To: Members of the Warrington Health and Wellbeing
Board

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

15 January 2020

Meeting of the Warrington Health and Wellbeing Board, Thursday, 23 January 2020 at
1.30pm in the Council Chamber, Town Hall, Sankey Street, Warrington, WA1 1UH
Agenda prepared by Jennie Cordwell, Senior Democratic Services Officer
Telephone: (01925) 442139; E-mail:jcordwell@warrington.gov.uk
Note – In line with The Openness of Local Government Bodies Regulations 2014 this meeting
may be recorded. A guide to recording meetings has been produced by the Council and can
be found
at https://www.warrington.gov.uk/info/201104/council_committees_and_meetings/1003/a
ccess_to_council_meetings
AGENDA
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.
1.

Apologies
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.

Minutes

5 - 12

To confirm the minutes of the meeting of the Board held on
14 November 2019 as a correct record.
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4.

Report from Healthwatch

To follow

Report of Healthwatch
5.

Flu Vaccination and Flu Pandemic Related Issues Update

13 - 20

Report of Vicky Snape on behalf of Warrington Seasonal Flu
Planning Group
6.

Overview of Cancer JSNA following public consultation

21 - 30

Report of Jo McCullagh, Specialist Registrar in Public Health
7.

Ageing Well (Strategy Monitoring Report)

31 - 40

Report of Rick Howell and Sara Garratt
8.

Marmot Communities

41 - 50

Report of Eileen O’Meara, Director of Public Health
9.

Revised Terms of Reference

51 - 54

Report of Simon Kenton, Programme Director, Warrington
Together
10.

Updates from Reference Groups

(A)

Integrated Commissioning and Transformation Board
Report of Carl Marsh, Chief Commissioner, NHS Warrington
CCG.

Verbal update

(B)

Provider Alliance
Report of Simon Kenton, Programme Director, Warrington
Together

Verbal update

(C)

Health and Wellbeing Strategy Progress Update

11.

Report of Simon Kenton, Programme Director, Warrington
Together

Verbal update

Warrington Place Based Health & Care Five Year Plan April
2019 – April 2024

55 - 124

Report of Dr Andrew Davies, Clinical Chief Officer, NHS
Warrington CCG
12.

125 - 128

Work Programme
To keep under review the Board’s Work Programme.
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13.

Future Meetings
Town Hall, Warrington at 1.30pm on Thursdays.
•
•
•
•
•
•
•

26 March 2020
28 May 2020
16 July 2020
10 September 2020
12 November 2020
21 January 2021
25 March 2021

Part 2
Nil.
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Membership:
Chairman: Professor Steven Broomhead
Warrington Borough Council
Leader of WBC
Deputy Leader and Cabinet Member, Corporate Resources
Cabinet Member, Statutory Health and Adult Social Care
Cabinet Member, Housing, Public Health and Well-being
Cabinet Member, Children’s Services
Executive Board Member - Culture and Partnerships
Opposition Spokesperson
Amanda Amesbury, Operational Director, Children’s Social Care
Cath Jones, Operational Director, Adult Social Care.
Paula Worthington, Education and Early Help
Eileen O’Meara, Director of Public Health
Standing Invitee (Not Member of the Board)
Cllr P Wright, Chair of Health Overview and Scrutiny Committee
NHS Warrington Clinical Commissioning Group
Dr Andrew Davies, Chief Clinical Officer, NHS Warrington Clinical Commissioning Group
Ian Watson, Chair, NHS Warrington Clinical Commissioning Group
David Cooper, Chief Finance Officer, NHS Warrington Clinical Commissioning Group
Carl Marsh, Chief Commissioner, NHS Warrington Clinical Commissioning Group
Joint Appointments
Simon Kenton, Programme Director, Warrington Together
Other Representatives
Ruth Marie Dales, Chair, Healthwatch Warrington
Steve Cullen, Third Sector Network Hub
John McLuckie, Chief Financial Officer, NW Boroughs Healthcare NHS Trust
Colin Scales, Chief Executive, Bridgewater Community Healthcare NHS Trust
Simon Constable, Chief Executive, Warrington and Halton Hospitals NHS Trust and
Medical Director, Bridgewater Community Healthcare 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
Vacancy - Private Care Sector
Gill Healey, Group Head of Social Investment, Torus – Housing
Tim Long, Principal, Bridgewater High School - Education
Mike Larking – Cheshire Fire and Rescue
David Keane, Police and Crime Commissioner
Supt Martin Cleworth, Cheshire Constabulary
Emma Hutchinson, Culture Warrington/LiveWire

4

Agenda Item 3
WARRINGTON HEALTH AND WELLBEING BOARD
14 November 2019
Present:Professor S Broomhead (Chair), Councillor R Knowles, Councillor M McLaughlin,
Councillor M Smith, Councillor I Marks, A Amesbury, Dr M Abdel-Aziz, Dr A Davies, I
Watson, C Marsh, S Kenton, Y Thompson, S Cullen, J McLuckie, J Hogan, M Wood, M
Larking, Supt M Cleworth
Also in Attendance:
A McGee, S Williams, P Duffy and R Howell.
HWB42 Apologies
Apologies for absence were received from Cllr R Bowden, Cllr C Mitchell, C Jones, S
Constable, M Sheppard, and Cllr P Wright.
HWB43 Declarations of Interest
There were no declarations of interest submitted at this meeting.
HWB44 Minutes
Resolved – That the minutes of the meeting of the Board held on 12 September 2019
be received as a correct record and be signed by the Chairman.
HWB45 Matters arising
Update of proposed closer working across Warrington & Halton CCG
Commissioning at Scale
The Board received a verbal update from Dr A Davies regarding the progress made
on proposals for closer working of Warrington & Halton CCGs. It was reported that a
ballot of members had taken place regarding merging the two groups, and although
Warrington CCG was in favour of the proposals, there was a lack of support from
Halton CCG GPs therefore the proposed plans could not yet move forward.
Further discussions were required surrounding how joint working could be
strengthened with Local Authorities to jointly commission services.. In addition,
discussions were also required with elected members regarding requisite democratic
oversight of any proposed changes.
Resolved, that the Health and Wellbeing Board noted the work ongoing across the
Warrington CCG and Warrington Borough Council to progress collaborative
commissioning.
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HWB46 Warrington Safeguarding Adult Board and Warrington Safeguarding
Partnership (Children) – Annual Reports 1018-19
The Board received reports from the Chair of Warrington Safeguarding Partnership
and the Chair of Warrington Safeguarding Adult Board that detailed the annual
report of both boards as required by the Care Act 2014 and the Children and Social
Work Act 2017.
It was reported that the Warrington Safeguarding Partnership (Children) was now
identified as ‘good’ and the report detailed how all identified priorities had been met
even though the board was in its transitional year working under new guidance
which had been implemented on time. The groups identified as part of the previous
operational structure worked well and links had been maintained for future joint
working.
Priority activity included action against domestic abuse and promoting healthy
relationships, progress against which was achieved via the Building Better
Relationships and HELP programmes. Enhancing the awareness of practitioners in
respect of the voice of the child was also prioritised and vulnerable person
assessments now demonstrated how this has been embedded into practice. A
Strategy on neglect has also been developed to help address the level of cases that
included a neglect element. The board also undertook reviews of serious cases, one
of which was taken forward formally as a serious case review, and in all cases key
learning points were identified that will lead to improvements in practice across
partner agencies.
The Chair of the Warrington Safeguarding Adult Board reported that a great deal of
progress had been made against its priorities last year, and new areas of working for
local needs had been developed. Key achievements of the board against its priorities
included better engagement with community groups, through which there was
positive development in understanding the lived experience in Warrington and
engaging with different communities, this included public events at the MELA and
Disability Awareness Day. Part of the work of the board focussed particularly on
ensuring that partners embed a preventative and personalised approach including
Making Safeguarding Personal (MSP). This included delivering a range of learning
events and briefings; developing local responses to victims of Modern Slavery;
monitoring how people are supported through advocacy services; and influencing
system improvements, for instance by working with NHS England to develop a
national framework of oversight for private sector hospitals and developing a
modern slavery training package. Across local partnerships there was an emphasis
on helping to avoid unnecessary hospital admissions by providing more support at
home and identifying those people who are at high risk of repeat attendances. It was
also reported that the board was developing a new work plan for 2019-2022, which
seeks to build on current progress.
Resolved, that the Health and Wellbeing Board noted the content of the reports and
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the Chair thanked both Boards for their ongoing good work.
HWB47 Children and Young Peoples Plan
The Board received a report from the Operational Director of Children’s Social Care
that detailed the finalised Children’s & Young People’s Plan for 2019-2022.
It was reported that it was previously a legal requirement for a plan to be in place,
however, even though this was no longer a requirement it had been agreed that it
was deemed best practice to keep a plan in place.
The plan detailed an umbrella approach to large scale partnership working that is
undertaken toward agreed outcomes which enables the authority to be hold
themselves to account. The plan will last from 2019 – 2022 and lays out the
overarching ambitions and key priorities and strategic outcomes which relate back to
‘Every Child Matters’ remit. It was reported that a key element of the plan was to
ensure children stay safe and within stable families who go on to have successful
adult lives. The plan also includes a steadfast commitment to underpin all work
undertaken with good relationships.
Councillor M Smith, Cabinet Portfolio Holder for Children’s Services, added that the
plan seeks to ensure that Warrington children do well and that inequalities across
the borough are addressed. Included in the plan are specific statements that detail
the values and behaviours that are relevant to Warrington and how the authority
will help and support children. Members of the Board discussed that the plan
includes clear measurements that will enable progress made to be monitored.
Resolved, that the Health and Wellbeing Board endorsed the Children & Young
People’s Plan for 2019-2020.
HWB48 Minimum Unit Pricing
The Board received a report from Dr M Abel Aziz that provided details of the
projected impact of introducing a minimum unit price (MUP) for alcohol based on
recent research by Sheffield University.
The research provided details of the potential impact for different local authorities
that the introduction of alcohol pricing would have on death rates and
hospitalization, and the economic outcomes for consumers, retailers, government
tax revenues and NHS Healthcare costs.
For Warrington, the research suggests that a 50p MUP would mean that:
• the NHS would save £283143 per year
• alcohol related hospital admissions would fall by 132 per year
• 80 deaths would be avoided over the ensuing 20 year period.
• 181 fewer associated crimes would be committed per year
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It was reported that central Government was in the process of developing a new
Alcohol Strategy for England, which appeared to have stalled. With Scotland’s
implementation of MUP recently passing its first anniversary and implementation in
Wales to be enacted in the near future, the timing would seem ideal to reinstate the
case for MUP and the importance of its inclusion in any national forward plans.
Following stakeholder meetings with representatives from the North West and
North East of England, participants were of the view that by working together to
influence national MUP discussions, and creation of a working group to encourage
wiling local authorities to participate in influencing a national debate on MUP.
Champs Directors of Public Health are also recommending this work and are to
instigate insight work with residents of Cheshire & Merseyside.
Resolved, that the Health and Wellbeing Board
(a) Adopt and help socialize the minimum unit pricing message locally
(b) Support the collaborative joint efforts for advocacy in Cheshire & Merseyside
(c) To lobby nationally alongside other Northern local authorities
HWB49 Better Care Fund Plan 2019/20
The Board received a report from the Head of Business and Service Development
and the Strategic Lead for Commissioning that detailed the Better Care Fund Plan
2019 -2020.
It was reported that the Better Care Fund is a single pooled budget to support
transformation and integration of health and social care and requires Clinical
Commissioning Groups and Local Authorities in every single area to agree an
integrated spending plan for how they will use their Better Care Fund allocation.
The focus of the Better Care Plan is to increase independence and offer more
availability of re enablement. There has recently been developments in terms of the
rapid response service and expansion of re enablement services with an additional
30 carers and an increase of beds for intermediate care. Current feedback shows
that the plan is maturing across the health care system and has ongoing good links
with health care strategies where proposed investment could occur.
Resolved, that the Health and Wellbeing Board approve the Better Care Fund Plan
for 2019-20 and note the content of the report.
HWB50 Suicide Prevention
The Board received a report from the Health Improvement Specialist that detailed
the joint work being undertaken across Cheshire and Merseyside towards Suicide
Prevention.
It was reported that the Office for National Statistics released the UK 2018 suicide
figures that showed an overall increase in the number of suicides. The numbers have

8

Agenda Item 3
risen for men, particularly in the 45-49 age range, and there has been a small
increase in under 25s, especially in females aged 10-24 years. However, in Cheshire
& Merseyside there has been a fall in the number of deaths.
The 9 Local Authority Directors of Public Health in Cheshire and Merseyside,
alongside Public Health England and NHS England, have chosen Suicide Prevention as
a key priority for collective action across the region. The ‘No More Zero Suicide
Strategy’ sets out a bold, ambitious and innovative strategy which aims to connect
people, to raise awareness of suicide and create momentum for change across a
number of key agencies. A Cheshire & Merseyside Suicide Prevention Board and an
operational group oversee the ‘No More’ Strategy. The Suicide Prevention Board
and operational group has representation from all sectors.
It was reported that the strategy includes an ambitious plan for Warrington to be a
suicide safe town. Early interventions with local training for staff and schemes such
as Time to Change, Happy Sad Ok, Time to Talk and 5 Ways to Wellbeing are just
some of the ways partners are working towards the strategy being a success.
The Board discussed ways in which they could support the strategy and highlighted
that on occasions, the way in which reports of suicides are relayed in the Press can
often add to a family’s distress.
Resolved, that the Health and Wellbeing Board will continue to support the ‘No
More Suicide’ strategy approach and will help to champion the agenda. In addition
the Board will add the progress of the strategy to their work plan for review.
HWB51 Updates from Reference Groups
(A) Integrated Commissioning and Transformation Board
The Board considered a verbal report from Carl Marsh, Chief Commissioner, NHS
Warrington CCG which outlined the key activities made by the Warrington
Integrated Commissioning and Transformation Board since the last meeting.
It was reported that a review was ongoing to look at how Commissioners could best
support Primary Care Networks and it was been agreed to develop an ICT Board
Provider Alliance session to seek the most appropriate way to support the first phase
of the commissioning prospectus.
The proposed governance and SIMS system recovery plan has enabled health
partners to come together, including Warrington & Halton CCG and Bridgewater
Healthcare and have shared budgets for working together. A lot collaborative work is
still ongoing to ensure progress is made. A place based plan was considered and
partners have committed to share progress with other relevant stakeholders.
It was further reported that work is ongoing for funding streams that are available
for support for rapid response redesign and initial expressions of interest have been
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submitted with further work being undertaken to potentially submit a formal bid.
Resolved - that the Board note the key activities made by the Warrington Integrated
Commissioning and Transformation Board.
HWB52 Provider Alliance Update
The Board considered a report of Simon Barber, Chair of Warrington Together
Provider Alliance which provided an update on developments since September 2019.
Information in the report included updates on:• Confirmed priorities for 2019/2020
• Confirmed SRO’s and Project Support foe projects to identify outcomes and
timescales and support required from enabling group leads.
• Integrated Care Teams
• Workforce Challenges
• Primary Care Networks
• Response proposed CCG merger consultation
• Configuration of services for families with Children’s’ Centre
• Warrington Place – Long Term Plan Submission
Resolved - that the Health and Wellbeing Board noted the progress of the work
being driven by Warrington Together.
HWB53 Warrington Place Based Health and Care Five Year Plan April 2019 – April
2024
The Board were informed that this item had been withdrawn from the agenda due
to guidance from NHS England that would allow for plans to be refined and
strengthened and also due to election publication restrictions under purdah rules.
Resolved, that the Warrington Place Based Health and Care Five Year Plan April 2019
– April 2024 be presented at a future meeting of the Board and that a workshop
would be arranged for Health and Wellbeing Board members to contribute to the
next submission of the plan.
HWB54 Cheshire & Merseyside Five Year Health Care Strategy
The Board were informed that this item had been withdrawn from the agenda due
to guidance from NHS England that would allow for plans to be refined and
strengthened and also due to election publication restrictions under purdah rules.
Resolved, that the Cheshire & Merseyside Five Year Health Care Strategy be
presented at a future meeting of the Board.
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HWB55

Work Programme

The Board received the work programme for 2019-20 and requested the following
items be added;
(1) Health Watch Update
(2) Flu Vaccination Programme - to provide information surrounding this year’s
delay with the rollout out of the programme and the effects this had
(3) Tobacco Alliance
Resolved – The Health and Wellbeing Board agreed the work programme and noted
the updates.
HWB56

Date of Next Meetings

Thursday, 23 January 2020 and Thursday, 26 March 2020 at the Town Hall,
Warrington, at 1.30pm.

Signed:
Date:

………………………………………..
23 January 2020
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Warrington
Health & Wellbeing Board
23rd January 2020
1.30 pm, Council Chamber, Town Hall, Warrington

Report Title

Seasonal Flu Update 2019/2020 season

Type of Decision
Required

☐
☐
☒

Report Purpose

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 Health and Wellbeing Board with an update on
the seasonal flu programme including planning, outbreaks
and uptake rates.

Report author

Vicky Snape (for Eileen O’Meara)
on behalf of Warrington Seasonal Flu Planning Group

Related Health and
Wellbeing Strategy
Priority

Priority 8 under the Living Well theme relates to protecting
health.

Confidential or
Exempt

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

Recommendations

For Health and Wellbeing Board to note the current
position on seasonal flu, and encourage all partners to do
what they can to support a final push to vaccinate the local
eligible population.
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1.

Report purpose

1.1 To provide Health and Wellbeing Board with an update on the seasonal
flu programme including planning, outbreaks and uptake rates.
2.

Introduction

2.1

Influenza (flu) is an acute viral infection of the respiratory tract that
spreads easily from person to person. Influenza is usually self-limiting in
healthy individuals, with recovery in 3-7 days. Flu is very infectious and
easily spread to other people, by germs from coughs and sneezes, which
can live on hands and surfaces for 24 hours. It is most contagious during
the first 5 days.

2.2

Elderly people, children under 6 months old, pregnant women, and
people with chronic conditions or immunosuppression are at increased
risk of complications. Influenza vaccination is offered to people at risk of
complications and increased influenza exposure, as well as to young
children, who are efficient infection spreaders.

2.3

Flu tends to circulate during the months of December to March with the
vaccination programme starting at the end of September to ensure
people are vaccinated prior to the start of flu season. This year flu was
circulating earlier than usual reflecting the flu season in Australia.

3.

National Flu Immunisation programme 2019/20

3.1

The national flu immunisation programme aims to provide direct
protection to those who are at higher risk of flu associated morbidity and
mortality. Groups eligible for flu vaccination are based on the advice of
the Joint Committee on Vaccination and Immunisation (JCVI) and
include older people, pregnant women, and those with certain underlying
medical conditions.

3.2

NHS England are responsible for commissioning the annual flu
immunisation programme. The eligible cohort for vaccination is
determined and communication annually. The eligible cohort for flu
vaccination for the 2019/2020 flu season is:
all children aged two to ten years on 31 August 2019
those aged six months to under 65 years in clinical risk groups
pregnant women
those aged 65 years and over
those in long-stay residential care homes
carers
close contacts of immunocompromised individuals

•
•
•
•
•
•
•
3.3

Eligible adult cohorts can attend their GP or a local pharmacy for their
flu vaccine. 2 to 3 year olds can only be vaccinated by a GP Practice.
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School aged children are invited via the school immunisation programme
and will be vaccinated within a school setting.
3.4

During this current flu season, there have been national delays in the
supply of vaccine for certain eligible cohorts. These national delays in
vaccine provision led to unavoidable delays in the commencement of the
local immunisation programme and some disruption to scheduling of
vaccinations sessions:

3.5

There was a national delay in the supply of vaccine recommended for
pregnant women and the under 65’s within a clinical risk group.

3.6

There were national delays to the nasal spray recommended to
vaccinate 2 and 3 year olds. This was resolved, and by mid-December
all practices were able to order full stock for their eligible population.

3.7

Supply of the nasal spray recommended for school aged children
(reception to year 6) was initially delayed by a just a couple of days.
However, during November further potential supply issues were reported
by NHSE/I.

4.

Local flu programme planning and governance

4.1

The local Seasonal Flu Planning Group is a multi-agency group that
works in partnership to improve the uptake of influenza vaccination.

4.2

Membership includes: Warrington Borough Council, Warrington CCG,
Warrington and Halton Foundation Hospital Trust, 3 Boroughs Infection
Control Team, Local Pharmaceutical Committee, and Bridgewater
Community Healthcare NHS Foundation Trust.

4.3

In 2019/20 a decision was taken to merge the Warrington and Halton
seasonal flu planning groups. Given shared providers and common
issues, the merged group helps ensure effective and efficient working
that makes best use of staff time.

4.4

The group meets on a monthly basis, to oversee the planning of the
seasonal flu programme, ensuring that relevant and robust procedures
are in place to invite and vaccinate the eligible population. The group
prepares and plans for outbreaks across the population of Warrington
and provides support to GP practices throughout the flu season.

4.5

The group reports to the local Health Protection Forum, and links, on a
sub-regional level, with the Cheshire and Merseyside Seasonal Flu
Group to share best practice and liaise regarding common issues.
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5.

Local Vaccination Uptake

5.1

Local vaccination uptake rates are presented in Table 1. As the figures
illustrate, latest uptake for 2019/20 in comparison to the same period in
2018/19 is lower for most cohorts.

5.2

This decrease in vaccination rates will be due, at least in part, to the
national delay in vaccine supply outlined in section 3. In addition, there
were a number of outbreaks of illness in schools around the time of the
vaccination sessions which resulted in higher than usual rates of
absenteeism.

Table 1: Seasonal flu update as at Week 1

Cohort
National
(%)
Over 65’s
75
Under 65’s with 55
LTC’s
Pregnant women 55
2 year olds
50
3 year olds
50
Reception
65
Year 1
65
Year 2
65
Year 3
65
Year 4
65
Year 5
65
Year 6
65

Percentage
Uptake at
Week 1
target 2018/19

Percentage
Uptake at
Week 1
2019/20

69.6
44.8

69.4
38.2

51.0
41.9
46.5
76.0
73.2
69.9
69.5
65.9
65.6
n/a

45.4
36.5
39.2
73.5
74.9
70.8
68.5
68.3
64.7
62.8

5.3

Whilst the delay in vaccine supply was a national issue and outside of
local control, mitigation measures were put in place where possible to
help ensure an effective continued roll-out of the vaccination
programme.

5.4

Mitigation measures in place included a staggered scheduling of delivery
to ensure that all GP Practices and Pharmacies had a set allocation, and
could plan and deliver vaccination clinics appropriately. This continued
over a period of several weeks.

5.5

Once supply issues were resolved nationally for the school-based
programme, the local immunisation team were extremely efficient in
rearranging school-based vaccination sessions, and successfully
managed to ensure that all schools were vaccinated by the end of
December. The Provider also scheduled further sessions to offer
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appointments to children who were absent from school at the time of
their school-based session.
5.6

Public Health England (PHE) produce weekly influenza surveillance
reports. As at Week 1, latest data suggests that nationally uptake for
over 65’s is 70.7%, 41.0% for under 65’s with a LTC, and 41.4% in
pregnant women. This shows Warrington is slightly above average
national uptake for pregnant women but just below the national average
for over 65’s and under 65’s at risk.

5.7

Based on latest available data, it looks unlikely that Warrington will meet
the national target for all cohorts (excluding school aged children). Whilst
it is acknowledged that this has been particularly difficult year given the
delay in vaccine supply, flu season is not yet over and there is
opportunity for a final push to help increase uptake.

5.8

In addition to the population-based immunisation programme, there are
national targets set for vaccination of frontline healthcare staff. Latest
local figures show that Warrington and Halton Hospital Foundation Trust
frontline staff vaccination uptake is 85%, whilst Bridgewater Community
Healthcare NHS Foundation Trust is 61%. Provisional data shows
nationally uptake for frontline health care workers is 61.5%. Warrington
and Halton Hospital Foundation Trust consistently rate in the top 5
performing trusts year on year for staff vaccine uptake.

6. Influenza Outbreaks
6.1

Nationally, the weekly influenza surveillance reports produced by Public
Health England show that based on data for Week 52 there were 133
outbreaks in care homes and 34 outbreaks in schools. Information from
Primary Care indicates that, nationally, the rate of influenza-like-illness
continues to be above baseline threshold levels. Hospitalisation rates
continue to be at moderate intensity levels.

6.2

Within Warrington, there have been a number of confirmed influenza
outbreaks in care homes and in schools. PHE lead on outbreak
management, with the local infection control team supporting to provide
advice and reinforce infection control measures.

6.3

As at 3rd January 2020 there had been 5 confirmed outbreaks in local
care homes. This year, for the first time in Warrington, Point Of Care
Testing (POCT) has been used within care homes. POCT enables
trained staff to take and analyse swabs within 20 minutes to confirm flu.
This enables prompt treatment for the individual affected, and also helps
ensure that outbreak plans, and further infection control measures can
be put into place as quickly as possible to minimise the spread of flu.

6.4

During this flu season 12 schools have reported a high number of
absences due to influenza-like-illness. This is higher than previous

17

Agenda Item 5
years. Prompt support and infection control advice has been provided to
schools.
7

Planning for 2020/2021

7.1

The seasonal flu planning group will continue to meet on a monthly basis.
A debrief will take place in April 2020 to review this flu season, and action
plans will be developed for the 2020/21 season.

7.2

Some key areas that the group plan to explore to improve vaccination
uptake in 2020/21 include: working with Primary Care Networks to
explore the possibility of vaccinating 2 and 3 year olds within nursery
settings, and further work with the Acute Trust to consider options for
vaccination within outpatients and on discharge.

7.3

The local group will also ensure that feedback is provided to NHSE, as
the national commissioners of the immunisation programme, to
emphasise the disruption caused locally by the supply issues
encountered this year.

8.

Summary and Conclusions

8.1

There is a range of work on-going across all partners to protect the
health of the local population and much progress has been made during
2019/20 to address key issues and deliver on the seasonal flu
vaccination programme. Whilst key challenges remain, the flu planning
group is well established and provides an effective mechanism for
bringing partners together to work on seasonal flu, share and review
action plans, and provide support.

9.

Recommendations

9.1

For Health and Wellbeing Board to note the current position on seasonal
flu, and encourage all partners to do what they can to support a final
push to vaccinate the local eligible population.

9. Background Papers
None
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10. Health and Wellbeing Strategy 2019-23 – Strategic Priorities
Strategic
Theme
Strong and
Resilient
Communities

Starting Well

Living Well

Ageing Well

Enabling
Priorities

Strategic Priorities
1: Where communities are strong, well connected, and able to
influence decisions that affect them
2: Where all local people can access and benefit from a strong
economy with quality local jobs
3: Where housing and the wider built environment promote
health and healthy choices
4: Where there are low levels of crime and people feel safe
5: Where we work together to safeguard the most vulnerable
6: Where children and young people get the best start in life in a
child friendly environment
7: Where there is a strong, system-wide focus on promoting
wellbeing, preventing ill-health and addressing inequalities
8: Where there is a sustained focus on addressing lifestyle risk
factors and protecting health
9: Where both mental and physical health are promoted and
valued equally
10: Where self-care is supported, with more people managing
their own conditions
11: Where the best care is provided in the right place at the right
time
12: Where people age well and live healthy fulfilling lives into old
age
E1: Where we have a valued, well-trained and supported workforce that is fit for the future
E2: Where the benefits from information and technology are
maximised
E3: Where we invest in the right intelligence to understand our
local population
E4: Where we utilise our collective estate so that it best supports
local health and social care need
E5: Where we get best possible value for our 'Warrington Pound'
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Warrington
Health & Wellbeing Board
23 January 2020

1.30 pm, Council Chamber, Town Hall, Warrington

Report Title

Warrington Cancer Joint Strategic Needs Assessment (JSNA)
2019

Type of Decision
Required

☐
☐
☒

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

Report Purpose

To provide an overview of cancer epidemiology across
Warrington and the recommendations to improve the health
and wellbeing of our communities and reduce health
inequalities.

Report author

Jo McCullagh, Specialist Registrar in Public Health on behalf of
Eileen O’Meara, Interim Director of Public Health.

Related Health and
Wellbeing Strategy
Priority

6: Children and young people get the best start in life in a child
friendly environment.
7: There is a strong, system-wide focus on promoting wellbeing,
preventing ill-health and addressing inequalities.
8: There is a sustained focus on addressing lifestyle risk factors
and protecting health.
9: Both mental and physical health are promoted and valued
equally.
10: Self-care is supported, with more people managing their
own conditions.
11: The best care is provided in the right place at the right time.
12: People age well and live healthy fulfilling lives into old age.

Confidential or Exempt

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

Recommendations

For the Health and Wellbeing Board to note and endorse the
Warrington Cancer JSNA 2019.

*see addendum attached to this
report
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1.

Report purpose

1.1

This report aims to provide the Health and Wellbeing Board with a summary of
the Warrington Cancer JSNA 2019 and the recommendations to improve the
health and wellbeing of our communities and reduce health inequalities.

2.

Background

2.1

Cancer is the leading cause of early death in England, exceeding deaths from
heart disease and stroke, respiratory conditions, dementia and self-harm.
Locally, cancer is now the largest killer in Warrington, accounting for nearly
three out of every ten deaths (27%) across the borough.

2.2

In the UK, one in two people will develop cancer in their lifetime and it is
responsible for over a quarter of all deaths. Rates of new cases have steadily
risen over the last two decades whilst mortality rates have fallen, suggesting
overall progress in treatment outcomes for cancer.

2.3

However, rising cancer incidence rates indicate a need for stronger prevention
efforts to stop cancer before it happens and positively impact on population
health and wellbeing, the economy, productivity and healthcare services.
Reducing rates of cancer incidence and deaths is therefore a key priority for
Warrington’s population.

2.4

The Public Health team at Warrington Borough Council has led on the
production of the Warrington Cancer JSNA 2019. A task-finish group was
convened to coordinate the development of the JSNA, which included
representatives from Public Health, NHS Warrington CCG, Warrington and
Halton Hospitals NHS Foundation Trust, Healthwatch Warrington, Cancer
Research UK, Macmillan Cancer Support, Citizens Advice Warrington and
patients themselves.

2.5

The JSNA chapter assesses cancer epidemiology and service delivery across
Warrington, determines areas of need and makes recommendations for future
action and service delivery, in line with the NHS Long Term Plan. It examines
who is most at risk of developing cancer, the numbers of new cancer cases and
deaths, local services available for those living with and beyond cancer and
service user’s experiences.

2.6

The draft Cancer JSNA was distributed for public consultation by Healthwatch
Warrington in September 2019 to elicit their views on the chapter content and
the identified cancer priorities. A total of 25 people responded, which included
cancer service users, carers and representatives of local health and voluntary
sector organisations. The JSNA was positively received by the respondents; the
majority (n=24) felt that the local cancer data, services and service users’
experiences were clearly outlined in the report and all 25 agreed with the
identified recommendations. Six respondents offered improvements, however
these focused on wider service delivery, rather than the content of the JSNA
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chapter itself. The JSNA was amended in line with relevant consultation
comments.
2.7

The final Warrington Cancer JSNA 2019 chapter has also been reviewed and
signed off by the JSNA Steering Group.

3.

Cancer Prevention

3.1

Nearly four out of ten cancers are potentially avoidable through changes in
lifestyle behaviour and notably half of all cancer deaths in Warrington are from
tumour types linked to smoking, obesity, poor diet and unsafe alcohol
consumption.

3.2

Higher levels of cancer risk in local men and in areas of socio-economic
disadvantage emphasise the need to target lifestyle behaviour change
programmes and environmental modifications to communities in greatest need.
Sustained and increased targeting of interventions to those living in the central
six wards of Warrington, as well as male-orientated settings, will help address
significant cancer inequalities across the borough.

4.

Cancer Screening and Immunisation

4.1

Cancer screening programmes play an important role in finding cancer at an
early or pre-cancerous stage and improving the chances of recovery. Whilst
good progress has been made with local rates of participation in breast and
bowel cancer screening, there is a particular need to focus on cervical cancer
screening coverage, which has demonstrated a steady decline in rates over the
last few years in line with national trends.

4.2

There is also wide cross-borough variation in screening coverage rates for all
three programmes, with lower levels of uptake in GP practices serving the
most deprived communities.

4.3

The Human Papilloma Virus (HPV) vaccine offers protection from the most
common HPV types that cause cervical, vulval, penile, head and neck cancers.
It is currently given to girls in school year 8 (aged 12-13 years) and has been
extended to year 8 boys in the 2019/20 school year. HPV vaccination coverage
in Warrington has fluctuated over recent years and remains below the 90%
national target.

4.4

Effective awareness raising and minimisation of barriers to screening and
immunisation are required to increase public awareness of the benefits of
screening and vaccination and encourage participation, particularly in lower
socioeconomic groups. The introduction of a new, bowel screening test (Faecal
Immunochemical Test or FIT) in 2019/20, which only requires collection of one
sample rather than three, will assist in achieving this.

5.

Cancer Incidence and Prevalence
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5.1

The incidence of cancer represents all new cases diagnosed each year, whilst
cancer prevalence measures the proportion of the population diagnosed with
cancer at any one time. Incidence of cancer is increasing in Warrington, with
higher rates of new cancers in local men and in areas with greater deprivation.

5.2

The four most common new cancer diagnoses in Warrington residents are
breast, lung, prostate and colorectal cancers. Incidence of lung cancer is
significantly greater in Warrington compared with England, and our local rate
of new bowel cancers is also slightly higher than the national average.

5.3

There is a need to reduce new cases of respiratory and gastrointestinal cancer
through targeted primary prevention initiatives to lower rates of smoking,
unsafe alcohol consumption, obesity and unhealthy diets and increase levels of
physical activity.

5.4

Cancer prevalence is also rising year on year in Warrington, reflecting both
increases in cancer incidence and survival, resulting from more effective
treatments. This indicates an expanding need for survivorship programmes to
help those living with cancer to live healthier lifestyles, self-manage and
increase their quality of life.

6.

Cancer Diagnosis

6.1

Early diagnosis and treatment of cancer is pivotal to improving patient
outcomes and survival. The Two Week Wait (2WW) suspected cancer pathway
aims to accelerate cancer diagnosis in order to improve outcomes through
timely access to specialist review and treatment initiation. Warrington has
higher levels of 2WW urgent referrals for suspected cancer than England but a
lower conversion rate to cancer diagnoses. This may indicate an overuse of the
2WW pathway in Warrington e.g. referral of the ‘worried well’ or alternatively
reflect the stage of patient presentation. Patients who present late with cancer
symptoms are easier to diagnose and consequently a higher conversion rate
may be a result of late presentation, rather than a reflection of clinical
practice.

6.2

There is considerable variation in 2WW rates between Warrington GP
Practices, linked to the older age of registered patients. 2WW referrals for
suspected lung cancer remain significantly lower than breast and lower-GI
cancers.

6.3

Notably, a greater proportion of new lung and colorectal cancers are
diagnosed following emergency presentation at hospital compared with breast
and prostate cancers, and late stage diagnosis, when the cancer is more
advanced and spread, is also higher for lung and bowel cancers. This indicates
a key priority to increase public awareness of lung and colorectal cancer
symptoms and the importance of early presentation to their GP to facilitate
prompt referral for diagnosis.
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6.4

The new 28-Day Faster Diagnosis Standard for cancer, currently being piloted
in Warrington, will help patients receive their result quicker and facilitate those
with a cancer diagnosis to start their treatment sooner. It requires a review of
current local diagnostic capacity and extended implementation of straight to
test and timed diagnostic pathways for more cancer types, supported by the
roll-out of Rapid Diagnostic and Assessment Centres across Cheshire and
Merseyside.

7.

Cancer Treatment

7.1

Timely treatment for cancer is an important contributor to one-year survival.
Positively, more Warrington cancer patients are treated within 62 days of their
referral and 31 days from agreement to treat for radiotherapy and surgery
than the average across England overall.

7.2

However, the latest patient experience survey 2017 indicates that Warrington
patients require more information about relevant local clinical research trials
to support informed participation as part of their treatment options.

8.

Cancer Mortality and Survival

8.1

Cancer mortality in Warrington has declined over time, however the rate of
reduction has been lower than for cardiovascular disease. Experience with
cardiovascular disease demonstrates that mortality can be reduced with
targeted effort and there is an equal need to reduce deaths from cancer
through primary prevention, as well as improving early detection, treatment
and survival rates.

8.2

In line with the national picture, locally, men are more likely to die of cancer
than women and mortality rates overall, and for those below 75 years, are
significantly higher in the most deprived areas of Warrington. The greatest
proportion of deaths are from respiratory and digestive cancers, which are
largely preventable through lifestyle change.

8.3

Over recent years, the gap in breast cancer mortality between Warrington and
England has narrowed, however local deaths from lung cancer remain
significantly higher than experienced nationally.

8.4

Advances in cancer treatment and the quality of cancer services has resulted in
improved survival, with three-quarters of Warrington patients alive one-year
following diagnosis. The increased numbers of people living with and beyond
cancer are likely to have other health conditions and complex needs requiring
on-going support through the Cancer Survivorship programme.

8.5

Over recent years the number of Warrington patients with terminal cancer
receiving palliative care and dying in their usual place of residence has
increased, with four out of ten deaths occurring in the home or nursing home.
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However, deaths in hospital still account for nearly half of all local deaths and
options to extend the provision of community based end of life care should be
explored to allow residents to die in a place of their choice.
9.

Patient Experience

9.1

The national cancer patient survey 2017 has found a higher level of concern in
Warrington patients with regard to the communication and explanation of
diagnostic tests and cancer diagnosis than experienced in England overall. This
demonstrates a need to engage local patients in the development of accessible
information, tailored to their needs.

10.

Summary and Conclusion

10.1 In Warrington, areas with greater deprivation experience higher levels of
cancer risk factors, incidence and deaths and lower uptake of cancer screening
programmes. These communities should be prioritised for primary prevention
interventions and messaging to increase awareness of the signs and symptoms
of cancer, the importance of early presentation and the benefits of screening
participation.
10.2 Cancer incidence and mortality rates are also greater in men than women at
both local and national level, highlighting the need to target genderappropriate messages and initiatives to male-orientated settings, such as
workplaces across the borough.
10.3 Lifestyle behaviour change programmes need to be undertaken at both
individual level, using awareness campaigns, training and services, and at
population level through policy development, environmental adaptation and
regulatory legislation to support healthy choices across the life-course.
11.

Recommendations

11.1 There is strong commitment amongst local partners to address cancer in the
borough. The JSNA chapter and key recommendations have been endorsed by
the Warrington Cancer Action Team, JSNA steering group and service users
alike. The Cancer Action Team will look to develop an action plan in line with
the JSNA priorities, to prevent cancer and improve treatment and outcomes
and have historically appointed a dedicated cancer screening post to address
inequalities in local uptake, which is funded by Warrington CCG. Delivery of
this action plan will require system-wide partnerships and multi-sectoral
support at local and regional level, supported by Cheshire and Merseyside
Cancer Alliance funding. The JSNA has identified the following
recommendations:
11.2 Priorities for prevention action should include:
11.2.1 Enhanced and appropriately targeted access to specialist stop smoking
services.
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11.2.2 Delivery of smoking cessation, support for those with low to moderate
alcohol risk and provision of healthier food options by hospitals.
11.2.3 Creation of a completely smokefree environments in line with national
targets. This will be supported by the additional NHS England smokefree
funding allocation to CCG’s from 2021/22.
11.2.4 Embedding systematic delivery of lifestyle advice and referral to support
services for patients and their carers across the cancer pathway, supported
by Making Every Contact Count (MECC) training for staff and volunteers.
11.3 Maximising the health-promoting potential of the Warrington Local Plan and
Transport Plan to create urban environments and infrastructure that are
supportive of healthy lifestyle choices.
11.4 Multi-organisational support for national legislation to restrict marketing of
unhealthy food high in fat, sugar and salt to children and young people,
introduce alcohol minimum unit pricing and strengthen the licensing of
commercial sunbed businesses.
11.5 Provision of accessible information to increase public awareness of the
benefits of cancer screening programmes, including transgender, easy-read
and translated resources, supported by verbal messages from health
professionals and community volunteers.
11.6 Development of a primary care cancer screening dashboard to update
Warrington GP Practices on their coverage rates, supported by a practice
screening toolkit and training.
11.7 Completion of a local consultation and audit of cervical cancer screening to
identify access issues e.g. evening clinics, workforce capacity, and
implementation of appropriate solutions.
11.8 Further develop local pathways, systems and infrastructure to support the
introduction of FIT, roll-out of sigmoidoscopy and the extension of HPV
vaccination to year 8 boys in the 2019/20 school year.
11.9 Continued promotion of the signs and symptoms of cancer, focusing on lung
and colorectal cancers, to raise public awareness and encourage timely
presentation to primary care.
11.10 Undertake training with primary care practitioners to ensure understanding of
cancer signs and symptoms and clinical pathways to facilitate prompt referral
and better patient outcomes.
11.11 Inclusion of early cancer diagnosis quality improvement key performance
indicators in the future GP contract and screening coverage key performance
indicators in the Primary Care Network contract from 2020/21, in addition to
review of the Serious Event Analysis (SEA) for all cancer cases diagnosed
through emergency routes.
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11.12 Support the introduction of the 28-Day Faster Diagnosis Standard through a
review of local diagnostic capacity, extension of timed and straight to test
diagnostic pathways for more cancer types, and roll-out of Rapid Diagnostic
and Assessment Centres in partnership with the Cheshire and Merseyside
Cancer Alliance.
11.13 Undertake insight work with Warrington patients diagnosed with cancer to
develop accessible information on diagnostic tests, cancer diagnosis and
treatment options to increase levels of understanding and informed choice.
11.14 Increased promotion of opportunities for Warrington patients to participate in
relevant clinical research trials as part of their treatment options through
consultation discussions, online and printed resources.
11.15 Review options for the future delivery of the Cancer Survivorship programme
to meet the increasing need of local people living with and beyond cancer.
11.16 Undertake further analysis of palliative and end of life care through the
development of a JSNA chapter for Warrington.
11.17 Explore local options to extend the provision of community based palliative
care to enable more Warrington patients to die in a place of their choice.
12.

Background Papers
Warrington Cancer JSNA 2019 Presentation
Cancer JSNA HWB
Presentation.pdf

Warrington Cancer JSNA 2019 Summary
Warrington Cancer
JSNA 2019 Summary.

Healthwatch Warrington Cancer JSNA 2019 Report
HWW Cancer JSNA
Report 2019.pdf

Contacts for Background Papers:
Name
Jo McCullagh

E-mail
x-joanne.mccullagh@warrington.gov.uk
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Health and Wellbeing Strategy 2019-2023: Strategic Priorities
Strategic
Theme
Strong and
Resilient
Communities

Starting Well

Living Well

Ageing Well

Enabling
Priorities

Strategic Priorities
1: Where communities are strong, well connected, and able to
influence decisions that affect them
2: Where all local people can access and benefit from a strong
economy with quality local jobs
3: Where housing and the wider built environment promote
health and healthy choices
4: Where there are low levels of crime and people feel safe
5: Where we work together to safeguard the most vulnerable
6: Where children and young people get the best start in life in a
child friendly environment
7: Where there is a strong, system-wide focus on promoting
wellbeing, preventing ill-health and addressing inequalities
8: Where there is a sustained focus on addressing lifestyle risk
factors and protecting health
9: Where both mental and physical health are promoted and
valued equally
10: Where self-care is supported, with more people managing
their own conditions
11: Where the best care is provided in the right place at the right
time
12: Where people age well and live healthy fulfilling lives into old
age
E1: Where we have a valued, well-trained and supported workforce that is fit for the future
E2: Where the benefits from information and technology are
maximised
E3: Where we invest in the right intelligence to understand our
local population
E4: Where we utilise our collective estate so that it best supports
local health and social care need
E5: Where we get best possible value for our 'Warrington Pound'
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Warrington
Health & Wellbeing Board
23rd January 2020
1.30 pm, Council Chamber, Town Hall, Warrington

Report Title

Health and Wellbeing Strategy Thematic Update Report –
Ageing Well

Type of Decision
Required

☐
☐
☒

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

Report Purpose

To present the Health and Wellbeing Board with an update
on the Ageing Well theme of the Health and Wellbeing
Strategy

Report author

Theme Leads: Rick Howell and Sara Garratt

Related Health and
Wellbeing Strategy
Priority

The Ageing Well theme is articulated in Priority 12

Confidential or
Exempt

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

Recommendations

1. For Health and Wellbeing Board to receive this
update report, noting key areas of progress and
work on-going under the Ageing Well theme
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1.
1.1

2.

Report purpose
To present the Health and Wellbeing Board with the first update report
on the Ageing Well theme of the Health and Wellbeing Strategy

Introduction/background

2.1

Health and Wellbeing Board agreed that reporting on delivery of the
Health and Wellbeing Strategy should be linked to existing mechanisms
and governance/oversight structures, and reporting should be as
streamlined and simplified as possible, and co-ordinated through the
Thematic Leads and JSNA Steering Group.

2.2

This is the first annual report of the Ageing Well thematic area. This
report provides a high-level overview of delivery and progress on key
priority areas within the Ageing Well theme.

3.

Content

3.1

The attached update template provides an overview of the range of work
that is on-going within the Ageing Well theme.

3.2

The report also provides an overview of next steps and work planned
across the priority areas.

4.
4.1

5.

Summary and Conclusion
The report summarises the work in progress and planned under the
Ageing Well thematic area

Recommendations

5.1

For Health and Wellbeing Board to receive this first update report, noting
key areas of progress and work on-going under the Ageing Well theme.

5.2

For Board to provide feedback on this initial report and indicate if any
changes are required for reporting of future thematic areas.

6.

Background Papers
None

Contacts for Background Papers:
Name

E-mail
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7. Health and Wellbeing Strategy 2019-23 – Strategic Priorities
Strategic
Theme
Strong and
Resilient
Communities

Starting Well

Living Well

Ageing Well

Enabling
Priorities

Strategic Priorities
1: Where communities are strong, well connected, and able to
influence decisions that affect them
2: Where all local people can access and benefit from a strong
economy with quality local jobs
3: Where housing and the wider built environment promote
health and healthy choices
4: Where there are low levels of crime and people feel safe
5: Where we work together to safeguard the most vulnerable
6: Where children and young people get the best start in life in a
child friendly environment
7: Where there is a strong, system-wide focus on promoting
wellbeing, preventing ill-health and addressing inequalities
8: Where there is a sustained focus on addressing lifestyle risk
factors and protecting health
9: Where both mental and physical health are promoted and
valued equally
10: Where self-care is supported, with more people managing
their own conditions
11: Where the best care is provided in the right place at the right
time
12: Where people age well and live healthy fulfilling lives into old
age
E1: Where we have a valued, well-trained and supported workforce that is fit for the future
E2: Where the benefits from information and technology are
maximised
E3: Where we invest in the right intelligence to understand our
local population
E4: Where we utilise our collective estate so that it best supports
local health and social care need
E5: Where we get best possible value for our 'Warrington Pound'
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Health and Wellbeing Strategy thematic update report 2019/20
Ageing Well
Thematic leads: Sara Garratt (Warrington CCG) and Rick Howell (WBC)
Key Strategic Groups: Older People’s Partnership Board, Frailty Programme Board, Warrington Housing and Homelessness Action
Partnership, Falls Steering Group, A&E Delivery Board, Dementia Transformation Board, Health and Wellbeing partner organisations
Priority Theme

Specific sub-theme commitments
Promote the evidence-based tips for
healthy ageing

12: Where people age
well and live healthy
fulfilling lives into
old age

Review of activities/achievements over
the previous 12 months

Actions to be taken over
the coming 12 months

As a system we made a successful
application to the Design Council/Local
Government Association to participate in a
Design in Public Sector Programme; an
innovative design approach to tackle key
local challenges. Our bid was scoped around
whole system delivery of the Health and
Wellbeing Strategy with a particular focus on
Priority 7 (Strong system-wide focus on
prevention) and Priority 12 (Ageing Well).
Working with Warrington Voluntary Action,
we’ve undertaken some initial survey work
to understand perceptions of prevention,
and we’re currently working with various
stakeholders to understand any barriers to
embedding and delivering on Priority 12.
We’re ensuring this work links to and
complements the system-wide Frailty
Programme and work plan, the work of the
JSNA task and finish group on Ageing Well.

The Design Council
programme completes in
March at which point the
team will use the insight
gathered to develop an
action-focused framework
for prevention across the
Ageing Well agenda. This
project is seen as a first step
towards a prevention
focussed culture change as it
used the skills, experiences
and views of a range of
stakeholders as part of the
solution. Confirm and
consolidate the approach
and plans within the whole
system Frailty Programme to
support the objectives of the
H&WBB Plans and additional
1
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The production of winter wellbeing leaflets
created and distributed to targeted groups
of people that may be vulnerable with top
tips and contacts on staying well.
The ‘50’s Fest’ held in October 2019 was well
attended and helped to promote healthy
ageing messages direct to public.

Ensure housing and other services
facilitate and enable independence

Reduce the number and impact of
falls

An Extra-Care tender concluded in October
2019 that will see increased availability of
supported living with Care and support. The
new capacity is aimed to support
independence in the community and reduce
or delay the need for long term (residential
or nursing) care. The plan is that all provision
will be dementia aware that every setting
will have falls prevention as a central theme.

As part of the wider Frailty Programme work
on falls prevention continues. A Project
Manager to lead on falls prevention has
been appointed. This has helped increase

areas of improvement
identified.
Update/modernise the 11
top tips for Healthy Ageing in
light of the Productive
Healthy Ageing literature
recently produced by PHE.
Further health promotion
work is planned to
disseminate and embed
productive ageing messages.
The re-commissioning of
Older Peoples day activities
services across Warrington
will also provide an
opportunity to shift the focus
further to preventative
approach to service delivery.
Within the wider Frailty
Programme the review of
the Intermediate Care Offer
inclusive of community rapid
response, reablement and
bed-based provision will
continue and inform the
future model of care
A falls screening detection
tool is to be incorporated in
the GP frailty template to
identify those at risk of a fall.
2
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capacity across the system to help progress
the work at pace. Recent actions have
included the delivery of a whole system Falls
workshop. Output from the workshop will
help further drive forward the falls
prevention agenda. This is closely linked to
aligned projects and the key themes within
the Frailty Programme.

Those identified as ‘at risk’
will be signposted to the
Wellbeing service for a full
FRAT assessment and
appropriate support.
The screening tool will also
be available to other health
and social care professionals
enabling them to signpost
for a full FRAT assessment
via the wellbeing service.
Falls prevention training has
been developed to be rolled
out with the implementation
of the new screening tool.
The CCG to implement a
population level
communications strategy in
relation to falls prevention

A dedicated Programme Director for Frailty
has been appointed for 12 months, and a
Frailty Programme Board has been
established. The aim is to fully co-ordinate
and drive forward whole-system working on
the frailty agenda. The programme will
influence and link to a range of programmes
including
• Rapid response services development

A Frailty Programme plan is
in development and will be
shared system-wide in
January. The plan will
identify the specific areas of
opportunity for the system,
and will focus on 4 key areas;
- Living independently,

3
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•
•
•

Domiciliary Care review and tender
Primary care screening and assessment
for all over 65’s using the Rockwood
frailty scale.
Intermediate Care services review

-

awareness, education
and training
- supporting people to
make the most of their
medicines
- effective discharge
Further work is needed to
increase referrals and uptake
to help maximise the offer
and reduce occurrence of
falls.

A recent review of the strengths-based
exercise offer across the town has
highlighted gaps in referrals.

Minimise excess death and ill-health
during the winter

A Call Reduction Project was started in
November 2019 that aims to reduce 999
calls for falls from 10 identified Care /
Nursing Homes. The 10 settings have
received training and a Raizer Chair in order
to better manage falls and picking people up
in house where appropriate.
Overseen by the Integrated Commissioning
and Transformation Board around £1.5m has
been invested in 3 developments focused
on; (a) reducing hospital and or care
admissions (b) quickening transfers home
from hospital, and (c) Improving winter
capacity.
The 3 key developments which are all
growth include;

An early review is expected
in January 2020 when we will
have 3 month of data from
the participating homes.

The work of the seasonal flu
planning group will continue.
As in previous years work
during the season will be
evaluated, any lessons
learned reviewed and
messages fed back to NHSE
colleagues regionally and
nationally.
4
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(1) 30+ new carers in reablement at
home services.
(2) 8 new Intermediate care beds in a
residential setting
(3) Rapid Responses services with
additional provision to people at risk
of going into Hospital.

Promote and develop dementia
friendly environments and services

The multi-agency seasonal flu planning
group has continued to meet in preparation
for, and during flu season. National vaccine
supply issues resulted in operational issues,
and the group have worked with partners
and primary care to help minimise the
impact of this locally. Current uptake (as at
week 50) amongst the over 65 cohort is
67.7%. At this point last year uptake was
68.0%.
Dementia prevention messages are
incorporated into current health
improvement work to help raise awareness
of the issue and the modifiable and lifestyle
risk factors that contribute to dementia risk,
e.g. smoking doubles the risk of dementia by
increasing the risk of CVD, diabetes and
stroke and by narrowing the blood vessels in
the heart and the brain. In addition, a lack of
regular physical activity along with a
sedentary lifestyle, excessive alcohol
consumption and eating a poor diet high in
saturated fat, sugar and salt and obesity in

Cascade local dementia
prevention awareness raising
campaign.
In partnership with
Dementia Action Alliance,
work will commence to
develop a dementia friendly
community’s action plan.

5
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midlife also contribute to increased
dementia risk.
Dementia support and information is now
centralised on www.mylifewarrington
Additional Key Documents:

H&WB Report for BCF Plan 19-20 HWB Warrington BCF Plan
Falls - V0.2.docx report Final 30.10.19.dCompleted template u

6
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Warrington
Health & Wellbeing Board
23rd January 2020

1.30 pm, Council Chamber, Town Hall, Warrington

Report Title

Cheshire and Merseyside working together as a Marmot
Community: Strengthening system leadership for population
health and reducing health and wellbeing inequalities.

Type of Decision
Required

☐
☐
☒

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

Report Purpose

The purpose of this paper is to set out the benefits of Cheshire
and Merseyside adopting an evidence based approach to
tackling health inequalities by becoming a Marmot Community.

Report author

Director of Public Health: Eileen O’Meara

Related Health and
Wellbeing Strategy
Priority

This report supports all of Warrington’s Health and Wellbeing
Strategy 2019-2023 strategic priorities

*see addendum attached to this
report

Confidential or Exempt

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

Recommendations

Warrington Health and Wellbeing Board supports this proposal
of Cheshire & Merseyside becoming a Marmot Community.
That the Cheshire and Merseyside Health and Care Partnership
will finance, oversee and assure this initiative with the support
of partners.
That tackling health inequalities be embedded as part of all
Cheshire and Merseyside Health Care Programmes.
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1.

Report purpose
The purpose of this paper is to set out the benefits to Warrington and Cheshire
and Merseyside of becoming a Marmot Community.

2.

Introduction/background
In common with Warrington’s Health and Wellbeing Board the Cheshire and
Merseyside (C&M) Health and Care Partnership has identified tackling the
difference between England and C&M in life expectancy and healthy life as its
core purpose. Aligned to this there is an ambition to reduce inequalities in health
outcomes within C&M. In order to achieve this ambition, it is proposed that the
C&M Health and Care Partnership become a Marmot Community.
The landmark Marmot Review: Fair Society, Healthy Lives 2010 outlined the
causes of health inequalities and the actions required to reduce them. The
Review proposes an evidence-based strategy to address the social determinants
of health, the conditions in which people are born, grow, live, work and age and
which can lead to health inequalities.
Evidence tells us that health inequalities are largely preventable. Not only is
there a strong social justice case for addressing health inequalities, there is also
a pressing economic case due to lost taxes, welfare payments and costs to the
NHS.
The Partnership and the 9 local Places are already working to reduce health
inequalities. This paper outlines how becoming a Marmot Community will
enhance and enable this approach so we drive out inequalities through the C&M
5 Year Strategy, the chosen priorities, the cross cutting themes and the Place
Based Plans.

3.

Content
Health Inequalities in Cheshire and Merseyside remain a challenge
Inequalities in health persist both between C&M, and within C&M. Despite
improvements in life expectancy within most local authorities in C&M, the
region remains below the England average. In addition, within C&M, as with the
rest of England, there is a social gradient in health – the lower a person’s social
position, the worse his or her health.
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Considerable work remains to be done to reduce health inequalities within
C&M:
•

Male life expectancy at birth (2015-17) was lower than England in 7
out of 9 Local Authorities within C&M (Only Cheshire West and Chester
and Cheshire East being above the national rate).

•

Female life expectancy at birth (2015-17) was lower than England in 8
out of 9 Local Authorities within C&M (Only Cheshire East being above
national rate).

•

Men living in the poorest neighbourhoods in C&M will on average die
between 9 and 13 years earlier than men living in the richest
neighbourhoods.

•

Women living in the poorest neighbourhoods in C&M will on average
die between 7 and 11 years earlier than women living in the richest
neighbourhoods.

•

People living in poorer areas of C&M not only die sooner, but spend
more of their lives in poor health:
o Men living in the poorest neighbourhoods in C&M Local
Authorities will spend on average an additional 14 - 22 years in
poor health.
o Women living in the poorest neighbourhoods in C&M Local
Authorities will spend on average an additional 13-21 years in
poor health.

The examples outlined above highlight the stark differences between the
poorest and richest 10% of our population. However, the social gradient in
health affects all of those except those at the very top. This means most people
in C&M are not living as long as the best off in society and are spending longer
in ill-health.
The Marmot Indicators measure inequalities in health and life expectancy in
every local authority in England. They also track the ‘social determinants of
health’ which drive how healthy we are and how long we are likely to live. An
overview of the Marmot indicators for C&M is provided in Appendix 1. For many
indicators, local authorities within C&M are currently below the England
average.
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Vision for Cheshire and Merseyside
The C&M Partnership strategy – Better Lives Now – sets out the case for taking
action to reduce the occurrence of ill health, action to deliver appropriate health
and care services and action on the social determinants of health.
The C&M Health and Care Partnership has committed to:
1.
2.
3.
4.

Focusing on population health to achieve our universal goal of reduced
health inequalities for C&M
Addressing the social determinants of health and wellbeing
Working with local communities and partners
Aligning our strategy and efforts with those who share our goal to make
a bigger impact towards better lives.

In September 2019, the Partnership held an event co-hosted with Sir Michael
Marmot, the Local Government Association, Champs, and The King’s Fund to
bring together over 150 system leaders from a wide range of backgrounds and
across the political spectrum to explore opportunities and priorities for our
population’s health. At this event the Partnership endorsed taking a “whole
population, whole system” approach as outlined in Figure 1
Figure 1: Kings Fund Strategic Model for Population Health:
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The advantages of this approach are:
• A clear focus on reducing health inequalities
• Driven by intelligence and evidence
• Whole system engagement
This approach will enable us to examine and drive forward local and joint C&M
Health Care Partnership priorities through this prism. They are:
•
•
•
•

Improved mental health & wellbeing -Zero suicide
Preventing cardiovascular disease (CVD) - Zero stroke.
No harm from alcohol.
No harm from violence.

A Whole System Approach
The Partnership recognises that good quality health care is a determinant of
health. But that most of the determinants of health lie outside the health care
system. It recognises that the NHS cannot resolve its problems on its own and
cannot deliver population health improvements or reduce health inequalities
without trusted and effective working relationships between NHS and Local
Authority colleagues, with the broader system. As Sir Michael Marmot himself
puts it:
‘..why treat people and send them back to the conditions that made them sick?’
In order to reduce health inequalities a broad range of actions are needed
involving stakeholders from across the system. The whole system approach
required is outlined within Figure 2.
Figure 2: A whole system approach (Source: PHE)
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Local Authorities are key leaders in any place-based actions as they are already
acting on Marmot’s key policy objectives:
1.
2.
3.
4.
5.
6.

Give every child the best start in life
Enable all children, young people and adults to maximise their
capabilities and have control over their lives
Create fair employment and good work for all
Ensure healthy standard of living for all
Create and develop healthy and sustainable places and communities
Strengthen the role and impact of ill-health prevention.

They do this through a range of drivers for health inequalities including:
•
•
•
•
•
•
•
•
•
•

Best start in life including children’s services and 0-19 Healthy Child
Programmes
Healthy schools and pupils
Jobs and work
Active and safe travel
Warmer and safer homes
Access to green spaces and leisure services
Public protection
Regeneration
Health and spatial planning
Strong communities: wellbeing and resilience

In addition, local authorities have a large web of interactions and linked
responsibilities with other public-sector bodies including police, fire and rescue,
welfare agencies, education and housing.
Research from developing whole system approaches highlights the importance
of ‘disrupting the system’ which involves partners collectively identifying the
most likely and productive areas of activity in the local system, agreeing and
aligning actions.
Within C&M, we already have really good examples of activities we are
delivering at scale that we can build upon as a Marmot Sub-Region. This includes
(but is not limited to):
•

•
•
•
•

Taking a Place Based Approach. Place at the local authority level is the
primary building block for integration between health and care and other
sectors of the service system:
Development of a Cheshire and Merseyside Population Health Framework
Collaborative work to reduce child poverty
Work around social value and the role of the NHS as anchor institutions
Strong links to LEPs within the Liverpool City Region and Cheshire and
Warrington -with a focus upon the links between “wealth and health”
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•
•
•
•

Cheshire and Merseyside FRS have received a ‘Marmot Partnership Award’
Examples of asset-based community development activities
Taking a public health approach to violence prevention
Utilising Behavioural Sciences to Improve Health and Wellbeing

Key benefits of becoming a Marmot Community:
Access to international expertise:
•

Being part of the Marmot Network will provide us with access to the
international expertise of the Institute for Health Equity (IHE) based at
University College London (UCL). We will be able to use their expertise
and resources in supporting us in our plans for accelerated action on
the social determinants of health in the region.

Developing excellence in systems leadership for Population Health:
•

IHE can help to inspire and shape C&M strategic direction and
implementation of place based, population and prevention focussed
approaches, which maximise fully the opportunities in C&M and
ensure a strong focus on health equity. The team could deliver
workshops and attend key strategic events to enthuse and build the
knowledge and skills of particular key groups such as senior leaders in
health and social care including the HCP Board, NHS and Local
Authority CEOs, Leaders and elected members. Practice based
resources and tools could be shared both in workshops and online
including webinars to enhance knowledge across the system with
practitioners.

Strengthening joint working with the NHS and local authorities:
•

Cheshire and Merseyside local authorities and the Health and Care
Partnership can work with the IHE to further develop a whole system
approach to tackling health inequalities and governance and
partnership arrangements to facilitate it. This will strengthen joint
working with local government to enhance openness, coproduction
and dialogue at both a local and sub-regional level. An effective
engagement plan will be developed with advice from the lead local
authority CEOs and the LGA.
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Maximising our impact on health inequalities together:
•

IHE can work across Cheshire and Merseyside to build upon existing
strategies and policies to develop future plans and strategies which
can make real impact across health inequalities – including providing
additional evidence about what would make a greater difference, best
practice and evaluation of outcomes. Examples from other areas in
England and internationally will be drawn on and from a range of
relevant stakeholders from statutory, voluntary and community
sectors across early years, education, housing, employers,
environment, culture and leisure, transport, police and fire services
and others.

Promoting excellence in practice in Cheshire and Merseyside:
•

IHE will help to raise the profile of the strategic ambition and
achievements in Cheshire and Merseyside in national and
international forums. Becoming a Marmot sub-region provides the
opportunity for national and international recognition for our local
work to reduce health inequalities.

Role of CM Partnership:
Cheshire and Merseyside Health and Care Partnership will build on current work
and:
•
•
•
•
•
•

Collaborate with the Marmot Team including providing all relevant
documents and strategies
Identify and collaborate with key stakeholders from across the system
including regular engagement and workshop sessions
Develop a steering group and implementation group to oversee this
work
Work with the political and executive leadership to support this work
Provide the capacity and capability to input into the development of
strategies by the IHE and to support the implementation of the work.
Identify and collaborate with key stakeholders from across the system
including regular engagement and workshop sessions, developing a
strong engagement plan.
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4.

Summary and Conclusion

Being part of the Marmot Network provides Cheshire and Merseyside with the
opportunity to work with international experts to accelerate action on the social
determinants of health and to learn from other areas in England and internationally
about the most effective ways to take action within the region
IHE will enhance the C&M HCP strategic direction, providing advice and supporting
delivery on the agreed priorities, implementation strategies and monitoring
outcomes.
It also provides the opportunity for national and international recognition for our local
work to reduce health inequalities.
5.

Recommendations

Warrington Health and Wellbeing Board supports this proposal of Cheshire &
Merseyside becoming a Marmot Community.
That the Cheshire and Merseyside Health and Care Partnership will finance, oversee
and assure this initiative with the support of partners.
That tackling health inequalities be embedded as part of all Cheshire and Merseyside
Health Care programmes.
6.

Background Papers
Nil

Contacts for Background Papers:
Name

E-mail
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Health and Wellbeing Strategy 2019-2023: Strategic Priorities
Strategic
Theme
Strong and
Resilient
Communities

Starting Well

Living Well

Ageing Well

Enabling
Priorities

Strategic Priorities
1: Where communities are strong, well connected, and able to
influence decisions that affect them
2: Where all local people can access and benefit from a strong
economy with quality local jobs
3: Where housing and the wider built environment promote
health and healthy choices
4: Where there are low levels of crime and people feel safe
5: Where we work together to safeguard the most vulnerable
6: Where children and young people get the best start in life in a
child friendly environment
7: Where there is a strong, system-wide focus on promoting
wellbeing, preventing ill-health and addressing inequalities
8: Where there is a sustained focus on addressing lifestyle risk
factors and protecting health
9: Where both mental and physical health are promoted and
valued equally
10: Where self-care is supported, with more people managing
their own conditions
11: Where the best care is provided in the right place at the right
time
12: Where people age well and live healthy fulfilling lives into old
age
E1: Where we have a valued, well-trained and supported workforce that is fit for the future
E2: Where the benefits from information and technology are
maximised
E3: Where we invest in the right intelligence to understand our
local population
E4: Where we utilise our collective estate so that it best supports
local health and social care need
E5: Where we get best possible value for our 'Warrington Pound'
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Warrington
Health & Wellbeing Board
23 January 2019

1.30 pm, Council Chamber, Town Hall, Warrington

Report Title

Revised Terms of Reference

Type of Decision
Required

☒
☐
☐

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

Report Purpose

To update Health and Wellbeing Board Terms of Reference to
include reference to governance arrangements for the Child
Death Overview Panel (CDOP) and to amend WBC Member
titles

Report author

Simon Kenton, Programme Director, Warrington Together

Related Health and
Wellbeing Strategy
Priority

All relevant

Confidential or Exempt

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

Recommendations

To update the Health and Wellbeing Board Terms of Reference
as required. Current extract from Warrington Borough Council
Constitution attached.

*see addendum attached to this
report
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Health and Wellbeing Strategy 2019-2023: Strategic Priorities
Strategic
Theme
Strong and
Resilient
Communities

Starting Well

Living Well

Ageing Well

Enabling
Priorities

Strategic Priorities
1: Where communities are strong, well connected, and able to
influence decisions that affect them
2: Where all local people can access and benefit from a strong
economy with quality local jobs
3: Where housing and the wider built environment promote
health and healthy choices
4: Where there are low levels of crime and people feel safe
5: Where we work together to safeguard the most vulnerable
6: Where children and young people get the best start in life in a
child friendly environment
7: Where there is a strong, system-wide focus on promoting
wellbeing, preventing ill-health and addressing inequalities
8: Where there is a sustained focus on addressing lifestyle risk
factors and protecting health
9: Where both mental and physical health are promoted and
valued equally
10: Where self-care is supported, with more people managing
their own conditions
11: Where the best care is provided in the right place at the right
time
12: Where people age well and live healthy fulfilling lives into old
age
E1: Where we have a valued, well-trained and supported workforce that is fit for the future
E2: Where the benefits from information and technology are
maximised
E3: Where we invest in the right intelligence to understand our
local population
E4: Where we utilise our collective estate so that it best supports
local health and social care need
E5: Where we get best possible value for our 'Warrington Pound'
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Appendix A
Health and Wellbeing Board – Terms of Reference
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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Warrington
Health & Wellbeing Board
23 January 2019

1.30 pm, Council Chamber, Town Hall, Warrington

Report Title

Draft Warrington Place Based Health and Care Five Year Plan
April 2019 – April 2024

Type of Decision
Required

☐
☐
☒

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

Report Purpose

To present the draft Warrington Place Based Health and Care
Five Year Plan (April 2019 – April 2024) to the Health and
Wellbeing Board for discussion, comment and endorsement.

Report author

Dr Andrew Davies, Clinical Chief Officer, NHS Warrington CCG

Related Health and
Wellbeing Strategy
Priority

Alignment with strategic priorities 1 - 12

Confidential or Exempt

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

Recommendations

The Health and Wellbeing Board is requested to endorse the
Warrington Place Based Health and Care Five Year Plan (April
2019 – April 2024)

*see addendum attached to this
report
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Health and Wellbeing Strategy 2019-2023: Strategic Priorities
Strategic
Theme
Strong and
Resilient
Communities

Starting Well

Living Well

Ageing Well

Enabling
Priorities

Strategic Priorities
1: Where communities are strong, well connected, and able to
influence decisions that affect them
2: Where all local people can access and benefit from a strong
economy with quality local jobs
3: Where housing and the wider built environment promote
health and healthy choices
4: Where there are low levels of crime and people feel safe
5: Where we work together to safeguard the most vulnerable
6: Where children and young people get the best start in life in a
child friendly environment
7: Where there is a strong, system-wide focus on promoting
wellbeing, preventing ill-health and addressing inequalities
8: Where there is a sustained focus on addressing lifestyle risk
factors and protecting health
9: Where both mental and physical health are promoted and
valued equally
10: Where self-care is supported, with more people managing
their own conditions
11: Where the best care is provided in the right place at the right
time
12: Where people age well and live healthy fulfilling lives into old
age
E1: Where we have a valued, well-trained and supported workforce that is fit for the future
E2: Where the benefits from information and technology are
maximised
E3: Where we invest in the right intelligence to understand our
local population
E4: Where we utilise our collective estate so that it best supports
local health and social care need
E5: Where we get best possible value for our 'Warrington Pound'
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2 Foreword
It is my privilege to write the forward for our towns NHS long term plan. I can also reflect as a
resident living in Warrington with my family and friends that it has been wonderful to see how
committed contributors to this plan have been in ensuring that the health and wellbeing of our
communities are central to the plan’s objectives. This means that although the National
requirements of the plan are addressed, they are addressed in a way that makes most sense for our
town.
As with any NHS planning process there is a risk that there is too much focus on the treatment and
diagnostic service that the NHS offers to treat those in need. This plan further strengthens our focus
on prevention as a core priority. There is always a lot to do to continuously improve these types of
services. We have in this plan though been engaged in a broad effort via our Warrington Together
Partnership to include the voice of the public either directly or via their elected representatives. We
have also been fortunate to engage with patients and seldom heard groups to better understand any
specific needs. As far as is possible we have endeavoured to bring the benefits of insights provided
to the place through patient and public involvement.
It is important to state that this plan reflects Warrington at a point in time and will be continuously
refreshed over its five-year life to make sure that it remains both progressive and
relevant. Warrington’s Long-Term Plan has not grown up in a vacuum. There are other reference
documents and strategies which have informed its content and shape. These documents have also
benefited from previous consultation and engagement which has helped to set our course. So
please do not stop engaging or commenting on our plans, the feedback we receive really does
matter both to the implementation of this plan and how it will further evolve going forward.
Finally it would be remiss not to thank the clinicians, professionals and colleagues who not only
deliver the care and service available in the borough but have also led the thinking in this plan and
contributed their time, knowledge, expertise and commitment to help us develop a better offer for
the future. As a result, this document reflects the best of us acting as Warrington Together.
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3 Introduction
In early 2019, Warrington’s Health and Wellbeing Board published a refreshed Health and Wellbeing
(HWB) Strategy for Warrington 2019-23 (Appendix 1). This aimed to deliver improvements to the
health and wellbeing of residents in the town. The HWB Strategy set out the local health and care
system’s response to tackle the challenges identified in the Joint Strategic Needs Assessment (JSNA).
This document builds on the ambition of the Health and Wellbeing Strategy, to outline our local plans
in response to the objectives set out in NHS Long term Plan, and the priorities of Cheshire and
Merseyside Health and Care Partnership. The current year 2019-20, forms the foundation year of the
NHS Long Term Plan. Our plan and progress for this year is set out the Warrington NHS Operational
Plan for 2019-20 (Appendix 2).
The organisational landscape within the NHS is evolving and this is the first ‘place-based’ plan
established by health and care service providers alongside commissioners in Warrington. The term
‘place based’ is becoming more frequently used and for Warrington refers to the resident population
plus any additional patients registered with Warrington GPs.
The responsibility to deliver this plan does not rest with one organisation alone but will be delivered
through joint working, partnership and the collaboration of organisations responsible for both
commissioning and delivery of health and care in Warrington. This programme of work is called
Warrington Together, and its objectives are set out in the Strategic Outline Case (Appendix 3).
By making a real commitment to working together and breaking down boundaries, we can make real
difference for our population.
NHS England and NHS Improvement have outlined three important levels at which decisions will be
made in the NHS:
• Neighbourhoods (populations circa 30,000 to 50,000 people) -served by groups of GP
practices working with NHS community services, social care and other providers to deliver
more coordinated and proactive services, including through primary care networks.
• Places (populations circa 250,000 to 500,000 people) -served by a set of health and care
providers in a town or district, connecting primary care networks to broader services
including those provided by local councils, community hospitals or voluntary organisations.
• Systems (populations circa 1 million to 3 million people) -in which the whole area’s health
and care partners in different sectors come together to set strategic direction and to develop
economies of scale.
NHS England (June 2019) Designing Integrated Care Systems in England

3.1 Warrington Together – ‘Place’
Warrington has a history of strong partnership working across sectors. Warrington Together is a
partnership of the main health, social care and third sector bodies working together to deliver
improved, integrated services for the people of Warrington.
This place-based partnership was established in January 2018 and involves the following
organisations:
6
62

•
•
•
•
•
•
•
•
•
•
•

Warrington and Halton Hospitals NHS Foundation Trust (WHH)
Warrington Borough Council (WBC)
NHS 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
Primary Care Networks
Housing Trusts
Healthwatch Warrington
Police and Crime Commissioner for Cheshire.
Warrington’s wider voluntary, community and faith organisations

We know that by harnessing our collective efforts and energies and moving towards a population
health approach, we will ensure all our residents are able to make the most of the assets and
opportunities within the borough.

3.2 The Warrington Vision
Warrington Together’s shared system vision is:
“Together, we will enable the people of Warrington to enjoy happier and healthier lives by
transforming the way we use our collective resources”.

3.3 Warrington in context of the wider health and care system
Our plans to support the better health and welfare of the people of Warrington are set in the context
of national expectations and the developing plans of Cheshire and Merseyside Health and Care
Partnership – our emerging regional Integrated Care System.
Whilst our plan focuses on the factors that influence our population’s health, it is important that these
are connected to the national and regional activities to ensure maximum impact and health benefits
for the people of Warrington. Figure 2 shows the interconnection and overlap of our shared priorities,
the factors that influence health represented at local place, regional integrated care system and
national level.
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Figure 1: A vision for population health (The King’s Fund, 2018)

The Cheshire and Merseyside Health and Care Partnership is working towards becoming an Integrated
Care System (ICS) and Warrington is one of the nine ‘places’ that form part of this Partnership. The
Partnership seeks to deliver improvements at scale and has an established work programme
(Appendix 4). Representatives from the Warrington place-based system attend and contribute to
these work streams.
Figure 2: Warrington place in context of the Cheshire and Merseyside Health and Care Partnership
work programme (Cheshire and Merseyside Health and Care Partnership)
xx
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The Cheshire & Merseyside Health & Care Partnership has set out 6 goals that all ‘place’ based
systems are expected to meet these are;
• To achieve 100% vaccination and immunisation rates for children
• A zero tolerance to suicides and reduction in self-harm
• To reduce violent crime
• To reduce harm from alcohol - alcohol related admissions
• Improvements to cardiovascular disease with a reduction in high blood pressure and stroke
• To reduce falls for older people
Our place-based plan includes delivery of these ambitions, by working closely with Cheshire &
Merseyside, listening to local people; building on Warrington’s strengths and assets; utilising the rich
array of voluntary, community and faith organisations. This plan sets out a path to create a culture of
health and wellbeing.

Creating a Culture of Health and Wellbeing
Good mental and physical health can improve quality of life. It is a benchmark for measuring progress
towards reducing poverty, promoting social inclusion and eliminating discrimination.
Good health is fundamental to sustainable economic growth and ensuring equal opportunities across
society. It can only be achieved through the development of a culture which improves the social, economic
and environmental factors which affect people’s health.
In a culture of health, good health and wellbeing flourish across geographic, demographic, and social
sectors – creating healthy, equitable communities, guiding public and private decision making, and
providing everyone the opportunity to live their healthiest life.
A culture of health is built on the concept of equity rather than simple equality. Health equity means that
everyone – no matter who we are, how much money we make, or where we live – has a fair and just
opportunity to be as healthy as possible. Health equity benefits all of us and, therefore, requires all of us
to focus on removing obstacles to health such as poverty, discrimination, and their consequences, which
include powerlessness and lack of access to good jobs with fair pay, quality education and housing, safe
environments, and health care.
Figure 3: The difference between equality and equity (Robert Wood Johnson Foundation, 2017)

Warrington Together will promote a culture of health in the borough through collaboration and adopting
9
an inclusive approach.
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3.4 Plan on a page
Our vision is: “Together, we will enable the people of Warrington to enjoy happier and healthier lives by transforming the way we use our collective resources.”
Our aims are:
• To reduce the gap in life expectancy between the most and least deprived communities in the borough (inequalities index)
• That people will live longer, and those years will be lived in good health (increased healthy life expectancy for all)
• To make better use of our limited resources to achieve sustainable services in financial balance.
• To make optimal use of all available resources to reduce health inequalities
Our priorities are to:
• Focus on prevention
• Reduce health inequalities
• Focus on wider determinants of health
• Promote and empower our communities
• Reduce reliance on acute hospital care
• Build capacity and workforce
• Make best use of digital technology.
Our focus over the next five years will be to ensure the people of Warrington:
• Have the best start in life – To ensure our children and young people get the best start in life in a child-friendly environment
• Live well – A focus on major health conditions, cancer, alcohol, mental health, heart disease, stroke, diabetes and complex pain
• Age well – To promote healthy ageing and maximise the opportunity for older people to contribute to their community.
Our principles are to:
• Define a shared population group and care model across a system
• Provide co-ordinated care
• Create interdependency which is more likely to enable effective and efficient care
• Share care management and predictive modelling
• Share system governance
• Share accountability for quality and cost of care
• Share risk and savings.
• Pool resources to eradicate duplication and make the best use of the Warrington £.
10
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Together, we will enable the people of Warrington to enjoy happier and healthier lives by
transforming the way we use our collective resources

3.5 Warrington System Driver Diagram
Figure 4: System driver diagram
Vision
Aims
Primary Driver
We will…
To reduce the Focus on prevention
gap in life
expectancy
between the
most and least
deprived
communities
in the
borough
(inequalities
index)

Reduce health
inequalities

Secondary Driver
Which requires...
Screening programmes

Activities to make this happen…

Immunisations and vaccinations
Target at risk populations
Promote wellbeing and prevent ill-health

Both mental health and physical health are
promoted and valued

Ensure that all people with a learning
disability, autism, or both can live happier,
healthier, longer lives
Targeted work with areas/practices with
highest excess burden of disease to improve
detection and management of clinical risk
factors
Reduce unwarranted variation in health care

• Cervical Cancer screening and capacity building for HPV
screening
• Bowel screening
• Flu and pneumonia vaccinations
• Childhood vaccination and immunisations
• Falls prevention programme
• Making Every Contact Count
• Social prescribing
• Promote positive lifestyle choices – diet, exercise and
stop smoking, alcohol consumption
• Promoting positive mental health and preventing
suicides
• Utilise My Life Warrington to optimise community
connectiveness
• Promotion and prevention
• Perinatal mental health
• Individual Placement Support
• Supported Housing
• Integrated Physical and Mental Health
• Personality Disorder
• Crisis Care
• Children’s & Young Peoples Mental Health
• Building the Right Support Service
• Community Care, Education and Treatment Review
• Annual Health Checks for people with Learning disability
• Learning Disabilities Mortality Review (LeDeR)
• Childhood screening and immunisation rates
• Breastfeeding, smoking in pregnancy and other risks
factors
• Circulatory disease including diabetes, hypertension
11
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Vision

Aims

Primary Driver
We will…

Focus on wider
determinants of health

Secondary Driver
Which requires...

Activities to make this happen…

A strong economy with local employment
Air Quality

People will
live longer,
and those
years will be
lived in good
health
(increased
healthy life
expectancy
for all)

Housing

Promote and empower
our communities

Resilient and strong communities

Personalised care and self-care

68

• Respiratory disease – chronic obstructive pulmonary
disease (COPD, asthma)
• Cancer
• Warrington Means Business 2017 (Appendix 13)
• Warrington Local Area Plan (Appendix 9)
• Priority 1 – Reduce traffic volume and improve flows
• Priority 2 – Reduce emissions from HGVs and LGVs
• Priority 3 – Reduce emissions from bus and public
transport including taxis
• Priority 4 – Reduce exposure for those who are most
vulnerable
• Priority 5 – Ensure that future development is designed
to reduce exposure and improve air quality
• Priority 1 – To provide new sustainable homes in places
where people want to live
• Priority 2 – To help people live at home, improve their
independence, health and quality of life
• Priority 3 – To provide housing advice, information and a
preventative service
• Central Area Neighbourhood Renewal Masterplan
• Primary Care Network Specification - Tackling
Neighbourhood Inequalities
Comprehensive model of personalised care (Network
specification);
• Shared decision making
• Enabling choice
• Personalised care and support planning
• Social prescribing and community-based support
• Supported self-management
• Personal health budgets and integrated personal
budgets
• Patient Adviser in every GP Practices actively sign
posting
12

Vision

Aims

Primary Driver
We will…

Secondary Driver
Which requires...

Activities to make this happen…

Enhance and promote social value

Reduce reliance on
acute hospital care

New care models established to integrate
services

Primary Care Networks

To make
better use of
our limited
resources to
achieve
sustainable
services in
financial
balance

Investment to boost ‘out of hospital care’
(community provision)

Redesign and reduce pressure on emergency
hospital services

Build capacity and
workforce

Investment to expand the clinical workforce
Maximise retention of experienced, effective
staff (doctors, nurses and other health
professionals)
Skills and training
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• Social prescribing link workers in place within each
Network
• Cheshire and Merseyside Social Value Accelerator
Programme
• Volunteering
• Integrated Community Teams
• Integrated Community Teams – co-location
• Frailty Hub model
• Cheshire & Mersey Crisis Care
• Mental Health Liaison
•
• Primary Care Network Specification – anticipatory care
ensuring Integrated primary and Community Teams
• Enhanced health in care homes – GP alignment,
enabling all care homes to be supported by a consistent
multi-disciplinary team of healthcare professionals
• Building workforce capacity
• First Contact Practitioner project
• Additional Role Reimbursement Scheme for PC
Networks
• Same Day Emergency Care
• Crisis response within 2 hours, and reablement care in 2
days
• Frailty Hub
• Integrated Discharge Team / delayed transfers of care
• Plan to reduce long lengths of stay (21+ days)
• National expansion programme – Nurses, Midwives,
Allied Health Professionals, Pharmacists etc
• Workforce resilience project in primary care (Lantum
tool)
• Additional Role Reimbursement Scheme for PC
Networks
• Training Hub
13

Vision

Aims

Primary Driver
We will…

Make best use of digital
technology

Secondary Driver
Which requires...
Identify and support carers

Digitally enabled primary care
New ways to deliver outpatient care

Activities to make this happen…
• Priority 1: Support for socially isolated carers
• Priority 2: Promote physical and mental wellbeing for
carers
• Priority 3: Identify and support carers in primary care
and hospital discharge
• Priority 4: Support carers to manage their finances
• Priority 5: Identify and support young carers
• Priority 6: Support family carers of children
• Implementation of the NHS App and on-line services in
primary care
• Virtual clinics: fracture / cardiology
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4 Background
4.1 Current State
Warrington is a largely affluent borough compared to many areas in the North West. It benefits from
a strong, growing economy which is driven in part by its location within the North West and
connectivity through its strategic transport network.
The resident population of Warrington has grown year-on-year since 2004. The latest population
estimate is 209,700, although 219,900 people are currently registered with a Warrington GP.
As a place, we have recently refreshed our Health and Wellbeing Strategy, reaffirming as a whole
system, our ongoing commitment to addressing the wider determinants health as well as ensuring
quality health and care services in our borough. Evidence shows that access to secure employment,
good education and appropriate housing, along with having enough income and supportive social
networks contribute most in terms of our health status. We know that a system-wide focus on
prevention is key to affecting long-term, sustained improvements. This plan prioritises this focus.
As a health and care system, all our major NHS providers and commissioners are rated ‘good’ by the
Care Quality Commission (CQC), as are most of our independent providers of residential, nursing and
domiciliary care. Warrington Borough Council’s services to vulnerable families are assessed as ‘good’
by Ofsted.
Average life expectancy at birth in Warrington is improving, but the pace of improvement has slowed
in recent years, and the gap between Warrington and England has not narrowed. If you compare life
expectancy for those living in the most and least deprived wards of Warrington, there is a gap of 10.6
years for men, and 11.9 years for women.
The major causes of premature death and reduced life expectancy in Warrington are cancer,
cardiovascular disease (CVD) and respiratory disease. Premature deaths from CVD has more than
halved over the last 13 years, and rates are now in-keeping with the England average. The rate of
premature deaths from cancer have also reduced.
Evidence shows that a range of factors impact on life expectancy and on the risk of premature death.
Factors include individual lifestyle, behaviours which negatively impact on health and wellbeing,
access to and quality of health and care services covering physical and mental health and wider factors
related to socio-economic status such as housing, education and employment.
Premature and preventable death: Around 1 in 5 of the 1,900 deaths each year in Warrington are
considered preventable, although the figures have decreased considerably over the past ten years.
Despite this, rates remain higher than the average for England. Within Warrington, rates of death are
significantly higher in the more deprived areas of the borough, and the gap is greatest for causes that
are considered preventable. This means that every year at least 380 Warrington residents lose their
life by factors which could be prevented. The system drivers identified in figure 4 above take a whole
person approach to addressing these factors.
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Wider determinants of health:
• Out of Work: The proportion of the working-age population who are claiming out-of-work
benefits has been slowly reducing nationally, regionally and locally. Latest figures in
Warrington are lower than national and regional averages, but there are big differences
between different population groups, and people with various long-term conditions and
health issues.
• Homelessness: The number of homelessness households living in temporary accommodation
in Warrington is significantly lower than the average for England. However, there is a real
shortage of affordable homes within the borough. We also had a noticeable increase in rough
sleeper presence in Warrington and overall homelessness numbers.
• Childhood poverty: Evidence shows that childhood poverty can lead to premature death and
poor health outcomes in adulthood. Rates of child poverty in Warrington overall are lower
than national and regional averages, but there is substantial variation within communities in
Warrington.
• Educational attainment: Educational attainment is closely linked to life chances, and evidence
shows this in turn impacts on health. Over 7 in 10 local young children achieve a good level of
development at the end of Reception, which is better than the average for England. However,
the gap between those children entitled to free school meals and the rest is significantly wider
than the gap across England as a whole. The picture is similar in terms of GCSE attainment.
Overall, Warrington fares better than the average for England but there is a significant
inequalities gap between children eligible for free school meals and the rest.
• Social Mobility: The national Social Mobility Index uses a range of indicators to understand
which areas provide young people from disadvantaged backgrounds the most opportunity to
do well as adults. It ranks Warrington within the lowest third of local authorities nationally.
However, Warrington ranks as one of the strongest economies in the country.
• Air Quality: Evidence shows that poor air quality is the biggest environmental risk to public
health across England. It causes and worsens long-term conditions such as cardiovascular and
respiratory diseases as well as lung cancer and is a factor in reduced life expectancy. Air
pollution particularly affects the most vulnerable in society – children and older people, and
those with heart and lung conditions. There is also often a strong correlation with equalities
issues, because areas with poor air quality are also often the less affluent areas.

4.2 Future state: challenges and opportunities for change
4.2.1 Meeting the needs of a growing, ageing and changing population
Increases in Warrington population are projected to continue, with an estimated rise of around 9%
(approximately 19,000 people) over the next 25 years. The largest increases are expected for the older
age groups, with the numbers of under 65s expected to a lesser number in the future.
Over the 5-year period of this plan, Warrington will likely see significant housing and business growth.
Although this will create opportunities, it will also place significant demand on services and
infrastructure. It is important for the long-term wellbeing of the population that we ensure that health
and wellbeing principles are embedded into all Warrington’s policies and plans to best meet the needs
of our growing, ageing and changing population. We have an approved collective commitment to
develop a new hospital and work is underway to ensure such development is built on Warrington
Together’s inclusive approach.
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Currently, almost 1 in 5 people in Warrington are aged 65+. Our older population is set to increase
faster than the average for the North West and England as a whole. The Warrington population aged
80+ is projected to more than double over the next 25 years. This presents opportunities for the
borough but also challenges for our health and social care system and our local workforce. Services
such as the NHS, social care and housing providers will have to adapt to meet the needs of the
increasing ageing population and to deal with more people who are living with multiple and complex
long-term chronic conditions.

4.2.2 Workforce
Like many areas, Warrington faces significant challenges in relation to workforce. We have shortages
of nurses, GPs, therapists, social workers, domiciliary care workers and entry-grade care staff and
health care assistants. In addition, both services themselves, and the people in need of care and
support, rely heavily on informal carers. This network of family and voluntary support needs to be
sufficiently recognised, resourced and rewarded.
We acknowledge that to maximise our collective resources we need to work as one workforce with
shared values, principles and common aims. Our new population-based, integrated models of care
require multi-disciplinary working across organisational boundaries. We will ensure that our
workforce planning fully harnesses the potential of the third sector and provides a workforce at the
right scale and skill mix to cope as our population profile changes.
We have a whole system workforce group designed to harmonise terms and conditions across health
and social care and offer opportunities for whole system portfolio working, learning, training and
education.
We will also work with services to attract school and college leavers into careers within health and
social care in the same way as we have successfully for other sectors of the economy.

4.2.3 Maintaining an effective, financially sustainable health and care system
As the population increases and ages, health and care services are dealing with a growing number of
people with increasingly complex health and care needs.
Currently, many people are treated in hospital when it may be better for them to be treated in their
own homes or communities. We also know that people may find it difficult to choose and access the
right service. Combined with the significant gap between the predicted cost of service need and
available funding, this means the way health and care services are delivered must be transformed if
we are to ensure a sustainable and quality provision of care into the future. We know that Warrington
has an excess number of frail older people who are admitted to hospital for an average of 8.3 days
with no intervention. A week in hospital reduces mobility and independence so we need to change
the current system and redirect resources away from acute care into preventative and voluntary
interventions. By successfully delivering these initiatives people will be able to stay at home for much
longer and enjoy positive moments with family and friends.
Local organisations will all work together to focus on making care services more person-centred, more
integrated and more preventative. Making the best collective use of shared resources across
17
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organisations and focussing on good outcomes for residents will help sustain and improve
Warrington’s health and wellbeing outcomes. outcomes.

4.2.4 Addressing the inequalities in our borough, to improve outcomes for all
A growing challenge is the inequalities linked to socio-economic deprivation and the impact this has
on the health and wellbeing of individuals and communities. These inequalities are perhaps most
starkly demonstrated by the gap in life expectancy between the most and least deprived areas of the
borough. All Warrington Together partners are committed to supporting the range of interventions
that are needed at different levels to address the root causes and the impact of inequalities as
highlighted in our Health and Wellbeing Strategy. And by involving, listening to and implementing the
views of our residents, by initiatives such as Warrington’s People’s Panel we will develop services that
meet the needs of local people by taking a co-design approach

5 Moving towards population health
5.1 Developing the Infrastructure and environment for change
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Taking learning from the national ‘new care models’ work (Vanguard) and from international evidence,
the NHS Long Term Plan advocates health and care systems move towards a population health
approach.
What is Population Health?
The Kings Fund defines population health as
‘An approach aimed at improving the health of an entire population. It is about improving the physical and mental
health outcomes and wellbeing of people within and across a defined local, regional or national population, while
reducing health inequalities. It includes action to reduce the occurrence of ill health, action to deliver appropriate
health and care services and action on the wider determinants of health. It requires working with communities and
partner agencies.’
This definition leads to a focus on actions in four broad areas – the four pillars of population health.
1. The wider determinants of health
2. Our behaviours and lifestyles
3. An integrated health and care system
4. The places and communities we live in, and with
Population health moves away from managing disease in silos to an approach based on defined populations of
people, who may have multiple ‘disease conditions’. Populations may be defined by geography, by presenting health
need, on communities or could be a population of interest. They are not service orientated.
Whilst primary care will play a crucial role in population health, a wider group of providers other than the GP will be
necessary for accountability of the defined population. Prevention is inherent with consideration of the persons
holistic health and care needs, focussing on improving wellbeing and keeping people healthy.
It provides a systematic approach to managing the care of the population and relies heavily on new technologies and
information. Developing a population health approach requires the following elements as a minimum; ( Alderwick H,

Ham C, Buck D (2015); Population Health Systems. Going Beyond Integrated Care. Kings Fund)
•
•
•
•
•
•
•

Pooling of data around the population served, to identify challenges and needs
Segmentation of the population to enable interventions and targeted support
Pooling of budgets to enable resource to be used flexibly to meet population needs, at least between health
and social care
Place-based leadership
Shared goals for improving health and tackling inequalities based on analysis of needs
Effective engagement of their communities and their assets through the third sector organisations
Paying for outcomes that require collaboration between different agencies in order to incentivise joint
working

This population-based approach across health and social care to implement a population focussed
programme is based on pinpoint, predict and prevent and is implemented locally by Warrington
Together. This approach is mirrored across public sector agencies in Housing (New Start to tackle
homelessness); Complex families in crisis (Complex dependency programme) and Criminal Justice (SIM
- Serenity Integrated Mentoring) which calls upon agencies to avoid duplication to tackle mental
health problems in offenders. Often these differential programmes are targeting the same
populations, and the adoption of a population-based approach through Warrington Together enables
connections to be made, synergies found, and savings made. The same family bouncing around the
criminal justice system are often those who bagatelle around the health system.
New and evolving partnership arrangements are being established between health and care provider
organisations in Warrington which support this direction of travel and a population health approach.
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The creation of the Primary Care Networks, which bring together GP Practices and other professionals
to work together collaboratively for their population, supports a population health approach.
In addition to the Networks, our two main NHS providers in Warrington (Warrington and Halton
Hospitals NHS Foundation Trust and Bridgewater Community Healthcare NHS Foundation Trust) are
working closely together to integrate clinical services and back office support. A number of joint board
appointments have been made to support this collaboration and make care seamless for patients.

5.1.1 Warrington Together ‘Place Based’ Transformation Programme
The Warrington Together Partnership has an established programme of work to transform and
integrate health and care services in the borough. The work programme is iteratively testing and
rolling out new ways of working. Progress to date on this work programme is presented in section
7.5.1.
The governance arrangements for the Warrington Together Partnership is evolving and has recently
been refreshed. This is in recognition of the need to increase the pace of change but also to streamline
and strengthen the governance and oversight, with better reflection of Provider and Commissioner
roles.
A new Provider Alliance has been established, made up of the ‘main’ NHS and wider care providers
including the third sector, working in Warrington. The Provider Alliance now includes representation
from the newly formed Primary Care Networks. The Provider Alliance is currently chaired by the Chief
Executive Officer of North West Boroughs Healthcare NHS Trust and has representation from local
elected members.
Providers will benefit from the new Provider Alliance and a collaborative working approach working
towards the development of an Integrated Care System. Patients will benefit by reducing the
number of times that they have to tell their story, reducing the number of assessments completed,
having a single professional to deal with and benefiting from interventions which will not always be
medicalised.
We will build on the integrated Care Teams, currently piloted in Orford. These teams include
community health, primary care, social care, mental health and voluntary sector workers. This pilot
is being evaluated. The findings of the evaluation will be incorporated into future developments.
Interventions from wider agencies such as housing and specialist mental health will be factored in at
roll out. The success of this collaboration will feed into the formal discussions underway to develop a
joint delivery vehicle across hospital and community services (WHHFT and Bridgewater) with an eye
to include mental health, social and preventative care as part of its journey.
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Figure 5: Governance - Warrington Together Partnership

21
77

Figure 6: Warrington Together Programme

5.1.2 Joined up commissioning
5.1.2.1

Local Joint Commissioning Arrangements

To support the integration of services, health and care commissioners (planners and purchasers of
care) including Public Health have produced a Commissioning Prospectus which sets out the joint
commissioning commitments to deliver integrated health and social care services (Appendix 5). The
Prospectus supports the ambition held by Warrington Health and Wellbeing Board, towards the
establishment of a single set of commissioning intentions for the population of Warrington, and a
move towards commissioners acting as one body.
Commissioners have specified in the Prospectus, priorities in relation to the population cohort from
which the greatest dividend is to be yielded from change, the design principles, the budget and the
outcomes expected for integrated care. It also specifies that the work programme and
implementation is phased, based on specified population cohorts. Year one will focus on those with
Frailty and Children & Young People with Special Educational Needs and Disability (SEND). In year 2,
those with enduring mental health problems, learning disabilities and child and adolescent mental
health needs before expanding to cover the whole population in year three.
Oversight for this work is by the Integrated Commissioning & Transformation Board (ICTB), which is
the joint commissioning committee responsible for commissioning decisions for integrated care in
Warrington. Again, this committee is subject to democratic accountability as elected members are
involved.
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Figure 7: Phased Implementation for Integrated Care
INTEGRATED CARE PRIORITIES - COMMISSIONING INTENTIONS

Apr-19 Apr-20 Apr-21 Apr-22 Apr-23 Apr-23

Frailty Change Programme

Year Two 2020/21

C&YP with Special Educational Needs and Disability (SEND)

Adult with Enduring Mental Health Probelms and Dual Diagnosis

Learning Disabilities

Year Three
2021/22

Children with CAMHs Need

5.1.2.2

All Adults

All Children

Better Care Fund and pooled funding arrangements

Increased integration of services across care pathways and providers with the adoption of a more
asset-based approach will improve health and care outcomes and deliver both clinically and financially
sustainable services.
The delivery model will be predicated on exploring options to change funding and contracting models.
Potential new funding models, such as a dedicated budget based on a given population’s needs, are
being considered, to release the resources across the care pathway and allow providers to maximise
efficiencies in the delivery of services. A new contracting model will also be required supported by
strong risk sharing arrangements between the commissioners and providers, whilst also incentivising
integrated care to improve outcomes. We are determined to make the most of the Warrington £.
Commissioners have identified three NHS budgets (Acute care, Mental health, Community healthcare)
in scope for the new approach in addition to Warrington Borough Council respective budgets
amounting to approximately:
Frailty:

SEND:

Aged 65+

£115.5m

Aged 85+

£38.3m
£13.1m

These budgets are spent in the NHS, social, private and voluntary sector organisations within and
outside Warrington. In the case of social care, resources are spent through hundreds of separate
organisations by different forms of framework or spot contracts. Taking a new approach will present
the chance to reduce cost growth whilst improving outcomes by integration of service delivery and
adoption of a more comprehensive asset-based approach.
We are determined to review all resources and use pooling as a strategy to reduce the bureaucratic
burden and duplication on providers and we will target all our energy to improve outcomes for
Warrington residents.
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5.1.3 Population health and best use of strategic intelligence
The systematic use of data and intelligence is a core requirement to successfully plan and provide
health and care services for a population. This will require data pooling across health and care
organisations for strategic planning purposes and for systematic risk profiling of the population to
support direct patient care.
The Health and Wellbeing Strategy identifies our commitment to invest in the right intelligence to
understand our local population to enable us to implement a population health approach.
We will:
• Use technology to support population health management. New ways of assessing health
risks, early diagnosis and providing preventative care are being created by new digital
technology and information analysis. We want to make those benefits available to people in
our communities. This is the identification of people at risk of illness and those who would
benefit from early intervention to help reduce illness and premature death.
• Access to risk stratified data is available across Warrington practices via the Aristotle system,
supplied by Midlands & Lancashire Commissioning Support Unit. This is being used for the
Integrated Community Team proactive MDTs.
• Use Continuing Health Care data to benchmark and risk profile, on-going National CHC
Strategic Improvement Programme & its priorities of digital, finance, workforce, education.
• Continue to work with local authority Public Health to utilise available information through
the JSNA and other strategic intelligence to understand where there are inequalities in health
outcomes for the local population. This information will inform how we align investment and
jointly commissions services to address identified gaps in provision or inequalities in
outcomes.
• Utilise artificial intelligence and devices to enable the greatest percentage of resources to be
targeted at patient care

6 Shaping our plans with the people of Warrington
In Spring 2019, Healthwatch organisations across England engaged with the public about the national
NHS Long Term Plan guidance, in a campaign called ‘What would you do?’. The findings from the
survey in Warrington are available in Appendix 6 and are summarised below:
• Access to help and services when needed is important. People want:
o Access to convenient travel to services
o More local services
o Easy online access to written information
o Quicker referrals to other professionals
o Those at work want more appointments at convenient times, for example out of hours
o Longer appointments for people with learning disabilities.
• People want to use technology to access services in the NHS, to book appointments, see their
records, find information and get test results
• People want to keep their independence and stay in their own home as long as possible
• Joint decision making is important with the health and care professional.
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We will:
• Use this information to inform the implementation of our plans
• Continue to engage and consult with our public and patients to shape our local plans. We will
do this using a variety of methods and existing forums including our existing patient forums
such as the Patient Participation Groups

There is a recognition that we need to further develop our capabilities in terms of the voice
of the Warrington people, particularly those who are often unheard.
Initial feedback from the public has indicated the need to engage on digital technology and
how we can work differently to ensure that any changes are implemented based on local
need. Plans are being developed with local Third Sector organisations to use their already
established computer courses to introduce the idea of patient online, health apps, video and
online consultations.
Specific engagement already planned on some of the LTP priorities include Mental Health
Support Teams within schools. Engagement is being planned in partnership with North West
Boroughs, Warrington Borough Council, primary and secondary schools to ensure the support
teams are effective as possible, meet the needs of the schools and pupils and build on already
established initiatives in schools i.e. the school’s mental health charter.
We will utilise existing residents’ forums such as Central 6 and tenants associations to
maximise the volume of the people’s voice.
Working with our local PPGs and our well-established PPG Together (a Warrington wide PPG
network) we will ensure they are involved in the development our five primary care networks
and we aim to develop PPG Networks aligned with the Networks to ensure patients are at the
heart of any service developments.
•

Adopt the Coalition for Collaborative Care approach utilising an Experience Based Design and
Codesign in designing and transforming our services. Co-production is part of a range of
approaches that includes citizen involvement, participation, engagement and consultation. It
is a cornerstone of self-care, of person-centred care and of health-coaching approaches. We
have good examples of co-production for service redesign e.g. Co-Production Charter for
Special Educational Need and Disability.
We have also used this approach to transform children and young people’s emotional health
and wellbeing services and have adopted a localised THRIVE model based on this method. We
are currently using a co-design approach for two other LTP priorities: End of Life services and
children and young people’s neurodevelopment pathway. For both of these areas of work
in-depth experience-based design has taken place with one to one interviews, focus groups,
a wide range of other engagement methods and co-design events

•

Provide regular feedback to the people of Warrington to show how their views are shaping
future services
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We will do this in a wide variety of ways using our existing methods of the CCG Health Forum,
PPG Together, public quarterly Get Engaged events, monthly public newsletter and using our
partner’s methods i.e. People Panel and our providers membership schemes.
•

Work closely with colleagues in Cheshire & Merseyside Health and Care Partnership on their
engagement plans relating to the NHS Long Term Plan and new care models.

7 Our priorities
7.1 Focus on prevention
An underpinning priority of the Warrington Health and Wellbeing Strategy is to ensure all partners
have a common understanding of the prevention agenda and a commitment to their role within it.
Working collaboratively with a common aim and ‘Making Every Contact Count’ will help to deliver
systematic, sustainable change. It will also enable and empower our citizens.
A local Framework for Prevention has been established by the Directors of Public Health working with
NHS Warrington CCG to support the delivery of the prevention challenge.
The Warrington Together Prevention Framework (Appendix 7) underpins the Warrington Health and
Wellbeing Strategy, has been informed by the Cheshire and Merseyside Population Health Framework
produced by the C&M Health & Care Partnership Prevention Board, Public Health England (PHE),
Warrington Borough Council, NHS Warrington CCG, NHS providers, the voluntary sector and third
sector. The Framework seeks to support the delivery of the prevention challenge. It is clear that
voluntary, community and faith organisations in Warrington are central in meeting this challenge.
Traditionally efficiencies have been delivered through improved delivery of care, but meeting the
current goals of saving lives, reducing morbidity, improving quality, being more cost effective and
reducing inequalities requires a new solution and a focus on stemming demand through delaying or
preventing the onset of need. We will do this through our population health approach.
The practical guidelines and approach of the Cheshire and Merseyside Population Health Framework
have been utilised in the development of both the Warrington Health and Wellbeing Strategy and the
Warrington Prevention Framework, shaping collaborative working on population health with:
• Local system leaders.
• Local communities.
• General Practices or Primary Care Hubs.
• Local tertiary and acute providers.
This approach promotes the integration of health, mental health and social care services, the
development of multidisciplinary and multisector teams working together to improve population
health. This includes individual care management, the mobilisation of community assets, committing
to integrated care models, and making every contact count across sectors, as well as population level
interventions like access to employment and workplace health and education (see Appendix 7).
Commissioners will support this through an emphasis on maximising local social value in
commissioning, procurement and contracting.
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7.1.1 Screening programmes / Immunisations and vaccinations
Health and Care systems are required to meet a series of requirements relating to cancer screening
expectations, child and adolescent vaccinations and immunisations in addition to the flu and other
related immunisation programmes.
To support the delivery of these requirements we will;
Cancer:
• As set out in the Operational Plan for 2019-20, ensure there is capacity to deliver:
o the additional colposcopies & cancer treatment in readiness for Human Papilloma
Virus primary screening;
o treatment of additional bowel cancer cases likely to follow the switch to the latest
national screening protocol.
o Warrington and Halton NHS Foundation Trust First Wave Rapid Diagnostic Centre,
which will be operational from January 2020.
•

Continue to work with the Cheshire & Mersey Health & Care Partnership to support GP
practices to sustain and improve cancer screening uptake. A particular focus is on cervical
cancer where uptake is dropping nationally, regionally and locally, and there are significant
inequalities, and in preparation for HPV as a primary screen in cervical screening.

Vaccinations & Immunisations:
• Continue to work with the NHS England / Public Health England Screening and Immunisation
team to sustain and improve uptake and coverage of the routine childhood vaccination to
achieve WHO targets. This will be to undertake an annual cycle of GP practice visits. These
aim to:
o Improve uptake and coverage across screening and immunisation programmes
o Reduce and manage unwarranted variation between GP practices
o Identify best practice and share this across all practices.
• Seek to meet the Cheshire & Merseyside Health & Care Partnership aspiration to deliver a
100% for childhood vaccination and immunisations programmes
• Ensure there are clear arrangements in place to support oversight of the flu programme
between October and March every year
• Work closely with schools and children’s’ centres

7.1.2 Promote wellbeing and prevent ill-health
To address lifestyle factors and promote wellbeing we will:
• Work closely with Warrington Borough Council Public Health to encourage and promote
awareness among public sector staff about the long-term impact of lifestyles choices,
specifically food choices, inactivity, obesity, alcohol and smoking. A primary prevention
priority is to upskill a high number of staff to promote productive behaviour change
interactions with patients.
• Promote and drive appropriate referrals to Warrington Wellbeing to ensure individuals’
holistic health and wellbeing needs are considered and the opportunity for meaningful social
prescribing is maximised
Smoking:
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• ensure that all people admitted to hospital who smoke, including expectant mothers and their
partners, will be offered NHS-funded tobacco treatment services. Our local Stop Smoking
Service has worked closely with Warrington and Halton Hospitals Foundation Trust (WHHFT)
staff to ensure all patients are offered the opportunity to quit smoking, concentrating efforts
and targeting those from most deprived areas of the borough. The maternity service has a
part-time Stop Smoking Midwife who, with the Stop Smoking Service, ensure all pregnant
women are Carbon Monoxide tested at booking-in appointment with support to quit.
• support the re-establishment of the Warrington Tobacco Alliance. The Health and Wellbeing
Board has supported proposals to re-establish a Tobacco Control Alliance. By Mar 20, the
Alliance will develop a comprehensive Tobacco Control Plan aimed at addressing the
inequalities that remain in relation to smoking prevalence and tobacco-related harm.
• ensure a robust approach to achieving a Smokefree NHS (including the hospital estate) this to
include both a positive environment and integrated support for people to quit and actively
encourage the development of tobacco control champions from partner organisations. work
is underway between local Public Health team and senior management at WHHFT to develop
an implementation plan for establishing the hospital site as smoke-free for patients, visitors
and staff.
• support and help drive the implementation of the CURE programme of smoking cessation
support in NHS trusts as part of a Prevention Pledge and maximise the Risky behaviours
Commission for Quality and Innovation (CQUIN)
Obesity:
• ensure appropriate referrals into the current Tier 2 community-based weight management
service, supporting the monitoring of referrals from primary care following the NHS Health
check and annual reviews
• support the identification of these cohorts on GP registers as part of an audit of long-term
condition management.
• Continued support to the CQUIN on healthy NHS premises with all providers and help to drive
forward commitment and action through the Making Every Contact Count programme of work
across providers.
Other:
• work with partners to support people who present with drug addictions, whether that be from
the illegal market, prescribed pain management dependency or people addicted to drugs
bought from a pharmacy or shop. We need to also ensure that appropriate measures are in
place to promote the responsible supply and availability of alcohol.

7.2 Reduce health inequalities and unwarranted variation
7.2.1 Both mental health and physical health are promoted and valued
A distinction is often made between ‘mind’ and ‘body’, but mental health and physical health should
be considered equally and together. Poor physical health can lead to an increased risk of developing
mental health problems, including anxiety and depression. Similarly, poor mental health can
negatively impact on physical health, leading to an increased risk of long-term conditions.
Promoting positive mental health and wellbeing starts with addressing some of the wider
determinants of health. This can include addressing poverty and debt, ensuring there are
opportunities to learn and connect with others, and providing access to employment, decent homes,
culture and leisure facilities. We will ensure a parity of esteem for mental and physical health.
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7.2.1.1

Mental Health Investment

NHS Warrington CCG has committed to the allocation growth for each of the next five
years. Investment will ensure delivery of local and national priorities including:
Children and Young People
i.
Enhancing access to the children and young people aged 0-25 to access support via mental
health services and school based Mental Health Support Teams;
ii.
Increasing investment in Eating Disorder services to ensure that effective and prompt
access to service interventions is available for all 0-25-year olds that require it; and
iii.
Developing age-appropriate crisis services to improve the experience of children and
young people and reduce pressures on accident and emergency (A&E) departments,
paediatric wards and ambulance services.
Adults
iv.
Enhancing access to the Improving Access to Psychological Therapies (IAPT) services,
supporting the needs of adults and older adults with common mental health problems,
with a focus on those with long-term conditions;
v.
Improved physical health care, employment support, and support for self-harm and
coexisting substance use;
vi.
Expanding specialist perinatal mental health services to enhance access to women to the
care they need from preconception to two years after the birth of their baby; and
vii.
Providing better, and more options around, crisis services alongside improved community
care for people with serious mental illness.
7.2.1.2

Warrington Mental Health Commitments

The Warrington Mental Health Strategy 2019-2021 has recently been finalised (Appendix 8). The
Strategy sets out the place-based intentions to improve Mental Health in adults.
7.2.1.3

Suicide Prevention

The Five-Year Forward View for Mental Health set the ambition that the number of people taking their
own lives will be reduced by 10% by 2020/21 nationally compared to 2016/17 levels.
Locally Warrington is committed to work to zero suicide in line with the Cheshire & Merseyside Suicide
Prevention Board Strategy by working more closely with our communities and voluntary sector.
7.2.1.4 Promotion and Prevention
We will;
• Continue to promote and participate in awareness raising of mental health e.g. Time to Change
campaign 'In Your Corner', ‘Time to Talk’, ‘Offload’ a men’s mental health programme
developed in collaboration with Warrington Wolves
• To target ‘at risk’ groups with real time surveillance data to enable responsive wrap around
support.
• Provide access to information and support e.g. 'Happy? OK? Sad?' website.
• Build mental health skills across health and social care through delivery of 'Connect 5' Training
developed by Public health England (PHE) and Health Education England (HEE).
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• Promote the use of Warrington Wellbeing service to provide support
• Participation in awareness raising e.g. World Suicide Prevention Day and World Mental Health
Day
• Commissioning of and monitoring of appropriate services to support those bereaved by suicide
• Development and monitoring of the use of 'Stay Alive' app (live Feb 19)
• Build on the assets of our communities, our schools and sports clubs.
7.2.1.5

Perinatal mental health

To meet the national requirements for perinatal mental health;
• North West Boroughs, in collaboration with Merseycare and Cheshire & Wirral Partnership
will continue to deliver the Cheshire & Mersey Specialist Perinatal Community Mental Health
Service.
• In line with the Long-Term Plan commitments, we will extend access to Specialist Perinatal
Mental Community Health Service up to 24 months after birth (currently 12 months). Partners
of women accessing the service will also be able to access assessment of their mental health
• We will continue to develop the Warrington Perinatal mental health pathway to meet the
needs of new or expecting mothers with less acute presentations
• We will continue to develop the perinatal offer from Improving Access to Psychological
Therapies (IAPT) service
7.2.1.6
•
•
•
7.2.1.7
•

•

7.2.1.8

Individual Placement Support
Implement Wave 2 Individual Placement Support within the Early Intervention in Psychosis
and Recovery Services.
In line with the long-term plan commitments we will increase access for people with Severe
Mental Illness to access Individual Placement and Support services by 2023/24
Monitor the utilisation of employment support in other North West Boroughs teams.
Employment Advisors in Increasing Access to Psychological Therapies (IAPT) Services
The Warrington IAPT service has been selected as a Wave 2 site for the Employment Advisors
Project run jointly between the Department for Work and Pensions and the Department of
Health and Social Care.
We will participate in follow-up evaluations, rolling out recommendations and best practice
from participation.
Supported Housing

•

Link to Housing Strategy Priority 2 outlining the importance on health and housing for those
aged over 65 and living with dementia Housing and wider social determinants
We are fortunate to have 3 major Housing Associations based in Warrington – Torus, Your; and
Warrington Housing. By closer working between associations and across housing and health, there is
a great deal that could be progressed in improving the outcomes for our Warrington residents
7.2.1.9

Integrated Physical and mental Health Services
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•
•
•
•

We will continue to expand the Increasing Access to Psychological Therapies (IAPT) offer for
people with long-term physical health conditions and medically unexplained symptoms (MUS)
to be seen within their local Primary Care Network
Working as part of the Warrington Together Provider Alliance to ensure that emerging new
models of care are fully integrated and provide access to appropriate mental health resource
Continue to monitor Physical Health interventions through the Commissioning for Quality and
Innovation (CQUIN) with North West Boroughs, this covers physical health care in in-patient
settings, community settings and in Early Intervention in Psychosis Teams.
Mobilise the appointment of additional mental health practitioners who will ensure that
people with Severe and Enduring Mental Illness receive physical health checks to improve
their physical health outcomes

7.2.1.10 Personality disorders
•
•
•

To monitor, evaluate and iterate as required the Personality Disorder (PD) pathway
implemented in 2017 by North West Boroughs Healthcare Trust.
Development of inpatient psychological input to facilitate treatment in inpatient settings.
Step 4 Provision to be delivered through Talking Matters Warrington.

7.2.1.11 Crisis Care
•

Develop service provision to help people manage their mental health and avoid reaching /
relapsing into crisis, including; Park House, our 24/7 3 -bedded crisis offer, Peer Support, and
development of new Mental Health crisis support via NHS 111 / 2.
• Foster effective communication and sharing of information between professions e.g. NWAS,
Cheshire Police and Health and Social Care Services.
Crisis Resolution Home Treatment
• Implementation of the Cheshire & Mersey Crisis model including 24/7 Crisis Resolution and
Home Treatment (CRHT) by March 2020, High Fidelity staffing of CRHT and access via NHS 111
by March 2021
Psychiatric Liaison
• Continue to monitor the psychiatric liaison service and ensure in meets the needs of the
presenting population
• Implement a solution for Core 24 to meet the national expectations of at least 70% coverage
by 2023/24
• Integrate alcohol worker into team for co-morbid presentations.
• Agree the model for our psychiatric liaison service which meets the needs of the local
population (the exact model is under discussion with NWB, WHHFT &NHSE)

7.2.2 Ensure that all people with a learning disability, autism, or both can live happier,
healthier, longer lives
We will continue to work with partners to ensure ambitions set out in ‘Building the Right Support 2015’ & within the NHS Operational Planning & Contract Guidance 2019/20 are met and sustained,
ensuring more people are supported to live in the community. This will include:
Community Services
• Reduction in reliance on inpatient care for people with a learning disability and/or autism
(CCG-funded) to 18.5 inpatients per million adult population by March 2020.
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•

Reduction in reliance on inpatient care for people with a learning disability and/or autism
(NHS-England funded) to 18.5 inpatients per million adult population by March 2020.
• We will ensure community services provide the right care at the right time, in the right
environment in order to increase people's ability to remain in the community.
Physical Health
• At least 75% of people on the learning disability register should have had an annual health
check in order to improve physical health wellbeing. Currently we are exceeding this
national target, however our ambition is to achieve 100%.
• We will continue to work to increase uptake of annual health checks
Learning Disability Mortality Reviews (LeDeR)
• CCGs are a member of a Learning from Deaths report (LeDeR) steering group and have a
named person with lead responsibility.
• There is a robust CCG plan in place to ensure that LeDeR reviews are undertaken within 6
months of the notification of death to the local area.
• CCGs have systems in place to analyse and address the themes and recommendations from
completed LeDeR reviews.
• An annual report is submitted to the appropriate board/committee for all statutory
partners, demonstrating action taken and outcomes from LeDeR reviews.

7.2.3 Target at risk populations and reduce unwarranted variation
We need a continued focus on addressing lifestyle related risk-factors such as smoking, harmful
drinking and obesity if the gains that have been made, in key areas of health improvement are not lost
amidst other priorities. A significant proportion of chronic conditions such as cancer, heart disease
and stroke could be prevented with healthier lifestyles. It is really important for individuals to
recognise that making even small lifestyle changes can have a huge impact. All our frontline services
can help with that message.
Maternity: The numbers of women in Warrington who breastfeed and the length of time that they
breastfeed for are both lower than the national average, and significant variation is linked to socioeconomic deprivation. Although smoking in pregnancy rates for Warrington overall are lower than the
average for England, the figures are much higher in some areas of the borough.
Alcohol: Warrington has unwarranted variation in care and outcomes, National data estimates the
percentage of adults drinking to unsafe levels in Warrington is in-keeping with the average for
England. However, the proportion binge drinking is significantly higher than England.
Smoking: The number of smokers is significantly lower than the national average but remains high in
more deprived areas and in certain population groups.
Cardiovascular Disease and Stroke: Warrington has a higher rate of spend for coronary heart disease
(CHD) than similar areas. The rate of deaths from cardiovascular disease (CVD) for people aged 65+ in
Warrington are significantly higher than England. High blood pressure can affect 1 in 4 adults, but
many are unaware of this ‘silent’ condition which could be undiagnosed in around 1 in 10 people in
Warrington. There is significant variation between GP practices in the management of high blood
pressure.
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Respiratory disease: Deaths from respiratory disease are significantly high in Warrington compared
to England. The percentage of people aged 65+ in Warrington who get their flu vaccination each winter
is lower than the national target of 75% and has been falling slowly but consistently over recent years.
We will:
• Provide support to general practices to target at-risk population groups to improve uptake
and coverage of the flu vaccination, and have a named flu lead in place
• Undertake targeted work with those practices serving areas with the highest prevalence of
risk factors and greatest excess burden of disease to improve the detection and management
of clinical risk factors and specific conditions including hypertension, atrial fibrillation, prediabetes, COPD, heart disease etc. and improve screening uptake to reduce variation
Diabetes:
• Reduce variation in achievement of the diabetes treatment targets (HbA1c, blood pressure,
cholesterol for adults and HbA1c only for children) between GP practices in Warrington
through targeted work with practices
• Ensure mechanisms are in place to refer individuals identified with Non-Diabetic
Hyperglycaemia to the NHS National Diabetes Prevention Programme (NDPP) to support them
in reducing their risk of Type 2 diabetes. Wave 3 NDPP contact rolled out across Cheshire &
Merseyside commencing in Warrington from July 2019 and has been rolled out across all
practices.
Anticipatory Care:
• Work with Networks to build on the existing multi-disciplinary integrated community care
teams to roll out the MDT across the borough and to iteratively adapt to meet the
requirements set out in the Anticipatory Care specification.

Anticipatory Care
The NHS Long Term plan sets out the ambition to dissolve the historic divide between primary and
community medical services.
One of the seven national service specifications to be introduced through Primary Care Networks is the
Anticipatory Care requirements for high need patients typically experiencing several long-term conditions
jointly with community services.
The Anticipatory care requirements will introduce more proactive and intense care for patients assessed
as at high risk of unwarranted health outcomes. Patients identified as having the greatest risk and needs
will be offered targeted support for both their physical and mental health needs including dementia and
frailty. This will involve a structured programme of proactive care and support. This service can only be
delivered by a fully integrated primary and community health team.

Source - BMA Investment and evolution: A five-year framework for GP contract reform to implement the
NHS Long Term Plan Jan 2019
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7.2.4 Unwarranted variation in health care
Health Care Variation
It is well recognised that there are wide variations in healthcare, not just in the NHS but in healthcare systems
around the world.
Warranted variation in Health Care
Some of the variation observed is random and occurs by chance, this arises because each patient is different
and needs to be cared for as an individual with specific symptoms, characteristics, needs, personal
circumstances and values. Whilst some variation is a good thing and to be desired. Acceptable variation may
occur due to innovation in treatments or care. In such cases, the degree of variation across the country may
appear to be wide initially, as the intervention is taken up by early adopters, but it is likely to decrease as the
intervention becomes more widespread and is adopted throughout the health system.
Unwarranted variation in Health Care
Some types of variation can sometimes be unacceptable and harmful for patients, their families and carers,
and the health services that support them. Variation that has harmful consequences is known as “unwarranted
variation”.
NHS England has an established programme led by NHS Rightcare that is committed to addressing
unwarranted variation in health care.
Source: Prof Michael Cripps, National Director of NHS RightCare

Benchmarking data supplied by NHS Rightcare, identifies unwarranted variation in health care
utilisation and spend for health services in Warrington. When compared to similar populations, the
Warrington population has comparably high levels of emergency hospital activity (admissions and
related bed days) for the following areas:
i.

For those aged 65+ years (related to frailty):
a. Injuries due to falls
b. Flu and pneumonia
c. Syncope and collapse (simple fainting)
d. Dementia
e. Urinary tract infections
f. Polypharmacy. On average older people are discharged from hospital with an average
of 26 different medications

ii.

Alcohol related admissions to hospital and in particular liver disease for predominantly, but
not exclusively, to those under 65 years of age

iii.

Complex pain conditions for persistent pain occurring in the chest (not heart related) and
abdomen.

iv.

Coronary heart disease – Warrington is an outlier with poor outcomes and high emergency
demand. Initial review indicates variability in the detection and management of hypertension,
however clinical review of the data is underway to confirm the areas for change.
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These areas have been prioritised for transformational reform over the next 5 years.
Change in these clinical areas will deliver improved health outcomes for our population, make best
use of resources particularly workforce, through increased service integration and will reduce costs.
We will:
• Reduce unwarranted variation in health care by prioritising Frailty, Coronary Heart Disease,
Complex Pain and Alcohol as the clinical areas for transformational change over the course
of this plan. Warrington has significant variation for these conditions with poor clinical
outcomes and high demand. Redesign to introduce optimal integrated care pathways for
these areas will deliver long term sustainable services which improve outcome, maximising
efficiencies and reduce costs. Change programmes are at varying stages of implementation.
Frailty:
• Prioritise frailty with a whole system response to tackle the issues and establish joined up
services across health, social care, the wider service provision and the community to
incorporate prevention and proactive care and support. A number of improvements have
already commenced e.g. Warrington frailty hub and assessment unit at Warrington Hospital
trust but a more comprehensive plan and pathway spanning all sectors will be introduced.
This has been identified as the priority for Warrington Together.
• To prioritise flu immunisation programme to increase our flu vaccination rates and reduce
preventable hospitalisation
Alcohol:
• Continue at pace to establish a place-based alcohol change programme. Joint work led by
Warrington Borough Council and NHS Warrington CCG will be prioritised with local clinical
leads identified to champion the work.
• Work with Public Health colleagues and partners to consider the latest recommendation
around Alcohol Care Teams, including models of delivery, funding and methodology.
• Introduce a new service in July 2019 to support those people identified as repeatedly
attending Accident and Emergency departments (High Intensity Users). This will be a nonclinical service to case manage and support this group.
Complex Pain:
• Establish system wide transformational work programmes focussed on complex pain and
coronary heart disease and to introduce evidence based optimal care pathways for these
patient populations.
Cross Cutting:
• support and drive forward focussed work on the biggest drivers of the gap in life expectancy.
Locally these are circulatory diseases, respiratory diseases and cancer. Work will be targeted
to those areas and practices serving those areas with the most risk factors and greatest excess
burden of disease to improve the detection and management of clinical risk factors and
specific conditions. These include high blood pressure, atrial fibrillation, pre-diabetes, COPD,
heart disease. Work will also be done to improve screening uptake.
• support and help drive forward work and initiatives developed by Cheshire and Merseyside
Healthcare Partnership Prevention Board on cross-cutting themes i.e. smoking, obesity,
alcohol, screening and immunisation programmes and big killers such as cardiovascular
disease, cancer and respiratory diseases.
Maternity:
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•

Work with Public Health partners and providers to address inequalities in maternity focussing
on stopping smoking, improving breastfeeding uptake and other risk factors including alcohol
and drugs.

We have reviewed our governance arrangements to group priorities, remove duplication and ensure
system sustainability. for this to group priorities and remove duplication

7.3 Focus on wider determinants of health
7.3.1 A strong economy with local employment
Warrington benefits from a very strong economic position. Nationally we outperform many other
areas. We want to continue this growth and enable our residents in the most deprived communities
to benefit from the opportunities that this brings. Despite our strong economy, we still have high rates
of unemployment in some of our most deprived areas and amongst vulnerable groups.
There is significant economic growth and regeneration in the town, and we need to ensure that all
residents benefit from the associated employment opportunities. In regenerating our town, we should
always consider, and plan for, community health and wellbeing. Access to a fulfilling, fairly paid job
can and does play a significant role in the health and wellbeing of people of working age. There is an
opportunity to encourage and target career prospects across all the health and social care economy.
To reduce social inequalities, Warrington needs a strong local economy driving sustainable economic
growth for all people across the town. This includes creating more jobs and better jobs and supporting
the sectors that can provide inclusive opportunities for individuals otherwise excluded. It also means
tackling debt and addressing health-related worklessness and supporting employers to help staff with
poor mental or physical health to stay in work. We need to take a joint approach across the town to
creating opportunities for lifelong learning and developing the skills of individuals to meet the needs
of local employers.
Warrington Borough Council’s Local Plan Core Strategy sets out the ambitions for the borough
(Appendix 9).
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7.3.2 Air quality
The majority of Warrington has good air quality. However, Warrington Borough Council is committed
to reducing the exposure of people in Warrington to poor air quality in order to improve the health
and wellbeing of our residents.
The Council’s most current Air Quality Action Plan (AQAP) (Appendix 10) outlines the actions they will
take to improve air quality in Warrington between 2017 and 2022 detailed as follows;
• Priority 1: Reduce traffic volume and improve flows
• Priority 2: Reduce emissions from heavy goods vehicles and light goods vehicles
• Priority 3: Reduce emissions from bus and public transport including taxis
• Priority 4: Reduce exposure for those who are most vulnerable
• Priority 5: Ensure that future development is designed to reduce exposure and improve air
quality.
Health care services social value commitment will specifically support action to address air pollution
in a number of ways, including:
o Supporting and encouraging active travel plans in the NHS for staff, patients and visitors,
linking with Warrington Borough Council Active Travel team to seek advice and support
and maximise the use of public transport, cycling and walking options.
o Promoting the use of electric vehicles and provide electric charging points at NHS and
public and voluntary sector premises. Renew fleet and increase the proportion of electric
vehicles.
o Maximising the use of technology, where practical, to reduce the need to travel for faceto-face meetings.
o Setting minimum environmental standards for all businesses that operate from NHS
premises.
o Working with NHS Sustainable Development Unit to spread best practice in sustainable
development, including improving air quality, plastics and carbon reduction.

7.3.3 Housing and wider social determinants
Where we live, and the homes we live in, have a big impact on our health and wellbeing. People need
to have a place they can call home, and as Warrington grows, we must support the development of
healthy places and homes with the aim of ensuring that health inequalities are considered and
addressed when planning, developing and improving the built environment.
As the borough grows and care settings change, facilities must enable the best care to be provided in
the right place. Health and social care organisations need to ensure that there are enough facilities
and that they are fit for purpose for those who use them and work in them.
Warrington Borough Council has an established Housing Strategy 2018-2028 (Appendix 11) which sets
out the priorities for housing in the borough.
We will:
• Deliver the priorities set out in the Warrington Housing Strategy 2018 – 2028
o Priority 1 – To provide new sustainable homes in places where people want to live
37
93

•

o Priority 2 – To help people live at home, improve their independence, health and quality
of life
o Priority 3 – To provide housing advice, information and a preventative service
Encourage and promote awareness in primary care and other commissioned providers to
ensure that frontline staff can recognise, and refer appropriately, when patients or clients
need support with financial, social or welfare issues.

7.4 Promote and empower our communities
7.4.1 Resilient and strong communities
The relationships and resources in communities are the foundations for good health. Warrington has
a thriving third sector and established neighbourhood networks. We want to nurture what works well
and help the areas that would benefit from further improvement in a way that maintains our unique
and proud neighbourhood identities.
There are vulnerable groups and areas of the town which experience worse health. The biggest
influencing factor in this is poverty, with some groups and communities more likely than others to
suffer the effects of poverty. This includes people with disabilities, people who are out of work or in
low-paid or insecure jobs, people in extreme poverty, such as those who are homeless, being
particularly vulnerable to poor health outcomes. In the central area of our borough, we have
communities experiencing higher levels of deprivation.
It is therefore important that we give more focus to these areas whilst not forgetting those people
vulnerable to poor health and social exclusion in our outer wards. People’s health outcomes can also
depend on specific characteristics such as ethnicity.

Central Area Neighbourhood Renewal Masterplan (CANR)
This is our ambitious project to create a long- term
development plan for the central area of Warrington and
achieve our long-term ambition for sustainable change in the
most disadvantaged areas of our borough. We will work
closely with, and within, the communities of central, to shape
the future of the area in terms of both physical and social
regeneration.

7.4.2 Promote self-care and personalised care
We must see a change in the way care is provided, ensuring that our population experience high
quality, person-centred services that are timely and effective to enable them to take greater control
over their own health and wellbeing. We need to ensure that the community infrastructure is
optimised to support self-care and promote resilience.
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Long-term conditions are a major cause of death and disability in Warrington, and account for most
of our health and care spending. Cases of cancer, diabetes, respiratory disease, dementia and
cardiovascular disease will continue to increase as the population of Warrington grows and ages.
There will be a rise in the number of people living with at least two health conditions, and this is most
common in our more deprived areas.
We need to ensure that lifestyle interventions are considered and promoted for people diagnosed
with long-term conditions. We know that lifestyle changes such as quitting smoking, drinking sensibly
or exercising more can significantly improve outcomes in a number of long-term conditions. Our
ambition is to enable as many people as possible to benefit from these opportunities whilst securing
basic support be it housing, health or care.
People need the right information and resources in order to better manage their own health and
access services appropriately. We need to make sure that there is accessible, coordinated information
available to make it easier for people to understand what they can do for themselves along with what,
where, when and how they can access further support.
We will:
• Work closely with Warrington Borough Council Public Health, Primary Care Networks, third
sector and other partners to maximise the social prescribing offer and ensure that the new
social prescribing link workers are established as part of primary care network and integrated
with the existing local social prescribing offer (Warrington Wellbeing) to support delivery of
the Network Contract Direct Enhanced Service (DES) from 2020.
• Be mindful of supporting the capacity of the community and third sector in order to ensure
that there is enough availability of appropriate social prescribing interventions. Maximising
and mainstreaming the social prescribing offer will help ensure that there is capacity to
support individuals to access the right service, at the right time. This will be done in
accordance with their individual needs and that services work in partnership to achieve the
best outcomes.
• Support Primary Care Networks to fully implement the NHS Comprehensive Model for
Personalised Care (new contract specification) starting in April 2020 and to be fully
implemented by 2023/24. Working on the 6 component elements of;
o Shared decision making
o Enabling choice
o Personalised care and support planning
o Social prescribing and community-based support
o Support self-management
o Personal health budgets and integrated personal budgets
• Continue to promote and utilise My Life Warrington, an online directory of the approximately
1,600 community and voluntary groups based in Warrington. This to be promoted with all
providers across Warrington and with the public.
• Promote social prescribing and re-direct investment from clinical into preventative and
community focussed interventions
Promote social value in all our procurement and commissioning decisions.
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7.4.3 Enhance and promote social value
What is Social Value?
•
•
•
•

The good that we can achieve within our communities, related to environmental, economic and
social factors;
Our approach to building capabilities, strengths and assets and enabling people to live a ‘valued and
dignified life’;
An enabler for the growth of ‘Social Innovation’ and helps to reduce avoidable inequalities – linked
to the Marmot Principles;
A requirement of the public sector as ‘Anchor Organisations’ to use their purchasing power to build
capabilities, strengths and assets within our communities, ensuring that C&M is a great ‘Place’ to live
and work - Corporate Social Responsibility is the response from Suppliers, Business and Industry.

Taken from Cheshire & Merseyside Health & Care Partnership; Social Value Charter 2019

We will:
• engage with our population, service users and patients –to co-produce to redesign and
transform our services on a constant and inclusive basis.
• Continue to promote and support the role of volunteers within the NHS across sectors.
• Provide support to the wider voluntary sector through the shared principles of the Local
Compact. Our Local Compact for promoting a culture of mutual understanding, trust and
empowerment between the sectors in Warrington is very important in helping us engage with
our patients and members of the public to ensure local people have their say on the services
in the borough.
• Ensure social value is inherent in procurement decisions and contracts with our providers and
supply chain.

7.5 Boost ‘out of hospital care’
Population-based, integrated models of care will be developed which meet the needs of local
communities and provide services closer to home. Effective integrated working will help to reduce
crisis care and reduce pressure on emergency services.

7.5.1 Progress so far, to integrate services in Warrington
The Warrington Together transformation programme has made good progress in introducing new
models of care within Warrington, with an aim to reduce reliance on acute hospital care and better
integrate health and care services.
The new services introduced through the Warrington Together collaboration to date are;
•

Integrated Community Teams - Multi-disciplinary Proactive Care Planning: Multi-disciplinary
team (MDT) meetings involving GPs, district nurses, community matrons, mental health
professionals, social workers and Warrington Wellbeing workers commenced in December
2018 in the Central Warrington neighbourhood.
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The MDT proactively review patients identified with frailty and / or high risk of need. Review
is undertaken with the patients consent, a case manager allocated, and a personalised care
plan put in place. The aim is to slow disease progression and reduce the need for unscheduled
acute admissions, achieved by supporting patients to understand and manage their own
condition and to case manage patients with long-term conditions in the community.
•

Co-Location of community integrated Teams: In June 2019 Community Nursing and Social
care staff co-located in Orford Jubilee. The aim is to enhance joint working and improve the
experience and care provided for residents by services working closely together.
Community Integrated Teams

Dianne Rudd Community Matron
(pictured) said: “Co-location and the
start of integrated working have already
given me an increased positive outlook
on future care delivery and the
opportunities we have working together
to provide a truly holistic view of
management.”
Jemma Joynson - Nursing Associate
‘The Integrated Community Team has
allowed me to work how I was trained
to deliver to care to patients’

The following are quotes from members of Warrington’s Integrated community teams:

“With my new role as a Community Matron, I can follow a patient’s journey after leaving hospital. I
have the resources to conduct a full assessment with the patient to identify their complex needs. I
can work well with social services, the falls team, the bladder and bowel service or any other referral
to any other service that we need, to ensure the patient is properly looked after.

“With the emergence of ICTs, my approach to my role has improved because we sit beside each other
which makes communication much faster and easier. Some patients that we look after are known to
social services but not the community or district nurses. So, being co-located means, we can ask us if
the patient is known to other services, which helps to determine if the patient might need some
nursing support when they come out of hospital.”
“Before ICT’s were formed, problems would take much longer to get resolved, particularly if a patient
needed additional support from different healthcare professionals. However, our relationships have
now changed for the better.
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“We’re actively engaged with our health and social care colleagues, dealing with them face to face
and getting to know each other. This makes it easier to find and discuss patient information and
improve our working relationships, as we’re all colleagues with one common goal.
“Becoming an ICT has been a learning curve for everybody involved. By working with people directly,
you learn a lot from their approach and methods, which are often very different from your own.
We’re continually expanding our knowledge, helping to create a comprehensive plan for healthcare
across the town.”
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Meet Jemma… One of the first nursing associates for Warrington Together
Everyone wants a health and social care system to be proud of, one that’s fit for the future and built
to last. Here in Warrington, organisations are working in partnership to deliver just that.
The agencies have come together to create an Integrated Care System (ICS) as part of Warrington
Together.
Talking about her new position as part of an integrated care system, Jemma said:
“I’ve been a Nursing Associate since Spring 2019 – and I think having a varied background has helped
me, as the role is very broad with a lot of variety.
“In previous roles, services haven’t been integrated, so it’s a big change, but it suits me because I was
taught to work collaboratively and look at what assets the team has. "Coming to work as part of the
ICS, where it’s more integrated makes more sense – I feel that I can work how I was taught. The
integrated approach ultimately gives me more time to be a practitioner. “Now that we’re based in
the same building as social workers, we can speak to them directly or ask for advice, getting
feedback straight away, so patients don’t experience any delay in the delivery of service.”
“Patients also benefit as they only have to explain themselves once as the whole ICS has an overview
of what’s going on. If I was a patient, I would prefer it this way, as everyone’s on the same page and
everyone knows what’s going on.”
•

Our aspirations focus on having one pooled place-based budget funding delivery of true
integrated care over and above health and social care co-location- phase 1 as explained
above. We will develop truly integrated teams made up of or utilising teams from the wider
public and voluntary sectors working in partnership to address patients’ needs and deliver
our population health approach.

•

Warrington Frailty – An element of our focus on frailty has been the hospital-based frailty
hub. The service was implemented in October 2018 following a test of change, to provide
enhanced care for frail older people in Warrington. The service provides timely assessment
and diagnostics for those attending hospital with frailty, reducing the time spent in hospital
and timely return home. The hub includes 3 elements i) frailty assessment unit (FAU) at
Warrington and Halton Hospitals Foundation Trust with access to a comprehensive geriatric
assessment (CGA), diagnostics and pharmacy, ii) community rapid intervention service and iii)
step up/down intermediate care beds. The service includes a multi-disciplinary team (MDT)
with multi-agency governance and oversight and incorporates a skill mix of professions. GPs
support assessment, care plans and interventions.

We will:
• continue to rollout the multi-disciplinary team meetings and proactive case review across the
borough in a staged approach. This service will be adapted as required to meet the
Anticipatory Care Directed Enhanced Service (DES).
• Roll out integrated teams across Warrington from the 1st October 2019. The Provider Alliance
is exploring the options of 4 potential hubs within which to co-locate core teams. These are
proposed as being Orford Jubilee, Great Sankey, Irwell Road and Spencer House.
• Frailty Hub: undertake iterative improvements using PDSA to maximise effectiveness of the
service. Monitoring is in place with positive benefits realised so far of the frailty assessment
unit, of reduced length of stay. Continued improvement is required to increase flow through
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hub. A recent qualitative review by of the assessment unit by Warrington HealthWatch has
reported positively, with good feedback from patients using the service.

7.5.2 Primary Care Networks in Warrington
In March 2019, NHS England and the British Medical Association’s General Practitioners Committee
agreed a new five-year GP (General Medical Services) contract framework to commence 2019/20.
This contract aligned closely with the expectations in the NHS Long Term Plan and introduced a new
Directed Enhanced Service (DES), for the establishment of Primary Care Networks.
Primary Care Networks are an essential building block of every Integrated Care System and under the
new Network Contract DES, general practice takes the leading role in every PCN.
Primary Care Networks were established on the 1st July 2019 in England. To support the newly formed
PCNs, a centrally funded PCN Development Programme will be implemented and delivered locally.
Five Primary Care Networks have been formed in Warrington as set out in Table 1 below.
Table 1: Primary Care Networks in Warrington at 1st July 2019
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It is important to realise that the networks are geographical groups of GP practices choosing to work
together, patients are registered across the town regardless of the Primary Care Networks.

7.5.3 Investment to boost ‘out of hospital care’ (community provision)
The NHS Long Term plan stated an additional £1.8bn funding is to be invested nationally by 2023/24
to support the introduction and development of Primary Care Networks and community-based
services.
The additional investment to support the establishment of the five Primary Care Networks in
Warrington, will boost out of hospital care in the borough.
This investment is targeted in line with national requirements to cover the following:
a) Primary Care Network establishment to cover PCN participation and Clinical Directors
b) Additional Roles Reimbursement Scheme for new specific staff roles e.g. clinical pharmacists,
social prescribing link workers
c) Extended hours access
The NHS Long Term Plan sets out the delivery expectations for Primary Care Networks. The networks
are required to deliver seven national service specifications from April 2020. These are detailed in
Figure 8 with the expected timelines for implementation.
Figure 8: National Contract Specifications for Primary Care Networks

We will;
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• Support our Networks, their clinical directors and constituent practices to achieve the
requirements of the National Network DES to maximise both patient satisfaction and
outcomes for the population of Warrington.
• Work alongside the Networks, Bridgewater Community Healthcare NHS Foundation Trust and
North West Boroughs Healthcare Trust to develop integrated Primary and community-based
teams around our Primary Care Network populations
• Aim to align our GP practices to care homes in the borough during 2020-21. This will enable
all care homes to be supported by a consistent multi-disciplinary team of healthcare
professionals subject to patient choice., this also enables delivery of the enhanced health in
care homes requirement.
• Work with Cheshire & Merseyside primary Care and population health programmes to align
place-based work plan with those of the regional Integrated Care System.
• Work with NHS Warrington CCG to bring together extended hours and extended access hours
activity to reduce fragmentation and confusion for practices and patients ensuring that the
Networks are in a position to accept the £6/head funding for the Extended Access scheme on
or before 31st March 2021.
• Work with NHS Warrington CCG and other primary care partners such as Warrington Health
Plus to understand the workforce requirements thus allowing our networks to build up an
expanded primary care team.

7.5.4 Reform to reduce pressure on emergency hospital services
7.5.4.1

Community Rapid Response Service

We plan to introduce a Community Rapid Response service this winter which will boost capacity in the
community to enable more people to be cared for in their own homes.
This service will form phase 1 of a redesign of the intermediate tier of services supporting step up /
step down care from the hospital. The second phase (medium term) will be to review and redesign
the intermediate tier services.
The aim of this new Rapid Response service will be to:
• Prevent hospital admission by providing a rapid response to individuals at risk of hospital
attendance/admission or emergency residential care admission
• Prevent dependency where with some intense input from relevant disciplines the individual
can be supported to maintain/regain their independence
• Keep people at home longer, maximising their independence and increasing quality of life.
This new service will meet the NHS Long Term plan commitment to establish a rapid response
community service with 2-hour response.
7.5.4.2

Same Day Emergency Care:

The NHS Long Term plan requires a move to a comprehensive model of Same Day Emergency Care
(SDEC), increasing the proportion of emergency patients being managed through same day
assessment services from one fifth to a third over the next five years. At the same time as increasing
the proportion of patients supported in a same day environment, the proportion of non-same day
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emergency admissions should not rise. It’s expected that this mode will incorporate both medical and
surgical specialities.
Much of the growth in admitted non-elective activity is for patients who spend 1-2 days in hospital,
therefore mitigating this growth with a shift to a comprehensive SDEC model, streamlining clinical
processes to enable patient care to be delivered on the same day should reduce admissions and
reliance on hospital beds thus improving patient flow.
SDEC aims to minimise and remove delays in the patient pathway, allowing services to process
emergency patients within the same day as an alternative to hospital admission.
Warrington & Halton Hospitals Foundation Trust (WHHFT) has a well-established ambulatory medical
model which provides same day emergency care. In addition, the Frailty Assessment Unit (FAU) went
live in 2018 offering SDEC for our arriving frail patients.
Work plans are in place to review and align the current assessment services at WHHFT to facilitate
pathways, that meet the Same Day Emergency Care requirements, including a review of the current
footprint of the Emergency Department at Warrington hospital. This review will support and be driven
by the demand and capacity modelling being completed in the established SDEC working group.
7.5.4.3

Cutting delays in patients being able to get home

Long length of Stay (LLOS) stay patients, specifically those that stay in hospital for more than 21 days
account for 7% of all Non-Elective (NEL) admissions and 20% of hospital stays nationally. As well as
being better for patients, reducing LLOS also releases capacity. In line with other trusts and planning
guidance, NHSE have challenged acute trusts to achieve a 40% reduction of long length of stay patients
by March 2020. Locally, this equates to having no more than 95 patients at any time in Warrington
Hospital with a stay in excess of 21 days.
Significant progress has been made from the 2018/19 baseline position with the reduction in long
length of stay patients supported by:
• Long length of stay reviews
• Clinical engagement
• Roll out of the SAFER bundle
• Same day emergency care
• Acute frailty services
• Mental health liaison services
• Integrated Discharge Team
• Improvements to CHC referral processes which prevent DTOC, facilitate discharge for
complex care, and support integration
To meet the national expectations to reduce long stay patients / beds from the March 2018 baseline
a series we will;
•
•
•

Increase our Intermediate Care bed capacity over the winter months, with a focus on step up
(from community) rather than step down
Increase Intermediate Care at Home capacity with a focus on step up (from community)
Maximise the flow of patients through all assessment space.
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•

•

Maximise the impact of the integrated discharge team, to reduce length of stay for this patient
group, and in particular for those aged 85+, through internal improvements in the acute
hospital in addition to collaborative improvement plans aimed to facilitate discharge, fast
track to CHC and promoting Choice & Preferred Place of Care at End of Life.
Review of system & care provision in the community for End of Life and Ambitions Framework
for improvements across the whole system.

7.6 Build capacity and workforce
People are our greatest asset and maintaining good relationships between colleagues are essential.
Developing our staff to deliver the care models required in the future is a key enabler for
transformation within Warrington. The skill mix and age profiles of the workforce have remained
relatively stable over recent years, but it will need to change to reflect and respond to local demand
and productivity.
A significant challenge for Warrington, moving forward, is ensuring that the workforce is appropriately
skilled and is flexible enough to respond to changes in service delivery, particularly in light of the drive
towards community-based services and integrated multi-disciplinary teams.
Considerable work supported by the Warrington Together Workforce & OD enabling group has been
undertaken to support the establishment of the first Integrated Community Team and the process to
establish teams across the whole of Warrington will now be accelerated.
We will;
• maximise our collective resources and work increasingly, where possible, as one workforce
with shared values, principles and common aims. Our new integrated models of care will
require multi-disciplinary working across organisational boundaries
• undertake activities to develop and build a borough-wide understanding of the principles and
skills needed to manage adaptive change effectively. As place-based structures are created
and lessons learned through a participative change process, these insights will be embedded
in a sustained way into the Trust’s way of working
• develop our leaders to ensure they not only understand their role but are also enabled and
empowered to give their best. Future leadership development and talent management will
underpin any change initiatives and be clearly aligned with the integration agenda
• support the Primary Care Networks to meet the expansion of the workforce to meet the
national requirements
• ensure our workforce plans fully harness the potential of the third sector
• seek to understand and fully utilise our communities’ assets and strengths through activities
such as volunteering to develop a sustainable system that can meet the challenges of the
future.
• work with our trusts, primary care networks and other partners to develop optimal workforce
models for the local health system, informed by national work but taking account of local
context.
• will work to increase practice workforce resilience and maximise retention of experienced and
effective staff. Through practice collaboration, an IT solution is currently being promoted
across General Practice in Warrington. This system (Lantum) will provide a systematic solution
to support access to locum practitioners across practices.
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•

•

•

support practices and Networks to introduce, when available, the agreed Cheshire and
Merseyside demand and management support tools which will support practices with
demand and workload management
promote and utilise the clinical skills hub that has been established to deliver clinical training
and raise skills and consistency of care (policies and procedures) across our private nursing
and residential homes. This scheme has been jointly funded through the Improved Better
Care Fund.
Support practices (and Networks) to access funding and training through the Enhanced
Training Practice

7.6.1 Identify and support carers
Informal carers are the largest source of care and support in the UK; they have a vital role in the lives
of the people they care for and their caring input brings value to the local economy. With a rise in life
expectancy and a growth in the population aged 65+ in Warrington, the number of people living with
multiple health conditions is expected to increase, resulting in a rise in demand for care and those in
a caring role.
Caring can be rewarding and fulfilling, but it can also be challenging and demanding and can have a
negative impact on a carer’s physical and mental health. Some carers may face financial, social and
health disadvantages because of their caring role. The national picture suggests there are around 6.5
million carers in the UK, with 1 in 6 caring for more than one person. In the 2011 Census, more than
21,000 unpaid carers were identified as living in Warrington.
Figure 9: Carers in Warrington; The local Picture

Warrington Borough Council works in partnership with the Carer’s Partnership Board to identify and
support all family, informal or unpaid carers in Warrington. The Warrington Carers Strategy 20182021 (Appendix 12) sets out our local ambition and commitment to carers.
We will
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•

•
•

work to meet the 6 priorities set out in the Carers strategy for action:
o Priority 1: Support for socially isolated carers
o Priority 2: Promote physical and mental wellbeing for carers
o Priority 3: Identify and support carers in primary care and hospital discharge.
o Priority 4: Support carers to manage their finances
o Priority 5: identify and support young carers
o Priority 6: Support family carers of children
maximise links and working relationships through the carers partnership board and carers
centre and will maximise the social prescribing offer for carers.
embed the Making Every Contact Count philosophy

7.7 Make best use of digital technology
Technology is now a fundamental part of every aspect of our lives. The way we access and share
information, interact with each other and use services all rely on technology working well and in a way
that suits our lives. We want to help organisations to talk to each other more easily so that people can
use technology to find out more about health and social care.
Our aim is to deliver barrier-free health and social care experiences through new ways of data capture,
recording and apps integration, secure access and ultimately ownership of one’s own record. A
Warrington Together Assistive Living Strategy has been developed to support our aspirations.
In order to achieve the digital ambitions of the NHS Long Term Plan, we will continue to embrace and
build upon the emerging national, regional and locality initiatives and workstreams.
Delivering digital within Warrington will be built upon our continued engagement with the Cheshire
and Merseyside Health Care Partnership Digit@LL Strategy. This will be a key enabler to allow us to
deliver digital change locally whilst delivering efficiencies by collaborating at scale. In particular we are
focused on delivery a shared care record as part of our Warrington Care Record programme and other
key digital programmes, including our Borough wide bed management solution and technology in
people’s homes to enable people to be supported at home rather than be admitted to hospital.

7.7.1 Empowering people
Technology can be a key asset for communities. It can help to support local business opportunities,
improve educational experiences across all age groups, provide everyone with better ways of
communicating with the outside world and offer the opportunity to learn from others. We want to
work with partners and the wider community to make sure we are making the best use of the
technology that is available to individuals and communities.
We can make better use of data and digital technology, such as improving access to digital tools and
patient records for staff. The new NHS App will act as a digital ‘front door’, providing more convenient
access to services and health information for patients. We can make improvements to the planning
and delivery of services based on the analysis of patient and population data.
Prevention and early intervention will require effective use of new technology. We will explore how
we can use telemedicine and continue to develop our approach to assistive technology to keep people
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safe and give them rapid access to support. We will use connected home technologies to allow
patients with long-term conditions to access their health records, care plans and where they choose
share information with the NHS via digital monitoring devices.
Our ambition is to drive forward digitisation focussed on the user need, whilst engaging with our staff
and our patients in its development. Digital skills are no longer exclusive to our IT service providers.
We are committed to mobilising the skills of our entire workforce and inclusiveness of all our residents
to aid our ambition for ‘digital first’.
We will;
• implement and develop a local shared care record to ensure professionals directly involved in
health and social care have access to the most up-to date information.
• We also want people to have access to, and control over, their personal health and social care
records which will be enabled through our Care Record programme. We want to help people
take responsibility for self-managing their care, and technology has a role to play in offering
easy ways to access advice and information.
• ensure that our local shared care record programme is fully aligned and takes advantage of
the Share2Care programme. This is collaboration between Cheshire and Merseyside Health
Care Partnership and Healthier Lancashire and South Cumbria to deliver electronic shared
health and care records.
• address the need to increase the technical skills of both specialist and non-specialist staff
through our aligned workforce plans. Digital transformation will require all staff to make
adjustments in how they work.
• support further cohorts of NHS staff to become digital change leaders through the NHS Digital
Academy. This will increase capability among senior technology and digital leadership and
ensure that by 2021/22, all local NHS organisations will have a Chief Clinical Information
Officer or Chief Information Officer on the Board.
• ensure our digital programmes make a direct contribution to the delivery of wider system
transformation objectives and specific priorities such as improved cancer care and mental
health services.

7.7.2 Digitally enabled primary and community care
We intend to develop ever more impactful and accessible decision tools and insights for clinicians and
patients in pursuit of the right advice, decision and support every time. A system wide Assistive Living
Strategy will be launched alongside this strategy.
We will;
• increase the digital options available to people for their care. These will include, where
appropriate, online consultations and digital advice across all health and social care services.
• continue to develop the digital capability available to our GP practices through the GP IT
Futures Framework whilst ensuring these systems support our ambitions when redesigning
clinical pathways.
• support our health and care professionals by providing them with timely access to the
information they require in the location they require it.
• continue to rollout mobile devices for our staff working in the community, visiting people in
their own home including care and residential homes.
51
107

•

Optimise the use of Artificial intelligence and devices.

7.7.3 New ways to support and deliver clinical care (including outpatients)
Our ambition to achieve a paperless health and social care system will focus upon optimisation and
interoperability of electronic patient records used and to support our staff, patients and carers in
embracing digital solutions for seamless but complex health and care services.
Improving clinical efficiency and safety, security and confidentiality, accessibility and availability,
accuracy and comprehensiveness are all key facets of outstanding digitised care.
We will;
• ensure that any locally developed or procured services comply with the published open
standards, ensuring full interoperability with the national infrastructure and other local
services.
• ensure local systems and data are secure through the implementation of security and
monitoring systems across the whole estate, the education of all staff, and the design of
systems and services to be resilient and recoverable.
• work closely with clinical and operational leads to redesign, test and rollout new models of
delivery for outpatient care. Over the last 12 months, Warrington and Halton Hospitals NHS
Foundation Trust has implemented an improvement programme for outpatients to improve
the experience of patients attending appointments and to maximise productivity. This has
included, the Trust increasingly adopting alternative methods to face-to-face appointments
and is testing new delivery models during 2019-20. The learning will be used to roll out across
other clinics.
• Support the Cheshire and Merseyside Health and Care Partnership ‘Collaborate on
Outpatients’ work programme – see Figure 10 below. Which will seek support from the Digital
agenda for implementing innovative ways of working to manage secondary care interventions
closer to home.
Figure 10: Cheshire and Merseyside Health and Care Partnership Outpatient Model (Cheshire and
Merseyside Health and Care Partnership)
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8 Our focus
The ‘life cycle’ approach has been adopted by the Warrington Health and Wellbeing Board and
transformation priorities agreed for Starting Well, Living Well, Ageing Well and Dying well reflecting a
population health approach.
Analysis of health indicators across the life course shows a mixed picture for children and young
people and highlights poorer outcomes for older people in Warrington compared to national averages.

8.1 Starting Well
8.1.1 Our aim
Our aim is;
That children and young people get the best start in life in a child-friendly environment.

8.1.2 The Challenge
Indicators for children and young people describe a mixed picture;
• The rate of infant deaths is in-keeping with the average for England.
• Breastfeeding rates are lower than the average for England across Warrington overall and
substantially lower in more deprived areas of the borough.
• The percentage of Warrington mothers smoking during pregnancy is relatively low. However,
there are much higher rates in the more deprived populations.
• Childhood obesity levels have been broadly in-keeping with or lower than the average for
England, but the latest data shows rates for 4-5-year-olds are significantly higher than the
national average. As childhood obesity is known to have a potential long-term impact on
health, this is an important priority area. Over 1 in 4 of 4-5-year-olds and almost 1 in 3 of 1011 year-olds are classed as overweight or obese.
• Hospital admissions as a result of self-harm, substance misuse and alcohol-specific conditions
for young people are all significantly higher in Warrington than the average for England.

8.1.3 Our priorities
All evidence supports the long-term vision of focusing on children and young people’s health and
wellbeing outcomes. The best start in life provides important foundations for good health and
wellbeing into adulthood and throughout life.
Much work is already going on, and our focus now needs to be on critical areas for improvement.
By reviewing trends and data, listening to children and families, and looking at evidence of what makes
a positive difference, we have identified four key areas of focus for system-wide priority action. We
aspire for Warrington to see a reduction in child obesity and for all children to achieve a healthy
balance of diet and exercise. We need co-ordinated action and commitment from all partners to help
children and young people to attain a healthy weight.
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Maximising opportunities for active travel and active play through our parks and green spaces will
help achieve our goal. We particularly need to focus on the variations across the borough, and target
early, evidence-based interventions to prevent childhood obesity. This includes improving
breastfeeding uptake and encouraging children to travel to school on foot, by scooter or bicycle.
Ensuring that our young people are safe and stay safe is fundamental. Reducing exposure to adverse
childhood experiences such as neglect, domestic abuse and bullying are key to health and wellbeing.
Four priorities have been identified for system-wide action:
1. That children and young people have a healthy weight. To reduce child obesity and for all
our children to achieve a healthy balance of diet and exercise. To do this we must maximise
opportunities for travel and active play through our parks and green spaces. We particularly
need to focus on the variation across the borough and target early, evidence-based
intervention to prevent childhood obesity. This includes improving breastfeeding uptake and
encouraging children to travel to school on foot, by scooter or bicycle.
2. That our young people are safe and stay safe is fundamental. Reducing exposure to adverse
childhood experiences such as neglect, domestic abuse and bullying are key to health and
wellbeing.
• Our approach will be wherever possible, on preventing adverse childhood
experiences but where children are not safe, we will respond effectively quickly and
collaboratively.
• We will work collaboratively to support and promote children and young people’s
mental health and resilience, and the way they are dealing with the pressures of social
media, expectations, friendships and the world.
3. Our young people need to feel okay about themselves and their future.
• We will work collaboratively to support and promote children and young people’s
mental health and resilience to meet our local and the national CYP Mental Health
commitments, and the way they are dealing with the pressures of social media,
expectations, friendships and the world.
4. For all young people to get the most out of learning. Overall learning outcomes in our
borough are good but there is variation linked to such things as socio-economic disadvantage
and children with special educational needs and disability (SEND).
• We will concentrate particularly on school readiness and children with SEND and
issues related to the transition to adulthood and independence (including work).
We will ensure that the delivery plans to address these priorities reflect the value of a preventative
approach, address the significant inequalities and acknowledge the importance of helping young
people make a positive transition to adult life.
The Cheshire & Mersey ‘Health and Care Partnership’ established the best possible model of
Neonatal, Maternity & Paediatric care. The model seeks to ensure access to safe and sustainable
services. There exist significant interdependencies between Obstetric and Paediatric services and the
ability to provide robust and safe Obstetric and Level 2 HDU Paediatric Care are significantly
influenced by demand, capacity and local systems capability. Decisions in respect to the designation
of sites as ‘Comprehensive or Core’ remain unconfirmed at this point with discussions ongoing
across the C&M Health and Care Partnership. The outcome of any such decisions would also need to
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consider and inform the model of care locally should Warrington be designated a ‘Core’ site. This is
particularly important in respect to the delivery of low risk maternity provision, paediatric urgent
and emergency care and the pathways, stabilisation and transfer arrangements for any woman or
child requiring the services provided at the nearest ‘Comprehensive’ site.
In addition to our local priorities we will meet the requirements set out for maternity in the Long-Term
plan.
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Figure 11: Maternity – National requirements

8.2 Living Well
8.2.1 The Challenge
•

•

•

•

Coronary Heart Disease; Warrington has a higher rate of spend for Coronary Heart Disease
than similar areas.
o The rate of deaths from Cardiovascular Disease (CVD) for those aged 65 in Warrington
are significantly higher than England.
o High blood pressure can affect one in four adults, but many are unaware of this silent
condition (one in ten people in Warrington could have undiagnosed hypertension.
There is significant variation between practices in the management of high blood
pressure.
Cancer is now the biggest killer in Warrington, recently overtaking cardiovascular disease for
numbers of deaths each year.
o Long-term trends show that premature cancer death rates locally have been reducing
steadily and are in keeping with the average for England.
o The rate of new cancers in Warrington is slightly higher than the England average.
o Survival rates for cancer are much better if cancer is caught earlier and the screening
programmes are a vital part of this identification programme.
Alcohol consumption and related harm: nationally derived estimates for Warrington as a
whole suggest that just over a quarter of Warrington adults drink more than the
recommended safe levels, this is similar to the average for England. However, the proportion
binge drinking is significantly higher than England. Admissions rates to hospital for alcohol
related conditions are significantly higher in Warrington, with over 4,700 episodes per year.
The rate of premature death from liver disease is increasing and local rates are significantly
above the average for England.
Smoking prevalence; is significantly lower than the average for England but has remained high
in more deprived areas and amongst certain population groups.
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8.2.2 Our priorities
Five commitments have been agreed in our refreshed Health and Well Being Strategy 2019-2023 to
ensure people to live well in Warrington;
• There is a strong system-wide focus on promoting wellbeing, preventing ill-health and
addressing inequalities.
• There is a sustained focus on address lifestyle risk factors and protecting health.
• Where both mental and physical health are promoted and valued equally
• Where self-care is supported with more people managing their own conditions
• Where the best care is provided in the right place at the right time
Four clinical areas have been identified locally for transformation, aimed to improve health outcomes
and make best use of our collective resources. Our Health & Wellbeing commitments will be inherent
within each of these programmes.
•
•
•
•

Mental Health (see section 7.2.1)
Coronary Heart Disease (See section 7.2.3)
Alcohol (See section 7.2.3)
Complex (persistent) pain (see section 7.2.3)

Where not already in place, we will establish System wide transformation workstreams, led by
clinicians, for these priority areas.
Clinical leads will be established across both community and secondary care to lead these areas of
work.

8.3 Ageing Well
8.3.1 Our aim
Our aim is;
That people age well and live healthy fulfilling lives into old age

8.3.2 Our Challenge
Indicators suggest the health of older people in Warrington is worse than the national average.
• Life expectancy at age 65 is significantly lower than the average for England for both men and
women. Although rates are falling, deaths in people aged 65+ from the ‘major killers’ such as
CVD and respiratory disease are significantly higher than the average for England.
• Chronic conditions; As age is a risk factor for many conditions, and given the increasing older
population, it is likely that the numbers of people with chronic and long-term conditions will
increase substantially over coming years.
• Deaths due to respiratory disease are significantly high in Warrington when compared to
England.
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o

The percentage of people in Warrington aged 65 and above who received their flu
vaccination is lower than the nationally set target of 75%; there has been a small but
consistent downwards trend in the uptake of this vaccination.
• Dementia; The number of recorded dementia cases in Warrington is in-keeping with the
national average, but lower than the average for the North West. Data models suggest that
there are 2,300 residents with the condition; with around 3 in 4 of these having received a
diagnosis. This suggests there may be approximately 600 people with dementia as yet
undiagnosed.
• Falls: People aged 65 and older have the highest risk of falling; around a third of people aged
65 and over, and around half of people aged around 80 and over fall at least once a year.
Falling is a cause of distress, pain, injury, loss of confidence, loss of independence and in some
cases, death – and people aged 65+ are at the highest risk. Around 1 in 3 people aged 65+,
and around 1 in 2 people aged around 80+ fall at least once a year.
o Injuries due to falls: Warrington has one of the highest rates of spend in the country
on hospital admissions for injuries in people aged 85+. We are in the top 10% of all
CCG areas for spend on injuries to hip and thigh for people aged 85+ and in the top
decile and highest of similar CCGs for injuries to elbow and forearm for people aged
65+.
o Hip Fractures: The rate of hospital admissions for those aged 65+ due to a hip fracture
has increased over the last two years. Most hip fracture injuries in older people are
the result of a fall. Warrington has one of the highest rates of emergency admissions
due to a fall (aged 65+) out of all local authorities across England.
• Extended hospital stays: When older people are admitted to hospital in Warrington they
often stay longer. Warrington has one of the highest length of hospital stay for patients aged
85+, when compared to similar populations.
• Priority of 28-day target from referral to Continuing Healthcare assessment.

8.3.3 Our priorities
We need to recognise and make the most of the strengths of older people, building their role as
consumers, investors, volunteers and employees. We need to ensure our built environment,
transport, housing and other services enable people to be independent and, where possible, address
the practical and financial factors which can limit social inclusion.
Identifying people early is key to stopping or slowing disease progression where possible and, for
conditions like dementia, enabling appropriate information and support to be provided.
Our primary focus in 2019-20 and 2020/21 is;
•

To improve health and care outcomes for people living with frailty. A whole system
programme has been established to transform health and care provision across the multiple
care pathways and support services for our frail older population. Clinical leads have been
identified from across the community and secondary care to lead this work programme.

The focus of our frailty programme will be to • Focus on proactive prevention from an early stage, identifying risk factors early to
support the long-term wellbeing of our population; empowering individuals to self58
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•

•

care and provide opportunities for communities to ‘Live and Age Well’ through access
to a range of activities and support mechanisms.
Proactively identify those at increased risk of frailty in the medium term, managing
these risk factors and helping them to manage their conditions effectively and
confidently
Support our frail population effectively, managing short term escalations of need due
to exhausted reserves with the intent of helping people to return to optimal heath,
their own home, living independently and with strengths-based support as needed.

Falls
•
•

•
•

reduce the number of people who fall and the related harm from falls in Warrington.
We will reduce the number of admissions to hospital due to falls by implementing pathway
changes and new ways of working in line with the national optimal falls pathway to identify,
triage, treat and prevent secondary falls. Working closely with communities and non-clinical
organisations to support.
Promote the benefits of evidence-based prevention and strength-based exercise and falls
reduction with professionals across the system
Work closely with the Cheshire & Merseyside Health & Care Partnership on initiatives to
reduce falls

Influenza
• improve the flu vaccinations rate in the borough and particularly for those aged 75+, and
reduce acute hospital admission due to flu and pneumonia
Dementia – Mental health;
• Raise awareness of the risk factors for dementia and the protective factors to reduce or delay
dementia with health and care professionals.
• Promote and develop dementia-friendly environments and services
Length of Stay in Hospital
• To reduce length of stay for this patient group, and in particular for those aged 85+, through
internal improvements in the acute hospital in addition to collaborative improvement plans
aimed to facilitate discharge
• Ensure that health and care services are focussed on reducing unnecessary and lengthy stays
in hospital, supporting independent living and promoting self-care
We will:
• Remain committed to ensuring the quality of these services, recognising the importance of
safety, timeliness and effectiveness
• Prioritise ageing well across the borough to Make Every Contact Count and promote access to
wider network of community support
• Support individuals and communities to address the issue of loneliness and isolation
• Through our system-wide approach to prevention, our frontline staff will promote the
evidence-based tips for healthy ageing, which will help reduce the number and impact of falls
and minimise the excess death and ill-health during the winter.

9 Measuring success
Three critical outcomes will be used to measure success of the place-based plan and these align to the
Warrington Health and Wellbeing Strategy:
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•
•
•

To reduce the gap in life expectancy between the most and least deprived communities in the
borough
Increased healthy life expectancy for all
To achieve financial balance.

A further 20 indicators are used to monitor progress in improving health and wellbeing and are
reported to the Health and Wellbeing Board.
Figure 12: Health and Wellbeing Strategy indicators, April 2019

9.1 Commissioning Prospectus Outcomes
In addition, more specific outcome indicators have been agreed to measure progress of integrated
care. These have been set out by Commissioners in line with the phased delivery expectations for
integration and are set out below. A dashboard is in development to monitor progress and delivery.
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Table 3: Integrated Care Outcomes
Period
Outcomes
Year
Frailty
One
• Increase in the number of people who feel supported to manage their LongTerm Conditions
• Reduction in spend on unwarranted variation in hospital-based care and
conveyance to hospital
• Reduction in spend on long term nursing and residential care
• Increase in spend on extra care accommodation and time to assess beds
• An increasingly skill mixed workforce which includes expanded use of the
voluntary sector
• A model of primary and community care which optimises capacity through the
use of technology, different roles and integrated MDTs
• Appropriate and affordable education, health and care
• A pathway to independence and choice
Special educational needs and disability (SEND)
• Reduce delays in identifying and diagnosing children and young people’s
additional needs
• Improve information about what is available and how to access support
• Increase the availability of local specialist childcare, holiday and education
provision
• Ensure support services are provided in a timely way
• Fill the ‘gaps’ when young people move from children’s to adults’ services in
health, education and employment support
• Reinforce the role of children and young people and parents and carers in the
EHC assessment and planning processes
• Ensure all organisations work together effectively to improve the lives of
children and young people with SEND and for their families / carers
• Strengthen co-production arrangements for children and young people with
SEND and their families / carers so that they can directly influence the shape
and delivery of services that make up the SEND ‘Local Offer’
Year
Two

Child & Adolescent Mental Health, Learning Disability and Adults with Enduring
Mental Illness
• Taken together, care and support help people live the life they want to the
best of their ability
• People are as involved in discussions and decisions about their care, support
and treatment as they want to be
• When people move between services or care settings, there is a plan in place
for what happens next
• People have access to a range of support that helps them to live the life they
want and remain a contributing member of their community
• People have the information, and support to make decisions and choices about
their care and support
• Carers feel supported and have a good quality of life
• More young people have fun and a healthy lifestyle
• More young children and young people are safe
• More young people and children achieve their full potential
• More young people achieve career success
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10 Making best use of resources
10.1 Capital and estates
We need to ensure that our collective estate (land, buildings and equipment) is used in the most
effective way both in the short term and long term. This means making sure that we make best use of
our land and property assets now; enabling joint working or finding alternative uses where
appropriate.
We will:
• improve the way we use our land, buildings and equipment. This will mean we improve quality
and productivity, energy efficiency and dispose of unnecessary land to enable reinvestment
while supporting the government’s target to build new homes for NHS staff. We will work with
all providers to reduce the amount of non-clinical space.
• aim to reduce our carbon footprint by improving energy efficiency through widespread
implementation of smart energy management.
• help improve the use of our community facilities, such as libraries and GP practices, by
ensuring they are multi-purpose and can support health and wellbeing. We need to make sure
our estates support the health and social care transformation and integration agenda and can
respond to developing service models.
Figure 13: Map showing location of providers at health facilities across Halton and Warrington
CCGs

Some of our buildings and equipment are old and do not meet the demands of a modern health
service, even if they were upgraded. Equally, meeting our future aspirations will require our digital
capability and diagnostic equipment to be enhanced significantly.
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Looking forward, we also need to use what we know about Warrington’s changing needs and
demographics to ensure that future estate is planned appropriately and to inform long-term local
regeneration plans. This includes working with all partners to help secure commitment for a new,
purpose-built, modern hospital which will be flexible and able to support the delivery of new models
of care as they evolve.
We will:
• build on the work already completed to review our estates, including refreshing our existing
place-based estates strategies.
• Ensure our existing place-based strategic estates groups are aligned with the Cheshire and
Merseyside Health and Care Partnership estates programme to ensure our estates plans
support their clinical and service strategies and include proposals for a pipeline of possible
capital investments.
• engage in the reforms to the NHS’ capital regime to ensure that we can access the appropriate
capital funding to deliver our local plans. This includes reviewing the case for a new hospital
and reviewing our primary care premises.
• Until a new hospital is built there will continue to be a need for the Trust to invest in the
current estate of the hospital to deliver the priorities outlined in the Place based plan and
indeed the NHS Long Term Plan, this includes the redevelopment of the emergency
department and assessment areas to enable reduced waiting times and also the
development of a midwifery led birthing unit.
• By reconfiguring and relocating services, we will make the best use of existing estate to reduce
unused spaces and increase the use of bookable spaces.
• dispose of old or surplus property wherever possible, and end leases for properties that are
no longer required.
• review our office space, and where possible, reduce and rationalise this to improve
efficiencies.

10.2 Financial sustainability
10.2.1 Test 1: The NHS (including providers) will return to financial balance 2023/24:
Following request by the NHS England/NHS Improvement, Warrington Place and Halton Place have
aligned to develop a System Financial Recovery Plan for both localities. The key stakeholders involved
are Warrington & Halton NHS Hospitals Foundation Trust, Bridgewater Community Healthcare
Foundation Trust, NHS Halton CCG, and NHS Warrington CCG. The focus of the plan is to address
2019/20 financial performance, as a transitional year, to ensure that the system maximised the
opportunity to secure national financial incentives (Provider Sustainability Fund/Financial Recovery
Fund/Commissioner Sustainability Fund).
The process identified the non-recurrent nature of the mitigating actions in place to improve the
financial outturn and highlighted the requirement for the System to have more significant
transformation and cultural change to transition into a financially sustainable model of care.
The System has acknowledged that to achieve financial balance, we must work together to reduce the
cost of provision within both localities.
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In 2017/18 a Sustainability Contract arrangements was introduced between NHS Warrington CCG,
NHS Halton CCG, and Warrington & Halton NHS Hospitals Foundation Trust. This was developed under
the principles of the Capped Expenditure Process (CEP) with the emphasis of moving away from the
traditional contractual mechanisms of Payment by Result (PbR). The subsequent emphasis for
generating efficiencies have been orientated around opportunities to reduce cost rather than the
traditional approach of activity-based savings.
This approach has developed the relationships between Partners to enable a level of transparency
regarding the cost of provision and the service areas (specialities) that the system has unwarranted
variation and benchmarks poorly in terms of activity and cost. The System has utilised RightCare,
Model Hospital, and Getting it Right First Time (GIRFT) information to align the common areas of
unwarranted variation and this facilitates a system orientated response to addressing such areas.
It is acknowledged that the current levels of capacity within Urgent Care are not sustainable from both
an activity (PbR) or a cost of delivery perspective and requires redesign to deliver a long-term
sustainable model. The System, including Local Authority partners, has welcomed the analysis from
Venn to outline where the system has capacity / delivery issues to guide the focus of the drivers for
change that will address the current levels of need and provide assurance for further levels of
transformation. Many of the transformation schemes required have been supported through the
pooled budget for Integrated Commissioning, the Better Care Fund, with the use of iBCF resources.
This has provided the necessary resource to support dual running whilst the transformation is enacted.
A common currency of ‘bed-days’ has supported the development of transformational programmes
aligned to managing down demand on urgent care provision, initially facilitating the release of variable
costs aligned to the delivery, with stepped reductions in bays / wards planned through the collective
programme. The introduction of blended payment mechanisms within the contractual arrangements
will support this agenda.
These principles will steer the development of the Long-Term Financial Modelling with collaboration
to agree together the impact of transformational work plans. The system will also consider options to
enhance the market share for Elective work, whilst maintaining patient choice, to ensure that current
trends can be addressed and provide the financial support for the necessary changes to Urgent Care
delivery.
With financial contributions agreed in principle between System Partners, the challenge for reducing
the levels of cost can be determined and each Partner can be held accountable for the delivery, whilst
CCGs will be held accountable for controlling the levels of expenditure for service segments that are
not aligned to System Partners to ensure that maximum level of financial investment within the
locality can be secured.

10.2.2 Test 2: The NHS will achieve cash-releasing productivity growth of at least 1.1% per
year
Generating cashable efficiencies has been a priority for Warrington Place. As part of this objective the
Ten Point Efficiency Plan has informed and directed the areas that have been considered. The
following elements are captured as part of this programme:
• Procurement transformation programme; The providers will implement rolling monthly
review of 25 the identified efficiency opportunities. Annualised this covers the top 300 saving
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•

•

•

•

opportunities and allows the focus attention on the schemes that yield the highest level of
savings.
Pathology – Network Programmes; There is a well-established collaboration, including local
Partners, across the Cheshire and Merseyside Healthcare Partnership. Five models are
currently being considered to determine what would be the best model in the future for the
region.
Engagement with national imaging operating model; There is a well-established Radiology 5
year forward view group (5YFV) in the Cheshire and Merseyside Healthcare Partnership, of
which local Partners are well linked into. Radiology is much further advanced than Pathology
in that network solutions for the sharing of Images are established, with a standard Radiology
Management system in pace at most sites. Certain specialist services are already centralised
and specialist reporting is carried out across the region by the most appropriately trained
Radiologist with reciprocal arrangements across providers.
Grip and control check list; The NHSI grip and control checklist has been considered and
adopted where appropriate with many of the initiatives considered business as usual. The
initiatives are adopted as good practice and considered as part of monthly or year-end
processes and procedures.
GIRFT programme; The Warrington and Halton Hospitals Foundation Trust has focussed on
the following specialties initially with a view to addressing relatively poor benchmarking
performance:
o Trauma & Orthopaedics;
o Obstetrics & Gynaecology; and
o Urology

10.2.3 Test 3: The NHS will reduce the growth in demand for care through better integration
and prevention
See section 5.1.1
See section 7.5

10.2.4 Test 4: The NHS will reduce unjustified variation in performance
See section 7.2
Section 8.2
Section 8.3

10.2.5 Test 5: The NHS will make better use of capital investment and its existing assets to
drive transformation.
Estates Utilisation has been a key consideration as part of the System Financial Recovery Plan. This
plan draws together the collective effort of the health system and serves to quantify the financial
impact of existing individual organisational plans, joint system initiatives alongside new ideas
generated to go further in achieving sustainable health care provision across the Place.
The specific commitments in relation to Estates comprise of:
• Maximising the utilisation of existing estate, in particular LIFT properties, to reduce void and
increase utilisation of bookable spaces;
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•
•
•
•
•
•
•

Reconfigure and relocate existing services;
Explore capital options for reconfiguration of LIFT sites to accommodate additional clinical
services;
Dispose of freehold property, where possible;
Decommission blocks, where feasible, on Hospital site to realise savings;
End NHS Property Service leases, where possible, to realise savings;
Co-locate Commissioning function on a single site; and
Refresh the Place Estates Strategy aligned to the above (Refer to section 10.1)

11 Conclusion
The Warrington five-year plan is the first iteration of our system wide response to the NHS Long Term
plan. It sets out our ambitions as a health and care economy working collaboratively together. The
Plan will evolve and will be iterated with time, as residents are invited to discuss, design, deliver their
care, as our Warrington Together partnerships continue to strengthen, and our plans become firmly
implemented.
This plan will see delivered improvements to the health and wellbeing of the people of Warrington by
realising our ambitions and priorities;
• Focus on prevention
• Reduce health inequalities
• Focus on wider determinants of health
• Promote and empower our communities
• Reduce reliance on acute hospital care
• Build capacity and workforce
• Make best use of digital technology.
The delivery of the plan will require the commitment and support of all the partners in Warrington’s
Health and Wellbeing Board.

Dr Andrew Davies
SRO Warrington Place

Prof Steve Broomhead
Chair of H&WBB

Simon Barber
Chair of Provider Alliance

Chief Clinical Officer
NHS Warrington Clinical
Commissioning Group

Chief Executive Officer
Warrington Borough Council

Chief Executive Officer
North West Boroughs Healthcare FT
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Contacts
Name and Role
Dr Andrew Davies, Senior Responsible Officer
Simon Kenton, Warrington Together Programme Director

Email
Andrewdavies@nhs.et
SKenton@Warrington.gov.uk
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Appendices
Ref Appendix
1
Warrington Health and Wellbeing Strategy
2019-23

Weblink / File

2

Warrington Operational Plan 2019-20

https://www.warringtonccg.nhs.uk/Downloads/About%20Us/WCCG%20Commissioning%20Plan%20201920%20Final%201st%20Draft.pdf

3

Warrington Together Strategic Outline Case
(Jan 2018)

4

5
6
7

Cheshire & Merseyside Health & Care
Partnership Work Programme
Warrington Together Commissioning
Prospectus 2018-21
Healthwatch Warrington ‘What would you
do?’
Warrington Together Prevention Framework

https://www.warrington.gov.uk/info/201104/council-committees-and-meetings/1224/health-and-wellbeing-board

2018-01-10
Warrington Together Strategic Outline Case.pdf

C&MHCP
Transformation Programme Governance.pdf

http://www.warrington.gov.uk/download/downloads/id/22565/health-and-wellbeing-board---30-may-2019-agendapack.pdf
https://healthwatchwarrington.co.uk/our-research/

Warrington Together
Prevention Framework.docx

8

9
10
11
12
13

Warrington Mental Health Strategy 20192021
Warrington Borough Council
Adopted Local Plan Core Strategy (2014)
Warrington Air Quality Action Plan
Warrington Housing Strategy 2018-28
Warrington Carers Strategy 2018-2021
Warrington Means Business

2019_2021 Mental
Health Strategy on a Page.pdf

https://www.warrington.gov.uk/info/200564/planning-policy/1903/local-plan
https://www.warrington.gov.uk/downloads/file/14548/air-quality-action-plan---draft
http://www.warrington.gov.uk/download/downloads/id/16542/housing-strategy-2018-28.pdf
https://www.warrington.gov.uk/download/downloads/id/5068/carers_strategy.pdf
https://www.warrington.gov.uk/downloads/file/3155/warrington_means_business
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Updated 15 January 2020
HEALTH AND WELLBEING BOARD WORK PROGRAMME 2019/20

23rd January 2020
REPORT DEADLINE –13th January 2020

Issue
Update on Flu vaccination
and flu-pandemic related
issues:
Overview of Cancer JSNA
following public
consultation
Aging Well

Methodology, Details, Purpose
To be included in the Health Protection
Annual Update report (see email from
Tracy Flute dated 16/8/19)
H&WB Strategy thematic update

Lead Officer(s)

H&WB Strategy thematic update

Warrington Wellbeing
Evaluation and Next Steps

Overview of findings from the
evaluation of the Warrington Wellbeing
Service.
Supports all of Warrington’s Health and
Wellbeing Strategy 2019-2023 strategic
priorities – Board to discuss if to adopt
an evidence based approach to tackling
health inequalities by becoming a
Marmot Community
Regular update

Rick Howell and Sara
Garratt
Tracy Flute

Marmot Communities

Integrated Commissioning
and Transformation Board
Programme – annual report
Joint Working
Arrangements across
Halton and Warrington –
position to date
Report from Healthwatch
Warrington Place Based
Health & Care Five Year
Plan April 2019 – April 2024

Tracy Flute

Further Action(s)

Jo McCullagh

Defer to March 2020
meeting

Eileen O’Meara

S Kenton /C Marsh

As per email request from S Broomhead
– letter from Dr Andrew Davies

Dr A Davies/S Broomhead

Regular 6 monthly update

S Kenton
S Kenton / A Davies
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Deferred from November
2019 meeting
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Possible Future Work Programme Items
Issue
Standing Agenda Items

Report from
Healthwatch
Warrington Care Record
Strategic Appraisal

Rationale
Written Updates from Reference Groups:
(A) Integrated Commissioning and Transformation Board
(B) Provider Alliance
Warrington Together – Programme Director’s reports
(C) Health and Wellbeing Strategy Progress Update
New Hospital - written update to be added as a standing item SB
requested future updates come to HWB every six months. Next
report expected – March 2020
Regular report to be scheduled every 6 months

Anticipated Timescale

Phill James – from 28 March HWB meeting

Moved to later 2020
meeting, at request of S
Broomhead
January 2020

phillip.james@nhs.net

September 2019
March 2020
July 2019/January 2020

Update on Flu
vaccination and flupandemic related
issues: Reflection on
success of the process
during winter 2018/19
JSNA Programme
Starting Well

As per discussion at meeting on 31st May 2018
Moved from 30 May 2019 meeting to September Board meeting –
see email from Tracy Flute dated 7/5/19
To be included in the Health Protection Annual Update report.
Annual report – see email from Tracy Flute dated 7/5/19
H&WB Strategy thematic update – lead officers – Elaine
Bentley/Steve Tatham
12/9/19 Further report requested by Chair in six months’ time

March 2020
March 2020

Living Well

H&WB Strategy thematic update – lead officers Carl Marsh/Dave
Bradburn/Dot Finnerty/Tracy Flute
12/9/19 Further report requested by Chair in six months’ time
H&WB Strategy thematic update – lead officers Sara Garrett/Rick
Howell

September 2019

Ageing Well
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Updated at 12/9/19 meeting

March 2020
November 2019 then
subsequently moved to

Emailed PJ 18.12.19 to defer
item
Tracy Flute
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Updated 15 January 2020
WSAB/SCB ½ yearly and
annual report

As per 30 May 2019 meeting – lead officer to be advised (see email
dated 11/07/19).

Strong and Resilient
Communities
Enablers
Warrington Together:
New proposed
arrangements for the
delivery of a
partnership to deliver
integrated health and
social care services in
Warrington
Draft Health and
Wellbeing Board Annual
Report 2018-19.
Best Value Decision
making in light of NHS
long-term plan
Public Health Annual
Report
Refresh of Primary Care
Strategy 2019-2022 consultation
Primary Care Strategy
2019-2022

H&WB Strategy thematic update – lead officers Chris Skinkis/Nick
Armstrong
H&WB Strategy thematic update – lead officer Nick Armstrong
As per request at 30 May 2019 meeting (Minute HWB12).
Updates to be provided to HWB when appropriate

BCH and WHH
Collaboration Update

As per email request from S Broomhead dated 16/8/19
Further report requested by SB in 3-4 months’ time at 12/9/19
meeting
As per email request from S Broomhead – letter from Dr Andrew
Davies

Joint Working
Arrangements across

January 2020 meeting
May 2019
November 2019
May 2020 TBC
January 2020
March 2020
TBA

S Kenton - As requested by Chair (see email)

TBA

As per email from Simon Kenton dated 26/6/19

TBA

As per email from Tracy Flute dated 27/6/19)

TBA

As per email request from Professor Steven Broomhead dated
9/7/19

TBA

As per July 2019 Board meeting and as per email from Marie-Ann
Hunter dated 10 July 2019

November 2019 –
Subsequently moved to
January 2020
September 2019
January 2020
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TBA
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Updated 15 January 2020
Halton and Warrington
– position to date
Revised Terms of
Reference

5 year Local Place Plan

Tobacco Alliance
Overview of Cancer
JSNA following public
consultation

To update Health and Wellbeing Board Terms of Reference to
include reference to governance arrangements for the Child Death
Overview Panel (CDOP). Email from S Peddie dated 30/8/19 refers.
And to amend WBC Member titles

November 2019 –
subsequently moved to
January 2020

As per email request from S Kenton dated 24/10/19

November 2019
Moved to January 2020

Delayed due to purdah (General Election) as per email from S
Kenton 13/11/19
Details required
Tracy Flute

TBA
January 2020 TBC

Completed Work Programme Items
Issue
Impact of transition to
Warrington Safeguarding
Partnership on the Child
Death Overview Panel
BCF Plan 2019/20

Rationale
Information noted

Presented to HWB
September 2019

Action
Complete

Requirement for HWB to sign-off prior to submission to NHS England on
27/9/19

November 2019

Complete

One Year Spending
Review
Minimum Unit Pricing
(MUP) - Update
Update on
Commissioning at Scale

Members analysed what spending review means to them. Members to
forwarded comments to Simon Kenton.
As per emails from MAA/SB dated 21/10/19 re support for collaborative
work across the north and to lobby nationally.
Information noted – further updates at future meetings if required

November 2019

Complete

November 2019

Complete

November 2019

Updates to be
agreed
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