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Foreword

West Kent i decided to become a GP in 1984, The idea of practising holistic medicine in the community with
Clinical Commissioning Group @ stable team of fellow professionals has always appeoled to me. Having been at my practice for
nearly thirty years, | recognise my patients in the street and remember their very personal
stories. | have seen their children born and been abie to help us they get older. It has been a
) - i privilege to share these journeys with my patients, even right up to the end of their lives.
A V1 S]. 0 n for a Vlbrant and * But during this time the star of generol practice and primary & community care has failen.

Investment in "out of hospital” services and personnel has fallen back compared to “in hospital”

services, 5o we now see some practices being unable to meet their costs and fewer junior doctors
wanting to become GPs. There’s also been a fourfold increase in demand over my working life.
It’s nat just about the numbers of patients; the populotion’s needs ore more complex. All this
forces a real crisis on General Proctice.

O ut of HO Sp it al Se IVIC e s * Yet, the increase in people with ml{..'tfp!e long term conditions, frailty and complex social,

medical and I:] can only be by ing the holistic

. skills unique to Generol Proctitioners
1 n We St Kent 20 1 6 - 202 1 *  Tomeet these challenges, Primary Care has to change. It has to become more capable but also

more capacious. GPs need to work more closely with other professionals, leading
multidiscipiinary teams, monoging patients who are more unwell ond fostering joined up care..
* lam absolutely convinced that strong ond effective General Practice is essential to serve the
majority of heaith needs in West Kent. To play their role in this, GPs will need to work in new
ways within bigger teams. This strategy explains how commissioners will make this hapy
Dr Bob Bowes, Chair of NHS West Kent Clinical Commissionii

Sustainable Future For
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Vision for New Primary Care Purpose of the Strategy

Clinicians are working in practices they are
proud of, delivering care to patients in a wider
truly integrated team.
Networks of practices are working together in
i m 4 ity Providers; ii d
with care teams from community, secondary
care, social care and the voluntary sector.
New structures and workforce models are in
place to allow clinicians to spend more time
with their patients, with greater continuity of
care and higher quality care for their patients.
The system allows easy access to the right
clinician at the right time, whilst patients with
complex needs are managed proactively in the
community by a wider multidisciplinary team
headed up by their GP and appropriate

= This strategy aims to improve the health, well-being and independence
of people living in the West Kent through delivering a step-change in
more accessible, sustainable and higher quality out-of-hospital care.

* The outcome will be a range of services from primary, community,
children & families and mental health care working in a way which
wraps around the patient with the support of social care to ensure that
patients stay healthier, independent and at home for longer.

* There will be local solutions in place for better use of resources,
allowing more patients to be treated in the most appropriate manner, a

specialist. better work / life balance for those working in primary and community
Everv:tlh\'ng is underpinned by a shared clinical care and sustainable out of hospital provision.
recorad.

* The strategy has both to strengthen General Practice and develop New
Primary Care.

The West Kent population benefits from strang
primary care provision across Primary Care
Strategy for West Kent 2016-2020

NS West Kent Clincal Comimssioning Groug NS West Kert Clinical Caenmissianing Groug

Mapping the Future Mapping the Future

Mapping the Future (MTF) is a programme of work in West Kent that aims to describe what the SRR e s
health and care system needs and what a modernised health and care service for the 480,000 SYSTEM
people who live in West Kent will look like.

The programme praduced an initial future picture of the modern, efficient health and care
services that need to be provided in order to meet the changing needs of people in West Kent
over the next 5 years, This programme is delivering the NHS Call to Action within West Kent.
Mapping the Future sets out a whole system approach for West Kent where all health and well-
being system partners use their individual and collective efforts to tackle the root causes of
health and well-being problems, where peapl encouraged and to take greater
responsibility for their health and healthy choices (the Blueprint).

Identified the essential role of New Primary Care which is defined as integrated, highly
productive and holistic health and social care services delivered close to orin peaples homes.
Also foresaw a greater emphasis on prevention and self care. It is a model for more capable out
of hospital services to reduce the reliance on the secondary sector

New Primary Care is an expansion of the capacity and capability of out of hospital care and can Henislg
only take place on a platform of strong General Practice
Mapping the Future matches the Five Year Forward View and the Forward view for General i
Practice. This blueprint places self and informal care at the centre, enhancing the capacity of
communities and individuals ta support themselves and each other. People are fully informed
and take part in planning their care helping are supported to stay at hame and independ,
longer

SYSTEM ENABLERS
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10/10/16

Five Year Forward View

* The 5 Year Forward View sets out a vision of transformation in health services with
emerging 4 key models of care delivery - Primary & Acute Systems (PACS) & Multi-
speciality Community Providers (MCPs) models, Integrated Urgent Care Systems &
Care Home Commissioning.

* MTF was revisited in light of the Five Year Forward View and the clinical direction
agreed that the design of transformed health and care service in West Kent are likely
take the form of:

New Primary Care under a MCP model to deliver ‘Out of Hospital’ Preventative,
Proactive and Planned care services
Integrated Urgent care services to cover both in and Out of Hospital urgent care
services led by Secondary care.

~ MNew Secondary Care to deliver specialist services that need a hospital
infrastructure or are better placed in the hospital on specialist expertise, quality
or economic basis.

NS West Kent Clinical Commissioning Group

GP Forward View Commitments

* Investment — to accelerate funding for primary
care

* Workforce —to expand GP and wider primary care
staffing

* Workload - reduce practice burdens and release
time

* Practice Infrastructure — develop primary care
estate and invest in technology

* Care Redesign — a major programme of
improvement support for practices

NS st Hens Clinical Commissioning Greus

A Vision for Primary Care
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Built on a Strong Bedrock of General
Practice

We aspire to General Practice
— which is sustainable,
in suitable estate,
— s efficient,
has all suitable IT support,
has a skilled workforce,
— s accessible and timely,
— is high quality and good value for money (including reducing bureaucracy),
-~ is halistic and helps to address inequalities
*  We will help this by CCG programmes to:
help manage demand,
strengthen the workforce,
— develop ITin General Practice
© We will provide disproportionate investment to those practices that face particular
problems of demand.
We will support the development of GP estate.
© We will reduce the complexity of reporting required from Out of Hospital Services

S West Kent Cunical Cammissianing Groun

Current Primary Care

Primary care is defined as the first contact of a patient with a healthcare provider, usually a G,
dentist, pharmacist or optician, in a given episode of iliness; it is people's entry point for the
prevention and treatment of illness,

Although people often use ‘Primary Care’ to mean General Practice, the sector includes a rich
diversity of professionals ranging from GPs, Nurse Practitioners, Nurses, Opticians and
Pharmacists through to allied health professionals and social care workers.

Advancesin and changing d graphics mean that, with the right premises and
the correct skill mix, a wider range of services can be delivered in a primary care setting.
Primary Care also has a key role to play in improving health outcomes and reducing health
inequalities, promating healthier lifestyles and prevention

Primary care services are effective k for {ary care and th e that the
populations needs are met with high quality and value for money.
Primary care works closely with Community care, Social care and Mental Health Providers yet
the commissioning and provision of these services are notintegrated or strategically aligned
Scale and Impact of primary care in the UK

~ GPsand nurses in general practice see over 800,000 peaple a day;

— dentists and dental teams see around 250,000 pecple per day;

— apticians provide around 12 million NHS sight tests sach year; and

an estimated 1.2 million people visit a community pharmacy every day.

NS st kent Climieal Cammissianing Graus

Challenges in Delivering Core GMS

Pressures
on Primary
Care in
England
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Challenges in Delivering Core GMS 2

Present contractsare either activity based or block contracts, dapending on the particular
sector of the NHS. The former reflects activity in price, not cost and can also lead to
activity driving budgetary demand.

+ Block cantracts run the risk of under performing, with consequent unmet need. In both
cases, lack of clarity in specifying both outcomes and the population to be served can lead
to under or over performance
In addition, the multiplicity of commissioners means that there is duplication and omission
in assessing need, designing and specifying pathways and delivering outcomes,

In order to address these weaknesses, place based commissioning offers the opportunity to
assess the needs of the whole population, design and agree strategy that meets those
needs and then utilise the totality of rasources available to commissioners.

© Contracts must therefore specify in detail the outcomes required for the population and
increasingly require providers to work together across different sectors to deliver services
together,

Providers will be required to deliver the same services for the same contract and not
allowed to apply their own exception criteria,

Performance will be managed across all contracts. Budgets will be merged across existing
commissioning boundaries,

NS West Kent Clnichl Cammissicning Graun

West Kent Primary Care Services:
the Case for Change

Strengths

*  High calibre, committed workfarce
*  High quality General Practice compared to national picture
* Good if informal relationships between practices

Weaknes

* Primary care services are not integrated and therefore a)do not provide a seamless
experience for patients and b) could be more productive

Variable quality across all sectors of primary care

Demands on health services are increasing but no new primary care investment has
been made available

The primary care estate is variable, lacks flexibility and is not being fully utilised
The GP workfarce s overloaded

No local system leadership of out of hospital care

S Wiest Kent Ciieal Commissianing Group

West Kent Primary Care Services:
the Case for Change

Opportunities

T

West Kent CCG operating plan: to develap new primary care and enhance preventian, improve timely diagnostics
and health impravement with local authorities

Pecple are living longer and aur opportunities to lead fulfiling lives inta old age have grown,

Improvements in medical and information technology allow better care claser to home

Potential for enhanced capability and capacity of New Primary care to help the population to live longer and lead
fulfiliing fives into old age have grown

Good training arrangements in place

More interventions are possible in a primary care setting due to Medical and IT advances

Ca-commissioning of GP services

hreats

Care is fragmented, of varying quality, lacks capacity and has been underinvested. It has not realised its productive
potential

The current model is not flexible enough to adapt services for the most valnerable in our community

The ics of the i ging. Society is ageing, with an increasing number of peogle living
with long-tarm conditions and fraifty

Lifestyles have changed and continue to change, affecting our healthcare needs and expectatians,
Traditional GP apening hours may not suit some peaple while some are less willing to wait for appointments
Large list sizes in some area making it difficult for GP to deliver anything ather than coreservices

NS West Keat Cllmial Commissioning Groun

Benefits of Strengthening General Practice

Building teams of community and complex care nurses round clusters of
practices who serve populations (of 30-80k, depending on geography) will
* enhance access to diagnostics and specialist nurses and advice

from Consultants
* help “make every contact count” and empower patients to take
responsibility for their own health
* enhance mental health provision outside hospital
+ prevent ill health
* support vulnerable families
deliver better care for patients with long term conditions, those
who are frail or near the end of life, those with dementia, those at
higher risk of hospital admission and those with mental illnesses
Maintain the crucial role of the GP as the senior diagnostician in
primary care
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Benefits of Federated Working

General practice teams of the future will be warking with groups of ather practices and providers as federated or
networked organisations. Such organisations permit smaller teams and practices to retain their identity (through the
association of localism, personal care, accessibility and famviliarity) but combine ‘back-office’ functions, share

ar ional learning ant co-develop clinical services,

networ ices are th I to act as the provider arm of Incal communities and
can wark together to provide extended services [such as those currently defined as ‘enhanced services'), as well as
praviding community nursing services and GPs with extended clinical roles
Within federations, patients are mare than likely to be able to self-refer, if they wish (or be cross referred within the
Tederation), far physiatherapy, talking therapies and other services provided in community-based clinics. Patients wh
require routine care will be more than likely to receive this from a range of community-based providers working as a
team - including primary care nurses, i ists, mental health workers
and GPs,
Practices within federations will offer more community services to the population registered within their respective
practices - for example, dietetic services, podiatry, and autreach services dependent on GP skills (.2 minor surgery
and complex contraceptive services).
Some practices will form large federations, incorporating hespital, third-sector, private and community providers.
The GP of the future is likely to be dusing 3 number of including, but not exciusively, as a
salaried practitioner (either as part of a larger provider srganisation, a federation, foundation or equivalent trust, or arf
employee of a third-sector and/or private company organisation) and/or as a seif- i
Federated organisations will be betisr able to coordinate out-of-hours care and ensure the provision of personalised
<are for thase patients who particularly require cantinuity with their treating team, both in and out of hours, They will
alsa be better placed to monitor, understand and manage inappropriate variability in clinical performance, thro

Joint learning audit, peer revi other quality

HHS West Kent Clinseal Commissaaning Group.

Integrated Working — an MCP Model

Our new primary care model is based on ‘hub and cluster’ model, but working with the other local
care providers to fully align and further develop to full ‘Multi-specialty Community Provider’
(MCP) status.

Multi-community
Specialty
Provider

©  Getting serious about prevention, empowering patients and engaging communities, smarter use
of technology and efficiency and mare money
Empowering patients to take respansibility for their own health
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Why an MCF over a PACs Model?

The CCG will set out a commissioning & financial framework for NPC in West Kent with a view to
commencing implementation in 2017

* In west Kent we have a good primary care infrastructure with reasonably good performing
practices
We are not able to implement a MCP model for every practice, so we will be seeking to cluster
practices together and we envisage that the two emerging federations will evolve to become part
of our MCP model

*  The CCG wish to work proactively to nurture and evolve our current federations inte potent MCPs
over a 2-year period

= From 2016/17 onwards, the CCG will be seeking to reconfigure provider contracts aligning the
delwery teams of KCHFT and KMPT around the twu West Kent GP federations and for provider

ip to be integ with Fede

If West Kent Federations and their provider paftners are not in a position by 2017 to play a strong
part in the new delivery model then a PACS model with the local acute trusts taking the lead may
be the only viable choice for NPC. This would go against the wishes of the CCG membership and
significantly reduce the value of the contribution to the local health economy made by Ge
Practices having Independent Contractorstatus

NHS Weat Kent Clinical Cammissianng Graus

New Model of Primary Care

The "hub and cluster’ model proposed was developed by considering three key issues;
Individual General Practices - how can practices retain some autonomy, independence,
flexibility and continuity within a new model?

General Practice at scale - how can practices work SMART together, have a ‘collective voice’
in the system, share the workload and achieve econories of scale to achieve sustainability?

Multi-speciality Community Provider - how can general practice work with health and care
partners to extend primary care services and extend primary care hours In an integrated
patient-centred way, through access to multidisciplinary and specialist advice and support?

Why this model of delivery?

Achieves Integrated delivery
. Ensuring a critical mass of patients to sustain desired range and levels of service
. Ability to deliver required patient and service outcomes
b Clinical interdependencies

National thinking and experience of Vanguards

Value for money from delivering primary care at scale
& Ability to recruit and retain a sustainable workforce

S West Kent Exnical Commisshaning Graue

Emerging Primary Care Hub & Cluster Model

The Five Yeor Forward View sets out a clear policy direction for General Practize to evetve inte Multispcialty Community Providers (MCPs). Wi
underway to design a new MCPs hut and cluster model for primary care In West Kent, which will allaw primary care to work at a larger scale
reducing the need to g0 to hospital but ensuring persanalised care for patients is maintained,

The aim s to establish a new model of care in which cliniclans and ather care professionals want to work, and that local peaple want to usel
model thet results in better lacal care.

Whoars suppartadby | =~
e iy araad eaciv oo

The hubs and cluster mode! will have the
patient at ts centre with a namesd GP and
the practice based support tegm
prowiding In hours GP servizes for the
patlent.

T registerad fist, based In General
Practice, will remain the foundation of
NHS care,

The Primary Care Cluster will see GF
Practices coming together to deliver
services 35 provider netwarks,

The centrallsed Primary Care Hubs will
provide cxtended access to patient
services, with all slements af tha model
warking together 1o provide wias areund
cut of hospital cars for the patient.

veniERald

WIS iest Kent Clinieal Cammissinring Graus

Primary Care Hub & Cluster Model Qutcomes

* Serve 3 population of patients |1s ke determined) in s building fit for purpase + Encoursge general practicss to work tagether
* Deliver eatended opening to cover 7 day access and additional Services (including 10 0vera population of patlents {to be
diagnostics, imaging and CT) determined)

+ Create synergy between services by bringing them together e g health B social  + Have toams of stalt employed by the hut or

services and voluntary services & public health, its agent “wracped around” a grous of
imurm rumber of
patients [to be determined)

[t will invalve the transfer of community services and some existing secondary
Gare sevices’ on a nan PR basis.

* Have some roles working within the hub and
constituent prazticas serving a minimum of
number of patients (o be determined) e.5,

= OFftra range of heaith promation and prevention services, heiping AStNS 10 W comziey care rurses and some ofiver health
indepérdanily'foran iong sk they wdeh s professionals, dieticians, pharmacists,

= Offerinpatient and outpatient therapy 3nd * day therapists and migwives

= Integrate district murses, health care assistants, theragists, mental heaith servicas, .
scclal workers, health ard social care coardinators palliztive care nurses and o Ui enisHig i i
health visiters, and offer new, innovative ways of prowiding care Euolve to cower popalations ol a2t 8000

* Use the single integrted patient care record/Care Plan Managament on GPIT patients (ta mest the NI England threshoid
systems for inwestment)

* Use a centralised call centre (with ability to offer prescribing out of hours]
* Offer stap up and step down beds

* Use 3 princinal chinical system that meets the GPSoC standards that will support
an line boaking for patients, on line access for patients ta their records, the ability = A reduction in outpatients
ta receive electranic messages from other care providers (including sischargs Anincrease In complex cates
etters and notifications, tramsfer of care messages, testresults and the abiiity 1o+ A growth in repatriation from tertiary sector
generate electronic referal messages)

+ Maximise use of other technalogles 2 g, telemedicine and consider virtual delivery
Gptians

* Provide access tocommon spacs ard facliities = g, sdditional rooms/training

bR -

The Cluster Team

The Cluster Team puu!s the knuwledgeand care resources of primary care, community and
mental health services, social care, and volunta y and social enterprise
sector partners, to manage the pupulaﬁan health of their mmmunitv.
They will operate in a single team under the leadership of ourlocal GP's, A team may operate at
the level of a large practice, a group of smaller practices, or at a whole locality level, The locality
should determine which arrangement works best for them and delivers the greatest
improvements.
Each team will use their
population at greatest risk.

+  Informaticstools are available to support this and the alm is to identify the 5% of the population
at greatest risk of a health crisis.
The Cluster Team will work with each of these people to co-design a care and support plan that
meets their needs and goals.

«  The team will work together to support the delivery of these plans.
The Cluster Team pools the care resources of primary care, community and mental health
services, social care, pharmacists and the voluntary, community and social enterprise sector, ta
manage the pupulatmn health of their community
The Cluster Team will operate in a single team under the leadership of local GP's.

As a team they will provide enhanced & integrated preventive & proactive care for vulnerable
groups of patients- Mental health, End of life, Frail Elderly & LTCs.

and the inf about those in their

S West Kent Clinical Cammisaioning Graus
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The Cluster Team Around The Patient Developing the Model of NPC

Out of hospital care is currently provided in silos with patients often having to attend multiple
lacations on different occasions to receive their treatment,

Interagency transaction costs cause delays, expense and poor patient service. Present IT
arrangements add to transaction costs.

We aspire to a create a network of teams around the patient (which will serve populations Describesthe new  Seisout the service

from 30 - 80,000 people depending on geography) whose members manage their patientsusing sarvics modal and space. T

all the skills of their colleagues to safely share clinical risk, allow patients to be looked after in Sa out the (service ottt B VOPTSPRORPI (v oo
their own homes and deliver high quality care. This will require the use of an shared care stategocontert | spacifeatonk s | potental daibery | ol n il et MCP operational i
record for each team. e et il adayicisth g
Since GP systems have records for the entire population served, these will form the basis of this Wiest Kent sndconmacual | mestthenesd,) [T embUrement T —
IT. Wherever possible, reporting should be at the level of individual practitioners Implications of the sndl tha potential ks e

e madel b stes.

I )t hips will be a fundamental part of the new

= Team d workiny
primary care model. The microsystem approach delivers some but not all of this need.
’ " . . v . Timescale: Timescale: Timescale:
We need premises that will allow these teams to deliver the services described; this might i St 2 EniMae 2037 Encjune 3018

involve a team being housed in a local hub

Teams will be able to access expertise from secondary care when required, without necessarily

having ta admit the patient to a hospital bed or to transfer responsibility to secondary care.

Teams will include GPs, community nurses, specialist nurses, social workers, community mental AP SN

health workers,

* Pharmacists, therapists and other Allied Health Professionals (AHPs). Almost without exception,
there are shortages of each of these professions. Therefore there is a considerable challenge to
recruitand retain this workforce; the CCG is working to address this.

NS Wiest Kent Clinical Commissioning Group NS West Kent Clnieal Comeissianing Grous

Supporting Strategies & Interdependencies Emerging CCG Work Programmes

* Kent & MEdway Sustamablllty & Transformation Plan Manage demand for general practice services Mental health provision outside hospital
* West Kent CCG Operating Plan 2016/17 GP Estate Strategy Building teams of community and complex care
nurses round clusters of practices who serve
* West Kent Estates Framework populations of 30.80k
= West Kent ngltal Roadmap Disproportionate investment in those practices  Enhance access to diagnostics
= 2 . " that face particular problems of demand due to
QU 3| ft‘f Im proveme nt StrateSV (‘ n prOdUCt 10 n:' deprivation or high numbers of care home
+ Urgent Care Strategy Pajlenss
. . Reduce the complexity of reporting required Speciallst Nurses
= Transforming Outpatients Strategy from General Practice
Develop IT in General Practice Make every contact count

Self Care Strategy
End of Life Care Strategy
Dementia Strategy

QOut of hospital bed capacity/Care homes

Advice from consultants

Strengthen the workforce; recruitment, training and retention

Warking with partner agencies, such as KCC for social care and voluntary sector to create
integrated services

NHS West Kent Cinical Cemmissioning Group NH Wiest Xent Clinical Commissionag Grou
G

Afterword ;
|
| West Kent
The NHS is facing some of the greatest challenges in o generation, The population is ageing, | Clinical Commissioning Group
more people have long-term conditions, and resources are not keeping pace with demand, |
Morale amongst frontline clinical staff is an issue and this is leading to problems with
recruitment and retention in many areas.

* Inthe face of rising demand and finite budgets, the model of general practice must change if
the challenges of preventing ill heoith, easier access to healthcare and the rising demand of
complex technological healthcare are to be met. The Primary Care Strotegy tells the story’
of general practice in West Kent, looks at the challenges ahead and provides a vision for the

Appendix
Juture. it recognises that the status quo is probabiy no longer an option. .
The srateqy dscusses intatves desgne o mprove provision n o number of key areas and ; Sett1ng the Scene fo

has been designed under the overarching principle of delivering safe and effective health
Primary Care in West Kent

services which patients value and trust. New models of primary care delivery are beginning
to emerge across the country and West Kent aspires to be u leader in the delivery of these
Innovative new models, accepting that there may be slightly different approaches and speed
of change in the four localities within West Kent,
* Ourvision is one where all clinicians will be working in practices that they are proud of,
delivering care to patients in wider truly integrated teams.
Alistair Smith, Lay Chair of Primary Care Co-commissioning Committee
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Primary Care Services in West Kent An Overview of Primary Care in West Kent
Vigst Kent CCG primary nealth care tervices * The number of people registered with a GP in the West Kent area was
476,577 patients, as at 30 September 2015.
* There are 61 general practices located in the NHS West Kent CCG area.
+ Operating out of 81 separate premises including branch surgeries
* Across the NHS West Kent CCG area there are 305 individual GPs registered
‘s stest to practice however, a number work on a part —time basis and therefore this
ffarination equates to 245.2 full time equivalent GPs working in the NHS West Kent CCG
suggests there
will be an Brew:
approximate * The practice list sizes range from the largest with 19,832 patients and 8.24
20,704 new FTE GPs to the smallest 1983 patients and 1.67 FTE GPs,
N dwellings built * However those Practices with the & largest lists are currently looking after a
Prap—— in NHS West combined total of 100,000 patients.
b Kent CCG * The individual list sizes for GPs range from 2843 to 9831 patients in the
T § (2006-2031). West Kent area.
* There are 68 dental practices, 66 community pharmacists and 50

optometrists premises in West Kent

HHS West Kert. Clinkal Corimissioning Group NS West Kenl Clinical Commssioning Graup

Setting the Scene

NHS West Kent Clinical Commissioning Sroup {CC6) is made  gpmumram - e
upof the &1 generl practices |goctars’ surgenes] in the o Wk i M
West Kent area and the majarity of gatients registered with

Sevanoaks, Tonbridge 3 Maling (7&M), and Turonicge Wels.
The exception being Swaniey (Sevenoaks district area) whose
rasidents are predominantly registered with practices in the
Dartford Gravesham and Swanley CCG arsa,

Who We Are

& Acute site

The day-to-day wark s overseen by  governing body, which
is responsible to the GP practices ’qr commissioning the
right heaitheare services for people in West Kent and
ensuring they provire high quality, prin for meney care,

The Gavaring B2y memsertia compries 12 6P oty

Tndependent seconary are doctor member 3 lay mamber

fer audit and governance, a lay member for pa:ner\tanﬁ

public involvement and. the. lay chair of the CCG's Brim:
oo Eereaciree 5% el s e eyl

480, 000 patients
61 practices

250+ GPs

1 Mental Health site

sub-committses and werking groups, Including an Augit
Committae.

31

q

8 within the south east region
5 within Kent and Madway

The CC6 has an annual budget of £609,8 milion t defiver
healtheare s=rulces for the 480,000 pecple reglstered with a
@P surgery in the West Kent and those unregistered but

resident in West Kent_ Tha equates 1o around £1,270 per sl > facilities

perscn. The vast majority of the CCG budget was spent on 1 within London region

Cate provided ina Fospital setting, other services such 3s o )
e g8 ersecs i T ) + 2 Acute Hospitals
siements of arimary tare [Prarmaty and Cpromeuisty e [EECESTEEIPETEIS 1 hosoital across 2sites ; ;
2aid for by NHS Englard. Kent County Councl commissions (AR AER) (Maldstone and Tunbridgs Wels) * 4 Community Hospitals
Sublic health services, such a5 scuyal haalth, stop Smaking

and healthy weight programmes.

3 Neighbouring CCGs

KS Viest ent Clinical Commissianing Graup NHS West Kert Climical Commissioning Group.

Our Local Population

West Kent Health Profile Highlights 1
* Theagepn e West Kent CCS populatian s wtat + 0 ind G Génerally West Kent enjoys good healih In comparisan to heighirouring geagraphical areas, but there are sil inequaiives berwéen sreas,
of Kent; hawever, 7t has sligntly lower :'nwrl‘ﬂﬂinfpaﬂbk aged 16 iﬂa babies are similar to the Kentaverage, althaugh there i variation

9, higher and 5 gt siy and smeking i
+ Population demagraghics -F)ng:s\rm:lmlv over the next 5:20 highest Two guintles of teenags canceaticns in Kent: Parkwond

b micate:
= Although people in Wast Kent generally live longer than the restof
Kent, tnara ara sl Innqualives, in which thase in more deprived

areas can experienca desth up to 131 years less life than those In

years, with an increasing aj opulation, but alse in diversity, Shepway, Sandland East, EastMaliing, Sharwond snd Trench, Of thase AT AN e anai

FeriEiaty o s s, 1mplEatons fo e, socal i and s Pk s n o highest il « Dota witnin this dogumant hlghlights that witnin the aress of igh

education: “ore chidran are placad in KCE (Xent County Councl] Foster care In dspiations A MM f wisaROR H e TARos perE A
Diwer the next five years | that the 35 the Kant avarage apainst the parsen, housing canditians, hameless people and
vl e s by 22.4% {2.848 indiidusle} Sawancaks s the Rghest number of chidren from [rsh Trave er and et beak i o0kE e ot 4 . Forgioumole MaldSmme s
Ouar tha next twenty years, there will 2e a population Increase of Gypsy Roma communities in Kent, also faund 1o be high in Maids! the secand highest rates of homeless people in Kent, almast four
195, The largest increase Is éxpected n the over 83 age band, an The 517 in s<hool sieuement betwen those entted and times the number of gecglein 2008, ususlly found within the tawn
ncreste of 59.4% 3 univarsal frae schoot meals s greater in West Kentthan the Kent cenre
Naarly 3% of Wast Kant CC6 populaton fs romnes-whita average, wi these i poorer househalds achivving oss n the

poc
Wast Kant lfe axpecrancy Is igher than for the Kentaverage
(327 and 817 yaars respectively). Over the ast Fve years whilst
the e expectancy has incressed acrass the whele CCG araa, it has

background education arena

*+ Batwoen mid 2012 and mid- 1013, despit soma putward migatian tera ol

was 3 natinerzase 19000 af peoale aged aver 85 is currently :
neople, of which almast cne third was classified as iternitanal Sradiond Eastand Judd wards (513 and 324 retpectively per 1.000 rcreasod marginall faster i the most deprived auintle compared
migration, The majority of this migratian appears ta e within populadon), With an expect abowe the Kent averags of o teast daprived quintie but there [ 5t & gap of 13,1 years,
Madstane, and the population are most commeniy aged batwean 25 and Fecole over age 55 in Maldstore md Tnnhrlﬁviﬂd Malting, ihis Between the pooreit and mest affluent sreas within the CCG.

45, altheugh thars are also 4 high rumbes of the uader 15 peaulstian pisture could change, but will certainly place higher demand on tervices i -
U wm consist for both health and social care. In addition there sre several wards in ¥
Life expactancy has increased ot the average rate of 0.26 years over sach two year tme period, with marginal Increase in the most deprived

of farils, hern ol a8 persbliy of st Kent with seapie cuer 6 ving In deprived housenolds, known 1o e = i " e ¥ "
fnepenoes | e higher iners of mrvies. * Mioetalty rates for under 75 cancer. crculatory and [ver dlease have docreased, althaugh thara has Been an Increasa in undee 75 espinstory
T O O S 2 martality, The age standardised mormlity rate from undar 75 liver diseate has Increased by 117 daatns per 100,000 population between 2011
« Each diswrict within Wast Sent has areas with poor n et with poorlovels of aducational 13 and 201214,

attainment, high In fuei poverty, poor air quality and high erir This i hall wall as thi for partner o ganisation: = Owerthe most deaths in West Kent has remalned simlar to the Kentratio:

sid detarminants that affect hesich outcomes.

17.0% 17 55 espectiei), Thissol the Wt nigh In the . foliowed second f
year perlod, Fuel powerty is ighestin s

Nationaly funded peogrammes are oftan avallable traugh dsirct to address the wider determinants, such s Warm Homes for wher
o Traubled Fanilies programme for families with muliple peoblerms. These pragrammes, fused eflectvel
financll and human terma
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West Kent Health Profile Highlights 2

Diabetes

* Recorded prevalence of diabetes in West Kent CCG s lower than the Kent average, but varies between
practices, Recorded diabetes has been increased at a simifar rate to the Kent average, and is estimatad ta
continueto do so. Thereis a di es and abesity. Additional risks of
complications among people with diabetes are higher in West Kent CCG than England and Wales, in particular
Heart Failure, Stroke, major and minar amputations and Renal replacement therapy.

Asthma

= Prevalence of asthma in West Kent CCG is similar to Kent {5.6% and 5.5%) but there is variation between
practices {ranging between 3.6% 10 8.4%). Ther s no strong correlation batween prevalence of asthma and
hospital admissians

PR
* The prevalence of COPD is below the Kent average (1.49% and 1.8% respectively], Madelling estimates large
numbers of undfagnosed cases.

Coronary Heart Disease
* Prevalence of CHD s lower than Kent and Med: d England, again madelling estimates that preval it
significantly higher, as with hypertension, with an estimated §,300 undiagnosed patients.

Cancer

* West kent CCG has a slightly higher recordedcancer prevalence 2.3%} then bioth Kent and Medway (2.2%) and
England {2.1%). Recorded cancer prevalence ranges from 0.8% to 3.9%. Mortality rates are highest in lung
cancer for men, and far wamen rates are highest for lung and breast cancer.

* S4% of lung cancer admissions are emergencies, whilst anly 25% are diagnosed at ap

* Anestimated 12,788 people in West Kent areliving with and beyond can
HHS West Kent Cleical Camissianing Grosa

Mortality Rates by Ward

Elncioral wards in Wedt Kent CEG in the highest martafity quintile, sged under 75, 2012-2018
[poated). showing commanality by cause of death

bt 0 e ety s e
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West Kent Health Profile Highlights

Mantal Hoalth
* Brevalence I simiar to Kent and Medway, and fower than national, Hospital sdmissian ratos wary and s numbeare highr than tha
West Kent CCG and there is a mild assockition between prevalence and admissions
fridge and Shepway South have the highest contact ratas for thase aged batwaen 15 and 54 with a mental health candition, atthough
contact rates vary across West Kent CCG from 34,8% 1o 4
. 1.0 to 296.4 per 100,000 peputation)

Sreunlnc of epreSSan's et 1 Wedt Fent CUS - Koot 4o ety o Engiand, but there i a variance of 2% 10 12.1%
between practices
Suickde rates are similar to Kent, al [
then reduce untl ggad 80 and cver, Fermales romain relatively low and ara highest st s 30 ard over.

peak at 50 m 59, rates

Loarning Diss bilty
" Prealence of patns witt [earing disabities s fowerin West Kent CCG than n Kt and Medvway, and coritsct ates o Righestin
Lerinar sk, kg and Hilnkiorcugh. Theovsral West et CCG con senvices for
biliiss e lawer than Kent. e i I same arass
Dementis
In WestKent CCG is shmilar to Kent ard Medway and England st D%, Referrals i
cantine t incraase by agprosimatel 405 par year sad as primary or

Pavs incraasad by 106.5 per 160,000 populatien.

Falls
* Mospital admissians due to fais rose steadly untl 2011/12 sad fellin 2012/13. As
avtimates the incresse o cantinue,

it increasn oocureed in 2013/14 and trend anaiysis

NHS West et Clinical Commissianing Group

West Kent Lifestyle Factors Affecting Health

| # Eleven MSOAL* (have a0 estimated binge drinking IS |
o5, all of A v around the towards Tovil, The: |
Maldstane and Tunbridge Wells wards | tge Fivad at Weteri ¥ recorded levelsof |
# The highest numbsers of licencad premises in WestKentare | ©  Ka? <=}
| 5 and cafes, town centres, | =
Aisoush ity s ppears oo e sdmisiors @ Tha upiake of youUng peap'e’s preventative sexusl heatth senvices s highest in
for obesiey or aleahol related conditions fram thesa areas, Mildirons

this i mare ey 10 be due ta deprivation a3 analysis

# Aborien rates | i are similar out the rumber
shewsno corralation ot Jar b ent, b ofrapeat

abartiansis increasing and is higher than tha England sverdgs Inall CCGs I Kent |

3 = Th of lang. ) ighor |

| i Wast Xent than the England average

| # An estimates 28% of sduits are classied 45 abese witnin 4

| sl MSOAS in West Kent: Sniodland Edst and West: - Genlwurlnlewltlns {BUM) wammduﬂbif! mg«;;l \andslnn: Bt

i srorion !

Sharwood: Shepway vurmms Seuth; Parkwood 5

Obesity T Lokl 4% Tmhr"‘ he highest i S:Hzralks

t0.8.2% and has platesued, Corversaly, at year & ches'ty a7 g of s o g1 s e, e

levals have increased from 16,3% 10 13.5% between 2013 Lorciomchics

81 2014, T equates to prevalence of 30% obesityar |

cuerwelsht ot ygar 6. There are varlations in prevalence

between wards

Oy 15% of Kenkare |
astimated
fruit and vegotales 3 day

@

Sexually T1a) s increasing in most
Malling. which

districts o
was highest 2013 and dropped
n these aged 25 and under, but s s eapected due 15 presctive

<
© Maigstone hasa Ng\er(hlamvdh posldvity rate than Kent, athough sll ather
et Kot dstricts were lowe |
inceeatr 2 51 WertKant, 0 e Herpas 3.56 cases |
1 per 100,000 poputation |
# Disgnosed HIV prevalence i lower than Kentin 8l West Kent districts, butlate
Ao a3 rsased n Vies Kant wean 2028 ond 1015

 Pravalence of smaking s relatvely low in West Xent, but
sawen words [sls of which are in Maidatane] have 3
Brevalance of over 10%.
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