To: Members of the Warrington Health and Wellbeing
Board

Professor Steven Broomhead
Chief Executive
Town Hall
Sankey Street
Warrington
WA1 1UH

22 May 2018

Meeting of the Warrington Health and Wellbeing Board, Thursday, 31 May 2018 at 1.30pm
in the Council Chamber, Town Hall, Sankey Street, Warrington, WA1 1UH
Agenda prepared by Bryan Magan, Head of Democratic and Member Services
Telephone: (01925) 442120 Fax: (01925) 656278 E-mail: bmagan@warrington.gov.uk
A G E N D A - Part 1
Items during the consideration of which the meeting is expected to be open to members of
the public (including the press) subject to any statutory right of exclusion.
A. STANDARD ITEMS AND GOVERNANCE MATTERS
1.

To Receive any Apologies for Absence

2.

Code of Conduct - Declarations of Interest
Relevant Authorities (Disclosable Pecuniary Interests) Regulations 2012
Members are reminded of their responsibility to declare any disclosable pecuniary or
non-pecuniary interest which they have in any item of business on the agenda no later
than when the item is reached.

3.

Membership and Terms of Reference

4.

Minutes
To confirm the minutes of the meeting of the Board held on 29 March 2018 as a
correct record.

5.

Updates from Reference Groups

B.

PROMOTING INTEGRATION

6.

Health and Social Care Integration/Transformation - Updates
A report from Simon Kenton (to follow)
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8.

Shared Care Record
Presentation from Jason da Costa

C.

DEVELOPMENT AND DELIVERY OF HEALTH AND WELLBEING STRATEGY

9.

Health and Wellbeing Strategy Progress - Update
A report from Simon Kenton.

D.

OVERSIGHT OF IMPORTANT STRATEGIES AND REPORTS

10.

Integrated Pandemic Influenza Health and Social Care Plan
Report from Dr Muna Abdel Aziz

11.

Public Health Annual Report
Report from Dr Muna Abdel Aziz

E.

INFORMATION AND CONTEXT

12.

Issues of Strategic Importance - round the table updates from key partners on current
or imminent ‘heat in the system’ issues.
•

Update on new Hospital (Mel Pickup)

F.

CONCLUDING BUSINESS

13.

Work Programme
To keep under review the Board’s Work Programme

14.

Future Meetings
Town Hall, Warrington at 1.30pm on Thursday 19 July 2018

Part 2 – Nil

2

Membership:
Chairman: Professor Steven Broomhead
Warrington Borough Council
Leader of WBC
Executive Lead Member, Statutory Health and Adult Social Care
Executive Lead Member, Public Health and Wellbeing
Executive Lead Member, Children’s Services
Executive Board Member - Culture and Partnerships
Opposition Spokesperson
Steve Peddie, Interim Executive Director, Families and Wellbeing (as Director of Adult Social
Care and Director of Children’s Services)
Dr Muna Abdel Aziz, Director of Public Health
Warrington Clinical Commissioning Group
Dr Andrew Davies, Chief Clinical Officer of Warrington Clinical Commissioning Group
Dr Dan Bunstone, Clinical Chair, Warrington Clinical Commissioning Group
David Cooper, Chief Finance Officer - Warrington Clinical Commissioning Group
Joint Appointments
Simon Kenton, Accountable Care Partnership Lead Officer, Warrington Borough Council /
Warrington Clinical Commissioning Group
Other Representatives
Helen Speed, Chair, Healthwatch Warrington
Steve Cullen, Third Sector Network Hub
Simon Barber, Chief Executive, 5 Boroughs Partnership NHS Trust
Colin Scales, Chief Executive, Bridgewater Community Healthcare NHS Trust
Mel Pickup, Chief Executive, Warrington and Halton Hospitals NHS Trust
Nigel Gloudon, Head of Finance, NHS England, Merseyside, Cheshire, Warrington and Wirral,
Area Team
Richard Strachan, Independent Chair Warrington Safeguarding Children Board
Michael Sheppard, Chief Executive Officer, Warrington Community Living - Third Sector
Provider Representative
David McGuinn, Director, Premier Care Ltd - Private Care Sector
Gill Healey, Group Head of Social Investment, Torus – Housing
Tim Long, Headteacher, Bridgewater Community High School - Education
Mike Larking – Cheshire Fire and Rescue
David Keane, Police and Crime Commissioner
Standing Invitees (Not Members of the Board)
Cllr Rebecca Knowles, Chair of Health Overview and Scrutiny Committee
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EXTRACT FROM THE CONSTITUTION
12.

Health and Wellbeing Board

12.1 The Health and Wellbeing Board is a committee of the Council, established in
accordance with s194 of the Health and Social Care Act 2012
12.2

The terms of reference of the Health and Wellbeing Board are as follows:a)

to provide a local governance structure for local planning and
accountability of health and wellbeing related services;

b)

to deliver improved wellbeing, morbidity, mortality and equity outcomes
for the population of Warrington;

c)

to assess the needs and assets of the local population and to develop
and approve the statutory Joint Strategic Needs Assessment and Local
Pharmaceutical Needs Assessment;

d)

to promote integration and partnership working between the NHS,
social care, public health and other local services, including through
promoting joined-up commissioning and pooled budget arrangements,
where all parties agree this makes sense;

e)

to develop and approve a Joint Health and Wellbeing Strategy;

f)

to establish sub-committees as appropriate for the exercise of the
above functions.
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Present:-

MINUTES
WARRINGTON HEALTH AND WELLBEING BOARD
29 March 2018

Professor Steven Broomhead (Chairman), Councillors R Knowles, I Marks,
M McLaughlin, and P Wright and Dr M Abdel Aziz, S Barber, S Cullen, S Kenton,
M Larking, A McGee (for M Pickup), S Peddie, M Sheppard, H Speed and C Williams
(for C Scales)
Also in Attendance:- M Alsop, J Joinson, J Taylor and J Williams
HWB68

Apologies

Apologies for absence were received from Councillors J Carter and T O’Neill and from
Dr D Bunstone, D Cooper, G Healey, M Pickup, C Scales and L Thompson
HWB69

Declarations of Interest

There were no declarations of interest submitted at this meeting.
HWB70

Minutes

Resolved – That the minutes of the meeting of the Board held on 25 January 2018 be
received as a correct record and be signed by the Chairman.
HWB71

Updates from Reference Groups and Other Matters

Warrington Hospital Fire
The Chairman enquired about the impact of the fire in the Kendrick Wing at
Warrington Hospital on Friday 2 March 2018 and noted that some clinics and
administrative functions had been adversely affected. Andrea McGee, Director of
Finance and Commercial Development, Warrington and Halton Hospitals NHS
Foundation Trust, responded that the fire had broken out in the roof space of the
Kendrick Wing at around 1.30pm on that date. The fire was above the
accommodation occupied by the Finance Team and Opthalmology and out-patient
services on the Ground Floor. All patients had been evacuated swiftly and safely.
Clinics were cancelled on Friday and over the weekend, although most were up and
running by Monday of the following week. The situation had been helped by the
natural lull over the Easter period. A contingency plan was in place for the next few
weeks. It was anticipated that it would take around 6 - 8 weeks for all services to
return and around 6 months for the damage to be fully repaired.
The Chairman commented that the situation appeared to have been well managed
and Ms McGee added that the Hospital had received positive feedback about their
7
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response to the incident.
Medicines Optimisation in Care Homes
A recent press release had highlighted NHS England proposals to make a significant
investment in community pharmacies, in respect of medicines in care homes. The
announcement had come as a surprise both to local authorities and the care home
sector. The proposals would be delivered though the introduction of additional
pharmacists and pharmacy technician posts, with the Pharmacy Integration Fund
providing a funding arrangement for two years. It was anticipated that there would
be around £700k available in Year 1 and £350 in Year 2. Although the proposals
were very positive, the poor communications with the social care sector was
disappointing. Mr Sheppard, Third Sector Provider Representative, indicated that
there was already a good programme of support into care homes in Warrington, but
any enhancement would be a worthwhile addition. The Chairman commented that
he had more information on the proposals, if members of the Board wished to
receive more details.
Shared Care Record
The Chairman suggested that an update on the shared care record be provided at
the next meeting. Ms McGee indicated that Jason da Costa, Executive Director of
IT, Warrington and Halton Hospitals NHS Foundation Trust, had updated the
Hospitals Trust’s Board yesterday. He had been in touch with the various partner
organisations in the area and the CCG had agreed to fund the programme. Her
recollection was that a figure of £2M had been agreed, but could not confirm that
figure with any certainty. All organisations would now need to formally sign up to
the project.
Mr Peddie, Executive Director Families and Wellbeing, and Councillor Pat Wright,
Executive Board Member for Statutory Health and Adult Social Care, Warrington
Borough Council, both commented that the figure quoted seemed scaled back from
the original estimate. Ms McGee indicated that the figures had been broken down
into a number of lots to enable the project to be implemented in phases. A good
number of benefits were already flowing from the original idea and could be built
upon over time.
Site for New Warrington Hospital
The Chairman suggested that a report be provided at the next meeting on the
options analysis for the site for the new Warrington Hospital building. It was noted
that plans had recently been announced to extend the Cheshire and Merseyside
Treatment Centre in Halton, as a replacement for the old Halton General Hospital
premises.
Ms McGee indicated that the funding for the Halton Hospital proposals announced
yesterday had not yet been secured, but work was on going to achieve that aim. In
8
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respect of Warrington Hospital, Mel Pickup, Chief Executive, had provided a briefing
note. That project was at the very early stages. The Trust had met with Council
representatives at the end of November 2017 to discuss the potential advantages
and challenges of using the same site, or an alternative site. Private Finance
Initiative (PFI) funding was unlikely to be available. There was a possibility of using
a mixture of part NHS and part local authority funding. A smaller site might be
appropriate, although that would not mean fewer beds. There were also
opportunities to co-locate integrated primary care and local authority services on
the same site. Considerations included the issues around the Halton site and the
potential for the Warrington, Lovely Lane site. It was proposed to set up a
workshop to talk further about those issues. The Council’s Estates Team had been
in touch and had provided a long list of available sites. However, as mentioned
previously, it was still early days.
The Chairman indicated that the Chancellor of the Exchequer had started to relax
funding restrictions and that it would be useful to have a scheme ready to go take
advantage of any available monies. Ms McGee indicated that there were now
opportunities for longer term planning.
Councillor Marks enquired whether any timescale was envisaged for the workshop.
Ms McGee confirmed that it would be as soon as possible and it was hoped to
circulate a date shortly.
Hospital Admissions, Flow and Discharge
The Chairman suggested that a short paper be provided to the next meeting on
admissions to and discharges from hospital. Some national information had been
published recently on discharges from hospitals. Overall it was understood that the
system was well managed in Warrington, but that staff were under pressure deliver
it.
Ms McGee commented that the situation was a daily challenge and that the view
expressed above was a fair comment. Mr Kenton indicted that Paragraph 4.3 of
the Warrington Together report had also highlighted the matter as an area which
needed to be integrated into its work programme. Mr Peddie commented that
provision of domiciliary care had been a problem, but that there were hospital flow
problems not linked to that issue. All staff were working extremely hard in both
the hospital and care services on what was a ‘hot issue’. Senior Management at
the Hospital, Warrington Clinical Commissioning Group (CCG) and the Council were
currently reviewing the issue, including the provision in between the hospital and
home care. Sometimes the Hospital believed that patients were medially fit for
discharge, but there were professional differences about the need for intermediate
care. An independent eye was required to consider how to bridge that space.
The problem might grow as the numbers of over 85s was increasing. Dr Davies,
Chief Clinical Officer, Warrington NHS CCG, and Mr Peddie had taken part in a
conference call with NHSE yesterday on the matter. Currently the system was not
set up to handle the projected increases.
9

Agenda Item 4

Mr Cullen, Chair, Third Sector Network Hub, commented that the above
improvements were critical. It was also pleasing to note that the new hospital
proposals did not envisage any less beds. However, the plans needed to be
future-proofed to cater for the increasing older population described above.
Ms
McGee and Mr Alsop, Head of integrated Commissioning, commented that staffing
issues and having the right support at home were key factors.
Warrington Hospital - Daresbury Wing
Councillor Pat Wright enquired if the Daresury Wing at Warrington Hospital was still
open and in use. Ms McGee confirmed that the wing was still open and would
remain so at least until the end of April, but possibly longer. However, the
situation was challenging.
Resolved –
(1)

To note the above updates.

(2)

To request Mr da Costa, Executive Director of IT, Warrington and Halton
Hospitals NHS Foundation Trust, to provide an update on the Shared
Care Record at the next meeting of the Board.

(3)

To request relevant partners to provide a report for the next meeting of
the Board, on Hospital Admissions, Flow and Discharge.

HWB72

Warrington Together

Simon Kenton, Programme Director, Warrington Together provided an update in
relation to the Warrington Together Programme, which was the new brand for
integration activities previously referred to as an Accountable Care Partnership
(ACP).
The report identified the progress made and issues that needed to be resolved by
the Board and included information on the following key matters:
•
•

•

Governance and Groups Structure;
Warrington Together Board - two meetings had been held to date; two GPs
had now joined the Board; Terms of Reference had been agreed; running
costs had been agreed; a risk register had been produced and a phased
implementation had been agreed commencing in the Central Area of
Warrington;
Warrington Together Executive Team - Powerpoint slides and Frequently
Asked Questions had been produced; some Open Days and meetings with
partners including the voluntary sector and Torus Housing Association had
taken place; a Communications and Engagement Lead had been seconded
from Warrington Borough Council for two days per week; the Strategic
10
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•

•

Outline Case (SOC) was being revised to include elements of prevention and
resilience; a meeting had taken place with the Chair of the Sustainability and
Transformation Partnership and a revised Project Outline Document had
been submitted to the Health and Care Partnership for Cheshire and
Merseyside;
Senior Change Team and Service Redesign Group - the former Team were
mapping assets and looking those that would benefit from integrated design;
three critical areas of success had been identified; the latter Group had
identified existing programmes that needed to be integrated into the
Warrington Together Programme eg. hospital admissions, flow and
facilitation of discharge;
Enabling Groups (as identified in the Appendix to the report)

The Warrington Together Board would be accountable to the Health and Wellbeing
Board and it was envisaged that Mr Kenton would provide an update report at each
meeting.
In response to a question by Helen Speed, Chair of Healthwatch Warrington, it was
noted that Paragraph 3.4 of the report should have also included a reference to
meetings having taken place between the Executive Team and Healthwatch. Ms
Speed also referred to the critical success area identified at item (iii) of Paragraph 4.2
of the report, which mentioned the move to a population based capitated budget
which would create more equitable financial flows. She commented that some
Vanguard areas had already moved away from contract based models for VAT
reasons and asked whether changes in Warrington were planned. Mr Kenton
indicated that nationally there were legal challenges being made to contracts on two
grounds by way of Judicial Review. It was envisaged that a more transparent
process would be developed in Warrington, which would involve a proper
understanding of financial flows in order to make best use of the ‘Warrington £’.
No VAT issues were anticipated in Warrington.
Resolved –
(1)

To note the progress of the work being driven by the Warrington
Together Programme.

(2)

To authorise the Warrington Together Executive Team to identify a
Housing representative to serve on the Warrington Together Board.

HWB73

Health and Wellbeing Strategy – Spotlight Report (Living Well)

The Board considered a report of Tim Moore, Commissioning Manager, Warrington
Borough Council, showing key progress against outcome under the Living Well theme
of the Health and Wellbeing Strategy 2015-18. Mr Alsop highlighted key elements
of the report.
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The Living Well theme aimed to tackle the challenges faced in meeting the needs of
working age people. Some key achievements were identified under the five priority
outcomes within the theme, as follows:•

People will live longer and healthier lives by reducing gaps in life expectancy
between our disadvantaged groups and communities and the rest of
Warrington (Improved lifestyle choices).
o
o
o
o
o
o
o

•

Healthy Weight Strategy
Tobacco control
NHS health checks
Sexual Health Strategy 2016-19
Cancer
Making Every Contact Count (MECC)
Health checks ‘Let’s Check’ for people with learning disabilities

Improve health and wellbeing in our public service workforce
o Joint working between CCG and Warrington Borough Council

•

Improved levels of mental health
o
o
o
o

•

Prevention Hub – Warrington Wellbeing
Metal Health Promotion and Prevention Plan
Suicide prevention
Crisis Response Service (Park House)

Reduce levels of unsafe alcohol consumption
o

Alcohol Harm Reduction Strategy

o On-going in reach by Change, Grow Live (CGL) in Warrington and
Halton Hospitals NHS Foundation Trust (WHHFT)
o Alcohol Liaison Nurse Service in WHHFT
o Policies and Procedures
•

Early intervention and prevention of ill health
o Prevention Hub
o Out of Hospital Care
o Care Co-ordination

In respect of the Crisis Response Service at Park House, Mr Sheppard corrected some
information in the report. There were in fact 3 bedrooms in the crisis house and 14
individuals had now received support so far. The house was a used as an
alternative to admissions to Hollins Park Hospital and also helped with discharges
from Warrington General Hospital.
The house was an example of good
collaborative working between NHS Warrington CCG and others and had been very
12
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productive in just two months of being open. Warrington Speak Up, an
independent local advocacy organisation, were currently evaluating the service and it
was hoped that their work would help to identify any patterns.
Dr Muna Abdel Aziz, Director of Public Health, Warrington Borough Council, indicated
that the Council wanted Warrington to be an exemplar for workplace wellbeing.
The Public Health Service had carried out a sickness reduction initiative, including
promoting wellbeing and using health kiosks. A bid had been submitted for a
second health kiosk across Cheshire and Merseyside.
Within the NHS,
Commissioning for Quality and Innovation (CQUIN) supported NHS staff health and
wellbeing. Livewire’s Lifestyles Programme was being promoted across GP
practices and a survey would be undertaken later in the year. The Public Health
Service could fund around half of the survey’s cost, but it was hoped that NHS
Warrington CCG would fund the balance.
Councillor McLaughlin, Executive Member Public Health and Wellbeing, commented
that good projects were regularly coming forward, but that Living Well was an
on-going challenge. It was the Board’s constituent organisations’ responsibility to
be the exemplar for work place wellbeing and to help people to lead healthy
lifestyles. She added that she had personally tried out the health kiosk.
Councillor Marks, Opposition Spokesperson, was pleased to note what was going
well, but asked if there were any areas that were not progressing as planned. Mr
Alsop responded that progress on recruitment and out of hospital provision
remained challenging. In the case of out of hospital provision, a redesign of services
was required and it was not simply an issue of funding constraints. For example, it
was proposed to use the Daresbury Wing at Warrington Hospital for Step Up
provision, but currently that accommodation was needed for hospital beds.
Resolved – To note the progress on the Living Well theme of the Health and
Wellbeing Strategy 2015-18, as set out in the spotlight report.
HWB74

Refresh of Warrington Wellbeing Strategy

The Board considered a report from Dr Muna Abdel Aziz, Director of Public Health
and Tracy Flute, Acting Principal in Public Health, providing an overview of the
proposal to refresh the Health and Wellbeing (HWB) Strategy.
The current Strategy had been produced in 2015 and set out a high-level vision for
improving health and wellbeing across the Borough. That vision was: ‘To work
together for stronger neighbourhoods, healthier people, a vibrant and resilient
economy and greater equality across all our communities’. There were four
strategic themes within the current Strategy, of which the first three centred on a
life course approach to improving health and wellbeing and were underpinned with
the fourth strategic aim to develop strong and resilient communities.
Since the high-level vision remained pertinent and relevant, the proposal was for a
13
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‘light-touch’ refresh, which reviewed and refocused work where necessary, but
maintained the consistency needed to deliver on long-term strategic outcomes. As
part of the refresh the strategy, the impact of the work undertaken to date would be
evaluated using a range of different methods. The review would also include the
following:•
•
•
•

A refreshed high level assessment of population need based on intelligence
generated through the JSNA programme;
Gaining an understanding of stakeholder views and perceptions of the
current Strategy;
A review of the delivery mechanisms that underpinned the existing Strategy;
and
A review of the monitoring process that was currently in place to assess and
report on progress.

The Joint Strategic Needs Assessment (JSNA) Steering Group would oversee the
development of the refreshed Strategy, and the JSNA Domains and HWB Strategy
themes would be aligned. Theme Leads would then have oversight of both the
strategic intelligence used to inform the Strategy and responsibility for developing
their strategic theme.
A table showing the proposed new alignments and Theme Leads was provided and a
commitment was sought from partners to support the approach and to ensure that
identified Leads were able to carry out their role.
A timetable for the refresh of the Strategy was as follows:•
•
•
•

April 2018 – JSNA Steering Group to review its own membership and to
develop the work plan to refresh the Strategy;
Spring 2018 – Stakeholder survey;
Early Summer 2018 – Stakeholder workshop; and
Autumn 2018 – draft Strategy reported to the Board’

Resolved – To approve and support the approach outlined for refreshing the Health
and Wellbeing Strategy.
HWB75

Safeguarding Boards – Half Year Update

The Board considered a presentation document provided by the Independent Chairs
of the Warrington Safeguarding Children and Safeguarding Adult Boards, Richard
Strachan (WSCB) and Shirley Williams (WSAB), on the half-yearly progress of the two
Boards.
In the case of the WSCB, the priorities for 2017-18 were as follows:•
•

Protecting children from neglect;
Protecting children from domestic abuse;
14
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•
•

Promoting the safety and wellbeing of the most vulnerable i.e. children at risk
of sexual exploitation, missing from home, trafficked, radicalised; and
Improving the quality and consistency of safeguarding practice.

In respect of the WSAB the following priorities for 2017-18 had been identified:•
•
•
•

Listening and responding to what adults tell us of their experience of abuse
and neglect, and the services/support they receive;
Developing a preventive approach to support and safeguard at risk adults –
learning from when things go wrong;
Ensuring all agencies have the right people with the right values and the right
training to develop their knowledge and skills to protect adults at risk; and
Developing a ‘doing the business and checking’ that all has been done to
prevent abuse and/or responses have been person-centred to those who
have been abused.

The presentation document highlighted good progress against each of the priorities
listed. The Board was invited to consider how it could provide assurance that
safeguarding in a person-centred way was central to all of its activities.
Ms Speed commented that a glossary might have been helpful to explain the
meaning of some of the acronyms used.
Resolved – To note the presentation document on the progress being made by the
Warrington Safeguarding Children and Safeguarding Adult Boards.
HWB76

Issues of Strategic Importance

Board Members raised a number of items including:•
•
•
•
•

•

Mike Larkin, reported that a high level report was being prepared in relation
to Cheshire Fire and Rescue Service’s Safe and Well Initiative. He would
share the report in time for the next meeting of the Board.
Ms McGee reminded members of the discussion which had taken place
earlier in the meeting about the implications of an aging population.
Councillor Rebecca Knowles, Chairman of the Health Scrutiny Committee,
indicated that Members were watching the hospital developments with
interest.
Mr Cullen commented that housing and homelessness changes and the
Welfare Reforms were continuing to have an impact on low income families.
Simon Barber, Chief Executive of NW Boroughs Healthcare NHS Foundation
Trust, indicated that demand for mental health services had never been
higher and was prevalent across all age ranges. The crisis beds at Park
House referred to under Minute HWB73 - Health and Wellbeing Strategy –
Spotlight Report (Living Well), were a big help. It was noted that Hollins
Park had been extremely busy this week.
Mr Sheppard, indicated that the third sector continued to work on bringing
15
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•

many of the large voluntary organisations into a formal Third Sector Health
and Wellbeing Alliance. Representatives were working on a collaborative
agreement next week so that the Alliance could be a commissionable body.
The body had already been given a seat on the Warrington Together Board,
which was appreciated, and the Alliance had already become heavily involved
in its development.
Ms Speed indicated that Healthwatch Warrington was facing pressure to
support people prior to them complaining about services. An element of
confidence building was required to assist people through the complaints
process.

Resolved – To note the issues of strategic importance raised.
HWB77

Work Programme

Resolved - The Board received the updated work programme and agreed to keep it
under review.
HWB78

Date of Next Meeting

Resolved – To note that the next meeting of the Board would be held at the Town
Hall, Warrington, at 1.30pm, on Thursday 31 May 2018.
Signed:
Date:

31 May 2018
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Warrington Together
Programme Director Update – Health & Wellbeing Board
1

Purpose

1.1

This report covers the activities in relation to developing the Warrington Together
Programme since the Health and Wellbeing’s last meeting in March 2018. Accordingly, I
attach the Programme Directors report for April and May attached at Appendices A and B.

2

Recommendations

2.1

The Board are asked to consider the reports and note the progress.
Simon Kenton
Programme Director
Warrington Together
May 2018
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April 2018
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1

1.

1.1

Programme architecture

On review, the existing architecture has been altered so that the service redesign group
becomes the engine room for transformation and integration and the Senior Change Team is
tasked with responding to the new models of care developed in relation to finance,
communications, digitalisation, workforce and estates. The revised programme
implementation structure is attached at Appendix A.

1.2

It is clear that more formal arrangements between providers may become necessary in
response to any integrated commissioning requirements. It is not proposed at this stage to
enter into any formal memorandum of alliance across providers or to establish a formal
Provider Alliance Group. However, there are existing partners who are not formally part of the
Board but who formally deliver care in Warrington. We discussed at the last meeting the
importance of Housing within the programme, and a decision was made to fully involve
representatives of Housing Associations within the existing programme architecture of which
representatives are already members (i.e. the Service Redesign Group).

1.3

1.4

The Board are asked to consider how best to engage with the following providers:
•

Warrington Health Plus

•

Warrington Primary Care Collaborative Limited

•

North West Ambulance Trust,

•

Representatives from independent sector (for example care homes).

The Board are also asked to consider the best way to identify and address:
(a)

cultures which continue to put organisational health before system health;

(b)

duplications of functions and allocation of funding across Warrington; and

(c)

merger of back office/non patient facing functions.

Warrington Together
Programme Director’s Update – April 2018

2

2.

2.1

Development of coterminous communities of delivery

The proposal, Appendix B, is shown recommending the establishment of five communities of
delivery. Warrington Together’s programme will be initially implemented across both Central
East and Central West neighbourhoods.

3.

3.1

Warrington Together explained

A suite of resources for communication to the staff and public have been published by the
Communications Enabling Group. These are attached at Appendix C (Powerpoint) and
Appendix D (Word). These have been used for several engagement events and have been
positively received.

4.

4.1

Warrington demand and capacity mapping

At the last Health and Wellbeing Board it was agreed that a piece of work would be
commissioned overseen by Warrington Together which clearly identifies demand and capacity
issues within the Warrington Health and Social Care System, both within and outside hospital,
so that an agreed and unified set of statistics can be used by all partners to address system
gaps. A fuller update will be given at the Board meeting.

Warrington Together
Programme Director’s Update – April 2018

3

5. STP submission

The Health and Social Care Partnership for Cheshire and Merseyside requested three items from
each based health and social care economy. Firstly, three scenarios which demonstrated how
benefits for patients will be yielded by the model of care implemented by Warrington Together;
secondly, a proposal of how the £100,000 available to each health and social care economy
would be utilised ; and thirdly, an opportunity to bid for up to £500,000 to accelerate
implementation. Warrington Together met these requests and the submissions are attached
herewith at Appendix E and Appendix F.

Warrington Together
Programme Director’s Update – April 2018

4

Appendix A – Warrington Together Groups structure

Warrington Together
Programme Director’s Update – April 2018

5

Appendix B – Five communities of delivery
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Appendix C – Warrington Together explained
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Warrington Together explained
April 2018

What is Warrington Together?

Warrington Together is the borough’s main health and social care bodies working together to
explore ways of delivering improved, integrated services to the people of Warrington.
These include:
•

Warrington and Halton Hospitals NHS Foundation Trust (WHH);

•

Warrington Borough Council (WBC);

•

Warrington Clinical Commissioning Group (CCG);

•

Bridgewater Community Healthcare NHS Foundation Trust (BW);

•

North West Boroughs Healthcare NHS Foundation Trust (NWB);

•

Warrington Third Sector Health and Wellbeing Alliance;

•

Police and Crime Commissioner;

•

Healthwatch Warrington (non-board member);

•

Primary care representatives.

All have come together under an independently-chaired Warrington Together board. It is anticipated
that in time representatives from the borough’s housing and education sectors could become
members.
Warrington Together is accountable to the Warrington Health and Wellbeing Board, which has
statutory responsibility for promoting health and wellbeing in the borough.
Health and wellbeing boards are central to the government’s vision of a more integrated approach
to health and social care. Warrington Health and Wellbeing Board members include all of the above,
plus representatives drawn from across the borough’s public, private and third sectors.

Warrington Together explained - April 2018
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Warrington Together governance structure

Health and Wellbeing
Board
WSAB*

Enabling Groups
•
•
•
•
•
•

IM&T
Workforce
Estates
Finance & Outcomes
Comms & Engagement
Commissioning

WSCB**

Warrington Together
Board
Warrington Together Executive
 Programme Director
 Director of Clinical
Integration
 Programme Manager

Warrington Third
Sector
Health and
Wellbeing Alliance

Senior Change Team
*Warrington Safeguarding Adults Board
**Warrington Safeguarding Children
Warrington Together explained - April 2018
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Warrington Together programme structure

Warrington Together explained - April 2018
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Why do we need Warrington Together?

What are the drivers for change?
The health and social care system is under enormous strain as agencies try to cope simultaneously
with rising demand, staff shortages and unprecedented financial pressures. The existing system is
unsustainable and in urgent need of reform.

Residents want the best possible services
•

Puts them first – not the service provider

•

Close to where they live

•

Less bureaucratic – joined up so that they are not passed around between agencies

•

Empowers them to use local third sector services – and to develop their own personal and
community assets

Professionals want to deliver high quality care and support
•

Improve quality of life by shifting the focus from dependency to independence, improving
health outcomes by empowering residents to be in control of decision-making about care for
themselves, their loved ones and other members of their community

•

Raise life expectancy, especially in Warrington’s inner wards and reduce inequalities
(comparing life expectancy for those living in the most and least deprived wards of Warrington
between 2012-16, there is a gap of 10 years for males and 11 years for females1)

•

Cut through bureaucracy to deliver care faster

•

Offering a more exciting and fulfilling portfolio of careers in health and social care

1 WBC PUBLIC HEALTH TEAM
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Providers want to work more closely together to fix a system described by the CQC recently as
operating at ‘full stretch and in many places approaching ‘tipping point’.
•

Address the increasing demands (forecast 17% population increase in Warrington by 2035) on
our health and social care system by sharing resources and avoiding duplication. These are:


Escalating demands on hospital inpatient services



Continued pressure on emergency services



Increased demand on primary care services – those services that provide the
first point of contact in the healthcare system such as GPs and pharmacists.

•

Meet the long term needs of an ageing population – Warrington is getting older (27% increase
in over 65s by 2021)

•

Alleviate budget pressures by making the most of the funding that comes into Warrington’s
public services. In Warrington we spend £360m per year on health and social care; by 2021 we
will have a shortfall of nearly £50million if we do not work differently.

Tackling the growing challenges requires fundamental transformation – a culture of collaboration
among clinicians and communities, and service integration at every level to promote prevention,
wellbeing and self-care.
Warrington Together presents the best opportunity on offer for change for the better – arguably
since the NHS and welfare state were created.

Is this similar to the controversial US models of accountable care?

No. This is a public sector partnership based on collaboration and integration, not competition or
privatisation.
Warrington Together is all about services coming together to meet the needs of, and to be
accountable to, local people. In common with the BMA and many others, Warrington Together
partners strongly support the ongoing provision of a publicly funded and publicly provided NHS, and
will aim to reduce the amount of outsourcing of NHS and other services to the private sector.

Warrington Together explained - April 2018
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What does the future look like? What is the vision?

•

Health and social care services will work with local residents to create a healthier, happier
Warrington.

•

Together we will build a health and social care system to be proud of. One that’s fit for the
future and built to last.

•

Local residents will tell us what they need, help shape change, play a part in their own
wellbeing and have a stake in the ownership of any new system.

•

Services will be brought together at convenient locations borough-wide, where residents can
access the ongoing support they need to manage their own health and wellbeing.

•

Partners will build on strong foundations to make better use of precious resources. Those who
need help the most can rely on the most support.

•

Together, we will enable the people of Warrington to enjoy happier and healthier lives by
transforming the way we use our collective resources.

Warrington Together explained - April 2018
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How might systems and services be restructured?

What would a new system look like?
Programme officers are developing a model that will be consulted on during 2018. Care would be
based on peoples’ needs and where they live rather than organisational structures.
•

Residents would access health and social care services through one of 27 GP practices across
four local neighbourhoods.


Each neighbourhood would offer 24/7 primary care cover. The 27 practices would be
gateways for primary care and delivery points to other local level services. Each
neighbourhood would adapt its services and staffing to the needs of local populations.
Population needs could be categorised into:
o

Acute care on the day

o

Chronic disease management

o

Complex care

For example, one neighbourhood hub might specialise in meeting the clinical and social
needs of an ageing population.
•

Peoples’ health and wellbeing depends not only on the provision of services by providers.
With the right support individuals and communities can often care and support themselves.
We need to encourage and build on this.

•

Practitioners would work together, irrespective of organisational boundaries, within
neighbourhoods, to deliver seamless, holistic and sustainable services that promote
prevention and independence, and avoid hospital admissions. Through an integrated system
of out-of-hospital care, people at high risk of hospital attendance and admission would be
identified and supported to remain in their own communities

•

Warrington Hospital would be able to focus its resources on people who need to be cared for
in hospital.

Warrington Together explained - April 2018
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•

Partners will look to exploit digital platforms and Artificial Intelligence (AI) which offer many
opportunities to the health and social care sector, from relaxation apps such as Chill Panda to
‘virtual nurse’ and other technologies that can predict and help us seek to manage or prevent
serious illnesses. New accountability arrangements would be established with the STP and
regulatory bodies including NHS Improvement, NHS England and the Care Quality
Commission.

Will there be consultation with residents?
There will be no change without full consultation.
The proposed model will be subject to formal consultation with residents and stakeholders at the
earliest opportunity. We will be led by the best ideas, wherever they originate.
Rising demand and limited resources mean we can’t afford to carry on doing what we’ve always
done – but what we do in the future depends on what we learn from listening carefully to local
people, service users and our staff.
Local residents will play a key role in shaping the delivery of health and social care provision. They
will tell us what they need and help shape change.
Practitioners from Warrington’s statutory health and social care providers have already been
involved in developing the model through workshops facilitated by the NHS Advancing Quality
Alliance (AQuA) during 2017/18.

Warrington Together explained - April 2018
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What does success look like?

What are the main benefits?
•

More residents healthier, happier and enjoying a better quality of life

•

Fewer A&E attendances/admissions and emergency ambulance call-outs

•

More residents self-managing their health and care, and those with long term conditions
having access to their own care record and shared care plan

•

The borough’s health and social care workforce, many of whom are local residents
themselves, will be involved in developing and delivering more effective services that make a
real difference to the people of Warrington

•

Narrower gap between differences in life expectancy quality of life across Warrington
communities

•

Greater use of digital technologies to create better, smoother support pathways and give
individuals more control over their own wellbeing.


Environmental control for persons with complex disabilities or frailties in the
community. This can be used for example to monitor the heating, lighting and hot water
patterns within a house to ensure vulnerable individuals are comfortable, safe and well



Alarm Technologies for people who require external support to keep living
independently. For example alarm devices fitted to doors which are monitored
remotely to ensure the safety of people with dementia



Continuous Monitoring Services using the exchange of data between a patient at home
and their clinician(s) to assist in diagnosis and monitoring

Warrington Together explained - April 2018
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What’s wrong with existing systems?

Why can’t services simply be properly funded?
Existing services, whatever their level of funding, can still be improved by greater coordination.
But the existing system is not sustainable. Despite the best efforts of GPs, practice nurses,
community pharmacists, social services and hospital staff alike, poor coordination between agencies
continues to undermine provision. Funding alone cannot fix this. Providers across England are
looking for solutions. So too is Warrington.
We also need to encourage independence, choice and control – supporting people to take
responsibility for their own wellbeing and that of the people closest to them. We have created a
culture of dependence on services that needs instead to be a culture of caring communities
supported by services.

Warrington Together explained - April 2018
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What would be the process for change?

What are the timescales?
June 2018

Warrington Together board considers the proposed model and business
case. Integrated care is a national priority across health and social care
systems and the business case will describe phase one of a potential new
system for Warrington.

Summer 2018

Formal consultation on proposed model.
Warrington Together is committed to working with local people to create a
sustainable health and care system that promotes health and wellbeing. To
reflect this commitment, we will put people at the heart of what we do
when planning our communication and engagement activities.
Local residents will play a key role in shaping the delivery of health and
social care provision.
Rising demand and limited resources mean we can’t afford to carry on doing
what we’ve always done – but what we do in the future depends on what
we learn from listening carefully to local people, service users and our staff,
many of whom are local residents themselves.

Autumn 2018

Roll out phase one: Warrington Central.
Comparing life expectancy for those living in the most and least deprived
wards of Warrington between 2012-16, there is a gap of 10 years for males
and 11 years for females2. The link between deprivation and ill health is well
established and the majority of the wards with severe socio-economic
deprivation are in the centre of the borough. This is why we will start here.

2

WBC PUBLIC HEALTH TEAM

Warrington Together explained - April 2018

32

What would be different for practitioners?

Warrington’s greatest health and social care resource is its workforce, and there will be special
emphasis on employee engagement, organisational development and the crucial roles of GPs as we
move towards new ways of working.
Talent and skills would be relocated according to the needs of local citizens rather than
organisational structures. Clinicians and practitioners will be empowered through integrated, multidisciplinary and co-located teams.
Multi-disciplinary neighbourhood teams would typically support 40-65,000 residents, with a focus on
their health and independence. Within these teams there will be new and challenging roles, for
example in nursing, which will improve recruitment and provide career development, and increase
job satisfaction.

How will information be shared?

It is anticipated that by 2020 there would be a single, secure Warrington Care Record containing
relevant information that is currently held separately by GPs, hospitals, community and mental
health trusts, and providers of social care.

How will the new system be financed?

The commissioning resources of both Warrington CCG and Warrington Borough Council will
gradually come together into a single pot.

Warrington Together explained - April 2018
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Appendix E – STP submission

Health & Care Partnership for
Cheshire & Merseyside
TRANSFORMATION FUND
APPLICATION PACK
For any queries regarding the application process, please contact:
Sam Simpson, Director of Finance
Samantha.simpson4@nhs.net
Ben Wright, Portfolio Director
ben.wright1@nhs.net
Applications to be submitted by email to: karen.powell8@nhs.net
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TRANSFORMATION FUND APPLICATION FORM
1. How to apply
SROs are asked to complete this form on behalf of their Place (borough) in order to enter the funding
application process approved by the Cheshire and Merseyside (C&M) System Management Board.
The purpose of this funding is to increase the pace of real transformational change to deliver the
Partnership’s business plan to close the three gaps: quality, outcomes and affordability.
The table below explains how applications meeting the entry requirements (A1-A4) will be judged
against the criteria for assessment (B1-B2) and any allocations made available through this process
will be subject to ongoing conditions (C1-C2) being met.
#
A1

Entry Requirements
Confirmed
commitment
to
principles by all NHS parties.

CEP-lite

Assurances
Confirmation from C&M Director of Finance.

A2

A clear and credible Place-based model of
care is either already in place or there are
robust plans to develop one.

Approved by Place’s own leadership Board (including
clinical lead sign off).

A3

Realistic yet challenging Place programme
plans, timescales and clinical/financial
outcomes.

Agreed with C&M Executive Chair supported by
Implementation Director.

A4

Engagement of all partners within the Place
footprint including the Third Sector and
support for the development of Primary
Care Federations.

Evidence provided
engagement activity.

#
B1

Criteria
Evidence that allocated funding will
increase the pace of system change and
delivery of the Health & Care Partnership
Business Plan including:
 Development
of
Neighbourhood
teams;
 The double-running of services for an
agreed period of time and there is a
clear plan with key milestone dates
detailing how legacy services will be
closed down and costs released;
supported by all parties affected;
 Development of the new model of
care.
Evidence of the clear, measurable
outcomes of the initiative(s), including
timescales and the return on investment.
Conditions
Place SROs must be able to provide regular
updates on the progress of their
programme’s delivery and be willing to
present status to the System Management
Board, evaluating success to-date and any
measurable outcomes.
Place SROs attend and contribute to
quarterly Programme Review Group
meetings to share lessons learnt from their
programme.

Assurances
Evidence provided to C&M Director of Finance and
Portfolio Director.

B2
#
C1

C2

2. Timeframes for applications
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to

Portfolio

Director

of

Evidence provided to C&M Director of Finance
Assurances
Regular status updates to the C&M Portfolio Director
and Director of Finance.

Quarterly attendance records.

The application process for Phase 1a is now open until 13th April 2018 with the purpose of
assessing submissions and proposing allocations in time for the System Management Board
meeting taking place on 24th April at which it is planned to confirm successful applicant Places.
Subject to the availability of remaining funds from Phase 1a, Phase 1b will run the following
month to provide an opportunity for any Places that were unable to meet the original deadline
of 13th April to access transformational funding.
A second phase of allocations is planned for September 2018 (Phase 2) using the same
application process. Assessments of applications will take into account the effectiveness of
any Phase 1 investments in delivering planned outputs on time and on budget.

Initial Set Up
Allocation
Phase 1a }

Total
Amount
£900k

Type

Allocation

SMB Meeting

£100K

Deadline for
submissions
13th April 2018

Proposal

£3m

Bid

Max of £500k per bid

13th April 2018

24th April 2018

11th May 2018

22nd May 2018

14th Sept 2018

25th Sept 2018

Phase 1b }
Phase 2

£3.1m

Total

£7m

Bid

Max of £500k per bid
No more than 2 bids
per Place in a year
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24th April 2018

Health & Care Partnership for Cheshire & Merseyside

APPLICATION FOR TRANSFORMATION FUND

INITIAL SET UP ALLOCATION

Place(s) included in proposal: Warrington

Place SRO name and contact details: Dr Andrew Davies, Clinical Chief Officer,
Warrington NHS CCG T: 01925 843681 E: andrewdavies@nhs.net

How will the allocation of £100k for the Place will be used to facilitate the
development of Place programmes:

By contributing to the multi-agency programme team which was established in
October 2017 and drives the work of the model of Warrington place based care.

I can confirm that partners of Warrington Together:






Have confirmed commitment to CEP-lite principles;
Have approved a robust Strategic Outline Case (SOC) in January 2018
setting out place based model of care which sets out plans; timescales and
clinical/financial outcomes. Submissions are congruent with details in the
approved SOC.
Engaged all partners in Warrington – Warrington Third Sector Alliance and
GP representatives are full members of the Board

Summary

Warrington is the only town in Cheshire and Merseyside to be formally part of the
Healthy Cities movement. It is economically prosperous and is listed as one of the
most desirous places to live in the UK. However, Warrington has significant
inequalities in life expectancy and a growing population of older frail people and
those with long term conditions.
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Warrington Together is a concerted programme of partner action which integrates
the planning and delivery of health and social care and promotes an asset based
approach utilising the strength of our communities. To overcome national divisions,
we appointed an independent chair who objectively oversees the acceleration of a
unified health and social care system. We have also promoted the establishment of
an alliance of third sector deliverers of care, including social care and housing, to
support innovation and be an equal partner for statutory services. Warrington’s GPs
have established 2 Federations of primary care providers: Warrington Health Plus
and Warrington Primary Care Collaborative Consortium.

Warrington Together has embarked upon an extensive programme of engagement
with Third Sector Groups; GP Federations, Council Committees (including Overview
and Scrutiny, Health and Wellbeing Board; and staff events. A suite of
communication resources have been produced and briefing sessions are scheduled
to inform elected members of progress.

Governance and Running Costs

Warrington Together’s Board is accountable to Warrington’s Health and Wellbeing
Board and meets monthly. It comprises of the following individuals:













Sue Musson (Chair)
Colin Scales (CEO, Bridgewater Community Healthcare NHS Foundation
Trust)
Simon Barber (CEO, North West Boroughs Healthcare NHS Foundation Trust)
Mel Pickup (CEO, Warrington & Halton Hospitals NHS Foundation Trust)
Steve Peddie (Executive Director, Families and Wellbeing, Warrington
Borough Council)
Dr Andrew Davies (Clinical Chief Officer, Warrington NHS CCG)
Michael Sheppard (Warrington Third Sector Alliance)
Dr Rakhi Raj (GP Representative)
Dr Anita Malkhandi (GP Representative)
Carole Hugall (Director of Clinical Integration, Warrington Together)
Simon Kenton (Programme Director, Warrington Together)

The Board is supported by an Executive Team, Senior Change Team, Transformation
Team and various enabling work-streams. The programme implementation structure
is attached herewith at Appendix 1. At its last Board an agreement to programme
costs was agreed for 2018/19 and this is attached at Appendix 2. It is a contribution
to these necessary costs which Warrington Together is seeking a £100,000
contribution.
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Details of Model

Warrington has been on a continual journey to Place based care since 2014.
Together We articulated direction of travel to integration was endorsed in 2016. This
was tangibly manifested in Warrington Together, which established a Board, chaired
by an independent appointment, and has developed a vision, PID, Strategic Outline
Case and is working on a model of delivery which redesigns existing services and
approaches.

Our model has been developed by 40 local practitioners and patients and endorsed
by the Warrington Together Board. Our model is twofold:

(i)

take a population approach to need and identify those who are most
likely to benefit from a multi-disciplinary assessment and identify
appropriate interventions at a neighbourhood level; and

(ii)

Optimise and maximise opportunities for the population to self-manage
and promote opportunities for wellbeing and community resilience. The
initial prototyping and proof of concept of this model will be implemented
in central cluster Warrington in Quarter 1 2018 and rollout across
Warrington between Sept 2018 to April 2019.

The key outcomes to be achieved from the model in the long term, are:





Reduction in A&E attendances/admissions for key ambulatory care
conditions, ambulatory emergency conditions and zero and 1 day stays;
Increase the number of residents who are able to self- manage their health
and care - patient activation measure ;
All people with long term conditions will have access to their own care
record and shared care plan, including a crisis plan; and a reduction in
differences in life expectancy and healthy life expectancy between
communities.

The various elements of this model are explained in the approved SOC, and follow
the 10 components and 7 strategic enablers set out in Table 2 of Health & Care
Partnership for Cheshire & Merseyside document entitled Place Based Model.
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SRO signature :

Date: 13th April 2018
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Health & Care Partnership for Cheshire & Merseyside

APPLICATION FOR TRANSFORMATION FUND

USE FOR PHASE 1(a) or PHASE 1(b) AND PHASE 2 APPLICATIONS

Place(s) included in proposal: Warrington

Parties signed up to proposal:











Sue Musson (Chair, Warrington Together)
Professor Steven Broomhead (Chair of Warrington’s Health and Wellbeing Board)
Colin Scales (CEO, Bridgewater Community Healthcare NHS Foundation Trust)
Simon Barber (CEO, North West Boroughs Healthcare NHS Foundation Trust)
Mel Pickup (CEO, Warrington & Halton Hospitals NHS Foundation Trust)
Steve Peddie (Executive Director, Families and Wellbeing, Warrington Borough Council)
Dr Andrew Davies (Clinical Chief Officer, Warrington NHS CCG)
Michael Sheppard (Warrington Third Sector Alliance)
Dr Rakhi Raj (GP Representative)
Dr Anita Malkhandi (GP Representative)

Place SRO name and contact details: Dr Andrew Davies, Clinical Chief Officer, Warrington
NHS CCG, T: 01925 843681 E: andrewdavies@nhs.net

Place Finance lead name and contact details: Jane Hurst, Deputy Director of Finance &
Strategy, Warrington & Halton Hospitals NHS Foundation Trust, T 01925 275593; Ext 5193 E:
jane.hurst@nhs.net

Description of Scheme:

Development of Warrington’s Digital Enabled Integrated Neighbourhood Teams and the Wider
Warrington Health and Social Care System.
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1.

Background and Context

The Warrington Together ambition is to develop four community ‘hubs’ to connect a number of
services including community health services, GP surgeries, adult social care, housing,
schools, children’s services and others. This focuses on integrated working that takes joint
responsibility, working with residents, using new asset-based conversations, scaling our early
intervention work to prevent reactive and unplanned cost, and knowing the assets of the
community. Services will work together in multi-disciplinary teams to offer early intervention
and, if necessary, intensive support to families and individuals who are dealing with wideranging issues. The Hubs therefore will be the focal point for Warrington’s out of hospital
model and at their centre will be the creation of ‘Integrated Neighbourhood Teams’. These
teams will use digital tools and record sharing to enhance support for their patient cohorts.

Warrington Together focuses on place, prevention and prioritising the resident and their
community and will provide joined up care across organisations through a population model. It
will serve the whole population with delivery integrated around the registered GP list. It will
combine the delivery of primary care, community-based health and social care services and
the provision of some services currently based in hospitals such as the Emergency
Department, diagnostics and outpatients and will be delivered through a place based model of
27 practices as points of delivery, seven primary care clusters and four neighbourhoods and
service delivery hubs across one borough (27-4-1).

As a place based model of care it will transform the system built around the 27-4-1 model, with
an identified test bed in Central Warrington as a first stage Integrated Neighbourhood Team
implementation.

The integrated neighbourhood hubs will have teams with each neighbourhood typically
serving a registered patient list of around 40-65,000 people. These hubs will allow multiple
organisations to work together more seamlessly to support patients with complex needs who
could otherwise receive disjointed care, with multiple referrals and handovers. The hubs will
need to exist both virtually and physically with health, care and wider community resources
co-located where possible.

To extend the reach of the team and therefore improve a co-ordinated approach to patients, the
neighbourhood hubs will utilise digital tools (the Care Record) to integrate workflow and
information. In addition, our digital homes link will allow patients to continue to live
independent lives with specialist support available from the teams when needed. To achieve
this, we plan to implement a digital service built around Patient access to records, teams and
the creation of smart homes linked through a common Warrington wide patient access system.
This also becomes the link for patients accessing the STP ‘Share2Care’ initiative.
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Each team will be made up of specialist and community workers from different health, social
care and voluntary and community organisations across Warrington, creating Integrated
Neighbourhood Teams. People will be referred directly into the team wrapped around hubs to
receive a joined-up care plan.

We will create a patient-held record built around smart homes, so citizens have access to their
contemporaneous care records from any providers. This will enable two way interactions
between the neighbourhood teams and the patients.

Warrington Together will focus on the transformational change and through a community care
model to provide digitalised better care, delivered by a shared workforce, close to the person’s
home and have a positive impact on their health and wellbeing. To focus on place is to
prioritise the resident and their community. Where a person lives, their home, neighbourhood
and wider community are important not only for the sense of self but also for the support and
care that they give. Therefore, to focus on place enables us to see the resident as an individual
in their own right, and build upon the community assets that they access.

It is envisaged that each Integrated Neighbourhood Team will have a single operational
leadership, drawn from the partners and staff working in each Hub. Key features and
responsibilities will include:

1. Identifying people that are at moderate to very high risk of admission to hospital through both
health and social care problems and work in a pro-active way to support them;
2. Co-located multi-disciplinary teams including both health and social care professionals who will
work together to ensure a coordinated response to the planning and delivery of care for people with
complex conditions.
3. There will be a core set of tasks that any member of the Integrated Neighbourhood Team can
perform, thus reducing the number of visits by different staff to the same person which will
contribute to the financial sustainability of the model enabled through efficient digital workflow.
4. Support Planning and promotion of self-care. Embedding enabling self-care throughout the
system will be a key function to the teams. Our approach is to empower people and their carers
through digital or traditional means, to play a central role in both the planning and implementation of
their care and focuses on what matters to the person. The ability to be able to simply refer into
services outside existing formal health and social care structures (e.g. the local voluntary and
community sector or informal networks and support) will be vital to supporting this approach.
5. Developing a local single point of access e.g a duty care team to navigate patients through the
health and care system connected back to the patient and the wider teams through digital workflow,
alerts and instant messaging.
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This will provide a joined up approach helping those people at risk now and those at risk in the
future to stay well and out of hospital.

2.

Asset/Strength Based Delivery

To underpin our clinical delivery model we will adopt an asset based approach to facilitate
person-centred care which will support people to lead the lives they want to lead and to help
people help themselves in their community. This will be a different and influential approach to
our clinical delivery and will focus on all assets within communities and the people in them.
Specifically, this will mean having different and reframed asset based conversations to identify
the skills, knowledge and passions of people. It will also connect individuals to community
assets through increased signposting and referral and will support existing assets by
encouraging effective coordination and promotion of active partnerships. Key to making this
happen is implementation of our Warrington Place Based Care Record promoting engagement
to patients and carers.

All staff working in each of our neighbourhood teams will be trained in digital asset based
working and staff and residents will be further supported by the appointment of a community
well-being officer who will connect patients (referred by our community teams) to community
resources such as debt management, housing and transport as well as the wider services and
support offered by the third and faith sector.

3.

Benefits

Expected outcomes:



An increase in the number of people feeling supported to manage their own conditions.



Reduction in unplanned admissions



Increasing community-based treatment of LTCs



Ensuring patients have a positive experience of care.



Reduction in A&E attendances



Reduction in length of stay



Increased social prescribing.
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The reduction in unplanned admissions is based on the number of patients being admitted for
ambulatory care sensitive conditions (ACSC). Within the list of 19 ACSC conditions, we have
focussed on a combination of long term condition ACSCs and acute ACSCs, which together
represent an annual opportunity of 606 finished consultant episodes (FCEs), equivalent to a
reduction in hospital activity of £1.4m. Further benefits (to be quantified) will also accrue from
the reduction in A&E attendances and length of stay.

Warrington
HRG Chapter - Based on 19 Ambulatory
Care Sensitive Conditions ( Better Care
Better Value Indicators)
Influenza and pneumonia
Diabetes complications
Chronic obstructive pulmonary disease
Congestive heart failure
Cellulitis
Dehydration and gastroenteritis
Gangrene
Ear, nose and throat infections
Convulsions and epilepsy
Asthma
Pyelonephritis
Iron deficiency anaemia
Angina
Perforated / bleeding ulcer
Hypertension
Dental conditions
Pelvic inflammatory disease
Other vaccine preventable
Nutritional deficiencies

Likely Case

Activity

448
243
160
124
200
166
283
288
152
156
144
94
79
50
82
50
11
11
-

Sum of Tariff

£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£

1,356,101
590,336
452,500
272,759
356,806
310,950
424,359
234,680
163,922
153,457
190,584
137,131
131,049
64,872
78,052
46,811
25,237
12,179
-

Grand Total
2,740 £
5,001,786
Source: Better Care, Better Value Q2 to Q4 2015-16 to Q1 2016-17

Cost per
Spell

£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£
£

3,027
2,434
2,833
2,196
1,784
1,875
1,498
816
1,080
983
1,324
1,465
1,655
1,302
952
928
2,249
1,107
-

Annual
Avoided
Admissions
(no.)

Annual
Avoided
Admissions
(£)

40%
40%
40%
50%
60%

179
97
64
62
120

542,440
236,135
181,000
136,380
214,084

15
8
5
5
10

30%

43

57,175

4

50%

41

39,026

3

606

1,406,240
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% of ACC
Opportunity

Per month

Our benefits work for our Care Record shows additional savings from reducing AED
admissions as patients are able to access the alternative settings and AED clinicians are able
to identify needs of patients and auto refer to alternatives through workflow within the Care
Record.

4.

System Sustainability

The reduction in ACSC activity is expected to be realised over four years. Other quantitative
benefits linked to digitisation will continue to be delivered for further three years. Year one
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(2018/19) activity is forecast to be 5%, or 30 FCEs. The benefits ramp up as the Integrated
Neighbourhood Teams become established and linked to digital homes and other alternative
clinical settings over the period.

Reduction in ACSC Admisisons Reduction
- Profile
Year 1 - 2018/19
Year 2 - 2018/19
Year 3 - 2019/20
Year 4 - 2020/21
Total

Cumulative %
Reduction

30
121
212
242
606

5%
20%
35%
40%
100%

We have therefore identified expected double running costs in the acute Trust of 30 FCEs
(£70k) in 2018/19.

Secondary Care (Double Running Costs)

Resource

Planned
reduction
(Year 1) No.

Ambulatory Care Sensitive
Conditions

5.

30

Cost
£

£

Notes
5% reduction from overall
target of 606 FCEs (over
69,769 four years)

Integrated Digital Enabled Neighbourhood Teams – Project Timeline

The development of Integrated Neighbourhood Teams is part of Warrington’s Strategic Outline
Case - “Warrington Together” (January 2018). The following table shows the key milestones
in 2018/19. Transformation funding is required to support the implementation of the Integrated
Neighbourhood Teams in Phase 1 and provide year 1 funding for the digitisation project;
thereafter recurrent pickup for phase 1 and further phases will require commissioner support.

April to June 2018

Care Record Business Case




April to September 2018

Project initiation
Commercial award
Agreement of FBC

Out of Hospital Operating Model Design



Rapid design
Implementation planning
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September onwards

Neighbourhood
Teams

Digitisation
Phase 1: Central neighbourhood (6
months)
Phase 2: Connecting with alternative
care provision (6 months)
Phase 3: Connecting with STP
Share2Care programme (2 months)

Phase 1: Central
neighbourhood

6.

Resources

In order to deliver the benefits and outcomes described above, resources of £499k are
required:

1. Community Care Teams and Asset Based Working

Resource
CCT Operational Lead
CCT administrator
Asset based training
Wellbeing officer

Cost
(including
overheads)

WTE
2
2

£
£
£
£
£

1
Total

114,067
52,868
12,000
31,927
210,862

Notes
Band 8a, mid point
Band 4, mid point
Circa 400 staff
External procurement

2. Digitisation
Resource
Supplier Costs
Integration
Total licence

£
£
£

£
59,757
55,208
114,965

NHS Staff

£

103,678

Total Cost

£

218,643

3. Secondary Care (Double Running Costs)

Resource
Ambulatory Care Sensitive
Conditions
Grand Total

Planned
reduction
(Year 1) No.

30

Cost
£

£
£

Notes
5% reduction from overall
target of 606 FCEs (over
69,769 four years)

499,274
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Allocation of the funding will allow the Year 1 costs to be met and the benefits to start to be
realised therefore funding future years through reallocation of the financial savings.

7.

Return on Investment

The ROI of 2.8 has been calculated over the four year life of the Programme:

Return on Investment
Total investment (CCTs, Asset Based Working, Digital)
Expected reduction in ACSC 606 FCEs over four years
ROI

£

499,274

£

1,406,240
2.8

The ROI over the seven year life of the Digital programme includes additional cash releasing
benefits (estimated to be £2m in total) and non-cash releasing benefits.
Evidence - B1
How will the allocated funding increase the pace of system change and deliver the Health &
Care Partnership Business Plan?

The allocated funding will allow us to proceed with our plans as described. This will increase
the pace of change across the system and enable measurable outcomes to be achieved.

The funding will directly support Warrington to achieve the priorities as set out in the Health
and Care Partnership Business Plan:





Delivering care more efficiently - by moving care closer to home in a more integrated
way
Improving the quality of care – by providing proactive, responsive care
Improving the health and care of the population – by creating sustainable communities
where people feel able to better manage their own conditions.

Evidence - B2
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What are the clear, measurable outcomes of the proposal? Must include timescales and return
on investment.



An increase in the number of people feeling supported to manage their own conditions.



Reduction in unplanned admissions



Increasing community-based treatment of LTCs



Ensuring patients have a positive experience of care.



Reduction in A&E attendances



Reduction in length of stay



Increased social prescribing.

The reduction in ACSC activity is expected to be realised over four years. Other quantitative
benefits linked to digitisation will continue to be delivered for further three years. Year one
(2018/19) activity is forecast to be 5%, or 30 FCEs. The benefits ramp up as the Integrated
Neighbourhood Teams become established and linked to digital homes and other alternative
clinical settings over the period.

Reduction in ACSC Admisisons Reduction
- Profile
Year 1 - 2018/19
Year 2 - 2018/19
Year 3 - 2019/20
Year 4 - 2020/21
Total

Cumulative %
Reduction

30
121
212
242
606

5%
20%
35%
40%
100%

The ROI of 2.8 has been calculated over the four year life of the Programme:

Return on Investment
Total investment (CCTs, Asset Based Working, Digital)
Expected reduction in ACSC 606 FCEs over four years
ROI
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£

499,274

£

1,406,240
2.8

The ROI over the seven year life of the Digital programme includes additional cash releasing
benefits (estimated to be £2m in total) and non-cash releasing benefits.

Evidence attached to confirm entry requirements:
A1

Y/N

A2

Y/N

A3

Y/N

A4

Y/N

SRO Comments (as required):

Place SRO confirmation of acceptance of conditions:
C1

Y/N

C2

Y/N

SRO signature :

Date:
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Appendix 1
Warrington Together – Groups
Structure

Warrington Together
Board
(Sue Musson)

Groups Remit:
Core SCT
Strategic steering group
Overview of all workstreams
Whole picture
Feeding up to board and directing service
redesign

Core Senior Change
Team

Service Redesign
Group

Comms & Engagement
IM&T
(Andrew Donnelly)
(Jason DaCosta/ Chris
White)

Estates
(Muna Abdel-Aziz/
Tracy Flute)

Finance &
Outcomes
(Jane Hurst)

People’s
Reference Group

Workforce
(Hazel Hendriksen)

Service Redesign Group
Detailed Design of model phase 1
Engagement of clinicians
Providing enabling groups with models of care to
inform their workstreams

Culture & OD
subgroup

Service Redesign Membership:
Steve Bennett (WHH)
Mike Alsop (WBC)
Carl Powner (BW)
Helen Pressage (CCG)
Mel Alsop (CCG)
Mike Kenny (NWB)
Michelle Wood (H)
Helen Murphy (P)
Alex Crowe (WHH)
Neil Holland (WHH)
Marie-Ann Hunter (CCG)

Amanda Lewis (WBC)
Beryl Shepherd (BW)
Locklynne Hall (3)
Dave Thompson (3)
Eugene Lavan (BW)
Rakhi Raj (PC)
Anita Malkhandi (PC)
Neil Fisher (PC)
Diane Dixon (PC)
Michael Sheppard (3)
Lydia Thompson (HW)

SCT Membership:
Tracy Flute (WBC)
Jane Hurst (WHH)
Chris White (WHH)
Hazel Hendriksen (NWB)
Andrew Donnelly
Carl Marsh (CCG)
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WT – Warrington Together
WBC – Warrington Borough Council
WHH – Warrington and Halton Hospitals NHS
Foundation Trust
BW – Bridgewater Community Healthcare NHS
Foundation Trust
PC – Primary Care
NWB – North West Boroughs Healthcare NHS
Foundation Trust
3 – Third Sector Organisations
CCG – Warrington Clinical Commissioning Group
HW – Healthwatch Warrington
H – Torus Housing
P – Community Pharmacy Cheshire and Wirral

Appendix 2
Appendix 2

Accountable Care Partnership - Budget 2018/19
Budget
£

CCG
£

NWBFT
£

WHHFT
£

LA
£

BWCFT
£

577,649

282,041
48.8%

17,236
3.0%

121,934
21.1%

136,000
23.5%

20,438
3.5%

Chair
Executive Team

15,000
350,017

7,324
170,898

448
10,444

3,166
73,884

3,532
82,407

531
12,384

Total Pay

365,017

178,222

10,891

77,050

85,938

12,915

GP
Travel
Other
Utilities
Accommodation

19,440
6,000
4,000
1,000
35,000

9,492
2,930
1,953
488
17,089

580
179
119
30
1,044

4,104
1,267
844
211
7,388

4,577
1,413
942
235
8,240

688
212
142
35
1,238

Total Non Pay

65,440

31,952

1,953

13,814

15,407

2,315

430,457

210,173

12,844

90,864

101,345

15,230

Organisational budget
Income relating to Warrington
Proportion

PAY

Non Pay

Total Expenditure

Suggested split of costs

£
430,457

CCG
£
210,173
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NWBFT
£
12,844

WHHFT
£
90,864

LA
£
101,345

BWCFT
£
15,230

Appendix F – LWAB funding submission

Appendix 1
Local Workforce Action Board
Scheme Details

Name of Lead Organisation submitting the proposal: Bridgewater Community FT
Name of Lead Contact: Carole Hugall
Role: Director of Clinical Integration
Email: carole.hugall@warrington.gov.uk

Telephone:07872916668

Identify the names and local contact for the other partners within the health economy supporting the proposal.
Name of Partner Organisation/s:
Warrington CCG
Bridgewater Community NHS FT
Warrington Borough Council
North West Boroughs Healthcare FT
Warrington 3rd Sector Health and Wellbeing Alliance
Healthwatch Warrington
Name and contact details for Local Contact
Carole Hugall 07872916668
Director of Clinical Integration
Warrington Together
The Gateway
85-101 Sankey Street
Warrington
Cheshire WA1 1SR

Describe outcomes from scheme.
These outcomes and benefits are available from national research:
Frees up GP time to concentrate on complex patients and, or replaces vacant GP sessions.
Significant lower costs for an advanced physiotherapy session with savings of circa £76 an hour compared to a
GP
53

session.
Decreased prescribing costs – evidence shows only 8% of consultation result in a prescription as opposed to
40%
following a GP consultation for musculoskeletal conditions.
Quick access to see an expert in MSK diagnosis assessment and management.
Prevents acute problems becoming chronic.
Excellent patient experience feedback in other similar schemes.
Reduces follow up attendances.
Opportunity to address lifestyle factors and choices.
Keeps people in work or able to return sooner.
Decreased use of imaging.
Decreased referrals to secondary care for orthopaedic opinion.
Higher conversion rate to surgery when referrals are made to orthopaedic consultants.
1. Department of Health. Musculoskeletal services framework: a joint responsibility: doing it differently. London:
Department of Health;
URL:http//webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_di
gitalassets/@dh/@en/documents/digitalasset/dh_4138412.pdf
2. Briggs TWR. Getting it right first time (GIRFT):improving the quality of orthopaedic care within the National Health
Service in England. British Orthopaedic Association;
URL:http//www.gettingitrightfirsttime.com/downloads/BriggsReportA4_FIN.pdf
3. NHS England. AHPs into Action: Using Allied Health Professionals to transform health, care and wellbeing
4. Bishop A, Tooth S, Protheroe J, et al. Direct access to physiotherapy for musculoskeletal problems in primary care:
the stems pilot cluster randomised trial. Physiotherapy World Confederation for Physical Therapy Congress 2015
abstracts, Singapore, 1-4 May 2015. 2015;101(Supp. 1):e152e3.www.sciencedirect.com/science/article/pii/S0031940615003326
5. The Chartered Society of Physiotherapy. Physiotherapy Works for self referral. London: The Chartered Society of
Physiotherapy; 2015. www.csp.org.uk/publications/physiotherapy-works-self-refreral
6. Ludivisson ML, Enthoven P. Evaluation of physiotherapists as primary assessors of patients with musculoskeletal
disorders seeking primary care health. Physiotherapy. 2012; 98(2):131-7
7. Department of health. General Practice Forward View. London: Department of Health; 2016. URL:
https://www.england.nhs.uk/ourwork/gpfv/
8. Holdsworth LK, Webster VS, McFadyen AK. What are the costs to NHS Scotland of self referral to physiotherapy?
Results of a national trial. Physiotherapy. 2007; 93(1):3-11.
9. The Chartered Society of Physiotherapy. Musculoskeletal physiotherapy: patient self- referral London: NHS
Evidence; 2012.URL: http://www.csp.org.uk/documents/musculoskeletal-physiotherapy-patient-self-referral-gippendorsed-pathway
10. The Chartered Society of Physiotherapy. Advanced practice in physiotherapy. London: The Chartered Society of
Physiotherapy; 2016. www.csp.org.uk/publications/advanced-practice-physiotherapy
11. The Chartered Society of Physiotherapy. CSP PLI scheme. London: The Chartered Society of Physiotherapy;
2016.www.csp.org.uk/professional-union/practice/insurance/csp-pli-scheme

Outline the rationale and plan for the scheme.
Rationale
There is a national shortage of GPs affecting the workforce in primary care in Warrington. This project was
initiated to help provide a solution to this issue.
It is known that 30% of GP consultations are for musculoskeletal (MSK) problems and that 60% of people on long
term sick cite MSK problems as the main cause. The BMA document “Urgent Prescription for General Practice”
makes it clear that an expanded workforce should include physiotherapists.
The first contact practitioner (FCP) physiotherapy model supports the:


Health Select Committees recommendations and NHS England direction for the future workforce.
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 Getting it right first time (GIRFT) GP forward View and Sustainability Transformation plans
 Leads to system wide cost and demand savings as detailed below
This model of delivery is tried and tested nationally and the benefits have been evidenced as shown above.
Plan
The long term plan is that GP sessions are replaced by an advanced physiotherapy practitioner to treat
musculoskeletal conditions. The advanced physiotherapy practitioner (APP) will be directly accessible to patients
for first contact assessment and diagnosis rather than a consultation with a GP.
Patients would be triaged on contacting the surgery for an appointment and if requiring an appointment for a
musculoskeletal condition would be offered an appointment with the APP.
The APP will assess and diagnose the patient and either give advice, prescribe, refer for diagnostics, refer back to
the GP, refer to physiotherapy or refer to secondary care.
It is envisaged that the FCP role will include issuing fit notes as legislation allows.
Initially it is proposed that this model will be tested out within the practices in the central neighbourhood in
Warrington and evaluated.
Evaluation metrics






Patient satisfaction and feedback
Number of referrals to secondary care
Number of referrals to Physiotherapy
Prescribing rates
Number of patients given sick notes

Describe communications for scheme, progress and dissemination
The scheme has already been discussed and shared with the Service redesign team and the workforce enabling
group (within the Integrated care partnership Warrington Together’s governance structure). These groups include
representation from all partners within the Warrington Together partnership including primary care.
The scheme has also been discussed and disseminated within the current provider service, the GP practices who
will pilot the scheme and with the commissioners of the service.
It is planned that the evaluation will be shared with all GP practices within Warrington to progress the scheme to a
Warrington wide service. Primary care will be expected to fund the first contact practitioners as they would with
GP sessions staffed by a GP, practice nurse sessions or ANP sessions. The costings demonstrate that it will be
considerably more cost effective for practices to pay for FCP sessions than to employ GPs and there are
associated improved outcomes and benefits for patients (detailed above in Outcomes for the Scheme).
Identify key stages of the scheme and give an indicative time line for the overall delivery
Planning February- June 2018
Implement pilot in Cluster 1 July 2018
Implement pilot in Cluster 2 August 2018
Evaluate pilot December 2018
Roll out Warrington wide service January 2019
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Map and describe how the expected outcomes and deliverables of the proposal fit as part of the ACS
identified priorities requirements, including guidance, products which can be applied elsewhere in the
healthcare system.
Mapped below are the outcomes and deliverables of the scheme against the 10 components of the C&M place
based framework.
Components of framework
Outcomes and deliverables
Quick access to see an expert in MSK diagnosis
Prevention

Integrating frontline health and care delivery

Planning care needs and preferences of
individual patients/users
Developing local multidisciplinary health and
social neighbourhood hubs
Delivering care close to where people live

Developing, implementing and disseminating
interventions and programmes based on
international best practice and use of robust local
information
Systematically scaling up successful
interventions

Prioritising and targeting interventions
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assessment and management which prevents acute
problems becoming chronic and keeps people in work or
able to return sooner. Also provides an opportunity to
address lifestyle factors and choices.
Practitioners will be based within primary care and also
connected to the neighbourhood hubs which are currently
also being developed in Warrington. They will be part of
the wider community multi-disciplinary health and care
teams.
Treatment, care and advice provided by the first contact
practitioners (FCPs) will be patient centered and holistic.
FCPs will be members of the multi-disciplinary hubs
supporting primary and secondary care
FCPs will be based in practices/clusters within Warrington.
There are currently 27 practices with plans for 4
neighbourhoods and the service will be based at least on
the cluster footprint so will be delivered within Warrington
communities. Each neighbourhood service will be
informed by the needs of that particular community.
The proposal for the scheme is based upon best practice
and evidence nationally and internationally (see
bibliography above). We are working with Amanada
Hensman-Crook from HEE to ensure we utilise all best
practice possible and robustly evaluate the scheme which
can they be shared locally and nationally.
The project plan includes piloting the FCP model in the
central neighbourhood in Warrington in order to evaluate
and then rollout across the 27 practices in Warrington. The
evaluation could be used to enable other members of the
C&M health and care partnership to implement similar
schemes.
The scheme frees up GP time to concentrate on complex
patients and, or replaces vacant GP sessions. It provides
quick access to see an expert in MSK diagnosis
assessment and management which ensures acute
problems don’t become chronic, people stay in work or
return quicker and follow up attendances are also reduced.
There is also opportunity to address lifestyle factors and
choices. There is proven decreased use of imaging, which
is better for the patient and reduces expenditure,
decreased referrals to secondary care and a higher
conversion rate to surgery when referrals are made to
orthopaedic consultants. It has been shown to result in
decreased prescribing costs.

Component of framework
Creating the right culture

Use of new technologies

Outcomes and Deliverables
The FCPs will work within multidisciplinary neighbourhood
hubs linking primary care to community and secondary
care. These practitioners are used to working in a multidisciplinary way, across all sectors, will champion
prevention and an asset based approach and will be great
advocates and clinical leaders for creating the right culture.
The FCPs are advanced clinical practitioners who will
ensure that new technologies where appropriate are
employed within the service.

Outline the governance arrangements that will be used to direct and assure the quality, safety, financial
accountability and sustainability of the scheme.
The overarching governance for the project will be provided by Warrington Together’s Governance
arrangements which are attached with this application. This will include the financial accountability and
sustainability of the scheme.
The clinical governance arrangements regarding the safety and quality of the service will be provided by the
existing governance arrangements within Bridgewater Community NHS FT who are currently providers of the
physiotherapy and Orthopaedic community assessment and treatment service (OCATS) service and will
provide the FCPs .

Identify and justify how the allocated investment will be used to support delivery of your proposal.
Please give an indication if any other source(s) of funding are to be used to support and sustain the
activity that you have outlined.
The funding required for the 6 month pilot is for clinical backfill for the advanced physiotherapy practitioners to
be released from their roles within the current CATs service to carry out the FCP role in primary care. These are
advanced practitioners who have practiced in the Warrington area for a number of years and already have
established relationships with the GPs, secondary care and the wider disciplinary teams. There is also a small
amount of non-clinical development time required for the FCPs and evaluation time plus a small amount of
operational input required. The FCPs and operational manager will be prepared to provide advice and support
to other local systems who want to implement a similar model.
There is also a small amount included for equipment required to enable the FCPs to examine patients
appropriately.
There are no other sources of funding available.
Funding required
18 x 4 hour clinical sessions of Physiotherapy First Contact Practitioner per week for 6 months =
£74,880
2 x 4 hour sessions of non clinical FCP per week for 6 months to develop, implement and evaluate the
scheme = £2,340
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1 session of operational management per week to support, develop and implement the scheme= £3033
1 clinical examination couch £794
Equipment £200
Non medical Prescribing course £1,800
Total resource required for 6 month pilot is £83,047
Are you satisfied that there is no risk of duplication of funding for this scheme? Please mark x in box
x
Clearly describe how the sustainability of this activity will be delivered through the scheme.
Once the pilot has been evaluated and the outcomes made available to primary care the sustainability of this
scheme will be through practices choosing to employ sessions of FCPs within the practices/clusters to diagnose
and manage patients with musculoskeletal conditions. The funding will be made available by practices instead
of the practices paying for GP sessions. There are many advantages to primary care in doing this which are
listed above in outcomes and deliverables however, one gain is that it will be cost effective for them to do this
as well as demonstrating many benefits for patients and the system.
Work will be undertaken to develop appropriately qualified clinical staff for these roles internally and to recruit
staff externally during the pilot phase to facilitate rollout of the service.
The pilot will be evaluated between months 3- 6 to enable continuity in the practices beyond the initial 6 months
pilot.

Declaration (this declaration needs to be completed and signed by an accountable Executive Officer
with appropriate organisational authorisation for agreeing to the submission of this proposal on behalf
of the organisation and partners identified).


I confirm that should this proposal be supported the funding received will only be used for the
activity described by the organisation partners supporting this proposal.

Name: Andrew Davies

Role: SRO Warrington Together and Clinical Chief Officer Warrington CCG
Date 13/04/2018
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Warrington Together Board

Warrington Together
Programme Director’s Update – May 2018

Agenda Item 6 – Appendix B

Date: 21st May 2018
Report Title:

Programme Directors Update

Background papers:

The papers attached in the appendices.

Executive Summary:

This paper gives a summary of key events and issues since the last
Board update in April 2018.

Purpose of the report and The purpose of this report is to update the members of the Board to
links to WT strategy:
key issues and events affecting Warrington Together.
Action/decision required:

The Board is asked to note the content of the update.
The Board is asked to make decisions on the points in the report, as
set out separately in Section 7.

Report author:

Simon Kenton. Programme Director

Report presented by:

Carole Hugall

Recommendations:

The Board is asked to note the report and consider the
recommendations therein.
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Simon Kenton
Programme Director
Warrington Together
May 2018

1.

Purpose

1.1

This report covers the activities in relation to developing the Warrington Together Programme since the Board meeting in April 2018. It identifies the
progress made and issues that need resolving by the Board.

2.

Health & Care Partnership for Cheshire & Merseyside Transformation Fund.

Warrington Together
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2.1

The Board will be aware that we submitted two bids to the above fund. It is pleasing to report that we have been successful in both bids for £100k
(initial set-up allocation) and £499k (Phase 1a). The successful bid, with attachments was attached in last month’s report.

2.2

The Phase 1a bid will enable funding to be used for the implementation of our integrated neighbourhood model of delivery in central area and
contribute to the digitisation of teams utilising a single care record. We received confirmation of funding in a letter from HCPCM on 27th April.

2.3

An advert and job descriptions are with partners to secure the two integrated neighbourhood clinical / operational lead posts. Discussions are also
underway to secure asset based training and a wellbeing officer.

2.4

Although the Board are still to ratify the final service delivery areas, the Board is asked to agree that the executive team can engage with staff and
GPs in the existing central neighbourhood to ensure early participation and implementation.

2.5

Discussions are also being conducted with Edge Hill University to develop an evaluation assessment based on our successful bid.

2.6

Patient and staff surveys have been developed and individual members of the workforce and residents have been identified so that in depth
qualitative interviews can be conducted.
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3.

3.1

Communication

Communication bulletins and presentations have been cascaded to all partners who contribute in the Warrington Together Programme. Due to the
fact that these are often part of partners ‘in-house’ bulletins and therefore do not receive the necessary exposure., it has been decided that WT will
additionally develop our own discrete website and channels for communication.

3.2

A short animation has been developed to explain the purpose and aspirations of the programme.

4.

Senior Change Team and Service Redesign Group

4.1

The Senior Change Team and Service Redesign Group have developed an improved programme architecture. This is attached at Appendix A.

4.2

The Service Redesign Group was made up of approximately 40 individuals have they have agreed to disaggregate their energies into the four
workstreams. A workshop is scheduled at the time of writing to further develop objectives, terms of reference, SROs and priorities for each
workstream and further information will be available at the Board meeting.

4.3

It has be proposed that the workstream SROs and enabling leads constitute the revised Senior Change Team and will oversee the improved Better
Care Fund locations and develop a whole-system collaborative sustainability assurance role. The latter two functions have been added to ensure that
groups currently held on a bilateral basis are embedded in the whole system architecture of Warrington Together.

4.4

The Board are asked to ratify these revised arrangements.
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5.

Demand and Capacity Mapping

5.1

Venn consulting have been commissioned to undertake a whole system demand and capacity mapping for Warrington. Meetings are being held to
ensure that other metrics used across the system form part of a single quantitative suite of indicators. In addition, similar work is being undertaken to
build up a suite of qualitative indicators and this work will help to inform the development of the evaluation framework within Edge Hill University. It
is proposed that at a future meeting the Board are appraised of the progress in this area.

6.

Engagement of partners across the programme

6.1

The Board should note that there is still a degree of inconsistent and irregular engagement in the programme. This still has an effect on meeting
agreed targets in the workplan.

7.

Recommendations

7.1

As listed above, the Board is asked to:
(a)

The Board is asked to agree that the executive team can engage with staff and GPs in the existing central neighbourhood to ensure early
participation and implementation.

Warrington Together
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(b)

The Board are asked to ratify the revised arrangements to the Senior Change Team and Service Redesign Group (Appendix 2).

(c)

It is proposed that at a future meeting the Board are appraised of the progress of Venn Consulting in Demand and Capacity mapping.

(d)

Board members are asked to note the areas of risk shown in the Gant chart.
Simon Kenton
Programme Director
Warrington Together
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Appendix A – Warrington Together Workplan Structure
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Agenda Item 9

Warrington
Health & Wellbeing Board
Date 31 May 2018
1.30 pm, Council Chamber, Town Hall, Warrington

Report Title

Health and Wellbeing Strategy Performance Overview

Agenda Section

☐
☐
☒

Type of Decision
Required

☐
☐
☐
☐
☐
☒

Report Purpose

A. Standard Items and Governance Matters
B. Promoting Integration
C. Development and Delivery of Health and Wellbeing
Strategy
D. Oversight of Important Strategies and Reports
E. Information and Context
F. Concluding Business
Formal Decision as to a Statutory Function
Non-Statutory Advice, Guidance or Recommendation
to Other Body
Note or Endorse a Report or Action by Others

To provide the full year summary report 2017-18 of the
performance position for the Health and Wellbeing
Strategy.
Final report for 2015-18 strategy

Report of

Simon Kenton – Assistant Director Integrated
Commissioning

Confidential or
Exempt

This report is not considered to contain information which
is confidential or exempt.

Recommendations

That Health and Wellbeing Board members review the
latest performance position.
That the Health and Wellbeing Board Members consider
any action or further information required based on
reviewing the current performance position.
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1.

Report purpose and introduction

1.1

The dashboard report attached at appendix 1 provide the board with a
summary of the indicators and commentary received at year end for
each of the areas covered by the health and wellbeing strategy
(starting well, living well, ageing well and strong resilient communities).

1.2

Although the attached document is the standard performance review
received by the board on a 6 monthly basis, it should be noted that it is
also the final performance report for the Health and Wellbeing Strategy
2015-18.

1.3

Learning from the 2015-18 strategy suggests that the approach to
reporting health and wellbeing strategy performance to the board may
need to be revised in order to ensure the reports add maximum value
and support meaningful debate at the board around agreed priorities,
key projects and issues.

1.4

Proposals for monitoring the new strategy will be considered as the
2018-21 strategy is being developed and presented to the board
alongside the draft strategy at a future meeting.

2.

Content

2.1

The report provide a RAG rating, trend position and supporting
commentary against each of the four themes of the Health and
Wellbeing Strategy:
•
Living Well
•
Starting Well
•
Ageing Well
•
A strong and resilient Warrington

2.2

This report is the mid-year report and uses data provided from across
partners up to Q4. In some cases data is only available up to Q3 dues
to certain NHS indicators being reported a quarter in arrears. In other
cases (such as education targets) new data is not expected until
summer. However, where possible the report includes the latest trend
position using the latest available information.
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2.3

It should also be noted that the Starting Well indicators have been
reviewed and updated, to better reflect current priorities whilst still
supporting the priority themes of the strategy, which is why there are
some “new measures.”

2.4

Overall, the picture is mixed with improvements being evident in areas
such as: overall mortality rates, smoking rates, BCF non elective
admissions 65+, dementia diagnosis rates, admission to CAMHS,
young personas admitted to hospital with alcohol related conditions,
primary school attainment, number out of work benefits claimants and a
number of positive economic development indicators.

2.5

Areas which remain a concern include: delayed transfers of care,
overall admissions for alcohol related conditions, excess weight, % gap
in overall mortality rate between the most deprived 20% and the rest of
the borough, prevention of homelessness and violence with injury.

2.6

The board has already received report on a number of the issues
mentioned above and the performance figures from the current strategy
will be used to help shape ongoing priorities in the new one, alongside
updated JSNA chapters and other intelligence and data.

3.

Recommendations

3.1 Board members are asked to review the latest performance position.
3.2 Health and Wellbeing Board Members consider any action or further
information required based on reviewing the current performance
position.
4.

Background Papers
Health and Wellbeing Strategy 2015-18
Health and Wellbeing Strategy performance tables.

Contacts for Background Papers:
Name
Jo Taylor

E-mail
Jo.Taylor@warrington.gov.uk

93

Telephone
01925 443513
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Living Well
Measure

All age all cause mortality rates (rate)

% gap in the all age all cause mortality
rate between the 20% most deprived
areas and the remaining areas of
Warrington

Excess weight – Excess weight in adults

Commentary
The long term trend in the rate of mortality from all causes has shown a decrease nationally, regionally and locally. The rate of reduction has been relatively similar when comparing Warrington to regional and national rates; between 2001-03
and 2012-14 the mortality rate reduced by 18% in Warrington, this was slightly lower than the reduction seen for the North West and England (20% and 21% reduction respectively). Mortality rates for this indicator were calculated by NHS
Digital on an annual basis (national, regional and local authority mortality rates), however this has now ceased. Local calculations have been conducted for 2014-16 and these show a reduction in the mortality rate (1,069 per 100,000 population
during 2014-16 compared to 1,104 per 100,000 population during 2013-15).
This indicator measures the percentage gap between the all age all cause mortality rates in the 20% most deprived areas and 80% remaining areas; a higher percentage indicates a bigger gap between the two rates (wider health inequalities).
This presents the percentage gap for the Index of Multiple Deprivation (IMD) 2010 and IMD 2015. Both releases of the IMD have been included within this indicator to be able to provide a full picture of progress made to date and challenges for
the future. IMD 2010: Data from 2014-16 has shown a widening of the gap, at present the rate of mortality is 49.2% higher in the 20% most deprived areas (when compared to the 80% other areas). Previous to this the gap between the 20%
most deprived areas and the 80% other areas had maintained. The gap has widened due to the mortality rate in the 80% other areas reducing at a faster pace than in the 20% most deprived areas. The widening of the gap is unfortunate;
however this shouldn’t distract from the fact that there was a reduction in the mortality rate in the 20% most deprived areas when compared to the previous year. IMD 2015: this has been presented to show the extent of future challenges for
Warrington, a greater number of Warrington LSOAs now fall within the 20% most deprived areas nationally, therefore current resources/activity will have to be spread a little further to supply extra support for those living in the most deprived
areas. During 2014-16 the mortality rate was 59.9% higher in the 20% most deprived areas of Warrington when compared to the remaining 80% other areas; the gap between the 20% most deprived and 80% other areas has increased steadily
over the previous five time periods.
Based on data collected by the Active Lives Survey (824 responses for Warrington between November 2016 and November 2017), Warrington had a significantly higher proportion of the adult population with excess weight (65.7%) when
compared to England (61.3%). However, the percentage of the population with excess weight has increased slightly from the previous time period (64.6% during 2015/16).

Q4 Rag

Reporting Frequency

Trend?

Trend Only

Annual

Improving/getting
better

Trend Only

Annual

Declining/getting
worse

Trend Only

Annual

Declining/getting
worse

Trend Only

Annual

Improving/getting
better

Amber

Annual

Improving/getting
better

Trend Only

Annual

Declining/getting
worse

The smoking prevalence of the adult population is sourced from the Annual Population Survey (during 2016 the number of responses for Warrington was 1,013). The estimated smoking prevalence in Warrington has reduced with percentages
ranging from 18.4% in 2012 down to 12.6% in 2016. Smoking prevalence in Warrington is significantly lower than the North West (16.8% during 2016) and England (15.5% during 2016). However, the rates of smoking in the more deprived areas
of the town remain substantially higher than those in more affluent areas (28% in Latchford East compared to 6% in Stockton Heath). As smoking remains the biggest indicator of health inequalities this is an ongoing area of concern.
Activities/actions over the previous year
Following the recruitment of a new Stop Smoking Midwife, a new model of delivery, supported by the LiveWire team, has been established which has proved to be successful in both reducing the overall rate of Smoking at Time of Delivery
(SATOD) but also at narrowing the gap between those living in the most deprived areas. For the year 2015/16 SATOD overall rates were 9.1% (20% most deprived 19.4%, other areas: 5.9%). For the year 2016/17 overall rates were 7.3% (20%
most deprived 15.5%, other areas: 4.3%).
Smoking – Smoking prevalence in adults The Stop Smoking Team has also developed good partnership working with environments that traditionally have an entrenched smoking culture. This has included work with 5 Boroughs Trust to help Hollins Park, a mental health facility,
challenge the smoking culture for both staff and patients.
Risley and Thorn Cross prisons are required by the Ministry of Justice and Public Health England to become smoke free by October this year. This has meant there has been a concerted partnership effort by internal prison staff in partnership
with the LiveWire team to support both prisoners and prison officers to quit smoking ahead of the date when all smoking will be banned on the prison site.
N.B. no update available for Q4 reporting

We are now in the final year of the NHS health checks five year programme (2013/14 to 2017/18) Local authorities have a legal duty to make arrangements to provide the NHS Health Check programme to 100% of the eligible population over a
five year period and to achieve continuous improvement in uptake. This data demonstrates the cumulative progress made by local authorities in NHS Health Checks received by the eligible population. Between 2013/14 and 2016/17, 40.1% of
the eligible population (age 40 to 74 years) received an NHS health check in Warrington. This percentage was significantly higher than England (36.2%).
Currently there are a number of pieces of work being undertaken to maintain this improvement in both access and uptake of the health checks programme. The delivery of the NHS health check has been systematically embedded into the
Warrington Primary Care Contract which is helping to significantly raise the profile and importance of the delivery of individual GP practice targets as well as embedding sustainability and monitoring for outcomes of the programme.
Health Checks – Cumulative percentage
The Public Health Team developed a Quality and Assurance Audit Tool and underwent an audit process to assess the quality of local NHS Health Check delivery against the PHE NHS Health Check Programme Standards 2014/15. This has helped
of eligible population aged 40-74 who
identify strengths and weaknesses in local delivery resulting in a new virtual support group, further training and nominated champions in each GP practice.
received an NHS Health Check
N.B. No update available for Q4 reporting

Early detection of cancer – Cancer
diagnosed at early stage

This indicator includes new cases of cancer diagnosed at stage 1 and 2 as a proportion of all new cases of cancer diagnosed (specific cancer sites, morphologies and behaviour: invasive malignancies of breast, prostate, colorectal, lung, bladder,
kidney, ovary, uterus, non-Hodgkin lymphomas, and invasive melanomas of skin). This indicator is labelled as experimental statistics because of the variation in data quality: the indicator values primarily represent variation in completeness of
staging information. Improving data quality will result in better outcomes on this indicator: if more cases are staged, the proportion of early staged cancers will tend to increase. Improvements in this indicator from 2012 (44%) to 2015 (51%) are
most likely to be the result of improved staging coverage, so inferences about changes over time can only be made if it is clear that staging completeness did not change significantly. However, during 2016 47.7% of cancers in Warrington were
diagnosed at an early stage, a reduction from the previous year (51%) and lower than England (52.6%).
Public Health are working with the CCG led Cancer Action Team and the screening and immunisation team at NHS England and this will continue in 2018/19.

Suicide rate (persons)

Admission episodes for alcohol-related
conditions

The suicide rate in Warrington has consistently been similar (statistically) to the England rate, between 2014 and 2016 (the latest time period available) there were 55 deaths resulting in a rate of 9.9 per 100,000 (the same as England). Previous
to 2014-16, there was an upward trend in the suicide rate in Warrington (between 2010-12 and 2013-15), the rate during 2014-16 was a reduction when compared to the previous year.
Suicide Prevention/Mental Health Promotion: All local authority areas in Cheshire & Merseyside are working towards becoming “Suicide Safer Communities” (https://www.livingworks.net/community/suicide-safer-communities/) and following
the criteria set out in the Canadian model to achieve it. There is a sector led improvement approach to this and each local area was able to benchmark their progress against others at a recent workshop.
Warrington currently has a programme of suicide prevention training that staff and volunteers from not-for-profit organisations supporting Warrington residents can book onto free of charge. (www.warrington.gov.uk/phtraining). This has now
been shared as best practice and rolled out across Cheshire & Merseyside.
Warrington conducted a Men’s Mental Health Survey in 2016/17 with a really positive response (586). These have been analysed and a report has been written, and a programme of work developed.
Sub group has been established to look at range of social prescribing courses available across partners and a clearer pathway between providers is being piloted to make the best use of the resource available. Warrington Wellbeing is the central
referral point.
Warrington alongside other local authorities support World Suicide Prevention Day and World Mental Health Day every year to raise awareness of the issue with local residents. In addition Warrington have a range of interventions and
programmes all year round to promote awareness and understanding around mental health. This includes a mental health awareness website for Warrington - www.happyoksad.org.uk. The website includes details of services that can offer
information, advice, support or treatment. It also has information about what to do if someone can’t cope and needs help right now.
Warrington also support and promote the Make Time campaign (http://www.make-time.org/). Make Time, Cheshire and Merseyside's mental wellbeing campaign, aims to introduce people to easy, everyday things they can do to boost their
mood and feel good about themselves. Make Time is based on the Five Ways to Wellbeing (http://www.neweconomics.org/projects/entry/five-ways-to-well-being), simple actions that can help people to feel good about themselves. Research
has shown that people who regularly include the Five Ways to Wellbeing in their daily lives are more likely to feel positive.
Support to critical incident team, safeguarding and high schools in Warrington is also important and is being developed. On-going work to look at emotional health and wellbeing needs of children & young people, prevention of further deaths,
response plans needed, impact of media/social media e.g. blue whale and 13 reasons why
Suicide Postvention: A suicide liaison service, Amparo (http://listeningearmerseyside.org.uk/amparo/), is in place in Warrington to provide support to family and friends who are affected by suicide. This has involved working with the coroners
and police in Cheshire & Merseyside to ensure the referral process works effectively. This service is currently out to re-tender. The annual report is available.
Real-time surveillance, which, together with Amparo, will enable quick identification of suicide clusters and the activation of local authority community response plans was launched in Sept 17.
Intelligence: Suicide Audit is conducted bi-annually and an audit report is produced annually. Findings are used to inform local work. Real time surveillance signed off by the coroners in Cheshire & Merseyside so we can monitor and respond to
suspected suicides in real time.

Between 2008/09 and 2011/12 there was a steady increase in the rate of hospital admissions relating to alcohol. A substantial reduction in the rate of admissions was then seen during 2012/13 and 2013/14, with the rate during 2014/15
remaining similar to the previous year. However, data from 2015/16 and latest data from 2016/17 has shown a large increase in the rate of admissions (778 per 100,000; equivalent to 1,586 admissions relating to alcohol during 2016/17). The
rate of admissions in Warrington is significantly higher than the North West (719 per 100,000 during 2016/17) and England (636 per 100,000).
Further work is required to understand patterns of admittance and reasoning why – are some admissions for assessment only. One of the issues highlighted by partners in the recent Alcohol Clear review was messages and real behavioural
change across alcohol information and campaigns. It is understood that against Cheshire and Mersey area, only CWAC and Cheshire East have lower levels than Warrington. Warrington has better rates than the other authorities.

Trend Only

Annual

Improving/getting
better

Red

Annual

Declining/getting
worse

Amber

Quarterly

Improving/getting
better

Non elective admission occurs when the admission to hospital is unpredictable and at short notice because of clinical need. These are often known as emergency admissions. Patients can arrive as emergency admissions via routes other than
A&E including GP referrals. The most recent available data is for Quarter 3 17/18 with an outturn of 6583 non elective admissions which is only slightly higher than the target of 6556. It is lower than Q3 in 2016/17 (7310) and the overall trend is
showing a gradual decline since Q1 2016/17.
BCF Total non-elective admissions into
hospital (general and acute) all age

Ageing Well
Measure

ASCOF1I Proportion of people who use
services, who reported that they had as
much social contact as they would like

Injuries due to falls in people aged 65 and
over

BCF Diagnosis Rate for Dementia

BCF ASCOF 2aii 65+ Permanent Admissions
to Res & Nurs Care Homes per 100,000
Population

Comments
The field work for the 2017/18 ASC Survey has been completed and the data is no being collated and validated. Provisional outturns should
be available shortly. The 2016/17 outturn was 46% for this measure, which was an increase on the previous years performance of 41%. This
was also higher than 2014/15 outturn of 44.8% but just under the North West Average of 47%.

The rate of emergency admissions to hospital due to falls in persons aged 65 years and above is 3,250 per 100,000 population (2016/17),
equivalent to 1,141 admissions; the rate for Warrington is significantly higher than both the North West (2,373) and England (2,114).
Previous to 2016/17, the general trend in the rate of admission was a reduction; however the admission rate for 2016/17 was an increase
when compared to the previous year.
Falls/admissions to hospital resulting from injury due to falls has been flagged as a key issue requiring action and renewed commitment
from various partners. This will continue in 2018/19.
This measure compares the number of people diagnosed with dementia with the estimated prevalence of the condition in the general
population. The aim is to improve the numbers of people receiving diagnosis at an earlier stage so that they can access the advice, care and
support that they need. Since April 2017, Warrington has consistently been above the BCF target of 66.7%, as well as the National
Estimated Dementia Diagnosis rate of 68%. For January 2018 alone the dementia diagnosis rate for Warrington CCG was 71.5%.

There have been 251 admissions to permanent residential care for those aged 65 and over, between April 2017 and March 2018. At 666.6
per 100,000 population, this is lower than the March BCF target rate of 694.9. Pressures within the Dom care market can result in more
people being admitted on temporary respite, there is always a danger that these may become permanent if the situation continues longer
term. Following the introduction of Mosaic and a change in some administration procedures there was a backlog of packages that needed
loading onto Mosaic however a recent update suggests that this has now been addressed and all Framework packages are being loaded
more routinely. Although year end performance is reporting ‘on target’ performance it is likely that once all data has been loaded this will
change.

Latest quarterly data is Quarter 3 October - December 2017/18. There were 2586 total delayed days which is over the target of 1010 days.
The quarter 3 outturn is the highest recorded for Warrington and over double the Q3 16/17 outturn of 1201. There are a variety of causes
for delayed transfers of care. 48% of delays were attributable to the NHS, Social Care attributable was 45.4% and Both were 6.6%. Over 46%
of the delayed days were due to a combination of the time it takes for a home to come and assess a person requiring a care home and days
lost due to delays in sourcing a package of care. Although the full Quarter 4 data set hasn't been published yet, available data is illustrating
improvements, with February reporting a total of 537 delayed days, which is the lowest reported since July 2017. Progress has also been
BCF Delayed Transfers of Care (delayed days) seen in the availabilty of domicilary care folowing hospital discharge and more recently all the hours of care required for these clients have
been met. Our performance in this area nationally has also improved with Warrington now being ranked 97th out of 151 (ranked earlier in
the year at 136th). There are several Improved Better Care Fund schemes which are supporting the work to reduce Delayed Transfers of
Care which are in various stages of implementation however the main challenge facing this work has been the recruitment of care staff.

BCF ASCOF 2b % of older people who were
independent 91 days after discharge
following re-ablement

The Quarter 4 outturn (those that were independent during January - March) is 86% which is better than the agreed target of 83.5%. Of the
150 clients discharged from hospital that received a service, 129 were successfully re-abled. Of the remaining 21 clients, 14 clients died, 5
were readmitted to hospital and 2 went into residential or nursing care. Following the introduction of Mosaic and a change in some
administration procedures there was a backlog of packages that needed loading onto the system which was effecting this measure however
a recent update suggests that this has now been addressed and all Framework packages are being loaded more routinely.
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ASCOF 1D Carer Reported Quality of Life

The 2016/17 Carers Survey provided an outturn of 8.2 for this measure. This is a measure of respondents who have no unmet needs or
some unmet needs in the areas of occupation, control, personal care, safety, social participation, encouragement and support. The
maximum score for this outcome is 12. Although performance in this measure has slightly declined since the prevous survey (2014/15
outturn was 8.3) Warrington is still one of the best performing LA's in the region for this measure (North West Average is 7.7)

BCF Overall Satisfaction of people who use
services with their care and support

The field work for the 2017/18 ASC Survey has been completed and the data is no being collated and validated. Provisional outturns should
be available shortly. The 2016/17 ASC Survey provided an outturn of 61% against a target of 70%. This had been Warrington's lowest
outturn over recent years where the average has been 65.7%. The North West average was is 64.7%.

BCF Non Elective Admissions 65+

Latest quarterly data available is Quarter 3 whith an outturn of 276 per 1000 pop 65+. Performance has been steadiliy increasing during
2017/18 however, regionally we still perform well where we are ranked 8th in the North West.

Green

Annual

Declining/getting
worse

Trend Only

Qtly

Declining/getting
worse

Green

Qtly
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Strong & Resilient
Measure

ECONOMIC DASHBOARD: Business survivial
rates at year 5 from start up date

ECONOMIC DASHBOARD: Number of active
eneterprises

ECONOMIC DASHBOARD: Business birth/
death number

Commentary
Business Survival rates decline each year, in line with national trends. Further data
over the next 5 years will ascertain if the trend continues. Compared to the North
West and England average, based on data started in 2007 that has 5 years of business
survival rates, Warrington has consistently performed above/better than these
averages.
The number of active enterprise in Warrington has improved since 2004. The graph
shows that the number has increased year on year since 2004-2016 and is now 8865,
the highest it has been since the recording of this data set.

The number of Enterprise Births in Warrington has improved since 2004 and the
number of Enterprise Deaths in Warrington has also increased over the longer term.
The graph shows the periods 2006-2016. There have been periods of decline in both
categories, but these have been recovering since 2010. The most recent data shows
1140 Business births (the second highest/best), and 1035 business deaths in 2016 (The
highest/worst number shown in the chart)

Q4 Rag
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Trend?
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Annual

Maintaining/ staying the
same

Not Due

Annual

Improving/getting better

Not Due

Annual
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Trend Only

Annual
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This trend is: The proportion economically active has on the whole increased since
2004/05, although it has seen occasional sharp periods of decline (2007/8, 2009/10)
It has fluctuated more than the England and North West regional average. It has also
remained consistently higher than these two comparators, indicating there is a larger
proportion of the Warrington population who are economically active. The annual
ECONOMIC DASHBOARD: Economically active
periods shown are reported April to March, the latest period shown is Jul16-Jun17.
population as a proportion
The economically active rate have increased using the most recent information, as
have the England and North West averages
Latest Source, Oct17 (rolling annual data, published quarterly, one quarter arrears)

Current Q2 performance has not been collected due to changes in the Council Strategy
reporting. This will be confirmed at Q4. The latest recorded performance (Q4) was
higher/better than the previous period and higher/better than the previous years’
quarter 4 data. The measure is usually reported cumulatively throughout the year. For
the full year (2015/16), the final annual outturn was 143, below the target of 172. The
NI155 Number of affordable homes delivered information shown in the graph above demonstrates a long trend line showing
(gross)
performance has being worsening.

Not Due

Qtly

Declining/getting worse

Not Due

Annual

Improving/getting better

Trend Only

Annual

Improving/getting better

Please Select

Qtly

Improving/getting better

016/2017 Q4 (Annual/Overall figure)
The year-end net cumulative figure for 2016/17 is 468 net completions taking into
account a loss of 53 units. (521 gross completions).

Number of net additional homes provided

This measure is now monitored annually, at the end of the year. Historic performance
shows year on year improvement and continually higher/better than target. For
2016/17, the full year target of 500 has not been exceeded with 468 delivered in the
year. This measure is reported at Directorate and SMT level each quarter.

The field work for the 2017/18 ASC Survey has been completed and the data is no
being collated and validated. Provisional outturns should be available shortly.The
ASCOF 4A - The proportion of people who use 2016/17 ASC Survey provided an outturn of 74% for this measure, which continues a
the 3 year annual increase. Last years performance was 73% and 2014/15 outturn was
services who feel safe
70.1%. The North West average for this measure was 72%.

Local bus passenger journeys originating in the
authority area

Crime measures - violence with injury

Prevention and Relief of Homeslessness

No of Apprentice Starts

The Q4 outturn (April 17 - March 18) is 496 against a target of 720. Difficulties
continue in in accessing private sector housing due to rents above the LHA rate from
Private landlords, direct payments of housing benefits ending to landlords and private
landlords not accepting the payment delay of Universal Credits. The Council’s Private
Rented Sector Bond Scheme delivered by Housing Plus has seen a sharp decline in
private landlords accepting this service, which has been a key tool in preventing
homelessness. The reduction in use of the Bond Scheme has also resulted in a
reduction of homelessness prevention activity.

NO LONGER COLLECTED

Please Select

Qtly

Declining/getting worse

Red

Qtly

Declining/getting worse

Not Due

Please select

NO LONGER COLLECTED
Proportion of population (16-64) claiming KEY
out of work benefits 1999-2014

Please Select

Qtly

Improving/getting better

Please Select

Qtly

Improving/getting better

NO LONGER COLLECTED
Proportion of population (16-64) claiming out
of work benefits 1999-2014
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Starting Well
Measures

Commentary

Rag Rating

Reporting
Frequency

1

% of CYP with a diagnosable MH condition who
receive NHS funded treatment from a community
mental health service (cumulative as at the end of
the quarter)

New national indicator, commissioning of THRIVE model will support this indicator. As at April 2018 - there are significant data quality issues with this data at the moment.
Latest data shows 7.9% but it must be treated with caution. NWBH are working on data quality improvement including - flowing data from all partners e.g. St
Joseph's/Kooth, data completeness by clinicians, including indirect contacts. This is not unique to Warrington as it is a new indicator and it is likely that NHSE will give a
final option for local areas to refresh their data for 17/18. However this still will not give a true position.

Trend Only

Quarterly (in
arrears)

New measure

2

No. of hospital admissions for deliberate self-harm
(5-18). Data reported a quarter in arrears.
Reported quarterly.

Source: SUS April 18 - following indications of an improving trend, there was a spike in Q3 (49). This may be normal variation and further monitoring is required to track
this. However, there were notable issues in the CAMHS team during Q3 which may have impacted on the system containing and managing risk. NWBH put in an action
plan to address the local team issues from the beginning of Q4 which has helped to stabilise and address any backlog. Q4 will be key to the positon for the year and how it
compares to previous years.

Trend Only

Quarterly (in
arrears)

Declining/getting
worse

3

Number of admissions to CAMHS specialist
children’s inpatient services (tier 4) wards in the
quarter

Positive trend of improvement supported by having a mental health practitioner at A&E in the evenings and general improvements in access and waiting times to a
number of services April 18 - on track for a significant reduction for the year. (Q3 is four in total). The new eating disorder service has contributed to this along with
THRIVE and other local developments

Trend Only

Quarterly (in
arrears)

Improving/getting
better

4

Total number of occupied bed days in specialist
children’s inpatient services (tier 4) wards in the
previous 12 months

Source: NECS Direct Commissioning Team (Cheshire & Merseyside STP), this is a rolling figure on the previous 12 months. Work to support this is at the early stages and
needs to be defined further. April 18 - a positive trend of improvement suggesting a reduction in YP spending extended periods of time in tier 4 beds which in many cases
we know is avoidable and not in their interest.

Trend Only

Quarterly (in
arrears)

Improving/getting
better

5

Total number of CYP that are currently receiving
section 117 aftercare- cases with open legal status
on Mosaic at the end of the quarter.

Outcome

5a

CYP become eligible for section 117 aftercare following admission to specialist children’s inpatient services on a section 3. Mosaic figures are to be reviewed in quarter 4
and the data for the S117 need to be verified. Currently we have no patients in the community on S117 aftercare receiving a package of support, but 4 who are eligible
No of CYP that have become eligible for section 117 and there are 3 current inpatients detained under the MHA on a Section 3. Mosaic figures to be reviewed in 2018-19.
aftercare during the quarter and are open at the
end of the quarter - new cases

7

CHI 79 % children in Reception who are overweight
or obese

Stable since 2014/15 but below the England average for both reception and Year 6 children. The Health Visiting Service routinely reviews the weights of all children as part
of the mandated 2-2 ½ year developmental review. All staff completing a 2-2 ½ year ASQ have received training and are now assessing all children’s BMI. Those children
identified as requiring further intervention are then supported and followed up. This early identification work and education will hopefully help to reduce the numbers of
children in reception who are overweight or obese. The Health Visiting Service routinely reviews the weights of all children as part of the mandated 2-2 ½ year
developmental review. All staff completing a 2-2 ½ year ASQ have received training and are now assessing all children’s BMI. Those children identified as requiring further
intervention are then supported and followed up. This early identification work and education will hopefully help to reduce the numbers of children in reception who are
overweight or obese.
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CHI 80 % children in Year 6 who are overweight or
obese

Improving since 2014/15 for those in Year 6 and below the England average. All children presenting as overweight / very overweight identified by the National Child
Measurement Programme are offered one to one support or the option of attending a healthy lifestyle programme delivered by the Public Health Integrated 0-19 service.
If they prefer a one to one option this will include involvement with the whole family and a 12 week healthy lifestyle programme will be implemented and evaluated. This
support can also be requested by parents who have concerns about their child’s weight. The 0-19 service will also accept referrals from other professionals working with
children e.g. dieticians and schools.

Trend?

Quarterly

New measure

Quarterly

New measure

Trend Only

Trend Only

Annually (1 years in
Maintaining/ staying
arrears - latest
the same
2016/17)

Trend Only

Annually (1 years in
Improving/getting
arrears - latest
better
2016/17)

Prevalence of breast-feeding at 6-8 weeks from
birth in our 20% most deprived areas

WBC Children Centres have been working towards the UNICEF accreditation Level 2&3 – Following their achievement of UNICEF Breast Feeding Level 1 Award. Level 1
looks at policies and environment on Breast Feeding. Level two looks at staff knowledge; all WBC Children Centre Support Workers have attended the 2 day training and
new staff will continue to attend this training. Training and audits of mothers and staff will continue. Level three looks at Mums knowledge. Bridgewater Community
Healthcare NHS Foundation Trust has been reaccredited with UNICEF Breast Feeding Level 3 and held their celebration event in September at Gt Sankey Children Centre.
Breastfeeding groups are available across Warrington to support mothers to initiate and continue to breastfeed. As in previous years, there are more mothers attending
from the more affluent wards. The Children Centre Support Worker’s, HV team and volunteers continue to deliver the Bosom Buddies.
Quintile 1 and 2 breastfeeding mothers are provided with extra support through the commissioned 0-19 service to support continuation. Health visitors discuss feeding
choice at the antenatal mandated visits and support mothers at the new birth visit and 6-8 weeks visit.
The infant feeding MECC training module is still being delivered to a range of front line staff to ensure staff are confident to provide support for mothers to breastfeed.
Quarter 4 updates:
A decision had been made by the Children's centres to delay the BFI application (Level 2 & 3) due to limited capacity and time pressure for submission. This will be
reviewed in April 2018; whether Children's centres will go ahead with assessment in 2018/19.
Breastfeeding groups still run across Warrington to support mothers to continue to breastfeed.
The named Health Visitor makes every effort to speak to the mother as soon as the team is made aware of the birth of her baby. This early contact is the ideal opportunity
to speak to the mother regarding her chosen method of feeding. If she is breastfeeding an earlier birth visit is offered and completed. This early contact with the Health
Visiting service can have a huge impact on the mother continuing to breastfeed her baby. During the birth visit the Health Visitor and the mother jointly decide what
support she needs to help her maintain breastfeeding.

Trend Only
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% of children aged 5-18 meeting the CMO's
recommended guidelines for moderate to vigorous
physical activity (at least 60 mins per day)

The 2016 figures from the Sport England 'Active People Survey'. The survey measured participation from October 2015 to September 2016 and showed that for junior
sports participation with 42.9% of 14-16 year olds taking part in at least 30 minutes of moderate, intensity sport each week.

Trend Only
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% women smoking at delivery particularly from
most deprived 20%

Data quality issues with 16/17 data and Q1 2017/18.
Following the recruitment of a new Stop Smoking Midwife, a new model of delivery, supported by the LiveWire team, has been established which has proved to be
successful in both reducing the overall rate of Smoking at Time of Delivery (SATOD) but also at narrowing the gap between those living in the most deprived areas. For the
year 2015/16 SATOD overall rates were 9.1% (20% most deprived 19.4%, other areas: 5.9%). For the year 2016/17 overall rates were 7.3% (20% most deprived 15.5%,
other areas: 4.3%).

Trend Only

Quarterly

Improving/getting
better

13

Unplanned hospitalisation for asthma, diabetes and
Slight increase the rate in 2015/16 from 247.5 to 260.6 but an overall improvement since 2013/14 when it was 322.8. In Quarter 2 it increased to 276.6. Quarter 3 will not
epilepsy in under 19s
be available until 21 June 2018.
CCG Outcomes indicator set Domain 2 (2.7)

Trend Only

Quarterly (in
arrears)

Declining/getting
worse

14

Primary outcomes - % children achieving a Good
Level of Development (Foundation Stage)

Green

Annually (latest
2016/17)

Improving/getting
better

Green

Annually (latest
2016/17)

New measure

9

15

16

At Foundation Stage (EYFS), 71.1% of children achieved a Good Level of Development which is above the North West average of 68% and slightly above the England
average of 71%. The percentage of pupils achieving reading, writing and maths (RWM) combined at the end of KS2 has been historically strong in Warrington and well
Primary outcomes - % children achieving the
above average national figures. In 2016 61% of all KS2 pupils achieved RWM combined compared to a national figure of 53%. In 2017 Warrington pupils achieved 69% for
expected standard in Reading, Writing and Maths at combined as compared to the national average figure of 62%. Reflecting the improvements for all pupils’ outcomes for disadvantaged pupils has also improved during the
Key Stage 2 - (age 10 and 11)
last two years.
However this has not been at the same accelerated rate as their non-disadvantaged peers. In 2016 45% of disadvantaged pupils achieved RWM combined, a gap of 20.8
Primary outcomes - % gap between disadvantaged percentage points compared to all other pupils. In 2017 49% of disadvantaged pupils achieved RWM combined. This was an improvement of 4 percentage points over the
previous year however, the gap between disadvantaged and all other pupils is now 25.9 percentage points and remains wider than the LA’s target of 22 percentage
pupils and National other pupils in RWM at Key
points. A change of focus on pupil progress measures however, is likely to be a more appropriate way of measuring outcomes for disadvantaged children.
Stage 2 - (age 10 and 11)

17

Secondary outcomes - Attainment 8

18

Secondary outcomes - Progress 8

19

Secondary outcomes - Attainment 8 Gap between
disadvantage pupils and all other pupils at KS4

At secondary, the average attainment 8 score per pupil is above the national average and Warrington sits 6th highest of 28 local authorities. Warrington schools have
some of the highest performance in English and Maths. It is the case that whilst Warrington schools as a group perform better than those in most other authorities in the
region and also better than statistical neighbours, the gap in attainment between disadvantaged and the rest has continued to widen. However, it is suggested that the
focus is placed around measures of pupil progress. These also reflect the quality of teaching and the effectiveness of teaching practice to enable any child/young person to
make a good level of progress and achieve good outcomes.58% of Warrington secondary schools are currently judged by Ofsted to be good or outstanding. This improved
from 50% in the previous year when Beamont Collegiate Academy was inspected in June 2017 and secured a good outcome.

Quarterly

Improving/getting
better

Annually (1 years in
arrears - latest New measure
2015/16)
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CHI 100: Under 18 conception rate

A range of work in the sexual health strategy, Long Acting Reversible Contraception (LARC) access work, under 18 contraception targets and targeting of key groups,
expansion of sexual health service into wider young people’s venues, links to Family Nurse Partnership (FNP) and British Pregnancy Advisory Service (BPAS) around 2nd
pregnancy, improved outreach screening support and access to Connect for condoms, with fast text pass for young people in clinic who want coils etc. Plus a £50,000
renovation and re-launch of the Young Persons Sexual Health offer at the Gateway, to make it far more innovative, accessible and make key links with youth service
workers around educational side/SRE alongside the clinical pathway.

Green

Quarterly (5
Improving/getting
quarters in arrears) better

Regular smokers prevalence, and occasional smokers prevalence at age 15 is collected through the WAY survey (national survey) and reported on PHOF, latest data is from
2015:

Smoking Rates

Smoking prevalence at 15 years – current smokers 9% similar to national average
Smoking prevalence at 15 years – regular smokers 5.5% similar to national average
Smoking prevalence at 15 years – occasional smokers 3.6% similar to national average

Trend Only

Annually (every
three years)

Not Applicable;

22a

a) Drugs: Numbers in treatment

The data from WAY survey gives a good indicator of the success our wider Tobacco Control programme, including, Smoke free Schools, underage sales , tobacco licencing
and control of illicit tobacco supply to young people. Warrington Youth Service Youth Workers have completed Stop Smoking training with Livewire. Pathways and
referrals routes have been revisited and designated support is in place to assist youth workers to gain the most appropriate support for the young people they are working
with.
Current SLA with Youth Service for the delivery of a Level 3 Young Person's Drug and Alcohol Service expires on 31st March 2019. Focus for next 12 months is to ensure all
staff receive training in key areas and the ongoing promotion of the service, ensuring referral pathways are effective.

Trend Only

Quarterly (1
quarter behind)

Improving/getting
better

22b

b) Drugs: % (and number) of planned exits

Trend Only

Quarterly (1
quarter behind)

Improving/getting
better

21

23

Alcohol: Persons under 18 admitted to hospital for
alcohol specific conditions

Under 18s admittance to hospital for alcohol specific conditions (i.e. those conditions where alcohol is causally implicated in all cases of the condition; for example, alcoholinduced behavioural disorders and alcohol-related liver cirrhosis), continues to fall in line with the national trend. Youth Service continue to deliver the Risky Behaviours
programme in schools to all Year 7 and Year 10 students. Roll out this academic year (from Sept 2017) has been good, with all Warrington High Schools having scheduled
workshops and mobile bus delivery sessions.

Trend Only

24

Early help assessments rate per 10,000 (number
completed by organisations)

Since April, 815 Early Help Assessments have been completed. Year end performance is thus a rate of 181 per 10,000 aged 0-17 (cumulative). This exceeds the end of year
target of 178 per 10,000 and represents an increase of 480 assessments in comparison to the number of CAFs / Family CAFs recorded in 2016-17. The increase in
performance is the result of a combination of factors including; a change in assessment practice which means all family member needs are considered and included in one
plan, a newly devised training programme (to use the assessment) which has been well attended by both internal and external colleagues and various promotions and
meetings attended to showcase the value of whole family working which is now well embedded into everyday practice.

Green

Quarterly

Improving/getting
better

25

Brighter Futures Team engagement with young
people and adults into work and learning
programmes

Brighter Futures has worked with 67 young people over the year. Seventeen young people between January and March were supported by an employability programme
with BF team. Most of this cohort are still on programme, but 2 have progressed who started in January.

Green

Quarterly

Improving/getting
better

26

Complex families attachment figures (no. identified)

Green

Quarterly

Improving/getting
better

970 families are now attached to the programme which exceeds our 937 target. This is an improvement on last quarter's performance as the screening process has now
been improved. The programme monitoring now includes families open to Children's Social Care and those families open to an Early Help Assessment (previously known
as CAF) where they meet appropriate programme criteria .

Annually (1 years in
Improving/getting
arrears - latest
better
2016/17)
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Agenda Item 10

Warrington
Health & Wellbeing Board
31 May 2018
Report Title
Agenda Section

Warrington Integrated Pandemic Influenza
Health, Social Care and Education Plan
☒ A. Standard Items and Governance Matters
☒
☒

Type of Decision Required

Report Purpose

☒

B. Promoting Integration
C. Development and Delivery of Health and Wellbeing
Strategy
D. Oversight of Important Strategies and Reports

☒

Formal Decision as to a Statutory Function

□

Non-Statutory Advice, Guidance or Recommendation to
Other Body

□

Note or Endorse a Report or Action by Others

To share with Health and Wellbeing Board the final draft of the
Warrington Integrated Plan outlining arrangements for
coordination of services and communication in the event of a
pandemic influenza outbreak. Warrington is the first local
authority in C&M to develop this plan.
These local arrangements reflect best practice guidance and
arrangements in the NHS and social care. In addition, schools in
Warrington have taken on board the key messages and put in
place arrangements for business continuity recognising that
schools response will have an effect on parents/carers and hence
staffing of essential services.

Report author

Confidential or Exempt
Recommendations

Dr Muna Abdel Aziz, Director of Public Health
Dr Lois Murray, Specialty Registrar in Public Health
On behalf of partners in the Warrington Health Protection Forum
This report is not considered to contain information which is
confidential or exempt.
That Health and Wellbeing Board approves the integrated plan
for implementation to prepare for flu pandemic and notes that
individual organisations are putting in place their organisational
plans for business continuity which fit in with regional
arrangements. The integrated plan will be tested by the Health
Protection Forum and reported to the Health and Wellbeing
Board in 2018/19.
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Warrington Integrated
Pandemic Influenza
Health, Social Care and Education
Plan

Final Draft Framework
This document is a draft awaiting approval from Warrington Health and Wellbeing Board
in May 2018. The organisations involved are undertaking further arrangements for
business continuity and pandemic influenza planning.
Dr Lois Murray
Public Health Specialty Registrar, ST2
Warrington Borough Council Public Health Team
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1. Background
1.1 Introduction
An Influenza pandemic is one of the most significant public health threats faced by the UK. Due to
its highly unpredictable nature is not possible to accurately predict the frequency and severity of a
pandemic. Pandemic influenza can have both direct impacts on health due to potentially high
mortality and morbidity rates, but it can also have wide-reaching indirect impacts on the local
health and social care economy as existing systems may be placed under extreme strain to
maintain critical services. Potential impact on education is also extremely important given the
vulnerable populations and because any disruption to education services has significant knock-on
effects on health and social care. In order mitigate this risk, a coordinated approach is needed
across the health, social care and education economies and their organisations to meet the health
and social care needs of the Warrington population in the event of a pandemic influenza or similar
emergency.
In the event of a pandemic, NHS and local government commissioning and provider organisations
will maintain existing roles and responsibilities for management of the local health and social care
systems. Additional pandemic related activities will be required and may be coordinated through
establishment of a Warrington Pandemic Health, Social Care and Education Coordination group,
led on behalf of the health economy by the Director of Public Health. As outlined by the good
practice example of Lambeth and Southwark (1) essential elements to this plan include:
‘• Sustainable community based response – with effective arrangements for providing initial
assessment, access to antiviral medicines and vaccines, treatment of complications, home care
and access to hospital care;
• An integrated approach to planning and response that encompasses all of the health, social care
and education services in a local area, and includes practical inter-agency working arrangements
to meet pressures and capacity;
• Clear and comprehensive arrangements for admission, discharge and transfer between
appropriate levels of health and social care, based on established frameworks to assist in
managing local demand;
• Effective monitoring and communications systems,
• Effective management of the increases in demand, including a graded approach allowing local
response to be proportionate to the severity of the pandemic and the continuation of essential
non-flu care;
• Psychosocial support for staff and patients/clients’ (1)
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1.2 Aim of this integrated plan
This Pandemic Influenza Health, Social Care and Education (HSCE) Coordination Plan aims to build
upon existing HSCE arrangements and address specific pandemic influenza issues. This plan
provides operational guidance at the local level which recognises and reflects wider regional and
national guidance. It outlines the roles and responsibilities of Warrington Borough Council,
Warrington Clinical Commissioning Group and the other key organisations in the event of a
pandemic influenza or similar emergency.
This plan does not seek to replace individual organisations’ Business Continuity Plans or
Emergency Response plans. Instead, it aims to fit in with existing processes and provides guidance
on health and social care issues in order to enhance coordination and harmonisation of efforts and
to improve efficiency of actions in the event of a pandemic influenza or similar emergency.

1.3 Associated documents
Pandemic influenza planning requires a holistic approach and this plan should not be viewed in
isolation. The plan draws upon existing systems and processes and so it is being developed using
existing available plans and should be considered in conjunction with the plans listed below.
Guidance informing this update
EXTERNAL
DH UK Influenza Pandemic Preparedness Strategy.

2011

DH Scientific Summary of Pandemic Influenza and its mitigation.

2011

DH. HIP.PIP. Health and Social Care Influenza Pandemic and Response 2012
NHS England Operational Guidance

2013

Preparing for Pandemic Influenza. Guidance for local planners.

2013

PHE Pandemic Influenza Response Plan.

2014

Cheshire Resilience Forum. Pandemic Influenza Plan.

2015

WHO Pandemic Influenza Risk Management.

2017

Cheshire and Merseyside Health and Social Care Pandemic Influenza
Operational Plan

Draft 2017

INTERNAL
WBC Major Emergency Plan

August 2017

WBC Corporate Pandemic Influenza Plan

September 2017

WBC Business Continuity Strategy

2015-2017

CCG Business Continuity Plan and Incident Response Plan

May 2015

Provider organisations emergency and business continuity plans/Flu
Pandemic plans

Various

Warrington System Resilience Group arrangements for winter and seasonal flu

TBC
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1.4 What is pandemic influenza?
Influenza is an acute viral illness that can spread rapidly and easily from person to person. Its
spread is primarily via droplet transmission through sneezing coughing or contaminated surfaces.
Symptoms include sudden onset of fever, headache, myalgia and cough, sore throat and other
respiratory symptoms. Its sequelae can range from a mild to life-limiting illness. There are three
main types of influenza virus: A, B, C. Influenza A is the only type known to cause pandemics.5
A pandemic is defined by the World Health Organisation (WHO) as the global spread of a new
disease.6 An influenza pandemic occurs when a new strain of influenza A virus emerges and
spreads worldwide among humans who have little or no immunity to it.7 New strains of influenza
viruses emerge with unpredictable frequency and their impact can be highly variable. Severity can
range from the devastating impacts of the 1918 pandemic with 20-50 million extra deaths3 to the
relatively mild pandemic seen in 2009.3

1.5 Global and National Alert Approaches
Following lessons learnt after the most recent pandemic in 2009, there has been a change in the
approach of both global and national alerts. The World Health Organisation (WHO) is responsible
for identifying and declaring an influenza pandemic.. WHO has streamlined its approach with 4
global phases which are now focused on disease risk.8 WHO now uses a risk-based approach to
pandemic influenza represented as a continuum of global phases (inter-pandemic, alert, pandemic
and transition)9. These global phases have been clearly uncoupled from risk management
decisions and actions at the country level. In its latest 2017 guidance, WHO encourages
governments to use their own national risk assessments to inform management decisions to
better meet their country-specific situation and needs.8
The new UK approach (DH Strategy 2011) to pandemic influenza is based on a series of phases:
detection, assessment, treatment, escalation and recovery (DATER). The phases are not linear and
it is possible to move back and forth, overlap or jump phases.
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Detection
This phase would commence on either the declaration by WHO or earlier on the basis of
reliable intelligence or if an influenza-related “Public Health Emergency of International
Concern” is declared by the WHO. The focus is on enhanced surveillance and intelligence
gathering from countries already affected, information and communication,
development of new diagnostics.

Assessment
Collection and analysis of detailed clinical and epidemiological information on early
cases is needed to inform early estimates of impact and severity in the UK. There will be
a focus on taking measures to reduce risk of transmission and infection with the virus in
local community through case detection, self-isolation and treatment.

Treatment
Treatment of individual cases and population treatment. Enhancement of health
response to deal with increasing numbers of cases. Public health risk assessment to
inform necessary actions to disrupt local transmission e.g. school closures. Prepare for
targeted vaccinations, and ensure ongoing detailed surveillance.

Escalation
Escalation of surge management arrangements in health and other sectors. Prioritisation
of service delivery with aim to maintain essential services. Implement resiliency
measures, encompassing robust contingency plans. Consideration of de-escalation if the
situation is judged to have improved sufficiently.

Recovery
Normalisation of services and restoration of business as usual services. Review of
response and lessons learnt. Taking steps to address staff exhaustion. Planning and
preparation for resurgence of influenza and consideration of ongoing targeted
vaccination. There will also be a need to prepare for post-pandemic seasonal influenza
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1.6 Activation of the Integrated Plan
This local plan would be activated on declaration of the Detect Phase by the Department of Health
(DH) or Public Health England (PHE). Should WHO declare a pandemic, the DH will inform the
Cabinet Office and PHE. The DH will alert health and social care organisations. The Department of
Communities and Local Government (DCLG) will alert Local Resilience Fora and LRFs will alert their
members.
If the plan is activated, the Warrington Pandemic Influenza Health, Social Care and Education
Coordination (WPIHSCEC) group would be convened, as and when deemed necessary, by the
Director of Public Health or their representative. It is most likely that this group would be
convened in the event of a moderate impact or higher level impact pandemic and would be guided
by the formation of a regional Cheshire and Merseyside health and social care group. This
Warrington level group would have a leadership role rather than a command role, and would
review and advise on the local response and existing health and social care plans and systems. The
Warrington Pandemic Influenza Health, Social Care and Education Coordination group would
report to the borough Local Authority Emergency Coordinating Centre (LAEC) which in turn reports
into the Cheshire Resilience Forum Pandemic Strategic Coordination Group.

1.7 National Strategy and Assumptions
The Department of Health UK 2011 Strategy provides the justification of this plan, its core
principles and the underlying planning assumptions. In its main objectives, the national strategy
specifically highlights the essential role of preparing health and social care systems in order to
minimise the potential negative impacts of pandemic influenza:

 Minimise the potential health impact by
Supporting efforts to detect its emergence and early assessment by sharing scientific
information.
Promotingindividualresponsibilitytoreducethespreadofinfectionthroughgood hygiene
practices and uptake of seasonal flu vaccine
Ensuring the health and social care systems are ready to provide treatment and support
for the large number likely to be affected, while maintaining essential care.
 Minimise the potential impact on society and the economy by:
Supporting the continuity of essential services, including the supply of medicines and
protecting critical national infrastructure.
Supporting the continuation of everyday activities.
Upholding the law and democratic process.
Preparing to cope with significant numbers of additional deaths.
Promoting a return to normality and the restoration of disrupted services.
 Instil and maintain trust and confidence by
Ensuring health and other professionals, the public and media are engaged and wellinformed in advance of and throughout the pandemic and that professionals receive
information and guidance in a timely way so they can respond appropriately.
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1.8 National Assumptions
Due to the highly unpredictable nature and variable severity of future pandemics, the UK
government advises that the most recent and relatively mild 2009 outbreak should not be seen as
representative for future possible pandemics.1, 2 The Department of Health strategy advises to plan
for ‘a range of scenarios reflecting pandemic viruses of low, moderate and high impact.3,4 It
advocates for an approach to pandemic flu planning which considers these three key underlying
principles:
Precautionary – plan for an initial response that reflects the level of risk, based on information
available at the time, accepting the uncertainty that will initially exist about the scale, severity or
level of impact of the virus.
Proportionality – plan to be able to scale up or down in response to the emerging characteristics
of the virus and its impact at the time
Flexibility – plan for the capacity to adapt to local circumstances that may be different from the
overall UK picture – for instance in hotspot areas.3
The DH Strategy assumptions are based on a summary of scientific evidence, which advises the
following predicted viral characteristics of an emerging pandemic influenza A virus8.





Incubation period: 1–3 days.
Latent period: 0.5–2 days.
Duration of infectiousness: about 5 days (from time of exposure10) in adults and
possibly longer in children
Basic reproduction number (R0) (the number of individuals that can be directly
infected by an infectious person): 1.1–2.0.

The following table displays the likely impact pandemic influenza would have on the UK, and some
of the implications for Warrington. This table is adapted from the NHS England Operational
Framework11 which illustrated the DH Strategy assumptions.

UK 2011 National Strategy3

Implications for
Warrington
Need for vigilance

Where will it
start?

An influenza pandemic could emerge anywhere in the
world, including in the UK

When will it
start?

An influenza pandemic could emerge at any time of
the year

Not seasonal

Stopping the
spread?

It will not be possible to stop the spread of, or to
eradicate, the pandemic influenza virus, either in the
country of origin or in the UK, as it will spread too
rapidly and too widely

Spreads fast

When will it
Regardless of where or when it emerges, it is likely to Little time to prepare
reach the UK? reach the UK very rapidly
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How will it
spread in the
UK?

From arrival in the UK, it will probably be a further one Should be ready to
to two weeks until sporadic cases and small clusters of respond within a week.
disease are occurring across the country

How long will Initially pandemic influenza activity in the UK may last If in summer will be
it last?
3-5 months, depending on the season.
followed by seasonal flu so
may be dealing with flu for
most of the year
What course
will the
pandemic
follow?

Pandemic waves may be multiple and may each last
One or two waves may
15 weeks.
occur several weeks apart.
There may be subsequent substantial activity weeks or
months apart even after the pandemic is declared
over; subsequent winters are likely to see a different
level of flu activity compared to pre- pandemic winters

What will the Studies suggest that roughly 50% of all people will
clinical attack display symptoms (ranging from mild to severe) but
rate be?
the proportion with severe symptoms will not be
known in advance

Under planning
assumptions, over 100,000
people will develop
symptoms

How many
patients will
seek primary
healthcare
support?

Health services should prepare for up to 30% of
symptomatic patients requiring assessment and
treatment in usual pathways of primary care.

Over 30,000 will present to
primary care for
assessment and treatment.

How many
patients will
require
hospital care?

1-4% of symptomatic patients will require hospital
care, depending on how severe the illness caused by
the virus is. There is likely to be increased demand for
intensive care up to 25% of those hospitalised.13

Up to 4,000 people will
present to hospital with flu
symptoms or
complications.
Over 1,000 will require
intensive care

How many
deaths will
there be?

Up to 2.5% of those with symptoms could die as a
1,000 to 1,500 extra deaths
result of influenza if no treatment proved effective.
estimated over a 15 week
Planners should prepare to cope with a mortality rate period
of up to 210– 315,000 additional deaths nationally
possibly over as little as 15-week period.1

Which groups
(by age or
other
characteristic)
will be
affected?

All ages are likely to be affected but those with certain Transmission in schools is
underlying medical conditions, children and otherwise likely to be high.
fit younger adults could be at relatively greater risk as
older people may have some residual immunity from
previous exposure to a similar virus.
In any influenza epidemic school children have the
highest probability of being infected. In pandemic
influenza age distribution profiles for fatality rates are
shifted towards older children and younger adults. In
1918 a strikingly high proportion of young adults
developed illness and died12
11

Development 4-6 months
of vaccine

Cannot depend on a
vaccine for control
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1.9 Predicted Impact in Warrington
As well as the implications noted above, the following predictions apply the assumptions from the
Department of Health UK Influenza Pandemic Preparedness Strategy. 4 This guidance does
highlight that the combination of particularly high attack rates and high severity is relatively
improbable and that a graded approach is needed. However we need to ensure our Health and
Social Care plans are robust up to this level of impact.

Warrington
Resident population (2015 mid-year estimate)

206, 428

Possible no. of symptomatic patients over first wave (CAR 50%)

103,214

Patients requiring assessment and treatment in usual pathways of primary care
(30% of symptomatic)
Possible number requiring hospital care (4% of symptomatic)
Possible number requiring critical care (25% of hospitalized)

30,964
4129
1032

This predicted impact does not happen uniformly over the wave duration of 15 weeks. The
pandemic wave peaks at 6-8 weeks where up to 20,000 people may be infected per week with
over 550 deaths per week. There may be more than one wave. This has important consequences
on health and social care provision in Warrington and plans need to be robust in order to cope
with this additional pressure.

Possible excess deaths in Warrington
Clinical attack rate
Severity
50%
High
50%
Moderate
50%
Low
35%
High
35%
Moderate
35%
Low
25%
High
25%
Moderate
25%
Low

Case Fatality Rate
2.5% of symptomatic
1.5% of symptomatic
0.5% of symptomatic
2.5% of symptomatic
1.5% of symptomatic
0.5% of symptomatic
2.5% of symptomatic
1.5% of symptomatic
0.5% of symptomatic
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Number of excess deaths
2580
1548
516
1806
1084
361
1290
774
258

Staff absence
Staff are critical to the functioning of Health and Social care systems and are at higher risk of
infection due to the nature of their jobs, plus will face increased pressures in response to the
direct effects of the pandemic on those they care for. We need to plan for the possible impacts a
high-impact pandemic influenza virus could have on staff absence in order to adapt and prioritise
essential services and keep them running effectively. Additional staff absences are likely to result
from other illnesses, taking time off to care for dependents, children in event of schools and
nurseries closing, family bereavement, practical difficulties and other psychosocial impacts.

UK 2011 National Strategy

Implications for Warrington

How many staff Staff absence should follow the pandemic
Large organisations should plan for
will be absent profile. Up to 50% of staff may require time up to 20% staff absence on any one
from work?
off at some stage.
day.

If sick, for how
long are staff
expected to be
absent from
work?

In a widespread and severe pandemic, 1520% of staff may be absent on any given day.
Small units (5-15 staff) within organisations
may suffer higher staff absences: 30-35%
absent on any given day.

Smaller organisations (like care
homes, shops and small
businesses) can be hit harder with
up to 35% staff absence on any one
day.

Most people will return to normal activity
within 7 to 10 days.

Should also plan for bereavement
and serious illness in 1-5% of the
workforce.
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2. Coordination of the Response
2.1 Overview of the Response
The pandemic influenza response will follow the UK DATER phases. Response is expected to be
most intensive during the treatment and escalation phases. From the assessment phase a national
decision will be taken to move to treatment phase. However, movement from treatment to
escalation will be determined locally based on local Health and Social Care system pressures. The
NHS England Area pandemic incident response team will review and advise on this transition.
During the response, situational analyses will be carried out regularly by NHS England, CCG and
commissioners to assess pressures and capacity of frontline services, which determines the need
for escalation. Surge capacity arrangements should follow established procedures (e.g.
Winter/seasonal flu contingency plans) wherever possible.
The different phases are led by different organisations:
Inter-pandemic multi-agency planning

Public Health England

Detect

Public Health England

Assessment

Public Health England

Treatment

NHS England

Escalation

NHS England

Recovery

Multi-agency

2.2 National and Regional Coordination
Nationally, the Department of Health is the named lead government department for pandemic
preparedness and response. In the event of a pandemic, the Department of Health will report to
the Cabinet Office Briefing Room (COBR) who provide strategic oversight of the entire response.
COBR may activate a Scientific Advisory Group for Emergencies (SAGE) to coordinate strategic
scientific and technical advice to support national decision making
On a regional level, in the event of pandemic, a strategic coordination group (SCG) would be
convened. This would likely to be led by Public Health England with NHS England and local
Authority Public Health support. NHS England would coordinate all NHS organisations. If several
areas were affected, which is likely in a pandemic, a multi-SCG Response Coordination Group may
be convened by the Department for Communities and Local Government. The Local (Cheshire)
Resilience Forum SCG/Pandemic Coordination Group would report to the DCLG as shown in the
figure below.
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Figure 1. National Coordination and Reporting Arrangements [England & Wales]
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2.3 Local Coordination
An effective local response depends on multi-agency cooperation and public support. Local level
plans need to be flexible and reflexive to combat the challenges of high levels of uncertainty, the
increased pressure on health and social care front line services, and the reduction in staff capacity.
In order to ensure a successful local response, it is good practice to consider
‘• Visible director level leadership, direction and ownership of plans;
• Engagement, motivation and support for staff;
• Pre-established and tested command and control arrangements;
• Good coordination;
• Appropriate channelling of communications to maintain public confidence.’ (1)

2.3.1 Cheshire Resilience Forum
The Cheshire Resilience Forum pandemic influenza plan illustrates that Local Pandemic Influenza
Groups based on a local authority footprint, such as the Warrington Pandemic Health and Social
Care Coordination group (detailed in section 2.4.1), may be established to address local issues of
management and response and to integrate council and CCG activities at the local level. The
Warrington Pandemic Health and Social Care Coordination group would report to the Cheshire
Resilience Forum Pandemic Coordination group as shown in figure 2. The Cheshire Resilience
Forum would take regular advice from PHE and their main role would be maintaining essential
services e.g. fire, police and critical infrastructure.

Figure 2. Cheshire Resilience Forum Coordination Structure

WBC Emergency Coordinating centre
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2.3.2 Warrington Pandemic Health, Social Care and Education Coordination group
In the event of a pandemic affecting the local community, the Warrington Pandemic Health, Social
Care and Education Coordination Group will be convened by the Director of Public Health (or their
delegated representative) to coordinate the local response and will have the following core
membership*:
WBC Director of Public Health (Chair)
WBC Director of Families and Wellbeing
WBC Emergency Planning Lead
CCG Pandemic Influenza Executive Lead
(Head of Assurance and Risk)
CCG Clinical Lead
(chief nurse/deputy chief nurse)
CEO Community Pharmacy Cheshire &
Wirral (CPCW)
Warrington Hospital NHS Foundation Trust
lead
North West Boroughs Mental Health lead

WBC Operational Director of Adult Services
WBC Operational Director of Children’s Services
WBC Head of Education
WBC communications lead
CCG communications lead
Bridgewater Community Health Services Lead
Three Boroughs Infection Control Lead (to
disseminate to care homes)
A and E Delivery Board representative

*It is recognised that members have limited capacity and there are multiple groups at Warrington
and Cheshire level. Contribution by members will be facilitated by teleconferencing and virtual
input as needed. It is also recognised that the pandemic may impact on availability of core
members. The most suitable representative at the time will be asked to attend in line with the
business continuity arrangements for each role.
The Warrington Pandemic Health and Social Care Coordination Group will be chaired by
Warrington Director of Public Health based at WBC (or their delegated representative). The group
will report to the Cheshire Resilience Forum SCG, via the Warrington Borough Council’s emergency
centre and the Borough Emergency Coordinator. The organisations/departments that are
coordinated by the Pandemic Coordination Group are illustrated in Figure 3 with the wider
reporting structure illustrated in Figure 2.
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Figure 3. Warrington Pandemic Health and Social Care Coordination Group Structure

Cheshire and Merseyside
Health and Social Care Group
WBC Emergency Coordinating centre
Warrington Excess Deaths
Coordination

GPs and
pharmacies

Education
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Scope of the Pandemic Health and Social Care Coordination Group
The group will provide a leadership, rather than a command role, and will consider information
and request assurance around systems, processes and issues arising during the response,
including:
 Cases of flu
• Numbers of cases, severity, deaths
• Populations affected
• Warrington picture
 Local pressures on health and social care organisations
 • Current demand for health and social care services
• Continuity of health and social care critical services
• Staff absence for front line health and social care organisations
• Impacts on essential services and supply issues (e.g. medicines)
 Local support to the health service
• Antiviral points, agency support, voluntary and community inputs and mutual aid
 Antiviral and vaccination situation
• Local antiviral collections points – location and how to access
• Demand for and supply of antivirals
• Vaccination updates
 Communications
• Supporting role linking with CRF media/communications group
• Location of services, ACPs, infection control messages etc.
• Media coverage

The group will ensure they keep detailed records of all decisions made and actions taken. These
records will be stored securely during and following the pandemic. All records relating to WBC
actions / decisions are to be retained with the official WBC log and should be handed over to the
emergency coordinating centre to contribute to the debrief, review and lessons learnt
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Figure 4. Reporting structure in event of pandemic influenza affecting Warrington
WBC Arrangements
SMT

Warrington
Excess Deaths
Co-ordination

WBC Emergency Centre
(LAEC)

(Multi-agency
group)

May feed
directly into
CRF Excess
Deaths group
if established
but must
keep the
LAEC
informed)

Cheshire Resilience Forum / National Arrangements
National Arrangements
*DPH advises SMT

Warrington
Pandemic
Influenza Health
and Social Care
Coordination
Group
(Multi-agency
group)

Directorate BC Group*
(If resources allow, otherwise
co-ordination of BC will be via
DMTs)

Chaired by DPH
May feed directly
into CRF group
established but
must keep the
LAEC informed)

Response structures will be dynamic subject to severity of impact locally,
monitored and adjusted daily by SMT; the WBC Emergency Centre should take
priority for staffing to ensure co-ordination of the whole Council response and
monitoring of Business Continuity arrangements.

CRF Communications
Group / Cell

CRF SCG / JTCG
Aim: To provide
intelligence-led
decision making
responsive to the
local picture
CRF Excess Deaths
Group
Multi-agency
coAim: To consider
ordination
contingencies for body
storage / excess
deaths management
Cheshire wide

WBC Emergency
Centre (LAEC)
Aim: Will ensure
situation reports are
provided daily to the
SCG/JTCG

Pandemic
Co -ordination Group

Aim: Ensures CRF
messages locally are in
line with national
messages and
delivered consistently
across Cheshire
partners

(Possibly Emergency
Planning Practitioners
subject to resource)

Warrington Pandemic Influenza
Health and Social Care
Coordination Group
Aim: to address local issues of
management and response and to
integrate WBC, CCG and NHS
activities.

Subject to available resource and local internal priorities, input into the above groups
may be determined by SMT, Tactical Liaison Officer or Borough Emergency Coordinator
to be via telephone / video conference as alternatives to face-to-face meetings.

2.4. On call and Contact Details of Key Organisations
Organisation

On call arrangements and contact details
Names and numbers to be checked,
confirmed and communicated by LA
pandemic influenza lead on declaration of
pandemic

Public Health England (Cheshire and Merseyside)
Health Protection team
NHS England (Cheshire and Merseyside) Area
team
NHS Warrington CCG
Warrington Borough Council
Warrington Public Health
Warrington Infection Control
Warrington Adult Social Care
Warrington Children Social Care
Warrington Hospital
Warrington area Out of Hours GP service
Cheshire Ambulance Service
North West Boroughs Healthcare NHS
Foundation Trust
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3. Health, Social Care and Education Response
3.1 Public Health England and NHS England
Public Health England

NHS England

Detection
• Intelligence gathering
• Enhanced surveillance

• Establish pandemic influenza response arrangements at NHS England
• Review and finalise directly-commissioned response arrangements (eg
Antiviral Collection Points (ACPs), pandemic specific vaccination
arrangements, NHS delivery locations for the national stockpile)

• Diagnostic development
• Provision of communications to public and professionals

Assessment
• Collection of clinical and epidemiological data including
FF100 cases
• Estimates of impact and severity in the UK

• As described above, plus

• Reducing risk of transmission by:

• Establish a recovery working group

o Actively identifying cases

• Oversee and coordinate the NHS response in Warrington

• Establish regular engagement regime with NHS commissioners and
providers in Warrington

o Treatment
o Antiviral prophylaxis for close/vulnerable contacts

Treatment
• Role in prophylaxis

• As described above, plus

• Prepare for pandemic influenza specific vaccination
programmes

• Provide regular situation reports on the status of the NHS in Warrington
to central government, sharing with regional partners as appropriate
• Ensure business as usual NHS services are maintained as far as
appropriate
• Ensure treatment of cases through NHS services
• Enhance the health response to deal with increasing numbers of cases
• Activate directly-commissioned response arrangements (e.g. ACPs)
• Potentially prepare for pandemic influenza specific vaccination through
directly-commissioned services
• Oversee the distribution of national stockpiles to frontline

Escalation
• Support response

• All points described in Treatment
• Escalate surge management arrangements in partnership with Clinical
Commissioning Groups/ Commissioning Support Units (as per winter
arrangements)
• Prioritise and triage service delivery to maintain essential services
• Enact business continuity arrangements to maintain own services as
necessary

Recovery
• Support recovery

• Restore business as usual services
• Debrief the NHS and NHS England responses
• Maintain readiness for a subsequent wave or significant winter pressures
• Address staff exhaustion and recognise endeavours
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3.2. Clinical Commissioning Group
Inter-pandemic Planning









Identify lead (Warrington CCG Head of Assurance and Risk and Warrington CCG Primary Care
Clinical Lead) to lead the CCG’s pandemic preparedness activities
Undertake business continuity planning for pandemic influenza
Participate in relevant groups to discuss, plan, share best practice and exercise
Have a robust communications plan for managing communications with all stakeholders
Work with commissioned service providers in planning for surge in relation to elective
work and possible financial implications if there is ongoing disruption to normal
services during an influenza pandemic including the recovery phase
Participate in appropriate assurance processes to ensure commissioned services have
adequate pandemic plans in place
Work with NHS England to support local preparedness activities
Develop an action card with instructions ie. symptoms of flu and when to prescribe and what
to prescribe for all primary care providers

Detection and Assessment











Review contingency plans for cluster working
Ensure that data collection system is up and ready for documenting cases of influenza like
illness across all health facilities e.g. pharmacies
As part of data collection ensure that there is a pathway for 2 way flow of information
between data needed to come from frontline and dissemination of key guidance and
messages from the CCG to the frontline staff e.g. use of portal, action cards ie. symptoms of
flu and when to prescribe and what to prescribe for all primary care providers
CCG website to be updated regularly with latest guidance
Attend the pandemic Health, Social Care and Education coordination group
Disseminate information on inflection control measures across all health facilities
Ensure reporting mechanisms for staff absence are in plan
Medicines management team to link in with pharmacies and GP surgeries to see if they have
sufficient stocks of pandemic specific medication and also essential medicines for chronic
illness
Support multi-agency response

Treatment and Escalation









Develop and maintain local data collection processes for all health related pandemic activity
e.g. cases of influenza life illness, number of GP visits, number of hospital admissions, number
of staff absent, number of antiviral prescriptions
Participate in discussions with NHS England, NHS Improvement and local providers regarding
changes to services, targets, tariffs, performance standards etc, whilst maintaining safe
patient care at the forefront of any decisions
Identification of people at risk and ensuring they receive antivirals if needed, as determined
by, and in line with national guidance from NHS England
Maintain robust 24/7 on-call arrangements , particularly with respect to surge and responding
to major incidents
Work with commissioning colleagues, providers and partners to lead the local health economy
response, eg through proven surge capacity arrangements, mutual aid of staff and facilities,
and supporting the management of local clinical queries
Activate the CCG pandemic influenza communications plan and participate in local
communications activities i.e. bulletin, whatsapp group communication
Participate in the multi-agency response to ensure a comprehensive local response
Enact business continuity arrangements as required to maintain critical activities
24






Use locally collected data to complete and submit situation reports and participate in
teleconferences as required
Participate in timely debriefs to ensure sharing and adoption of best practice
Implement a process to collate financial and contractual impact information from
commissioned providers
Support the national pandemic response arrangements as outlined in national guidance

Recovery








Implement appropriate recovery arrangements to ensure the recovery of their own services
and commissioned services as soon as appropriate
Maintain preparedness for a future wave of pandemic activity; and/or seasonal flu
Contribute to local, regional and national post-pandemic debriefs and implement the
recommendations from subsequent reports
Acknowledge staff contributions
Review and update plans, contracts and other arrangements to assess the impact of the
pandemic and reflect lessons identified
Provide recovery updates to the public and stakeholders through locally coordinated
communications activity
Collate and review financial and contractual impact information from commissionedproviders
and respond accordingly

3.2.1 CCG Pandemic Data Collection and Monitoring System
An important caveat to the data monitoring system is that the systems and processes
may be subject to change or develop upon advice from NHS England in event of a
pandemic.
Inter-pandemic Planning








CCG to explore and develop a data monitoring system that can collect, store and
analyse information related to pandemic influenza from healthcare facilities in
Warrington e.g. patient information and workforce information
This first step will be to identify sources of information from each organisation and
the existing systems and reporting mechanisms that providers and organisations
use.
Need to develop a system which enables two way information flow: data on
patients and staff to flow from frontline to CCG and key guidance and
communication messages to flow from CCG to frontline
Work with PHE and NHSE to identify the data to collected at local level e.g. number
of cases of influenza like symptoms, number of confirmed cases, number of patients
with complications, number of GP consultations, number of GP prescriptions,
number of hospital admissions, number of deaths. Workforce data will be absence
and reason for absence and health status of workers
The CCG will build on the existing systems to identify how information will be
collected from primary care. The system of data collection from hospital and
community healthcare will be further developed by the CCG with partners
The CCG will be responsible for collecting information from healthcare
organisations. Some NHS healthcare organisations may report directly to NHS
England but the exact mechanism for this is to be determined. The Local Authority
will be collecting information on social care and education.
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Information collected will be on a local Warrington footprint and will be reported to
PHE and NHSE through official channels.
 Costing and resources needed to run and maintain this monitoring system should be
built into the CCG
Detection/Assessment



Roll out monitoring system to all healthcare organisations and providers
Training of staff in reporting information using the system e.g. clinical information and
workforce information
 Ensure infrastructure available and compatible in each organisation to facilitate use of
monitoring system
 Promote use of the data monitoring system rather than an individual dependent
mechanism e.g. emails to a name lead is less sustainable considering there may
Treatment/Escalation
 Implement and maintain data monitoring system across Warrington
 Store and analyse data to identify trends
 Report back to PHE/NHSE on local picture
 Share information with the Pandemic Health Social Care and Education Coordination Group
 Use system to monitor pressure on local health systems
Recovery
 Review data collected and use to inform recovery priorities
 Data can be used to identify lessons learns and inform debriefs
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3.3. Local Authority
The roles detailed here are focused on health and social care response and planning. Detailed steps
for business continuity, communications and maintenance of critical services are available in the
Warrington Borough Council Corporate Flu Plan

Inter-pandemic Planning







Local Authorities are category 1 responders and so under the Civil Contingencies Act 2004
responsibilities include:
Developing and publishing a plan for the council to ensure essential services continue to
be delivered
Supporting the NHS as appropriate particularly with regard to the care of the vulnerable
in the community
Public Health role of Director of Public Health to assure local arrangement in place for effective
health and social care response.
Infection control team (commissioned service) will work with LA and community health services
to identify appropriate anti-viral centres
To work on developing a register of potential resource of local relevant voluntary organisations
and NGOs and consider how this pool of resource may be identified, quantified and engaged to
help in the response

Detection










Provision of a representative at the SCG if formed.
DPH establish Warrington Pandemic Health and Social Care Coordination Group: work with local
CCG to ensure coordination of local plans and actions
Review up-to-date records of potentially vulnerable people, consider how their
needs will be met
Ensure effective communication with local communities in line with communications strategy
(see corporate plan).
Disseminate information and infection control advice to LA staff and commissioned services,
schools and children’s’ settings, social care, voluntary sector, businesses and the public
Set up local communications for public, councillors and staff and align to NHS
communications
Agree priorities for training with commissioned community infection control service. Ensure
provision of any accelerated infection control training programmes for frontline staff as needed
Infection control team to liaise with PHE and carry out viral swabs for outbreaks in community
settings such as care homes, schools and colleges.
Infection control team to advise and organise FIT testing for any relevant staff

Assessment






Dependent upon the scale and context, provide support to identify the patterns and local areas
affected.
For business continuity purposes, monitor sickness absence and service provision and report
where appropriate: full business continuity actions detailed elsewhere.
Ensure relevant messages to be communicated to Local Authority staff and assistance provided
in communicating messages to the general public, schools, businesses and other settings.
PPE to be recognised and distributed appropriately to frontline staff with training provided
where necessary. Stocks should be sourced and replenished when levels are low.
Provide assistance to partner agencies.
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Treatment



Monitor staff absence statistics and consider business continuity issues.
Monitor service provision especially critical services and front-line services for vulnerable people
with redeployment as necessary
 Encourage frontline staff to access vaccination programme when available.
 Assist NHS England in any preparations and to provide vaccinations to specific and vulnerable
staff.
 Support ‘flu friend’ arrangements, liaison with voluntary organisations and advise on school
closures.
 Review and provide communications to people both internally and externally.
 Infection control team to ensure all staff are aware of antiviral distribution centres and support
coordination of set-up or antiviral centres/mass vaccination centres
Escalation








Consider escalation plans, surge management and hospital discharges impact on social care.
Ensure general monitoring regarding the attendance and sickness of staff.
Consider HR issues for staff that have been undertaking a different role.
Provide support to partner agencies, where possible.
Monitor provider services and day care provision, ensuring further demands are met.
Prioritise critical services, including assigning staff with variable skills to those areas,
and ensure the business continuity of other necessary services.
Liaison with voluntary organisations to support the health and social care response

Recovery








Implement appropriate recovery arrangements to ensure the recovery of their own services and
commissioned services as soon as appropriate
Maintain preparedness for a future wave of pandemic activity; and/or seasonal flu
Contribute to local, regional and national post-pandemic debriefs and implement the
recommendations from subsequent reports
Acknowledge staff contributions
Review and update plans, contracts and other arrangements to assess the impact of the
pandemic and reflect lessons identified
Provide recovery updates to the public and stakeholders through locally coordinated
communications activity
Collate and review financial and contractual impact information from commissionedproviders
and respond accordingly
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3.3.1. LA Pandemic Data Collection and Monitoring System
An important caveat to the data monitoring system is that the systems and processes
may be subject to change or develop upon advice from PHE/NHSE in event of a
pandemic.
Inter-pandemic Planning


LA to explore and develop a data monitoring system that can collect, store and
analyse information related to pandemic influenza from social care and education
facilities in Warrington
 This first step will be to identify sources of information from each organisation and
the existing systems and reporting mechanisms that providers and organisations
use.
 Need to develop a system which enables two way information flow: data on
patients and staff to flow from frontline to LA and key guidance and communication
messages to flow from CLA to frontline
 Work with PHE and NHSE to identify the data to be collected at local level e.g.
number of cases of influenza like symptoms, number of confirmed cases. Workforce
data will be absence and reason for absence and health status of workers
 The LA will build on the existing systems to identify how information will be
collected from social care and education. The system of data collection will be
further developed in collaboration partners
 The LA will lead collection from information from social care and education for
Warrington.
 Information collected will be on a local Warrington footprint and will be reported to
PHE and NHSE and SCG through official channels.
 Costing and resources needed to run and maintain this monitoring system should be
built into LA business continuity plans
Detection/Assessment



Roll out monitoring system to all relevant organisations and providers
Training of staff in reporting information using the system e.g. clinical information and
workforce information
 Ensure infrastructure available and compatible in each organisation to facilitate use of
monitoring system
 Promote use of the data monitoring system rather than an individual dependent
mechanism e.g. emails to a name lead is less sustainable considering there may
Treatment/Escalation
 Implement and maintain data monitoring system across Warrington
 Store and analyse data to identify trends
 Report back to command and control organisations on local picture
 Share information with the Pandemic Health Social Care and Education Coordination Group
 Use system to monitor pressure on local health systems
Recovery
 Review data collected and use to inform recovery priorities
 Data can be used to identify lessons learns and inform debriefs
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3.4 Healthcare
3.4.1 Primary care
Inter-pandemic Planning










There are 27 practices in Warrington, currently in 7 clusters with plans to move towards 4-5
neighbourhoods under Warrington Together. Local decisions to be made by CCG primary care
leads on cluster arrangements to assist in continuity of care in pandemic
All practices should ensure they have general Business Continuity plan in place
All practice should have a plan for pandemic influenza impact in place
All practices should ensure they are signed up to receive CAS alerts to facilitate communication
All practices should be linked into the electronic GP system to facilitate data monitoring
Engage with CCG to identify if infrastructure in each GP practice can be used for the CCG data
monitoring system e.g. potential impact of EMIS WEB versus TPP. System should be compatible
with both systems
All practices should be trained and aware of how to use the CCG-led system for reporting staff
illness and number of suspected cases, confirmed cases and antiviral prescriptions
Practices to consider identification of voluntary organisations or NGOs in local area that may be
able to support response
CCG to support development of action cards ie. symptoms of flu and when to prescribe and
what to prescribe for all primary care providers

Detection and Assessment








Use CCG managed data monitoring system in each practice to monitor patient and staff illness,
prescriptions and pressure on service
Consider starting cluster working arrangements depending on capacity of staff
Disseminate information coming from national organisations on advice to public
Promote infection control and encouraging symptomatic people to stay at home unless signs of
complications
Maintain critical services
Report into Warrington Health Social Care and Education Pandemic Coordination Group
Ensure familiarised with procedure established for antiviral eligibility and distribution systems

Treatment/Escalation


As of 1 April 2018. There are delegation arrangements in place for Warrington CCG which is
currently working in parallel with NHS England to lead coordination of the primary care
response.
 CCG will coordinate and ensure dissemination of information from national guidance to GP
practices
 Need for collaboration between GP, community pharmacies, social care, voluntary services and
secondary services to support and promote home care
 In moderate impact pandemic: GP practices may consider suspension of non-urgent clinical care
and non- clinical activities, with use of telephone consultations to increase capacity
 Primary care CCG lead to provide CCG support where necessary; GPs may activate cross cover
through cluster based working
 Follow established processes in treatment of patients, if symptomatic attempt separation and
ensure appropriate infection control procedures.
 Promote key national messages
 Engage with system for antiviral distribution
 Once vaccine available (4-6 months) support implementation of vaccine programme with PHE
Recovery
 Implement appropriate recovery arrangements to ensure the recovery of services
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Maintain preparedness for a future wave of pandemic activity; and/or seasonal flu
Contribute to local, regional and national post-pandemic debriefs and implement the
recommendations from subsequent reports
Assess financial and contractual impacts
Acknowledge staff contributions
Review and update plans and other arrangements to assess the impact of the pandemic and
reflect lessons identified.

3.4.2 Acute Trusts
Inter-pandemic planning



NHS Trusts and Foundation Hospitals are responsible for supporting local planning and for
development contingency arrangements for the provision of health care.
Plans should pay particular attention to the projected requirement for significant acute sector
surge capacity, increased demand for specialist beds, patient transport, supporting the
maintenance of patients in community settings, redeploying staff at short notice, providing staff
protection and strict infection control.

Assessment/Treatment/Escalation
• Use existing systems in place to review and if necessary suspend non-emergency activity when
required to free capacity and staff.
• Implement agreed business continuity arrangements and aim to create capacity.
Monitor and review staffing levels and re-deploy to priority areas as necessary.
• Assess and provide for ongoing training needs.
• Monitor staff health and provide occupational health services (vaccination/anti-viral
drugs) according to national policies.
• Work closely with the critical care network including ECMO services and paediatric
critical care services
 Provide patient and staff data through pandemic-reporting arrangements and mechanisms
Recovery
 Implement appropriate recovery arrangements to ensure the recovery of services
 Maintain preparedness for a future wave of pandemic activity; and/or seasonal flu
 Contribute to local, regional and national post-pandemic debriefs and implement the
recommendations from subsequent reports
 Assess financial and contractual impacts
 Acknowledge staff contributions
 Review and update plans and other arrangements to assess the impact of the pandemic and
reflect lessons identified
 Provide recovery updates to the public and stakeholders through locally
coordinatedcommunications activity
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3.4.3 Mental Health Trusts
Inter-pandemic planning



NHS Trusts and Foundation Hospitals are responsible for supporting local planning and for
development contingency arrangements for the provision of health care.
Plans should pay particular attention to the projected reduction in staff capacity, and should
support the maintenance of patients in community settings, redeploying staff at short notice,
providing staff protection and strict infection control.

Assessment/Treatment/Escalation
• Use existing mechanisms to review and if necessary suspend non-emergency activity when
required.
• Implement agreed business continuity arrangements and aim to create capacity.
Monitor and review staffing levels and re-deploy to priority areas as necessary.
• Assess and provide for ongoing training needs.
• Monitor staff health and provide occupational health services (vaccination/anti-viral
drugs) according to national policies.
Recovery
 Implement appropriate recovery arrangements to ensure the recovery of services
 Maintain preparedness for a future wave of pandemic activity; and/or seasonal flu
 Contribute to local, regional and national post-pandemic debriefs and implement the
recommendations from subsequent reports
 Acknowledge staff contributions
 Review and update plans and other arrangements to assess the impact of the pandemic and
reflect lessons identified.
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3.4.4 Community Health Services
Inter-pandemic planning
 Develop and revise business continuity plans that are robust enough to cope with the
assumptions of pandemic influenza of 50% clinical attack rate and up to 50% staff absence
 Identify lead representative to attend Warrington Pandemic Influenza Coordination group
 Examine existing reporting mechanisms for staff absence and patient workload and
potential capacity of data reporting systems
 Identify critical services as part of business continuity planning
Detection/Assessments
 Review business continuity/ capacity plan and projected requirements to maintain essential
functions and service delivery
 Reviewing reporting mechanisms for data on patient load and staff absence
 Representative to sit on Warrington Health Social Care and Education Pandemic Influenza
Coordination Group
Treatment/Escalation
 Maintain and escalate essential functions and service delivery
 Support the Acute sector through increased discharge of patients to free beds (normal
business/major incident response)
 Support with social care for vulnerable patients in the community including the
potentially increased numbers of terminally ill patients.
Recovery
 Implement appropriate recovery arrangements to ensure the recovery of services
 Maintain preparedness for a future wave of pandemic activity; and/or seasonal flu
 Contribute to local, regional and national post-pandemic debriefs and implement the
recommendations from subsequent reports
 Assess financial and contractual impacts
 Acknowledge staff contributions
 Review and update plans and other arrangements to assess the impact of the pandemic and
reflect lessons identified.

33

3.4.5 Community Pharmacies
Recognising that pharmacies are separate businesses, there is still a need to develop a set of
issues for pharmacies to consider when preparing for pandemic influenza at a local level
Detection/Assessment


Training sessions through local pharmaceutical network to raise awareness of pandemic
influenza and potential implications for pharmacies
 CSU medicines management team to consider potential access to medicines issues and also
review existing systems for monitoring prescriptions and medicine supply
 Review communication mechanisms to ensure pharmacies can receive up to date
information on evolving pandemic influenza
 Review business continuity/ capacity plan and projected requirements to maintain essential
functions and service delivery
 NHSE to advise regarding distribution of antivirals and use of local pharmacies
 Review stock of essential medicines and ensure have stockpile of medicines
 Review seasonal influenza outbreak in care home arrangements (4 identified community
pharmacies with stocks of antivirals across C&M) to see if possible to scale up this
mechanism in event of pandemic.
 Review possible arrangements for cross-covering or buddy arrangements
Treatment/Escalation
 Maintain and escalate essential functions and service delivery
 For those pharmacies identified as antiviral dispensing pharmacies record staff absence
daily and report into coordinated local data system
 Escalate any issues regarding medicines shortages or critical functions being affected
through CCG to Warrington Health, Social Care and Education group
 If identified as an antiviral distribution centre implement plan and ensure there is sufficient
resources and staff to maintain this liaising with CCG/NHSE as required
Recovery
 Implement appropriate recovery arrangements to ensure the recovery of services
 Maintain preparedness for a future wave of pandemic activity; and/or seasonal flu
 Contribute to local, regional and national post-pandemic debriefs and implement the
recommendations from subsequent reports
 Assess financial and contractual impacts
 Acknowledge staff contributions
 Review and update plans and other arrangements to assess the impact of the pandemic and
reflect lessons identified.

34

3.5. Social care and vulnerable people
3.5.1 Adult Social Care
General Challenges
Several key challenges have been identified for social care in event of an influenza pandemic in
national guidance from Department of Health. These include:









maintaining services and pandemic response with reduced staffing capacity due to
increased levels of illness;
identifying those most at risk, working with the local community to identify those outside
the normally eligible list of customers of social care;
sustaining indirect care services for example meals provision, community
equipment and community alarm services;
meeting additional burdens on overstretched services due to additional pressures on
acute hospital beds
sustaining people with complex needs who are currently supported with
concentrated care packages in the community;
providing emergency care for vulnerable people looked after at home by informal carers,
or personal assistants employed via direct payments, if their carer is ill;
providing support to those discharged from hospital in light of possible reduced
availability of residential places to those whose community support package is
unsustainable for reasons other than influenza, i.e. normal admissions, and
communicating messages of self-care, remaining at home if ill and how to access
treatment may be made more difficult since known vulnerable groups encompass a wide
range of individuals from differing demographic groups.

As an influenza pandemic progresses, it is likely that adult social care services will face increasing
pressure and they will no longer be able to provide a full range of services for the local population.
Critical services for social care in the local authority have been identified, and it is expected that
these services will continue with redeployment as needed.
In addition to maintaining critical services, social care services will have to actively respond to the
direct effects of pandemic influenza. It is expected that pressures on social care will rise as
secondary care prioritise early discharges. Community care arrangements that work across
secondary care, primary care, community health and social care are needed to ensure the safe
and continued care of vulnerable groups.
Processes to sustain fair and fast access to services for those most in need may need to be revised
during a moderate to high impact pandemic, for example by15
 prioritisation of referrals for assessment (according to urgency)
 the use of telephone assessment; consider only doing home assessments
for complex needs
 greater use of self-assessment (e.g. Internet)
 a one-stage referral and assessment model;
 deferral of non-urgent referrals until after the pandemic;
 redeploying staff from other tasks to delivery of actual support/care, and
 temporarily reallocating support from those with lower levels of need to those in higher
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levels.’
Local Warrington Adult Social Care Response in Pandemic
Warrington Borough Council Adult Social Care discharges vital statutory duties on behalf of the
local authority to meet the care and support needs of the local population. Theses duties
continue to apply in the event of a major event and widespread service interruption.
The legislation gives powers to local authorities to delegate some of their care and support
functions to other parties. This deliberately allows local approaches to be developed which meet
the needs of the local population and provide greater flexibility and choice. As is nationally the
case, many of the statutory local care and support services are commissioned by the Council as
opposed to being directly provided by adult social care services. Therefore a broad range of
disparate organisations are responsible on a day to day basis for the care and support provided,
however where the local authority is the commissioner, it retains responsibility and accountability
for providing the services and for how they are carried out.
The way that services are commissioned and managed is very relevant when considering the
possible impact of a flu pandemic as the Council does not have direct day to day management of
the care given, nor does it have oversight of the complete social care market. As well as services
directly provided or commissioned by the Council, a number of providers exist who have no
contractual relationship with the local authority. However the Care Act, 2015 gives specific duties
to the Local Authority in the event of a major business failure by one or more providers. The duty
is in respect of people receiving care in the local area and applies whether or not the services have
been arranged by the Council. The Council therefore remains responsible for meeting eligible care
and support needs and ultimately for promoting the wellbeing of all adults in need in the area
including those in prisons. The Council is also the statutory lead for safeguarding adults. This duty
continues to apply in a major pandemic and gives powers and responsibilities for those adults at
risk who may not be receiving vital care and also those in other settings such as NHS and other
health settings.
The type of services provided and commissioned by adult social care includes the following areas:
 care homes – residential and nursing homes
 intermediate care
 domiciliary care services
 direct payments
 supported accommodation and living
 day care and community services
 care call and other assisted technologies
 carer support and services
 assessment and care management
 adult safeguarding
 advocacy
 emergency responses (including Approved Mental Health Practitioner)
 protection of property and affairs
In addition to those adults who are known to adult social care and have been provided with a
service following a social care assessment, there are a significant but unknown number of people
with care and support needs who are not known to adult social care. This is because they are :
 privately funding their own care and support independently of the Council.
 Are supported by an informal carer
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Additionally, there will be a number of adults who may as a result of contracting influenza,
particularly the otherwise frail or those who normally manage independently with long term
conditions, who become temporary eligible for care and support as a result of being unable to
maintain essential functions.
It might be expected that agencies who offer support on a private basis would identify vulnerable
individuals during a pandemic, however there is no overall register or database held by statutory
services. Another significant issue is the high number of informal carers in Warrington who, whilst
beyond the direct influence of the local authority, need to be included when considering potential
impacts of pandemic influenza on adult social care as illness among informal carers will have
significant impact on those that they care for and a knock-on effects on the formal system.
Each general challenge highlighted in the first part of this section should inform local response
plans. The local response should build on existing systems and processes wherever possible.
When identifying practical actions for the Warrington local response the core challenges are:
1. The increased demand for adult social care services due to direct and indirect effects of
the pandemic
2. The identification of those requiring support
3. The reduced workforce in adult social care and wider market due to staff illness or carer
responsibilities or school closures
4. Specific pandemic influenza considerations for frontline staff and those receiving care e.g.
promoting care at home, access to antivirals, infection control practices for staff
Issues to consider in local response include:
Monitoring and data collection
 There is a need for up-to-date information on number of adults with care and support
needs whose care arrangements have broken down. This will have to include systems for
addressing and receiving alerts in relation to adults who are not currently known to adult
social care because they are supported privately or informally. This will need to be
considered in advance of an outbreak and will require addressing in the delivery action
plan.
 There needs to be a process for identifying and reporting cases of suspected influenza
among people receiving care, as well as daily reporting mechanism for staff absence and
workload. This will need to be considered in advance of an outbreak and will require
addressing in the delivery action plan.
 There needs to be an arrangement to receive reports, whether by exception or on a
regular basis at an agreed frequency which may be daily, in relation to the sustainability
and capacity of provider services. There is an existing process currently whereby all
commissioned care providers on a weekly basis identify their vacancies. This will need to
be considered in advance of an outbreak and will require addressing in the delivery action
plan including with providers.
 MOSAIC is the current adult social care client database which contains the care records
for all people receiving adult social care. The potential to adapt this to support flu
pandemic planning and response should be considered. At a minimum, local response
should explore expanding MOSAIC to have a pandemic function where front line staff
could indicate if a patient has been diagnosed with influenza like illness or if a patient has
been admitted to hospital due to influenza like illness, however this will need to be
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explored in advance of an outbreak and will require addressing in the delivery action plan.
There are existing mechanisms in place for all agencies to report concerns relating to the,
quality, capacity or continuity of care provision to the council. This will need to be
adequately staffed.
There is an existing mechanism for sharing information between social care and the
clinical commissioning group and other partners such as CQC.
On a Warrington local authority level, we need to have a mechanism for sharing and
analysing this information to identify potential hotspots or outbreaks where additional
resources may be required. This has been identified as a critical function in the WBC plan.

Patient flow
 There are regular meetings of the A&E delivery boards which brings health and social care
together to examine patient flow from hospital to the community. In the event of a
pandemic these meetings or a similar mechanism to discuss patient flows and challenges
is essential. If A&E delivery boards continue a key action will be to bring back any key
points raised to the Warrington Health Social Care and Education Pandemic Influenza
Coordination Plan
 Adult social care will be a key partner in identifying community support to enable people
to receive care outside of hospital settings and avoid admission as well as to help the
hospital prioritise the discharge of those for whom alternative arrangements can be made
or hastened.
 MOSAIC may provide some information for examining and assessing patient flows and
pressures however this will need to be explored in advance of an outbreak and will
require addressing in the delivery action plan.
Coordination
 The WBC Director/Head of Adult Services or their representative will attend the
Warrington Pandemic Influenza Health Social Care and Education Coordination group and
will report on behalf of, and back to, all heads of adult social care services and providers
Critical services and prioritisation
 Plans will be developed to explore how teams could be rearranged or redeployed to
maintain critical adult social care services. This should include staff transferring into
critical services from non-essential roles. This will need development within the Council’s
business continuity planning.
 A review of legislation and regulation should be undertaken to identify any potential
barriers to changing roles to maintain critical services including the potential for the
council to “step in” in relation to failed external services and to protect staff who may be
required in extreme situations to deliver direct personal care . This requires further
exploration with the legal team as needed to see if exemption or public health emergency
procedures are already established to facilitate such changes. This will require addressing
in the delivery action plan.
 Referral processes will be reviewed
 Assessment processes will be reviewed
 Review the existing systems and processes e.g. system resilience group as well as
potential banks of staff with transferable skills to support critical services in adult social
care. Staff training and awareness raising.
 The potential for establishing a register or bank of community volunteers should be
explored. This will need to be explored in advance of an outbreak and will require
addressing in the delivery action plan.
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Information sharing
 Adult social care will identify an effective mechanism for social care providers and frontline staff to receive information and disseminate public health messages quickly and
efficiently to their populations. There is an existing LA communications mechanism,
however this needs testing to ensure it is capable of stepping up on declaration of a
pandemic. Adult social care leads will need to explore how their information sharing
mechanism will fit in with this wider strategy. This will need to be explored in advance of
an outbreak and will require addressing in the delivery action plan.
 A two-way communication system between LA and front line providers would be required
to facilitate information gathering on cases, sustainability and dissemination of key
national messages This will need to be explored in advance of an outbreak and will
require addressing in the delivery action plan.
Identifying those at risk
 Adult Social Care and Public Health will need to identify capacity that can be mobilised in
the event of an influenza pandemic to receive and seek reports regarding adults who
require priority support.
 This will involve proactive contact and communication with the sources outlined in the
vulnerable groups table below and be receptive to information provided by providers of
care and other sources received through both usual and pandemic influenza reporting
channels. This will need to be explored in advance of an outbreak and will require
addressing in the delivery action plan.
 This information will be managed within the Adult Social Care Department by the
Operational Director (or delegated function) and through coordination with care
arrangers and contracting teams, arrangements made to respond to the care needs
identified on a priority basis.
Pandemic Influenza Specific Response
 Identify and addressing training needs related to pandemic influenza e.g. infection control
training for all frontline staff should be up to date
 Identify key staff external to the council and opportunities for similar training
 Adult social care staff and providers should be aware of plans for antiviral distribution
points and mechanism for receiving antivirals once confirmed by NHS England this
information should be disseminated across all frontline staff
 Once vaccine is developed adult social care will support health providers and sectors to
ensure all vulnerable people can receive it
 Adult social care should work with health leads to help support and distribute key
communication messages within a shared media strategy e.g. distributing messages of
self-care, remaining at home if ill and how to access treatment as well as training in
recognising signs of deteriorating patient and onward referral
 Training of all frontline staff in promotion of the key national messages
Business Continuity efforts
 Fit for purpose business continuity plans are essential both at the local authority service
level and also among all providers of adult social care. Adult social care will be a key
service in relation to ongoing LA work to regularly review current business continuity
plans, identify potential gaps and generate proposals to mitigate risks in advance of a
crisis rather than once an emergency has occurred
 Raised awareness of the critical processes and functions for adult social care that will be
needed in event of an influenza pandemic both within the LA and among frontline staff is
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needed
Awareness raising of potential impacts of pandemic influenza on staff absence and
workload among commissioners and providers is needed
LA business continuity arrangements should support adult social care heads of services in
developing dedicated pandemic influenza response plans and to gain assurance and
address deficits in business continuity planning across the care sector

3.5.2. Care homes and nursing homes
Wider response
Care homes and nursing homes are at high risk of being affected in the event of a flu pandemic.
Many homes operate with an efficiency based staffing ratio and maintaining adequate staffing
levels can be challenging on an ongoing basis. This situation can only be exacerbated in the event
of an epidemic which affects the dependency of their residents. Care settings are likely to be
responding to pandemic influenza with reduced capacity as a result of their staff having been
exposed to pandemic influenza, through undertaking the caring role required in their job, or other
sources. Another consideration may be staff who do not present for work as a result of perceived
risk and fear of contracting the virus or those who may opt to care for immediate family and
friends rather than come into work.
Local Warrington Response
Patient flow
 Social care monitoring mechanism to provide up to date numbers for number of patients in
care homes, vacancies and numbers who have been admitted to hospital or moved elsewhere
 Social care to review and agree emergency procedures to facilitate hospital discharge through
allocation of patients to care homes in pandemic influenza
Data and monitoring
 Daily data on cases on influenza like illness and staff absence data to be collected through
similar channels as other adult social care
 Training of care home staff to use system once established
 Identification of lead to analyse this information e.g. PH/infection control
 Needs to be a mechanism in place to review and evaluate pandemic influenza response plans
in each care home. This will need to be explored in advance of an outbreak and will require
addressing in the delivery action plan.
 Business continuity plans also should consider how physical requirements of care homes
would be met in event of pandemic influenza e.g. electricity, transport and medicines supply
may all be affected by loss of workforce increased pressure in those sectors.
Pandemic influenza specific response
 Infection control team to train care home staff regarding infection control precautions to be
put in place.
 Infection control team to ensure affected residents are isolated and treated.
 Swabs to be taken by the infection control nurses to ensure flu is identified.
 Ensure all staff are offered flu vaccination.
 Ensure sufficient personal protective equipment is available.
 Infection control nurses to lease with the care homes who have a flu outbreak to ensure all
infection control precautions are in place

40

3.5.3. Domiciliary and community care
Wider response

Domiciliary and community care will be inevitably affected in the event of a flu pandemic.
Maintaining adequate staffing levels can be challenging on an ongoing basis in many of these
services and the adults who dependent on them are in disparate and often isolated settings. Some
community services such as day care involves bringing a group of adults together and is reliant on
transportation being available. A key consideration in an epidemic will be whether the risks posed
through such contacts outweigh the risks of the care being cancelled.
Different considerations are posed in the case of care delivered in an adults own home. Continuity
of care is always desirable with risks posed by lack of personalised knowledge and information
with a new care giver. Transportation and travel time need to be factored into the care. All care
settings are likely to be responding to pandemic influenza with reduced capacity as a result of
their staff having been exposed to pandemic influenza, through undertaking the caring role
required in their job, or other sources. Another consideration may be staff who do not present for
work as a result of perceived risk and fear of contracting the virus or those who may opt to care
for immediate family and friends rather than come into work.
Local Warrington Response
Patient flow
 Social care monitoring mechanism to provide up to date numbers for number of patients in
receipt of care services who have been admitted to hospital or moved elsewhere. This will
need to be explored in advance of an outbreak and will require addressing in the delivery
action plan.
 Social care to review and agree emergency procedures to facilitate hospital discharge through
allocation of patients to care provision in pandemic influenza
 Prioritisation of service based on risks posed and consideration as to alternative ways of
caring for people where care has failed such as one to one care in supported living
arrangements, which may not be viable.
 Possibility of care admissions where community care becomes unviable.
Data and monitoring
 Daily data on cases on influenza like illness and staff absence data to be collected through
similar channels as other adult social care
 Training of care staff to use system once established
 Identification of lead to analyse this information e.g. PH/infection control
Pandemic influenza specific response
 Infection control team to train care staff regarding infection control precautions to be put in
place.
 Swabs to be taken by the infection control nurses to ensure flu is identified.
 Ensure all staff are offered flu vaccination.
 Ensure sufficient personal protective equipment is available.

3.5.4 Identification of vulnerable people in Warrington
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In order to plan an appropriate pandemic influenza response which meets the needs of
vulnerable people in the local area, there needs to be a method of identifying those at
increased risk of being affected by pandemic influenza. This list identifies some sources of
information, but it is recognised that this is not exhaustive. In addition to identification of
sources of information, there is a need for a local lead who will take charge of updating and
communicating a local register of vulnerable people. This will need to be explored in advance of
an outbreak and will require addressing in the delivery action plan.

It is also important to outline the data ownership and confidentiality arrangements of this
register of vulnerable people, as this will be highly sensitive information which will come
from sources right across the health economy.
Partners in contact with vulnerable people may agree to deliver health messages, where
and how to access help when needed, and regular checks on vulnerable people rather than
collate lists.
Vulnerable Group
Children
(including children and young
people with disabilities who will
have additional vulnerability)

Adults with care and support
needs
(general)

Elderly

Possible organisations to target
• Schools through local authorities
• Non-LA schools though governing bodies
• Day care: crèches/playgroups/nurseries
• Children’s social care homes and facilities
• GP surgeries
• Youth services
• Integrated Services for Children with Additional Needs
based at Woolston Learning Village
• Residential Homes and Nursing Homes
 Domiciliary and community services
 Warrington Voluntary Action is the contact organisation
who can circulate to third sector organisations across
Warrington
 Electricity suppliers vulnerable register
 Fire and Rescue safe and well scheme
• Adult social care contracted organisations and services
• Community pharmacies – repeat medicine
collection/delivery programmes
• GP surgeries
• Community health services
• Warrington Wellbeing
 Warrington Carers Centre
 Carecall/telecare services
 Faith sector/parishes
 Community groups
As above plus
• OPEG as the local older people’s representation group
 LifeTime as the activity base for the over 50’s
 Your Housing Group, TORUS, Anchor and Warrington
Housing Association as social landlords of older residents
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in Warrington

Mobility impaired

Mental Health issues

Cognitive Impairment

Sensory impaired

Temporarily or chronically ill
Individuals cared for by relatives
Homeless

Pregnant women

Minority language speakers

Travelling community
Socially isolated

As above plus
• Warrington Disability Partnership
• Wheelchair services
As above plus
• Warrington Voluntary Action
 Adult social care contracted partners
 NHS North West Boroughs Partnership
• Warrington Community Alcohol Team: Pathways
As above plus
• Alzheimers Society Warrington
• Dementia Café
• Warrington Dementia Care Service: support worker and
advisor

As above plus
 Warrington Deaf Centre
• Warrington Voluntary Action as conduit to smaller
organisations
• Blue badge, GP lists
• Warrington Disability Partnership
• GP surgeries
• Community nursing teams
• Carers groups
• GP surgeries
As above plus
• Shelters, soup kitchens etc.
• Local Authority Housing plus service
• GP surgeries
• Maternity units in acute trusts
•Antenatal community classes
• WECA as the coordinating voluntary sector minority
communities link organisation
 Community groups
•Neighbourhoods team
• Churches /Faith sector
• Local authority traveller services
• Police Liaison Officer
As above
 Housing services
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3.5.5. Voluntary Organisations
Voluntary organisations are essential for helping to identify vulnerable people and also as a potential
resource that can be mobilised in the event of a pandemic influenza.
Warrington Voluntary Action is the lead contact organisation which has been identified as the
organisation that can circulate to third sector organisations across Warrington. They hold the most
up to date directory and contacts list. There is a need to identify all the voluntary organisations
working with Warrington and have an up to date register so that information can be readily shared
between the local authority, CCG and the voluntary sector. There are large local, regional and
national third sector providers who work under contract to WBC supporting huge numbers of people
with disabilities, older people and people with mental health issues, so WBC can use these existing
relationships to communicate and inform their contracted organisations
Further work and collaboration input with the voluntary sector in Warrington will be explored to
build on existing mechanisms and improve pandemic flu preparedness.

3.5.6. Child Social Care
Wider response
Several of the general social care challenges are relevant to the specific context of child social
care. These challenges include:
 maintaining critical services and pandemic specific response with reduced staffing
capacity due to increased levels of illness;
 identifying those children most at risk and maintaining their services
 meeting additional burdens on overstretched services due to additional pressures on
wider health and social care systems
 providing emergency care for vulnerable children looked after at home e.g. if their carer is
ill;
 communicating messages of self-care, remaining at home if ill and how to access
treatment as well as training staff and carers to recognise signs of deterioration in
children e.g. in residential homes
Processes to sustain fair and fast access to services for those most in need may need to be revised
during a moderate to high impact pandemic, for example by 15
• prioritisation of referrals for assessment (according to urgency)
• the use of telephone assessment; consider only doing home assessments for complex
needs
• greater use of self-assessment (e.g. Internet)
• a one-stage referral and assessment model;
• deferral of non-urgent referrals until after the pandemic;
• redeploying staff from other tasks to delivery of actual support/care, and
• temporarily reallocating support from those with lower levels of need to those in
higher levels.’
Local Warrington Response
The areas covered by Warrington Child Social Care are
 Child residential homes
o Local authority managed residential homes
o Commissioned places in other residential homes
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Child safeguarding
o Multiagency Safeguarding Hub
o Assess and Intervention team
o Safeguarding teams
Families First
Foster care support

Data and Monitoring
 Workforce and staff health: There needs to be a resilience system in place (which is
not individual dependent) for regular reporting and monitoring of staff absence which
states the reason for staff absence in all critical services. Of particular concern is the
child residential home service which will require a reporting mechanism to be built in
the event of pandemic influenza. As many of the child social care team are local
authority staff the existing corporate system should be used for monitoring and
documenting absence. This information is essential for assessing local pressures and
to plan for transfer of staff to support critical services where necessary
 Health status of vulnerable children who receive support through local authority
In the event of a pandemic, information on the health status and any hospital
admissions or deaths of vulnerable needs to be collected regularly by a child social
care system. This is particularly important for children who are officially in the care of
the local authority, but the system should support data collection for children in need
and children with a protection plan. The responsibility for developing and rolling out a
reporting mechanism to collect the information lies with child social care, public
health intelligence can provide support in analysis of this information and can offer
advice on templates for data collection.
Patient flow
 The monitoring system should enable the location of all children in care to be known
at any time point e.g. it should be known if any child in care has been admitted to
hospital or is awaiting discharge into the community. This is to primarily protect the
vulnerable children and prevent any potential breaks in care and also to help planning
with critical service provision
Information sharing
 There will need to be a mechanism in place for getting key national led
communication messages rapidly out to all staff and carers of vulnerable children.
Existing systems such as mailing lists for foster carers and newsletters should be
reviewed and built on as needed to enable rapid information sharing across
Warrington. Potential collaboration with education services e.g. texting mechanism to
parents should be explored to facilitate information sharing.
 If possible the communication channels should be two-way to facilitate simultaneous
data collection as detailed above
Coordination
 The WBC Child Services representative will attend the Warrington Pandemic Influenza
Health Social Care and Education Coordination group and will report on behalf of, and
back to, all heads of child social care services and front line staff and commissioned
services.
Pandemic Influenza Specific Response
• Identify and address training needs related to pandemic influenza e.g. infection
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control training for all frontline staff should be up to date
• Child social care frontline staff and commissioned service providers should be aware
of plans for antiviral distribution points and mechanism for receiving antivirals once
confirmed by NHS England this information should be disseminated across all
frontline staff
• Once vaccine is developed child social care will support health providers and sectors
to ensure all vulnerable children can receive it
• Training of all frontline staff in promotion of the key national messages e.g.
communicating messages of self-care, remaining at home if ill and how to access
treatment as well as training in recognising signs of deteriorating child and onward
referral to health services as needed
Critical Services
 The critical services are outlined in the business continuity plan for child services
 Currently there is sufficient provision or contingency in place to enable the critical
services to work at 50% staff capacity

3.6 Schools Guidance
*The school team is currently undertaking further work in the development of pandemic
influenza preparedness
Wider response (reference CRF)
In the event of an influenza pandemic the general government position will be to avoid or
minimise school closures as much as possible. There will be a national level steer on this issue.
School closures would only be taken in an influenza pandemic with a very high impact when the
Government (COBRA) considers that the pandemic is severe enough to advise schools, early years
and childcare settings to close. However, under some circumstances depending on the public
health risk assessment, PHE may advise localised closures (individual schools or catchment areas),
or the decision may be made by head teachers (and their Board of Governors where relevant) to
close establishments temporarily using a precautionary approach in the early stages of an
influenza pandemic to reduce the initial spread of infection.
Once the virus is more established in the country, the general policy would be that schools should
not close – unless there are specific local business continuity reasons (staff shortages or
particularly vulnerable children), In case of school closures, the Department for Education will
advise local authorities who are responsible for ensuring that all maintained schools and settings
are told of the decision. The Department for Education will inform Independent schools,
Academies and Free Schools directly. The DCLG RED team will advise SCGs of the decision.
Other issues to consider related to educational facilities are: staff capacity; staff and pupil health
status; infection control measures; and communication channels.
Local Warrington Response
In Warrington there are 69 primary schools, 12 secondary schools; 1 University Technology
College; 1 nursey school; 3 special schools and 1 pupil referral unit (PRU). There is also one
independent special school in the area. The Local Authority will have a lead role in coordinating
the response across the education system. Some schools have converted to Academy status and
therefore are independent of the LA, however academies will be asked to sign-up to this plan and
agree to follow the response outlined. As at 1 May 2018, 8 secondary schools, 11 primary and the
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PRU have converted to Academy status. The UTC and the Free School are both academies. There
are also two colleges.
There is a small team of local authority advisors working with schools under the supervision of the
Head of Education. The Warrington representative for primary schools is the secretary to the
Warrington Association of Primary Head Teachers and there is also a named representative for
Warrington Secondary Schools.
Business Continuity Plans
Each school should have their own business continuity plan or critical incident policy. These
should be robust enough to refer to the assumptions highlighted in event of a pandemic influenza
e.g. 50% of population will develop symptoms, rapid spread of infection and 50% staff absence
over the 15 week period with 15-35% of staff off on any given day.
Key elements of business continuity plans will include identifying the critical functions that will
have to continue, thresholds where staff capacity is too low to maintain schools functioning in
usual way and collaborative arrangements with other local schools in the same geographical area.
It is important that these business continuity plans are shared with the Head of Education so that
any areas of concern or identified gaps can be worked through with support. Training on
pandemic influenza and business continuity plans for all schools could help strengthen
preparedness during the inter-pandemic planning stage.
Monitoring and communication portal
During a pandemic two-way communication between the local authority and schools is important
to facilitate information sharing from local authority to schools on latest guidance and advice or
national steer regarding school closures. Information from schools to local authority is essential to
evaluate pressure on the school systems e.g. information on staff absence and also to identify any
potential outbreaks as soon as possible e.g. reporting of children or staff with influenza like
symptoms.
There is an existing portal managed by the local authority ‘my school services’ which currently has
a one way communication channel in place for primary and secondary schools. It is possible that
this could be adapted to facilitate two-way communication to enable data collection from the
schools about their staffing and health status of staff and children. The Head of Education at the
Local Authority will explore whether this system can be adapted or will identify a reliable
alternative and will consider the practicalities of establishing a two way system as part of an
emergency pandemic influenza response. For the purposes of ensuring effective communication
this can be made available to all schools and colleges. Key messages may also be shared using
other existing news feeds and Warrington Schools and Colleges fora.
Having information channels between local authorities, schools and parents is also important to
share infection control messages and basic signposting advice on accessing health services. In the
event that there is a decision to vaccinate children once a vaccine becomes available then this
channel could potentially be used to send information to parents. The majority of schools already
have the facility to send text messages to all parents. The Head of Education will establish ways to
ensure that information can be shared with parents via the school systems.
Another possible use is in the event that antiviral medications for children is recommended,
parents can receive this information via the text message services outlining where they can go to
get the medicine for their children.
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To facilitate data collection daily on staff absence or illness and pupil absence or illness, a
template could be developed on the portal so that schools can use this each day. This would
facilitate analysis to identify trends and feed into the Warrington Pandemic Coordination Group.
The analysis of data will likely be supported by the local authority public health intelligence team
or similarly qualified staff from local authority. This will help inform the work of the Warrington
Pandemic Influenza Health Social Care and Education Group.
Staff capacity and Collaborative (“Buddy”) arrangements
Warrington primary and secondary schools should each have business continuity plans which
identify potential measures required to limit impact of staff absence and avoid the need for
school closure. Primary and secondary schools in Warrington generally operate collaborative
arrangements based on local geography and admissions arrangements. Given that a pandemic can
last 15 weeks there is a need for sufficient and sustainable plans that aim to limit the impact of
staff absence.
Measures to consider include joining classes together and developing an ‘emergency curriculum’
of generic skills that can be tailored to different educational levels
Availability of non-teaching staff in schools is also essential to functioning and preventing need for
closures. One potential solution to be further explored is the use of a pool of alternative similarly
qualified staff. For example, Livewire leisure staff might have had all the necessary checks
required to work with children and so could potentially be a substitute for non-teaching staff.
They may also be able to support some sport or physical activity lessons for the pupils.
Safeguarding
Safeguarding issues and reporting mechanisms in educational settings will need to continue in
event of a pandemic flu and measures should be in place to ensure that there is sufficient cover to
maintain these and other listed critical services through each school’s business continuity
arrangements.
Decision making for school closures
The national steer for school closures will be communicated through the established networks
outlined in the portal system and also wider communications strategy through the WBC
Emergency coordination centre. In the early stages of a pandemic, depending on public health risk
assessment, PHE may discuss with the DPH and they may make recommendations on localised
closures of specific schools if deemed necessary e.g.an isolated outbreak. All decisions regarding
school closures would be reviewed regularly with the latest available information. PHE will
provide advice to schools in the form of a recommendation to the head teacher, but ultimately it
is the Chair of the Governing Body decision to close a school. The Head of Education in Local
Authority will coordinate information between schools and the Warrington Pandemic
Coordination Group
Representation
The WBC Head of Education will sit on the Warrington Pandemic Influenza Health Social Care and
Education group and will report back through the existing mechanisms to the primary and
secondary schools representative who will use the existing channels to feed on any important
issues. The Head of Education will also bring forward any issues identified by the representatives
or issues identified through the portal system.

3.7. Public Gatherings and Travel
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Wider Response
There is limited evidence to show that restrictions on mass gatherings or travel will have any
significant effect on flu virus transmission. Therefore, it is anticipated that the national steer will
not impose restrictions on public gatherings or travel. The emphasis will instead be on
encouraging all those who have symptoms to follow the advice to stay at home and avoid
spreading their illness.
Local Warrington Response
Local Organisers in Warrington e.g. sport fixtures etc. may decide to cancel or postpone events
during a pandemic and the public themselves may decide not to mix in crowds or use public
transport. Cancellation of public events should be well communicated through the local
communication channels

3.8 Pandemic-specific response
3.8.1 National Pandemic Flu Service (NPFS)
National/regional arrangements
The NPFS is a nationwide service that is designed to relieve pressure on primary care in the event of
a pandemic. It would not practical for all symptomatic to be individually assessed by a doctor or
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other prescriber in order to access antiviral medicines, and so a national phone and online
assessment for public run by non-clinical staff following an algorithm is set up to determine eligibility
and ease access to antiviral medications where appropriate
The aims of the programme are to
• Reduce pressure on primary care services;
• Allow people with flu like symptoms to remain at home;
• Enable rapid self-service assessment, care advice, GP referral and antiviral authorisation, and
• Provide an additional source of data relating to trends in activity and profile of symptomatic
people.
As part of the NPFS, a national network of Antiviral Collection Points (ACPs) would be set up, which is
likely to be made up of community pharmacies. Patients deemed eligible can access the medications
from the ACPs. The Flu friends scheme will also be promoted, where family members, carers,
friends, voluntary sector organisation members can help an individual and act as their Flu Friend to
help them access treatment.
The process is as follows:
 A symptomatic individual, or their Flu Friend, contact the NPFS for an assessment
 If deemed appropriate, the individual will be authorised to receive an antiviral medicine. They
(or their Flu Friend) will be give an authorisation number.
 The individual (or their Flu friend) goes to anti-viral collection point with authorisation number
and receives antiviral medications
NB. The NPFS is only aimed at otherwise healthy individuals without complications. Some people,
e.g. those with pre-existing medical conditions, pregnant women, those with severe symptoms, the
very young, patients with deteriorating symptoms etc. will need to be seen by a clinician.(insert ref)

Local Warrington Response





Warrington front-line health professionals and carers to be trained to support effective
communication of NPFS to public
Encourage Flu-friend system through combined communication and advertisement efforts (GP
practices, hospitals, pharmacies, schools, care homes, youth services)
Raise awareness of front-line staff in National Pandemic Flu Service referrals and carers in flufriend function
Dissemination of NPFS telephone contact number among all front-line staff and those in contact
with vulnerable people

3.8.2 Antivirals, antibiotics and vaccinations
Antivirals
National/regional arrangements
*National guidance on antivirals is currently awaited therefore the information in this
section is subject to change
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An antiviral strategy during a pandemic should:
• Provide rapid assessment and authorisation of antiviral medicines (through the NPFS where
appropriate)
• Ensure there is a robust distribution system in place for antiviral medicines (ACPs will be
coordinated by NHS England and will likely be through community pharmacies)
• Ensuring there is a robust supply chain for antiviral stock to ensure ready availability of
antivirals
A stockpile of antiviral medicines is maintained by the Government which could treat up to 50%
of the population. Oseltamivir and Zanamivir are the two medicines currently stockpiled in line
with guidance. Following 2009, very little benefit was seen in the use of antivirals in mild
pandemic, therefore if the severity of a future pandemic was mild, there may be limited use of
antivirals, reserved for those at-risk groups. (insert ref)
A robust communication strategy is needed to ensure that public understand the appropriate
role of antiviral medications

Local Warrington Response (*dependent on NHSE advice/national guidance)
Operational plans should aim to treat symptomatic patients who are eligible ideally within 48
hours
Supporting primary care capacity in Warrington is a priority to ensure delivery of antivirals within
this time limit to those who are deemed eligible for antiviral treatment
Need for further NHS England input on local Warrington plans for the distribution and delivery of
antivirals, including the local supply chain for institutions such as care homes or schools.
Need for further NHS information on arrangements for local on call pharmaceutical support for
pharmacies acting as ACPs

Antibiotics
National/regional arrangements
Pandemic influenza is a viral illness and antibiotics generally do not have a role in uncomplicated
illness among otherwise healthy individuals. However, secondary bacterial infections can develop
in a minority of patients who have pandemic flu and secondary infections can be a significant
cause of mortality. In these cases, antibiotics play an important role in reducing risk of severe
illness and deaths.
The government maintains a stockpile of antibiotics most likely to be useful for complications
arising from pandemic flu. In the event of supply chain shortages in primary or secondary care
during a pandemic this stockpile may be used. NHS England (regional centre) would coordinate
distribution.
It is critical that there is a clear communications plan which explains the viral characteristics of
pandemic flu to the public, to ensure that there is not a misplaced increase in demand for
antibiotics and the combined multi-agency efforts will be needed to ensure usual antibiotic
stewardship systems are maintained as best possible
Local Warrington Response in treatment and escalation phases
Distribution of antibiotics for those with secondary bacterial infections will likely take place within
normal clinical structures and processes in primary and secondary care.
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For vulnerable people, who may be at increased risk of complications, supporting home care with
early recognition of secondary infection is very important. This may require frontline social care
workers to receive additional training in recognising signs of deterioration.

Vaccines
National/regional arrangements
Pandemic-specific vaccines can only be developed once the organisation has been isolated. This is
likely to take 4-6 months from start of the pandemic. Once developed, a vaccine could help limit
spread, protect against illness, and reduce hospitalisation and mortality. A vaccine is not likely to
be available during the first wave of a pandemic and therefore would only be used in the event of
subsequent waves. Once developed it should be given to priority clinical risk groups and front line
health and social care workers.
NHS England (local area teams) would coordinate the vaccine supply chain to local delivery points
but onward distribution may need to be arranged to get to GP surgeries and other locations e.g.
care homes.
Local Warrington Response delivered by community pharmacies across the town
Need to develop a local onward delivery and distribution system across Warrington to prevent
shortages and ensure access for all vulnerable groups in Warrington who are eligible for
vaccination.

3.8.3 Infection Control and Personal Protective Equipment

Wider response
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Institutional level: Local risk assessment for required levels of infection control should be regularly
performed in hospitals, communal living environments such as residential homes, social care
environments and supervised mental health residences or prisons. Stringent attention to hand and
respiratory hygiene should also be observed.
PPE: Surgical face masks and respirators have a role in protecting healthcare workers as long as
they are used correctly and in conjunction with other infection control practises. The Government
has a stockpile of masks and respirators for health and social care workers and NHS England
(Warrington) will coordinate the distribution of these to NHS organisations during the treatment
and escalation phases of a pandemic. They will also coordinate any training necessary for NHS
organisations.
The NHS is not responsible for the distribution of face masks to social care – and a resolution
about how they might be distributed is currently being worked on by the Department of Health
and DCLG colleagues.
Local Warrington Response
Need to develop a local infection control and PPE operational plan addressing how face masks
would be distributed to social care front line workers

3.9 Communication
3.9.1 National Communication
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Health and social care communication will be led from the national level and based on the national
communications strategy, the Department of Health UK Pandemic Influenza Communications
Strategy 2012. The Department of Health will be the main source of central health-related public
messages and works with key organisations such as PHE and NHS England to ensure a coordinated
communication strategy.

NHS England and Public Health England Communication
Both organisations will use existing communication channels and mechanisms to communicate key
messages. PHE will communicate surveillance data throughout the stages of the pandemic through
established mechanisms and will also have a standardised approach to public communications
across the Cheshire and Merseyside region.
NHS England will use best practice and current channels to communicate with the NHS, partners,
stakeholders and the public. Where needed it will work with Cheshire Local Health Resilience
partnership and the Cheshire Pandemic Coordination Group to develop locally tailored
messages.
Regional Communication
An effective multiagency response is dependent on an effective communication strategy at all levels.
The Cheshire resilience forum has illustrated the probable communication channels in the event of
pandemic influenza in the figure below (insert reference). This figure has been adapted to show
where the Warrington Pandemic Health and Social Care Coordination Group (WPHSCH) would sit at
interface between LA and CCG.

Figure 5. Cheshire Resilience Forum. Communication Channels

3.9.2. Local Warrington Response
National communication messages may need to be locally tailored. The Warrington Pandemic Health
and Social Care Coordination Group will have a role in coordinating locally delivered health and
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social care messages to ensure they are consistent with national messages and consistent across
the local area.

Warrington Borough Council have a communications team that would lead the local response
with direction from the Director of Public Health. They would work closely with the CCG
Communications Lead. Good practice in other areas highlight a number of key points that a
local communication plan should include:




‘Methods of communicating with the public and are appropriate for individuals with
hearing, visual and other disabilities or limited English speaking.
Local arrangements to support central Government in communicating advice to the
local population
Identification of individuals within organisations with responsibility for coordinating
the information e.g.
Name

Role
WBC Communications Lead
CCG Communications Lead
Warrington Hospital Communications
Lead
North West Borough Communications
Lead
Cheshire
Resilience
Forum
Communications Lead
PHE Communications lead

•
•
•

•
•

Arrangements for public communication regarding the necessary prioritisation of
health and social care services;
Location of, and how to access ACPs;
Lists of health care entities, including points of contact, within the Warrington area
(eg hospitals, long term care, residential facilities, clinics, GPs) and share this with
Cheshire Resilience Forum
Strategies to challenge incorrect information to mitigate the risk of misinformation
Public messages to encourage respiratory and hand hygiene’ (1)

3.10 Situation Reporting
Real-time and frequent situation reporting is essential to ensure that there is an appropriate
and effective response and to revise strategies and approaches in line with capacity and the
scale of the pandemic. Existing reporting channels should be used as shown in figure 3 and
figure 4. Organisations supply situation reports along these reporting channels. Each
organisation will also follow standard reporting measures to the Cheshire Resilience Forum.
The CRF will develop a mechanism to share local situational awareness among partners so
that the impacts of the pandemic are well-understood.
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The Warrington Pandemic Health and Social Care Coordination Group can facilitate
information sharing from local health and social care organisations up to regional Cheshire
and Merseyside Health and Social Care group.
3.11 Mutual Aid
Mutual aid arrangements can be used to help boost capacity in response to a pandemic.
Redeployment of staff within organisations can also be used to help maintain essential
functions in health and social care systems. NHS England will act as a broker between NHS
trusts for additional mutual aid arrangements, however many agreements may already be in
place.
The CCG and local authorities can also support the local health economy through seeking
and supporting mutual aid requests, with surge managers playing a key role. This is
particularly the case for primary care cluster based working. Warrington Pandemic Health
and Social Care can also help facilitate this through provision of a common platform.

3.12 Ethics
It is important to be guided by ethical principles when making decisions on fairest allocation of
resources and capacity in health and social care. This is particularly important when these
systems are placed under significant strain, as in the event of a pandemic. The Committee on
Ethical Aspects of Pandemic Influenza developed an ethical framework that was first published
10
in 2007 . As ethical principles are wide-reaching and relatively constant, this document remains
appropriate and fit for purpose in planning for a future pandemic. The routine use of the ethical
principles outlined in this document as a checklist when making decisions in a pandemic can
help to assure that all ethical concerns have been considered.

4

Recovery

Recovery phase begins when demands on services reduces and normalization of services can
start to be addressed. Recovery is an extremely important aspect of the entire pandemic
response and yet it is often overlooked. It is particularly important in health and social care as
the rapid increase in demand on services can often have long-lasting and challenging
implications that hinder return to normal provision. Implications such as staff exhaustion,
changes to clinical and social care pathways and depletion of financial and moral reserves.
Furthermore, critical lessons may have been learnt during the response that need to be
addressed and included in future planning.
Recovery may be coordinated through a multi-agency Recovery Coordination Group. This will
evolve from the LAEC. The Warrington Pandemic Influenza Health and Social Care Coordination
group may be a member of this recovery group. The aim of recovery is to return to new normal
service. Topics to address may include post-incident review of how response was managed,
sharing of lessons learnt, and targeted vaccination plans. Full details on aspects of recovery that
would be tackled in this group are listed elsewhere. (insert ref to corporate flu plan and L&S)
There will be a national steer from the Department of Health who will provide information to
inform the work of regional multi-agency recovery coordination groups.
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It is important to note that health and social care services may experience persistent secondary
effects for some time after a pandemic, with increased demand for continuing care from:
• Patients whose existing illnesses have been exacerbated by flu
• Those who may continue to suffer potential medium of long term health
complications
• A backlog of work resulting from the postponement of treatment for less urgent
conditions. (1)
• Additional pressures from seasonal diseases such as diarrhoea and vomiting or
seasonal flu.
We therefore need to ensure that our local health and social care services have robust recovery
plans in place that recognize these persistent effects and have plans in place to deal with them.
Recovery plans need to be graded to maintain capacity as these effects will continue for
medium-long term.

The table in appendix 1 illustrates the roles of different agencies in recovery (1). One of the
key pandemic-specific issues for recovery is the risk of a second wave. The Warrington
Pandemic Health and Social Care Coordination group plays a role in supporting the usual
recovery efforts of each organization with specific pandemic concerns, such as public health
protection issues to prepare for second wave.
The pandemic virus is also likely to persist for a number of years as one of the circulating
seasonal flu viruses. It is therefore important to ensure a robust seasonal flu plan is in place to
reduce transmission and promote high vaccination uptake.

4.1. Debriefs
All organisations involved in response are expected to contribute to internal and external
debriefs. There will be a regional debrief that is likely to be chaired by the Cheshire Resilience
Forum Pandemic Coordination Group.
The Warrington Pandemic Health and Social Care Coordination Group will hold a local level
debrief, to share experiences across the health and social care economy and to communicate
lessons learnt in an open and transparent manner.

4.2. Staff support
It is acknowledged that a pandemic will have significant effects on health and social care staff
and those work across the local health economy. It is important that robust staff support
mechanisms are in place in each organization to support staff through occupational health
issues, bereavement support and counselling.
In the event of a pandemic, people may have to work beyond their daily role and adapt to new
roles to boost capacity and ensure provision of critical services. Recovery offers an important
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opportunity to acknowledge and reward staff efforts, as the entire health and social care
pandemic response is dependent on the commitment and hard work of staff members in the
public, private and voluntary sectors.

Appendix 1. Summary of roles during recovery
CCGS
• Identify lessons learned
• Prepare for a second wave
• Continue to communicate with all partners and public.
• Contribute to local, regional and national health post-pandemic debriefs and consider
the implementation of recommendations from any subsequent reports
• Acknowledge staff contributions
• Assess the impact of the pandemic on the provision of commissioned services and
ensure that the ongoing service level is sufficient to meet the demands of the system
• Ensure the recovery of services to business-as-usual as soon as appropriate
• Review response update plans, contracts and other arrangements to reflect lessons
identified, particularly where these have been commissioned locally
• Collect financial and contractual impact information from commissioned providers
NHS Providers (acute, community, mental health, GPs, community pharmacy)
• Continue wider vaccination campaign
• Identify lessons
• Prepare for second wave
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• Ensure the recovery of services to business-as-usual as soon as appropriate
• Continue to communicate with all partners and public.
• Contribute to local, regional and national health post-pandemic debriefs and consider
the implementation of recommendations from any subsequent reports
• Acknowledge staff contributions and consider physical rest/emotional support for staff.
• Maintain seasonal flu vaccination campaign
Local Authority
• Identify lessons
• Prepare for second wave
• Encourage social care staff to access seasonal flu vaccine
• Continued communications to public/councillors/staff
• Agree prioritised return to business as usual
• Acknowledge staff contributions and consider physical rest/emotional support for staff.
• Contribute to local, regional and national health post-pandemic debriefs and consider
the implementation of recommendations from any subsequent reports

End of document
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Agenda Item 11

Warrington
Health & Wellbeing Board
31st May 2018
1.30 pm, Council Chamber, Town Hall, Warrington
Public Health Annual Report 2018
Protecting Health in Warrington

Report Title
Agenda Section

Type of Decision
Required

☐
☐
☐
☒
☐
☐
☐
☐
☒

Report Purpose

A. Standard Items and Governance Matters
B. Promoting Integration
C. Development and Delivery of Health and Wellbeing
Strategy
D. Oversight of Important Strategies and Reports
E. Information and Context
F. Concluding Business
Formal Decision as to a Statutory Function
Non-Statutory Advice, Guidance or Recommendation
to Other Body
Note or Endorse a Report or Action by Others

To present the Public Health Annual Report 2018 (PHAR)
to Health and Wellbeing Board

Report author

Dr Muna Abdel Aziz: Director of Public Health

Confidential or
Exempt

This report is not considered to contain information which
is confidential or exempt.

Recommendations

For the Health and Wellbeing Board to review the final
draft PHAR 2018 which provides an overview of the
current health protection arrangements and key issues.
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1.

Report purpose

To present Health and Wellbeing Board with the final draft of the 2018 Public Health
Annual Report.
2.

Introduction/background

There is a statutory requirement for Directors of Public Health to publish an annual
report summarising the health of the local population and the interventions and
initiatives in place to improve population wellbeing and protect population health.
Previous annual reports have focused predominantly on aspects of health
improvement. Last year’s report focussed on many of the wider determinants of
health and the action and intervention needed to address these at scale, including a
focus on inclusive growth. That work remains critically important and continues.
This year’s Public Health Annual Report focusses for the first time solely on the
health protection agenda. It describes the multi-agency nature of health protection
and the role of the local Health Protection Forum in gaining assurance from partners
and the arrangements in place to protect population health.
3.

Content

The report is sectioned into four broad chapters; looking at infectious diseases,
screening and immunisations, emergency preparedness and wider aspects of health
protection. Each section provides an overview of current issues, and identifies
priorities for individual agencies, the focus for Health Protection Forum, and ends
with key messages for members of the public and others.
The report has been produced in collaboration with partners who are members of the
Health Protection Forum and which provides the formal mechanism for reporting on
Health Protection assurance arrangements to the Health and Wellbeing Board. This
year’s PH Annual report marks four years of the Health Protection Forum in
Warrington which was set up in July 2014.
As in previous years, a Statistical Appendix accompanies the main report. The
appendix covers a range of indicators describing health and wellbeing across the
lifecycle.

4.

Timescale and Dissemination

This final draft version of the PHAR will be designed and formatted by the
Communications team ahead of wider and public dissemination.
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The Communications team are also supporting with the production of a shorter, more
accessible, public-facing version of the document which will be disseminated more
widely to members of the public to support with specific messages around accessing
screening or immunisation programmes.
As in previous years, once the report has been to the Health and Wellbeing Board it
will then be disseminated to the CCG and other partner agencies.
5.

Recommendations

For Health and Wellbeing Board to review and note the content of this year’s Public
Health Annual Report.
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1.

Appendices

Appendix A:
Statistical Supplement to the Warrington Public Health Annual Report 2018
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Introduction and Contents
This document is a supplement to the 2018 Public Health Annual Report. It contains a number of summary factsheets which present
information on a range of health and wellbeing indicators. This year the supplement has been expanded to include additional health
protection datasets to complement the information included within the annual report. The following contents table includes asterisks to
highlight where additional health protection data has been presented. In the main, data included in this document is nationally available and
can be benchmarked against England. This means, however, that there is often more up to date local data available, which, although this
cannot be benchmarked, may be useful to help understand more recent trends. For further information on any of the information included
within the document please contact the Public Health Knowledge and Intelligence Team on 01925 443033.

Demography
1.1 Resident Population
1.2 Dependency Ratio
1.3 Projected Population
1.4 Ethnicity
1.5 Deprivation
Starting Well
2.1 Pregnancy and Newborn Screening *
2.2 Low Birth Weight Babies and Smoking at Time of Delivery
2.3 Breastfeeding Initiation and Continuation at 6 to 8 Weeks
2.4 Childhood Vaccinations and Immunisations *
2.5 Childhood Obesity
2.6 Risky Behaviours - Teenage Conceptions
2.7 Risky Behaviours - Alcohol and Substance Misuse
Living and Working Well, Lifestyle Risk Factors
3.1 Smoking
3.2 Alcohol
3.3 Substance Misuse
3.4 Unhealthy Weight
3.5 Diet
3.6 Physical Activity
Living and Working Well, Burden of Disease
4.1 Life Expectancy
4.2 Main Causes of Death, 2015 to 2017

4.3 All-Age All-Cause Mortality
4.4 Mortality Considered Preventable
4.5 Screening Programmes *
4.6 Cancer
4.7 Cardiovascular Disease
4.8 Excess Winter Mortality
4.9 Sexual Health *
4.10 Mental Health
Ageing Well
5.1 Life Expectancy at Age 65
5.2 Population Projections
5.3 Falls
5.4 Dementia
5.5 Flu Vaccination *
5.6 Deaths in the over 65’s
Wider Determinants of Health
6.1 Housing
6.2 Employment
6.3 Education
6.4 Utilisation of Outdoor Space
6.5 Child Poverty
6.6 Fuel Poverty
6.7 Social Contact (Adult Social Care Users)
6.8 Crime

1.1 Demography – Resident Population

Source: Office for National Statistics. Figures based on mid 2015 population estimates. Figures may not sum exactly due to rounding.

 Warrington’s mid-2016 resident population estimate is 208,800 (Office for National Statistics); 49.7% male and 50.3% female.

 19.0% in Warrington were aged under-16 compared to 19.0% in England and Wales and 18.9% in the North West.
 63.0% in Warrington were aged 16-64, the same as England and Wales; 62.8% were aged 16-64 in the North West.
 18.0% in Warrington were aged 65 and over, the same as England & Wales; 18.3% were aged 16-64 in the North West.
 The chart shows that the main differences in population structure are that Warrington has a lower proportion of 20-34 year
olds, a higher proportion of 40-54 year olds, compared to England and Wales.
 The GP-registered population is different to the resident population, and is based on those registered at GP practices. In
January 2018, almost 218,000 people were registered at Warrington GP practices.

208,800 resident
population
mid-2016
19.0% aged under-16
63.0% aged 16-64
18.0% aged 65+
(very similar proportions
to England & Wales)

1.2 Demography – Dependency Ratio
DEFINITION: OLD AGE DEPENDENCY RATIO (OADR) and CHILD
DEPENDENCY RATIO (CDR)
 The dependency ratio attempts to measure the number of dependents
compared to the working age population. Ideally, the OADR and CDR
would be calculated using the child population and the population of
older people who don’t work, compared to the working population.
However, the usual calculations use the population aged 0-14 (CDR) and
65 and over (OADR), compared to the population aged 15-64.
 It doesn’t take into account factors such as people of working age who
are unemployed or those aged 65+ who choose to continue working. Nor
has it taken into account the recent changes to state pension age.
 An increase in the ratio indicates a potential increased burden on the
working population to support dependents, for instance in terms of
pensions and social care.
 Dependency ratios have been calculated using ONS projected
populations.

In England and Warrington, the old age dependency ratio is
rising and is expected to do so over the next 25 years.
Warrington’s ratio surpassed England’s in approximately 2015,
and is expected to rise much faster.

 Child Dependency Ratio (CDR): In 2015, Warrington’s CDR was 27.7 (i.e.
almost 28 children aged 0-14 to every 100 people aged 15-64), very
similar to 27.8 in England. Warrington’s CDR closely follows England’s;
both decreased between 2003 and 2009, but are expected to soon rise
back to 2003 levels, and then be fairly stable to 2039.
 Old Age Dependency Ratio (OADR): In 2015, Warrington’s OADR was
27.6 (i.e. almost 28 people aged 65+ to every 100 people aged 15-64),
similar to 27.5 in England. From 2003, Warrington’s OADR has risen faster
than England’s. Until now, Warrington’s OADR has been lower than
England’s, but in future is expected to surpass it. By 2039, Warrington’s
OADR is projected to be 43.8, much higher than 40.5 in England.
 Overall Dependency Ratio: In 2015 Warrington’s overall dependency
ratio was 55.3, the same as England (i.e. over 55 people aged 0-14 or 65+
to every 100 people aged 15-64). It is projected to increase faster than
England, and by 2039 is expected to be 72.8, much higher than 68.9 in
England.

1.3 Demography – Projected Population

Warrington’s population projected
to increase by 13%
(an extra 27,600 people)
between 2014 and 2039
Largest proportional increases
expected in the older age groups
Increase made up of:
23,300 aged 65+ and
4,300 under-65s

 Warrington’s population has increased year on year from 2004 to 2016.
 Future projections (based on 2014 mid-year estimates) show that Warrington’s population is estimated
to increase over the next 25 years by an extra 27,600 people (+13%); an extra 14,100 males and 13,500
females.
 The only age-groups expected to have a smaller population by 2039 are those aged 20-24, and 40-54.
 The largest percentage increases are expected in those aged 65 and older. Between 2014 and 2039, the
number of men aged 65+ is expected to increase by 11,700 (a 71% increase) and women aged 65+ by
11600 (a 59% increase). This means an overall increase of approximately 23,300 people aged 65+.
 In comparison, the number of under-65s is expected to rise by only 4,300.
Note: projections are based on recent trends and do not take into account any policy changes that have
not yet occurred, nor those that have not yet had an impact on observed trends.

1.4 Demography – Ethnicity
Ethnicity of Wards: Proportion of Non-White Residents
(Data source: ONS, Census 2011)

10%
8%
6%
4%
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NB: Non-White incorporates the following categories – mixed/multiple ethnic groups;
Asian/Asian British; Black/African Caribbean/Black British; other ethnic groups.
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 In the latest Census in 2011,
92.9%
of
Warrington’s
population
classified
themselves as White English/
Welsh/ Scottish/ Northern
Irish/ British.
 Warrington’s population is
less mixed than the North
West and England. In the
2011 Census, 4.1% were nonWhite, compared to 14.0%
for England and Wales, and
9.8% for the North West.
 Whittle Hall ward has the
highest proportion of nonwhite residents (9.9%) and
Poulton South the lowest
(1.2%).

In 96.5% of Warrington households, all residents aged 16 and
over have English as a main language, compared to 90.9% in
England.
1.9% of Warrington households have no people with English as a
main language, compared to 4.4% in England.
At ward level, Bewsey and Whitecross has the highest proportion
of households in which no people have English as a main
language (7.4%), followed by Fairfield and Howley (5.1%).
Note: Not having English as a main language does not necessarily
mean that someone doesn’t speak English.

1.5 Demography – Deprivation

The map shows the spread of deprivation across Warrington. The most deprived areas (quintile 1), shaded brown and red, tend
to be in inner Warrington, and the least deprived (quintile 5), shaded green, in outer Warrington. New wards (2016) are shown.

 Lower Super Output
Areas (LSOAs) are
small
geographical
units.
 Deprivation
is
measured using the
Index of Multiple
Deprivation
(IMD)
2015. For each LSOA,
a deprivation score is
calculated covering a
broad
range
of
issues:
income,
employment, health
and
disability,
education and skills,
housing and services,
crime, and living
environment.
 All LSOAs in England
are ordered by IMD
score and then split
into 5 equal sized
groups
(called
quintiles).
Warrington contains
127 LSOAs; these are
grouped according to
which
national
quintile they are in.

2.1 Starting Well – Pregnancy and Newborn Screening
Screening during pregnancy
Screening tests are used to find people at higher chance, or risk, of a health problem. This means they can get earlier, potentially more effective treatment
or make informed decisions about their health. The screening tests offered during pregnancy in England are either ultrasound scans or blood tests, or a
combination of both. Blood tests can show whether a woman has a higher chance of inherited disorders such as sickle cell anaemia and thalassaemia, and
whether a woman has infections like HIV, hepatitis B or syphilis (NHS Choices).
Across England during 2016/17:
 99.5% of pregnant women were screened for HIV;
 99.3% of eligible pregnant women were screened for sickle cell anaemia and thalassaemia.
Across England during 2015:
 98.2% of pregnant women were screened for syphilis;
 98.1% of pregnant women were screened for hepatitis B.
Newborn Screening
Most babies are healthy and won't have any of the conditions the screening tests are looking for.
But for those babies who do have a health problem, the benefits of screening can be enormous.
Early treatment can improve their health and prevent severe disability or even death.
Newborn physical examination
Every baby is offered a thorough physical examination soon after birth to check their eyes, heart,
hips and, in boys, the testicles (testes). This is to identify babies who may have conditions that
need further testing or treatment.
Across England during 2016/17 93.5% of babies received their examination within 72 hours of
birth.
Newborn hearing screening test
The newborn hearing screening test helps identify babies who have permanent hearing loss as
early as possible. Performance in Warrington is higher than England and the North West.
Newborn blood spot (heel prick) test
The newborn blood spot test involves taking a small sample of your baby’s blood to screen it for
nine rare but serious health conditions. Performance in Warrington dipped below England and
the North West during 2015/16, although 93% babies were screened.
Data for Warrington from 2016/17 is not available due to Warrington and Halton Hospital
changing clinical systems.

2.2 Starting Well – Low Birth Weight Babies and Smoking at Time of Delivery
Definition: live births with a recorded birth
weight under 2500g and a gestational age
of at least 37 complete weeks.
Low birth weight increases the risk of
childhood mortality and of developmental
problems for the child, and is associated
with poorer health in later life. At a
population level there are inequalities in
low birth weight and a high proportion of
low birth weight births could indicate
lifestyle issues of the mothers and/or
issues with the maternity services.

Low Birth Weight (LBW) Babies
 There are approximately 2,395 births each
year in Warrington. Trends show a slight
reduction in the number of births each
year.
 2.7% of live births at term were classed as
LBW in Warrington in 2016, slightly lower
than England and the North West.
 The number and proportion of LBW births
has remained fairly stable in Warrington
ranging between 42 and 65 babies each
year.
Definition of Smoking at
Time of Delivery (SATOD):
Women who are regular/
occasional smokers at time
of delivery.
Smoking in pregnancy has
well known detrimental
effects for the growth and
development of the baby
and health of the mother.
On average, smokers have
more complications during
pregnancy and labour.

Smoking status at time of delivery
 During 2016/17 in Warrington, 122 women (8.3%) who gave birth said that they smoked at time of delivery (SATOD). This was significantly lower than
both England and the North West.
 There has been a downward trend in England and the North West. This was also true for Warrington, apart from a slight rise in 2014/15.
 The percentage of mothers SATOD living in the 20% most deprived areas of Warrington is significantly higher than the remaining areas of Warrington. In
2016/17, 16% of mothers from these areas said that they SATOD; this steadily reduces to practically none in the least deprived areas.

2.3 Starting Well – Breastfeeding Initiation and Continuation at 6 to 8 Weeks
Breastfeeding initiation: i.e. breastfeeding from birth
 Breastfeeding initiation has been consistently and significantly lower in
Warrington than in England.
 However, in Warrington, it significantly increased from 61% in 2012/13 to 67%
in 2013/14, and increased further to 68.5% in 2014/15. Unfortunately the gains
made over recent years have been lost as the percentage has reduced to
similar levels seen between 2010/11 to 2012/13.
 Breastfeeding initiation is significantly lower in the 20% most deprived areas of
Warrington; 48% in the most deprived areas compared to 72% in the least
deprived areas. Unfortunately breastfeeding rates have reduced across all
deprivation quintiles.

Breastfeeding continuation at 6 to 8 weeks
 As with initiation, breastfeeding continuation in Warrington has been
significantly lower than England in recent years.
 During 2015/16 a new collection method for breastfeeding continuation was
introduced by Public Health England.
 In 2016/17, 37.1% of mothers in Warrington continued to breastfeed at 6 to 8
weeks, very similar to the previous year. This is significantly lower than
England.
 In 2016/17, 24% of mothers from the 20% most deprived areas and 32% from
quintile 2 continued to breastfeed, compared to 48% in the least deprived
areas.

Benefits of Breastfeeding:
Breast milk provides ideal
nutrition for infants in the
first stages of life. There is
evidence that breast-fed
babies experience lower
levels of gastro-intestinal and
respiratory infections and it is
associated with lower levels
of child obesity. Some of the
benefits to the mother
include a faster return to prepregnancy
weight
and
possibly lower risk of breast
and ovarian cancer.

2.4 Starting Well – Childhood Vaccinations and Immunisations
Courses of Immunisation
 The
combined
DTaP/IPV/Hib is the first in
a course of vaccines offered
to babies to protect them
against
diphtheria,
whooping cough, tetanus,
Haemophilus influenza type
B (an important cause of
childhood meningitis and
pneumonia) and polio.
 The
meningococcal
C
conjugate (MenC) vaccine
protects against infection
by meningococcal group C
bacteria, which can cause
meningitis and septicaemia.
 The PCV vaccine protects
against
pneumococcal
infections that can cause
pneumonia, septicaemia or
meningitis.
 The
influenza
vaccine
programme vaccinates all
children aged 2 to 4, this
has now extended to
children in reception class
and school years 1-4. It is
hoped that the extension of
the programme to healthy
children
will
reduce
transmission of flu to at-risk
and elderly patients.

Childhood Immunisations (age 1): The national target for
these immunisations is 95%. Warrington has exceeded this
target for several years. The percentage of babies who
received their immunisations increased slightly in the latest
time period shown for PCV whilst the percentage for
Dtab/IPV/Hib remained similar. However, the uptake of
these vaccinations in Warrington is higher than England.
Childhood Immunisations (age 2): The national target for
these immunisations is 95%. Warrington has exceeded this
target for several years for DTaP/IPV/Hib. The target of
95% has not been met for both Hib/MenC and the first
dose of MMR at age 2. However, Warrington had higher
immunisation rates when compared to England during the
time periods presented in the chart.
Influenza Immunisations (age 2-4): The national target for
these immunisations is 65%. As the chart shows, the target
has not been met nationally, regionally or locally. It is
anticipated that changes to the location of vaccination for 4
years olds (moved from a GP setting to a school setting)
during 2017/18 flu season will increase the uptake rate.

Childhood Immunisations (age 5): The national target for
these immunisations is 95%. Warrington has met this for
the first dose of MMR at age 5. However, Warrington failed
to achieve the target of 95% for Hib/MenC and two doses
of MMR at age 5 (90.2%). Warrington has higher
immunisation rates compared to England during the time
periods presented in the chart.

2.4 Starting Well – Childhood Vaccinations and Immunisations
Courses of Immunisation continued
 MMR is the combined vaccine that
protects against measles, mumps and
rubella.
 The HPV (human papilloma virus)
vaccine protects against the two highrisk HPV types – 16 and 18 – that cause
over 70% of cervical cancers.

HPV one dose (girls aged 12 to 13 years): There
is no national target, although the national goal
is 90%. The immunisation rate in Warrington is
similar to England (the percentage of girls
receiving one dose). In 2015/16, 88.1% of
eligible girls in Warrington received the
vaccination, similar to England (87%).

Childhood vaccination uptake by GP Practice Deprivation Quintile
Note: Quintile 1 – 20% most deprived GP Practices; Quintile 5 – 20% least
deprived GP Practices. Generally, as deprivation reduces the percentage of
children vaccinated increases
Age 1: The target of 95% was met for all age 1 immunisations and across all
deprivation quintiles, with the exception of the MenC vaccination for Quintile 1
(94% uptake).
Age 2: Uptake of age 2 immunisations was lowest in the more deprived
quintiles, and increased at deprivation reduced. The target of 95% was not met
in quintiles 1, 2 and 3.
Age 5: The percentage of 5 year olds who received their first dose of MMR met
target in all quintiles with the exception of quintile 1. However, the target was
missed in all quintiles for the DTaP/IPV booster and second dose of MMR.

2.5
2.4 Starting Well – Childhood Obesity
In Warrington, in Reception and in Year 6 children, prevalence of obesity and
of overweight/obesity, is generally lower than England and the North West.
Reception (aged 4/5): In 2016/17, the Warrington overweight/obesity rate
was 21.9% compared to 22.6% in England and 23.9% in the North West.
Obesity prevalence was 9.3%, compared to 9.6% in England and 10.3% in the
North West. However, the steady increase in obesity prevalence in Warrington
since 2013/14 means that has almost ‘caught up’ with England.
Year 6 (aged 10/11): In 2016/17, 30.8% of Year 6 children were
overweight/obese, compared to 34.2% in England and 35.2% in the North
West. Obesity prevalence was 17.5%, compared to 20.0% in England and
20.8% in the North West. Fluctuation from year to year in the obesity rate has
usually been between 16% and 20% in boys, and between 14% and 18% in
girls.

Warrington 2016/17
Reception: about 1 in 11 obese
Year 6: more than 1 in 6 obese

Obesity prevalence by socio-economic deprivation:
 Prevalence estimates vary a lot from year to year, but there is a clear link with
deprivation. In both Reception and Year 6, obesity prevalence is higher and similar in
Quintiles 1 and 2 (more deprived areas), and there is a step change compared to
Quintiles 3, 4 and 5 where obesity prevalence is much lower.
 In all quintiles, obesity prevalence in Year 6 is almost, or more than, double the
prevalence in Reception.

2.6 Starting Well – Risky Behaviours - Teenage Conceptions
Teenage conceptions:
 In 2016, the under-18 conception rate for Warrington was 16.9
conceptions per 1,000 girls aged 15-17, compared to 18.8 in England as a
whole, and 22.3 in the North West.
 Rates have been reducing in recent years in Warrington, the North West
and England.
 Although trends show a reduction in Warrington overall, in the most
deprived areas, rates are still significantly higher than the rest of
Warrington.
 However, on a positive note, the number of conceptions during 2016
(60) have yet again reduced and was the lowest seen in Warrington over
the 19 years that teenage conception data has been monitored.

Teen
conceptions
leading
to
termination:
 There has been an increasing trend,
since the late 1990s, in the
percentage of under-18 conceptions
that lead to a termination.
 In 1998, 39.8% of Warrington teenage
conceptions resulted in a termination,
compared to 63.3% in 2016.
 National and regional rates have
stabilised between 2013 and 2016;
whereas Warrington has seen an
increase since 2015.
 However, numbers are small and
percentages are prone to fluctuation.

Numbers of
teenage
conceptions are
the lowest in 18
years
16.9 conceptions
per 1000 girls aged
15-17 in 2016
An increase in the
percentage of
under-18
conceptions
leading to
termination

2.7 Starting Well – Risky Behaviours - Alcohol and Substance Misuse

Hospital admission episodes due to alcohol in those aged under 18:

Hospital admissions due to substance misuse in 15-24 year-olds:

 For the most current period 2014/15 to 2016/17, there were 58
admissions to hospital due to alcohol-specific conditions for those aged
under 18; this is equivalent to a rate of 43.4 per 100,000 population
aged under 18.
 The current Warrington rate (and number of admissions) is the lowest
seen in recent years; the rate is slightly higher than the England rate of
34.2.
 A steady decrease in the rate of admissions has been observed for both
England and the North West. The overall trend for Warrington has
been a reduction although there was an increase in admissions during
two consecutive time periods (2011/12 – 13/14 and 2012/13 – 14/15).

 Between 2014/15 and 2016/17, Warrington had a hospital admission
rate of 195.9 per 100,000 population aged 15-24; this is significantly
higher than England’s rate of 89.8.
 Following a reduction in 2009/10 to 2012/13, Warrington has seen an
increasing trend in the past 4 reporting periods.
 National and regional rates did show an upwards trend until the most
recent time period.
 In Warrington, the ‘Risky Behaviours’ programme helps vulnerable
young people with issues they face and prevent their problems
escalating. During 2016/17 2016 over 4,000 young people had direct
engagement with the programme that includes workshops and sessions
around alcohol and drug awareness.

3.1 Living and Working Well, Lifestyle Risk Factors – Smoking
Smoking
prevalence
(the % of people who
smoke) (Data source:
Public Health England)
 Prevalence
in
Warrington in 2016
was 12.6% compared
to 15.5% in England.
Warrington has had
significantly
better
prevalence rates than
England in the past
three years.
 Prevalence is higher in
the
routine
and
manual
occupation
group,
26.4%
in
Warrington compared
to 26.5% in England
and 26.8% in the North
West. There has been
a small upward trend
in Warrington since
2014, compared to
reducing
trends
regionally
and
nationally.

Smoking attributable hospital admissions: Latest data published by Public Health England
(2016/17) shows that Warrington had a rate of 1,390 hospital admissions per 100,000
population, compared to 1,685 in England. Warrington has consistently had significantly
better rates than England for several years.

Smoking attributable mortality: (deaths wholly or
partially related to smoking – smoking is a contributory
factor to deaths from a diverse range of diseases and
conditions).
 Warrington has consistently had significantly higher
levels of smoking attributable mortality than England.
 The trends in Warrington and England have been
gradually reducing.
 In 2014-16, Warrington had a rate of 287.4 deaths per
100,000 population, compared to England’s rate of
272.0, and is no longer significantly higher than England.
Deaths from chronic obstructive pulmonary disease
(COPD): Data from Public Health England (2014-16) shows
that Warrington had a rate of 57.7 deaths from COPD per
100,000 population compared to 52.2 in England.
Warrington’s rate is not significantly higher than England
and has reduced slightly since the last reporting period.

3.2 Living and Working Well, Lifestyle Risk Factors - Alcohol
 Regularly drinking more than the recommended daily limits risks damaging your health. There's no guaranteed safe level of drinking, but if you drink
less than the recommended daily limits, the risks of harming your health are low (NHS Choices).
 Alcohol consumption is a contributory factor to hospital admissions and deaths from a diverse range of conditions.
Alcohol-related mortality:
 During 2016, there were approximately 98 deaths due to alcohol related
conditions in Warrington; 59 men and 39 women.
 The death rate for men was significantly higher than for women. This pattern was
seen in Warrington, the North West and England.
 For both men and women, the North West is consistently significantly higher than
England. Warrington is generally higher than England, but not significantly so.
 Mortality in men in England and in the North West has shown a very small but
steady decrease since 2009. The Warrington rate has fluctuated (due to the
relatively small numbers used to calculate the rate), but for the most recent 3
years has been similar to England.
 Mortality rates in women in the North West and England have remained steady
and Warrington has fluctuated mainly around the North West rate.

Premature mortality (aged under-75) from alcoholic liver disease:
 A high proportion of deaths from liver disease are alcohol-related.
 Between 2014 and 2016, there were 59 premature deaths from alcoholic liver disease
in Warrington; 28 men and 31 women.
 In Warrington, the North West and England, male mortality is generally higher than
female. However, in 2014-16 the Warrington female rate was higher.
Males: North West and England rates have remained very steady. Warrington had been
consistently higher than England, though not significantly so. However the Warrington
rate steadily reduced from 17.1 in 2011-13 to 9.8 in 2014-16, when it was significantly
lower than the North West, and lower than England (though not significantly so). The
number of male deaths reduced from 47 in the 3-year period 2011-13, to 28 in 2014-16.
Females: Warrington has been consistently significantly higher than England. Rates for
Warrington, the North West and England have remained very steady. In the 3-year
period 2014-2016, there were 31 deaths.

3.2 and 3.3 Living and Working Well, Lifestyle Risk Factors – 3.2 Alcohol and 3.3 Substance Misuse
Alcohol-related hospital admissions
 Nationally, the rate of hospital
admissions due to alcohol has remained
fairly static.
 In Warrington, the rate of admissions
was increasing until 2011/12, the rate
then reduced for 3 years (2012/13 to
2014/15). Since 2015/16 the rate has
increased, especially so for 2016/17.
 Admission rates in Warrington have been
consistently and significantly higher than
England
 Admission rates in Warrington, the North
West and in England are substantially
higher for men than for women.

Successful completion of drug treatment
 The percentage of opiate users who
successfully completed drug treatment
(and not returned to treatment 6 months
after completing), has reduced in
Warrington and is now slightly lower
than England (6.3% and 6.7%
respectively).
 The percentage of non-opiate users who
successfully completed drug treatment
(and not returned to treatment 6 months
after completing), has also reduced in
Warrington (35% during 2016). The
Warrington percentage is lower than
England (37.1%) and significantly lower
than the North West (42.6%).

Drug related deaths:
29 in Warrington, 2014 to 2016.
Hidden Harm:
As at March 2017, of people in alcohol
and drug treatment services, 61%
stated that they were a parent;
equating to 996 children under 18.
Pharmacy services (March 2017):
25 of the 43 pharmacies in Warrington
provide supervised consumption of
methadone, and 4 provide a needle
exchange service.
Alcohol & Drug treatment service:
Warrington Council commissions
alcohol & drug treatment services
from CGL (Pathways to Recovery). As
at March 2017, 915 people were in
structured treatment in Warrington.
Steroids:
In 2016/17, 1,605 people used the
needle exchange service compared to
1,730 the previous year. 8% of needle
exchanges were done via CGL
Pathways to Recovery and 92% via
pharmacies. 88% of the CGL needle
exchange clients stated steroids as
their main substance used. 50% of
needle exchange clients at pharmacies
were for steroids.

3.4, 3.5 & 3.6 Living and Working Well, Lifestyle Risk Factors – 3.4 Unhealthy Weight and 3.5 Diet and 3.6 Physical Activity
UPDATED
Data on diet, physical activity and excess weight is taken from:
Multiple lifestyle risk
 Public Health Outcomes Framework (PHOF) Profiles, produced by Public Health England, as at May 2018, available at:
http://www.phoutcomes.info/
 Warrington Health and Wellbeing Survey (H&WS) 2013, a large scale survey undertaken by Warrington Public Health Team. Although this
data is 5 years old, it is the most recently data source available which can be analysed for sub-groups of the Warrington population.

Public Health England PHOF Profile for Warrington (local value), the North West Region and England
The chart also shows the best and worst values across all Local Authorities.

Obesity and overweight. Body mass index (BMI) is based on a combination of weight and height. A BMI of 25-30 is categorised as
overweight, and a BMI of 30 or over as obese.
PHOF (2016/17). In Warrington, 65.7% of adults were overweight or obese, significantly worse than 61.3% nationally.
Warrington H&WS 2013. In Warrington, a similar proportion of men and women were obese, but more men were in the
overweight category, a pattern also seen nationally. Nationally and in Warrington, there is a strong link between obesity and socioeconomic deprivation (although not between overweight prevalence and deprivation), and in Warrington this link was most
extreme in women. Younger people are less likely to be obese.
Physical Activity. The minimum physical activity recommended by the Chief Medical Officer is 150 “equivalent minutes” per week, in
bouts of 10 minutes or more. (“Equivalent minutes” = moderate intensity minutes + 2 x vigorous intensity minutes).
PHOF (2015/16) 69.7% of adults in Warrington did at least 150 “equivalent minutes” of physical activity per week in the 4 weeks
before they were surveyed, significantly better than England (66%). 18.4% of adults in Warrington did less than 30 “equivalent
minutes” per week, significantly better than England (22.2%).
Warrington H&WS 2013 found a strong link with age and with levels of socio-economic deprivation; younger people were likely to
be more active, as were people from less deprived areas.

factors:
Cardiovascular disease (CVD) is a
family of diseases/conditions
including heart disease, stroke,
hypertension and diabetes.
Having one CVD condition
increases the likelihood of
developing
others.
Key
modifiable lifestyle risk factors
are: smoking, poor diet, obesity,
lack of physical activity and high
alcohol consumption. These risk
factors tend to 'cluster’ together.

Diet
(PHOF
2018):
In
Warrington, 52.5% of adults said
they’d eaten 5 or more portions
of fruit and vegetables the day
before they were surveyed,
significantly lower than England
(57.4%). The Warrington average
was 2.5 portions of fruit and 2.48
portions
of
vegetables,
compared to 2.65 and 2.7
nationally. Warrington H&WS
2013 found that diet was much
worse in men than women, and
worse in the more deprived
areas. There was a relatively
small difference between agebands in the percentage of
people eating 5+ portions of
fruit/veg; however takeaways
and
convenience
foods
contributed much more to the
overall poorer diet behaviours of
the younger age-band.

4.1 Living and Working Well, Burden of Disease – Life Expectancy
Life Expectancy at Birth Life expectancy is an internationally accepted measure of the overall health of a population. It provides an estimate of the average number of
years a new-born baby would live for if s/he experienced the age-specific mortality rates of a particular area throughout his or her life. Life expectancy at birth measures
broadly the same thing as all age, all-cause mortality rates, but is often considered a more intuitive and easier to understand indicator.
The most recent 3-year time period available is 2014-2016.
Trends in Life Expectancy (LE) at Birth:
 Life expectancy in Warrington has increased substantially over recent decades, by
6 and a half years for men and 4 years for women, since 1991. However, male
and female life expectancies are both significantly lower than England.
 Long term trends in male and female LE have shown steady increases in England,
the North West and Warrington, although they seem to have levelled out for the
past 4 time periods (apart from Warrington male LE which has continued to rise).
 Both locally and nationally, male LE is consistently much lower than female.
Male LE Over the past 10 data periods (2004-2006 to 2014-2016), male LE in
Warrington has increased by 2.7 years, from 76.2 to 78.9 years. England as a whole
has made a smaller improvement of 2.3 years, from 77.3 to 79.5 years, and so the
gap between Warrington and England has slightly narrowed.
Female LE Over the past 10 data periods (2004-2006 to 2014-2016), female LE in
Warrington has increased by 0.9 years, from 81.0 years to 81.9 years. England as a
whole has seen a greater increase of 1.6 years, from 81.5 to 83.1 years, and so the
gap between Warrington and England has widened substantially.
LE by socio-economic deprivation: Male and female LE is consistently lowest in the most deprived areas (Quintile 1), and highest in the least deprived (Quintile 5). There is a large step
change from Q1 to Q2, and then a steadily increasing slope from Q2 to Q5.

Female LE in 2012-16 in Q1 was 77.4 years, with
the other 4 quintiles rising steadily from 80.6 to
84.8 years. Over the 3 time periods, in Q5 (least
deprived) it has risen from 84.1 years to 84.8
years, but in all other quintiles it reduced, and so
the gap between the most and least deprived has
widened.
Male LE in 2012-16 in Q1 was 72.7 years, with the
other 4 quintiles rising steadily from 76.8 to 82.5
years. Over the 3 time periods, it has risen in all
quintiles, although the biggest increase was in Q5,
and the smallest increase in Q1, and so the gap
between the most and least deprived has widened.

4.1 Living and Working Well, Burden of Disease – Life Expectancy by Ward
Ward-level LE is calculated over a 5-year period in order to provide a more robust estimate. Even so, ward-level LE estimates can fluctuate over time, especially for smaller wards. The
most recent data period available is 2012-2016. NB There can be spurious factors that contribute to a low LE, e.g. if large care homes are located in a particular ward, and so a relatively
high proportion live in that ward because they have moved into a care home (and are likely to already be in ill‐health, given that they require nursing care). Wards with green text on the
charts have significantly higher LE than Warrington overall; red text denotes significantly lower LE.

Ward Male Life Expectancy (LE):
 Bewsey & Whitecross, Fairfield & Howley, Latchford East and Poplars &
Hulme have statistically significantly lower male LE than Warrington overall
(78.5 years).
 Culcheth, Glazebury & Croft, Great Sankey North & Whittle Hall, Penketh &
Cuerdley, Rixton & Woolston, and all wards in the South ward grouping
(Appleton, Grappenhall, Lymm North & Thelwall, Lymm South, and
Stockton Heath) all have significantly higher male LE.
 The Central ward grouping has significantly lower male LE (75.0 years), and
the South ward grouping has significantly higher male LE (81.9 years), than
Warrington overall.
 Great Sankey North & Whittle Hall has the 2nd highest male LE. (NB
Deprivation is as low as all the 5 South Warrington wards)
 The ward with highest male life expectancy is Grappenhall (83.1 years), and
Bewsey & Whitecross has lowest (73.3 years), i.e. a difference of 9.8 years.

Ward Female Life Expectancy (LE):
 Fairfield & Howley, Latchford East, and Westbrook have statistically
significantly lower female LE than Warrington overall (81.8 years).
 Appleton, Culcheth, Glazebury & Croft, Great Sankey North & Whittle Hall,
Great Sankey South, Lymm North & Thelwall, Poulton North, and Stockton
Heath have significantly higher female LE.
 The Central ward grouping has significantly lower female LE (78.9 years),
and the South ward grouping has significantly higher female LE (84.7
years), than Warrington overall.
 Usually, wards in South Warrington having the highest LE, but for 2012-16,
Great Sankey North & Whittle Hall is actually higher than any ward in South
(NB Deprivation is as low as all the 5 South Warrington wards).
 The ward with highest female life expectancy is Great Sankey North &
Whittle Hall (88.3 years), and Latchford East has lowest (77.3 years), i.e. a
difference of 11.0 years.

4.2 Living and Working Well, Burden of Disease – Main Causes of Death, 2015 to 2017

4.3 and 4.4 Living and Working Well, Burden of Disease – 4.3 All-Age All-Cause Mortality and 4.4 Mortality Considered Preventable

All-Age All-Cause Mortality:
 There were 5,757 deaths in Warrington during the three year period between
2014-16, equivalent to a mortality rate of 1069 per 100,000 persons.
 In the 8 years since 2004-06 Warrington has seen a 11% reduction in its
mortality rate.
 In 2012-14 Warrington had a significantly worse rate than England, 1100.5
compared to 968.7 (latest data available for England).
 Males have historically had a higher mortality rate than females in Warrington;
in 2014-16 the rate for males was 1222.0 compared to 946.6 for females.

All-Age All -Cause
Mortality rates in
the 20% most
deprived areas
(Quintile 1) are
significantly higher
than the remaining
areas of
Warrington.

Mortality from causes considered preventable:
 Mortality from causes considered preventable has reduced in Warrington over
the past 13 years, and since 2001-03 has experienced a 32% reduction.
 In 2014-16 there were 1,151 deaths in Warrington from causes considered
preventable, equivalent to a mortality rate of 194 per 100,000 persons.
 Despite year on year reductions, Warrington has remained significantly worse
than England each year with the exception of the latest time period (2014-16).
 Male mortality rates are significantly higher than females in Warrington. This
pattern is also seen nationally.

Mortality from
causes considered
preventable: rates
in the 20% most
deprived areas
(Quintile 1) are
significantly higher
than each of the
other quintiles.

4.5 Living and Working Well, Burden of Disease – Screening Programmes
Abdominal Aortic Aneurysm Screening: The screening checks if there's a bulge or swelling in the aorta, the main blood vessel that runs from the heart down through to
the stomach. The bulge is called an abdominal aortic aneurysm, if not spotted early it can rupture. The screen is offered to men during the year they turn 65.
 During 2016/17 67.6% of Warrington men aged 65 were screened, the percentage is significantly lower than England (80.9%) and the North West (77.8%).

Cancer screening: Early detection of cancer is vital to increase the chance of survival. In the three years leading up to March 2017, there have been approximately
78,000 cancer screens conducted in Warrington (breast, cervical and bowel).

 The uptake of screening in Warrington has been significantly higher than England for the last few years for both breast and cervical and for the most recent time
period for bowel.
 As at 31st March 2017, 78.1% of eligible women (aged 53-70) were screened for breast cancer, 74.2% of eligible women (aged 25- 64) for cervical cancer, and 59.5% of
eligible adults (aged 60-74) for bowel cancer screening.
 The uptake of breast and cervical screening is lower in the more deprived GP Practices, with rates increasing as the level of deprivation decreases.
 However, there appears to be no relationship between the uptake of bowel screening and deprivation.

4.6 Living and Working Well, Burden of Disease – Cancer Incidence
Cancer incidence. Over the 3 year period 2013-2015:
 A total of 3,479 new cancers were diagnosed in Warrington residents (excluding
skin cancers other than malignant melanoma). This was a slightly higher incidence
rate than England.
 The most common types of cancer diagnosed during this time period was lung
cancer (509 cases), breast cancer (508 cases) and prostate cancer (435 cases).
 The rate new cases of lung cancer diagnosed in Warrington (93.4 per 100,000) were
significantly higher than the England rate (80 per 100,000). Additionally, the rate of
new cases of lung cancer diagnosed in women from Warrington (83.5 per 100,000)
was significantly higher than England (65.9 per 100,000).
 Nationally and in Warrington, there is a strong relationship between the incidence
rate of lung cancer and levels of socio-economic deprivation. This is likely to be a
result of higher smoking rates in the most deprived areas.
 After a sustained period of year on year increases in the cancer incidence rate
(2004-06 through to 2011-13), the rate of new cancers diagnosed in Warrington
has reduced and is now very similar to the England rate.

Early diagnosis of cancer is important in relation to survival.
 In Warrington, just over half (51%) of cancers diagnosed during 2015 were identified at an early stage (stage 1 and 2 of those cases where staging data
was available). This was slightly lower than England (52.4%) but slightly higher than the North West (50.8%).
 There has been a gradual increase in the percentage of cancers diagnosed early. This is most likely due to an improvement in data completeness.

4.6 Living and Working Well, Burden of Disease – Cancer Mortality
All-age cancer mortality
 Cancer is now the leading cause of death in Warrington, and in the 3 years
2013-2015, there were 1,547 deaths due to cancer and a further 25
deaths from non-malignant neoplasms.
 The trend in the cancer mortality rate in people of all ages has on the
whole shown a reduction in Warrington. However, it increased for the
three year periods 2010-2012 and 2011-2013, but then reduced slightly
for 2012-2014 and 2013-2015. The Warrington rate for 2013 to 2015 was
significantly higher than England.
 In Warrington, the most common cancers causing death (2013-2015)
were: lung (390 deaths); colorectal (137 deaths); breast (132 deaths);
prostate (113 deaths).
Warrington had significantly higher rates than England (2013-2015) for
lung, breast, cervix and bladder cancers. There were no types of cancer for
which Warrington had a significantly lower mortality rate compared to
England.

Premature cancer mortality
(people aged under 75)
 A similar pattern to the allage mortality was seen in
premature deaths from
cancer.
 Premature mortality rates
are significantly higher in
the most deprived areas of
Warrington.

4.7 Living and Working Well, Burden of Disease - Cardiovascular Disease
Cardiovascular disease (CVD) is a common condition caused by atherosclerosis (a hardening of the arteries). It represents a single family of diseases and conditions
linked by common risk factors. These include coronary heart disease, stroke, diabetes, hypertension (high blood pressure), chronic kidney disease,
hypercholesterolemia (high cholesterol), peripheral arterial disease and vascular dementia.

Mortality rate from all CVD in people aged under-75: Warrington currently (2014-16) has
an under-75 mortality rate from all CVD of 79.2 per 100,000 people, similar to England
(73.5). Trends in Warrington have been downwards since 2001-03 but were significantly
worse than England for all time periods until the most recent four (2011-13 to 2014-16).
Under 75 mortality rate from CVD from causes considered preventable: in Warrington, on
average around 66% of all CVD mortality in under-75s is considered preventable, and the
current (2014-16) mortality rate of 52.4 per 100,000 is not significantly different to
England (46.7). CVD considered preventable also has a downward trend.
Socio-economic deprivation: mortality from all CVD and CVD considered preventable was
significantly high in Quintile 1 (20% most deprived areas) compared to the rest of
Warrington.
NHS Health Checks Programme: NHS Health Checks are aimed at people aged 40-74 who
are not already diagnosed with heart disease, stroke, diabetes or kidney disease. They
will be invited once every 5 years for a health check to assess their risk of CVD, to raise
awareness, and to support them to manage that risk.
 A Public Health England indicator shows that in Warrington over 2013/14 to 16/17,
40.1% of the Warrington population who were eligible for a health check, received one
(PHOF).This is significantly better than England (36.2%).
 In the 2 financial years 2013/14 and 2014/15, 12,594 eligible people in Warrington
received an NHS Health Check.

Quality and Outcomes Framework (QOF) data monitors performance in GP practices.
Prevalence of stroke/TIA, diabetes mellitus and hypertension in Warrington for 2016/17,
are slightly higher than England. However, compared to England, prevalence of coronary
heart disease is 15% higher, and prevalence of PAD is 30% higher in Warrington.

4.8 Living and Working Well, Burden of Disease – Excess Winter Mortality
Excess winter mortality (EWM) is defined as the number of extra deaths in winter compared to the rest of the year. This is the number of deaths that occur between
December and March, minus the average number of deaths that occurred in the previous August to November and the following April to July. A EWM Index is then
calculated, represented as a percentage, which allows for comparisons between areas.
Excess winter mortality trends:
 In 2016/17 there were 105 excess winter deaths in Warrington resulting in a EWM
Index of 17.8% (provisional data).
 Compared to 2015/16, the EWM Index for 2016/17 had seen an increase. Final
data for 2015/16 confirmed a EWM Index of 7.6% or 48 excess winter deaths.
This was unusually low.
 Although Warrington’s EWM Index has increased, it is in keeping with increases
seen regionally and nationally, and Warrington is lower than the North West and
England.
Causes of death 2016/17:
 Respiratory disease is normally the main contributor to excess winter deaths in
Warrington.
 However, in 2016/17, Dementia and Alzheimer’s had one of the highest EWM
Indexes, higher than respiratory disease, and also had the highest proportion of
excess winter deaths, accounting for nearly a third.
By age and gender:
 In Warrington males had a EWM Index of
14.9% and females were higher with 20.5%.
 Numbers of excess winter deaths were
highest in those aged 75+, and the age group
75-84 had the highest EWM Index of 29.2%.
It wasn’t significantly higher than Warrington
all ages (17.8%).
By deprivation:
 Deprivation quintile 2 (one of the more
deprived areas of Warrington) had the
highest EWM Index (32.1%) but not
significantly higher than Warrington (17.8%).


4.9 Living and Working Well, Burden of Disease – Sexual Health
HIV prevalence:
 Latest data (2016) shows that Warrington has an HIV prevalence rate of 0.97 per 1,000 people aged 15-59; this compares with the England rate of 2.31.
 Warrington’s prevalence has increased very slightly since the previous year, in which it was 0.91.


New sexually transmitted infections (STIs):
 Warrington has significantly lower rates of new STI diagnoses than England in
2015 and 2016 (this excludes any chlamydia diagnosis in those aged <25).
 Young people aged between 15 and 24 experience the highest rates of new STIs.
In 2016, those aged 15 to 24 had STI diagnosis rates twice as high in men and
seven times as high in women than those aged 25 to 59.
 The chlamydia detection rate for 15-24 year olds has seen an increase in
Warrington between 2015 and 2016; it is measured against a national target of
2,300 per 100,000 young people, and higher numbers are better.
 The proportion of the population aged 15-24 screened for chlamydia was 19.9%
in Warrington (2016), compared to 20.7% for England.

Long acting reversible contraception (LARC):
 Latest data (2016) shows that Warrington has a rate of 50.0 per 1,000
females aged 15-44 who have been prescribed LARC. This rate includes
LARC prescribed by GPs and Sexual & Reproductive Health Services.
 Warrington has a higher rate than England (46.4) and the North West (44.2).
 An average of just over 1,900 females are prescribed LARC each year in
Warrington.
Note: GP prescribing data is prescription-item rather than person-based; the
number of items prescribed in a year is used as a proxy for the number of
individuals prescribed LARC (implants, IUS and IUDs).

4.10 Living and Working Well, Burden of Disease – Mental Health
Suicide or injury undetermined, Warrington
In Warrington:
 Over the 3 year period 2014 to 2016, there were 55 deaths due to
suicide or injury undetermined of Warrington residents (3 times
more men than women: 40 male and 15 female), a rate of 9.9 per
100,000 population. This is a reduction on 2013-15 when there
were 69 deaths (12.7 per 100,000). However, this reduction is not
statistically significant.
 Whilst the rates for England and the North West are relatively
stable over time, the Warrington rate varies substantially. The
Warrington rate had risen over the three time periods of 2010-12
to 2013-15, but it was not significantly different to England or the
North West.
 The number of suicides in Warrington fluctuate for each time
period:
2009-11 2010-12 2011-13 2012-14 2013-15 2014-16
39
41
55
64
69
55

Suicide or injury undetermined, national evidence
National evidence shows that groups at higher risk of suicide include: young and middle-aged
men, people in mental health services or the criminal justice system, those with alcohol/drug
misuse or a history of self-harm, and specific professions such as doctors, nurses, veterinary
workers, farmers and agricultural workers. Stressful life events can also increase the risk of
suicide, including imprisonment, job loss, debt, bereavement, living alone or becoming
socially excluded or isolated, and divorce or family breakdown.

 Higher suicide rates were seen in young or middle-aged males,
being in the care of mental health services, having a history of
alcohol and/or drug misuse and living alone. These groups also
have higher suicide rates nationally.
 Males were less likely than females to have received a mental
health diagnosis or be in the care of mental health services,
suggesting that males may not be seeking or receiving the support
they need.
 During 2014-16, suicide was the leading cause of death for in the
10-29 year-old age-band (29% of deaths).
 Over half of local people who died by suicide had visited their GP
within the month before their death.
Warrington’s Suicide Audit 2017 can be found at:
https://www.warrington.gov.uk/info/201158/public_health/1512/ab
out_the_public_health_service

Mental health QOF data 2016/17 (patients on GP registers with certain conditions):
 Mental health (schizophrenia, bipolar affective disorder and other psychoses): 1,784
patients, with a prevalence of 0.88% slightly lower than England (0.92%).
 Depression in 18+ population: 16,714 patients, with a prevalence of 10.35%, higher than
England (9.09%).

5.1 Ageing Well – Life Expectancy at Age 65
Life Expectancy (LE) at age 65
Life expectancy is an internationally accepted measure of the overall health of a
population. It estimates the number of years that a person of a specific age can be
expected to live, assuming that current age-specific mortality levels remain the same.
At Local Authority level, the relatively small number of people on which LE at age 65 is
calculated, makes reliable trend analysis difficult. For this reason, LE is calculated on a 3year time period.
 There have been improvements in LE for Warrington residents since 2000.
 In keeping with England, at age 65, female LE is higher than male.
 For both males and females, the long term trend in LE at 65 has shown an increase in
England, the North West and Warrington, although the rate of increase seems to have
slowed since approximately 2009-2011. Warrington is consistently significantly lower
than England as a whole, although it is similar to the North West.

Females
 Female LE at 65 in Warrington is 20.1 years for the latest
time period (2014-2016), slightly lower than the North
West (20.2), and significantly lower than England (21.1
years).
 Over the past 10 data periods (2004-2006 to 2014-2016),
female LE at 65 in Warrington has increased by 0.8 years,
from 19.3 years to 20.1 years. However, the improvement
across England as a whole has been greater, with an
increase of 1.3 years; from 19.9 to 21.1 years, and
therefore the gap between Warrington and England has
widened.
 Life expectancy figures fluctuate over time as the chart
illustrates, and the long term trend has shown an increase
in LE in England, the North West and in Warrington.
However, the rate of increase seems to have slowed since
approximately 2009-2011, since when there has been little
change in female LE at age 65.
Males
 Male LE at 65 in Warrington is 18.1 years for the latest
time period (2014-2016), slightly higher than the North
West (18.0 years), but significantly lower than England
(18.8 years).
 Although there are fluctuations over time, improvements
in male LE in Warrington have broadly kept pace with that
in England as a whole. Over the past 10 data periods
(2004-2006 to 2014-2016), male LE at 65 in Warrington
increased by 2.0 years, from 16.1 to 18.1 years. In England
it increased by 1.7 years (from 17.1 to 18.8), and so the
gap between Warrington and England has narrowed.

5.2 Ageing Well – Population Projections
The Office of National Statistics produce
population projections. The most recent are
based on the population at mid-2014, and give
estimates up to 2039. NB The further an estimate
is in the future, the less reliable it is.
Projections do not take into account any future
policy changes or those that have not yet had an
impact on observed trends.

As well as population growth due to people living
longer, Warrington currently has a relatively high
proportion of middle-aged people aged 40-54
who will turn 65 between 2026 and 2040.
Projections suggest that the population aged 65+
will increase by:
 22% in the 10 years from 2014 to 2024 (from
about 36,100 to about 44,000) and
 65% in the 25 years from 2014 to 2039 (from
about 36,100 to about 59,400),
and that the population aged 85+ will increase by:
 46% in the 10 years from 2014 to 2024, from
about 4,100 to about 5,900 and
 172% (more than 2-and-a-half times as
many) in the 25 years from 2014 to 2039,
from about 4,100 to about 11,100.
More of these percentage increases will be
accounted for by men.

5.2 Ageing Well – Population Projections

The tables show Office for National Statistics population projections.
Percentage increases by age-band
From 2014 to 2039 the number of men aged 65+ is expected to increase by 72%
and women aged 65+ by 59%; overall an increase of about 23,300 people.
The older the age-band, the bigger the percentage increase is predicted, e.g.
from 2014 to 2039:
 a 17% increase in 65-69 year-olds
 a 56% increase in 70-74 year-olds
 a 75% increase in 75-79 year-olds
 a 91% increase (i.e. almost double) in 80-84 year-olds
 a 126% increase (i.e. more than double) in 85-89 year-olds and
 a 258% increase (about 3 and a half times as many) in those aged 90+.

These projected population increases in older people emphasise the need
for individuals to adopt healthier lifestyles, in order to try to prevent or
delay ill-health, and therefore have less impact on demand for health and
social care services, which are already very stretched.

The percentage increases are expected to be higher in men than in women,
especially in the very old age-bands, e.g. in the 90+ age-band:
 about 5-and-a-half times as many men aged 90+ in 2039 than in 2014 (from
about 400 to about 2,100).
 almost 3 times as many women aged 90+ in 2039 than in 2014 (from about
1,000 to about 3,000).

5.3 Ageing Well – Falls
Definitions and caveats:
Data shown is based on
emergency hospital
admissions from the
Hospital Episode Statistics
inpatient data. NB:
Warrington has historically
had high admission rates
due to falls in older people;
these high rates may be
due to lower admission
thresholds at the hospital
and/or high number of
falls in the over 65
population.

Hip fractures in people aged 65 and over:
 Hip fractures are a common injury associated with a fall (in 2016/17, 21%
of emergency admissions due to a fall involved a hip fracture).
 Latest data (2016/17) shows that Warrington had an emergency hospital
admissions rate of 697 admissions per 100,000 people aged 65 and over,
due to hip fractures. Warrington had a significantly higher rate than
England (575).
 Amongst Warrington residents aged 65 and over, Warrington has around
212 emergency admissions each year due to hip fractures.
 There has been a 2.0% increase in the rate of emergency admissions
between 2015/16 and 2016/17.
 In 2016/17, 66% of admissions were aged 80 and above, and 34% were
aged 65 – 79.


Hospital admissions due to falls in people aged
65 and over:
 Warrington has a very high rate of emergency
hospital admissions for injuries due to falls in
people aged 65 and over.
 Latest data (2016/17) shows a rate of 3,250
admissions per 100,000 people aged 65 and
over, significantly higher than the England
rate of 2,114.
 Actual numbers of admissions were 1,141 in
Warrington in 2016/17. 64% of these were
people aged 80 and above, and 36% were
aged 65-79.
 The Warrington rate has increased since
2015/16.

5.4 and 5.5 Ageing Well – 5.4 Dementia and 5.5 Flu Vaccination
 Dementia prevalence rates rise steeply with age as shown in the
table, and are different for men and women. Therefore the
estimated number of people with dementia depends on the
population structure, in particular the number of men and women
in each age-band over 65.
 Recent research (University of Cambridge, 2014) suggests that 7 key
risk factors associated with dementia are: diabetes, midlife
hypertension, midlife obesity, physical inactivity, depression,
smoking and low educational attainment.

 Applying these prevalence rates to the 2016 (ONS) Warrington
resident population in each age-band suggests there may be
approximately 2,400 Warrington residents with dementia.
 There were 1,569 registered patients on the dementia registers
of Warrington GP practices (QOF 2016/17). This was 0.77% of
patients, very slightly higher than England (0.76%).
 In Warrington there has been a 20% increase in the proportion of
patients on the dementia registers, from 0.64% in 2013/14 to
0.77% in 2016/17. There has been a similar rise (23%) nationally,
from 0.62% to 0.76%. The rise is likely to be due in part to higher
diagnosis rates, rather than a sudden increase in dementia
prevalence, because nationally and locally, there has been a
recent focus on improving diagnosis rates of dementia. However
the aging population is also likely to be a factor which is likely to
gradually increase genuine prevalence.
 There will be some people with dementia as yet undiagnosed.
The large difference between the number on GP dementia
registers (1569 patients 2016/17), and the estimate using
prevalence rates (2,450 Warrington residents), suggests there
may be approximately 900 people with dementia as yet
undiagnosed (i.e. an estimated diagnosis rate of 64%).

The growing older population means that the number of people with dementia is
likely to increase. Assuming that age/sex prevalence rates stay the same, the
estimated number of people with dementia in Warrington will more than double
from about 2,300 people in 2014 to about 5,000 by 2039.
The influenza (flu) vaccination is
offered to people in at-risk
groups such as pregnant women,
people with certain health
conditions, and people aged 65
and over. These groups are at
greater risk of developing
serious complications, such as
bronchitis and pneumonia if they
catch flu. The Chief Medical
Officer’s (CMO) target is a
vaccination rate of at least 75%.
In the 2017/18 flu season, 71.8% of Warrington residents aged 65 and over were
vaccinated, slightly lower than England (72.6%). This rate is below the CMO’s 75%
target. Both Warrington and England have seen increases in uptake since the
previous year, this follows several years of a reducing trend.

5.6 Ageing Well – Deaths in the over 65’s
Deaths in usual place of residence: End of life care has made great strides forward in recent years, in particular following the publication of the End of Life
Care Strategy in 2008. However, we know that too many people still do not receive good quality care which meets their individual needs and wishes (PHE,
2017). During 2016 704 people aged 65 and above died in their usual place of residence (excludes deaths due to external causes), this equated to 44.6% of
all deaths within this age group. When compared to England (47.2%), the percentage for Warrington was significantly lower.
These indicators have recently been developed by Public Health England to ease understanding of
variation in the rate of deaths in older people from cardiovascular disease (CVD), cancer and
respiratory disease.
There have been substantial reductions in the rate of mortality from CVD in Warrington (47%
reduction between 2001-03 and 2014-16), however the rate of mortality in Warrington has been
consistently significantly higher than England.
The rate of mortality from cancer has reduced slightly in Warrington (5% reduction between 2001-03
and 2013-15). However, during 2014-16 there was a substantial reduction in the rate and it is now
similar to England.
The overall trend in the rate of mortality from respiratory diseases has been a downward trend (a
19% reduction between 2001-03 and 2014-16). However, the Warrington mortality rate has
remained significantly higher than England.
The chart illustrates
mortality rates in
people aged 65+, by
socio-economic
deprivation quintile
(IMD 2015) for CVD,
cancer
and
respiratory diseases.
The chart shows that
mortality rates from
all 3 causes are
highest in the 20%
most deprived areas
in Warrington, and
lowest in the 20%
least deprived areas.

6.1 Wider Determinants of Health – Housing
Housing and health: Poor housing and indoor environments cause or contribute to many preventable diseases and injuries, such as respiratory, nervous
system and cardiovascular diseases and cancer (WHO, 2016). Homelessness is associated with severe poverty and is a social determinant of health. It is
also associated with adverse health, education and social outcomes, particularly for children. Households that are accepted as being homeless or are in
temporary accommodation can have greater public health needs than the population as a whole.
Disabled
Facilities
Grant: This is a grant
from the council for
a disabled person to
make changes to
their home, e.g.
widen doors, install
ramps,
install
stairlifts, providing a
suitable
heating
system.
During
2016/17 there were
169 homes across
Warrington adapted
to meet personal
care needs through
the use of the
Disabled
Facilities
Grant. This was an
increase from the
previous
year
(2015/16) where 142
homes
were
adapted.

Homelessness: The number of households living in temporary accommodation awaiting a settled home is
significantly low in Warrington when compared to England.
·During 2016/17 there were 40 households in temporary accommodation, a rate of 0.4 per 1,000; this was
significantly lower than England (3.3 per 1,000);
·However, there has been a small increase in the number of households living in temporary accommodation over
recent years except in 2014/15.

6.2 Wider Determinants of Health - Employment
Employment and health: The characteristics of work – activity, social interaction, identity and status – are proven to be beneficial for our physical and
mental health. Recent research shows that people in work tend to enjoy happier and healthier lives than people who are out of work (NHS Choices,
2014).
Benefit
claimants: The number of claimants in Warrington
Universal Credit was has steadily grown since 2013, as new
Recent research shows that people in work tend to enjoy happier and healthier lives than people who are out of work.
introduced across a claimant groups become eligible to apply.
small number of Job The intention is that the process will
Centres in 2013, of make it easier for people to find work, as
which
Warrington less financial disruption will be caused by
was one. It is being the single payment, therefore the
rolled out with the proportion of claimants who are
aim of simplifying the employed is expected to increase. In
benefits system. The Warrington, the proportion of Universal
plan is that a single Credit claims that are made by employed
Universal
Credit people has increased from 33.8% in
payment into a bank, November 2013 to 43.8% in January
building society or 2018.
credit union account
will replace separate
payments
for
Jobseeker’s
Allowance, Housing
Benefit, Working Tax
Credit, Child Tax
Credit, Employment
and
Support
Allowance
and
Income Support.

This graph to the left shows the general
increase in the population of Warrington
since 2005 up to 2017. In this period, the
population has increased by 8.86%, there
has also been an increase of those
economically active, to 11.05%. The number
of people in employment has also increased
at a similar level to 11.90% (Annual data is
April to March, latest data available shown
is Jul16-Jun17). The latest information
shows the population is increasing, and in
the short term, those that are economically
and those in employment is maintaining.

6.2 Wider Determinants of Health - Employment
Employment: Over three quarters (77%) of people aged 16 to 64 who live in Warrington were in employment during2016/17, this percentage was
slightly higher than England (74.4%) but significantly higher than the North West (71.8%).

Gap in employment rate between vulnerable groups and
overall employment:
Long-term health conditions: as at 2016/17, the gap was 29.9
percentage points, similar to England (29.4) and the North West
(29.1);
Learning disability: During 2016/17 the percentage point gap
was 74.8 percentage points, significantly higher than England
(68.7) and the North West (67.6);
Contact with secondary mental health services: During 2016/17
the percentage point gap was 70 percentage points, slightly
higher than England (67.4) and the North West (66.8).
(A lower percentage point gap indicates lower levels of
inequalities).

Sickness absence: It is estimated that nationally there are 140 million
days lost to sickness absence every year.
·Between 2014 and 2016, 1.7% of employees in Warrington had at
least once day off in the previous week; similar when compared to
the previous time period (1.7% during 2013-15). The Warrington
percentage was very similar to both the North West (2%) and
England (2.1%).
·Over the same time period, 0.8% of working days were lost due to
sickness absence in Warrington, slightly lower than the previous time
period (0.9% during 2013-15). The Warrington percentage was very
similar to both the North West (1.3%) and England (1.2%).

6.3 Wider Determinants of Health – Education - School Readiness (age 4/5)
Education and health: Research evidence shows that education and health are closely linked. Pupils with better health and wellbeing are likely to achieve better
academically. Effective social and emotional competencies are associated with greater health and wellbeing, and better achievement (PHE, 2014).
The Department for Education monitors the gap between children who are known to be eligible for Free School Meals (FSM), and other children. Eligibility for FSM is
based on being in receipt of certain means-tested security benefits, and is used as a proxy for socio-economic deprivation/disadvantage.
‘School readiness’ (achieving a 'good level of development') is an indicator used to assess a child’s overall development at age 4/5 at the end of Reception class. It is
based on teacher assessments, and defined as achieving at least the expected level within the following areas of learning: communication and language, physical
development, personal social and emotional development, literacy, and numeracy. Personal, social and emotional development are crucial elements, as are
communication skills, as without these, children are less likely to be able to absorb other areas of learning such as literacy and maths. It has an effect far wider than
purely education. The foundations of physical, intellectual and emotional development are laid in early childhood. What happens in these early years has lifelong effects
on many aspects of health and well-being, from obesity, heart disease and mental health, to educational achievement and economic status.

Trend: The proportion assessed as school ready has
risen steadily in England, the North West and
Warrington. From 2013/14, the proportion in
Warrington has been similar, or slightly higher, than in
England. In 2017, 71% of children in Warrington
reached a 'good level of development’ compared to
71% in England and 68% in the North West.

Boys/Girls: In 2016/17, 78% of girls
and 65% of boys in Warrington
were assessed as school ready, i.e.
a gap of 13 percentage points. This
gap is slightly lower than the North
West (15%) and across England
(14%).

Free School Meals (FSM): In Warrington in 2016/17,
only 53% of children eligible for FSM were school ready
compared to 74% of other children (a 21 percentage
point gap). In the past, this gap has been consistently
wider (worse) in Warrington than in the North West and
England, although in 2015/16 and 2016/17, the gap in
Warrington narrowed compared to previous years.

6.3 Wider Determinants of Health – Education – Key Stage 2 (age 10/11)
Key stage 2 (children at the end of primary school, aged 10/11): The proportion of children achieving the expected level in all three subjects (reading, writing and
maths) rose substantially in England, the North West and in Warrington from 2015/16 to 2016/17. In both years, Warrington was much higher than England and the
North West; in 2016/17, 70% in Warrington compared to 61% in the North West and 62% in England.
(NB The 2016 KS2
assessments were
the first to assess
the new, more
challenging
national curriculum
introduced in 2014,
and therefore
2015/16 and
2016/17 results
can't be compared
to previous years.)

Boys/Girls
attainment gap:
In
2015/16
in
Warrington, 64% of
girls and 58% of
boys achieved the
expected level in
reading,
writing
and maths (a gap
of 8 percentage
points) There was a
similar gap in the
North West and
England.

Free School Meals (FSM) attainment gap 2016/17:
The DfE monitors the gap in attainment between those children
who are known to be eligible for FSM, and other children.
 In 2016/17 in Warrington, only 44% of children eligible for FSM
achieved the expected level in Reading, Writing and Maths,
similar to 43% in England and the North West.
 However, in Warrington 72% of children not eligible for FSM
achieved the expected level, much higher than 65% in England
and the North West.
 This gap of 28 percentage points in Warrington was much wider
than that in the North West and England (both 22 p.p.), and is due
to a higher proportion of non-FSM children in Warrington
reaching the expected level.
 10% of Warrington's Year 6 children in 2016/17 were known to be
eligible for Free School Meals, much lower than 15% in England
and 17% in the North West.

6.3 Wider Determinants of Health – Education – Key Stage 4 (age 15/16)
In 2017, pupils sat reformed GCSEs in English language, English literature and maths for the first time, graded on a 9-1 scale. (Previously, GCSEs were graded A*-G). Grade 4 is considered
a pass, and roughly equivalent to a Grade C. Grade 5 is considered 'a good pass’. New GCSEs in other subjects will be phased in. Performance indicators now include: Progress 8 (progress
across 8 qualifications), Attainment 8 (sum of the grades of the same 8 qualifications, giving a maximum of 8x9=72 points), and % of pupils achieving grade 5 or above in English and
maths. Published data also include the % of pupils achieving grade 4 or above in English and maths, which is roughly similar to the 'Grade C or above in English & Maths' indicator in
previous years. More information is available at: https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/676184/Secondary_accountability_measures_January_2018.pdf

Warrington, the North West and England (2016/17)
 Grade 4+ in English and Maths In Warrington 69.0% achieved at least a Grade 4 in both English and Maths, higher than 64.2% in England and 62.7% in the North West.
 Grade 5+ in English and Maths In Warrington, 46.0% achieved at least a Grade 5 in English and Maths, higher than 42.9% in England and 40.3% in the North West.
 Attainment 8: In Warrington the average Attainment 8 score per pupil was 50.0, similar to 49.4 in England and 50.1 in the North West.
Attainment gap between girls and boys (2016/17)
 Grade 4+ in English and Maths In Warrington 71.4% of
girls and 66.6% of boys achieved a Grade 4+ in both
English and Maths, i.e. a gap of 4.8 percentage points.
 Grade 5+ in English and Maths In Warrington 50.0% of
girls and 42.2% of boys achieved at least a Grade 5 in both
English and Maths, i.e. a gap of 7.8 p.p.
 Attainment 8: In Warrington, the attainment 8 average
score for girls was 52.1; compared to 48.1 for boys.
Pupils eligible for Free School Meals (2016/17):
Only 9% of Warrington pupils were eligible for FSM
compared to 13% in England and 15% in the North West.
Although Warrington results overall are better than
England, they are worse than England for FSM pupils:
 Grade 4+ in English and Maths In Warrington, only
38.9% of pupils eligible for FSM achieved Grade 4 or
above in both English and Maths, compared to 71.8% of
other pupils, i.e. a gap of 32.9 percentage points.
 Grade 5+ in English and Maths In Warrington, only
16.2% of FSM pupils achieved Grade 5+ in both English
and Maths, compared to 48.8% of other pupils. In
England, FSM pupils fared better; 21.8% of achieved
Grade 5+. The gap of 32.2 p.p. between FSM and nonFSM pupils is much wider than that in England (24.7 p.p.)
 Attainment 8: In Warrington, the attainment 8 score for
pupils eligible for FSM was 36.7 compared to a score of
51.4 for other pupils, i.e. 14.7points lower.

6.4 & 6.5 Wider Determinants of Health - 6.4 Utilisation of Outdoor Space and 6.5 Child Poverty
Outdoor space and health: There is strong evidence to suggest that green
spaces have a beneficial impact on physical and mental wellbeing and
cognitive function through both physical access and usage (PHE, 2015).
Definition: estimate of the proportion of residents in each area taking a
visit to the natural environment for health or exercise purposes.

Warrington has seen a large increase in the percentage of residents
visiting the natural environment for health and exercise purposes from
5.8% during 2011/12 to 20.5% during 2013/14; there was a slight
reduction during 2014/15 (18.0%) but then an increase seen in 2015/16 to
21.4%.

Child poverty and health:
Evidence suggests that
childhood poverty leads to
premature mortality and
poor health outcomes for
adults.
Reducing
the
numbers of children who
experience poverty should
improve these adult health
outcomes and increase
healthy life expectancy
(Marmot Review, 2010).

The percentage of children aged under 16
living in poverty in Warrington has
remained fairly consistent during the time
period presented in the chart. During 2014
there were 5,690 under 16s living in poverty
in Warrington (14.9%); the percentage of
children living in poverty in Warrington is
significantly lower than England. Nationally
and regionally there had been a reduction
in the percentage of children living in
poverty, an increase was seen in 2014. The
latest time period shows there are 22.8% in
the North West and 20.1% in England.

6.6 Wider Determinants of Health – Fuel Poverty
Fuel poverty and health: There is compelling evidence that the drivers of fuel poverty (low income, poor energy efficiency and energy prices) are strongly
linked to living at low temperatures (Wilkinson et al 2001) and the recent Marmot Review Team report showed that low temperatures are strongly linked
to a range of negative health outcomes (PHE, 2015).

Definition: From 2011 the government introduced the low income high cost (LIHC) definition meaning a household is considered to be fuel poor if they
were required to spend more than 10% of their income on fuel to maintain an adequate standard of warmth.
Latest data (2015) shows that the number of fuel poor households in England increased, from 2.38m in 2014 to 2.5m in 2015, representing approximately
11.0% of all English households. In the North West the estimated percentage of fuel poor households was 11.8%. Warrington also experienced an
increase from 8.4% in 2014 to 9.8% in 2015. In 2015, Warrington had 8,541 estimated households in fuel poverty, compared with 7,246 in 2014.
Examining fuel poverty by deprivation quintile highlights that fuel poor households are highest in the most deprived areas of Warrington (13.2% quintile 1,
13.5% quintile 2), twice as high as households located in the 20% least deprived areas (6.8%). Fuel poverty has increased slightly during 2015, compared
to 2014, for all quintiles. Quintile 2 has had the highest increase since the previous year, making it now just slightly higher than quintile 1 which has, until
now, had the highest fuel poverty of all quintiles.
The Home Energy Conservation Officer developed and implemented the use of innovative low carbon technologies throughout the borough and continues
to be involved in an education programme developed by the Council, delivering energy efficiency and climate change messages to local school children
and undertakes a significant number of talks, surgeries and roadshows throughout the Borough to assist residents locally by maximising income.

6.7 Wider Determinants of Health - Social Contact (Adult Social Care Users)
Crime
Social contact and health: There is a clear link between loneliness and poor mental and physical health. A key element of the Government’s vision for
social care is to tackle loneliness and social isolation, supporting people to remain connected to their communities and to develop and maintain
connections to their friends and family (PHE, 2015).

Definition: The percentage of respondents to the Adult Social Care Users
Survey who responded to the question "Thinking about how much contact
you've had with people you like, which of the following statements best
describes your social situation?" with the answer "I have as much social
contact I want with people I like".
Almost half (46.5%) of adult social care users have as much social contact
as they would like (2016/17), this is an increase when compared to the
previous year (41.3%). Performance in Warrington is slightly higher than
England (45.4%) and the North West (44.5%).

6.8 Wider Determinants of Health - Crime and Anti-Social Behaviour
Crime
Crime and health: Tackling a person’s offending behaviour is often intrinsically linked to their physical and mental health, and in particular any substance
misuse issues. Offenders often also experience significant health inequalities that will need to be identified, examined and addressed locally in
partnership with organisations across the criminal justice system. Furthermore, a large proportion of families with multiple needs are managed through
the criminal justice system, and their issues are inter-generational (PHE, 2015).
Sources of data: Data and information comes from Warrington’s 2018 Community Safety Assessment and from Public Health England’s Public Health
Outcomes Framework.
Crime: In Warrington, there were 17,391 recorded crimes in 2017. This is equivalent to a
rate of 83.7 crimes per 1,000 population, slightly higher than the force rate of 78.8. Crime
has increased by 35% since the previous year (12,903); however, it should be noted that this
rise is attributed to improved compliance with recording standards by Cheshire
Constabulary.
The reported crime rate in the 10% most deprived areas of Warrington is over 2.5 times
higher than the crime rate for the whole of Warrington. The crime rate in the 10% most
deprived areas has seen larger reductions than Warrington’s overall rate between 2013 and
2015, and continued to reduce in 2016 against an increase seen in Warrington as a whole. As
changes in crime recording were introduced, Warrington saw its largest increase of 39% in its
crime rate, the 10% most deprived areas of Warrington saw a 25% rise.
Anti-social behaviour (ASB): ASB covers a wide number of issues from noise, parking, fly
tipping, nuisance and aggressive behaviour, and it is a high priority for residents. In 2017,
Warrington had a rate of 32.6 ASB incidents per 1,000 population, or 6,778 incidents. ASB
has been decreasing over the years, intensified by incidents now being recorded as crimes at
first point of contact, due to changes to crime recording in 2016. Previous ASB incidents may
now be recorded as an offence such as Public Order, or Violence without Injury.
The 10% most deprived areas of Warrington have much higher rates of ASB than Warrington
as a whole, approximately 2.5 times higher. Since 2014, Warrington’s 10% most deprived
areas have seen slightly higher reductions than that seen in Warrington overall. Since 2016,
when the changes to crime recording were introduced, the 10% most deprived areas had a
34% reduction in the ASB rate compared to an 18% reduction in Warrington.

6.8 Wider Determinants of Health - Crime and Anti-Social Behaviour – Violent Crime
Crime
Violence against the person: In 2016/17, there were 3,740 violence
offences in Warrington, an increase of 32.8% when compared to the
previous year. This is equivalent to a rate of 18.0 violence offences per
1,000 population and lower than the national rate of 20.0. (Source:
PHE/Home Office)
Violence offences have increased to the highest operating level during
the previous 5 years both locally and force wide, following changes in
crime recording and improved compliance with recording standards.
However it should be noted that Warrington is around average for
violence and sexual offences when compared to its most similar groups
(groups of police force areas that have been found to be the most similar
to each other based on an analysis of demographic, social and economic
characteristics which relate to crime).

Hospital admissions for violence: On average there are around 140
hospital admissions each year in Warrington due to violence. Warrington
has had significantly higher admission rates than England for a number of
years. However, the trend in admissions has been reducing, in line with
the North West and England, but with larger reductions seen in
Warrington. Latest data for the period 2014/15 – 16/17 shows that
Warrington had 68.0 admissions per 100,000 population, compared to
England’s rate of 42.9. There has been a slight increase in Warrington
since the last reporting period (67.1). (Source: PHE)

Assault with injury is the highest crime type affected by alcohol (54%). As
expected, violence offences are linked to the highest proportion of crime
committed within Warrington during the weekend night time economy.
Sexual offences: There has been a significant increase in the number of
sexual offences reported to police in Warrington over recent years, 140
offences were recorded during 2010/11 and this increased to 328 during
2016/17. However, the rate of offences in Warrington was slightly lower
(1.6 per 1,000) than England (1.9). (Source: PHE)
It should be noted that action taken by police forces to improve their
compliance with the National Crime Recording Standard is likely to have
resulted in the increase in the number of offences recorded.

Domestic abuse: In 2017, Warrington had a domestic abuse rate of 8.3 per
1,000 population (1,720 incidents), higher than the force average of 6.0.

In 2017, the Rape and Sexual Abuse Support Centre received 216
Warrington referrals (204 last year). Of these, 86% were females and 14%
were males.

In the period April to December 2017: The repeat victim rate was 20%
(18% in the previous year), potentially suggesting that victims feel
comfortable in returning back to services.

Glossary
Alcohol related conditions: Alcohol causes, or can contribute to the
development of, many health conditions. Based on published evidence,
researchers have been able to estimate what proportion of a health condition is
alcohol-related.
All-Age All-Cause Mortality Rates (AAACM): A measure of the rate at which
people are dying in a particular area, over a specified time period.
Breastfeeding continuation: Measured as infants that are totally or partially
breastfed at age 6 to 8 weeks.
Breastfeeding initiation: Measured as mothers who give babies breast milk in
the first 48 hours after delivery.
Body Mass Index (BMI): A measure of whether an individual is a healthy weight
for their height. For most adults, a BMI of 25 to 29.9 is categorised as
overweight, a BMI of 30 to 39.9 is categorised as obese, and a BMI of 40 or
above is categorised as severely obese.
Cancer: A condition where cells in a specific part of the body grow and
reproduce uncontrollably. The cancerous cells can invade and destroy
surrounding healthy tissue, including organs.
Cardiovascular Disease (CVD): A group of diseases that cause reduced blood
flow to the heart, body or brain.
CGL/Pathways to Recovery: A free and confidential service that offers
treatment and recovery services to anyone experiencing difficulties with drugs
or alcohol.
Childhood Dependency Ratio (CDR): The childhood dependency ratio is a
measure showing the number of dependents aged 0-14 compared to the
working age population (aged 15-64).
Chronic Obstructive Pulmonary Disease (COPD): A collection of lung diseases
including chronic bronchitis, emphysema and chronic obstructive airways
disease. The main cause of COPD is smoking, and the condition causes breathing
difficulties due to obstructed airflow.
Commissioning: Within the public sector, the term ‘commissioning’ is used to
describe the process in which services are provided by the public sector, and
involves planning, agreeing and monitoring of services.

Coronary Heart Disease (CHD): A condition whereby the heart's blood supply is
blocked or interrupted by a build-up of fatty substances. It is a major cause of
death both in the UK and worldwide.
Dementia: A syndrome associated with an ongoing decline of brain functioning.
Dependency Ratio (DR): A measure showing the number of dependents (aged 014 and 65 and over) compared to the working age population (aged 15-64).
Deprivation: Deprivation refers to a range of issues caused by a lack of resources
of all kinds, not just financial.
Deprivation quintile: Lower Super Output Areas in Warrington are grouped into
five groups according to how they rank on the national deprivation scale (IMD
2015).
Directly Standardised Rate (DSR): Usually expressed as the number of death per
100,000 population, this method of calculating a death rates allows a more
precise comparison between two or more populations by controlling for
differences in the age structure of the population.
Domestic abuse: Any incidence of threatening behaviour, violence or abuse
(psychological, physical, sexual, financial or emotional) between adults, aged 16
and over, who are or have been intimate partners or family members, regardless
of gender or sexuality.
Early diagnosis of cancer: Cases diagnosed at stage 1 or 2
Excess Winter Mortality (EWM): EWM measures the ratio of deaths that occur
in winter (December to March) compared with non-winter months (April to
November).
EYFSP: Early Years Foundation Stage Profile – an assessment of children’s
development and learning at the end of the reception year.
FSM: Free School Meals – a child may be eligible for FSM if they live in a
household which are in receipt of certain benefits (some exclusions apply).
GP Deprivation Quintile: GP Practices are grouped into five groups according to
the weighted deprivation scores of where their patients live (IMD 2015).
Health & Social Care Information Centre (HSCIS): The national provider of
information, data and IT systems for commissioners, analysts and clinicians in
health and social care. Now known as NHS Digital.

Glossary
Healthy Life Expectancy (HLE): Provides an estimate of the average number of
years a person could expect to live in good health.
Hepatitis B: An infection of the liver caused by a virus that’s spread through
blood and body fluids.
Human Immunodeficiency Virus (HIV): A virus that attacks the immune system,
and weakens your ability to fight infections and disease. There is no cure for
HIV, but there are treatments to enable most people with the virus to live a long
and healthy life. AIDs is the final stage of HIV infection, when your body can no
longer fight life-threatening infections. Early diagnosis and effective treatment
means most people with HIV will not go on to develop AIDs.
Incidence: Measures new cases of disease over a particular time period and is
expressed in person-time units e.g. 2 per 1,000 people per year.
Index of Multiple Deprivation (IMD): The collective name for a group of 10
indices which all measure different aspects of deprivation including income,
employment, health, education, crime, access to services and living
environment.
Life Expectancy (LE) at birth: An estimate of the average number of years a newborn baby would live for if s/he experienced the age-specific mortality rates of a
particular area throughout his or her life.
Life Expectancy (LE) at age 65: An estimate of the average number of years at
age 65 a person would survive if he or she experienced the age-specific mortality
rates for that area and time period throughout his or her life after that age.
Local Alcohol Profiles for England (LAPE): Published on an annual basis by Public
Health England, the profiles contain 26 alcohol-related indicators for every local
authority.
Long Acting Reversible Contraception (LARC): Methods of birth control that
provide effective contraception for an extended period of time via an injection
or implant.
Low Birth Weight (LBW): Low Birth Weight relates to babies born weighing less
than 2500 grams. This indicator can be expressed as a proportion of all live
births, or as a proportion of live births with a gestational age of at least 37
complete weeks.

Lower Super Output Area (LSOA): A small geographical area created for the
aggregation of statistical data. There are 127 LSOAs in Warrington and they
'nest' within ward boundaries.
Mortality: The number of deaths in a given population, location or other
grouping of interest, usually over a particular period of time.
Mortality considered preventable: Refers to deaths which, in the light of the
understanding of the determinants of health at the time of death, all or most
deaths from the underlying cause (subject to age limits if appropriate) could
potentially be avoided by public health interventions in the broadest sense.
National Child Measurement Programme (NCMP): NCMP measures the weight
and height of children in Reception class (aged 4 to 5 years) and Year 6 (aged 10
to 11 years) to assess overweight and obesity levels within primary schools.
NHS Health Checks: Aims to help prevent heart disease, stroke, diabetes, kidney
disease and certain types of dementia by inviting everyone between the ages of
40 and 74 to have a check to assess their risk of developing one of the
conditions, and to provide support and advice to help reduce or manage that
risk.
Old Age Dependency Ratio (OADR): A measure showing the number of
dependents aged 65+ compared to the working age population (aged 15-64).
Premature death: Deaths amongst people aged under 75 years.
Prevalence: Measures existing cases of disease and is expressed as a proportion
of the population.
Primary Care Mortality Database (PCMD): Holds data on deaths of residents as
provided at the time of registration of the death, along with additional GP
details, geographical information and coroner details where applicable.
Public Health England (PHE): An executive agency of the Department of Health,
established in 2013 with an aim to protect and improve the nation's health and
wellbeing and to reduce inequalities.
Public Health Outcomes Framework (PHOF): Consists of a set of indicators
aimed at understanding and monitoring desired outcomes for public health.

Glossary
Quality Outcomes Framework (QOF): The annual reward and incentive
programme detailing GP practice achievement results. The data collected
through QOF provides prevalence of various diseases and risk factors, and
provides information on how these conditions are managed in Primary Care.
Rate: A rate describes the number of events occurring among the population of
a given geographical area during a given year. Rates can be 'standardised' to
take account of differences in the age or sex distribution of a population, and
expressed per head of population.
Respiratory disease: A group of diseases that affect the respiratory (breathing)
system
School readiness: This refers to children achieving a good level of development
at the end of reception. It is a key measure of early years development across a
wide range of developmental areas. Children from poorer background are more
at risk of poorer development and the evidence shows that differences by social
background emerge early in life.
Screening/screening programmes: National screening programmes are
recommended to test whether an individual is at an increased risk of developing
a condition, in order to help to identify and treat serious conditions sooner.
Secondary mental health services: medical care provided by a specialist or
facility upon referral by a primary care physician that requires more specialised
knowledge, skill, or equipment than the primary care physician has.
Sexually Transmitted Infection (STI): STIs are passed from one person to
another through unprotected sex or genital contact. There are various STIs
including: Chlamydia, Genital warts, Genital herpes, Gonorrhoea, Syphilis and
HIV.
Sickle Cell Anaemia: An inherited condition that affects the red blood cells.
Smoking attributable mortality: Deaths considered to be due to smoking.
Causes of death considered to be related to smoking are: various cancers,
cardiovascular and respiratory disease, and diseases of the digestive system.
Smoking at time of delivery (SATOD): Women who are regular/occasional
smokers at time of delivery. This information is collected of all women giving
birth and is used as a public health indicator.

Teenage Conceptions: The number and rate of conceptions occurring amongst
girls under the age of 18 years is a public health indicator.
Thalassaemia: The name for a group of inherited conditions that affect a
substance in the blood called haemoglobin.
Unitary Authority (UA): A local authority that has a single tier and is responsible
for all local government functions within its area. Warrington is a UA. In total,
there are 351 local authorities in England.
Unsafe drinking levels: The risk of developing a range of illnesses increases with
any amount you drink on a regular basis. New weekly guidelines (2016) for both
men and women have been issued: you are safest not to drink regularly more
than 14 units per week. If you do drink as much as 14 units per week, it is best
to spread this evenly over 3 days or more.
Uptake: The proportion of individuals taking or making use of something that is
available e.g. the uptake of flu immunisations.
Urinary Tract Infection (UTI): A UTI develops when part of the urinary tract
becomes infected, usually by bacteria. UTIs are common, particularly among
women, and can cause discomfort and pain.
Vaccination/Immunisation: An injection that can be given to prevent a person
being infected with a specific disease.

Further Information
The following provides links to different sources for further information.
Warrington Joint Strategic Needs Assessment (JSNA): considers a wide range of factors that affect the health and wellbeing of the people of Warrington.
The JSNA is used to agree key priorities to improve the health and wellbeing of all our communities, at the same time as reducing health inequalities.
http://www.warrington.gov.uk/jsna
Public Health Profiles: developed by Public Health England these profiles provide a range of indicators across various health and wellbeing themes,
designed to support the JSNA process and commissioning to improve health and wellbeing, and reduce inequalities. People are able to browse indicators at
different geographical levels, benchmark against the regional or England average, and export data to use locally.
http://fingertips.phe.org.uk/

NHS Digital: publishes over a thousand indicators covering quality through to population health and outcomes of treatments.
http://content.digital.nhs.uk/
Office for National Statistics (ONS): collects and publishes official statistics on the economy, population, and society at national, regional and local levels.
http://www.ons.gov.uk/ons/index.html
Nomis: contains official labour market statistics
https://www.nomisweb.co.uk/

List of Data Sources
Adult Social Care Survey - used for feedback from users regarding amount of social contact they have
Bridgewater NHS Trust - used for breastfeeding continuation data
Cheshire Constabulary/Community Safety Partnership - used for crime data
Department for Communities and Local Government - used for Indices of Deprivation 2015
Department for Education - used for school readiness data
Department of Energy and Climate Change - used for data on fuel poverty
HM Revenue & Customs - used for data on children and poverty
HSCIC (now known as NHS Digital) (http://content.digital.nhs.uk/) - used for some mortality data and Quality Outcomes Framework (QOF)
National Child Measurement Programme (NCMP) - used for data on children’s weight
Natural England - used for data on outdoor space
Office for National Statistics (ONS)(http://www.ons.gov.uk/ons/index.html) - used for population estimates and projections, teenage
conceptions, life expectancy, excess winter deaths, and NOMIS (for UK labour market statistics - https://www.nomisweb.co.uk/)
Primary Care Mortality Database (PCMD) - used for local mortality data analysis
Public Health England (http://fingertips.phe.org.uk/) – used for various performance indicators from the Public Health Outcomes Framework
(PHOF), Local Alcohol Profiles, Child Health Profiles, Local Tobacco Control Profiles, Older People Profiles, End of Life Profiles, National Cancer
Registration and Analysis Service (NCRAS), and Sexual Health and Reproductive Profiles
Warrington Borough Council Housing Services – used for housing data
Warrington Hospital – used for breastfeeding initiation and smoking at time of delivery data

Warrington Joint Strategic Needs Assessment (JSNA) (http://www.warrington.gov.uk/jsna) considers a wide range of factors that affect the
health and wellbeing of the people of Warrington. The JSNA is used to agree key priorities to improve the health and wellbeing of all our
communities, at the same time as reducing health inequalities.
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FOREWORD
[INSERT PHOTO]
Welcome to the 2018 Public Health Annual Report for Warrington.
Last year’s report focused on Prevention, with a focus on People, Place and Prosperity. The focus on
‘inclusive growth’ and ‘social value’ remains relevant to all partners and to the people who live and
work in Warrington, so I would encourage you to have a look at last year’s report alongside this
year’s public health report in 2018.
In this report, we have chosen to focus on the important issue of health protection. This is an area of
joint working which, like prevention, requires a whole system approach. Real progress cannot be
made by individual partners in isolation. The report presents a spotlight on the relevant issues in
Warrington and describes the arrangements in place for ensuring the health of our local population
is protected.
The Director of Public Health has a statutory duty to ensure that partnership plans are in place to
protect the health of our local population from hazards. These hazards can range from relatively
minor outbreaks and contaminations to full-scale emergencies. To do this, our local Health
Protection Forum is the arena in which partners come together to scrutinise our collective plans and
ensure that our collective arrangements are protecting the health of our local population.
This year’s Public Health Annual report marks four years of the Health Protection Forum in
Warrington which was set up in July 2014 to reflect the new arrangements for the NHS and public
health in the local authority. The report also celebrates 70 years of the NHS in highlighting the role
of the NHS in health protection alongside treatment and care. Protecting the health of individuals
and communities also contributes to protecting the NHS.
We all have a responsibility to our own health and that of our families, friends, neighbours and
communities. While there are key agencies that may take the lead on various aspects, it is working in
partnership across agencies and with members of the public that will ensure that the most effective
plans and arrangements are in place, and that the services provided are accessed by those who need
them.
I am really pleased, therefore, to bring you a report that has been written collaboratively by the
various partners, and outlines the key actions for us as individual agencies, the work of the Health
Protection Forum, and actions that you can take to protect your health and that of others around
you.
There is a role in health protection for local communities, for local businesses, and the statutory
organisations who have contributed to this report. On your behalf, I would like to thank colleagues
and communities for combined efforts to promote and protect health in everything that we do.
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FROM LAST YEAR’S REPORT
In last year’s report, we looked at the opportunities to use our collective effort and resource to
maximise the potential for prevention across the whole system. That work remains key to our
delivery of inclusive growth in Warrington. We made a number of recommendations to help ensure
our efforts result in the greatest impact and social value. I am pleased to reflect that Warrington has
made good progress on the prevention agenda during the last year.
•

A Central Area Neighbourhood Renewal Board has been established, and a Masterplan is
under development to regenerate the area. This has the potential to regenerate the central
areas making use of the assets and partnerships already in place. Further work is underway
with local communities to contribute to the development of the Masterplan.

•

We continue to work with colleagues in the Planning department to consider the longer
term development of the borough as a whole. We are working to ensure that ‘designing in
health’ features prominently in the plans for the long term development of the borough. We
would like to see in each neighbourhood a range of services delivered from community
centres and district centres.

•

The integrated prevention service, Warrington Wellbeing, which is delivered jointly across
public health, housing, neighbourhoods and social care teams has been up and running now
for just over a year. During that time, the service has seen almost 1,500 clients. The majority
of individuals supported by the service have presented with a range of health, social and
emotional needs. The service is supporting individuals to meet their goals; enabling them to
access community activities and the wider services offered by partners. The co-location of
prevention services in the Gateway has optimised opportunities for joint working with many
partners and voluntary organisations. The service is being evaluated to look at long term
outcomes for clients and better pathways of support.

•

Commissioning for social value remains high on the agenda for partners in Warrington and
for the business sector. Social value is about securing wider social, economic and
environmental benefits beyond the direct impact of what we do. In the local authority,
practical changes are being made to procurement and the new corporate procurement
strategy will be finalised later this year. The third sector, the NHS and teams in the council
are also considering their social value. We would like to support small and medium sized
businesses to benefit from the town’s approach to social value.

•

The statistical supplement that accompanies the Public Health Annual report provides an
update of the current health and wellbeing of the people of Warrington. This year, we will
send out a lifestyle survey to a sample of residents to update the information we have on
the prevalence of key risk factors and lifestyle behaviours. This will ensure that we have up
to date information to inform the work that we are doing and to help target resources to
groups who most need our support.
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EXECUTIVE SUMMARY
Protecting Health in Warrington
Health Protection is a key aspect of Public Health and Prevention aimed at protecting the public
from harm. Health protection consists of three main broad areas: control of infectious diseases and
screening; emergency preparedness, resilience and response (EPRR); and environmental public
health. In practice, it involves a range of activities across a number of partner agencies.
Looking back through history demonstrates the major impact that health protection has had on
population health. The World Health Organisation celebrates the two public health interventions
that have had the greatest impact on the world’s health, and these are clean water and vaccines.
The chapter on control of infectious diseases provides an overview of some of the main infectious
diseases and how we can prevent and control them. The chapter describes the current NHS
vaccination schedule across the life course and emphasises how this is one of the best preventative
methods that we currently have to protect ourselves and our families from specific diseases. The
chapter also provides an overview of healthcare associated infections, infection control and
antibiotic resistance. One of the priorities for Warrington is to increase the uptake of flu vaccine
amongst all at risk groups to protect individual’s health, prevent outbreaks, and to minimise the
impact on services each winter. Raising awareness of antimicrobial resistance is a national priority
and one that is relevant locally; supporting national evidence-based campaigns and promoting
responsible prescribing.
The chapter on screening covers the NHS population screening programmes that are available in
England. Screening is a way of identifying individuals with no specific signs or symptoms who may
be at an increased risk of a particular condition. In England, there are currently 12 population
screening programmes dependent on age, gender and condition. These include antenatal and newborn screening, cancer screening, diabetic eye screening, and abdominal aortic aneurysm. For
2018/19, cervical screening is highlighted as a particular priority as rates have been consistently
lower than the national target.
The chapter on emergency preparedness, resilience and response provides an overview of
emergency planning arrangements in case of a major incident. The chapter also describes the work
currently underway to plan for pandemic flu. Given the wide-reaching and prolonged impact of a
pandemic, we need a coordinated approach across the community for all health, social care and
education organisations to continue to meet the needs of the population under pressure and with
reduced staff. While individual agencies review and refresh their own organisational pandemic flu
response plans, the Warrington Integrated Pandemic Influenza Health, Social Care and Education
Plan provides operational guidance in the event of a pandemic outlining roles and responsibilities
under business continuity arrangements. Local businesses and other sectors should similarly plan
their business continuity arrangements for critical services.
The chapter on wider health protection looks at the environment and health. It highlights that air
pollution is now the largest environmental risk to the health of the public. It also covers other
broader aspects of public protection, including issues related to housing, and the social environment
for issues such as noise complaints, the impact of scams on vulnerable people, counterfeiting,
alcohol and gambling.
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The report ends each chapter with key actions for partner agencies and the Health Protection Forum
to continue to work collectively to help protect the health of our residents. The report makes
suggestions how the people of Warrington can protect their own health and their families, friends,
neighbours and local communities.
Information in table to be presented as an infographic
Health protection activity
Infection control

Immunisation

Screening

Sexual health services
Public Protection

Wider health protection

Examples of Warrington performance in 2017/18
3 MRSA blood infections in the community
1 MRSA blood infection in hospital
23 C. difficile infections in the community
25 C. difficile infections in hospital
Diphtheria, tetanus, pertussis and polio booster at 91% by age 5
Measles, mumps and rubella (second dose) at 91% by age 5
Flu vaccination coverage 49% of two and three year olds and 64% of
4 to 8 year olds.
Flu vaccination uptake of 71.8% for older people aged 65 and over
Breast screening coverage 74.7% women aged 50 to 70 years
(consistent trend)
Cervical screening coverage 74.2% women aged 25 to 64 years
(coverage reducing)
Bowel screening uptake 59.5% persons aged 60 to 74 years (uptake
increasing)
(Screening data for 2016/17)
Improving chlamydia detection among young people aged 15-24
An increase in late diagnosis of HIV (worse than England)
95.8% compliant food premises inspected according to risk
84% compliant off licensed premises when measured against
management systems and control
An average of 88 cases each quarter investigated for noise nuisance
and antisocial behaviour
88% of noise cases had a positive resolution
Notices served
• 6 Prevention by Damage by Pest Act Notices were served on
3 premises
• 2 Environmental Protection notices for Dust were served on
1 premise
• 3 Environmental Protection Notices for noise were served
on 1 premises
3 criminal court cases concluded under trading standards
prosecution (protecting the health and welfare of the vulnerable). 4
further complex cases ongoing.
Hospital admissions for alcohol related harm (worse than England,
and rates are increasing)
Excess winter deaths estimated at 17.8% (provisional data - higher
than previous year)
521 smoking quitters at 4 weeks by the end of quarter 3 from the
most deprived areas of Warrington – end of year target of 438
already achieved.

232

Agenda Item 11 – Appendix B

INTRODUCTION
What is health protection?
Health protection covers a broad range of work which is aimed at protecting the public from harm.
Health protection is a key aspect of Public Health, and one where some of the greatest impact on
health has been made. The World Health Organisation states “the two public health interventions
that have had the greatest impact on the world’s health are clean water and vaccines”.
Health protection consists of three main domains: communicable disease control; emergency
preparedness, resilience and response (EPRR); and environmental public health (Ghebrehewet et al
2016). It involves a range of activities across a number of partner agencies. It includes work to
ensure the safety and quality of food, water, air and the general environment. It covers the
measures needed to prevent the spread of infectious diseases, preparing for and managing
outbreaks and other incidents which threaten health. It includes immunisation to prevent diseases
from developing and screening programmes to detect particular diseases early enough for better
treatment outcomes.
There is a range of other, broader, work that we might not immediately recognise as ‘health
protection’ which also helps to protect population health. This work is diverse and led by various
partners and different teams, and includes, for example; the work of the Trading Standards team to
safeguard consumer safety, the work of housing officers to ensure that local homes are of a decent
standard and can be heated efficiently, tobacco control and smoking cessation, and the work of
licensing and planning officers.
Health protection - learning through history
The cholera epidemic in Soho, London in 1854 is often cited as the first example of how data,
particularly spatial mapping, were used to investigate disease and make the case for prevention.
Over a period of 3 days, 127 people who lived on or near Broad Street in Soho died. A local doctor,
John Snow, spoke to local residents and through the information they provided, he mapped the
cases (see Figure 1).
Analysing the data, he identified that the majority of residents had used a public water pump
located on Broad Street. Armed with his evidence Snow convinced the local council to remove the
handle of the water pump to prevent its use. This halted the epidemic, saved countless lives, and
had a lasting impact on disease research and prevention today (Snow 1855).
Figure 1.1 – Map of Broad Street
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Other major successes through history have been made in different aspects of health protection.
Clean drinking water, efficient sewage systems, and improved air quality have led to significant
reductions in disease and premature death. The development of the first vaccine in 1796 to protect
against Smallpox sparked further research and led to the development of vaccines for a number of
previously fatal conditions.
Devastating events through history have also helped shape our health protection arrangements and
priorities. The 20th century has seen three influenza pandemics (shown in Figure 2). A pandemic can
start anywhere in the world and at any time of the year. It is not possible to accurately predict when
a new strain of influenza virus might emerge or how severe it will be. The pandemic of 1918 killed
more people than the casualties of World War 1 (Hawker et al (2012)). A flu pandemic remains the
most serious public health threat faced by the UK. Good surveillance to identify an emerging
pandemic, and robust plans in place to respond, are crucial to protect the population against
influenza.
Figure 1.2 – Influenza Pandemics
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Health protection challenges today
Many of the breakthroughs and successes of previous years have since been replaced by new and
emerging issues. Certain aspects of modern life bring new health protection challenges such as
infectious diseases arising from changing socio-demographics, increased travel, globalisation and
new types of viruses and bacteria (Ghebrehewet et al 2016).
The overuse of antibiotics is a major factor in the development of antibiotic resistant infections
which are increasing worldwide (WHO 2018). Without effective antibiotics to prevent and treat
infections, essential medical interventions such as organ transplantation, cancer chemotherapy,
diabetes management and major surgery (for example, caesarean sections and hip replacements)
become high risk procedures. Promoting antibiotic stewardship is crucial to protect these medicines
for those who are in most need of them.
Although there have been some improvements in air quality over past centuries, long-term exposure
to air pollution is increasingly recognised as a serious public health concern. It is associated with
significantly increased burden of disease and death, mainly from cardiovascular and respiratory
causes (Local Government Association 2017). Tackling air pollution is a key health protection priority
and forms part of the wider global health challenge of addressing climate change.
Climate change and extreme events pose a serious risk to public health. The main extreme events in
England are cold weather, heatwaves, flooding and drought. Greenhouse gas emissions from human
activity have led to higher average temperatures. Between 1880 and 2012, average surface global
temperatures increased by 0.85C with changes reflected in the UK (Ward, B & Hicks, N 2013). The
impact on health ranges from deaths due to extreme events such as flooding and heatwaves to the
emerging threat of new diseases carried here from non-native vectors, for example species of
mosquitoes.
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Current health protection arrangements
The Health and Social Care Act 2012 changed the roles and responsibilities of public sector
organisations involved in relation to health protection. As shown in Figure 3, close partnership
working is key to ensure that arrangements are robust.
Since public health departments moved from the NHS to local authorities in 2013, the local Director
of Public Health has a statutory duty to ensure plans are in place to protect the health of their
population from all hazards, ranging from relatively minor outbreaks and contaminations, to fullscale emergencies. They also have a duty to gain assurances from other organisations that work is
being carried out to protect the health of the local population, and to prevent as far as possible
those threats from emerging in the first place.
Figure 1.3 – Health and social care system post 2013

(Parliament.uk 2015)
Roles and responsibilities of individual agencies in health protection
Public Health England
Public Health England (PHE) works closely with the local authority to address health protection. The
team comprises health protection (public health) specialists, practitioners, scientists and
administrators based in Liverpool to provide advice and support to all the local authorities in
Cheshire and Merseyside, alongside NHS organisations. Their remit covers communicable disease
control, environmental hazards to health and emergency planning preparedness and response.
Much of PHE team’s work is responding to cases of communicable disease, e.g. advising and
arranging prophylaxis (specific treatment for disease) for the contacts of a case of meningococcal
disease, or to environmental incidents. The team also contributes to multiagency action to address
more strategic issues such as antimicrobial resistance, air quality and seasonal and pandemic
influenza. PHE is a category 1 responder under the Civil Contingencies Act 2004 and plays a key part
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in planning for emergencies through the Cheshire Resilience Forum and in responding to
emergencies with a health protection dimension such as flooding or chemical releases as they arise.
NHS England
NHS England work closely with Public Health England and the Department of Health to provide and
commission a wide range of public health services. NHS England deliver public health functions via
an agreement (Section 7A). This covers a broad range of health protection services including
commissioning of the childhood immunisations programme and commissioning of screening
programmes. The screening and immunisation team work for Public Health England but are
embedded within NHS England.
Clinical Commissioning Group (CCG)
NHS Warrington CCG is in charge of local NHS decision making; they commission services and are
responsible for NHS services for the population of Warrington. However, a number of primary care
services such as opticians, dentists, and pharmacies are commissioned by NHS England.
They have a responsibility for specific health protection elements including tuberculosis,
antimicrobial resistance and healthcare associated infections. They also have a role in quality
assurance in primary care including health protection elements.
The CCG works closely with Warrington Borough Council to make sure health and social care are
linked together whenever possible, as the Council are responsible for services such as adult social
care, carers support, and special educational needs.
Local Authority Public Health
In addition to the core assurance role, the local authority public health team commission local
infection control services across Warrington, contribute to emergency planning, and liaise with local
authority planners to help design and promote a healthy Warrington. The local Public Health team
also have a key role in helping to facilitate partnership working across organisations.
Community Infection Control Service
The aim of the integrated community infection prevention and control service is to prevent
infections through provision of comprehensive high quality evidence-based infection control support
in the community. The focus of the service is to reduce and sustain reductions in healthcareassociated infections in the community.
The local Health Protection Forum was established as a formal means of bringing together partners
across the system to obtain the assurance that work is being carried out to protect the health of the
local population. The diagram below shows the partners that make up the membership of the health
protection forum and the various groups that report to the Health Protection Forum.
The forum enables the Director of Public Health to assure the local Health and Wellbeing Board that
there are safe and effective arrangements and plans in place.
The scope of the forum includes oversight of plans for prevention and control of infectious diseases,
vaccination, screening, healthcare-associated infections, emergency planning, environmental
hazards, health and safety, workplace health, and health in planning activities (including reviewing
planning applications, and health impact assessments).
The Health Protection Forum functions include:
• Providing a forum for discussion of health protection plans, risks and opportunities for joint
actions
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•
•
•
•
•

Enabling partners to give formal assurance to their own organisation that work is being
undertaken
Providing oversight of key health protection intelligence
Sharing and escalating concerns and risks to commissioners and appropriate bodies when
health protection plans and arrangements are inadequate to provide sufficient protection
Highlighting risks to the Health and Wellbeing Board and providing recommendations about
the strategic management of these risks.
Reviewing the reports of significant incidents and outbreaks, considering recommendations
for change as a result, and promoting quality improvement of the health protection system
through encouraging implementation of recommendations.

Investing in Health Protection
Investing in screening, immunisations, infection control and emergency preparedness protect the
health and wellbeing of our local population and avoid more substantial costs in the long-term that
arise from treating disease and responding to outbreaks. Recently, a systematic review concluded
that for every £1 spent on public health interventions, there is a value return of over £14 on average
(Masters et al. 2017). A large portion of this return is the estimated value of better health and
wellbeing, and not necessarily a cashable savings return or reduced demand on services. As a society
we value health as a social good, and this is why we invest in prevention and health protection
alongside delivery of health and social care. Whilst there are a number of caveats and limitations to
the financial breakdown presented here, the analysis helps to highlight the system-wide
responsibility for health protection.
Figure 1.4 shows the breakdown of the Public Health grant in 2017/18. The commissioned
Community Infection Control service is the only aspect that could be categorised as solely health
protection. Other strands of work and commissioned services, such as sexual health or tobacco
control have elements of health protection within the services delivered. Estimating the budget
aligned to these elements suggests that approximately 5% of the public health grant is allocated to
health protection; in the region of £600,000 each year1. This relatively small proportional spend
reflects that the local authority Public Health role in health protection is largely one of assurance;
not specific commissioning or provider responsibility. Aside from the public health grant, the local
authority public protection team estimate that approximately £582,000 is spent on aspects of health
protection in relation to the environment, food and water.
Figure 1.4: How the £12,583 public health grant was spent in 2017/18

1

Estimates are based on a proportion of the Core Public Health delivery budget – reflecting staffing costs, the Community
Infection Control service and a proportion of the sexual health commissioned service to reflect chlamydia screening
programme and HIV prevention aspects that are included within that service
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Across Warrington as a whole, the financial contribution made by other partners to protecting
health are more significant; reflecting their commissioning responsibilities 2:
NHS England estimate the total spend in Warrington on:
• NHS population screening programmes is £1,595,000
• Seasonal Influenza Vaccination Programme is £391,000
• Childhood Vaccination and Immunisation Programme is £265,000
• Other Vaccinations - including shingles and pertussis for pregnant women is £176,000
Public Health England estimate that routine spend in Warrington is: £56,627, the cost of dealing with
an outbreak is variable but outbreaks in other areas have costed approximately £4.4million.
Warrington CCG make a significant contribution to Health Protection reflected in their
commissioned services and emergency preparedness and response.
There are other tangible and intangible health protection elements embedded within the work of
public sector and third sector partners. These have not been estimated in detail as this section
intended only to give examples of the range and scale of health protection activity across partners.

2

Figures detailed are estimates: budgets are not always categorised in a way that readily identifies health protection
elements of work programmes. Figures for other partners who make a contribution to health protection such as GPs, the
Acute Trust and community safety partners are not readily available.
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Figure 1.5: Health protection forum – membership and subgroups
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CHAPTER 2 – CONTROL OF INFECTIOUS DISEASES
Infectious, or communicable, diseases are diseases that you can "catch" from someone or something
else. They are spread from person to person or from an animal to person. The spread often happens
through airborne droplets of viruses or bacteria, but can also be through blood or other bodily fluids.
Preventing infectious diseases through vaccinations
The spread of some infectious diseases can be prevented by vaccination. Vaccines work by making
us produce antibodies to fight disease without actually infecting us with the disease. After
vaccination, if someone is exposed to the potential infection, their immune system will recognise the
infectious bacteria or virus and produce the appropriate antibodies to fight off the disease.
Vaccination programmes aim to protect people against a range of diseases. When a vaccination
programme is introduced, those people in the community who are at risk are offered a vaccine to
reduce the number of cases of the disease.
If enough people in the population are vaccinated against the disease it is harder for a disease to
spread between individuals who have not been vaccinated.
Vaccines are extremely effective and safe. If a high percentage of the population is vaccinated
certain diseases can disappear. An example of this is the eradication of smallpox which was officially
declared as eradicated by the World Health Organisation in 1980 (World Health Organisation 2018).
Smallpox is a highly contagious and deadly virus, and so far, remains the only human disease to have
been eradicated by vaccines, saving approximately 5 million lives per year worldwide. In 1796
Edward Jenner developed the vaccine for smallpox after observing that milkmaids who had
previously been infected by cowpox, did not develop smallpox due to having developed an immunity
to cowpox, and due to the smallpox virus being very closely related to the cowpox virus (Lakhini,S
1992).
Public health vaccination programmes have 4 objectives which are to:
• Eradicate disease on a global level e.g. as seen with smallpox;
• Elimination, which is the removal of an infectious organism on a country level e.g. polio in
the UK;
• Local control which is the reduction of disease where it is not possible to totally remove the
infectious organism e.g. tetanus, as it is found everywhere in soil; and
• Protection of special groups e.g. influenza virus and particular groups who may get more
severe disease (Ghebrehewet et al 2016).
Over the years more vaccines have been developed to try and reduce the burden of disease
across the world. In the UK the introduction of routine vaccinations has increased dramatically
from the 1900’s into the advanced and comprehensive immunisation schedule we have today.
This is demonstrated though the timeline of the vaccination schedule in England shown in figure
8.
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Figure 2.1: Vaccine timeline

(Public Health England 2018)
In England, the NHS has a specific immunisation schedule which starts from the age of 8 weeks to
protect children and adults against a range of dangerous diseases. (see table 1).
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Table 2.1: Routine Immunisation schedule

Vaccines are added to the schedule based on evidence of effectiveness, safety, cost-effectiveness
and best practice. For example, in 2012 the incidence of whooping cough (pertussis) increased
beyond levels reported in the previous 20 years (Public Health England 2018). This included young
infants under the age of 3 months who were too young to be vaccinated. Due to this outbreak the
pertussis vaccination for pregnant women was introduced to protect their unborn babies from the
disease until they were old enough to have their whooping cough vaccination at 8 weeks old. As a
result, there has been a reduction in the incidence of whooping cough in infants under the age of six
months (Public Health England 2018)
National and local picture for vaccinations
Warrington Borough Council, in partnership with Warrington CCG and NHS England, have produced
an action plan for 2018/19 to improve uptake on the vaccination programmes where Warrington is
not reaching the national targets. These can be seen in the screening and immunisations action
plan.
Childhood immunisation programme (up to 18 years)
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In England the government has set a national target of 95% of the relevant age-group to be
vaccinated, for all vaccinations included in the childhood immunisation programme (NHS Digital
2017). When a baby or child are due their immunisations they will get an invitation asking them to
attend their GP practice.
In Warrington the uptake for most of the vaccinations is high (see statistical appendix for data).
Warrington exceeds the 95% target for all vaccinations up to the age of one (see table 1 for the
immunisation schedule). However, the uptake of vaccinations reduces as children get older. By the
age of 5 approximately 90% of children have received both doses of the Measles, Mumps and
Rubella (MMR) vaccine and 91% have received their Diphtheria, Tetanus, Pertussis and Polio
(DTaP/IPV) booster vaccination, i.e. not high enough to achieve herd immunity (NHS England 2017) .
It is extremely important to try and reach national targets to achieve herd immunity and thereby
ensure that as far as possible, the population is protected from infectious diseases that can cause
serious illness and death. This has been particularly evident with the recent measles outbreak across
different parts of the UK. The identified cases in the outbreak had not received vaccination against
measles (Public Health England 2018).
The flu vaccine is offered to children aged two to eight years. Two and three year olds are invited by
their GP practice to receive their flu vaccination. In 2016/17 Warrington had poor uptake with only
42.7% of two-year-olds and 45.7% of three-year-olds vaccinated (Immform 2018). Public Health
England sponsored the local authority campaign for publicity to improve uptake during the 2017/18
flu season and provisional local data suggests improvements in uptake for both ages (49.8% and
49.1% respectively).
In 2017 Reception children (aged 4/5 years) were invited to have their flu vaccination as part of the
school nursing programme, rather than at their GP practice. In 2017/18, the primary school
vaccination programme in Warrington had a high uptake rate of 67% amongst 4/5 year-olds and an
overall school uptake of 64.2%. (Immform 2018).
Figure 2.2 Artwork used for Warrington flu campaign
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Adult immunisation programme
From the age of 65 individuals are invited for their pneumococcal vaccination and influenza
vaccination. Whilst uptake in Warrington improved this year for the flu vaccine (71.8%), rates are
still below the national average (75%) (Immform 2018).
Between the ages of 70 and 78 individuals are invited for their annual shingles vaccination.
Currently Warrington uptake (59.3%) is in line with the England average (NHS England 2018).
Selective immunisation programmes
Some particular immunisation programmes are available for individuals who fall into specific at-risk
groups (see table 2). In Warrington there is a good uptake of the pertussis (whooping cough)
vaccine for pregnant women, generally between 75-80%, which is much higher than the England
average and slightly higher than Cheshire, Merseyside and Wirral (Immform 2018). There is
currently no national target set for this vaccination.
Pregnant women and those under 65 with pre-existing medical conditions are also eligible for the
free flu vaccination. In Warrington the flu vaccine uptake for both pregnant women and under 65’s
with pre-existing medical conditions is below the national target of at least 55%. In 2017/18 the
uptake rates were 49.6% and 46.8% respectively. Whilst under 65’s increased slightly from 2016/17
pregnant women reduced slightly (Immform 2018).
In 2017 there was a national shortage of the Hepatitis B (Hep B) vaccine and vaccines were
prioritised according to highest risk groups. Vaccine supplies have now improved but there will
continue to be restrictions in place throughout this year (Public Health England 2017).
Table 2.2: Selective immunisation programmes

From the 1st April 2018 there will be a phased nationwide Human Papilloma Virus (HPV) vaccination
programme for men aged 45 or younger who have sex with other men. The programme will start in
sexual health clinics and HIV clinics.
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Infection control in the community
In addition to vaccination, the spread of infectious diseases can be controlled or prevented through
good hygiene and effective management of outbreaks.
Warrington Public Health commission a Community Infection Control Team to help ensure the
proactive prevention and control of disease. The team works across Halton, St Helens and
Warrington, and provide advice, training and education around infection prevention and control.
They work closely with GPs and dental practices to support them in dealing with and preventing
transmission of infections. The work of the team helps to minimise the impact of infectious diseases,
reducing ill health and the impact of the disease on day-to-day life at school, work, home or care
home. The team provides advice and support to people with infectious diseases including meningitis,
measles, common childhood illnesses, Hepatitis C, Legionella, foodborne illnesses and TB. They also
give advice to schools and nurseries especially when they have several children ill at the same time.
Effective management of disease outbreaks relies on collaborative input from Public Health England,
the local authority Public Health team and the Infection Control team. Outbreaks can occur in
schools and nurseries, care homes, work places and supported living environments. Information
from the Infection Control Team shows the most common outbreaks reported is of diarrhoea and
vomiting. In managing these outbreaks, the Infection Control team will aim to ensure the correct
infection control procedures are put in place and will closely monitor the situation. The team work
closely with care homes and the hospital to ensure affected sections or wards are closed until the
outbreak is controlled and the environment has been cleaned.
During the winter months there are often flu outbreaks which require effective management. Flu is
very infectious and easily spread to other people. During the 2017/18 flu season there were a
number of outbreaks of flu in care homes in the Warrington area. The outbreaks were managed to
help prevent the spread of the virus with infection control measures put in place, and antiviral drugs
given as appropriate to minimise the heath impact on the individuals affected. Further work is
needed in planning for the 2018/19 flu season to ensure that all possible preventative measures are
in place prior to the start of flu season. This includes ensuring high uptake of the seasonal flu
vaccines for care home residents and staff.
Tuberculosis (TB)
Tuberculosis is a vaccine-preventable bacterial infection spread through inhaling tiny droplets from
the coughs or sneezes of an infected person. Although it is spread in a similar way to a cold or the
flu, it is not as contagious. TB mainly affects the lungs, but it can affect any part of the body,
including the abdomen glands, bones and nervous system. TB is a serious condition, but it can be
cured if it's treated with the right antibiotics (NHS Choices, 2016). Between 2014 and 2016, across
England as a whole, incidence of TB was 10.9 cases per 100,000 of the population. Incidence in
Warrington was significantly lower; 26 cases, equating to a rate of 4.2 cases per 100,000 (Public
Health Outcomes Framework 2017). Those most at risk are migrant populations and vulnerable
groups, particularly the homeless.
TB patients in Warrington are jointly managed by the Respiratory Physician and a named TB nurse
who supports patients in order to achieve good compliance and completion of treatment. It is also
the role of the TB nurse to carry out contact tracing (finding people who have been in close contact
with the patient) and to support patients diagnosed with latent TB. The management of patients in
Warrington is also supported through the Cheshire and Merseyside TB cohort review process.
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Healthcare-associated infections (HCAI)
Healthcare-associated infections (HCAI) can develop either as a direct result of healthcare
interventions such as medical or surgical treatment, or from being in contact with a healthcare
setting. The term HCAI covers a wide range of infections. The most well-known include those caused
by Methicillin-Resistant Staphylococcus aureus (MRSA) and Clostridium difficile (C. difficile). Patients
are more likely to be vulnerable to infection due to their illness, their age, or the treatment for their
condition.
Many infections are caused by micro-organisms already present in or on the patient's own body.
Such organisms only cause problems when the body's defences are weakened, or breached by
surgery or other medical procedures. Infections may also be caused by micro-organisms originating
from another patient either by direct contact or through a contaminated healthcare environment.
There is a national ambition to reduce healthcare-associated Gram-negative blood stream infections
(healthcare-associated GNBSIs) by 50% by March 2021, with an initial focus on Escherichia coli
(E.coli) (NHS Improvement 2017). GNBSIs are devastating infections and often result in admission to
critical care and in some cases can result in death. GNBSI cases can occur in hospitals, however half
of all community onset cases have had some healthcare interventions either from acute, primary or
community care. Therefore, reductions can only be achieved by working together across the whole
health and social care sector.
In order to support the national ambition, a local action plan has been developed which sets out
how a reduction in healthcare-associated GNBSIs will be achieved. An E Coli working group has been
established that operationalises the action plan.
Local trajectories are in place to reduce the number of HCAI’s such as MRSA, C. diff and GNBSIs. The
PHE data capture system enables robust monitoring, as it provides an integrated data reporting and
analysis system for the mandatory surveillance of MRSA, E Coli and C. diff infections.
All C. diff and MRSA infections are reviewed by a multi-disciplinary panel including the Deputy Chief
Nurse for Warrington CCG, a Microbiologist, Infection Control Nurses from both the Community and
Acute sector, Medicines Management and the Deputy Director of Public Health. These review panels
identify common themes and learning opportunities. Whilst they may not necessarily directly reduce
HCAIs, they help to identify infections earlier and improve the management pathway of future
patients, as well as promoting best practice and communicating important preventative measures.
The reduction of healthcare-associated infections is a high national and local priority and continued
coordinated efforts across the acute sector, primary care and the wider health and social care in the
community are needed to reduce the number of these infections.
The focus for the forthcoming year is to work collectively across the health economy to focus on the
reduction of HCAIs and review the panel process to ensure it continues to meet the requirements of
the agencies involved.
Antimicrobial resistance (AMR)
AMR develops and spreads through the inappropriate prescribing and/or overprescribing of
antibiotics, and poor infection prevention control practices. As antimicrobials continue to become
ineffective, there has been a significant increase in the development of infections that cannot be
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treated. This is making routine medical care riskier and can ultimately result in increased deaths, so
antimicrobial resistance (AMR) is a crucial public health challenge for us all (DOH, 2013).
In response, Warrington CCG has established an Antimicrobial Group that meets on a quarterly basis
and provides high level advice and decision making, aimed at optimising antibiotic use, and
developing specific strategies to improve antimicrobial prescribing across the CCG. The Warrington
infection control team work in partnership with Warrington CCG, Public Health and GPs to review
and promote responsible antibiotic prescribing. They also help raise local awareness of the antibiotic
campaign promoted by Public Health England North West to the general public: “Taking antibiotics
when you don’t need them puts you and your family at risk” (PHE).
Figure 2.3: Antibiotics National Publicity Campaign

Environmental health and infection control
Environmental Health sits within the Public Protection department of the local authority and covers
various areas including air and noise pollution, food safety, health and safety and infectious diseases.
Food safety: The food safety team investigate complaints relating to the storage, handling and
preparation of food, including food poisoning cases. To date (2017/18) there have been 40
confirmed cases of food poisoning, including Salmonella, E. coli 0157 and Cryptosporidium.
Additionally, there have been 142 microbiological food and water samples taken to date. These
processes are crucial to promote high levels of hygiene and food safety and to limit risk of foodborne
illness.
Legionella control: Legionnaires’ disease is a severe pneumonia caused by the Legionella bacterium.
People become infected when they inhale aerosols from a contaminated source. Legionnaires’
disease is a notifiable disease in England and Wales. Health professionals must inform local health
protection teams of suspected cases. This data helps healthcare professionals identify clusters and
prevent outbreaks whilst monitoring trends in disease occurrence over time. Within Warrington the
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Environmental Health team have investigated small numbers of confirmed cases of Legionnaires
disease, and have inspected and undertaken sampling at various locations across the borough.
Skin piercing: The short and long term health risks associated with improper and unhygienic practice
may result in infections, in particular the risk of transmission of blood-borne viruses like hepatitis B,
C and HIV. Businesses offering skin piercing services must be registered with the council. There is
close collaboration between the Environmental Health Team and the Infection Control Team when
there are concerns in tattooists and beauticians. The team visit the premises and give advice to the
staff regarding infection control and prevention of blood borne infections.
Sexually transmitted infections (STIs)
STIs are typically defined as any infection that is characteristically transmitted by sexual contact. In
2015, 1,023 new STIs were diagnosed in Warrington residents, equivalent to a rate of 495.6 per
100,000 residents. In comparison, England had a rate of 767.6 (LASER 2016).
Over half of diagnoses of new STIs in Warrington (53%) were in young people aged 15-24, compared
to 45% in England, and 16.1% of new STIs in Warrington were among men who have sex with men
(MSM), where sexual orientation was known.. This data includes those tested in specialist sexual
health clinics (LASER 2016).
The following table illustrates the rates per 100,000 population of the top 5 STIs in 2015, comparing
Warrington with the North West and England.
Table 2.3: Rate of diagnosis from the top 5 sexually transmitted infections (STIs), 2015
Rate per 100,000
Warrington
North West
England
Chlamydia 15-24 yrs
1,587
2,328
1,887
Chlamydia 25+ yrs
108
176
179
Genital warts
113.8
120.0
118.9
Genital herpes
36.3
56.2
57.6
Gonorrhoea
29.1
42.6
70.7
Syphilis
3.4
6.2
9.3
Source: PHE - Sexual & Reproductive Health Profiles, 2017

Young adults (under 25s) are disproportionately affected by STIs, as illustrated in table 3, where the
diagnosis rate of chlamydia in Warrington in the 15 to 24 year old population was nearly 15 times
higher than in people aged 25 and over. However, it should be recognised that the high rates are
also likely to be partly due increased diagnosis and detection efforts related to the National
Chlamydia Screening Programme, which targets the 15 to 24 age group. The aim of the programme
is that, by detecting and treating sufficient chlamydia infections that have no noticeable symptoms,
it will result in a decrease in incidence. Chlamydia diagnoses for those aged 15 to 24 are measured
against a national target of 2,300 per 100,000 young people, and higher numbers reflect improved
detection and diagnosis. .
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Figure 2.4: Recent Trend in Chlamydia Detection Rates

Although other STIs have lower diagnosis rates (see table 3) when compared to chlamydia in 15 to
24 year olds, they are still significant causes of disease burden. These STIs are routinely tested by
sexual health services and rates of new diagnosed cases are monitored by Warrington Public Health
as well as Public Health England. Monitoring of new STI rates allows the identification of possible
outbreaks of STIs within the borough.
HIV (Human immunodeficiency virus)
HIV can lead to Acquired Immunodeficiency Syndrome, AIDS, if not treated. Unlike some other
viruses, the human body can’t get rid of HIV completely, even with treatment and so HIV is a chronic
illness. However, the sooner individuals are tested, identified and treated, the far greater the chance
of managing their condition so that they can go on to lead, in many cases, a normal life.
HIV is a virus which attacks the immune system, specifically the CD4 cells, often called T cells which
help the immune system fight off infections. Over time, HIV can destroy so many of these cells that
the body cannot fight off infections and disease.
In 2016 there were 119 people diagnosed with HIV in Warrington, equivalent to a prevalence rate of
0.97 cases per 1,000 people aged 15-59. This is significantly lower than a prevalence of 2.31 in
England and 1.85 in the North West.
A lower prevalence figure can mean that prevalence is genuinely lower, or can mean that there is
under-diagnosis, i.e. people with HIV who have not been diagnosed. The HIV testing coverage and
uptake are very low in Warrington when compared to England, with just over half of those offered,
taking the test. There is work to be done in this area to ensure that we identify all those with HIV as
early as possible and encourage people to know their HIV status.
HIV late diagnosis
The earlier somebody is diagnosed with HIV, the greater their life expectancy, and the less likelihood
of transmitting the virus to their sexual partners. Late diagnosis is defined as a CD4 count of less
than 350 cells per mm3 within 3 months of HIV diagnosis.
Most recent published data for 2014-16 highlights that Warrington has seen an increase in late
diagnosis and now currently stands at 57.1% compared to England’s 40.1%. This is a large rise from
around 42% in the previous 2013-15 time period (Warrington Borough Council 2017). Actual
numbers of people diagnosed late in Warrington are very small and a small change from year to year
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in the number of people diagnosed late, can give rise to a big change in the percentage, and so
caution should be used when interpreting the figures. However, a focused plan regarding late
diagnosis is required.
Further information about sexual health in Warrington can be found in the Sexual Health Joint
Strategic Needs Assessment (JSNA)

What will we do in 2018/19 in relation to control of infectious diseases?
•
•
•
•
•
•
•

For partner agencies key actions will be to:
Increase the percentage of children receiving their booster vaccinations;
Increase influenza uptake in all at-risk groups;
Increase levels of screening for chlamydia, focusing particularly on those aged 15 to 24 years;
Increase the uptake and coverage of HIV tests in both sexual health specialist services and within
primary care;
Continue to monitor and review appropriate antibiotic prescribing;
Continue to build on partnership working to reduce the number of healthcare acquired infections;
Continue to provide Environmental Protection services; specific actions to include routine food
hygiene inspections of high risk premises; investigation of all complaints and infectious disease
notifications; sampling of pool water and food stuffs; registrations for skin piercing activities - every
premise submitting an application for skin piercing will be visited.
For the Health Protection Forum a priority focus for 2018/19 will be to monitor the progress of
the main action plans relating to infectious diseases, i.e. the Screening and Immunisation
Action Plan, the E-Coli Action Plan and the AMR action plan

What you can do
•

•
•
•
•
•

As members of the public we can all ensure that we attend for our appointments when
invited for any vaccination programme
If you think you are eligible for any vaccination but have not been invited speak to your GP
Encourage friends/family/neighbours to attend for their vaccinations
Only use antibiotics when absolutely necessary, and as prescribed
Ensure safe hand hygiene to stop the spread of certain diseases
Practice safe sex and use condoms
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CHAPTER 3: NHS POPULATION SCREENING PROGRAMMES
Screening is a way of identifying individuals with no specific signs or symptoms who may be at an
increased risk of a particular condition. In England there are currently 12 population screening
programmes dependant on age, gender and condition.
The UK National Screening Committee advise the NHS in England on all aspects of screening, and
support the implementation of screening programmes based on evidence, the condition, testing and
intervention. The UKNSC will only recommend screening where evidence shows the benefits of the
programme outweigh any potential harm.
Screening can:
• save lives or improve quality of life through early identification of a condition
• reduce the chance of developing a serious condition or its complications
The current screening programmes in England are:
• Diabetic eye screening
• Abdominal aortic aneurysm (AAA) screening
• Cancer screening:
o Cervical screening
o Bowel screening
o Breast screening
• Antenatal and newborn screening broken down into:
o Infectious diseases
o Down’s syndrome, Patau’s syndrome and Edwards’ syndrome
o Sickle cell disease and thalassaemia
o Physical abnormalities
o Newborn physical examination
o Newborn hearing test
o Newborn bloodspot test (checking for nine rare conditions)
NHS England are commissioners for screening programmes nationally.
Screening is offered at different ages as can be seen from the screening timelines below. Each
screening programme tests for a different disease or condition.
Where screening programmes are not recommended, there will usually be detailed guidance from
NICE to manage these clinical conditions and public campaigns to raise awareness. For example the
UKNSC do not recommend screening for prostate cancer or for osteoporosis, but they have been
included in Warrington campaigns for men’s health and women’s health to raise awareness of
possible symptoms so people can seek advice from their GP.
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Figure 3.1: NHS Screening Timeline
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Antenatal and Newborn screening
Performance in Warrington on the antenatal and newborn screening is generally good.
There are some screening programmes however where uptake within Warrington is not reaching the
national target. A screening and immunisation action plan for 2018/19 has been developed to
better understand and address the reasons for poor performance.
Figure 3.2: Antenatal and Newborn Screening Timeline

A large number of conditions are screened for during pregnancy and within the first few weeks of a
child’s life. This enables any conditions to be picked up early that could either affect the pregnant
woman or the baby. These tests are done through blood tests or ultrasound.
In Warrington the uptake for antenatal and new-born screening is above the national average for a
large proportion of the programme. For example HIV test coverage is consistently over 99% in
Warrington against the national target of 90%. Similarly our timely referral for Hepatitis B positive
women for assessment is consistently above the national target of 90%.
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Cancer screening programmes
Cancer is the biggest killer in Warrington recently overtaking cardiovascular disease. Survival rates
for cancer are far higher if cancer is caught earlier and the screening programmes are a vital part of
this identification programme. There are currently three cancer screening programmes in place in
England.

Cervical screening
The aim of the NHS Cervical Screening programme is to reduce the number of women who develop
cervical cancer and the number of women who die from the condition.
Since the screening programme was introduced in the 1980s, the number of cervical cancer cases
has decreased by about 7% each year.
The cervical screening programme is available to women aged 25 to 64 in England. Between the
ages of 25 to 49 years women are invited for screening on a three yearly basis. Between the ages of
50-64 years women are invited every five years.
There have been recent changes made to the cervical screening programme and after successful
trials, human papilloma virus (HPV) testing has been incorporated into the NHS Cervical Screening
Programme. HPV can cause changes in the cells of the cervix, and some types of HPV are considered
high-risk for cervical cancer.
The national target for the cervical screening programme is 80%. Figures for Warrington have been
consistently lower than this target over the last 2-3 years, with around 74% of eligible women
screened (NHS England 2017).
NHS England commission the screening programme but reflecting the multi-agency nature of health
protection, there are actions for other partners too, with work planned with Cancer Research UK to
help understand any barriers or issues in Primary Care, and to take a pathway approach to improve
uptake.
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Breast screening
Breast screening aims to find breast cancers early. Very early breast cancers are usually easier to
treat, may need less aggressive treatment, and are more likely to be cured. The current evidence
suggests that breast screening reduces the number of deaths from breast cancer by about 1,300 a
year in the UK.
Almost all women diagnosed with breast cancer at the earliest possible stage survive for at least 5
years after diagnosis and are likely to be cured.
Women who are aged 50-70 and registered with a GP are automatically invited for breast cancer
screening every three years.
The national target for the breast screening programme is that 70% of eligible women are screened.
Warrington has consistently met this target, and achieved 75% in 2016/17. (NHS England 2017) It is
important to maintain the focus on promoting the breast screening programme to ensure continued
good uptake.
Recently, the breast cancer screening programme have introduced a catch up campaign and
additional fail-safe arrangements to ensure women are not missing their last invitation to be
screened after their 68th birthday.
Bowel screening
Bowel screening can help detect bowel cancer at an early stage, when it's easier to treat. It can also
be used to help check for and remove small growths in the bowel called polyps, which can turn into
cancer over time.
Bowel screening is offered to men and women aged 60-74. Bowel screening tests are done in an
individual’s own home.
The current bowel screening kit will be changing and a new faecal immunochemical test (FIT) test
will be rolled out across the country from April 2018 onwards. It is easier to use than the current
test, requiring only one faecal sample instead of three.
When diagnosed at its earliest stage more than 90% of people with bowel cancer will survive their
diseases. In 2016/17, 59% of eligible people in Warrington were screened, almost reaching the
national target of 60% (NHS England 2017). This will be reviewed again with the implementation of
the new screening kit.
Abdominal aortic aneurysm (AAA) screening
Abdominal aortic aneurysm (AAA) screening is a way of checking if there's a bulge or swelling in the
aorta, the main blood vessel that runs from your heart down through your tummy.
The screening programme is for males aged 65 as this group is at highest risk. The screening
programme can pick up an AAA which is at risk of bursting and there is then treatment available to
prevent this.
In 2016/17, 67.6% of eligible people in Warrington were screened, below the England average of
80%, and the reasons for this are currently being investigated. (NHS England 2018)
Further data on uptake of screening programmes can be found in the statistical supplement that
accompanies this annual report.
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What will we do in 2018/19 in relation to screening?
The main actions for partners working on screening programmes in 2018/19are to:
•
•
•
•
•

Review data for certain elements of antenatal and new-born screening pathway to identify
and understand the reasons for poorer performance in some aspects of the pathway
Improve uptake across cervical and breast screening programmes and ensure evidencebased methods are used to raise awareness and promote to the population
Improve access to cervical screening programme through sexual health services, and identify
gaps and potential capacity issues within primary care for cervical screening
Undertake a review to identify issues around AAA screening uptake
Support the dissemination of messages to raise awareness of and promote the bowel
screening programme

A priority focus for 2018/19 for the Health Protection Forum will be to review and scrutinise
screening indicators and monitor progress on the Screening and Immunisation Action Plan to
gain assurance that partners are putting in place the measures necessary to improve uptake
and coverage.

What you can do
•
•
•
•

As individuals we can all ensure that we attend our screening appointments when invited
We can encourage friends/family/neighbours to attend for their screening appointments
If you think you are eligible for a screening programme but have not been invited speak to
your GP
If you are concerned about a lump or a change in bowel habits or persistent bloating or a
cough that last for longer than three weeks, ask your GP to check you out.
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CHAPTER 4 – EMERGENCY PREPAREDNESS, RESILIENCE AND RESPONSE
Emergency preparedness, resilience and response (EPRR) is a key aspect of Health Protection. It
involves a cycle of preparation, prevention, investigation, control and management of events that
threaten serious damage to human welfare. This covers both communicable disease and
environmental issues. EPRR also encompasses business continuity planning as well as recovery plans
after an incident. All partners in the Health Protection Forum have their emergency planning
arrangements in place.
Warrington Borough Council emergency planning arrangements
Through its emergency planning arrangements the Council aims to meet its statutory obligations
(outlined below) to minimise the impact of any emergency on the local community and manage the
return to normality as quickly as possible.
Working alongside the Resilience Forum and local partners, the Council’s Community Safety &
Resilience Team ensures the Council is able to respond to and recover from incidents through
preparing, maintaining and testing emergency response plans. Regular internal training and
exercising are undertaken to embed awareness of the plans and associated response arrangements.
The Council has a duty to plan and respond to incidents under various pieces of legislation. These
include:
• The Civil Contingencies Act (CCA) 2004;
• COMAH (Control of Major Accident Hazards);
• PSR (Pipeline Safety Regulations);
• REPPIR (Radiation, Emergency Preparedness and Public Information Regulations).
During 2017/18 the Council undertook a fundamental review of it’s out of hour’s response
arrangements. This has influenced a revision of the Major Emergency Plan (the organisation’s
umbrella plan which underpins the response to any emergency) and has concentrated on wide scale
training for Senior Officers and Elected Members.
Statutory plans such as, Control of Major Accident Hazards (COMAH) and, Pipeline Safety
Regulations (MAHP) are in place and were tested during 2016/17; the next review / test of these
plans will take place in 2019.
Cheshire Resilience Forum
Local Resilience Forums help coordinate emergency preparedness and resilience work. They are not
statutory bodies, but were formed in response to the Civil Contingencies Act 2004, and all
constabulary areas in the country have a Resilience Forum. Warrington Borough Council works with
other organisations as part of the Cheshire Resilience Forum (CRF), which encompasses the Cheshire
Constabulary area. The Council works alongside Category 1 and 2 Responders (as defined under the
Civil Contingencies Act) including the NHS, Police, Fire and Rescue Service, Public Health England,
Environment Agency and other local authorities.

The vision of the CRF is to ensure where possible that the wider county of Cheshire is resilient and
that all partners are able to respond to and recover from emergencies that may affect the wider
Cheshire area. The Forum considers the National Risk Register, which provides an overview of the
key risks that have the potential to cause significant disruption in the UK, and also undertakes
analysis of risks pertinent to Cheshire. Risks are captured within the Cheshire Community Risk
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Register (http://cheshireresilience.org.uk/docs/crfrisk.pdf ) and informs the work programme of the
Resilience Forum, influencing the development (where necessary) of multi-agency or individual
agency response plans.
Cheshire Local Health and Resilience Partnership
The Local Health Resilience Partnership (LHRP) is a strategic forum for organisations in the local
health sector (including private and voluntary sector where appropriate). The LHRP facilitates health
sector preparedness and planning for emergencies at Local Resilience Forum (LRF) level. It supports
the NHS, Public Health England (PHE) and local authority (LA) representatives on the LRF in their role
to represent health sector Emergency Planning, Resilience and Response (EPRR) matters
(Department of Health 2012).
Warrington Borough Council Public Health Team are members of the Cheshire LHRP that meet on a
quarterly basis. Any updates get fed back in to the Health Protection Forum.
The LHRP organise events across Cheshire and Merseyside to test and review organisations
preparedness for a major incident. Most recently exercise Gryffindor took place to exercise NHS
Cheshire and Mersey community providers, mass vaccination/treatment plans for responding to an
outbreak in the community. This was done via a table top exercise utilising a time line scenario.
The objectives of the event were to:
• To raise awareness of the Community Services; Mass Vaccination/ Treatment Plan in
response to an outbreak
• To practice the provider response to an outbreak in an educational facility
• To understand the wider impact on operational delivery
• To exercise stakeholder communications in response to a community outbreak
• To understand the interdependencies between the mass provider plan and the schools
Pandemic influenza – planning and preparation
As previously outlined, influenza pandemic is one of the most serious public health threats faced by
the UK. Pandemic influenza has direct impacts on health due to potentially high illness and death
rates, but it can also have wider-reaching impacts on the entire local community, affecting our
hospitals, GPs, schools and social care services.
Pandemic influenza and its impact on Warrington
As we cannot predict when the pandemic could start, nor its severity, we can only make predictions
of its impact based upon the best evidence available, but the reality can be significantly different. In
the worst case scenario, it is predicted that up to half of the population could become infected. Most
people will experience a mild flu-like illness which will require being off work or school for 7-10 days
but some people may develop a life-limiting illness. Up to 2.5% of all those infected could die. In
Warrington this means that over 100,000 people could be affected over a 15 week period, with over
2,500 extra deaths during that time.
Data in this section to be displayed as an info graph
This obviously has huge direct impacts on health with an extra 30,000 GP appointments and an extra
4,000 admissions to hospital needed, with 1,000 of these people requiring intensive care. Health
services would at the same time have to deal with significant staff absence. The pressures would
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have huge knock-on effects on social care, education and other public services, which would also
have to deal with significant staff absence and pupil illness.
How are we preparing for pandemic influenza?
Given the wide-reaching impact a pandemic can have, we need a coordinated approach across the
community involving all health, social care and education organisations to share the burden and help
enable us to meet the local needs of the population. The Council has also prioritised the review of its
Corporate Pandemic Flu Response Plan, recognising that Pandemic Flu is within the top five risks
listed on the National Risk Register. Linked to that planning, the Management of Excess Deaths Plan
has been fully revised, the plan aims to manage the pressures arising on the key partners which
could emerge from natural events, such as Pandemic Flu, or other widespread infectious disease or a
severe weather event.
Warrington integrated pandemic influenza health, social care and education plan
WBC and Warrington Clinical Commissioning Group are working together to develop a Warrington
Pandemic Health and Social Care Coordination Plan and Group. This provides operational guidance
at the local level outlining the roles and responsibilities of key health, social care and education
organisations in the event of a pandemic influenza or similar emergency. It identifies important
practical issues and considerations. A focal part of the plan is the establishment of the Warrington
Pandemic Influenza Health, Social Care and Education Group in the event of a pandemic. This group
would be convened by the Director of Public Health to advise and inform the local response. The
group will provide a leadership, rather than a command role, and will consider information and
request assurance around systems, processes and issues arising during the response. Exact
membership will be responsive to need but provisional core membership includes:

WBC Director of Public Health (Chair)
WBC Director of Families and Wellbeing
WBC Emergency Planning Lead
WBC Head of Education
CCG Pandemic Influenza Executive Lead
CCG Clinical Lead for Primary Care
Local Lead Pharmacist
Warrington Hospital lead
North West Boroughs Mental Health lead

WBC Operational Director of Adult Services
WBC Operational Director of Children’s Services
WBC Communications lead
CCG Communications lead
CCG Chief Nurse
Bridgewater Community Health Services Lead
Three Boroughs Infection Control Lead
A&E Delivery Board representative
Warrington Primary and Secondary School leads

There has been a strong engagement across partners to develop the integrated plan. Warrington is
leading the way with this integrated approach and this has been recognised by the PHE regional
team as an example of good practice.
Working with schools
Nationally and locally, during a pandemic there is an aim to keep schools open wherever possible.
This is extremely important due to the significant knock-on impact that school closures have on
health and social care services. One of the key successes of this partnership approach to pandemic
influenza preparedness has been the encouraging work led by WBC Head of Education and local
head teacher representatives.
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School staff have identified a number of practical issues and considerations that need to be
addressed to facilitate maintaining school provision during a pandemic. These include having a
mechanism in place to share support functions e.g. care-taking and catering, flexibilities around
education provision in pandemic situations and communication between local authority and schools
to enable monitoring of staff and pupil absence and to convey essential public health messages. A
representative from public health has taken part in awareness-raising sessions at all primary headteacher cluster meetings and a cluster-based pandemic influenza preparedness response plan is
under development.

What will we do in 2018/19 in relation to emergency preparedness?
Key areas of focus for 2018/19 for partner agencies working on emergency preparedness are:
• The recent release of WBC Corporate Pandemic Influenza Plan is a great starting point for
teams across the council to reflect on their critical functions and their own business
continuity plans.
• Ensure business continuity plans are fit for purpose and can meet the levels of disruption
that could be caused by a major incident such as pandemic flu
• Finalise and distribute the Warrington Integrated Pandemic Influenza Health, Social Care and
Education Plan. A suggested next step is to develop simplified action cards for teams to
follow in the event of pandemic influenza.
• Encourage all partners to take the plan and actively use it to inform their own follow-up
activities including development of action cards for their teams or organisations.
• It is recognised that some organisations or settings may need further support or action:
o Care homes are a particularly important setting where further follow up actions on
business continuity strengthening and pandemic influenza preparedness may be
beneficial.
o Schools plan to carry out local scenario planning in early 2018 which will inform the
development of a cluster-level template for schools to use to prepare for pandemic
influenza, and the template to be shared ahead of the 2018/19 academic year.
o Businesses are encouraged to consider their critical functions and services to plan
for continuity and sustainability during a pandemic
A priority for 2018/19 for the Health Protection Forum will be to maintain a focus on
emergency planning and preparedness and request on-going updates from partners on
organisational and system-wide preparedness. Exercises are planned to test business continuity
arrangements.

What you can do
•
•
•

Take up the offer of flu vaccination if you are one of the target groups at risk
Remember that if you are sick or a member of your family to take the necessary hygiene
precautions. Handwashing as part of the campaign to ‘Catch it, Bin it, Kill it’ is an effective
method of control which can delay the spread of flu significantly
Discuss what a flu pandemic means for you and your family with carers, and also what a flu
pandemic may mean for you in your workplace. Pandemic flu is much more serious and
spreads faster than seasonal flu as there will not be a vaccine in the early days.
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•
•
•

Remember that the NHS will prioritise particular vulnerable groups who need antiviral
medicines for whom there is the most benefit
Local businesses and organisations can ensure they have a business continuity plan in place
for a major incident including pandemic flu
Ensure that all staff/employees/volunteers are aware of your business continuity and
coordination plan. Carry out an exercise to ensure your plan is fit for purpose and covers
your critical services
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Chapter 5 – Wider Health Protection
Environmental protection
Environmental Public Health is one of the three domains of Health protection.
“The protection of key elements of the environment is important for human health. The ability to
breathe clean air, to have a supply of wholesome drinking water and to be protected against the
harmful effects of things like waste and noise are fundamental to our well-being.” (Chartered
Institute of Environmental Health, 2017).
Warrington Council Public Protection Service aims to protect residents and the local environment
and to help responsible businesses to thrive. The team has responsibility for regulatory aspects such
as Environmental Health, Trading Standards, Environmental Protection, Licensing, Environmental
Crime and Planning Enforcement.
Air quality
Air quality has been identified as the largest environmental risk to the Public Health. Air quality is a
measure of pollution in the air that has an adverse impact on human health and ecosystems. ‘’Air
pollution plays a role in many of the major health challenges of our day, and has been linked to
cancer, asthma, stroke and heart disease, diabetes, obesity, and changes linked to dementia. This
damage occurs across a lifetime, from a baby’s first weeks in the womb all the way through to the
years of older age” (pp xii, Royal College of Physicians, 2016).
“Air pollution is harmful to everyone. However, some people suffer more than others because they:
• Live in deprived areas, which often have higher levels of air pollution;
• Live, learn or work near busy roads;
• Are more vulnerable because of their age or existing medical conditions”.(pp xiii, Royal
College of Physicians, 2016)
There are a number of different pollutants that have been identified as having adverse health
impacts. These include particulates (PM10 and PM2.5), nitrogen dioxide (NO2), sulphur dioxide
(SO2) and ground level ozone (O3). The most important primary local air pollutants that impact
upon health are fine particulate matter (PM2.5) and nitrogen dioxide (NO2).
There are various major sources of pollution at local level namely transport, industrial and domestic
heating. In addition to local sources, there are transboundary effects from regional, national and
international sources that are outside the control of the local authority. Emissions that affect air
quality also interact to contribute to climate change.
Figure 5.1: Impact of air pollution over the life course (Royal College of Physicians, 2016)

263

Agenda Item 11 – Appendix B

Air quality assessment and action plans
Air quality across the borough is reviewed annually and reported in Annual Status Reports as part of
statutory Local Air Quality Management duties. The Public Protection Service monitors nitrogen
dioxide (NO2) and particulates (PM2.5 and PM10) levels and has declared two Air Quality
Management Areas (AQMA). An Air Quality Action Plan (AQAP) has been produced to try to improve
NO2 concentrations within current AQMAs. Whilst the air quality in the majority of Warrington is
good, there are areas of poor air quality next to the motorways and main traffic routes. The AQAP
was made available for public consultation and has now been signed off by the local authority. It has
18 actions aimed at improving air quality including improvements to reduce traffic impacts and the
development of strategies that can mitigate the impact.
Figure 5.2: Declared AQMA’s in Warrington

The Public Protection Service has a duty to investigate complaints about issues that could be a
‘statutory nuisance’. In relation to the Clean Air Act, these could be issues relating to dusts, bonfires,
smoke from chimneys, or odour from industrial premises and farming. If it is found that a statutory
nuisance is happening, an abatement notice may be served requiring action to be carried out to stop
the nuisance. During 2017 there were 380 complaints made, the most common causes of
complaints were due to odour (27%) and bonfires (27%).
Key areas of focus for 2018/19 in relation to air quality
• Implement the AQAP and monitor its progress;
• Finalise the Joint Strategic Needs Assessment (JSNA) for Air Quality;
• Continue to assess planning applications and associated air quality reports to ensure that
sensitive end uses (such as residential homes, nursing homes and schools) are protected;
• Continue to investigate complaints of bonfires, smoke from chimneys, odour, dust
nuisances;
• Continue to ensure permitted premises are inspected in line with inspection policy.
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Noise pollution
“Excessive noise seriously harms human health and interferes with people’s daily activities at school,
at work, at home and during leisure time. It can disturb sleep, cause cardiovascular and
psychophysiological effects, reduce performance and provoke annoyance responses and changes in
social behaviour” (WHO, 2018).
The Council has a duty to investigate complaints of noise nuisance, mainly from domestic and
commercial premises, which can lead to enforcement action being taken. The Public Protection
Service is responsible for reviewing planning applications to ensure that any sensitive end-use
developments including residential homes, nursing homes, and schools are suitable for use and
residents are suitably protected from significant noise disturbance. Equally, new commercial and
industrial premises are assessed and may be given advice to control offsite noise impacts including
that from plant and machinery. Planning policies and decisions should ensure that a site is suitable
for its new use and that appropriate measures are put into place to protect the community.
As with air quality, complaints around statutory noise nuisance must be investigated, and if proven,
abatement notices will be served. With licensed premises, complaints are investigated and the use
of an agreed action plan may be used to reduce noise impacts. If this fails a full review of a premises
licence may be taken.
Key areas of focus for 2018/19 in relation to noise pollution
• Undertake a review of how the service manages complex cases involving vulnerable people;
• Assess planning applications and associated noise reports to ensure that sensitive end uses
(residential, care homes and schools) are protected;
• Continue to investigate statutory noise nuisances;
• Work to influence how the Town Centre developments can be protected from noise impacts
from the night-time economy.
Contaminated land
Contaminated land has the potential to impact upon the health of the local population. Due to
Warrington’s history of industrial activity including coal mining, heavy engineering, foundries and
landfills, substances such as oils, metals and organic compounds have often remained in the ground.
Local Authorities have a statutory duty to inspect the borough to identify any contaminated land and
arrange for it to be cleaned up where contamination is causing an unacceptable risk to health and
the wider environment. Planning policies and decisions should ensure that a site is suitable for its
new use and that after the removal or limiting the impact of the contamination (also known as
remediation), land should no longer be classified as ‘contaminated’ according to section 2A of the
Environmental Protection Act 1990.
“Land can be contaminated by substances such as heavy metals (e.g. arsenic, cadmium and lead);
oils and tars; chemical substances and preparations (e.g. solvents); gases; asbestos; radioactive
substances” (HM Government, 2018).
“Land is legally defined as ‘contaminated land’ where substances are causing or could cause:
• Significant harm to people, property or protected species;
• Significant pollution of surface water (e.g. lake and rivers) or groundwater;
• Harm to people as a result of radioactivity.
Contaminated land may previously have been used as a: factory, mine, steel mill, refinery or landfill.”
(HM Government, 2018)
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Key areas of focus for 2018/19 in relation to contaminated land
• Undertake strategic and detailed inspection of potentially contaminated land
• Assess planning applications and associated contaminated land reports to ensure that land is
investigated and remediated appropriately by developers, so it does not pose a risk to
human health and/or the environment.
Assessment of planning applications
The Warrington Public Protection Service is responsible for reviewing planning applications relating
to air quality, contaminated land and noise. This is to ensure the public are protected against any
major issues.
Wider social aspects of environmental protection
Wider social aspects of environmental protection are extremely important for public health and
health protection. As is evident from diagram 1 a wide range of factors including housing and social
and community networks impact on an individual’s health.
Figure 5.3 – Wider determinants of Health

Dahlgren and Whitehead
Doorstep crimes and scams
Scam victimisation is linked to social isolation and to individuals faced with lack of social contact. It
has been shown that these individuals are more susceptible to mass marketing scams designed to
entice victims to repeatedly send small sums of money to the scammer.
Door step crime (DSC) victims are typically older community members. National data suggests DSC is
more common in older people, those who live alone, recently bereaved or have been diagnosed
with a physical or sensory impairment (Andrews 2014)
Increased Trading Standards Prevention work on doorstep crime and scams could contribute to a
reduction in victims, and support older adults to stay longer in their own homes
Counterfeiting and consumer safety
“The expansion of e-commerce is having a significant impact on the availability of counterfeit
merchandise to both criminal businesses and the consumer alike… Social media, in particular
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Facebook and Instagram, continues to be a focus of brand protection teams trying to mitigate the
risk to consumers from buying counterfeit and often unsafe counterfeit goods.
The scale and nature of Intellectual Property (IP) Crime is best understood in context. For example,
the value of imported counterfeit electrical goods has been estimated at £2.4bn in 2013. Overall, in
2013, counterfeit trade cost the UK government and taxpayers an estimated £3.8bn in unclaimed tax
revenue” (pp16-19, Intellectual Property Office, 2017).”
Threat assessments by Trading Standards North West and the National Crime Agency include
Intellectual Property crime, online sales and counterfeit goods sales via social media. Counterfeit
goods with a safety dimension are frequently also unsafe.
Counterfeit electrical products are particularly risky as they often contain faulty parts that can
overheat and catch fire or deliver a fatal electric shock (Electrical Safety First, 2018). CE and other
safety marks are counterfeited and appear on fake or substandard goods.
• The number of people who have seen counterfeit products for sale has doubled since 2015
(14% up from 7%) (Electrical Safety First, 2016a);
• Almost a quarter of people (24%) who have bought fake electrical goods have bought them
via an online third-party marketplace (for example, Amazon, eBay, Gumtree) (Electrical
Safety First, 2016a);
Alcohol and gambling
The detrimental health effects of alcohol and gambling in excess are well documented, so a robust
licensing regime is essential to controlling access by vulnerable individuals in both on and off
licensed alcohol premises and to gambling and gaming machines. The National Responsible
Gambling strategy was published in 2016 and identified gambling as a public health issue due to its
links with ill health caused by stress and impacts on relationships due to gambling problems. The
Council has adopted a Gambling Policy and Gambling Area Profile that licensed premises have to
adhere to when providing gambling facilities. The Council also have a Statement of Licensing Policy
for alcohol licensed premises that licence holders have to adhere to when providing licensable
activities. The Licensing Enforcement Officers carry out compliance visits to ensure compliance with
the terms and conditions of WBC licences. Enforcement actions are taken, for example,
prosecutions, licence reviews, and revocations of licences by the Licensing Sub Committee for
premises that fail to uphold the Licensing Objectives.
The misuse of alcohol has become a serious and worsening issues for public health. Like gambling it
can impact on relationships and cause ill health. It also impacts on the wider determinants of health
including crime.
Under-age sales – There are a number of different actions carried out by the Public Protection
Service with the intention of limiting the access of those aged under-18 to alcohol or other age
restricted products. The Public Protection Service primarily work with the trade. Advisory visits are
carried out to premises and they are given resource packs that include legislative guidance and
refusals books that, when completed, form part of the business’ due diligence system. The Public
Protection Service also offer training course to those working in the licensed trade to help identify
under-18s who may be trying to access alcohol. Support is offered to businesses operating in the
night time economy that have problems with under-18s attempting to buy alcohol. Where door staff
have taken ID that is believed to be fake or being misused, the Team take the ID from the business
and carry out restorative justice with those who have tried to use the ID. They also issue a Pubwatch
ban.
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In contrast, where there is intelligence that a business allows young people access to age-restricted
products, the Public Protection Service take robust action; generally a test purchase exercise which,
if it leads to a sale being made, can result in legal action, including a prosecution or a licence review.
Tobacco control
Tobacco is the deadliest commercially available product in England, with tobacco regulations serving
to safeguard people, particularly children and young people from the avoidable disease and
premature death it causes. Comprehensive enforcement is crucial and, across England, smokers,
local councils, businesses, particularly tobacco retailers, play a vital role in protecting people from
the harms of tobacco. This is a responsibility that most people take seriously and research shows
high rates of compliance with the majority of tobacco regulations across England.
Despite the controls on the sale of tobacco many young people can still access tobacco in shops.
Often these are repeat offenders whose actions facilitate children trying and becoming addicted to
smoking. Non-compliance with tobacco regulations seriously undermines public health and
damages legitimate local business. Government will review sanctions to ensure enforcement
officers can act quickly and effectively, with a focus on tobacco retailers who repeatedly break the
law (Department of Health, 2017).
In respect of NICE guidance (PH14) the local Trading Standards team carries out test purchase
operations targeting those premises for which intelligence has been received that underage sales
are being made. The service works with underage volunteers in order to undertake this work.
Intelligence can be received from a number of sources; for example, the police will send through
intelligence forms, other authorities will share intelligence and we will receive anonymous reports
via www.keep-it-out.co.uk. Once intelligence is received it is recorded on our internal complaints
database and on the Memex intelligence managing system. All enforcement work carried out
around tobacco products and e-cigarettes are carried out with a clear objective to ensure
compliance with the Tobacco and related Products Directive. Recent enforcement work has
supported a Department of Health project which was delivered by the Chartered Institute of Trading
Standards and was looking at compliances levels around nicotine inhaling products.
Housing
Housing is an important public health issue and ensuring adequate housing can massively impact
upon a person’s health and wellbeing. Poor housing and indoor environments cause or contribute
to many preventable diseases and injuries, such as respiratory, nervous system and cardiovascular
diseases and cancer (WHO, 2016). The housing standards team have a role in assessing hazards in
private sector housing and houses of multiple occupations.
Cold homes have a direct impact on a person’s health. Warrington Borough Council Housing
department liaise with a wide range of organisations to provide energy efficiency advice, assist
people to switch and save energy companies, and help households on welfare benefits to retain
their heating and hot water.
Safe and Well Checks
The council have been working in partnership with the Cheshire Fire & Rescue Service to expand the
Safe and Well initiative to include affordable warmth referrals. The Cheshire Fire & Rescue Service
provides a free visit for those aged over 65 incorporating the traditional fire safety information (and
smoke alarm fitting), but also additional advice on slips, trips, fall prevention, a heart check, and
bowel cancer screening, as well as offering additional support and signposting to those who wish to
stop smoking or reduce their alcohol consumption. This visit also includes the affordable warmth
referrals to enable a not-for-profit organisation to visit to assist older people to reduce their energy
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bills and provide specific energy efficiency advice. In 2017/18, the fire service visited over 7,500
older people in Warrington for the safe and well check resulting in 454 referrals for bowel cancer
screening, 176 referrals to the falls prevention service, and 40 referrals for support with keeping
their homes warm.

What you can do
•
•
•

Make simple changes to help impact on air pollution such as walking/cycling instead of using
the car for short journeys or turning your engine of when you are sat waiting to pick
someone up
If you or someone you know needs help around alcohol and gambling, contact local services
for help and support
Take up the offer of the Safe and Well check from the Fire and Rescue Service if you are
contacted

Focus for 2018/19 for the Health Protection Forum will be to
• Receive regular updates at the Health Protection Forum on progress made in
implementing the Air Quality Action plan
• Ensure any issues for public protection are escalated to the Health Protection Forum
and if necessary added to the risk register
•
•
•

If you require housing support or advice, you can contact Housing Plus for initial advice or
landlord support
Contact the Illegal Money lending team, the National Scams team, or your local council for
support and to protect vulnerable people
Many of the issues that come up as antisocial behaviour or noise complaints also have other
social factors that are escalating or contributing to the issue. If you require support with
these issues, you can contact your local neighbourhood team or housing provider or speak
to your local PCSO who may be able to help or guide you to the appropriate support. The
Warrington Wellbeing service, Citizens Advice and other partners in the Gateway can also
offer support and advice.
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GLOSSARY
Acute Care: A branch of secondary healthcare where a patient receives active but short-term
treatment for a severe injury or episode of illness, an urgent medical condition, or during recovery
from surgery;
Antenatal: Before birth, during or relating to pregnancy;
Antimicrobial resistance: Bacteria, viruses and some parasites no longer responding to commonly
used treatments. Examples are resistance to antibiotics, antivirals and antimalarials;
Cancer: A condition where cells in a specific part of the body grow and reproduce uncontrollably.
The cancerous cells can invade and destroy surrounding healthy tissue, including organs;
Cardiovascular Disease (CVD): A general term for conditions that involve the heart or blood vessels;
Clinical Commissioning Group (CCG): Clinically-led statutory NHS bodies responsible for the planning
and commissioning of health services in their local area;
Commissioning: Within the public sector, the term ‘commissioning’ is used to describe the process
in which services are provided by the public sector, and involves planning, agreeing and monitoring
of services;
Early diagnosis of cancer: Cases diagnosed at stage 1 or 2;
Ground Level Ozone: Also known as smog; produced when certain compounds react in the presence
of direct sunlight. It can affect our health, especially our breathing (respiratory system);
Health & Social Care Information Centre (HSCIS): The national provider of information, data and IT
systems for commissioners, analysts and clinicians in health and social care. Now known as NHS
Digital;
Hepatitis B: An infection of the liver caused by a virus that’s spread through blood and body fluids;
Human Immunodeficiency Virus (HIV): A virus that attacks the immune system, and weakens your
ability to fight infections and disease. There is no cure for HIV, but there are treatments to enable
most people with the virus to live a long and healthy life. AIDs is the final stage of HIV infection,
when your body can no longer fight life-threatening infections. Early diagnosis and effective
treatment means most people with HIV will not go on to develop AIDs;
Incidence: The rate of new (or newly diagnosed) cases of a disease in a specified population over a
specific time period;
Mortality: The number of deaths in a given population, location or other grouping of interest,
usually over a particular period of time;
Nitrogen Dioxide (NO2): A gas that is released into the atmosphere when fuels are burned (e.g.
petrol or diesel in cars); it can affect our health, especially our breathing (respiratory system);
NHS England: NHS England leads the National Health Service (NHS) in England;
Non-native vectors: A mode of spreading disease carried by a non-human organism (such as
mosquitoes or ticks) that is then transmitted to humans;
Pandemic: An epidemic of infectious disease that has spread across a large region, for instance
multiple continents or even worldwide;
Particulate Matter (PM2.5 and PM10): Made up of a collection of solid and/or liquid materials of
various sizes. A major source of PM is road transport (burned fuels and road dust). It can affect our
health; it can cause respiratory and cardiovascular illness;
Premature death: Deaths amongst people aged under 75 years;
Prevalence: Measures existing cases of disease and is expressed as a proportion of the population;
Primary Care: Provides the first point of contact in the healthcare system, acting as the ‘front door’
of the NHS. It includes GPs, pharmacy, dental and optometry services;
Public Health England (PHE): An executive agency of the Department of Health, established in 2013
with an aim to protect and improve the nation's health and wellbeing and to reduce inequalities;
Public Health Outcomes Framework (PHOF): Consists of a set of indicators aimed at understanding
and monitoring desired outcomes for public health;
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Pubwatch: Voluntary organisation set up to promote best practice and a safer drinking environment
in all licensed premises throughout the UK;
Quality Outcomes Framework (QOF): The annual reward and incentive programme detailing GP
practice achievement results. The data collected through QOF provides prevalence of various
diseases and risk factors, and provides information on how these conditions are managed in Primary
Care;
Rate: A rate describes the number of events occurring among the population of a given geographical
area during a given year. Rates can be 'standardised' to take account of differences in the age or sex
distribution of a population, and expressed per head of population;
Respiratory disease: A group of diseases that affect the respiratory (breathing) system;
Restorative justice: Brings those harmed by crime or conflict and those responsible for the harm
into communication, enabling everyone affected by a particular incident to play a part in repairing
the harm and finding a positive way forward;
Screening/screening programmes: National screening programmes are recommended to test
whether an individual is at an increased risk of developing a condition, in order to help to identify
and treat serious conditions sooner;
Sexually Transmitted Infection (STI): STIs are passed from one person to another through
unprotected sex or genital contact. There are various STIs including: Chlamydia, Genital warts,
Genital herpes, Gonorrhoea, Syphilis and HIV;
Sickle Cell Anaemia: An inherited condition that affects the red blood cells;
Sulphur Dioxide: A gas that is mainly created by the burning of fossil fuels, but also occurs naturally
through the eruption of volcanoes. When mixed with water and air it produced acid rain. It can
affect our health, especially our breathing (respiratory system);
Thalassaemia: The name for a group of inherited conditions that affect a substance in the blood
called haemoglobin;
Ultrasound: A procedure that uses high-frequency sound waves to create an image of part of the
inside of the body;
Unitary Authority (UA): A local authority that has a single tier and is responsible for all local
government functions within its area. Warrington is a UA. In total, there are 351 local authorities in
England;
Uptake: The proportion of individuals taking or making use of something that is available e.g. the
uptake of flu immunisations;
Vaccination/Immunisation: An injection that can be given to prevent a person being infected with a
specific disease;
World Health Organisation: A specialised agency of the United Nations that is concerned with
international public health.
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