting education and training, innovation and research.

• The Board also has specific duties including: promoting autonomy; ensuring regard to impact on
services in certain areas (i.e. to have regard to the possible consequences of its commissioning
decisions on the provision of health services to those living in areas of Scotland or Wales close to the
English border); avoidance of variation in provision of health services (the Board must not, as part of
its functions, set out to vary the proportion of services delivered by providers due to their status, i.e.
public or private sector).

• CCGs and the Board are required to obtain advice from a people with ‘a broad range of professional
expertise.’ In undertaking this, input can be sought from clinical senates and clinical networks
(although these bodies are not mentioned in the Act). The Act also calls for close working with
Health and Wellbeing Boards. 

• The Board will oversee CCGs and they will be financially accountable to it. The Board will also
provide guidance and advice to CCGs. 
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• Authorisation of a CCG by the Board will only be possible if certain criteria are met (e.g. that it has:
the means to undertake commissioning responsibilities; an accountable officer; a governing body
with lay and wider clinical membership; a constitution which outlines processes for decision-making,
accountability and dealing with any conflicts of interest). 

• In order to achieve authorisation, CCGs will have to demonstrate that they have access to adequate
commissioning support services (including back office functions such as payroll as well as more
complex services such as data gathering and analysis to inform the commissioning process).

• The Act introduces a ‘quality reward’ intended to recognise CCGs and practices within it in order to
incentivise high-quality commissioning. Details of this reward will be fleshed out in secondary
legislation.

Monitor, choice and competition
• Monitor will be the economic regulator for all NHS funded services. All providers of NHS healthcare

services, unless exempted, will need to hold a licence with Monitor, which will maintain and publish
a register of licence holders. It will be able to set different conditions for different types of licences,
depending on the services provided or the areas in which services are delivered. Conditions are likely
to include a requirement to pay fees, to provide Monitor with information considered necessary for
price setting, and to do, or not do, specified things to prevent anti-competitive behaviour which acts
against the interests of patients. 

• The Secretary of State will have the power to exempt some individuals, groups of providers or
certain types of health services from Monitor’s licensing requirements.

• Monitor will not be permitted to set or modify licence conditions for the purpose of promoting
competition or to encourage the growth of the private sector over existing state providers, or 
vice versa. It will have powers to set and enforce licence conditions to enable integration and
cooperation between healthcare providers.

• In order to address anti-competitive behaviour in areas where choice and competition already
operate, Monitor will have concurrent functions with the Office of Fair Trading (OFT). Monitor will
work with the NHS Commissioning Board to set out guidance on how choice and competition
should be applied to particular services.

• Monitor will be required to exercise its functions with a view to enabling services to be provided in
an integrated way, where this would improve quality or efficiency, or reduce inequality of access or
outcome for patients. This is aimed at strengthening collaboration and integration where it is in the
interests of patients.

• Monitor will have various duties around price setting, including developing standardised pricing
currencies for the national tariff, with the NHS Commissioning Board.

• Monitor will also have powers to assist providers in significant difficulty. This will include requiring 
a provider to appoint a turnaround expert to help them avoid failure and appointing a continuity
administrator to take control of a provider’s affairs when it is deemed clinically or financially
unsustainable.
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• Monitor will also have a duty to create a ‘risk pool’ for struggling providers to access funds to help
them tackle their problems.

• Monitor will retain specific oversight powers over all Foundation Trusts (FTs) until 2016, to try to
provide continuity and enable governors to build capacity in holding their boards to account. The
ultimate intention is for FTs to manage their own governance and financial performance, without
oversight. Monitor will perform the role of registrar of FTs. For this purpose, a number of enduring
conditions will apply to FTs on a perpetual basis with the aim of ensuring a level playing field for 
all providers.

Foundation Trusts
• While the original deadline of April 2014 for all trusts to become FTs has been removed from the

Government’s proposals, the Act still allows for the Secretary of State to bring in the provision to
abolish all remaining NHS Trusts at a future date of his/her choosing. The NHS Trust Development
Authority (which does not appear in the legislation) is to be established in summer 2012. The
Government says that the Authority will ‘provide governance and oversight of NHS Trusts following
the abolition of SHAs in 2013.’ Included in its remit is performance management of NHS Trusts,
financial scrutiny and powers of intervention if NHS Trusts are deemed to be poorly performing. 

• The Department of Health’s expectation is that the vast majority of NHS Trusts will have achieved FT
status by 2014. The Act also exempts trusts that have entered into ‘franchise arrangements’ from
having to achieve FT status for the duration of those arrangements, and for three years after the
arrangements have ended.

• FTs are given greater scope to generate private income although they will have to ensure that the
majority of their income is through NHS services (this by default sets the private patient income cap
at 49%). An increase in the proportion of an FT’s private income of more than 5% would need
majority approval by its governors and FTs will be required to document how non-NHS income has
benefited NHS services in their annual reports.

• The legislation also sets out the arrangements for FTs undergoing organisational change in the event
of mergers, acquisitions, separations and dissolutions. 

Care Quality Commission
• The Care Quality Commission (CQC) will continue to act as the quality inspectorate across health

and social care. The Act removes the CQC’s responsibility for assessing the performance of NHS
commissioners, which will be taken on by the NHS Commissioning Board, and for carrying out
periodic reviews of NHS services. It is hoped that this will allow the CQC to focus its resources on 
its core role of registering and regulating providers. The Government says that the CQC’s remit is
distinct from Monitor in that its focus will be on quality; it registers health and adult social care
services to ensure quality standards and maintains inspections to make sure those standards
continue to be met.

• Under the new joint licensing regime, the CQC will be responsible for licensing NHS and adult social
care providers against essential safety and quality requirements. It is likely that the CQC will continue
to operate its existing licensing scheme; there have not been any changes announced to date.
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• The CQC will continue to inspect providers against the essential levels of safety and quality. It will
carry out inspections in response to information that it receives about a provider, which will now
come through CCGs and local HealthWatch and HealthWatch England, as well as the already
established channels, such as patient and service user feedback and complaints.

National Institute for Health and Care Excellence
• The National Institute for Health and Clinical Excellence (NICE) will largely remain the same but,

under the Act, it will become a Non-Departmental Public Body. NICE’s role will still continue to
consider evidence in order to make recommendations on medicines, treatments and procedures.

• Its remit will be extended to include social care and its name will change to the National Institute
for Health and Care Excellence although the acronym, NICE, will still be retained. 

Education, training and research
• The Act places a duty on the Secretary of State to exercise his/her functions to secure an effective

system for the planning and delivery of education and training for healthcare workers.

• There are also duties on the NHS Commissioning Board and CCGs to have regard to the need to
promote education and training in carrying out their functions; and a duty to ensure that
commissioning arrangements for health services secure that providers co-operate with the Secretary
of State in the discharge of his/her duty to education and training. 

• Although not mentioned in the Act, Health Education England (HEE) will be established as a
Special Health Authority in June 2012. Among its functions will be promotion of high quality
education and training as well as authorising and supporting Local Education and Training
Boards (LETBs). It is expected that the education and training functions of SHAs and postgraduate
deaneries will be undertaken by LETBs. The Government has indicated that further legislation will
follow on education and training. 

• The Act also seeks to provide the legal basis for research in the NHS and places duties on the
Secretary of State, the NHS Commissioning Board and CCGs to promote research. Monitor is also
required to have regard to the need to promote research into matters relevant to the NHS by those
providing healthcare services for the purposes of the NHS. The Government has also confirmed that
it will establish the Health Research Authority (HRA) as a Special Health Authority with future
legislation to make it a Non-Departmental Public Body.

Public health
• The Act restructures public health services nationally and locally. Nationally, the Act places a duty 

on the Secretary of State to protect the people of England, with central responsibility for health
protection and response to emergencies. Although not mentioned in the Act, a new executive
agency, Public Health England, will be the national body overseeing the public health system 
and will be accountable to the Secretary of State.

• Locally, the Act grants local authorities responsibilities for health and stipulates that they must
employ a Director of Public Health. The local authority must have regard to any guidance given by
the Secretary of State in relation to its Director of Public Health, including guidance on appointment,
termination of appointment and terms and conditions of management. 
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• Directors of Public Health have been added to the list of statutory chief officers in the Local
Government and Housing Act 1989 to establish parity with other chief officers in local government
such as Directors of Adult Social Services and Directors of Children’s Services.

Local government
• The Act introduces new Health and Wellbeing Boards to each upper tier local authority. Health

and Wellbeing Boards will have a duty to encourage integrated commissioning between health,
social care and public health by bringing together representatives of these sectors.

• The boards will be tasked with: leading on the Joint Strategic Needs Assessment; developing a new
joint health and wellbeing strategy to inform local commissioning plans; developing agreements to
pool budgets.

• The Health and Wellbeing Board will include: the Director of Adult Social Services, the Director of
Children’s Services, the Director of Public Health, a representative of each CCG, a representative of
local HealthWatch and as many local councillors as they choose. It will be accountable to the local
authority’s Overview and Scrutiny Committee.

Patient involvement
• Duties have been placed on the NHS Commissioning Board, CCGs, Monitor and Health and

Wellbeing Boards to involve patients, carers and the public. New patient and public bodies, known
as local HealthWatch will be established. Local HealthWatch will act as a point of contact for
individuals, community groups and voluntary organisations when dealing with health and social care
and will have a representative seat on the Health and Wellbeing Board. HealthWatch will be
commissioned by the local authority and held to account by the local authority’s Overview and
Scrutiny Committee.

• A national body, HealthWatch England, will be established to support local HealthWatch. It will sit as
a statutory committee of the CQC. HealthWatch England will be tasked with representing people
using health services at a national level and will have a role in advising CQC to review services where
appropriate.

• CCGs will have a statutory duty to have regard to the Joint Strategic Needs Assessment and joint
health and wellbeing strategy. CCGs will also be represented on the Health and Wellbeing Board.

Information and confidentiality
• The Act enables the Health and Social Care Information Centre to be the central point for

information collected from NHS and social care organisations in England. The Information Centre
will publish a code of practice for health or social care bodies (or those providing health or social
care) on how to deal with patient-identifiable or other confidential information.
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Glossary

• Care Quality Commission (CQC) – The CQC will continue to act as the quality inspectorate across
health and social care. The new Act removes the CQC’s responsibility for assessing the performance
of NHS commissioners, which will be taken on by the NHS Commissioning Board, and for carrying
out periodic reviews of NHS services. 

• Clinical Commissioning Groups (CCGs) – GP practices have formed CCGs in preparation for the
formal establishment of CCGs as statutory commissioning bodies from April 2013.

• Clinical senates and clinical networks – Clinical networks will be condition or service area
specific, and clinical senates ‘are intended to bring together a range of experts, professionals and
others from across different areas of health and social care to offer access to independent advice
about improvements in quality of care across broad geographical areas of the country’

3
. Both

senates and networks are intended to pool specialist expertise and thereby support the work of
CCGs and will be hosted by the NHS Commissioning Board.

• Health and Social Care Information Centre – The Health and Social Care Information Centre will
be the central point for information collected from NHS and social care organisations in England. 

• Health and Wellbeing Boards – Health and Wellbeing Boards will have a duty to encourage
integrated commissioning between health, social care and public health by bringing together
representatives of these sectors.

• Health Education England (HEE) – HEE will be established as a Special Health Authority in June
2012. Among its functions will be to promote high quality education and training. It will also
authorise and support Local Education and Training Boards (LETBs).

• Health Research Authority (HRA) – The HRA will be a new organisation to oversee the
governance and regulation of health research.

• HealthWatch England – HealthWatch England will be established to support local HealthWatch. It
will sit as a statutory committee of the CQC. HealthWatch England will be tasked with representing
people using health services at a national level and will have a role in advising CQC to review
services where appropriate.

• Local Education and Training Boards (LETBs) – It is expected that the current education and
training functions of SHAs and postgraduate deaneries will be undertaken by LETBs.

• Local HealthWatch – Local HealthWatch will act as a point of contact for individuals, community
groups and voluntary organisations when dealing with health and social care and will have a
representative seat on the Health and Wellbeing Board.

• Monitor – Monitor will be the economic regulator for all NHS funded services. All providers of NHS
healthcare services, unless exempted, will need to hold a licence with Monitor, which will maintain
and publish a register of licence holders.
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• National Institute for Health and Care Excellence (NICE) – NICE’s remit will largely remain the
same but under the new Act, it will become a Non-Departmental Public Body with its remit
extended to also cover social care. NICE will still continue to consider evidence in order to make
recommendations on medicines, treatments and procedures.

• NHS Commissioning Board – The NHS Commissioning Board will be a statutory and independent
board expected to play a central role in the new commissioning and managerial architecture of the
NHS, following the abolition of SHAs and PCTs and the establishment of CCGs.

• NHS Trust Development Authority – The NHS Trust Development Authority is to be established in
summer 2012. The Government says that the Authority will ‘provide governance and oversight of
NHS trusts following the abolition of SHAs in 2013.’ Included in its remit is performance management
of NHS trusts, financial scrutiny and intervention if NHS trusts are deemed to be poorly performing.

• Public Health England – Public Health England will be the new national body overseeing the
public health system and will be accountable to the Secretary of State.
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Annex
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Source: Overview of health and social care structures in the Health and Social Care Bill, Department 
of Health, February 2012, www.dh.gov.uk/health/2012/02/bill-factsheets

http://www.dh.gov.uk/health/2012/02/bill-factsheets


 

 

 

     

  

        

 
 

 

      

   
 

     
        

 

     

  

 
 

        

     

 

        
         

 

 

 
 

            
 

 
     

                

   
 

        
       

        

       

 
 
 

           

    
     

  

The Health and Social Care Bill 

 To safeguard its future the NHS needs to change to meet the challenges it faces – only by 

modernising can the NHS tackle the problems of today and avoid a crisis tomorrow.  


 The Health and Social Care Bill puts clinicians at the centre of commissioning, frees up 

providers to innovate, empowers patients and gives a new focus to public health. 


Case for change 

1. The Government is committed to the NHS’s 
founding principles. However, there is a 
broad consensus that standing still will not 
protect the NHS. Modernisation is essential 
for three main reasons. 

2.	 Rising demand and treatment costs. The 
pressures on the NHS are increasing, in
keeping with health systems across the 
world.  Demand is growing rapidly as the 
population ages and long‐term conditions 
become more common; more sophisticated 
and expensive treatment options are 
becoming available. The cost of medicines 
is growing by over £600m per year. 

3.	 Need for improvement. At its best, the NHS 
is world‐leading, but there are important 
areas where the NHS falls behind those of
other major European countries. If we had
cancer survival rates at the average in 
Europe, we would save 5,000 lives a year.  

4.	 State of the public finances. Whilst the 
Government has protected the NHS budget, 
this is still among the tightest funding 
settlements the NHS has ever faced. Simply 
doing the same things in the same way will 
no longer be affordable in future. 

Key legislative changes 

5. The Government’s proposals are designed 
to meet these challenges, by making the 
NHS more responsive, efficient and 
accountable. They draw on the evidence 
and experience of 20 years of NHS reform. 

6.	 Clinically led commissioning (Part 1). The 
Bill puts clinicians in charge of shaping 
services, enabling NHS funding to be spent 
more effectively. Previously clinicians in 
many areas were frustrated by negotiating 
with primary care trusts to get the right 
services for their patients. Supported by 

the NHS Commissioning Board, new clinical 
commissioning groups will now directly
commission services for their populations.

7.	 Provider regulation to support 
innovative services (Parts 3 and 4).The
Bill enshrines a fair‐playing field in
legislation for the first time. This will
enable patients to be able to choose 
services which best meet their needs, 
including from charity or independent
sector providers, as long as they meet NHS
costs. Providers, including NHS foundation 
trusts, will be free to innovate to deliver 
quality services. Monitor will be 
established as a specialist regulator to
protect patients' interests. 

8.	 Greater voice for patients (Part 5). The
Bill establishes new Healthwatch patient 
organisations locally and nationally to
drive patient involvement across the NHS. 

9.	 New focus for public health (Parts 1 and 
2). The Bill provides the underpinnings for 
Public Health England, a new body to drive 
improvements in the public’s health. 

10. Greater accountability locally and 
nationally (Parts 1 and 5). The Bill sets 
out clear roles and responsibilities, whilst 
keeping Ministers’ ultimate responsibility
for the NHS. The Bill limits political micro‐
management and gives local authorities a 
new role to join up local services.  

11. Streamlined armslength bodies (Parts 7
10). The Bill removes unnecessary tiers of 
management, releasing resources to the 
frontline. It also places NICE and the
Information Centre in primary legislation. 

Factsheet A1 provides an overview of the
Health and Social Care Bill. It is part of a wide 
range of factsheets, all available at:  
Web: www.dh.gov.uk/healthandsocialcarebill
Email: healthandsocialcarebill@dh.gsi.gov.uk 

www.dh.gov.uk/healthandsocialcarebill


 
 

 
 
 
 
 
 
 
 
 
 

               

   

 

             

 

           

 

FACTSHEET SERIES – HEALTH AND SOCIAL CARE BILL 

The full series of factsheets on the Bill include: 

A. Overview 

A1. Overview of the Bill 
A2. Case for change 
A3. How the Health and Care system will look (includes a diagram) 
A4. Scrutiny and improvements to the Bill 

B. Key policy areas in the Bill 

B1. Clinically led commissioning
B2. Provider regulation to support innovative services 
B3. Greater voice for patients 
B4. New focus for public health
B5. Greater accountability locally and nationally 
B6. Streamlined arms‐length bodies 

C. Crosscutting themes of the Bill 

C1. Improving quality of care 
C2. Tackling inequalities in healthcare 
C3. Promoting better integration of health and care services 
C4. Choice and competition 
C5. The role of the Secretary of State 
C6. Reconfiguration of services
C7. Establishing New Bodies 
C8. Research
C9. Education and Training 



 




