
 
 
 

 

  

 

 
 

 
 

  
  

To: All members of the Health & Wellbeing 
Board 

(Agenda Sheet to all Councillors) 

Ian Wardle 
MANAGING DIRECTOR 

Civic Offices, Bridge Street, 
Reading RG1 2LU 
� 0118 937 3787 

Our Ref: 
Your Ref: 

Direct: � 0118 937 2112 
e-mail: nicky.simpson@reading.gov.uk 

22 January 2015 

Your contact is: Nicky Simpson – Committee Services 

NOTICE OF MEETING – HEALTH & WELLBEING BOARD – 30 JANUARY 2015 

A meeting of the Health & Wellbeing Board will be held on Friday 30 January 2015 at 2.00pm 
in the Council Chamber, Civic Offices, Reading. The Agenda for the meeting is set out below. 

AGENDA 
PAGE NO 

1. DECLARATIONS OF INTEREST -

2. MINUTES OF THE HEALTH & WELLBEING BOARD MEETING HELD ON 1
 
10 OCTOBER 2014

3. QUESTIONS -

Consideration of formally submitted questions from members of the
public or Councillors under Standing Order 36.

4. ROYAL BERKSHIRE NHS FOUNDATION TRUST - CQC IMPROVEMENT 12
 
PLAN UPDATE

A report on progress against the Royal Berkshire NHS Foundation
Trust’s Care Quality Commission (CQC) Improvement Plan in response
to the findings following the CQC Inspection in March 2014.

5. GENERAL PRACTICE CARE QUALITY COMMISSION REPORTS 15 

A report on the results of Care Quality Commission (CQC) visits to GP
Practices in North and West Reading during November 2014, as the
reports on these inspections and the ratings of practices have now
been published.

CIVIC CENTRE EMERGENCY EVACUATION: If an alarm sounds, leave by the nearest fire exit quickly and calmly 
and assemble on the corner of Bridge Street and Fobney Street.  You will be advised when it is safe to re-enter 
the building. 
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6.	 NHS FIVE YEAR FORWARD VIEW 89 

A document presenting the NHS’s Five Year Forward View, setting out 
how the health service needs to change, arguing for a more engaged 
relationship with patients, carers and citizens so that the NHS can 
promote wellbeing and prevent ill-health. 

7.	 BERKSHIRE CAMHS (CHILDREN & ADOLESCENT MENTAL HEALTH verbal 
SERVICES) report 

A verbal report from the Director of Joint Commissioning, Berkshire 
West CCGs, on the current position with regard to CAMHS in Berkshire, 
following a review of CAMHS carried out in 2014. 

8.	 BEAT THE STREET READING 2014 130 

A report providing feedback on and presenting the evaluation report of 
the Beat the Street Reading 2014 walking challenge and setting out 
proposals to deliver Beat the Street in 2015 across Reading. 

9.	 UPDATE ON JOINT WORKING TO SUPPORT CHILDREN & FAMILIES 178 

Further to Minute 52 of the meeting held on 21 March 2014, a report 
giving an update on the work of the sub-group set up to progress 
opportunities identified across the Council’s Children’s Services and 
Public Health teams, the two Clinical Commissioning Groups and local 
health services to strengthen joint working to improve health 
outcomes for children and families.  The report outlines the revised 
action plan focus, achievements and progress made and barriers being 
experienced. 

10.	 UPDATE ON CHILD SEXUAL EXPLOITATION STRATEGY 2014-17 185 

A report presenting a strategy agreed by the Reading Local 
Safeguarding Children Board which sets out the partnership intent to 
improve the delivery of services to prevent children becoming at risk 
of Child Sexual Exploitation, protect children who are at risk or are 
victims, pursue and disrupt the activity of individuals and or groups of 
perpetrators and help victims and their families to recover from the 
abuse. 

11.	 TACKLING POVERTY IN READING STRATEGY AND NEEDS ANALYSIS 199 

A report presenting the draft Tackling Poverty in Reading strategy, 
action plan and needs analysis, developed with partners through the 
Tackling Poverty Delivery Partnership. 
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12.	 UPDATE ON FEMALE GENITAL MUTILATION 283 

A report giving an update on the current position in Reading in relation 
to Female Genital Mutilation (FGM), as a result of a request from the 
Thames Valley Police and Crime Panel to have a regular overview item 
on the Board’s agenda for FGM. 

13.	 PROTOCOL AGREEMENT BETWEEN READING HEALTH AND WELLBEING 300 
BOARD AND WEST OF BERKSHIRE ADULTS SAFEGUARDING 
PARTNERSHIP BOARD (SAPB) 

A report seeking endorsement of a protocol setting out the 
expectation of the relationship and working arrangements between 
Reading Health and Wellbeing Board and the West of Berkshire 
Safeguarding Adults Partnership Board (SAPB). 

14.	 FINAL PHARMACEUTICAL NEEDS ASSESSMENT 305 

Further to Minute 9 of the meeting on 10 October 2014, a report 
presenting the final draft Pharmaceutical Needs Assessment (PNA) for 
approval and publication. The consultation period for the PNA in 
Reading ended on 16 December 2014 and the report includes the key 
issues identified from the consultation. 

15.	 DATE OF NEXT MEETING – Friday 17 April 2015 at 2pm -
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Present:� � 

&RXQFLOORU�(GHQ� /HDG�&RXQFLOORU�IRU�$GXOW�6RFLDO�&DUH��5HDGLQJ�%RURXJK�&RXQFLO� 
�5%&�� 

&RXQFLOORU�*DYLQ� /HDG�&RXQFLOORU�IRU�&KLOGUHQ·V�6HUYLFHV�	 �)DPLOLHV��5%&� 
&RXQFLOORU�+RVNLQ� /HDG�&RXQFLOORU�IRU�+HDOWK��5%&� 
�&KDLU�� 
/LVH�/OHZHOO\Q� 'LUHFWRU�RI�3XEOLF�+HDOWK�IRU�%HUNVKLUH� 
&RXQFLOORU�/RYHORFN� /HDGHU�RI�WKH�&RXQFLO��5%&� 
(OHDQRU�0LWFKHOO� 2SHUDWLRQV� 'LUHFWRU�� 6RXWK� 5HDGLQJ� &OLQLFDO� &RPPLVVLRQLQJ� 

*URXS��&&*�� 
'DYLG�6KHSKHUG� &KDLU��+HDOWKZDWFK�5HDGLQJ� 
,DQ�:DUGOH�� 0DQDJLQJ�'LUHFWRU��5%&� 
$YULO�:LOVRQ� 'LUHFWRU�RI�(GXFDWLRQ��$GXOW�DQG�&KLOGUHQ·V�6HUYLFHV��5%&� 
&DWK\�:LQILHOG� &KLHI�2IILFHU��%HUNVKLUH�:HVW�&&*V� 

� 
Also in attendance: 

6XVDQ�%LFNQHOO� 0HPEHU�RI�WKH�3XEOLF� 
*HRUJH�%RXORV� &OLQLFDO�/HDG��1RUWK� �:HVW�5HDGLQJ�&&*� 
9LFNL�/DZVRQ� +HDG�RI�&KLOGUHQ·V�6HUYLFHV��5%&� 
3HWH�/RRPHV� 6HQLRU� 6WUDWHJLF� 3ODQQLQJ� � 5HGHVLJQ� 0DQDJHU�� &HQWUDO� 

6RXWKHUQ�&RPPLVVLRQLQJ�6XSSRUW�8QLW� 
1LNNL�/XIILQJKDP� ,QWHULP�'LUHFWRU�RI�2SHUDWLRQV� �'HOLYHU\��7KDPHV�9DOOH\�$UHD� 

7HDP��1+6�(QJODQG� 
0DXUHHQ�0F&DUWQH\� 2SHUDWLRQV�'LUHFWRU��1RUWK�	 �:HVW�5HDGLQJ�&&*� 
5HEHFFD�1RUULV� 'HYHORSPHQW�2IILFHU��+HDOWKZDWFK�5HDGLQJ�� 
0HODQLH�2·5RXUNH� ,QWHJUDWLRQ�3URJUDPPH�0DQDJHU��5%&� 
1LFN\�6LPSVRQ� &RPPLWWHH�6HUYLFHV��5%&� 
&RXQFLOORU�6WDQIRUG� 5%&� 
%HDOH� 
6X]DQQH�:HVWKHDG� +HDG�RI�$GXOW�6RFLDO�&DUH��5%&� 

� 
Apologies:� 

)UDQFHV�*RVOLQJ� ,QGHSHQGHQW� &KDLU�� :HVW� %HUNVKLUH�� 5HDGLQJ� DQG� :RNLQJKDP� 
7KRPDV� /RFDO�6DIHJXDUGLQJ�&KLOGUHQ�%RDUGV� 
$OLVWDLU�)ORZHUGHZ� 0HGLFDO�'LUHFWRU��5R\DO�%HUNVKLUH�1+6�)RXQGDWLRQ�7UXVW� 
,VKDN�1DGHHP� &KDLU��6RXWK�5HDGLQJ�&&*� 
$VPDW�1LVD� &RQVXOWDQW�LQ�3XEOLF�+HDOWK��5%&� 
&RXQFLOORU� 5%&� 
2·&RQQHOO� 
5RG�6PLWK� &KDLU��1RUWK�	 �:HVW�5HDGLQJ�&&*� 
&RXQFLOORU�9LFNHUV� 5%&� 

1. MINUTES & MATTERS ARISING 

7KH�0LQXWHV�RI�WKH�PHHWLQJ�KHOG�RQ����-XO\������ZHUH�FRQILUPHG�DV�D�FRUUHFW�UHFRUG� 
DQG�VLJQHG�E\�WKH�&KDLU�� 

��
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2. QUESTION IN ACCORDANCE WITH STANDING ORDER 36 

7KH�IROORZLQJ�TXHVWLRQ�ZDV�DVNHG�E\�6XVDQ�%LFNQHOO�LQ�DFFRUGDQFH�ZLWK�6WDQGLQJ�2UGHU� 
���� 

(a) Lymphoedema Diagnosis & Treatment 

´,Q� ����� 3URIHVVRU� &KULVWLQH� 0RIIDWW� HW� DO� ZURWH� DQ� DUWLFOH� �� /\PSKRHGHPD�� $Q� 
8QGHUHVWLPDWHG�+HDOWK�3UREOHP��IROORZLQJ�UHVHDUFK���,�ZRXOG�OLNH�WR�NQRZ��ZK\��LV�LW� 
VWLOO� VR� GLIILFXOW�� HOHYHQ� \HDUV� DIWHU� WKLV� SLHFH� RI� ZRUN�� IRU� SHRSOH�OLNH� P\VHOI�� ZLWK� 
QRQ�FDQFHU� UHODWHG� /\PSKRHGHPD��  WR� DFWXDOO\� JHW� GLDJQRVHG�  DQG�  WKHQ� JHW� DQ\� 
WUHDWPHQW�LQ�5HDGLQJ�DQG�LQGHHG��%HUNVKLUH"� 

:LWK� /\PSKRHGHPD�� DQ\� GHOD\� LQ� WUHDWPHQW� FDQ� DIIHFW� WKH� VXFFHVVIXO� RXWFRPH� 
VLJQLILFDQWO\�� ,I� 5R\DO� %HUNVKLUH� +RVSLWDO� LV� WUHDWLQJ� SHRSOH� IRU� /\PSKRHGHPD� ZKR� 
KDYH� WKLV� SDLQIXO� SUREOHP� WKURXJK� FDQFHU� WUHDWPHQW� L�H�� VXUJLFDO� UHPRYDO� RI� 
FRPSURPLVHG� O\PSK� JODQGV� RU� UDGLRWKHUDS\�� WKHQ� ZK\� FDQ
W� WKH\� DOVR� WUHDW� SHRSOH� 
ZLWK�/\PSKRHGHPD�IURP�RWKHU�FDXVHV�L�H��7UDXPD��VLGH�HIIHFW�RI�SUHVFULEHG�GUXJV�RU� 
RWKHU�WULJJHUV"� 

:K\�VKRXOG�SHRSOH�OLNH�P\VHOI��EH�OHIW�LQ�OLPER�ZLWK�D�VHYHUHO\�SDLQIXO�FRQGLWLRQ�WKDW� 
LV�RQJRLQJ�DQG�GHJHQHUDWLYH�DQG�LI�XQWUHDWHG�OHDGV�WR�RWKHU�FRPSOLFDWLRQV"�$FFRUGLQJ� 
WR�WKH�1+6�8.�ZHEVLWH�WKH�UHFRPPHQGHG�WUHDWPHQW�LV�WKH�WKHUDS\�WKDW�,�DP�KDYLQJ�WR� 
SD\�IRU�SULYDWHO\�EXW�LV�DYDLODEOH�LQ�PRVW�RWKHU�DUHDV�RI�(QJODQG�� 

+RZ�  PDQ\� RWKHU� SDWLHQWV�  LQ� WKH� 5HDGLQJ� DQG� ZLGHU�DUHD�  DUH�  VXIIHULQJ� LQ� WKLV� ZD\�� 
GRHV�WKH�ERDUG�DQG�&&*�KDYH�DQ\�LGHD�RI�DFWXDO�QXPEHUV"�,�ILQG�LW�GLIILFXOW�WR�EHOLHYH� 
,�DP�WKH�RQO\�RQH��LQ�IDFW�LQ�WKH�ODVW�ZHHN�,�KDYH�GLVFRYHUHG�WZR�RWKHU�VXIIHUHUV��� 

�,�KDYH�JLYHQ�IXUWKHU�EDFNJURXQG�DQG�SHUVRQDO�LQIRUPDWLRQ�LQ�VHSDUDWH�GRFXPHQWV�WR�  
HQDEOH�WKH�SUHSDUDWLRQ�RI�D�UHSO\��µ� 

REPLY�E\�WKH�&KDLU�RI�WKH�+HDOWK� �:HOOEHLQJ�%RDUG��&RXQFLOORU�+RVNLQ��� 

´7KLV�  UHVSRQVH�  KDV� EHHQ� SURYLGHG�  E\� 'U�  &DWK\�  :LQILHOG��  &KLHI�  2IILFHU� RI� %HUNVKLUH� 
:HVW�&OLQLFDO�&RPPLVVLRQLQJ�*URXSV��&&*V��RQ�EHKDOI�RI�5HDGLQJ
 V�WZR�&&*V�� 

,� SODQ� WR� XVH� DQ\� VXSSOHPHQWDU\� WR� DUUDQJH� IRU� P\VHOI� DQG� WKH� &&*V� WR� PRUH� IXOO\� 
LQYHVWLJDWH�0V�%LFNQHOO V�FRQFHUQV�� 

2Q� QRQ� FDQFHU� UHODWHG� O\PSKRHGHPD� VHUYLFHV�� WKH� &OLQLFDO� &RPPLVVLRQLQJ� *URXSV·� 
�������� VWUDWHJLF� REMHFWLYHV� PDNH� FOHDU� WKH� &&*V·� DLP� WR� FRPPLVVLRQ� DSSURSULDWH� 
KHDOWKFDUH�EDVHG�RQ�LGHQWLILHG�KHDOWK�QHHGV���DQG�ZLWKLQ�WKH�UHVRXUFHV�DYDLODEOH��WKXV� 
HQVXULQJ�YDOXH�IRU�PRQH\��� 

7KH�&&*V·�FRPPLVVLRQLQJ�GHFLVLRQV�UHIOHFW�WKH�QHHGV�DUWLFXODWHG�E\�%HUNVKLUH�:HVW·V� 
+HDOWK�DQG�:HOOEHLQJ�%RDUGV�LQ�WKH�6WUDWHJLF�1HHGV�$VVHVVPHQWV��LQ�WKH�-RLQW�+HDOWK� 
DQG�  :HOOEHLQJ� 6WUDWHJLHV�� DQG�  WKH� YLHZV� H[SUHVVHG�  E\� SDWLHQWV�  WKURXJK� D� VHULHV�  RI�  
FRQVXOWDWLRQ�HYHQWV�UXQ�DV�SDUW�RI�WKH�QDWLRQDO� 
&DOO�WR�$FWLRQ 
�SURJUDPPH��DQG�WKRVH� 
IURP� SDWLHQW� UHSUHVHQWDWLYH�  JURXSV� H�J��  WKH�  UHFHQW� &$0+6� �FKLOG� DQG� DGROHVFHQW�  
PHQWDO� KHDOWK� VHUYLFHV�� HQJDJHPHQW� H[HUFLVH�� DQG� DQ\� VLJQLILFDQW� WKHPHV� LGHQWLILHG� 
WKURXJK�SDWLHQW�IHHGEDFN�LQ�HQTXLULHV�DQG�FRPSODLQWV�� 

��
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7KH�DUWLFOH�LQ�WKH�OLQN�SURYLGHG��/\PSKRHGHPD��$Q�8QGHUHVWLPDWHG�+HDOWK�3UREOHP�DW� 
KWWS���TMPHG�R[IRUGMRXUQDOV�RUJ�FRQWHQW�����������IXOO�� LQGLFDWHV� D� SUHYDOHQFH� RI� 
���������� SHRSOH� ZLWK� O\PSKRHGHPD� ZKLFK� PHDQV� WKDW� LQ� %HUNVKLUH�:HVW� WKHUH�DUH� 
SRWHQWLDOO\�VRPH�����SDWLHQWV�ZLWK�WKH�FRQGLWLRQ���IURP�D�WRWDO�SRSXODWLRQ�RI�F�������� 
��DQG�LW�FRXOG�ZHOO�EH�WKDW�RI�WKHVH�����WKH�PDMRULW\�DOVR�KDYH�RU�KDYH�KDG�FDQFHU��  
7KDW� VDPH� DUWLFOH� DOVR� LQFOXGHV� WKH� IROORZLQJ�� ´7KH� TXDOLW\� RI� HYLGHQFH� RQ� 
HIIHFWLYHQHVV� RI� WKH� YDULRXV� SK\VLFDO� PDQDJHPHQW� VWUDWHJLHV� ²� VNLQ� FDUH�� H[WHUQDO� 
SUHVVXUH��EDQGDJLQJ� 	�KRVLHU\��DQG�PDVVDJH�²�LV�SRRUµ�µ� 

Resolved -

7KDW� &RXQFLOORU� +RVNLQ� LQYHVWLJDWH� IXUWKHU� ZLWK� WKH� &&*V� ZK\� WUHDWPHQW� IRU� 
QRQ�FDQFHU�UHODWHG�O\PSKRHGHPD�ZDV�QRW�EHLQJ�SURYLGHG�DQG�WKH�VFDOH�RI�WKH� 
LVVXH�LQ�5HDGLQJ��� 

3. FINDINGS OF HEALTHWATCH READING ON THE EXPERIENCE OF DELAYED 
DISCHARGE FROM HOSPITAL 

6X]DQQH�:HVWKHDG�VXEPLWWHG�D�UHSRUW�SUHVHQWLQJ�D�UHSRUW�E\�+HDOWKZDWFK�5HDGLQJ�RQ� 
WKH� ILQGLQJV� RI� D� SURMHFW� FROOHFWLQJ� WKH� H[SHULHQFHV� RI� SHRSOH� DIIHFWHG� E\� GHOD\HG� 
GLVFKDUJH�IURP�5R\DO�%HUNVKLUH�+RVSLWDO���7KH�UHSRUW�KDG�DSSHQGHG�D�¶ZKROH�V\VWHP·� 
UHVSRQVH�WR�+HDOWKZDWFK·V�ILQGLQJV��SUHSDUHG�E\�5HDGLQJ·V�+HDOWK� 	�6RFLDO�&DUH�%RDUG� 
�+6&%���DQG�DQ�DFWLRQ�SODQ�WR�GHOLYHU�RQ�WKH�FRPPLWPHQWV�LQ�WKH�UHVSRQVH�� 

'DYLG�  6KHSKHUG� SUHVHQWHG� WKH� +HDOWKZDWFK�  UHSRUW� DQG� 5HEHFFD� 1RUULV� JDYH� D� 
SUHVHQWDWLRQ�ZKLFK�IRFXVVHG�RQ�WKH�H[SHULHQFHV�RI�RQH�RI�WKH�SDWLHQWV�DQG�ORRNHG�DW� 
KRZ�SURSRVHG�DFWLRQV� LQ� WKH�QHZ�DFWLRQ�SODQ�FRXOG�DIIHFW�D� VLPLODU�SDWLHQW·V� IXWXUH� 
¶MRXUQH\·�� 

7KH�UHSRUW�H[SODLQHG�WKDW�+HDOWKZDWFK�5HDGLQJ�KDG�FDUULHG�RXW�D�VHULHV�RI� LQ�GHSWK�  
LQWHUYLHZV� EHWZHHQ� 6HSWHPEHU� ����� DQG� 0DUFK� ����� ZLWK� SHRSOH� DIIHFWHG� E\� 
GLVFKDUJH�IURP�WKH�5R\DO�%HUNVKLUH�+RVSLWDO�EHLQJ�GHOD\HG�EH\RQG�WKH�SRLQW�ZKHQ�WKH� 
SDWLHQW�KDG�EHHQ�ILW�WR�OHDYH������SLHFHV�RI�IHHGEDFN�KDG�EHHQ�FROOHFWHG�IURP�VHYHQ� 
5HDGLQJ� UHVLGHQWV� DQG�RU� WKHLU� UHODWLYHV�FDUHUV� DQG� D� UHSRUW� KDG� EHHQ� SUHSDUHG� LQ� 
$SULO��������´7KH�H[SHULHQFHV�RI�SHRSOH�ZKRVH�GLVFKDUJH�IURP�KRVSLWDO�ZDV�GHOD\HGµ��� 

7KH�  +HDOWKZDWFK�  UHSRUW� JDYH�  GHWDLOV�  RI� WKH� ILQGLQJV�  RI� WKH� SURMHFW� DQG� PDGH� D� 
QXPEHU� RI� UHFRPPHQGDWLRQV�� � ,W� VWDWHG� WKDW� WKH� SURMHFW� KDG� XQFRYHUHG� VWURQJ� 
HYLGHQFH�GLUHFWO\�IURP�SHRSOH�ZKR�XVHG�VHUYLFHV�WKDW�WKH�KRVSLWDO�GLVFKDUJH�SURFHVV� 
QHHGHG� XUJHQW� UHIRUP�� � ([WUD� HYLGHQFH� KDG� DOVR� EHHQ� YROXQWHHUHG� WKDW� SRLQWHG� WR� 
VHULRXV� IDLOLQJV� LQ� VHWWLQJV� VXFK� DV� VKHOWHUHG� KRXVLQJ� DQG� FDUH�KRPHV� WR�SURWHFW� WKH� 
KHDOWK�DQG�VDIHW\�RI�YXOQHUDEOH�ROGHU�SHRSOH�DQG�WKH�UHSRUW�XUJHG�KHDOWK�DQG�VRFLDO�  
FDUH�FRPPLVVLRQHUV�DQG�SURYLGHUV�WR�DFW�VZLIWO\�WR�WUDQVIRUP�WKH�SDWLHQW�H[SHULHQFH��� 

7KH� +HDOWKZDWFK� UHSRUW� KDG� EHHQ� WDNHQ� WR� WKH� 5HDGLQJ� +6&%� LQ� -XQH� ������ D� ERG\� 
ZKLFK� EURXJKW� WRJHWKHU�  VHQLRU� RIILFHUV�  RYHUVHHLQJ� WKH�  GHOLYHU\�  RI� FDUH� DFURVV� ORFDO� 
DJHQFLHV�  DQG�  GLUHFWHG� WKH� 5HDGLQJ� ,QWHJUDWLRQ� 3URJUDPPH� WR�  GHYHORS� EHWWHU� FR� 
RUGLQDWLRQ�RI�KHDOWK�DQG�VRFLDO�FDUH�VHUYLFHV�DURXQG�LQGLYLGXDO�QHHGV���7KH�+6&%�KDG� 
ZHOFRPHG� WKH� LQVLJKWV� LQ� WKH� UHSRUW� LQWR� WKH� SDWLHQW�FXVWRPHU� H[SHULHQFH� DQG� KDG� 
GLUHFWHG� 5HDGLQJ·V� ,QWHJUDWLRQ� 3URJUDPPH� 0DQDJHU� WR� GHYHORS� DQ� DFWLRQ� SODQ� WR� 
DGGUHVV� WKH� LVVXHV� KLJKOLJKWHG�� � 7KH� DFWLRQ� SODQ� ZRXOG� EH� PRQLWRUHG� WKURXJK� WKH� 
5HDGLQJ�,QWHJUDWLRQ�3URJUDPPH�%RDUG��RI�ZKLFK�+HDOWKZDWFK�ZDV�D�PHPEHU�� 

��
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7KH�UHSRUW�QRWHG�WKDW��ZKLOVW�PDQ\�SHRSOH�ZHUH�GLVFKDUJHG�IURP�KRVSLWDO�LQ�5HDGLQJ� 
ZLWKRXW� GHOD\� HYHU\� GD\�� +HDOWKZDWFK·V� UHSRUW� GHVFULELQJ� WKH� LPSDFW� RQ� WKRVH� ZKR� 
H[SHULHQFH� GHOD\HG�GLVFKDUJH� PDGH�D� SRZHUIXO� FDVH� IRU� WKH�QHHG� WR� LQWHJUDWH� FDUH�  
SURYLVLRQ�� � ,W� VWDWHG� WKDW� WKHUH� ZDV� D� VWURQJ� ORFDO� FRPPLWPHQW� WR� GHYHORSLQJ� PRUH� 
LQWHJUDWHG�VHUYLFHV��QRZ�ODUJHO\�DUWLFXODWHG�WKURXJK�5HDGLQJ·V�SURSRVDOV�IRU�XVH�RI�WKH� 
%HWWHU�&DUH�)XQG��DQG�VWDWHG�WKDW�WKH�UHGXFWLRQ�RI�GHOD\HG�GLVFKDUJHV�IURP�KRVSLWDO� 
ZDV�D�NH\�PHWULF�ZLWKLQ�5HDGLQJ·V�,QWHJUDWLRQ�3URJUDPPH�� 

7KH�  UHSRUW� VWDWHG�  WKDW� WKH� $GXOW� 6RFLDO�  &DUH��  &KLOGUHQ·V� 6HUYLFHV� DQG� (GXFDWLRQ�  
&RPPLWWHH�ZDV� UHVSRQVLEOH� IRU� WKH�RYHUYLHZ�  DQG�  VFUXWLQ\�RI�  DOO�  IXQFWLRQV� IRU� ZKLFK� 
WKH� &RPPLWWHH� ZDV� UHVSRQVLEOH�� DV� ZHOO� DV� IRU� XQGHUWDNLQJ� WKH� KHDOWK� VFUXWLQ\� 
IXQFWLRQV� RI� WKH� ORFDO� DXWKRULW\�� DQG� ZRXOG� WKHUHIRUH� EH� DQ� DSSURSULDWH� ERG\� WR� 
XQGHUWDNH� D� VFUXWLQ\� UHYLHZ� RI� WKH� ¶ZKROH� V\VWHP·� UHVSRQVH� WR� WKH� +HDOWKZDWFK� 
UHSRUW�ILQGLQJV�� 

,W� ZDV� UHSRUWHG�  WKDW� +HDOWKZDWFK� SODQQHG� WR�  FDUU\� RXW�  D� IXUWKHU� VHW� RI�  LQ�GHSWK�  
LQWHUYLHZV�RI�SHRSOH�DZDLWLQJ�KRVSLWDO�GLVFKDUJH�LQ�WKH�IXWXUH��WR�UHYLHZ�SURJUHVV��DQG� 
LW�ZDV�QRWHG�WKDW�LW�ZRXOG�EH�XVHIXO�LI�WKDW�UHSRUW�FRXOG�EH�EDVHG�RQ�D�ODUJHU�VDPSOH� 
RI�SDWLHQWV��� 

Resolved -

����	 7KDW�WKH�IROORZLQJ�EH�QRWHG�DQG�DOO�WKRVH�LQYROYHG�EH�WKDQNHG�IRU�WKHLU�  
ZRUN�� 

�D��	 7KH�ILQGLQJV�RI�+HDOWKZDWFK�5HDGLQJ�DV�VHW�RXW�LQ�WKH�$SULO������ 
UHSRUW��The experiences of people whose discharge from hospital 
was delayed; 

�E��	 7KH�MRLQW�UHVSRQVH�WR�+HDOWKZDWFK�VXEPLWWHG�E\�PHPEHUV�RI�WKH� 
+HDOWK�DQG�6RFLDO�&DUH�%RDUG��DQG� 

�F��	 7KH�$FWLRQ�3ODQ�GHYHORSHG�WR�GHOLYHU�RQ�WKH�FRPPLWPHQWV�PDGH� 
LQ�UHVSRQVH�WR�+HDOWKZDWFK·V�ILQGLQJV��ZKLFK�ZRXOG�EH�PRQLWRUHG� 
WKURXJK�5HDGLQJ·V�,QWHJUDWLRQ�3URJUDPPH�%RDUG���� 

����	 7KDW�WKH�$GXOW�6RFLDO�&DUH��&KLOGUHQ·V�6HUYLFHV�DQG�(GXFDWLRQ�&RPPLWWHH� 
EH� UHFRPPHQGHG� WR�  UHYLHZ� WKH� UHVSRQVH�  RI� ORFDO� FDUH�  SURYLGHUV�  WR� 
+HDOWKZDWFK·V�ILQGLQJV�DV�D�VFUXWLQ\�HQTXLU\�� 

4.	 INTEGRATION UPDATE INCLUDING BETTER CARE FUND SUBMISSION 

)XUWKHU� WR� 0LQXWH� �� RI� WKH� ODVW� PHHWLQJ�� 0HODQLH� 2·5RXUNH� DQG� 0DXUHHQ� 0F&DUWQH\� 
VXEPLWWHG�D�UHSRUW�JLYLQJ�DQ�XSGDWH�RQ�WKH�SURJUHVV�PDGH�� 

D�� LQ�GHYHORSLQJ�SODQV�IRU�KHDOWK�DQG�VRFLDO�FDUH�LQWHJUDWLRQ�LQ�5HDGLQJ��� 
E�� RQ�5HDGLQJ·V�%HWWHU�&DUH�)XQG��%&)��SODQV��DQG�� 
F�� LQ�GHYHORSLQJ�D�)UDLO�(OGHUO\�&DUH�3DWKZD\�DQG�DQ�2SHUDWLRQDO�5HVLOLHQFH� 

DQG�&DSDFLW\�3ODQ�IRU�WKH�ORFDO�KHDOWK�DQG�VRFLDO�FDUH�V\VWHP���� 

7KH� UHSRUW� DOVR� SUHVHQWHG� 5HDGLQJ·V� UHYLVHG� �$XJXVW� ������ %&)� SURSRVDOV� IRU� WKH� 
  
%RDUG·V�  IRUPDO� DSSURYDO�� ZLWK�  $SSHQGL[� �� SURYLGLQJ� D� GHWDLOHG�  GHVFULSWLRQ� RI� WKH�
 

��
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VFKHPHV�LQFOXGHG�LQ�WKH�VXEPLVVLRQ���7KH�IXOO�VXEPLVVLRQ�KDG�EHHQ�PDGH�DYDLODEOH�RQ� 
WKH�&RXQFLO·V�ZHEVLWH��FRPSULVLQJ�WKH�IROORZLQJ�GRFXPHQWV�� 

x %HWWHU�&DUH�)XQG�3ODQQLQJ�7HPSODWH�²�3DUW��� 
x %HWWHU� &DUH� )XQG� 3ODQQLQJ� 7HPSODWH� ²� 3DUW� �� ²� $QQH[� �� �$SSHQGL[� �� WR�  WKH�  
UHSRUW�� 

x %HWWHU�&DUH�)XQG�3ODQQLQJ�7HPSODWH�²�3DUW���²�$QQH[��� 
x %HWWHU�&DUH�)XQG�3ODQQLQJ�7HPSODWH�²�3DUW��� 
x %HWWHU�&DUH�)XQG�/LEUDU\�RI�6XSSRUWLQJ�'RFXPHQWV� 

7KH�UHSRUW�H[SODLQHG�WKH�KLVWRU\�WR�5HDGLQJ·V�VXEPLVVLRQ�WR�WKH�%&)�ZKLFK�SURYLGHG�  
IRU� ORFDO�IXQGLQJ�IRU�KHDOWK�DQG�FDUH�VHUYLFHV�LQ�ZD\V�ZKLFK�ZRXOG�WDNH�IRUZDUG�WKH� 
LQWHJUDWLRQ� DJHQGD�� � ,W� VWDWHG� WKDW�� IROORZLQJ� UHFHLSW� RI� WKH� LQLWLDO� ELGV�� DURXQG� ��� 
ORFDO� DUHDV�� LQFOXGLQJ� 5HDGLQJ�� KDG� EHHQ� MXGJHG� WR� KDYH� SDUWLFXODUO\� VWURQJ� 
¶H[DPSODU·� SURSRVDOV� IRU� XVH� RI�  WKH�  %&)�  DQG�  KDG�  EHHQ� LQYLWHG�  WR� ¶IDVW� WUDFN·�  WKHLU�  
ELGV���%\�WKH�HQG�RI�$XJXVW�������WKHUH�KDG�RQO\�EHHQ�ILYH�ORFDO�DUHDV�UHPDLQLQJ�RQ� 
WKH� IDVW� WUDFN� SURFHVV�� LQFOXGLQJ� 5HDGLQJ�� � 7KH� 5HDGLQJ� ORFDO� WHDP� KDG� UHFHLYHG� 
FRQVXOWDQF\� VXSSRUW� DUUDQJHG� E\� 1+6� (QJODQG� DQG� WKH� %&)� 3ODQ� KDG� EHHQ� UHYLVHG�� 
UHDG\� IRU� VXEPLVVLRQ� E\� WKH� GHDGOLQH� RI� ��� $XJXVW� ������ 7KH� VFKHPHV� ZLWKLQ� WKH� 
UHYLVHG�  %&)�  3ODQ��  DV� VHW� RXW� DW�  D�  VHPLQDU�  KRVWHG� E\�  +HDOWK� DQG�  :HOOEHLQJ� %RDUG� 
PHPEHUV�RQ����$XJXVW������DQG�GHWDLOHG�LQ�$SSHQGL[����ZHUH�� 

x +RVSLWDO�#�+RPH� 
x (QKDQFHG�6XSSRUW�WR�&DUH�+RPHV�� 
x %HUNVKLUH�:HVW�&RQQHFWLQJ�&DUH��,QWUD�RSHUDELOLW\�� 
x 'LVFKDUJH�WR�$VVHVV�7LPH�7R�'HFLGH�EHGV�� 
x :KROH� 6\VWHP�:KROH� :HHN� ��� GD\� ZRUNLQJ�� +HDOWK� DQG� 6RFLDO� &DUH� +XE� DQG� 
1HLJKERXUKRRG�&OXVWHU�7HDPV�� 

7KH�UHYLVHG�%&)�ELG�ZRXOG�EH�VXEMHFW�WR�D�ULJRURXV�TXDOLW\�DVVXUDQFH�SURFHVV���,QLWLDO� 
IHHGEDFN�� ZKLOVW� YHU\� SRVLWLYH�� KDG� LQGLFDWHG� ILYH� DUHDV� IRU� IXUWKHU� GHYHORSPHQW� LQ� 
5HDGLQJ���$GGLWLRQDO�LQIRUPDWLRQ�UHODWHG�WR�WKRVH�NH\�OLQHV�RI�HQTXLU\�ZRXOG�QHHG�WR� 
EH�VXSSOLHG�LQ�2FWREHU������ZLWK�D�YLHZ�WR�REWDLQLQJ�ILQDO�PLQLVWHULDO�VLJQ�RII�RI�WKH� 
ELG�E\�WKH�HQG�RI�2FWREHU������� 

7KH�UHSRUW�DOVR�JDYH�GHWDLOV�RI�SURJUHVV� LQ�GHYHORSLQJ�D�)UDLO�(OGHUO\�&DUH�3DWKZD\�� 
ZKLFK�  KDG� LQIRUPHG�  WKH�  VFKHPHV�  LQ� WKH� %&)� SURSRVDOV��  DQG�  D�  %HUNVKLUH� :HVW� 
2SHUDWLRQDO� 5HVLOLHQFH� DQG� &DSDFLW\� 3ODQ� �25&3�� IRU� ��������� ZKLFK� KDG� EHHQ� 
VXEPLWWHG�WR�1+6�(QJODQG�IRU�DSSURYDO���)RUPDO�IHHGEDFN�RQ�WKH�25&3�ZDV�H[SHFWHG� 
VKRUWO\�DQG�LQLWLDO�IHHGEDFN�KDG�EHHQ�WKDW�LW�ZDV�D�JRRG�SODQ�ZLWK�HYLGHQFH�RI�JRRG� 
FURVV�RUJDQLVDWLRQDO�HQJDJHPHQW�ZLWKLQ�WKH�8UJHQW�&DUH�3URJUDPPH�%RDUG�� 

,W�ZDV�UHSRUWHG�DW�WKH�PHHWLQJ�WKDW�WKH�%HUNVKLUH�:HVW�25&3�KDG�EHHQ�VLJQHG�RII�E\� 
1+6�(QJODQG�DQG�DVVHVVHG�DV�PHGLXP�ULVN�� 

Resolved -

���	 7KDW�WKH�IROORZLQJ�EH�QRWHG�� 

�D��	 7KH�SURJUHVV�PDGH�LQ�GHYHORSLQJ�SODQV�IRU�KHDOWK�DQG�VRFLDO�FDUH�  
LQWHJUDWLRQ�LQ�5HDGLQJ�� 

��
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�E��	 7KH�UHFRJQLWLRQ�5HDGLQJ·V�%HWWHU�&DUH�)XQG�SODQV�KDG�UHFHLYHG�DV� 
¶H[HPSODU·�SURSRVDOV�� 

�F��	 7KH� ZRUN� WKDW� KDG� EHHQ� GRQH� LQ� GHYHORSLQJ� DQ� 2SHUDWLRQDO� 
5HVLOLHQFH�DQG�&DSDFLW\�3ODQ�IRU�WKH� ORFDO�KHDOWK�DQG�VRFLDO�FDUH� 
V\VWHP�� 

����	 7KDW�5HDGLQJ·V�UHYLVHG��$XJXVW�������%HWWHU�&DUH�)XQG�VXEPLVVLRQ��DV�VHW� 
RXW�LQ�WKH�IROORZLQJ�GRFXPHQWV��EH�IRUPDOO\�DSSURYHG�� 

x %HWWHU�&DUH�)XQG�3ODQQLQJ�7HPSODWH�²�3DUW��� 
x %HWWHU�&DUH�)XQG�3ODQQLQJ�7HPSODWH�²�3DUW���²�$QQH[��� 
x %HWWHU�&DUH�)XQG�3ODQQLQJ�7HPSODWH�²�3DUW���²�$QQH[��� 
x %HWWHU�&DUH�)XQG�3ODQQLQJ�7HPSODWH�²�3DUW��� 
x %HWWHU�&DUH�)XQG�/LEUDU\�RI�6XSSRUWLQJ�'RFXPHQWV� 

5.	 DEMENTIA SERVICES IN BERKSHIRE WEST – UPDATE 

3HWH� /RRPHV� DQG� 0DXUHHQ� 0F&DUWQH\� VXEPLWWHG� D� UHSRUW� E\� WKH� %HUNVKLUH� :HVW� *3� 
0HQWDO�+HDOWK�/HDG�DQG�WKH�6RXWK�5HDGLQJ�&&*�&KDLU��ZKLFK�JDYH�DQ�XSGDWH�RQ�WKH�  
ZRUN�LQ�SURJUHVV� LQ�GHPHQWLD�VHUYLFH�GHYHORSPHQW�ORFDOO\� LQ�VXSSRUW�RI�WKH�1DWLRQDO� 
'HPHQWLD�6WUDWHJ\�DQG�LPSOHPHQWHG�DV�SDUW�RI�WKH�/RQJ�7HUP�&RQGLWLRQV�3URJUDPPH��� 
7KH�  UHSRUW� VWDWHG�  WKDW� WKLV�  ZRUN� KDG� EHHQ� VWHHUHG� E\�  D�  %HUNVKLUH� :HVW� 'HPHQWLD� 
6WDNHKROGHUV� *URXS�� ZLWK� UHSUHVHQWDWLRQ� IURP� KHDOWK� FRPPLVVLRQHUV� DQG� SURYLGHUV�� 
XQLWDU\�DXWKRULWLHV�DQG�YROXQWDU\�VHFWRU�SDUWQHUV�� 

7KH�UHSRUW�JDYH�GHWDLOV�RI�QDWLRQDO�H[SHFWDWLRQV�IRU�LPSURYHPHQWV�WR�GHPHQWLD�FDUH� 
DV� D� UHVXOW� RI� WKH� 1DWLRQDO� 'HPHQWLD� 6WUDWHJ\� ������� DQG� WKH� ����� ¶'HPHQWLD� 
&KDOOHQJH·�� � 7KH� &KDOOHQJH� UHTXLUHG� WKDW�� IURP� $SULO� ������ WKHUH� QHHGHG� WR� EH� D� 
TXDQWLILHG�DPELWLRQ� IRU� GLDJQRVLV� UDWHV�DFURVV� WKH�FRXQWU\�� � $FFRUGLQJ� WR�D� SURYLGHG� 
'HPHQWLD�3UHYDOHQFH�&DOFXODWRU�7RRO��WKH�DGMXVWHG�GLDJQRVLV�ILJXUHV�IRU�$XJXVW������ 
ZHUH�� 

x 1RUWK� 	�:HVW�5HDGLQJ�&&*�²�������RI�H[SHFWHG�SUHYDOHQFH� 
x 6RXWK�5HDGLQJ�&&*�²�������RI�H[SHFWHG�SUHYDOHQFH� 

7KH� GLDJQRVLV� DPELWLRQ� DFURVV� 5HDGLQJ� ZDV� WR� DFKLHYH� D� UDWH� RI� ���� E\� WKH� HQG� RI� 
���������� 

7KH�UHSRUW�H[SODLQHG�WKDW�D�QXPEHU�RI�NH\�LPSURYHPHQWV�IRU�GHPHQWLD�VHUYLFHV�KDG� 
EHHQ� SURSRVHG� DW� D� 'HPHQWLD� DQG� (OGHUO\� &DUH� &RQIHUHQFH� KRVWHG� E\� 1+6� 6RXWK�  
5HDGLQJ�&&*�RQ����0D\��������7KH�%HUNVKLUH�:HVW�'HPHQWLD�6WDNHKROGHU�*URXS�KDG� 
UHYLHZHG�WKH�OLVW�RI�SULRULWLHV�LGHQWLILHG�E\�GHOHJDWHV��DQG�WKH�UHSRUW�OLVWHG�WKH�VL[�NH\� 
DUHDV�ZKLFK�KDG�EHHQ�LGHQWLILHG�� 

7KH�UHSRUW�VWDWHG�WKDW�WKHUH�ZDV�DOUHDG\�D�VLJQLILFDQW�DPRXQW�RI�MRLQW�ZRUNLQJ�LQ�WKLV� 
DUHD�EHWZHHQ�KHDOWK�DJHQFLHV��ORFDO�DXWKRULWLHV�DQG�WKH�YROXQWDU\�VHFWRU���,Q�DGGLWLRQ�� 
VHYHQ�SURSRVDOV�KDG�EHHQ�VXEPLWWHG�WR� WKH�'HPHQWLD�&KDOOHQJH�)XQG��RI�ZKLFK� ILYH� 
KDG�  EHHQ� VXFFHVVIXO� DQG� RQH� WKH�  %HUNVKLUH� :HVW�  &&*V� KDG� GHFLGHG� WR� IXQG� 
WKHPVHOYHV���� 

7KH�UHSRUW�JDYH�GHWDLOHG�XSGDWHV�RQ�WKH�ZRUN� LQ�SURJUHVV� LQ�GHPHQWLD� VHUYLFHV�� VHW� 
RXW�WKH�ODWHVW�OLVW�RI�SULRULWLHV�IRU�ORFDO�GHYHORSPHQW�LGHQWLILHG�E\�WKH�%HUNVKLUH�:HVW� 

��
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'HPHQWLD� 6WDNHKROGHUV�  *URXS�� DQG�  KDG�  DSSHQGHG�  D� ZRUN�  SODQ� IRU� GHPHQWLD� LQ� 
%HUNVKLUH� :HVW�� VKRZLQJ� WKH� SULRULW\� DUHDV�� WKH� LQWHQGHG�SURMHFWV� DQG� DQ� LQGLFDWLYH� 
WLPHOLQH�IRU�WKH�ZRUN�� 

Resolved -

����	 7KDW�WKH�UHSRUW�EH�QRWHG�� 

���� 	  7KDW� WKH� PHPEHUV� RI�  WKH�  +HDOWK� 	  � :HOOEHLQJ� %RDUG� FRPPLW�  WR�  
VXSSRUWLQJ�WKH�FRQWLQXHG�ZRUN�RQ�GHPHQWLD�DV�D�SULRULW\�ZLWKLQ�5HDGLQJ�� 

6.	 READING LOCAL SAFEGUARDING CHILDREN BOARD ANNUAL REPORT 2013/14 

9LFNL� /DZVRQ� VXEPLWWHG� D� UHSRUW� SUHVHQWLQJ� WKH� DQQXDO� UHSRUW� RI� WKH� 5HDGLQJ� /RFDO�  
6DIHJXDUGLQJ�&KLOGUHQ�%RDUG��/6&%�����������ZKLFK�ZDV�DSSHQGHG�WR�WKH�UHSRUW�� 

7KH� UHSRUW� H[SODLQHG� WKDW� WKH� 5HDGLQJ� /6&%� ZDV� WKH� NH\� VWDWXWRU\� PHFKDQLVP� IRU� 
DJUHHLQJ�KRZ�WKH�UHOHYDQW�RUJDQLVDWLRQV�ZRXOG�FR�RSHUDWH�WR�VDIHJXDUG�DQG�SURPRWH�  
WKH�  ZHOIDUH�  RI� FKLOGUHQ�  LQ� 5HDGLQJ� DQG� IRU� HQVXULQJ�  WKH�  HIIHFWLYHQHVV� RI� ZKDW� WKH\� 
GLG��DV�RXWOLQHG�LQ�VWDWXWRU\�JXLGDQFH�:RUNLQJ�7RJHWKHU�WR�6DIHJXDUG�&KLOGUHQ��������� 

7KH�/6&%�&KDLU�ZDV�UHTXLUHG�WR�SXEOLVK�DQ�$QQXDO�5HSRUW�RQ�WKH�HIIHFWLYHQHVV�RI�FKLOG� 
VDIHJXDUGLQJ� DQG� SURPRWLQJ�ZHOIDUH� RI�  FKLOGUHQ�  LQ�  5HDGLQJ�� WKLV� UHSRUW� KDG� D� ZLGH� 
GLVWULEXWLRQ� DQG� ZDV� VHQW� WR� NH\� VWDNHKROGHUV� DQG� SDUWQHUV� VR� WKDW� WKH\� FRXOG� EH� 
LQIRUPHG� DERXW� WKH� ZRUN� DQG� XVH� WKH� LQIRUPDWLRQ� LQ� SODQQLQJ� ZLWKLQ� WKHLU� RZQ� 
RUJDQLVDWLRQV�WR�NHHS�FKLOGUHQ�DQG�\RXQJ�SHRSOH�VDIH���,W�ZDV�EHLQJ�SUHVHQWHG�WR�WKH� 
+HDOWK�DQG�:HOOEHLQJ�%RDUG�LQ�OLQH�ZLWK�WKH�SURWRFRO�DJUHHPHQW�DJUHHG�DW�WKH�+HDOWK� 
DQG� :HOOEHLQJ� %RDUG� PHHWLQJ� RQ� ��� -XO\� ������ DQG� ZRXOG� DOVR� EH� SUHVHQWHG� WR� WKH� 
&KLOGUHQ·V�7UXVW�%RDUG�DQG� WKH�$GXOW� 6RFLDO�  &DUH��  &KLOGUHQ·V� 6HUYLFHV�DQG�(GXFDWLRQ� 
&RPPLWWHH��$&(��� 

7KH�UHSRUW�OLVWHG�WKH�/6&%�DFKLHYHPHQWV�DQG�FKDOOHQJHV�VHW�RXW�LQ�WKH�$QQXDO�5HSRUW��� 

Resolved -	 7KDW�WKH�DQQXDO�UHSRUW�RI�WKH�5HDGLQJ�/RFDO�6DIHJXDUGLQJ�&KLOGUHQ�%RDUG� 
��������EH�QRWHG�� 

7. DRAFT SHARED STRATEGIC VISION – READING LOCAL SAFEGUARDING 
CHILDREN’S BOARD, HEALTH AND WELLBEING BOARD AND CHILDREN’S TRUST 
BOARD 

9LFNL�  /DZVRQ� VXEPLWWHG� D� UHSRUW�  SUHVHQWLQJ� D� GUDIW� VWUDWHJLF� YLVLRQ� GRFXPHQW� 
�$SSHQGL[� ���  ZKLFK�  EXLOW�  RQ� WKH� SURWRFRO�  VHWWLQJ� RXW� WKH�  H[SHFWDWLRQ� RI� WKH� 
UHODWLRQVKLS� DQG� ZRUNLQJ� DUUDQJHPHQWV�  EHWZHHQ� 5HDGLQJ� /RFDO� 6DIHJXDUGLQJ� %RDUG� 
�/6&%���  5HDGLQJ�  +HDOWK� DQG�:HOOEHLQJ� %RDUG� DQG� 5HDGLQJ�  &KLOGUHQ·V� 7UXVW� WKDW� KDG� 
EHHQ� DJUHHG� DW� WKH� ODVW� PHHWLQJ� �$SSHQGL[� �� �� 0LQXWH� �� UHIHUV��� JLYLQJ� GHWDLOV� RI� 
JRYHUQDQFH� DUUDQJHPHQWV� DQG� SURSRVLQJ� D� ZD\� IRUZDUG� WR� FODULI\� SHUIRUPDQFH� 
UHSRUWLQJ�DFURVV�WKH�ERDUGV���� 

7KH�GUDIW� VWUDWHJLF�GRFXPHQW�FODULILHG� WKH�3HUIRUPDQFH� 0RQLWRULQJ�DUUDQJHPHQWV� RI� 
HDFK�ERDUG�DQG�GHWDLOHG�ZKLFK�ERDUG�KHOG�SULPDU\� UHVSRQVLELOLW\� IRU�PRQLWRULQJ�DQG� 
FKDOOHQJLQJ�SHUIRUPDQFH��RXWFRPHV�DQG�LPSDFW�IRU�WKH�FKLOGUHQ�DQG�\RXQJ�SHRSOH�RI� 
5HDGLQJ�� � ,W� ZDV� DLPHG� DW� DOO� VWDNHKROGHUV�� RIIHULQJ� RQH� GRFXPHQW� DUWLFXODWLQJ� WKH� 
FROOHFWLYH�JRYHUQDQFH�DQG�DPELWLRQ�IRU�DOO�FKLOGUHQ�DQG�\RXQJ�SHRSOH��� 

��
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7KH�  GUDIW�  GRFXPHQW� KDG� DSSHQGHG� D� FRPSHQGLXP�  RI� SHUIRUPDQFH��  ZKLFK� ZDV� 
FXUUHQWO\�EHLQJ�FRPSOHWHG��WR�RIIHU�DQ�RYHUDUFKLQJ�UHIHUHQFH�GRFXPHQW�GHWDLOLQJ�DOO� 
SHUIRUPDQFH�FROOHFWHG�DFURVV�SDUWQHUV�LQ�UHVSHFW�RI�FKLOGUHQ�DQG�\RXQJ�SHRSOH���0RVW� 
RI� WKLV� SHUIRUPDQFH� LQIRUPDWLRQ�� RU� D� YHU\� VLPLODU� GDWD� VHW�� ZDV� DOUHDG\� FROOHFWHG�� 
)URP� WKH� FRPSOHWHG� FRPSHQGLXP� HDFK� ERDUG� ZRXOG� KDYH� D� GHWHUPLQHG� VHW� RI� 
SHUIRUPDQFH� LQIRUPDWLRQ� WKDW� WKH\� ZHUH� SULPDULO\� UHVSRQVLEOH� IRU� RYHUVHHLQJ� DQG�� 
RQFH�WKH�V\VWHP�ZDV�LQ�SODFH��UHSRUWLQJ�FRXOG�EH�E\�H[FHSWLRQ���� 

,W�ZDV�SURSRVHG�WKDW�WKH�WKUHH�%RDUG�FKDLUV��DV�ZHOO�DV�WKH�FKDLUV�RI�WKH�&RPPXQLW\� 
6DIHW\�3DUWQHUVKLS��<RXWK�2IIHQGLQJ�0DQDJHPHQW�%RDUG��&RUSRUDWH�3DUHQWLQJ�%RDUG�� 
WKH�'LUHFWRU�RI�(GXFDWLRQ��$GXOW� �&KLOGUHQ·V�6HUYLFHV��/HDG�&RXQFLOORU�IRU�&KLOGUHQ·V� 
6HUYLFHV� DQG� )DPLOLHV�� 0DQDJLQJ�  'LUHFWRU��  &KDLU�  RI� WKH� %HUNVKLUH� :HVW� &OLQLFDO� 
&RPPLVVLRQLQJ�*URXSV�DQG�'LUHFWRU�RI�3XEOLF�+HDOWK�ZRXOG�PHHW�VL[�PRQWKO\�LQ�-XQH�  
DQG� 'HFHPEHU� WR� FROOHFWLYHO\� UHIOHFW� RQ� SURJUHVV� DQG� VHW� VWUDWHJLF� GLUHFWLRQ� DQG� 
DVVRFLDWHG�SULRULWLHV�IRU�VHUYLFHV�� 

7KH� SURSRVDOV� KDG� DOUHDG\� EHHQ� DJUHHG� E\� WKH� /6&%� DQG� ZRXOG� EH� WDNHQ� WR� WKH� 
&KLOGUHQ·V� 7UXVW� IRU� DJUHHPHQW�� � 7KH� ILQDO� GRFXPHQW�  ZRXOG�  EH� SUHVHQWHG� WR� WKH� 
+HDOWK�DQG�:HOOEHLQJ�%RDUG�RQ����-DQXDU\������� 

7KH� PHHWLQJ� GLVFXVVHG� WKH� SRVVLEOH� WLPLQJ� RI� SHUIRUPDQFH� UHSRUWLQJ� DUUDQJHPHQWV�� 
QRWLQJ�WKDW�WKLV�FRXOG�EH�DOLJQHG�ZLWK�WKH�UHYLHZ�RI�WKH�+HDOWK�DQG�:HOOEHLQJ�6WUDWHJ\� 
$FWLRQ�3ODQ��� ,W�ZDV�VXJJHVWHG�WKDW�WKH�WLPLQJ�RI�SHUIRUPDQFH�PRQLWRULQJ�UHSRUWV�WR� 
WKH�  %RDUG��  HJ� VL[� PRQWKO\� RU�  DQQXDOO\��  EH� FRQVLGHUHG�  IXUWKHU�  DW� WKH�  QH[W�  PHHWLQJ�  
ZKHQ�WKH�ILQDO�YLVLRQ�GRFXPHQW�ZDV�UHFHLYHG�� 

Resolved – 

����	 7KDW�WKH�GUDIW�VWUDWHJLF�YLVLRQ�GRFXPHQW�EH�HQGRUVHG�� 

����	 7KDW� FRPSOHWLRQ� RI� WKH� SHUIRUPDQFH� UHSRUWLQJ� DUUDQJHPHQWV� DQG� 
DWWHQGDQFH�DW�WKH�EL�DQQXDO�VWUDWHJLF�FKDOOHQJH�PHHWLQJV�EH�VXSSRUWHG�� 

����	 7KDW�WKH�ILQDO�VWUDWHJLF�YLVLRQ�GRFXPHQW�EH�VXEPLWWHG�WR�WKH�QH[W�%RDUG� 
PHHWLQJ�DQG�WKH�WLPLQJ�RI�SHUIRUPDQFH�PRQLWRULQJ�UHSRUWV�EH�FRQVLGHUHG� 
DW�WKDW�PHHWLQJ�� 

8.	 HEALTH & WELLBEING STRATEGY ACTION PLAN 

)XUWKHU�WR�0LQXWH���RI�WKH�ODVW�PHHWLQJ��/LVH�/OHZHOO\Q�VXEPLWWHG�D�UHSRUW�JLYLQJ�DQ�  
XSGDWH� RQ� +HDOWK� DQG� :HOOEHLQJ� 6WUDWHJ\� DFWLYLW\� GHOLYHUHG� DQG� SURJUHVVHG� WKURXJK� 
��������DQG���������WR�GDWH���7KH�UHSRUW�KDG�DSSHQGHG�� 

$SSHQGL[���²�$�VXPPDU\�RI�WKH�+HDOWK�DQG�:HOOEHLQJ�6WUDWHJ\�*RDOV�DQG�2EMHFWLYHV�� 
$SSHQGL[���²�7KH�XSGDWHG�+HDOWK�DQG�:HOOEHLQJ�$FWLRQ�3ODQ�IRU��������� 

7KH� XSGDWHG� DFWLRQ� SODQ� VHW� RXW�� IRU� HDFK� JRDO� DQG� REMHFWLYH� LQ�  WKH� +HDOWK� DQG�  
:HOOEHLQJ�6WUDWHJ\��WKH�IROORZLQJ�LQIRUPDWLRQ�� 

x :KDW�GR�ZH�ZDQW�WR�DFKLHYH"� 
x :KDW�ZH�ZLOO�GR� 
x .H\�GHOLYHU\�SDUWQHUV� 
x 5$*�VWDWXV��UHG�DPEHU�JUHHQ�� 
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x 3URJUHVV�XSGDWH� 
x 1H[W�VWHSV� 

7KH� UHSRUW� H[SODLQHG� WKDW�� IROORZLQJ� IHHGEDFN� IURP� WKH� ODVW� %RDUG� DQG� VXEVHTXHQW� 
GLVFXVVLRQV�ZLWK�KHDOWK�SDUWQHUV�DQG�RWKHU�FRQWULEXWRUV�WR�WKH�GHOLYHU\�RI�WKH�VWUDWHJ\�� 
WKH�DFWLRQ�SODQ�IRU���������KDG�EHHQ�UHYLHZHG�DQG�SURJUHVV� XSGDWHV�FROODWHG� RQ� DOO� 
DFWLYLW\�LQ���������DQG���������WR�GDWH���� 

3DUDJUDSKV����� WR�����RI� WKH� UHSRUW�SURSRVHG�D�SURFHVV� IRU�3XEOLF� +HDOWK� WR� UHYLHZ� 
OHVVRQV� OHDUQW� WR�GDWH�DQG�GHYHORS�D�IUDPHZRUN�IRU�WKH�GHYHORSPHQW�RI�DQ�LPSURYHG� 
EDVHOLQH�DFWLRQ�SODQ�IRU�����������,W�SURSRVHG�WKDW� WKH� 3XEOLF� +HDOWK� WHDP� KROG� D� 
ZRUNVKRS� ZLWK� SDUWQHUV� FRQWULEXWLQJ� WR� WKH� KHDOWK� DQG� ZHOOEHLQJ� DJHQGD�� WR� 
HQVXUH� WKDW� WKH� DFWLRQ�SODQ� IRU� �������� IRFXVHG� RQ� DQG� FDSWXUHG�NH\� GHOLYHUDEOHV� 
IURP� DOO� SDUWQHUV� WKDW� FRQWULEXWHG� WR� WKH� GHOLYHU\� RI� WKH� +HDOWK� DQG� :HOOEHLQJ� 
6WUDWHJ\� ����������� � .H\� RXWFRPH� PHDVXUHV� ZRXOG� DOVR� EH� LQFOXGHG� LQ� WKH� 
DFWLRQ� SODQ� IRU���������� IROORZLQJ� IHHGEDFN� IURP� SDUWQHUV�� WR� HQVXUH� WKH� LPSDFW� 
ZDV�FOHDUO\�GHPRQVWUDWHG�� 

7KH� DFWLRQ� SODQ� IRU� �������� ZRXOG� EH� H[SDQGHG� WR� LQFOXGH� FRQWULEXWLRQV� IURP� 
RWKHU� SDUWQHUV�� LQFOXGLQJ� +HDOWKZDWFK�� YROXQWDU\� VHFWRU� SURYLGHUV� DQG� SURYLGHU� 
RUJDQLVDWLRQV��DQG�D�EDVHOLQH�DFWLRQ�SODQ�IRU���������ZRXOG�EH�SUHVHQWHG�WR�WKH�%RDUG� 
LQ�$SULO������� 

7KH�UHSRUW�DOVR�SURSRVHG�D�UHYLHZHG�SURFHVV�IRU�NHHSLQJ�WKH�DFWLRQ�SODQ�XSGDWHG��DW� 
SDUDJUDSKV� ���� DQG� ����� � 3XEOLF�  +HDOWK�  ZRXOG�  PRQLWRU�  DQG�  WUDFN�  SURJUHVV� WR� WKH� 
VWUDWHJ\�DQG�WKH�GHOLYHU\�RI� DFWLYLW\��� 3DUWQHUV� ZRXOG� EH� DVNHG� WR� UHJXODUO\� UHYLHZ� 
DFWLYLW\� WKDW� WKH\� KDG� SXW� WKHPVHOYHV� IRUZDUG� DV� EHLQJ� DFFRXQWDEOH� IRU�� DQG� 
SURYLGH� SURJUHVV� XSGDWHV� WKDW� ZRXOG� EH� FROODWHG� DQG� UHSRUWHG� WR� WKH� +HDOWK� DQG� 
:HOOEHLQJ�%RDUG�HYHU\� VL[� PRQWKV�� � 

Resolved -

����	 7KDW�WKH�SURJUHVV�RI�DFWLYLW\�FRQWULEXWLQJ�WR�WKH�GHOLYHU\�RI�WKH�+HDOWK� � 
:HOOEHLQJ� 6WUDWHJ\� WR� GDWH�� DV� VHW� RXW� LQ� WKH� XSGDWHG� +HDOWK� DQG� 
:HOOEHLQJ�$FWLRQ�3ODQ�IRU���������LQ�$SSHQGL[����EH�QRWHG�� 

����	 7KDW� WKH� SURSRVHG� SURFHVV� IRU� GHYHORSLQJ� D� EDVHOLQH� $FWLRQ� 3ODQ� IRU� 
��������� WR� EH� SUHVHQWHG� WR� WKH� %RDUG� LQ� $SULO� ������ DV� VHW� RXW� LQ�  
SDUDJUDSKV�����WR�����RI�WKH�UHSRUW��EH�DJUHHG�� 

����	 7KDW� WKH� UHYLHZHG�SURFHVV� IRU�NHHSLQJ� WKH�$FWLRQ�3ODQ�XSGDWHG��DV� VHW� 
RXW�LQ�SDUDJUDSKV�����DQG�����RI�WKH�UHSRUW��EH�DJUHHG�� 

9.	 DRAFT PHARMACEUTICAL NEEDS ASSESSMENT  

/LVH� /OHZHOO\Q� VXEPLWWHG� D� GUDIW� 3KDUPDFHXWLFDO�  1HHGV�  $VVHVVPHQW� �31$�� IRU� WKH� 
5HDGLQJ�%RURXJK�&RXQFLO�DUHD�IRU�������IRU�WKH�%RDUG�WR�DSSURYH�IRU�FRQVXOWDWLRQ���� 

6KH�  H[SODLQHG�  WKDW� WKH� 31$� ZDV� WKH� VWDWHPHQW� IRU� WKH� QHHGV� RI�  SKDUPDFHXWLFDO� 
VHUYLFHV� RI� WKH� SRSXODWLRQ� LQ� D� VSHFLILF� DUHD�� � ,W� VHW� RXW� D� VWDWHPHQW� RI� WKH� 
SKDUPDFHXWLFDO� VHUYLFHV�  ZKLFK�  ZHUH� FXUUHQWO\� SURYLGHG�� WRJHWKHU� ZLWK� ZKHQ� DQG� 
ZKHUH� WKHVH�ZHUH�DYDLODEOH� WR�D�JLYHQ� SRSXODWLRQ�� �)URP� �� $SULO� ����� HYHU\�+HDOWK� 
DQG�:HOOEHLQJ�%RDUG��+:%��LQ�(QJODQG�KDG�D�VWDWXWRU\�UHVSRQVLELOLW\�WR�NHHS�DQ�XS�WR� 
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GDWH�VWDWHPHQW�RI�WKH�31$�DQG�WKH�31$�KDG�WR�EH�SXEOLVKHG�E\�$SULO��������7KH�+:%� 
KDG� WR� FRQVXOW� D� QXPEHU� RI� SHRSOH� DQG� RUJDQLVDWLRQV� RQ� WKH� GUDIW� 31$�� LQFOXGLQJ� 
QHLJKERXULQJ� +:%V�� DQG� 5HDGLQJ·V� FRQVXOWDWLRQ� ZRXOG� EH� KHOG� XQWLO� PLG�'HFHPEHU� 
�������7KH�ILQDO�31$�ZRXOG�WKHQ�EH�EURXJKW�WR�WKH����-DQXDU\������+:%�PHHWLQJ�IRU� 
VLJQ�RII�� 

7KH�GUDIW�31$�GHVFULEHG�WKH�QHHGV�RI�WKH�SRSXODWLRQ�RI�5HDGLQJ�%RURXJK��ZKLFK�ZDV� 
GLIIHUHQW� IURP�  WKH�  SUHYLRXV� 31$� ZKLFK� KDG� EHHQ�  :HVW� %HUNVKLUH�IRFXVVHG�� � ,W� 
GHVFULEHG�� WKH� VWDWXWRU\� 31$� UHTXLUHPHQWV�� QDWLRQDO�  SKDUPDF\� FRPPLVVLRQLQJ�� 
JHRJUDSK\� RI� 5HDGLQJ� 31$�� 5HDGLQJ� %RURXJK� GHPRJUDSKLFV�� 5HDGLQJ� %RURXJK� QHHGV� 
DVVHVVPHQW�� ORFDO� FRPPLVVLRQLQJ� VWUDWHJLHV�� FXUUHQW� SKDUPDF\� SURYLVLRQ�� SKDUPDF\� 
DFFHVV�DQG�DQDO\VLV�RI�D�XVHU�VXUYH\��FRQFOXGLQJ�ZLWK�D�QXPEHU�RI�UHFRPPHQGDWLRQV��� 
7KHVH�LQFOXGHG�VXJJHVWLQJ�WKDW�WKHUH�ZHUH�D�QXPEHU�RI�RSSRUWXQLWLHV�IRU�FRPPXQLW\� 
SKDUPDFLHV�WR�SOD\�DQ�LQFUHDVLQJ�UROH�LQ�WKH�+HDOWK�DQG�:HOOEHLQJ�6WUDWHJ\·V�IRFXV�RQ� 
VHOI�FDUH��KHDOWK�SURPRWLRQ�DQG�HDUO\�LQWHUYHQWLRQ��IRU�H[DPSOH�LQ�� 

x 3URPRWLRQ�RI�KHDOWK\�OLIHVW\OHV� 
x 3UHVFULSWLRQ�OLQNHG�LQWHUYHQWLRQV� 
x 3XEOLF�+HDOWK�FDPSDLJQV� 
x 6LJQSRVWLQJ� 
x 6XSSRUW�IRU�VHOI�FDUH� 
x (DUO\� LGHQWLILFDWLRQ� RI� SDWLHQWV� DW� ULVN� RI� FRPSOLFDWLRQV� WKURXJK� 0HGLFLQH� 8VH� 
5HYLHZV� 

7KH� 31$� DOVR� OLVWHG� D� QXPEHU� RI� KHDOWK� QHHGV� WKDW� WKH� -RLQW� 6WUDWHJLF� 1HHGV� 
$VVHVVPHQW� KDG� LGHQWLILHG�� ZKLFK� FRXOG� SRWHQWLDOO\� EH� DGGUHVVHG� WKURXJK� ORFDOO\�  
FRPPLVVLRQHG�SKDUPDFHXWLFDO�VHUYLFHV�� 

/LVH�SURSRVHG�WKDW��DV�'LUHFWRU�RI�3XEOLF�+HDOWK��VKH�VKRXOG�ZRUN�LQ�FRQVXOWDWLRQ�ZLWK� 
ZLWK�WKH�&KDLU�RI�WKH�%RDUG�WR�UHVSRQG�WR�QHLJKERXULQJ�DXWKRULWLHV·�FRQVXOWDWLRQV�RQ� 
WKHLU�GUDIW�31$V�DQG�WKHQ�EULQJ�EDFN�D�VXPPDU\�WR�WKH�QH[W�PHHWLQJ�� 

7KH�PHHWLQJ�FRQVLGHUHG�WKH�GUDIW�31$�DQG�WKH�SRLQWV�PDGH�LQFOXGHG�� 

x	 7KH�VWDWHPHQW�RQ�SDJH����RI�WKH�31$�WKDW�WKHUH�ZHUH�IRXU�WLPHV�WKH�QXPEHU�RI� 
FKLOGUHQ�RQ�FKLOG�SURWHFWLRQ�SODQV�WKDQ�WKH�6RXWK�(DVW�DYHUDJH�QHHGHG�FKHFNLQJ� 
IRU�DFFXUDF\�� 

x	 7KH�SURSRVDOV�WR�PDNH�PRUH�XVH�RI�FRPPXQLW\�SKDUPDFLHV�ZHUH�ZHOFRPHG�DQG� 
LW�ZDV� VXJJHVWHG� WKDW�  WKH\�FRXOG�DOVR�  EH� LQYROYHG�  LQ� LGHQWLI\LQJ� FDUHUV� LQ� WKH� 
FRPPXQLW\�VR�WKDW�WKHLU�QHHGV�FRXOG�EH�VXSSRUWHG�� 

Resolved – 

����	 7KDW� WKH� GUDIW� 3KDUPDFHXWLFDO� 1HHGV� $VVHVVPHQW� EH� DSSURYHG� IRU� 
FRQVXOWDWLRQ�DQG�WKH�ILQDO�GUDIW�EH�EURXJKW�EDFN�WR�WKH�QH[W�PHHWLQJ�� 

����	 7KDW� WKH� 'LUHFWRU� RI� 3XEOLF� +HDOWK� EH� DXWKRULVHG� WR� UHVSRQG� WR�  RWKHU�  
/RFDO�$XWKRULWLHV·�FRQVXOWDWLRQV�RQ�WKHLU�GUDIW�31$V��LQ�FRQVXOWDWLRQ�ZLWK� 
WKH�&KDLU��DQG�D�VXPPDU\�EH�VXEPLWWHG�WR�WKH�QH[W�PHHWLQJ� 

���




 

 

 

 

 

READING HEALTH & WELLBEING BOARD MINUTES – 10 OCTOBER 2014
 

10.	 READING JOINT STRATEGIC NEEDS ASSESSMENT 

/LVH�/OHZHOO\Q�VXEPLWWHG�D�UHSRUW�JLYLQJ�DQ�XSGDWH�RQ�SURJUHVV�RQ�3KDVHV���DQG���RI� 
WKH�GHYHORSPHQW�RI�WKH�5HDGLQJ�-RLQW�6WUDWHJLF�1HHGV�$VVHVVPHQW��-61$���DV�ZHOO�DV� 
JLYLQJ�LQIRUPDWLRQ�RQ�3KDVHV���DQG���DQG�WKH�VXJJHVWHG�WLPHIUDPHV�IRU�FRPSOHWLRQ���� 

7KH�  UHSRUW� H[SODLQHG� WKDW�� IROORZLQJ� WKH� FKDQJHV� WR�  WKH�  KHDOWK�  DQG� VRFLDO� FDUH� 
V\VWHPV��LQWURGXFHG�LQ�$SULO������DV�D�UHVXOW�RI�WKH�+HDOWK�DQG�6RFLDO�&DUH�$FW�������D� 
QHZ�SKDVHG�DSSURDFK�WR�WKH�-61$�KDG�EHHQ�LQWURGXFHG�LQ���������� 

x 3KDVH���²�'HYHORS�D�ZHE�EDVHG�-61$�ZKLFK�WROG�WKH�ORFDO�VWRU\�ZLWK�UHIUHVKHG� 
GDWD�DQG�QHZO\�FUHDWHG�ZDUG�SURILOHV� 

x 3KDVH���²�)XUWKHU�GHYHORS�WKH�ZHE�EDVHG�-61$�WR�OLQN�WR�NH\�VWUDWHJLHV�DFURVV� 
WKH�&RXQFLO� 

x 3KDVH���²�%XLOG�RQ�RWKHU�ORFDO�LQIRUPDWLRQ�GDWD�WR�SURYLGH�GHWDLOV�RI�KHDOWK�DQG� 
ZHOOEHLQJ�LQHTXDOLWLHV� 

x 3KDVH���²�5HYLHZ�DQG�XSGDWH� 

7KH�SURMHFW�SODQ�KDG�LQFOXGHG�D�UHYLHZ�RI�WKH�SURFHVV�DW�WKH�HQG�RI�3KDVH���DQG�WKH� 
UHSRUW� JDYH� GHWDLOV� RI� WKLV� UHYLHZ�� � 7KLV� LQFOXGHG� DQ� H[SODQDWLRQ� RI� WKH� UHDVRQV� IRU� 
DQG�GHWDLOV�RI� WKH�SKDVHG�DSSURDFK��D� VXPPDU\�RI�WKH�FRPSOHWHG�SKDVHV� ���DQG����� 
LQFOXGLQJ�  OHVVRQV� OHDUQHG��  DQG�  D� ORRN� IRUZDUG� WR�  3KDVHV� �� DQG� ���  ZLWK� 3KDVH� ��  
FRPSOHWLRQ�SURJUDPPHG�IRU�WKH�HQG�RI�0DUFK������DQG�3KDVH���IRU�WKH�HQG�RI�0DUFK� 
������ 

Resolved -

���	 7KDW�WKH�UHSRUW�EH�QRWHG�� 

���	 7KDW�3KDVH���RI�WKH�GHYHORSPHQW�RI�WKH�-61$�DQG�WKH�VXJJHVWHG�WLPHOLQH� 
IRU�FRPSOHWLRQ�EH�HQGRUVHG�� 

11.	 DATE AND TIME OF NEXT MEETING 

Resolved – 

7KDW�LW�EH�QRWHG�WKDW�WKH�QH[W�PHHWLQJ�RI�WKH�+HDOWK�	 �:HOOEHLQJ�%RDUG�ZRXOG� 
EH�KHOG�DW�����SP�RQ�)ULGD\����-DQXDU\������� 

�7KH�PHHWLQJ�VWDUWHG�DW�����SP�DQG�FORVHG�DW�����SP�� 

���
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Royal Berkshire NHS Foundation Trust 

Reading Health & Wellbeing Board 

Title: CQC Improvement Plan Update 

Date: 30th January 2015 

Lead: Caroline Ainslie, Nurse Director 

Purpose:	 This paper informs the Board of progress against the Trust’s CQC 
Improvement Plan in response to the findings following the inspection of March 
2014. 

Key Points: x Following the CQC formal inspection 24th – 26th March, the Trust was 
awarded an overall rating of ‘Requires Improvement’. 

x The report findings included 7 ‘Compliance Actions’ (regulatory legal 
actions that confirm the essential standards the Trust must meet through 
delivery of the action plan). 

x Following the inspection, the Trust implemented a CQC Improvement Plan 
in response to the findings. Progress has been made against each of the 
key actions; some are progressing quicker than others due to the nature 
and scale of improvement required. 

x The Trust has implemented an internal review process to test that actions 
taken have been embedded throughout the organisation and that there is 
evidence of improvement to provide assurance. 

x The Trust is also working in collaboration with Bournemouth NHS 
Foundation Trust and is setting up an external Peer Review arrangement. 

Background 

1.1.	 Following the inspection on 24th-26th March, an overall rating of ‘Requires 
Improvement’ was given to the Trust, with separate ratings for each CQC 
domain (safe, effective, caring, responsive, and well-led) and ratings for each 
core service. 

Safe Effective Caring Responsive Well-led 

Requires 
Improvement 

Good Good Requires 
Improvement 

Requires 
Improvement 

Overall domain 
for the trust 

1.2. Two individual specialties were awarded an ‘outstanding’ rating, and these 
were Critical Care, and End of Life Care. 
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1.3.	 The report findings included a total of 13 actions the Trust must take and a 
further 14 actions that the CQC suggested the Trust should take. These actions 
were amalgamated into 7 ‘Compliance Actions’ (regulatory legal actions that 
confirm the essential standards the Trust must meet through delivery of the 
action plan). 

1.4.	 The Trust developed a detailed action plan addressing all of the issues raised 
in the final CQC report. This was cascaded to all staff across the Trust who 
were engaged in developing the actions required. 

1.5.	 Progress is monitored by the CCG at their bi-monthly Quality Review 
Group. 

2.	 Compliance Actions and progress to date 

2.1 	 Progress made by the Trust against the key areas within the 7 Compliance 
Actions has been as follows: 

1. Risks of receiving care and treatment / assessment of need 

o	 Cancelled / re-scheduled appointments – priority specialties identified 
and actions taken to improve booking process (Trust currently at 11% 
against target of 9% by May 2015). 

o	 Mental Capacity Act and Deprivation of Liberty awareness –training 
programme implemented - 89% of staff have now received level 1 
training, and 84% received specialist training. 

o	 Dementia Training – training programme in place – 64% staff have 
received training to date. 

2. Maintenance and availability of diagnostics and screening equipment 

o	 Radiology - new Radiology information system being upgraded. 
Additional equipment agreed – due April 2015. 

o	 Trust wide equipment – 5 year programme and maintenance programme 
in place. 

3. Privacy and Dignity 

o	 Mixed sex ward at Newbury Hospital – plan underway to address this, 
due to be completed by April 2015. 

o	 A&E – new observation bay opened November 2014. 

o	 Use of Do Not Resuscitate / CPR – processes improved. Education 
programme underway. 
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4. Maternity and Midwifery premises and maintenance 

o	 New ventilation unit being installed – on track for completion by end 
March 2015. 

5. Consent Practice 

o	 Work underway to develop standardised documentation Trust wide, 
supported by updated Patient Information leaflets outlining risks. 

6. Staffing 

o	 Nursing skill mix programme implemented to ensure sufficient levels of 
staffing across the Trust. 

o	 Recruitment and Retention strategy developed and being implemented. 

o	 Hospital at Night team expanded and review of doctors rotas underway. 

o	 Additional staffing being recruited into Maternity (obstetricians and 
midwives), 

7. Medical Records 

o	 Trust wide programme implemented in June 2014 made up of 6 work 
streams to improve security, availability and content of patient records. 

o	 Availability within outpatients already improved – now focusing on 
inpatients. 

2.2 	 To ensure that all of the actions being taken are embedded and demonstrating 
improvement, the Trust has implemented an internal review process whereby 
staff visit ward areas each month via various means, such as Matrons 
Roundings to ‘test’ the issue is now addressed. This enables the plan to remain 
as a ‘live’ document, with supporting evidence to provide the Board with 
assurance. 

2.3	 The Trust has also collaborated with Bournemouth NHS Foundation Trust to 
implement a Peer Review arrangement. The first such review is due to take 
place at the end of January to provide further assurance against actions taken 
and to identify the need for any further work. 

Contact: Caroline Ainslie, Nurse Director, Tel: 0118 322 7591 
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Reading Health and Wellbeing Board 

Briefing Paper 

General Practice Care Quality Commission Reports 

Primary care plays a vital role in our health and social care system. Good primary care can 
play a significant role in improving the quality of people’s lives, including those of the older 
people; people with long-term conditions; new mothers; children and young people and 
people with mental health issues. GPs work with others in the health and social care system 
to keep people well and are a trusted source of information and advice, often being the first 
port of call for those in need of care. Crucially, they are the central coordination point for 
the care of people who move between hospitals, care homes, care in the home and 
community health services. 

All GP practices must be registered with the Care Quality Commission (CQC) and in the latter 
part of 2014 the CQC inspections have now been linked to ratings. 
The new vision and direction for the Care Quality Commission is set out in the document 
Strategy for 2013- 2016, Raising standards and putting people first and in they also 
consulted via A new start, on changes to the way they regulate health and social care 
services. 

New inspection ratings 

Outstanding – the service is performing exceptionally well. 

Good - the service is performing well and meeting our expectations. 

Requires improvement – the service isn't performing as well as it should and we have told the 
service how it must improve. 

Inadequate – the service is performing badly and we've taken enforcement action against the 
provider of the service. 

No rating/under appeal/rating suspended – there are some services which we can’t rate, while 
some might be under appeal from the provider. Suspended ratings are being reviewed by us and 
will be published soon. 

The changes included a focus on highlighting good practice; and a commitment to listen 
better to the views and experiences of people who use services.  The inspections cover five 
key questions about services: 
: 
zz Are they safe? 
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zz Are they effective? 
zz Are they caring? 
zz Are they responsive? 
zz Are they well-led? 

Practices in North and West Reading were visited during November 2014 and the reports on 
these inspections and the ratings of practices are now being published. The first of these are 
now available on the CQC website. 

Western Elms Surgery, North and West Reading: Rating Good 
http://www.cqc.org.uk/location/1-542961738 

Peppard Road Surgery, North and West Reading: Rating: Requires Improvement 
http://www.cqc.org.uk/location/1-570778343 

Priory Avenue Surgery, North and West Reading: Rating Inadequate 
http://www.cqc.org.uk/location/1-715881521 

Where the CQC identifies areas requiring improvement the practice must produce and 
implement an action plan. 

The CQC GP Inspection report on Priory Avenue Surgery will conclude that it should be 
placed in ‘special measures’ for six months as of 22 January 2015. 

Priory Avenue 

The CQC GP Inspection report on Priory Avenue Surgery concludes that it should be placed 
in ‘special measures’ for six months as of 22 January 2015. 

This means the practice will have a short period of time in which to improve on all of the 
recommendations made in the report in order to bring the working of the practice up to 
standard. Additional support for the practice will come from the Royal College of GPs in the 
form of a package part funded by the practice and part funded by NHS England. The support 
is specifically designed to help practices that have been placed in special measures following 
CQC inspections. It is tailored to the individual practice and its development needs. They will 
assist with the development of the action plan required by the CQC as part of the work.  This 
plan is currently being finalised. 

Nicky Wadely 
Contract Manager 
NHS England 
Jan 23rd 2015 
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317 Oxford Road, Reading, RG30 1AT 
Tel: 0118 959 0257 
Website: www.westernelms.com 

Date of inspection visit: 11 November 2014 
Date of publication: 22/01/2015 

This report describes our judgement of the quality of care at this service. It is based on a combination of what we found 
when we inspected, information from our ongoing monitoring of data about services and information given to us from 
the provider, patients, the public and other organisations. 

Ratings 

Overall rating for this service Good ––– 

–––GoodAre services safe? 

–––GoodAre services effective? 

–––GoodAre services caring? 

–––GoodAre services responsive to people’s needs? 

–––GoodAre services well-led? 
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Overall summary 
Letter from the Chief Inspector of General 
Practice 

Western Elms Surgery is located in a converted building 
in West Reading. There are approximately 16,000 patients 
registered at the practice. We carried out an announced 
comprehensive inspection of the practice on 11 
November 2014. We visited Western Elms Surgery during 
this inspection. This was the first inspection of the 
practice since registration with the CQC. 

The practice has had significant changes to staffing over 
the last two years, specifically changes in the GP partners. 
The patient population is very transient and this means 
the patient list changes a great deal over time. The 
practice monitors its appointment system and is aware of 
some concerns among patients about the ability to book 
non-urgent appointments. The practice responds to 
changes in demands by auditing its appointment system 
when there is concern about the demand for 
appointments. Patients were able to make appointments 
when they needed them. The premises were accessible to 
patients with limited mobility and all clinical areas were 
located on the ground floor. Patients told us staff were 
caring, friendly and considerate. The practice patient 
participation group is involved in the running of the 
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practice and has been involved in making changes to the 
practice. For example, they lobbied the local authority for 
on street disabled parking due to the shortage of spaces 
at the practice and achieved their goal. 

We spoke with nine patients during the inspection. We 
met two of the patient participation group, three GPs, the 
practice manager, assistant manager, three members of 
the nursing team and administration staff. 

Western Elms Surgery practice was rated good overall. 

Our key findings were as follows: 
Patients were mostly positive about the care they 
received from GPs and nurses. All the patients we spoke 
with or who provided feedback told us staff were caring. 
Some patients were concerned about the booking 
appointments with their GP, saying they may have to wait 
up to three weeks to see them, but that they could see 
other GPs when they needed. All patients we spoke with 
said they could book an urgent appointment. The 
practice had systems to keep patients safe including 
safeguarding procedures and means of sharing 
information about patients who were vulnerable. Western 
Elms Surgery was hygienic and infection control was 
monitored. The practice was well maintained and 
equipment was serviced. There was strong strategic 
leadership and a positive culture which encouraged 
learning and openness. 

12 



Summary of findings 
We saw one area of outstanding practice 
including: 

•	 The practice had implemented an IT tool which 
assisted the practice in identifying patients at risk of 
unplanned admissions and 45 vulnerable patients per 
GP had been identified as requiring a care plan. 

However, there were also areas of practice where 
the provider should make improvements. 
The provider should: 

•	 ensure nursing staff have an appropriate 
understanding of the Mental Capacity Act 2005. 

. 

Professor Steve Field (CBE FRCP FFPH FRCGP) 

Chief Inspector of General Practice 

�� 
3	 Western Elms Surgery Quality Report 22/01/2015 



Summary of findings 

The five questions we ask and what we found 
We always ask the following five questions of services. 

Are services safe? Good ––– 
The practice is rated as good for safe. Staff understood and fulfilled 
their responsibilities to raise concerns, and report incidents and 
near misses. Lessons were learned and communicated widely to 
support improvement. Staff were trained in responding to medical 
emergencies and fire safety. There were arrangements to ensure 
staff could identify and respond to any concerns regarding 
vulnerable adults and children. Risks to patients were assessed and 
well managed. There were enough staff to keep patients safe and 
checks were in place to ensure staff were of good character. 
Medicines were stored safely. Controlled drugs were not stored in 
line with the practice’s policy. The practice was clean and infection 
control processes were in place to ensure patients and others were 
protected from infection. 

Are services caring? Good ––– 
The practice is rated as good for caring. Patient feedback from the 
national survey and practice survey showed patients were positive 
about staff, reporting that they were caring, considerate and treated 
them with dignity and respect. Patients understood the care options 
available to them and were involved in decisions about their 
treatment decisions. We saw that staff treated patients with 
kindness and respect ensuring confidentiality was maintained. 

Are services effective? 
The practice is rated as good for effective. Data showed most clinical 
outcomes related to patient care were within the same range as the 
regional average. National guidelines was used in planning and 
delivering care and treatment. Patients’ needs were assessed and 
delivered in collaboration with other services to ensure continuity of 
care. Staff received training appropriate to their roles and they had 
access to guidelines and protocols to support them in delivering 
care. The practice provided various opportunities for patients to 
access health checks and was pro-active in promoting patient 
health and well-being. 

Good
 ––– 

Are services responsive to people’s needs? Good ––– 
The practice is rated as good for responsive. Staff understood the 
needs of their local population and considered patients’ needs. 
Patients reported good access to the practice. Urgent appointments 
were available the same day. The practice had good facilities and 
was well equipped to treat patients and meet their needs. There was 
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Summary of findings 

an accessible complaints system with evidence demonstrating that 
the practice responded quickly to issues raised. There was evidence 
of shared learning from complaints with staff and other 
stakeholders. 

Are services well-led? 
The practice is rated as good for well-led. The practice had a clear 
vision and strategy which incorporated long term planning to 
maintain and improve patient outcomes. Staff were clear about 
their responsibilities in the day to day running of the practice. There 
was a clear leadership structure and staff felt supported by 
management. The practice had a number of policies and 
procedures to support and assist staff in their activity. There were 
systems in place to monitor and improve quality and identify risk. 
The practice proactively sought feedback from staff and patients 
and this feedback was considered in the running of the practice. The 
practice had an active patient participation group (PPG) which was 
supported by the leadership team. Staff had received inductions, 
regular performance reviews and attended staff meetings and 
events. Training was managed using a monitoring log. 

Good
 ––– 
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The six population groups and what we found 

Summary of findings 

We always inspect the quality of care for these six population groups. 

Older people 
Staff had systems to quickly identify vulnerable adults. Patients over 
75 had a named GP to promote continuity of care. The premises 
were accessible to those with limited mobility. GPs provided care to 
patients in two local care homes and there were processes to ensure 
these patients had continuity in their care. Flu vaccinations were 
promoted for over 65s and the uptake was slightly below national 
average. The practice had participated in a dementia friends event 
organised by the patient participation group. There were strong 
working relationships with external services such as district nurses. 

Good
 ––– 

People with long term conditions 
Patients with health conditions were well managed by the practice. 
Where there were concerns from national data regarding diabetic 
check-ups the practice had introduced a new means of delivering 
diabetic care and this new system was being monitored. Patients 
were provided with access to regular health reviews in line with 
national standards. Off-site health checks were organised if patients 
could not attend the practice. There were walk-in cardiovascular 
clinics to improve patient attendance and flexibility. There were 
clinical leads for different long term conditions. Patients could be 
discussed at virtual reviews with external specialists from local 
hospitals without referring patients to local hospitals. Flu 
vaccinations for patients at risk of serious health concerns 
associated with flu (due to long term health conditions), were above 
national average. 

Good
 ––– 

Families, children and young people Good 
Staff had systems to quickly identify children at risk of abuse. There 
were regular meetings with the local child safeguarding team and 
other relevant services. There were walk-in family planning and 
sexual health clinics available which had been increased by the 
practice due to their success. The premises were accessible for 
prams and buggies. Thirty minute antenatal appointments and 
postnatal clinics were available. The practice worked with health 
visitors to share information and provide a continuity of care for new 
babies and families. 

––– 

Working age people (including those recently retired and Good 
students) 
Extended hours appointments were available on Monday and 
Tuesday evenings until 8pm and on Saturday mornings from 8.30am 
to 12pm. The evening extended hours were walk in surgeries for 

––– 
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Summary of findings 

patients who could not attend during normal working hours. Some 
patients who worked were concerned about the waiting time for 
appointments when attending the practice. This was reflected in 
practice survey. Staff told us they were opportunistic in undertaking 
health checks, such as smears, when patients who did not attend 
regularly were at the practice. 

People whose circumstances may make them vulnerable 
Staff had systems to quickly identify patients who may be vulnerable 
so they could take appropriate action when planning or delivering 
care. Disabled patients were considered in the design and layout of 
the building; including accessibility to reception, waiting areas and 
treatment rooms, plus there was a hearing aid induction loop. The 
practice had implemented an IT tool which assisted the practice in 
identifying patients at risk of unplanned admissions and 45 
vulnerable patients per GP had been identified as requiring a care 
plan. The practice worked with local drug and alcohol support 
services to care for this vulnerable group of patients. Patients at a 
local probation hostel received care from the GP practice. A 
translation service was available for patients who did not speak 
English. 

People experiencing poor mental health (including people 
with dementia) 
External support services were advertised on the practice website 
and in the waiting area for patients experiencing poor mental 
health. The practice provided Improving Access to Psychological 
Therapies (IAPT) access to patients experiencing poor mental health. 
Staff had regular meetings with the community mental health team 
(CMHT) and local psychiatrists to discuss and plan patient care. 
Annual health checks were offered and the practice achieved the 
national average in the uptake among patients experiencing poor 
mental health. 

Good
 ––– 

Good
 ––– 
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What people who use the service say 

Summary of findings 

We reviewed the most recent data available for the 
practice on patient satisfaction. This included 
information from the national patient survey and a survey 
of over 400 patients undertaken by the practice’s Patient 
Participation Group. The evidence from all these sources 
showed patients were satisfied with how they were 
treated and that this was with compassion, dignity and 
respect. For example, data from the national patient 
survey showed the practice received above national 
average on positive feedback for treating patients with 
care and concern. The practice satisfaction scores on 
consultations showed 85% of practice respondents said 
GPs were good at listening to them and 84% of nurses 
were good at listening to them. The survey also showed 
89% aid the last GP they saw and 85% said the last nurse 
they saw was good at giving them enough time. This was 
above the local average. 

Patients completed CQC comment cards to provide us 
with feedback on the practice. We received 37 completed 
cards and the majority were positive about the service 
experienced. Patients said they felt the practice offered 
an excellent service and staff were helpful and caring. 
They said staff treated them with dignity and respect. 
There were some comments relating to the waiting time 
in reception and that it was sometimes difficult to book 
an appointment with a preferred GP. The national survey 
found that 86% of respondents found it easy to get 
through to this surgery by phone and 92% said the last 
appointment they got was convenient. Seventy eight per 
cent of patients described their experience of making an 
appointment as good, which is above the local average. 

Patients told us waiting times in the surgery when they 
had a booked appointment could be long. The practice 
survey identified this as an issue with 33% of patients 
stating they waited a long time and 13% saying they 
waited more than 15 minutes. Some patients who 
worked full time told us that this caused a problem for 
them. However, the majority of feedback we received 
from speaking with patients and from comment cards 
was very positive in all aspects of the practice. We also 
spoke with nine patients on the day of our inspection. All 
told us they were satisfied with the care provided by the 
practice and said their dignity and privacy was respected. 

Data from the national patient survey showed 77% 
(below the local average) of practice respondents said 
GPs involved them in care decisions and 84% (above the 
local average) felt the GP was good at explaining 
treatment and results. The results from the practice’s own 
satisfaction survey showed that 89% of patients said they 
were sufficiently involved in making decisions about their 
care. 

Patients we spoke with on the day of our inspection told 
us that health issues were discussed with them and they 
felt involved in decision making about the care and 
treatment they received. This included any decisions 
about referrals which they said were explained clearly. 
They also told us they felt listened to and supported by 
staff and had sufficient time during consultations to make 
an informed decision about the choice of treatment they 
wished to receive. 

Areas for improvement 
Action the service SHOULD take to improve 

•	 ensure nursing staff have an appropriate 
understanding of the Mental Capacity Act 2005. 
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Outstanding practice 

Summary of findings 

•	 The practice had implemented an IT tool which 
assisted the practice in identifying patients at risk of 
unplanned admissions and 45 vulnerable patients per 
GP had been identified as requiring a care plan. 
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WestWesternern ElmsElms SurSurggereryy 
Detailed findings 

Our inspection team 
Our inspection team was led by: 

Our inspection team was led by a CQC Lead Inspector. 
The team included a GP, a practice manager and 
practice nurse. The inspection was supported by a 
member of staff from the Surveys and Qualitative 
Intelligence team at CQC. 

Background to Western Elms 
Surgery 
Western Elms Surgery has a patient population of 
approximately 16,000. The premises are located on two 
floors with all treatment and consultation rooms on the 
ground floor. There is wheelchair access to the waiting area 
and to most consultation rooms. There are eight GP 
partners and a total of 12 GPs working at the practice, as 
well as locums. There is a mix of male and female GPs 
working at the practice. The nursing team consists of four 
practice nurses and two phlebotomists. Administrative and 
reception staff also work at the practice. Western Elms 
Surgery is a training practice. 

The practice has a General Medical Services (PMS) contract. 
PMS contracts are subject to local negotiations between 
commissioners and the practice. 

This was a comprehensive inspection. 

We visited Western Elms Surgery 317 Oxford Road, Reading 
RG30 1AT. 

The practice has opted out of providing Out Of Hours 
services to their patients. There are arrangements in place 
for services to be provided when the practice is closed and 
these are displayed at the practice and on the website. 

Why we carried out this 
inspection 
We carried out a comprehensive inspection of this service 
under Section 60 of the Health and Social Care Act 2008 as 
part of our regulatory functions. This inspection was 
planned to check whether the provider is meeting the legal 
requirements and regulations associated with the Health 
and Social Care Act 2008, to look at the overall quality of 
the service, and to provide a rating for the service under the 
Care Act 2014. 

This provider had not been inspected before and that was 
why we included them. 

Please note that when referring to information throughout 
this report, for example any reference to the Quality and 
Outcomes Framework data, this relates to the most recent 
information available to the CQC at that time. 

How we carried out this 
inspection 
Before visiting we checked information about the practice 
such as clinical performance data and patient feedback. 
This included information from the clinical commissioning 
group (CCG), Reading Healthwatch, NHS England and 
Public Health England. We visited Western Elms Surgery on 
11 November 2014. During the inspection we spoke with 
GPs, nurses, the practice manager, deputy manager, 
reception staff, patients and representatives of the patient 
participation group (PPG). We looked at the outcomes from 
investigations into significant events and audits to 
determine how the practice monitored and improved its 
performance. We checked to see if complaints were acted 
on and responded to. We looked at the premises to check 
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Detailed findings 
the practice was a safe and accessible environment. We 
looked at documentation including relevant monitoring 
tools for training, recruitment, maintenance and cleaning 
of the premises. 

•	 Is it safe? 
•	 Is it effective? 
•	 Is it caring? 
•	 Is it responsive to patients' needs? 
•	 Is it well-led? 

We also looked at how well services are provided for 
specific groups of patients and what good care looks like 
for them. The population groups are: 

•	 Older patients 
•	 Patients with long-term conditions 
•	 Families, children and young patients 
•	 Working age patients (including those recently retired 
and students) 

•	 Patients living in vulnerable circumstances 
•	 Patients experiencing poor mental health (including 
patients with dementia) 

The practice was located in an ethnically diverse area. 
Some sections of the local community were deprived 
according to national data. There were a higher proportion 
of young patients registered at the practice. The turnover of 
patients was high. 
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Are services safe? 

Our findings 
Safe Track Record 
The practice used a range of information to identify risks 
and improve quality in relation to patient safety. For 
example, reported incidents and complaints received from 
patients. Staff we spoke with were aware of their 
responsibilities to raise concerns, and how to report 
incidents and near misses. 

We reviewed significant events and minutes of meetings 
where these were discussed for the last year. This showed 
the practice had managed these consistently and so could 
evidence a safe track record over the long term. 

Learning and improvement from safety incidents 
The practice had a system in place for reporting, recording 
and monitoring significant events, incidents and accidents. 
Records were kept of significant events that had occurred 
in recent years and these were made available to us. A slot 
for significant events was on the practice meeting agenda 
and a dedicated meeting took place regularly to review 
actions from past significant events and complaints. There 
was evidence that appropriate learning had taken place 
and that the findings were disseminated to relevant staff. 
The staff including receptionists, administrators and nurses 
were aware of the system for raising issues to be 
considered at the meetings and felt encouraged to do so. 
We saw a significant event related to a needle stick injury. 
The incident had been investigated robustly and staff we 
spoke with were aware of investigation. 

Reliable safety systems and processes including 
safeguarding 
The practice had systems to manage and review risks to 
vulnerable children, young patients and adults. Practice 
training records made available to us showed that all staff 
had received relevant role specific training on safeguarding. 
Staff knew how to recognise signs of abuse in older 
patients, vulnerable adults and children. They were also 
aware of their responsibilities regarding information 
sharing, documentation of safeguarding concerns and how 
to contact the relevant agencies in and out of hours. 
Contact details were available for staff. The practice had a 
dedicated GP appointed as leads in safeguarding 
vulnerable adults and children who had been trained to 
enable them to fulfil this role. 

There was a system to highlight vulnerable patients on the 
practice’s electronic records. This included information so 
staff were aware of any relevant issues when patients 
attended appointments. This may be children subject to 
child protection plans. This also enabled reception staff to 
identify vulnerable patients and take appropriate action to 
ensure they could make an appointment and see the right 
GP or nurse. 

A chaperone policy was in place and visible on the waiting 
room TV screen and in consulting rooms. Chaperone 
training had been undertaken by all staff who performed 
the role. If nursing staff were not available to act as a 
chaperone some receptionists had also undertaken 
training and understood their responsibilities when acting 
as chaperones. 

Patients’ individual records were written and managed in a 
way to help ensure safety. Records were kept on an 
electronic system called Vision which collated all 
communications about the patient including scanned 
copies of communications from hospitals. We saw 
comprehensive records were stored for the patient record 
we reviewed. 

We looked at meeting minutes from a child protection 
meeting. The practice identified when there were concerns 
about children on the at-risk register (a register of children 
whose circumstances make them vulnerable to abuse) and 
what considerations staff should take when caring for these 
children. 

Medicines Management 
We checked medicines stored in the treatment rooms and 
medicine refrigerators and found they were stored securely 
and were only accessible to authorised staff. Processes 
were in place to check medicines were within their expiry 
date and suitable for use. All the medicines we checked 
were within their expiry dates. There was a policy for 
expired and unwanted medicines which stated they should 
be disposed of in line with waste regulations. 

We saw a record of a prescribing meeting from February 
2014 with a representative from the local medicines 
management team. There were actions noted for the 
practice in response to changes in the use of certain 
medicines and where the practice needed to review their 
use of medicines. For example, the use of inhalers and 
insulin use were noted as needing a review. 
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Are services safe? 
Vaccines were administered in line with legal requirements. 
There was a practice protocol for receiving and storing 
vaccines. The vaccines were stored within appropriate 
temperatures and there was a log of temperatures which 
indicated the practice checked the fridges regularly. The 
fridges were alarmed to ensure that staff were alerted if the 
temperature range required for the vaccines was not 
maintained. 

Prescriptions and repeat prescribing were managed by a 
designated member of staff. The prescribing clerk was able 
to explain how they ensured all prescriptions were 
allocated to GPs to be signed and processed. 

The practice held stocks of controlled drugs (medicines 
that require extra checks and special storage arrangements 
because of their potential for misuse) and had in place 
standard procedures that set out how they were managed. 
Controlled drugs were stored in a secure cupboard and 
access to them was restricted and the keys kept securely. 
Two members of staff were allocated to receiving 
controlled drugs and undertaking stock checks. The 
practice policy for controlled drugs stated stock should be 
checked every month to ensure the stock list matched the 
actual store of medicines. 

Cleanliness & Infection Control 
We observed the premises to be clean and tidy. We saw 
there were cleaning schedules in place and cleaning 
records were kept. Patients we spoke with told us they 
always found the practice clean and had no concerns 
about cleanliness or infection control. 

The practice had a lead for infection control. All staff 
received training in infection control specific to their role at 
regional training days. We saw evidence the practice 
carried out audits every two months and improvements 
were identified and actions listed. We saw from sequential 
audits that actions were completed. For example, one 
audit identified that some clinical worktops were not just 
being used for clinical purposes as other materials were 
being stored on them in one treatment room. We noted 
that all clinical work tops were clutter free and ready for 
use by the staff for clinical purposes. 

An infection control policy and supporting procedures were 
available for staff to refer to, which enabled them to plan 
and implement control of infection measures. For example, 
personal protective equipment including disposable 
gloves, aprons and coverings were available for staff to use. 

There was also a policy for needle stick injury. This was 
available on the intranet, although this was not displayed 
on clinical treatment room walls. One member of staff did 
not know that they should ideally attend occupational 
health within one hour, if possible, when we asked them 
what action they should take in the event of a needle stick 
injury. All other staff we asked were aware of the 
appropriate action to take. We saw from significant events 
there had been one needle stick injury within the last year 
and the appropriate action was taken. 

Hand hygiene techniques signage was displayed in staff 
and patient toilets. Hand washing sinks with hand soap, 
hand gel and hand towel dispensers were available in 
treatment rooms. 

The practice had tested the water tanks on the premises for 
legionella (a germ found in the environment which can 
contaminate water systems in buildings). The practice did 
not have a full risk assessment for the building but the 
checks ensured that the tanks, water supply and air 
conditioning units were legionella free. 

Equipment 
Staff we spoke with told us they had sufficient equipment 
to enable them to carry out diagnostic examinations, 
assessments and treatments. Equipment was in good 
working order and we saw equipment maintenance logs 
and other records that confirmed it was well maintained. 
All portable electrical equipment was routinely tested and 
displayed stickers indicating the last testing date. A 
schedule of testing was in place. We saw evidence of 
calibration of relevant equipment such as weighing scales. 
There were arrangements for the ordering and stock 
checking of medical supplies such as swabs and single use 
medical equipment for clinical procedures. 

Staffing & Recruitment 
Records we looked at contained evidence that appropriate 
recruitment checks had been undertaken prior to 
employment. For example, proof of identification, 
references, qualifications, registration with the appropriate 
professional body and criminal records checks via the 
Disclosure and Barring Service. The practice had a 
recruitment policy that set out the standards it followed 
when recruiting staff. The practice did not check all the GP 
partners’ registration with the General Medical Council 
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Are services safe? 
(GDC) as a part of their staff checks and some partner's staff 
files did not contain proof of registration. However, we were 
shown evidence that all the GPs were registered to practice 
by the end of the inspection. 

Staff told us about the arrangements for planning and 
monitoring the number of staff and mix of staff needed to 
meet patients’ needs. Staff informed us there was a rota 
system in place for all the different roles in the practice to 
ensure there were enough staff on duty. The practice had 
not used any locum GPs for a number of months. There 
was also an arrangement in place for members of staff, 
including nursing and administrative staff to cover each 
other’s annual leave. Staff told us there were usually 
enough staff to maintain the smooth running of the 
practice and there were always enough staff on duty to 
ensure patients were kept safe. 

Monitoring Safety & Responding to Risk 
The practice had systems and policies in place monitor and 
manage risks to patients, staff and visitors to the practice. 
These included regular checks of the building, staffing, 
dealing with emergencies and equipment. The practice 
also had a health and safety policy which was reviewed 
yearly. 

We saw that any identified risks were discussed at GP 
partners’ meetings and within team meetings. For example, 
the practice manager had shared the recent findings from 
an infection control audit with the team. 

Risks were assessed and managed. For example, there was 
a control of substances hazardous to health (COSHH) risk 
assessment for the storage of chemicals. Fire protocols 
were followed, such as testing the alarm system and 
regular fire drills. A fire risk assessment was undertaken 
with an action plan to mitigate risks in the event of a fire 
and to prevent the risk of fire. We saw the action log 
showed the action was being completed. We saw records 
that showed staff were up to date with fire training and that 
regular fire drills were undertaken. 

Arrangements to deal with emergencies and major 
incidents 
The practice had arrangements in place to manage 
emergencies. We saw records showing all staff had received 
training in basic life support. Emergency equipment was 
available including access to oxygen and an automated 
external defibrillator (used to attempt to restart a person’s 
heart in an emergency). Records we saw confirmed these 
were checked regularly. 

Emergency medicines were available in a secure area of the 
practice. These included medicines for the treatment of a 
number of conditions. Processes were in place to check 
emergency medicines were within their expiry date and 
suitable for use. All the medicines we checked were in date 
and fit for use. 

A comprehensive business continuity plan was in place to 
deal with a range of emergencies that may impact on the 
daily operation of the practice. 
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Are services effective? 
(for example, treatment is effective) 

Our findings 
Effective needs assessment 
The practice used current best practice guidance from the 
National Institute for Health and Care Excellence (NICE) and 
from local commissioners. Staff had access to templates for 
managing and accessing certain conditions. We found they 
reflected up to date national guidance. Staff told us that 
changes to national guidance were disseminated to them 
through meetings, emails and through information 
discussions. The patient records we reviewed showed GPs 
and nurses managed patients’ care, in line with NICE 
guidelines. 

Patients had a named GP which helped the practice to 
provide continuity in patients’ care. The GPs told us they 
led in specialist clinical areas such as diabetes and 
respiratory diseases and that practice nurses supported 
this work which allowed the practice to focus and manage 
specific conditions more efficiently. GPs and nurses we 
spoke with were very open about asking for and providing 
colleagues with advice and support. For example, GPs told 
us they supported all staff to continually review and discuss 
new best practice guidelines for the management of 
respiratory disorders. The review of the clinical meeting 
minutes confirmed this had happened. 

The practice used computerised tools to identify patients 
with complex needs and worked with external services to 
implement multidisciplinary care plans. These were 
documented in patients’ notes. The practice had 
implemented a tool called ‘QAdmission’ which assisted the 
practice in identifying patients at risk of unplanned 
admissions based on a number of risk parameters. Around 
45 vulnerable patients per GP had been identified and had 
care plans written to reduce the risk of hospital admissions. 

National data showed the practice was in line with referral 
rates to secondary and other community care services for 
all conditions. The Quality Outcomes Framework (QOF) 
showed patients with long term conditions were assessed 
at regular intervals and their care planning ensured that 
they were seen by a GP or nurse when they needed a health 
check. Patients with concerns regarding their health 
conditions could be discussed at virtual reviews with 
external specialists from local hospitals, enabling GPs to 
access specialist advice without referring patients in every 
circumstance of managing complicated health problems. 

Staff told us reviews referrals were undertaken via peer 
review between GPs to ensure that referrals were 
appropriate. A GP partner told us GPs were aware of each 
other’s lead roles and would refer patients to another GP 
where this was possible to speed up assessments of 
patients’ needs and reduce the need for referrals to 
secondary care in many cases. 

We saw no evidence of discrimination when making care 
and treatment decisions. Interviews with GPs showed that 
the culture in the practice was that patients were referred 
on need and that age, sex and race was not taken into 
account in this decision-making. 

Management, monitoring and improving outcomes 
for patients 
Staff from across the practice had roles in the monitoring 
and improvement of outcomes for patients. These roles 
included data input, clinical review scheduling, child 
protection alerts, prescriptions management and 
medicines management. The information staff collected 
was then collated by the practice manager and deputy 
practice manager to support the practice to carry out 
clinical audits. 

The practice showed us four clinical audits that had been 
undertaken in recent years. We saw some were examples of 
completed audits where the practice was able to 
demonstrate the changes resulting since the initial audit. 
We saw audits undertaken on the treatment of gout, atrial 
fibrillation and urinary tract infections using a specific 
anti-biotic. Of the two audits we saw were completed 
(repeated) there were clear lessons learnt and action for 
the individual GPs or practice to consider. We saw audits 
were stored in a location accessible for all staff and the 
outcomes were discussed at clinical team meetings. 

The practice used the QOF (a national performance 
measurement tool) to identify whether patient assessment 
and care met national standards. In the 2012/13 QOF there 
were concerns about the lack of certain assessments for 
diabetics. Following the results, and as a result of a change 
of staffing, the practice implemented a new system of 
managing diabetic care led by a GP. The GP worked closely 
with the nursing team to ensure that the practice’s 
performance in managing diabetes was improved and the 
GP told us that the monitoring of these changes was 
indicating a significant improvement in QOF results. Staff 
spoke positively about the culture in the practice around 
audit and quality improvement. 
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Staff regularly checked that patients receiving repeat 
prescriptions had been reviewed by the GP. They also 
checked that all routine health checks were completed for 
long-term conditions such as diabetes and the latest 
prescribing guidance was being used. The IT system 
flagged up relevant medicine alerts when the GP went to 
prescribe medicines. 

Effective staffing 
Practice staffing included GPs, nurses, managerial and 
administrative staff. We reviewed a staff training log and 
saw that nearly all staff were up to date with attending 
courses such as annual basic life support, safeguarding 
adults and children, information governance, equality and 
diversity and fire safety. The deputy manager used the log 
to monitor training. 

All staff undertook annual appraisals which identified 
learning needs from which action plans were documented. 
Staff interviews confirmed that the practice was proactive 
in providing training and funding for relevant courses. 
Practice nurses had defined duties they were expected to 
perform and were able to demonstrate they were trained to 
fulfil these duties. A diabetes nurse had recently 
undertaken specific training in diabetic care. As this was a 
training practice, GPs who were in training to be qualified 
as GPs were supervised and supported by their GP 
mentors. 

Working with colleagues and other services 
The practice had close links with staff from other services 
including district nurses, health visitors and midwives who 
they worked with in delivering patients’ care. The practice 
had a procedure for passing on, reading and taking action 
on any issues arising from communications with other care 
providers on the day they were received. 

The practice held multidisciplinary team meetings and 
other means of communication with external services. This 
included liaison with the community mental health team 
via bi-monthly meetings and contact with psychiatrists. 
Gold standards meetings were held to manage the care for 
patients who were on the end of life register, including local 
support organisations and district nurses. The practice 
participated in child protection meetings where specific 
cases of concern were discussed. The staff we spoke with 
told us information sharing with district nurses, health 
visitors and the local social care team worked well and they 
spoke positively of the relationship with these external 
professionals. 

Information Sharing 
The practice used several electronic systems to 
communicate with other providers. For example, GPs told 
us patient information was frequently shared via special 
notes from the local out of hours providers. The system 
used by the practice meant the information could be 
shared instantly. Electronic systems were also in place for 
making referrals. Staff reported that this system was easy to 
use. 

The practice had systems in place to provide staff with the 
information they needed. An electronic patient 
record called Vision was used by all staff to coordinate, 
document and manage patients’ care. This software 
enabled scanned paper communications, such as those 
from hospital, to be saved in the system for future 
reference. 

Consent to care and treatment 
We found that staff were aware of the Mental Capacity Act 
2005. All the GPs we spoke with understood the key parts of 
the legislation and were able to describe how they 
implemented it in their practice. Nurses were aware of the 
Act but did not fully understand when or how it should be 
applied. There was no formal training provided to nurses 
on the Act. 

There was a consent policy which included how to gain 
consent, where this should be recorded and issues related 
to gaining consent from children. There was a section on 
patients who lack capacity to consent. There was a MCA 
2005 policy to support staff on how to assess patients who 
may lack capacity to determine whether they could or 
could not consent to their care. There was guidance on 
how to reach a best interest decision in the policy. Some 
nurses told us they would refer any concerns where a 
patient may lack capacity to a GP in order to reach a 
decision. The consent policy referred to the Gillick 
competencies for the ability of children to consent to 
treatment. 

Health Promotion & Prevention 
New patients had their medical records assessed and those 
who were on a repeat prescription were given an 
appointment with registered GP to discuss their needs. 
Staff told us they were proactive about providing health 
checks for patients, such as offering smears to patients 
during routine appointments. Walk in clinics for family 
planning and sexual health were available to encourage 
patients to attend for check-ups. Annual physical health 
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(for example, treatment is effective) 

checks were provided to patients with mental health 
problems and QOF data showed the practice was achieving 
similarly to other practices nationally in meeting annual 
health checks for these patients. 

The practice had numerous ways of identifying patients 
who needed additional support, and were pro-active in 
offering additional help. For example, the practice kept a 
register of all patients with learning disabilities these 
patients were offered an annual physical health check. The 
practice had identified the smoking status of 81% of 
patients over the age of 16 and actively offered nurse led 
smoking cessation clinics to these patients. 

The practice offered a full range of immunisations for 
children, patients at risk of specific conditions and travel 
advice and vaccines. Last year’s performance for child 
immunisations was similar to national average. Flu 
vaccinations were offered to patients at risk of serious 
health concerns associated with flu (due to long term 
health conditions) and the uptake was above national 
average and also offered to those over 65 where the uptake 
was slightly below national average. 

External support services were advertised on the practice 
website and in the waiting area. This included mental 
health and drug addiction support services. 
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Our findings 
Respect, Dignity, Compassion & Empathy 
We reviewed the most recent data available for the practice 
on patient satisfaction. This included information from the 
national patient survey and a survey of over 400 patients 
undertaken by the practice’s Patient Participation Group. 
The evidence from all these sources showed patients were 
satisfied with how they were treated and that this was with 
compassion, dignity and respect. For example, data from 
the national patient survey showed the practice received 
above national average on positive feedback for treating 
patients with care and concern. The practice satisfaction 
scores on consultations showed 85% of practice 
respondents said GPs were good at listening to them and 
84% of nurses were good at listening to them. The survey 
also showed 89% aid the last GP they saw and 85% said the 
last nurse they saw was good at giving them enough time. 
This was above the local average. 

Patients completed CQC comment cards to provide us with 
feedback on the practice. We received 37 completed cards 
and the majority were positive about the service 
experienced. Patients said they felt the practice offered an 
excellent service and staff were helpful and caring. They 
said staff treated them with dignity and respect. There were 
some comments relating to the waiting time in reception 
and that it was sometimes difficult to book an appointment 
with a preferred GP. However, the majority of feedback we 
received from speaking with patients and from comment 
cards was very positive in all aspects of the practice. We 
also spoke with nine patients on the day of our inspection. 
All told us they were satisfied with the care provided by the 
practice and said their dignity and privacy was respected. 

Staff and patients told us that all consultations and 
treatments were carried out in the privacy of a consulting 
room. Disposable curtains were provided in consulting and 
treatment rooms so that patients’ privacy and dignity was 
maintained during examinations, investigations and 
treatments. We noted that consultation and treatment 
room doors were closed during consultations and that 
conversations taking place in these rooms could not be 
overheard. 

We observed staff were careful to follow the practice’s 
confidentiality policy. Reception staff were careful to 
prevent patients overhearing potentially private 
conversations. 

The practice’s patient charter indicated patients should be 
treated without discrimination and consideration to their 
religious beliefs and cultural and personal preferences. The 
charter did not refer to ensuring patients’ sexual 
orientation was respected in the delivery of care. We saw 
no evidence that patients experienced any kind of 
discrimination. 

Care planning and involvement in decisions about 
care and treatment 
The patient survey information we reviewed showed 
patients responded positively to questions about their 
involvement in planning and making decisions about their 
care and treatment and generally rated the practice well in 
these areas. For example, data from the national patient 
survey showed 77% (below the local average) of practice 
respondents said GPs involved them in care decisions and 
84% (above the local average) felt the GP was good at 
explaining treatment and results. The results from the 
practice’s own satisfaction survey showed that 89% of 
patients said they were sufficiently involved in making 
decisions about their care. 

Patients we spoke with on the day of our inspection told us 
that health issues were discussed with them and they felt 
involved in decision making about the care and treatment 
they received. This included decisions about referrals 
which they said were explained clearly. They also told us 
they felt listened to and supported by staff and had 
sufficient time during consultations to make an informed 
decision about the choice of treatment they wished to 
receive. Patient feedback on the comment cards we 
received was also positive and aligned with these views. 

Staff told us that translation services were available for 
patients who did not have English as a first language. We 
saw notices in the reception areas informing patents this 
service was available. 

Patient/carer support to cope emotionally with 
care and treatment 
Patients were positive about the emotional support 
provided by the practice. Notices in the patient waiting 
room, on the TV screen and patient website signposted 
patients to a number of support groups and organisations, 
such as dementia and carer support. The practice’s 
computer system alerted GPs if a patient was also a carer. A 
carers audit was undertaken to identify what 
improvements could be made to support carers in 
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Are services caring? 
accessing the practice and other local support services. 
Reception staff were given training in how to communicate 
effectively with patients who may be challenging due to 
emotional or mental health problems. 
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Are services responsive to people’s needs? 
(for example, to feedback?) 

Our findings 
Responding to and meeting patients' needs 
We found the practice was responsive to patients’ needs 
and had systems in place to maintain the level of service 
provided. The needs of the practice population were 
understood by the leadership team and staff who delivered 
care to patients. For example, nurses told us they were 
aware of the local problems with drug addiction and 
worked with local drug and alcohol support services to 
care for this vulnerable group of patients. 

There had been a significant change the GP partners over 
the last two years but staff told us this had been managed 
to ensure there was consistency in patients’ care. The 
practice did not use locums. Patients reported that on the 
whole there was good continuity of care and reasonable 
accessibility to appointments with a GP of choice. Longer 
appointments were available for patients who required 
them such as long term condition reviews, postnatal 
check-ups and health checks for patients with learning 
disabilities This also included appointments with a named 
GP or nurse. Home visits were made to two local care 
homes on a specific day each week, by a named GP. 
Patients who could not attend the practice were offered 
home visits when needed. The practice worked with health 
visitors in providing postnatal care. 

The practice had implemented suggestions for 
improvements and made changes to the way it delivered 
services as a consequence of feedback from the Patient 
Participation Group (PPG). For example, disabled parking 
was sought from the council to help access for disabled 
patients and the PPG was successful in achieving this goal. 

The gold standards framework for end of life care was used 
by the practice. There was a palliative care register and 
regular internal as well as multidisciplinary meetings to 
discuss patients and their families and support needs. The 
practice provided Improving Access to Psychological 
Therapies (IAPT) access to patients experiencing poor 
mental health. 

Tackle inequity and promote equality 
The practice had recognised the needs of different groups 
in the planning of its services. GP partners told us the 
practice registered patients who had no fixed abode. A 
telephone translation service was used to assist in 
providing care to patients who could not speak English. 

The practice provided equality and diversity training to 
staff. The premises and services had been adapted to meet 
the needs of patients with limited mobility. Automatic 
double doors and level access had been installed. There 
was a verbal and visual call system for patients with either 
hearing or visual impairments. An induction loop was 
available for patients who had hearing impairments. The 
practice provided care to patients in a local probation 
hostel. 

Access to the service 
Appointments were available from 8am to 6.30pm on 
weekdays. Extended hours appointments were available 
on Monday and Tuesday evenings until 8pm and on 
Saturday mornings from 8.30am to 12pm. The evening 
extended hours were walk in surgeries for patients who 
could not attend during normal working hours. 
Comprehensive information was available to patients 
about appointments on the practice website and in the 
reception and waiting areas. This included how to arrange 
urgent appointments and home visits and how to book 
appointments through the website. There was also 
information for patients on how to access out of hours care 
and treatment on the website for when the practice was 
closed. 

Patients were generally satisfied with the appointments 
system. They confirmed that they could see a GP on the 
same day if they needed to and they could see another GP 
if there was a wait to see the GP of their choice. Patients 
told us if they wanted to see the GP of their choice it could 
take up to three weeks. The national survey found that 86% 
of respondents found it easy to get through to this surgery 
by phone and 92% said the last appointment they got was 
convenient. Seventy eight per cent of patients described 
their experience of making an appointment as good, which 
is above the local average. To meet the capacity demands 
on the practice, there has been an increase in four 
consultation rooms in recent years to enable more patients 
to be seen. We saw that the waiting area was large enough 
to accommodate patients with wheelchairs and prams and 
allowed for easy access to the treatment and consultation 
rooms. Accessible toilet facilities were available for all 
patients attending the practice including baby changing 
facilities. 

Patients told us waiting times in the surgery when they had 
a booked appointment could be long. The practice survey 
identified this as an issue with 33% of patients stating they 
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waited a long time and 13% saying they waited more than 
15 minutes. Some patients who worked full time told us 
that this caused a problem for them. The practice offered 
phone consultations when requested by patients. This 
enabled patients who worked to access advice from GPs. A 
cardiovascular disease clinic was run in the evenings. Drop 
in clinics for family planning and sexual health were 
available. 

The practice was situated on the first and second floors of 
the building with services for patients on the ground floor. 
The practice had provided space for the use of patients 
with mobility scooters and wheelchairs in reception and 
wide door ways to a corridor where the majority of 
consultation and treatment rooms were located. This made 
movement around the practice easier and helped to 
maintain patients’ independence. 

Listening and learning from concerns and 
complaints 
The practice had a system in place for handling complaints 
and concerns. We saw that information was available to 
help patients understand the complaints system in the 
reception area in the form of a notice and leaflets. We 
looked at several complaints received in the last twelve 
months and found these were satisfactorily handled and 
dealt with in a timely manner. 

The practice reviewed complaints on an annual basis to 
detect themes or trends. We looked at the report for the 
last review from March 2014 and no themes had been 
identified, however lessons learnt from individual 
complaints had been discussed at meetings and acted 
upon. We saw complaints were discussed regularly at 
meetings. 
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Our findings 
Vision and strategy 
There were significant changes to the GP partners in recent 
years which required strong strategic leadership to enable 
to practice to continue to deliver a continuity of care to 
patients. For example, roles such as clinical specialisms 
had to be re-attributed to new staff and where necessary 
new processes for managing patient care. The practice was 
in the process of changing the way diabetes care was 
delivered and all the relevant staff were involved in this 
change. Clear strategic goals were set to ensure patient 
care was at the centre of how the practice operated. A 
decision was made by the leadership team to set a cap for 
the patient population due to the high numbers of patients 
joining and leaving the practice. This enabled the practice 
to ensure capacity met demand. There was also a decision 
to stop using locum GPs in 2013 partly to improve the 
continuity of care and the practice had achieved this goal 
by ensuring there were adequate staff available to cover 
when GPs were not able to work or on leave. 

We found details of the patient charter displayed for staff 
and patients although it did not include patients’ sexual 
orientation when referring to the considerations of staff in 
delivering patient care. The practice operated a policy of 
non-discrimination in the delivery of its services. 

Governance Arrangements 
The practice had a number of policies and procedures in 
place to govern activity and these were available to staff via 
the intranet on any computer within the practice. We 
looked at several of these policies and procedures. All the 
policies and procedures we looked at had reviews noted 
and a date of review for future reference. 

The practice held regular governance meetings. We looked 
at minutes from a governance meeting and found that 
performance, quality and risks had been discussed. The 
practice used the Quality and Outcomes Framework (QOF) 
to measure their performance. The QOF data for this 
practice showed it was performing in line with national 
standards. Staff told us that QOF data was regularly 
discussed at monthly team meetings and there were leads 
in different areas of the QOF. The practice had completed a 
number of clinical audits, where action was taken to 

improve the service. This included a diabetes audit 
undertaken following underperformance on the QOF due 
to specific health checks not being achieved for some 
diabetics 

The practice had robust arrangements for identifying, 
recording and managing risks. Risk assessments had been 
carried out on clinical treatment rooms. A fire risk 
assessment and resulting actions were in place. 

Leadership, openness and transparency 
Staff told us there was a clear leadership structure which 
had named members of staff in lead roles. For example 
there was a lead nurse for infection control and a GP 
partner was the lead for safeguarding. We spoke with nine 
members of staff and they were all clear about their own 
roles and responsibilities. They all told us that they felt 
valued, involved in the running of the practice, well 
supported and knew who to go to in the practice with any 
concerns. 

Staff were involved in meetings, where they could receive 
important communication and provide feedback. Staff told 
us that there was an open culture within the practice. There 
were away days held twice a year but these did not involve 
the whole staff team, only GP partners and the 
management team. 

We were shown the electronic staff handbook that was 
available to all staff, this included sections on equality and 
harassment, whistleblowing, confidentiality and bullying 
and harassment. 

Practice seeks and acts on feedback from users, 
public and staff 
The practice had gathered feedback from patients through 
patient surveys and comments and complaints. We looked 
at the results of the annual patient survey and saw that the 
findings were considered and any action to improve the 
service provided was included in the survey report. Some 
of this was information for patients such as where to gain 
access to the complaints policy. 

The practice had an active patient participation group 
(PPG). The PPG contained representatives from various 
population groups, but the members we spoke with 
described their difficulty in recruiting younger patients and 
broadening the representation from different ethnic 
backgrounds. The PPG had been pro-active in trying to 
recruit new members. For example, PPG members engaged 
with mothers during postnatal clinics during the summer in 
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2014. The PPG members told us they were fully involved in 
designing and analysing of the last patient survey. They 
told us all eight partners had attended a recent PPG 
meeting. They had been supported in organising health 
talks for patients and these had been well attended. The 
PPG was valued and supported by the practice leadership. 

Staff told us they would not hesitate to give feedback and 
discuss any concerns or issues with colleagues or the 
leadership team. Staff told us they felt involved and 
engaged in the practice to improve outcomes for both staff 
and patients. The practice had a whistleblowing policy 
which was available to all staff in the staff handbook and 
electronically on any computer within the practice. 

Management lead through learning & 
improvement 
Staff told us that the practice supported them to maintain 
their clinical professional development through training 
and mentoring. We looked at five staff files and saw that 
regular appraisals took place. Staff told us that the practice 
was very supportive of training and that they had regional 
training away days where guest speakers and trainers 
attended. Western Elms Surgery was a GP training practice 
and supported GP trainees through supervision and 
mentoring. 

The practice had completed reviews of significant events 
and other incidents and shared learning outcomes with 
staff via meetings to ensure the practice maintained a safe 
environment and, where necessary, improved outcomes 
for patients. 
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Ratings 

Overall rating for this service Requires improvement ––– 

–––Requires improvementAre services safe? 

–––Requires improvementAre services effective? 

–––GoodAre services caring? 

–––GoodAre services responsive to people’s needs? 

–––Requires improvementAre services well-led? 

�� 
1 Peppard Road Surgery Quality Report 22/01/2015 



                                                                                                                                                                                          

                                                                                                                                  

                                                                                                                                 

                                                                                                                                                   

                                                                                                                                                                               

                                                                                                                                                                                  

                                                                                                                                                                                   

                                                                                                                                                 

                                                                                                                                                        

                                                                                                                                                       

                                                                                                                                                                                         

                                                                                                                                           

Summary of findings 

Contents
 

Summary of this inspection Page 

Overall summary 2 

The five questions we ask and what we found 4 

The six population groups and what we found 6 

What people who use the service say 8 

Areas for improvement 8 

Outstanding practice 8 

Detailed findings from this inspection 
Our inspection team 9 

Background to Peppard Road Surgery 9 

Why we carried out this inspection 9 

How we carried out this inspection 9 

Detailed findings 11 

Action we have told the provider to take 23 

Overall summary 
Letter from the Chief Inspector of General 
Practice 
Peppard Road Surgery is located in an urban area of 
Berkshire. It provides primary medical services to 
approximately 2200 registered patients. 

We carried out an announced, comprehensive inspection 
on 6 November 2014. 

We visited the practice location at 45 Peppard Road, 
Caversham, Reading, Berkshire,RG4 8NR 

Peppard Road Surgery is rated as requires improvement 
overall. 

Our key findings were as follows: 

•	 The practice is rated as requires improvement for safe. 
We identified areas of concern regarding aspects of 
staff training, for example, safeguarding children and 
vulnerable adults and an inadequate recruitment 
process, including lack of Disclosure and Barring 
service checks for staff. 

•	 The practice is rated as requires improvement for 
effective. We identified one area of concern regarding 
lack appraisals for all staff. The GPs had a thorough 
understanding of patients’ healthcare needs and 
provided care in line with local and national guidance. 
However, Quality and Outcomes Framework data 
showed patient outcomes were variable with the 
practice performing better in some areas than others. 

•	 The practice is rated as good for caring. Feedback from 
patients and survey data showed the practice 
performed above the clinical commissioning group 
(CCG) and national averages on most aspects of 
patient satisfaction. We heard many examples of 
compassionate care from patients. 

•	 The practice is rated as good for responsive. The 
practice performed significantly better than the CCG 
average for access to appointments. The practice did 
not have an accessible complaints policy in place. 

�� 
2	 Peppard Road Surgery Quality Report 22/01/2015 



Summary of findings 
•	 The practice is rated as requires improvement for 
well-led. We identified areas of concern regarding the 
lack of regular performance reviews for staff. The 
practice did not proactively seek feedback from 
patients through a patient participation group. 

There were areas of practice where the provider needs to 
make improvements. 

Importantly, the provider must 

•	 Ensure that criminal records checks through the 
Disclosure and Barring Service or risk assessments are 
carried out. 

•	 Ensure staff are supported through appraisals to 
identify training and development needs 

•	 Ensure staff receive appropriate regular training, for 
example in basic life support, safeguarding children 
and vulnerable adults and health and safety 

We have issued two compliance actions for the 
regulations relating to Requirements relating to workers 
and Supporting workers. 

In addition the provider should: 

•	 Ensure that all the recruitment checks are carried out 
and recorded as part of the staff recruitment process 

•	 Ensure systems are in place for the management of 
legionella 

•	 Ensure complaints information is accessible to 
patients 

•	 Ensure feedback is sought from patients, for example, 
through a patient participation group. 

Professor Steve Field (CBE FRCP FFPH FRCGP) 
Chief Inspector of General Practice 
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Summary of findings 

The five questions we ask and what we found 
We always ask the following five questions of services. 

Are services safe? Requires improvement ––– 
The practice is rated as requires improvement for safe. We identified 
a number of areas of concern: there was a lack of safeguarding 
children training for reception and administration staff and lack of 
safeguarding vulnerable adult training for all staff. Recruitment 
checks were not documented in accordance with current 
regulations including lack of Disclosure and Barring check or risk 
assessment. There was no system in place for the management of 
legionella. Cleaning materials were not stored securely. 
Administration and reception staff had not received training in basic 
life support. A business continuity plan was in place but had not 
been fully completed. Staff understood their responsibilities to raise 
concerns, and report incidents and near misses. Medicines were 
handled safely and fridge temperatures were checked daily. 

Are services effective? Requires improvement ––– 
The practice is rated as requires improvement for effective. We 
identified one area of concern regarding support for staff through 
lack of training for administration and reception staff and lack of 
appraisals for all staff. Patients’ needs were assessed and care was 
planned and delivered in line with local and national guidance. This 
included assessment of capacity and the promotion of good health. 
Multidisciplinary working was evidenced. 

Are services caring? Good ––– 
The practice is rated as good for caring. Data showed patients rated 
the practice higher than others for several aspects of care. Patients 
said they were treated with compassion, dignity and respect and 
they were involved in care and treatment decisions. Accessible 
information was provided to help patients understand the care 
available to them. We also saw staff treated patients with respect 
and compassion. 

Are services responsive to people’s needs? Good ––– 
The practice is rated as good for responsive. Patients reported good 
satisfaction with access to the practice for urgent/ same day 
appointments and routine appointments. Complaints information 
was not easily accessible although there was evidence 
demonstrating that the practice responded quickly to issues when 
they were raised. There was evidence of shared learning from 
complaints with staff to improve services. 
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Summary of findings 

Are services well-led? Requires improvement ––– 
The practice is rated as requires improvement for well-led. We 
identified a number of areas of concern: The practice did not 
proactively seek feedback from patients through a patient 
participation group (PPG). Staff did not receive regular performance 
reviews and were not supported to develop in their roles. There were 
systems in place to monitor and improve quality and identify risk. 
For example, through fire risk assessment and infection control 
audit. 
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Summary of findings 

The six population groups and what we found 
We always inspect the quality of care for these six population groups. 

Older people Requires improvement ––– 
The practice is rated as requires improvement for care provided to 
older people. We identified concerns relating to staff recruitment, 
training and development. The practice had a lower proportion of 
patients over 55 years compared to the clinical commissioning 
group (CCG) and national averages. Nationally reported data 
showed the practice had good outcomes for conditions commonly 
found amongst older people. The practice offered proactive, 
personalised care to meet the needs of the older people in its 
population. For example, allocating older patients early 
appointments to avoid them travelling home in the dark. The 
practice was responsive to the needs of older people, including 
offering home visits and prioritised care for patients with complex 
needs. 

People with long term conditions 
The practice is rated as requires improvement for the population 
group of people with long term conditions. We identified concerns 
relating to staff recruitment, training and development. Emergency 
processes were in place and referrals made for patients in this group 
that had a sudden deterioration in health. When needed, longer 
appointments and home visits were available. All these patients had 
regular contact with their GP to check their health and medicines 
needs were being met. For those people with the most complex 
needs the named GP worked with relevant health and care 
professionals to deliver a multidisciplinary package of care. 

Families, children and young people 
The practice is rated as requires improvement for the population 
group of families, children and young people. We identified 
concerns relating to staff recruitment, training and development. 
The practice has a higher proportion of patients up to the age of 
nine years compared to the local clinical commissioning group 
(CCG) average. Immunisation rates were in line with all standard 
childhood immunisations. Patients told us and we saw evidence 
that children and young people were treated in an age appropriate 
way and recognised as individuals. Appointments were available 
outside of school hours. The practice worked in partnership with 
midwives, health visitors and school nurses to deliver care. 

Requires improvement –––
 

Requires improvement –––
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Summary of findings 

Working age people (including those recently retired and 
students) 
The practice is rated as requires improvement for the population 
group of the working-age people (including those recently retired 
and students). We identified concerns relating to staff recruitment, 
training and development. The practice had a higher proportion of 
patients between 30 to 44 years compared to the clinical 
commissioning group (CCG) and national averages. The needs of the 
working age population, those recently retired and students, had 
been identified and the practice had adjusted the services it offered 
to ensure these were accessible, for example one late evening 
surgery was provided each week. The practice performed 
significantly above average, compared to the local CCG, for patient 
satisfaction with the access to appointments. The practice was 
proactive in offering opportunistic health promotion and screening 
which reflects the needs for this age group. 

People whose circumstances may make them vulnerable 
The practice is rated as requires improvement for the population 
group of people whose circumstances may make them vulnerable. 
We identified concerns relating to staff recruitment, training and 
development. The practice serves a population which is more 
affluent than the national average. The practice did not have a 
register for patients with learning disabilities, although had some 
younger patients with learning disabilities and met their needs 
appropriately. The practice regularly worked with multi-disciplinary 
teams in the case management of vulnerable people. The practice 
had sign-posted vulnerable patients to various support groups and 
third sector organisations. GPs were aware of their responsibilities 
regarding information sharing, documentation of safeguarding 
concerns and how to contact relevant agencies in and out-of-hours. 

People experiencing poor mental health (including people 
with dementia) 
The practice is rated as requires improvement for the population 
group of people experiencing poor mental health (including people 
with dementia). We identified concerns relating to staff recruitment, 
training and development. The practice regularly worked with 
multi-disciplinary teams in the case management of people 
experiencing poor mental health including those with dementia. Six 
out of nine patients with severe mental health conditions had care 
plans in place. The GP referred patients to the memory assessment 
clinic when needed. The practice had a system in place to follow up 
on patients who had been discharged from hospital to support them 
in the community. 
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What people who use the service say 

Summary of findings 

Areas for improvement 

The 2014 national GP survey results for Peppard Road 
Surgery based on 103 (39%) responses showed the 
practice was better in all areas relating to making an 
appointment compared to the local clinical 
commissioning group (CCG) average. The practice 
performed less well on scores of interacting with the 
nurse during consultations. However, we found the low 
nurse scores were due to a large proportion of 
respondents stating the question did not apply to them. 

Action the service MUST take to improve 

•	 Ensure that criminal records checks through the 
Disclosure and Barring Service or risk assessments are 
carried out as part of the staff recruitment process. 

•	 Ensure staff are supported through appraisals to 
identify training and development needs 

•	 Ensure staff receive appropriate regular training, for 
example in basic life support, safeguarding children 
and vulnerable adults and health and safety 

The practice provided outstanding access to 
appointments. The national GP survey indicated 97% of 
patients described their experience of making an 
appointment as good compared to the CCG average of 
76% and similarly 97% found it easy to get through by 
phone compared to CCG average of 76%. This was 
confirmed by the 50 comment cards and patients we 
spoke with. 

During the inspection on 6 November 2014 we spoke with 
six patients. All the patients we spoke with were very 
satisfied with all aspects of the care they received 
including access to appointments. We received 50 
comment cards from patients who had visited the 
practice over the previous two weeks. All the comment 
cards expressed gratitude and praise for the care 
provided by the staff. 

Action the service SHOULD take to improve 

•	 Ensure that all the recruitment checks are carried out 
and recorded as part of the staff recruitment process 

•	 Ensure systems are in place for the management of 
legionella 

•	 Ensure complaints information is accessible to 
patients 

•	 Ensure feedback is sought from patients, for example, 
through a patient participation group. 

Continuity of care was provided by the practice through 
the availability and longevity of GPs and staff. This 
enabled the GPs to have acquired extensive knowledge 
about patients changing health care needs and social 
circumstances. Feedback from patients indicated this 
information was used during regular consultations to 
provide meaningful emotional support and personalised 
care. 

Outstanding practice 
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PPeppepparardd RRooadad SurSurggereryy 
Detailed findings 

Our inspection team 
Our inspection team was led by: 

Our inspection team was led by a CQC Lead Inspector. 
The team included a GP and an Expert by Experience. 

Background to Peppard Road 
Surgery 
Peppard Road Surgery is located in a detached house in an 
urban area. It provides primary medical services to 
approximately 2200 registered patients. The practice has 
nine staff, including two GP partners: one male GP and one 
female GP, one practice nurse, administration and 
reception staff. The senior partner also manages the 
practice. 

The practice has a higher proportion of patients up to the 
age of nine years and between 30 to 54 years compared to 
the local clinical commissioning group (CCG) average and a 
lower proportion over 55 years. The practice serves a 
population which is more affluent than the national 
average. 

We visited the practice location at 45 Peppard Road, 
Caversham, Reading, Berkshire, RG4 8NR 

The practice has opted out of providing out-of-hours 
services to its own patients and uses the services of a local 
out-of-hours service. The practice holds a General Medical 
Services contract. 

The announced, comprehensive inspection at Peppard 
Road Surgery took place on 6 November 2014. This was the 
first inspection since registration. We spoke with six 
patients and six staff during this inspection. 

Why we carried out this 
inspection 
We carried out a comprehensive inspection of this service 
under Section 60 of the Health and Social Care Act 2008 as 
part of our regulatory functions. This inspection was 
planned to check whether the provider is meeting the legal 
requirements and regulations associated with the Health 
and Social Care Act 2008, to look at the overall quality of 
the service, and to provide a rating for the service under the 
Care Act 2014. 

This provider had not been inspected before and that was 
why we included them. 

Please note that when referring to information throughout 
this report, for example any reference to the Quality and 
Outcomes Framework data, this relates to the most recent 
information available to the CQC at that time. 

How we carried out this 
inspection 
Prior to the inspection we contacted the North and West 
Reading Clinical Commissioning Group (CCG), NHS England 
area team and local Healthwatch to seek their feedback 
about the service provided by Peppard Road Surgery. We 
also spent time reviewing information that we hold about 
this practice. 

The inspection team carried out an announced visit on 6 
November 2014. We spoke with six patients and six staff. We 
also reviewed 50 comment cards from patients who shared 
their views and experiences. 

�� 
9 Peppard Road Surgery Quality Report 22/01/2015 



Detailed findings 
As part of the inspection we looked at the management 
records, policies and procedures, and we observed how 
staff interacted with patients and talked with them. We 
interviewed a range of practice staff including two GPs, 
practice nurse, administration and reception staff. 

To get to the heart of patients’ experiences of care and 
treatment, we always ask the following five questions: 

•	 Is it safe? 
•	 Is it effective? 
•	 Is it caring? 
•	 Is it responsive to people’s needs? 
•	 Is it well-led? 

We also looked at how well services are provided for 
specific groups of people and what good care looks like for 
them. The population groups are: 

•	 Older people 
•	 People with long-term conditions 
•	 Families, children and young people 
•	 Working age people (including those recently retired 
and students) 

•	 People whose circumstances may make them
 
vulnerable
 

•	 People experiencing poor mental health (including 
people with dementia) 

The practice has a higher proportion of patients up to the 
age of nine years and between 30 to 54 years compared to 
the local CCG average and a lower proportion over 55 years. 
The practice serves a population which is more affluent 
than the national average. 
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Are services safe? 

Requires improvement ––– 

Our findings 
Safe track record 
The practice used a range of information to identify risks 
and improve quality in relation to patient safety. For 
example, reported incidents, national patient safety alerts 
as well as comments and complaints received from 
patients. Staff we spoke with were aware of their 
responsibilities to raise concerns, and how to report 
incidents and near misses. We reviewed an incident related 
to incomplete labelling of urine samples. The delays in 
obtaining results which potentially impacted on patient 
care and treatment. 

We reviewed ten safety records and incident reports and 
discussed these with the GP. This showed the practice had 
managed these consistently over time and so could 
evidence a safe track record over a period of time. 

Learning and improvement from safety incidents 
The practice had a system in place for reporting, recording 
and monitoring significant events, incidents and accidents. 
There was evidence that learning had taken place across 
GPs and nurses. All staff including receptionists, 
administrators and nursing staff were aware of the system 
for raising issues in the practice. We reviewed reports of ten 
incidents recorded in the previous 18 months. They all 
showed evidence of analysis, reflection and learning. 

National patient safety alerts were received and acted 
upon by the senior GP. For example, we saw an information 
notice at the entrance to the practice regarding the 
outbreak of the viral disease, Ebola, in Africa. 

Reliable safety systems and processes including 
safeguarding 
The practice had systems to manage and review risks to 
vulnerable children, young people and adults. Practice 
training records made available to us showed that GPs and 
nursing staff had received relevant role specific training on 
safeguarding children. Although, reception and 
administration staff had not received formal regular 
training on safeguarding children and vulnerable adults, 
they had an awareness of potential signs of abuse and said 
they would refer any concerns to the GP. We noted 
safeguarding vulnerable adult training for staff was 
scheduled to take place in the next few months. GPs 
demonstrated a good understanding of how to recognise 
signs of abuse in older people, vulnerable adults and 

children. They were also aware of their responsibilities 
regarding information sharing, documentation of 
safeguarding concerns and how to contact the relevant 
agencies in and out-of-hours. Contact details for the local 
authority safeguarding team were easily accessible. 

One of the GPs was the safeguarding lead for children and 
vulnerable adults. All staff we spoke with were aware who 
to speak to in the practice if they had a safeguarding 
concern. 

A chaperone policy was in place and notices available in 
consulting rooms, although not in the waiting area. 
Reception and administration staff had been trained as 
chaperones by the senior GP and were frequently used in 
that capacity. However, they had not had Disclosure and 
Barring Service checks performed. Two patients told us 
they recalled being offered a chaperone prior to an 
examination. 

Patient’s individual records were written and managed in a 
way to help ensure safety. The senior GP preferred 
handwritten notes. An electronic system (SystmOne) was 
also used, this collated all communications about the 
patient including scanned copies of communications from 
hospitals. The practice had a system for identifying 
vulnerable patients including children and older patients. 
Patients on long term medication were regularly reviewed 
to ensure the appropriateness of continued use. 

Medicines management 
We checked medicines stored in the treatment rooms and 
medicine refrigerators and found they were stored securely 
and were only accessible to authorised staff. Processes 
were in place to check medicines were within their expiry 
date and suitable for use. All the medicines we checked 
were within their expiry dates. Fridge temperatures were 
checked and recorded daily. 

Vaccines were administered by nurses using directions that 
had been produced in line with legal requirements and 
national guidance, for example for the administration of flu 
vaccine. 

Prescriptions were stored securely when not in use. The 
GPs handled all prescriptions personally including requests 
for repeat medicines. This helped to ensure that patient’s 
repeat prescriptions were still appropriate and necessary. 
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Are services safe? 

Requires improvement ––– 

The practice did not hold stocks of controlled drugs 
(medicines that require extra checks and special storage 
arrangements because of their potential for misuse). 

Cleanliness and infection control 
We observed the practice to be clean and tidy. A regular, 
long standing cleaner carried out cleaning according to the 
practice’s cleaning schedule three times a week. Staff and 
patients we spoke with told us they had no concerns about 
the standard of cleanliness or hygiene. 

The practice’s lead for infection control was the senior 
partner. An infection control audit had been carried out in 
the previous month and an action plan in place to make 
improvements. Staff had not had infection control training. 

The practice did not have a policy for the management, 
testing and investigation of legionella (a germ found in the 
environment which can contaminate water systems in 
buildings). Regular checks had not been carried out to 
reduce the risk of infection to staff and patients. 

An infection control policy and supporting procedures were 
available for staff to refer to, which enabled them to plan 
and implement control of infection measures. For example, 
personal protective equipment including disposable gloves 
and aprons were available for staff to use. 

Hand hygiene techniques signage was displayed in staff 
and patient toilets. Hand washing sinks with hand soap, 
hand gel and hand towel dispensers were available in 
treatment rooms. 

Equipment 
Staff we spoke with told us they had sufficient equipment 
to enable them to carry out diagnostic examinations, 
assessments and treatments. They told us that all 
equipment was tested and maintained regularly and we 
saw a sample of equipment maintenance checks and other 
records that confirmed this. All portable electrical 
equipment was routinely tested and displayed stickers 
indicating the last testing date. Cleaning materials were 
stored in a cupboard, however it was not secure and 
located in an area accessible to patients. 

Staffing and recruitment 
The practice had nine staff, the majority of whom had been 
in post for many years. We reviewed the record of one 
member of administration staff who had been recruited in 
the last two years. We found there was no record of 
appropriate recruitment checks. For example, proof of 

identity, references, health check. There was no record of 
Disclosure and Barring Service (DBS) checks or a DBS risk 
assessment for administration or reception staff and the 
senior GP confirmed DBS was not sought for reception or 
administration staff, although they were expected to act as 
chaperones when needed. 

All staff except for the senior partner worked part-time, 
most staff worked six to 12 hours per week. Administration 
and reception staff worked flexibly and covered periods of 
absence due to sickness or holiday. The practice had not 
used GP locums for approximately 15 years; the two GPs 
provided cover for each other. Staff told us about the 
arrangements for planning and monitoring the number of 
staff and mix of staff needed to meet patients’ needs. Staff 
told us there was usually enough staff to maintain the 
smooth running of the practice and there were always 
enough staff on duty to ensure patients were kept safe. 

Monitoring safety and responding to risk 
The practice was located in small premises and if issues 
were identified by staff they were immediately raised with 
the senior GP. For example, security of the practice had 
recently been improved to safeguard patients and staff. 

The practice had a health and safety policy statement, 
however regular environmental risk assessments were not 
carried out. Staff had not received training in health and 
safety. 

Systems were in place to identify and respond to changing 
risks to patients including deteriorating health and 
well-being or medical emergencies. For example, patients 
with complex conditions were seen regularly to monitor 
their condition and review their medicines. 

Arrangements to deal with emergencies and major 
incidents 
The practice had arrangements in place to manage 
emergencies. We saw records showing the GPs and nurses 
had received training in basic life support and it was 
scheduled to be updated. Emergency equipment was 
available including access to oxygen and an automated 
external defibrillator (used to attempt to restart a person’s 
heart in an emergency). All staff we spoke with were aware 
of the location of this equipment and records we saw 
confirmed these were checked regularly. Administration 
and reception staff had not received training in basic life 
support. 
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Are services safe? 

Requires improvement ––– 

Emergency medicines were available in a secure area of the 
practice and all staff knew of their location. These included 
those for the treatment of cardiac arrest, anaphylaxis and 
hypoglycaemia. Processes were also in place to check 
emergency medicines were within their expiry date and 
suitable for use. All the medicines we checked were in date 
and fit for use. 

A disaster handling and business continuity plan was in 
place to deal with a range of emergencies that may impact 
on the daily operation of the practice. However, key 
particulars such as location of the fuse box, water stop 
valve and contacts of suppliers had not been completed. 

Fire equipment was in place; a fire risk assessment had 
recently been undertaken and the report that included 
actions required to maintain fire safety was pending. Staff 
had not received fire training. 
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Are services effective? 
(for example, treatment is effective) 

Requires improvement ––– 

Our findings 
Effective needs assessment 
The GPs we spoke with could clearly outline the rationale 
for their treatment approaches. They were familiar with 
current best practice guidance accessing guidelines from 
the National Institute for Health and Care Excellence (NICE) 
and from local commissioners. The evidence we reviewed 
confirmed the practice aimed at ensuring that each patient 
was given support to achieve the best health outcome for 
them. We found from our discussions with the GPs and 
nurses that staff completed, in line with NICE guidelines, 
thorough assessments of patients’ needs and these were 
reviewed when appropriate. The GPs worked very closely 
and over time had built up extensive knowledge about 
patients and their family support networks, including social 
circumstances. This enabled the GPs to tailor treatment to 
meet patients’ healthcare needs. The female GP had an 
interest in gynaecology, family planning and child health. 

All referrals, except for suspected cancers which needed to 
meet the national two week referral target, were made 
through Choose and Book. (The Choose and Book system 
enables patients to choose which hospital they will be seen 
in and to book their own outpatient appointments in 
discussion with their chosen hospital). Referral rates were 
below the CCG average and were regularly discussed with 
the CCG by the GPs. 

Management, monitoring and improving outcomes 
for people 
The senior partner had overall responsibility for all aspects 
of patients’ care. Designated administration staff had 
specific responsibilities to ensure records were up to date 
with, for example child immunisation or whether a patient 
had attended for cervical smear. 

The practice made available one clinical audit which we 
reviewed. The clinical audit that had been undertaken in 
the last year. It involved patients treated with vitamin B12 
injections and highlighted those who had not attended. A 
re-audit was planned to review progress. 

The practice also used the information they collected for 
the quality and outcomes framework (QOF- a national 
voluntary performance measurement tool) and their 
performance against national screening programmes to 
monitor outcomes for patients. The practice achievement 
for the QOF clinical domain was 88%, which was lower than 

the CCG average. The practice was aware of the areas it had 
not achieved on, for example it had not referred diabetic 
patients to a structured education programme, although 
the majority of other indicators had all been achieved for 
diabetes. The CQC GP specialist advisor saw a number of 
examples where the GPs had sought advice from clinical 
specialists, for example, via the regular virtual diabetic 
clinics. Another example related to advice from a 
consultant haematologist. The GPs then applied the 
learning from this in subsequent cases. For example, to 
seek genetic advice when there was an unusual blood 
result. 

We saw data from the local clinical commissioning group 
(CCG) to show the practice participated in the prescribing 
quality scheme including meeting diabetes targets. The 
GPs monitored their patients with long term conditions 
closely through regular appointments rather than issue 
repeat prescriptions without seeing the patient. The GPs 
discussed patients to agree strategies to monitor and 
review those patients’ needs. Repeat prescription requests 
were taken by email and in writing and handled by the GP 
personally. The evidence we saw confirmed that the GPs 
had oversight and a good understanding of best treatment 
for each patient’s needs. 

The practice also participated in local benchmarking by the 
CCG. This is a process of evaluating performance data from 
the practice and comparing it to similar surgeries in the 
area. This benchmarking data showed the practice had 
outcomes comparable to other services in the area. For 
example, the practice monitored accident and emergency 
attendance and was below the CCG average. 

Effective staffing 
We identified one area of concern regarding the lack of 
training, for example: fire training, safeguarding, infection 
control, basic life support, for reception and administration 
staff. There was also a lack of appraisals and personal 
development plans for nursing staff, reception and 
administration staff. Staff were clear of their own 
responsibilities and duties, however non-urgent tasks were 
not always covered if a member of staff was absent. For 
example, summarising new patient registrations. 

Both GPs were up to date with their yearly continuing 
professional development requirements and the senior GP 
had been revalidated in 2013. (Every GP is appraised 
annually and every five years undertakes a fuller 
assessment called revalidation. Only when revalidation has 
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Are services effective? 
(for example, treatment is effective) 

Requires improvement ––– 

been confirmed by NHS England can the GP continue to 
practice and remain on the performers list with the General 
Medical Council). All aspects of the revalidation had been 
completed. 

The practice nurse kept up to date with the required skills 
necessary to perform her duties. For example, we saw 
certificates of attendance at wound management courses, 
diabetes and health and safety. 

Working with colleagues and other services 
The practice worked with other service providers to meet 
patients’ needs and manage complex cases. Blood results, 
x-ray results, letters from the local hospital including 
discharge summaries, out-of-hours providers and the 111 
service were received electronically and by post. GPs were 
responsible for reading and actioning any issues arising 
from communications with other care providers on the day 
they were received. 

The practice held quarterly meetings with 
the multidisciplinary team including the district nurse, 
palliative care nurse and occasionally the community 
matron. These meetings were a forum to discuss the needs 
of patents with complex needs and vulnerable patients, for 
example, those with end of life care needs. The practice 
worked with the community diabetic specialist via virtual 
clinics. A regular virtual diabetes clinic was held every two 
to three months with a community diabetic specialist to 
discuss and advise on the management of particular 
patients. 

The practice worked with the mental health care team to 
manage patients with severe mental health problems; six 
out of nine patients with severe mental health conditions 
had care plans in place. 

Information sharing 
The practice used several electronic systems to 
communicate with other providers. For example, there was 
a shared system with the local out-of-hours provider to 
enable patient data to be shared in a secure and timely 
manner. Referrals were made electronically through 
Choose and Book. 

The practice used paper based records in conjunction with 
the IT system (SystmOne).The software enabled scanned 
paper communications, such as those from hospital, to be 

saved in the system for future reference. Staff were able to 
coordinate, document and manage patients’ care using 
both systems, although there was some duplication of 
paper and electronic records. 

Consent to care and treatment 
We found GPs and nurses were aware of the Mental 
Capacity Act 2005 and their duties in fulfilling it. All the GP 
and nursing staff we spoke with understood the key parts of 
the legislation and were able to describe how they 
implemented it in their practice. The GP described a 
number of patients where their capacity had been 
determined to uphold their rights. For example, one patient 
who refused a particular medicine due to the potential side 
effects. The patient’s capacity was assessed and the 
decision recorded in the patient’s notes. Another patient 
who wished to live at home had been referred to the 
memory assessment clinic to ensure their best interest was 
upheld. They were enabled to remain at home with 
support from social services and the community matron. 

All GPs and Nursing staff demonstrated a clear 
understanding of Gillick competencies. (These help 
clinicians to identify children aged under 16 years who 
have the legal capacity to consent to medical examination 
and treatment). 

Written patient consent was not documented, although the 
risks of the procedure was explained and documented in 
the notes, for example, when fitting an intra-uterine 
contraceptive device. 

Health promotion and prevention 
It was practice policy to offer all new patients registering 
with the practice a health check. The senior GP told us the 
practice promoted a holistic approach to care and GPs 
maximised contact with patients to maintain or improve 
mental, physical health and wellbeing. For example, 
opportunistic health checks were carried out for patients 
over the age of 45 years. The practice had also identified 
the smoking status of 78.8% of patients over the age of 16. 
The practice consistently achieved the CCG target of 70% 
for flu immunisations, one of the GPs visited housebound 
older patients to administer the flu vaccine. 

The practice’s performance for cervical smear uptake was 
in line with the CCG average (81%). The practice offered a 
full range of immunisations for children, travel vaccines and 
flu vaccinations in line with current national guidance. 
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Are services effective? 
(for example, treatment is effective) 

Requires improvement ––– 

There was wide range of leaflets in the patient waiting 
room related to health conditions and support groups/ 
organisations. 
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Are services caring? 

Good ––– 

Our findings 
Respect, dignity, compassion and empathy 
The 2014 national GP survey results for Peppard Road 
Surgery based on 103 (39%) responses showed the practice 
was better in all areas relating to making an appointment 
compared to the local clinical commissioning group (CCG) 
average. The practice performed less well on scores of 
interacting with the nurse during consultations. However, 
the low nurse scores were due to a large proportion of 
respondents stating the question did not apply to them. In 
most other areas the practice performed better or close to 
the CCG average. Ninety four per cent of patients described 
their overall experience of the practice as good compared 
with the CCG average of 89%. The number of patients who 
said they would recommend the practice was lower than 
the CCG average, however, the number of patients who 
responded negatively to this question was small. 

During the inspection on 6 November 2014 we spoke with 
six patients. Five out of six patients had partners and 
children attending the practice and five patients were 
working age. Two of the patients told us they felt the GP 
knew their condition very well. For example, if the patient 
had been seen in hospital a few days after discharge. Four 
out of six patients noted the attention GPs paid to the pace 
of information they imparted, particularly when speaking 
to children and made every effort to involve them in 
decision making. An example of compassionate care by the 
practice was in the allocation of earlier appointments for 
older patients. This was to avoid unaccompanied older 
patients travelling home in the dark. 

All the patients we spoke with were very satisfied with all 
aspects of the care they received including access to 
appointments. Everyone was able to obtain urgent and 
non-urgent appointments when needed. We received 50 
comment cards from patients who had visited the practice 
over the previous two weeks. There was one minor 
negative comment included on one otherwise positive 
card; the remainder all described friendly, empathetic care 
and highlighted the ease of obtaining appointments. 

Staff and patients told us that all consultations and 
treatments were carried out in the privacy of a consulting 
room. Disposable curtains were provided in consulting 
rooms and treatment rooms so that patients’ privacy and 

dignity was maintained during examinations, investigations 
and treatments. We noted that consultation room doors 
were closed during consultations and that conversations 
taking place in these rooms could not be overheard. 

There was one area of the practice where there was a 
potential breach of confidentiality; patients’ names on the 
appointment diary were visible by patients waiting at the 
reception desk. 

We observed reception staff greeted patients by name and 
were polite in their interactions. The GP called each patient 
into the consulting room personally. Waiting times in the 
practice were short; five minutes or less. This was 
confirmed by the national GP survey results. 

All administration, reception and practice management 
staff wore identity badges. During the inspection we 
witnessed a number of caring and discreet interactions 
between staff and patients to preserve their dignity and 
privacy. The practice scored above the CCG average for the 
level of privacy when speaking to receptionists at the 
practice. 

Care planning and involvement in decisions about 
care and treatment 
The patient survey information we reviewed showed 
patients responded positively to questions about their 
involvement in planning and making decisions about their 
care and treatment and rated the practice well in these 
areas. For example, data from the national patient survey 
showed the practice was rated above or similar to national 
average for doctors and nurses involving patients in 
decisions about their care. For example, the GP specialist 
advisor saw a record of a patient who had refused a 
particular course of treatment due to the potential side 
effects and this had been documented in their notes. 

Patients we spoke with on the day of our inspection told us 
that health issues were discussed with them and they felt 
involved in decision making about the care and treatment 
they received. They also told us they felt listened to and 
supported by staff and had sufficient time during 
consultations to make an informed decision about the 
choice of treatment they wished to receive. Patient 
feedback on the comment cards we received was also 
positive and aligned with these views. 

Staff told us that translation services were available for 
patients who needed language support. However, the GPs 
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Are services caring? 

Good ––– 

we spoke with did not routinely consider the use of 
independent translation services when the patient was 
accompanied by a relative or friend who could act as a 
translator. 

The practice did not maintain a formal register for patients 
with learning disabilities. However, the GPs and staff knew 
their younger patients with learning disabilities and 
reviewed them regularly. The GP specialist advisor saw how 
patients with learning disabilities and those with mental 
health conditions were supported to make decisions 
through the use of care plans which they were involved in 
agreeing. For example, one vulnerable patient had been 
referred to hospital for treatment in accordance with their 
wishes to reduce their stress and anxiety. 

Patient/carer support to cope emotionally with 
care and treatment 
The survey information we reviewed showed patients were 
positive about the emotional support provided by the 
practice and rated it well in this area. The patients we 

spoke with on the day of our inspection and the comment 
cards we received indicated patients were very positive 
about the emotional support they were offered. Especially, 
for example, following bereavement. 

All the patients we spoke with mentioned how much they 
valued the emotional support provided by the GPs during 
consultations and particularly at times of acute illness and 
bereavement. The GPs encouraged older patients to attend 
appointments with their younger relatives. This provided 
opportunities for the GP to involve the family in the care of 
the older patient and provide information and support. 

Carers were identified in the notes and recorded in the 
patient registration form. Information for carers such as 
support groups was available in the waiting area. 

The practice told us they had a high proportion of working 
age professionals in stressful occupations. Some of whom 
had private health insurance. The GP referred patients for 
anxiety or stress related conditions to private clinics or NHS 
talking therapies. 
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Are services responsive to people’s needs? 
(for example, to feedback?) 

Good ––– 

Our findings 
Responding to and meeting people’s needs 
We found the practice was responsive to patients’ needs 
and had systems in place to maintain the level of service 
provided. The needs of the practice population were 
understood and systems were in place to address 
identified needs. The practice has a higher proportion of 
patients up to the age of nine years and between 30 to 54 
years compared to the local clinical commissioning group 
(CCG) average and a lower proportion over 55 years. The 
practice serves a population which is more affluent than 
the national average. 

The practice had two GPs and patients were able to see the 
male or female GP. Home visits and longer appointments 
were available for older people, people with long term 
conditions and those in vulnerable circumstances to meet 
their needs. The practice had a palliative care register and 
had regular multidisciplinary meetings to discuss patients 
and their families’ care and support needs. 

The practice worked collaboratively with other agencies 
and regularly shared information (special patient notes) to 
ensure good, timely communication of changes in care and 
treatment. For example, with the out-of-hours service 
provider. 

Tackling inequity and promoting equality 
The practice was located on two floors with patient areas 
on the ground floor. There was ramp access to the entrance 
for wheel chairs and push chairs. Accessible toilet facilities 
were available for all patients attending the practice but 
there was no baby changing facilities. The practice told us 
they had no patients in wheelchairs, although sometimes 
patients with mobility scooters did attend. The reception 
desk was at a height suitable for most patients. 

Parking in the area had become difficult due to commuters 
using the road for all day parking. The practice had recently 
campaigned with local residents to introduce parking 
restrictions outside the practice. This was to ensure parking 
spaces would be available for patients, particularly older 
patients or those with mobility difficulties. This was due to 
come into effect shortly. 

The GP specialist advisor saw notes to show the GP 
regularly communicated with some patients who either 
had a hearing impairment or had difficulty communicating 
verbally. This enabled patients to have questions answered 
without time constraints, in between appointments. 

Access to the service 
Patients were very satisfied with the appointments system 
urgent and routine appointments. The national GP survey 
indicated 97% of patients described their experience of 
making an appointment as good compared to the CCG 
average of 76% and similarly 97% found it easy to get 
through by phone compared to CCG average of 76%. This 
was confirmed by the 50 comment cards and patients we 
spoke with. 

The practice was open 8am to 6.30pm weekdays, except 
Thursdays. GP appointments were available between 
9.15am to 11.15am weekdays and 4.30pm to 6.00pm every 
week day expect Thursday, when a late evening surgery; 
5.30pm to 7pm (and later) was available. Nurse 
appointments were available on Tuesday mornings only. 

Basic information was available to patients about 
appointments on the practice website. This included how 
to arrange urgent appointments and home visits and how 
to book appointments. There were also arrangements in 
place to ensure patients received urgent medical 
assistance when the practice was closed. If patients called 
the practice when it was closed, there was an answerphone 
message giving the telephone number they should ring 
depending on the circumstances. Online booking and 
online repeat prescription requests were not available. 

Patients told us the registration process was quick and 
efficient. All new patients were seen by the GP as part of the 
registration process. 

Listening and learning from concerns and 
complaints 
The practice had a system in place for handling complaints 
and concerns although, complaints information for 
patients was not displayed in the waiting area or on the 
practice website. 

Staff said complaints were very rare and if they did receive 
any complaints they would refer them to the GP. The senior 
GP handled all complaints. The practice had received four 
complaints since January 2013, which had all been 
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Are services responsive to people’s needs? 
(for example, to feedback?) 

Good ––– 

resolved. We found the senior GP handled complaints as The practice told us feedback was in many forms including 
incidents and these were investigated and analysed for letters, cards, NHS email and notes handed in at reception. 
lessons to be shared amongst GPs or other staff to improve 

The practice leaflet indicated the practice welcomed 
practice. 

comments about the practice. None of the patients spoken 
with had ever needed to make a complaint. 
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Are services well-led? 
(for example, are they well-managed and do senior leaders listen, learn 
and take appropriate action) 

Requires improvement ––– 

Our findings 
Vision and strategy 
The practice’s statement of purpose included the aim to 
provide a ‘friendly, convenient and efficient service.’ They 
provided continuity of care for their patients through long 
standing staff and one of the two GPs was always available. 
The practice did not have a documented business plan in 
place. 

Staff told us the senior GP provided leadership and 
management of the practice. The senior partner had 
identified a need to obtain support to reduce their 
management responsibility, however, this had not yet been 
implemented. 

One of the GPs engaged with the clinical commissioning 
group by attending the monthly clinical commissioning 
group meetings. 

Governance arrangements 
All staff were managed by the senior GP. All staff told us the 
GPs were very approachable and they were able to raise 
issues as and when they arose. The practice had nine staff, 
eight of whom worked part-time, most six to 12 hours per 
week. Staff were updated, for example, in relation to 
changes to practice policies and procedures, individually in 
writing or verbally. Staff meetings were only scheduled if 
there were sufficient items of importance to convene a 
meeting for all staff to attend. We reviewed the notes of the 
last three staff meetings which had taken place between 
September 2013 and May 2014. There was evidence of 
discussions regarding practice procedures and 
development. 

The practice used a combination of paper based records 
and an IT system to manage information. We reviewed a 
number of policies which had been updated in the 
previous month and were accessible to staff in hard copy. 
All staff had signed a confidentiality agreement and we saw 
records of these. GPs were very diligent in maintaining 
records and audit trails of all communication and referral 
letters. 

The practice used the Quality and Outcomes Framework 
(QOF) to measure their performance. The QOF data for this 
practice showed it was performing below the CCG average 
in some areas. The practice chose to focus its efforts on 
particular areas of QOF. 

The female GP had an interest in gynaecology, family 
planning and child health and led the practice in these 
areas. 

The practice made available one clinical audit which we 
reviewed. The clinical audit that had been undertaken in 
the last year. It involved patients treated with vitamin B12 
injections and highlighted those who had not attended. A 
re-audit was planned to review progress. 

Arrangements were in place for identifying, recording and 
managing risks. The practice was small and issues were 
identified by staff to the GP as and when they arose. A fire 
risk assessment had recently taken place and infection 
control audit which highlighted a number of 
recommendations. However there was not a 
comprehensive risk assessment process in place. 

Leadership, openness and transparency 
The senior GP was responsible for the management of the 
practice. We spoke with six members of staff and they were 
all clear about their own roles. They all told us they felt 
valued, well supported and knew who to go to in the 
practice with any concerns. 

We saw from notes of team meetings which were held 
infrequently, however we were told this was due to the 
large number of part-time staff and availability of all staff 
for team meetings was difficult to manage. Communication 
was mainly verbal and memorandums to individual staff. 

Practice seeks and acts on feedback from its patients, the 
public and staff 

A patient participation group was not in place to gather 
and facilitate constructive feedback to the practice. The 
practice welcomed individual patient feedback and 
information on how to do this was available on the practice 
leaflet. The practice website contained limited information 
for patients and some sections stated ‘under construction’. 

Staff told us they would not hesitate to give feedback and 
discuss any concerns or issues with colleagues and the 
GPs. 

The practice had a whistle blowing policy which was 
available to all staff in the staff handbook. 
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Are services well-led? 
(for example, are they well-managed and do senior leaders listen, learn 
and take appropriate action) 

Requires improvement ––– 

Management lead through learning and 
improvement 
The senior GP had considered the feedback following his 
last appraisal and had taken steps to improve 
management support at the practice in the future. 

Reception and administration staff had not received 
regular training or appraisals to develop them in their roles. 

Nursing staff had not received regular appraisals to develop 
them in their role. 

The practice had completed reviews of significant events 
and other incidents and shared with staff to ensure the 
practice improved outcomes for patients. For example, we 
reviewed an incident related to incomplete labelling of 
urine samples. The GP had raised the issue with the CCG 
and suggested how the system could be improved. 
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This section is primarily information for the provider 

Compliance actions 

Action we have told the provider to take 
The table below shows the essential standards of quality and safety that were not being met. The provider must send CQC 
a report that says what action they are going to take to meet these essential standards. 

Regulated activity 
Regulation 21 HSCA 2008 (Regulated Activities) Regulations 
2010 Requirements relating to workers 

The registered provider did not ensure that the all the 
information specified in Schedule 3 was available. 
Regulation 21 (b). 

Regulated activity 
Regulation 23 HSCA 2008 (Regulated Activities) Regulations 
2010 Supporting staff 

The registered provider did not have suitable 
arrangements to ensure persons employed were 
appropriately supported in relation to their 
responsibilities to enable them to deliver care and 
treatment to service users safely. Regulation 23 (1) (a)(b). 

Regulation 

Regulation 

Diagnostic and screening procedures 

Family planning services 

Maternity and midwifery services 

Treatment of disease, disorder or injury 

Diagnostic and screening procedures 

Family planning services 

Maternity and midwifery services 

Treatment of disease, disorder or injury 
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PriorPrioryy AAvenuevenue SurSurggereryy 
Quality Report 

2 Priory Avenue 
Caversham 
Reading 
Berkshire 
RG4 7SF 
Tel: 01189 472431 
Website: www.prioryavesurgery.co.uk 

Date of inspection visit: 27 November 2014 
Date of publication: 22/01/2015 

This report describes our judgement of the quality of care at this service. It is based on a combination of what we found 
when we inspected, information from our ongoing monitoring of data about services and information given to us from 
the provider, patients, the public and other organisations. 

Ratings 

Overall rating for this service Inadequate ––– 

–––InadequateAre services safe? 

–––InadequateAre services effective? 

–––Requires improvementAre services caring? 

–––Requires improvementAre services responsive to people’s needs? 

–––InadequateAre services well-led? 
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Overall summary 
Letter from the Chief Inspector of General 
Practice 

We undertook a comprehensive inspection of Priory 
Avenue Surgery on 27 November 2014. The practice was 
rated inadequate in the safe, effective and well led 
domains. The practice was rated requires improvement in 
the caring and responsive domains. 

Our overall rating for the practice was inadequate. 

On the basis of the ratings given to this practice at this 
inspection I am placing the provider into special 
measures. 

Our key findings were as follows: 

Patients said they were treated with compassion, dignity 
and respect and they were involved in decisions about 
their care and treatment. We saw staff treated patients 
with kindness and respect, and maintained 
confidentiality. 

Some patients reported considerable difficulty in 
accessing a named GP and they experienced a poor 
continuity of care. However, all patients told us urgent 
appointments were usually available the same day. 

Patients were at risk of harm because systems and 
processes were not in place in a way to keep them safe. 
The practice was going through a significant staffing crisis 
and there had been severe staff disruption in recent 
months. The practice was working closely with the NHS 
England area team to ensure they took immediate 
corrective action, which would enable them to fulfil their 
basic functions safely. The North and West Reading 
Clinical Commissioning Group were also monitoring the 
concerns and issues within the practice. 

We saw no evidence that audit was driving improvement 
in performance to improve patient outcomes. We found, 
the recent staff shortages had an adverse impact on 
patient records. This posed a significant risk to patient 

�� 
2 Priory Avenue Surgery Quality Report 22/01/2015 



Summary of findings 
safety as their patient records were not up to date with 
recent test results and discharge information from 
hospital. Therefore, patients may not have received 
appropriate follow up treatment or care. 

There was no formalised induction programme for new 
administration and reception staff. However, training had 
taken place and staff felt supported by their immediate 
team and manager. 

The practice did not have a clear vision and strategy. Staff 
we spoke with were not clear about their responsibilities 
in relation to the vision or strategy. There was no clear 
leadership structure and staff did not feel supported by 
the directors. 

There were also other areas of practice where the 
provider needs to make improvements. 

Importantly, the provider must : 

•	 Document all recruitment and employment 
information required by the regulations in all staff 
members’ personnel files. 

•	 Ensure all staff identified as requiring a criminal 
records check through the Disclosure and Barring 
Service (DBS) have one undertaken as soon as 
possible. 

•	 Carry out risk assessments and document these to 
inform which members of staff required a DBS check 
and which staff did not. 

•	 Take immediate corrective action to address current 
staffing issues to ensure safe minimum levels are 
reached. 

•	 Implement a system to ensure all staff members 
receive regular supervision and appraisal. 

•	 Provide clinical leadership and management to all 
practice staff. 

•	 Develop a clinical audit process and implement 
findings from audits. 

•	 Develop and maintain a system to identify risks and 
improve quality in relation to patient safety. 

•	 Implement a process to disseminate learning from 
significant events, clinical audits, complaints and 
referral, to practice staff members. 

•	 Take immediate action to ensure all patients’ records 
are updated with appropriate information and 
documents in relation to the care and treatment they 
have received. 

•	 Undertake and record all relevant risk assessments. 
•	 Undertake regular infection control audits that are 
documented and introduce a cleaning schedule for 
practice equipment. 

Action the provider SHOULD take to improve: 

In addition the provider should: 

•	 Introduce a legionella risk assessment and related 
management schedule. 

•	 Organise an induction programme for all new starters. 

On the basis of this inspection and the ratings given to 
this practice the provider has been placed into special 
measures. This will be for a period of six months when we 
will inspect the provider again. 

Special measures is designed to ensure a timely and 
coordinated response to practices found to be providing 
inadequate care. 

We are currently piloting our approach to special 
measures, working closely with NHS England. The 
proposals we are piloting are that GP practices rated as 
inadequate for one or more of the five key questions or 
six population groups will be inspected no longer than six 
months after the initial rating is confirmed. If, after 
re-inspection, they have failed to make sufficient 
improvement, and are still rated as inadequate for a key 
question or population group, we will place them into 
special measures. In a small number of cases, a GP 
practice will have such significant problems that people 
who use services are at risk or there may be sufficiently 
little confidence in the practice’s capacity to improve on 
its own. In these instances the practice will be placed 
straight into special measures. 

Being placed into special measures represents a decision 
by CQC that a practice has to improve within six months 
to avoid having its registration cancelled. 

Professor Steve Field (CBE FRCP FFPH FRCGP) 
Chief Inspector of General Practice 
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The five questions we ask and what we found 

Summary of findings 

We always ask the following five questions of services. 

Are services safe? 
The practice is rated as inadequate for providing safe services. 
Although the practice reviewed when things went wrong, lessons 
learned were not communicated and so safety was not improved. 
Patients were at risk of harm because systems and processes were 
not in place to keep them safe. For example, the practice was going 
through a staffing crisis and there had been severe staff disruption in 
recent months. This posed a significant risk to patient safety. We 
found no evidence of any completed infection control audits. The 
practice did not have a policy for the management, testing and 
investigation of legionella (a germ found in the environment which 
can contaminate water systems in buildings). There was no risk 
assessment to determine if action was required to reduce the risk of 
legionella infection to staff and patients. We found all recruitment 
and employment information required by the regulations was not 
documented in all staff members’ personnel files. 

Are services effective? 
The practice is rated as inadequate for providing effective services. 
There were limited completed audits of patient outcomes. We saw 
no evidence that audit was driving improvement in performance to 
improve patient outcomes. Some multidisciplinary working was 
taking place but was generally informal and record keeping was 
limited or absent. We found the recent staff shortages had an 
adverse impact on patient records. We saw a sizeable backlog had 
built up in the recent months. For example, new patients records 
were awaiting to be processed by a GP, repeat prescriptions were 
delayed and medical reports were not up to date. There was no 
formalised induction programme for new administration and 
reception staff. 

Are services caring? 
The practice is rated as requires improvement for providing caring 
services. Patients said they were treated with compassion, dignity 
and respect and they were involved in decisions about their care 
and treatment. Information to help patients understand the services 
was available. We also saw that staff treated patients with kindness 
and respect, and maintained confidentiality. However patient survey 
results showed that patients rated the practice much lower than 
others for some aspects of care. For example, 57% of patients 
described their experience of making an appointment as good. Forty 

Inadequate
 ––– 

Inadequate
 ––– 

Requires improvement
 ––– 
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Summary of findings 

five per cent of patients said they do not normally have to wait too 
long to be seen. These percentages were much lower when 
compared to national and clinical commissioning group (CCG) 
averages. 

Are services well-led? Inadequate ––– 
The practice is rated as inadequate for being well-led. It did not have 
a vision and strategy. Staff we spoke with were not clear about their 
responsibilities in relation to the vision or strategy. There was no 
leadership structure and staff did not feel supported. Administration 
staff and nurses worked well in their roles but told us they did not 
always feel supported by the management team, directors and the 
GPs. Governance meetings were not held regularly and had not 
been held at all for a number of months. The GPs and nursing staff 
told us they had not received regular supervision. 

Are services responsive to people’s needs? 
The practice is rated as requires improvement for providing 
responsive services. Services were not always planned to meet the 
needs of the local population. Some patients we spoke with 
reported considerable difficulty in accessing a named GP and poor 
continuity of care. All patients told us urgent appointments were 
usually available the same day. The practice was equipped to treat 
patients and meet their needs. Patients could access information 
about how to complain in a format they understood. However, there 
was no evidence that learning from complaints had been shared 
with staff.Patients we spoke with on the day gave us mixed 
responses about the booking of appointments and their continuity 
of care. 

Requires improvement –––
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The six population groups and what we found 

Summary of findings 

We always inspect the quality of care for these six population groups. 

Older people 
Patients over 75 years of age had a named GP. However, due to staff 
shortages this was not being maintained. Patients reported that they 
were unable to see the same GP and this had impacted upon the 
continuity of their care. Home visits were arranged for housebound 
patients. The practice provided medical services to two local nursing 
homes. The practice ran various clinics to support elderly patients. 
These included specialist wound care, minor operations and 
Doppler clinics.Flu immunisations were offered to patients over 75 
years. The practice data showed 79% of older patients had been 
vaccinated. The practice also ran vaccination clinics for shingles and 
pneumonia for older people. The practice provided community 
enhanced services to all over 75 years of age patients. 

Requires improvement
 ––– 

Requires improvement
 ––– 

Requires improvement
 ––– 

People with long term conditions 
Flu immunisations were offered to ‘at risk’ patients. This group of 
patients, were invited for regular reviews. Patients with long term 
conditions had a care plan in place to prevent unplanned 
admissions. Diabetic eye screening appointments were offered at 
the practice. The practice held dedicated clinics for patients 
diagnosed with conditions such as diabetes, respiratory and 
cardiovascular disease. The practice had robust recall systems in 
place to ensure patients with long term conditions received 
appropriate monitoring and support.Patients had an annual review 
of their condition and their medication needs were checked at this 
time. However, patient records and test results were not always 
being processed and reviewed in a timely way. Therefore this 
increased the risk of patients receiving delayed treatment and care. 

Families, children and young people 
Childhood immunisations were carried out at the practice. 
Antenatal, baby checks and family planning clinics with a GP were 
available. Cervical screening was offered at the practice. We saw that 
the waiting area and treatment rooms were able to accommodate 
patients with prams and buggies. Accessible toilet facilities were 
available for all patients attending the practice including baby 
changing facilities. Chlamydia testing was offered to 15 to 24 year 
old patients. The salaried GPs of the practice told us that they were 
unable to attend to their full range of duties due to the staff 
shortages. This included the review of safeguarding action plans and 
risks to individual patients. 
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Summary of findings 

Working age people (including those recently retired and 
students) 
The practice provided a range of appointments between 8am to 
8pm. The practice was also open two Saturdays each month. At the 
time of the inspection the extended hours appointments had been 
reduced due to the staff shortages. This reduced the availability of 
access to patients who worked and we unable to visit the practice 
during working hours. Telephone calls to patients who were at work 
were made at times convenient to them. There was an online 
appointment booking system and repeat prescription service. The 
practice also offered NHS Health Checks to all its patients aged 
40-75, in line with national guidelines. 

People whose circumstances may make them vulnerable 
The practice held a register of patients with learning disabilities. We 
saw 36 patients were recorded on the register, of which eight 
patients had received a health review. A GP carried out ward rounds 
for all patients with learning disability in a local care home. All 
vulnerable patients were prioritised, and given same day 
appointments. The practice provided medical services to homeless 
patients and temporary residents. Interpreters were used for 
patients whose first language was not English. Patients in vulnerable 
circumstances were at risk of delayed care and treatment, due to 
the shortage of GPs in the practice. The practice systems to review 
the care and support of those in vulnerable circumstances were not 
effective. The lack of leadership in the practice meant there was 
limited oversight and review of the patient population. This included 
changes to tailor the practice services to the needs of their 
population. 

People experiencing poor mental health (including people 
with dementia) 
Longer appointments were available for people who needed them, 
such as those suffering from poor mental health. A drug counsellor 
held a monthly session at the practice and appointments were 
offered to patients for this. The practice referred patients to 
appropriate mental health services. The referrals to other NHS 
services had not always been monitored or reviewed by the practice 
within their clinical governance processes. Practice data identified 
that the overall referral rates had increased recently. We were unable 
to evidence how the practice ensured their appropriateness and 
whether they were in line within current local and national referral 
guidance. 

Requires improvement –––
 

Requires improvement –––
 

Requires improvement –––
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What people who use the service say 

Summary of findings 

We spoke with nine patients which also included the 
patient participation group (PPG) chairperson. A PPG is 
made up of a group of volunteer patients and practice 
staff who meet regularly to discuss the services on offer 
and how improvements could be made. We received 
further feedback from two patients via comment cards. 
The feedback from the patients we spoke with was mixed. 
Some patients told us it was very difficult to get a routine 
appointment. They told us that they often had to wait for 
over four weeks to get a routine appointment. Some 
patients were concerned about the lack of continuity of 
care they received. This was due to seeing different 
nurses or GPs at subsequent appointments for on going 
treatment or care. All the patients we spoke with told us if 
needed to be seen urgently, then they were offered 
same-day appointments. Patients were mostly positive 
about the care they received from GPs and nurses. 
Patients told us staff were usually very caring and 
supportive. 

Action the service MUST take to improve 
Importantly, the provider must : 

•	 Document all recruitment and employment 
information required by the regulations in all staff 
members’ personnel files. 

•	 Ensure all staff identified as requiring a criminal 
recordscheck through the Disclosure and Barring 
Service (DBS) have one undertaken as soon as 
possible. 

•	 Carry out risk assessments and document these to 
inform which members of staff required a DBS check 
and which staff did not. 

•	 Take immediate corrective action to address current 
staffing issues to ensure safe minimum levels are 
reached. 

•	 Implement a system to ensure all staff members 
receive regular supervision and appraisal. 

•	 Provide clinical leadership and management to all 
practice staff. 

•	 Develop a clinical audit process and implement 
findings from audits. 

Patients told us the GP and nurses involved them with 
decisions about their treatment and care. Some patients 
told us they were provided with printed information when 
this was appropriate. Patients commented the practice 
was safe and clean. 

We reviewed patient feedback from the national GP 
survey from 2014 which had 51 responses. The results 
from the national GP survey showed, 76% of patients said 
they found it easy to get through to the surgery by phone. 
Fifty seven per cent of patients said they were able to see 
their preferred GP and 57% of patients described their 
experience of making an appointment as good. Forty five 
per cent of patients said they do not normally have to 
wait too long to be seen. These percentages are very low 
when compared to national and clinical commissioning 
group (CCG) averages. 

•	 Develop and maintain a system to identify risks and 
improve quality in relation to patient safety. 

•	 Implement a process to disseminate learning from 
significant events, clinical audits, complaints and 
referral, to practice staff members. 

•	 Take immediate action to ensure all patients’ records 
are updated with appropriate information and 
documents in relation to the care and treatment they 
have received. 

•	 Undertake and record all relevant risk assessments. 
•	 Undertake regular infection control audits that are 
documented and introduce a cleaning schedule for 
practice equipment. 

Action the service SHOULD take to improve 
In addition the provider should: 

•	 Introduce a legionella risk assessment and related 
management schedule. 

•	 Organise a formalised induction programme for all 
new starters. 

Areas for improvement 
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PriorPrioryy AAvenuevenue SurSurggereryy 
Detailed findings 

Our inspection team 
Our inspection team was led by: 

Our inspection team was led by a CQC lead inspector, 
and two GP specialist advisors. The team also included 
a practice nurse and practice manager advisor. 

Background to Priory Avenue 
Surgery 
The practice provides personal medical services to over 
8,050 patients in Caversham, Berkshire. There was an older 
than average practice population, with a high proportion of 
patients aged over 65, and low deprivation scores. 

The practice occupies a victorian building in a prominent 
location on the main road through Caversham. The 
building was converted for general practice usage and had 
been extended several times in the last 10 years to meet 
patient needs. Consultation and treatment rooms are 
spread over the ground and first floors. The practice does 
not have onsite parking facility for patients. Limited 
disabled parking was available for patients with restricted 
mobility. 

Care and treatment is delivered by a number of GPs, 
practice nurses and health care assistants. Outside normal 
surgery hours patients were able to access emergency care 
from an Out of Hours (OOH) provider. Information on how 
to access medical care outside surgery hours was available 
on the practice leaflet, website and in the waiting area. 

The practice had undergone significant management 
changes in the last two years and included partnership 
changes in 2012. The former partnership dissolved and the 
practice was handed over to NHS Berkshire West Primary 

Care Trust (PCT) in September 2012. The current 
management, Specialist Health Service Ltd (SHS) tendered 
for and took over the practice. They have been running the 
practice since August 2013 and have an eight year contract 
with NHS England. The practice is now part of the North 
and West Reading Clinical Commissioning Group. 

The current management team comprises of four directors. 
Two of the directors are GPs, but do not practise at the 
Priory Avenue Surgery. The third director is a retired GP and 
the fourth director is a business/practice manager at Priory 
Avenue Surgery. GP consultations are solely delivered by 
salaried and locum GPs and have been since the new 
practice was formed in August 2013. 

A team of salaried doctors were recruited in 2013 and after 
some initial issues and changes, the medical service 
provision appeared to be stabilising. However, due to the 
increasing management and leadership concerns there 
have been a series of resignations in July and August 2014 
from many of the salaried GPs. As a result management at 
the practice has become a major challenge and the 
practice experienced significant difficulties in recruiting 
new salaried GPs. 

NHS England has received an action plan from the practice 
outlining the action they are planning to take to resolve the 
staffing and management issues identified in the previous 
eight weeks. This was agreed in November 2014 and the 
actions required are currently in progress. The action plan 
will be reviewed by NHS England. The clinical 
commissioning group are also involved in the recovery plan 
and supporting the practice. 

The practice has a Alternative Personal Medical Services 
(APMS) contract. APMS agreements are locally agreed 
contracts between NHS England and a GP practice. This 
was a comprehensive inspection. 
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Detailed findings 
The practice provides services from 

Priory Avenue Surgery, 2 Priory Avenue, Caversham, 
Reading, Berkshire, RG4 7SF. 

Why we carried out this 
inspection 
We carried out a comprehensive inspection of this service 
under Section 60 of the Health and Social Care Act 2008 as 
part of our regulatory functions. This inspection was 
planned to check whether the provider is meeting the legal 
requirements and regulations associated with the Health 
and Social Care Act 2008, to look at the overall quality of 
the service, and to provide a rating for the service under the 
Care Act 2014. 

This provider had not been inspected before and that was 
why we included them. 

Please note that when referring to information throughout 
this report, for example any reference to the Quality and 
Outcomes Framework data, this relates to the most recent 
information available to the CQC at that time. 

How we carried out this 
inspection 
Prior to the inspection, we reviewed wide range of 
intelligence we hold about the practice. Organisations such 
as local Healthwatch, NHS England and the clinical 
commissioning group (CCG) provided us with any 

information they had. We carried out an announced visit on 
27 November 2014. During our visit we spoke with the 
practice staff team, which included GPs, practice nurses, 
and the administration team. We spoke with nine patients 
including the Patient Participation Group (PPG) 
chairperson who used the service and reviewed two 
completed patient comment cards. We observed 
interactions between patients and staff in the waiting and 
reception area and in the office where staff received 
incoming calls. We reviewed policies and procedures the 
practice had in place. 

To get to the heart of patients experiences of care, we 
always ask the following five questions of every service and 
provider: 

•	 Is it safe? 
•	 Is it effective? 
•	 Is it caring? 
•	 Is it responsive to people’s needs? 
•	 Is it well-led? 

We also looked at how well services are provided for 
specific groups of people and what good care looks like for 
them. The population groups are: 

•	 Older people 
•	 People with long-term conditions 
•	 Mothers, babies, children and young people 
•	 The working-age population and those recently retired 
•	 People in vulnerable circumstances who may have poor 
access to primary care 

•	 People experiencing a mental health problems 
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Are services safe? 

Inadequate ––– 

Our findings 
Safe track record 

The practice had not raised any safeguarding alerts within 
the last year. We reviewed some recent Medicines and 
Health Regulatory Agency (MHRA) alerts and saw these had 
been appropriately dealt with. The practice had a ‘Handling 
of Medical Safety Alert’ policy in place and staff were 
familiar with these. 

Individual GPs were responsible for safety alerts, in line 
with the national guidelines. GPs told us safety alerts were 
not being discussed routinely at meetings or being 
recorded. We were unable to review all safety records and 
minutes of meetings in the previous six months because 
they had not been held or recorded. This showed the 
practice was not routinely managing safety and risk 
consistently overtime and therefore were unable to 
demonstrate a safe track record. 

Learning and improvement from safety incidents 

We saw some evidence of some reporting, recording, and 
monitoring of significant events. The practice manager 
recorded significant events on a register. However, we 
found no evidence of action being taken. The events had 
not been discussed or reviewed for identification of trends 
and learning was not being shared. The salaried GPs told 
us, meetings to discuss significant events should be taking 
place every two months, however these had not taken 
place recently. 

Reliable safety systems and processes including 
safeguarding 

The practice had systems to manage and review risks to 
vulnerable children, young people and adults. All staff had 
received safeguarding training, appropriate to their roles. 
We asked members of medical, nursing and administrative 
staff about their most recent training. Staff knew how to 
recognise signs of abuse in older people, vulnerable adults 
and children. They were also aware of their responsibilities 
and knew how to share information, properly record 
documentation of safeguarding concerns and how to 
contact the relevant agencies. The contact details of these 
agencies were easily accessible to staff. 

A safeguarding lead had been appointed and had 
undertaken appropriate safeguarding training. The 
safeguarding lead was long term sick leave, and a deputy 
lead had been appointed. 

All staff we spoke to were aware who these leads were and 
who to speak with in the practice if they had a safeguarding 
concern. 

The practice had a chaperone policy in place. The 
administration and reception staff members had acted as a 
chaperone. The administrative staff we spoke with told us 
patients were informed they were part of the non-clinical 
team and sought their consent before supporting as 
chaperone. We saw evidence all chaperones had a 
Disclosure and Barring Service (DBS) check in place. We 
found no evidence which confirmed staff had received 
appropriate chaperone training. We saw notices in the 
waiting area and next to examination couches in the 
surgeries informing patients that they could request a 
chaperone. Some patients we spoke with told us they had 
been offered a chaperone if they required an intimate 
examination. 

Medicines management 

The practice had management of medicines policies and 
procedures and staff knew how to access these. The 
vaccines and medicines were monitored by the Health Care 
Assistant (HCA). 

We found all medicines and vaccines stored were within 
expiry date and there were appropriate stock levels. 
Vaccines were stored appropriately in dedicated vaccine 
fridges and they were transported safely. These fridges 
were subject to daily temperature checks to ensure the 
vaccines were stored at the correct temperatures. This was 
supported by the fridge temperature logs made available 
to us. Medicines kept in one of the nurses rooms were 
being monitored by the HCA on a monthly basis. However, 
there were no written records of these checks. 

The practice had procedures for repeat prescriptions, and 
protocols for how to handle repeat prescription requests. 
Staff we spoke with knew how to access this information. 
We found the prescription pads were stored safely and 
securely. All prescriptions were required to be signed by the 
GP before they were issued to the patient. The practice had 
systems in place for safe disposal of medicines. 
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Patient Group Directions (PGDs) were available at the 
practice. PGDs are specific written instructions for the 
supply and administration of a licensed named medicine. 
There is a requirement that all PGDs should be signed at 
the time of issue. We reviewed a sample of PGDs issued in 
February and July 2014. We found these PGDs had been 
completed and signed by a GP. However, we noted that 
these had not been signed until November 2014. 

Cleanliness and infection control 

During our inspection we looked at all areas of the practice, 
including the GP surgeries, nurses’ treatment rooms, 
patients’ toilets and waiting areas. All appeared visibly 
clean and dust free. The patients we spoke with 
commented the practice was clean and appeared hygienic. 
We noted during our interview with one of the GPs, their 
room was cluttered. For example, we saw notes and letters 
scattered on the floor and on the desk. The GP told us they 
had been in the process of catching up on some 
administration work. Other rooms appeared to be tidy and 
clutter free. 

The practice had a comprehensive infection control policy. 
This provided staff with guidance on hand hygiene, 
importance of personal protective equipment, handling of 
blood samples and how to deal with microbiological 
swabs. The staff we spoke with were familiar with these. 
The Health Care Assistant (HCA) was the lead for infection 
control, they were not available on the day of the 
inspection. 

The practice had employed a cleaning company, who came 
in daily. Cleaning schedules were in place and these 
confirmed the areas the cleaners were required to clean 
and how frequently. This was monitored by the infection 
control lead. We found appropriate arrangements were in 
place to enable the safe removal and disposal of any waste 
from the practice. 

We found no evidence of any completed infection control 
audits. This was supported by the staff we spoke with told 
us they were not aware such audits and this had not been 
shared with them. A blank ‘Infection control audit’ 
document was made available to us. There was no 
cleaning rota for the practice equipment, such as 
telephones, spirometry, keyboards and BP cliffs. The 
cleaning of these items was not being monitored. 

The practice did not have a policy for the management, 
testing and investigation of legionella (a germ found in the 

environment which can contaminate water systems in 
buildings). There was no risk assessment to determine if 
action was required to reduce the risk of legionella 
infection to staff and patients. 

Equipment 

Staff had access to a defibrillator and oxygen. Staff knew 
the location of the resuscitation equipment. We saw 
servicing records for medical equipment were up to date 
and within their expiry date. A schedule of testing was in 
place. Electrical appliances were tested to ensure they 
were safe. We saw a log of calibration testing for the 
practice and all equipment was calibrated in February 
2014. Disposable medical instruments were stored in 
clinical treatment rooms in hygienic containers ready for 
use. 

Staff told us they had received training in fire safety and 
health and safety. The GPs and nursing team had received 
training in basic life support (BLS) this year. The 
administration team had not received BLS training. The 
practice had health and safety protocols and staff knew 
how to access these should the need arise. Health, safety 
and welfare procedures were also available in the staff 
handbook. 

Staffing and recruitment 

Recruitment policies and procedures were in place. We 
reviewed the personnel files of six staff members who had 
been recruited in the last two years. These included two 
GPs, a nurse, an HCA and two members of the 
administration team. We found not of all the information 
required by the regulation was recorded in the individual 
staff files. 

We saw one of the administration members file only 
included an employment contract. There was no evidence 
of application form or CV, references, identity checks, or 
recent photograph. In another file, there was evidence of 
application form, references had been requested but not 
received and employment contract was in place. There was 
no evidence of criminal records check through the 
Disclosure and Barring Service (DBS), for both staff 
members. 

We noted in the health care assistant’s file, references had 
been sought and received and a contract of employment 
was in place. However there was no application form, 
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identity checks, a recent photograph and criminal records 
check contained in the file. The nurse practitioner file did 
not include any of the information required under the 
regulation. 

We reviewed two GP personnel files. In one GP file there 
was evidence of identity checks, and professional 
registration. However there was no evidence of an 
application form or CV, a recent photograph, no 
employment contract or evidence of relevant qualifications 
for the member of staff. In the other GP personnel file we 
saw evidence of a CV and employment contact. However 
there was no evidence of confirmation of professional 
registration or if they were part of the NHS England 
performers list. There was no evidence of a criminal records 
check through the Disclosure and Barring Service (DBS) for 
one of the GPs. 

The practice had not obtained evidence for staff to ensure 
they were physically and mentally fit to carry out their roles. 
We found a documented risk assessment to determine 
which staff required a DBS check and the risks this posed to 
patients, was not in place. This meant, the practice did not 
have suitable recruitment systems in place, to ensure 
patients were treated by skilled and qualified staff. 

The practice provided medical services to over 8,050 
registered patients. The practice had identified that the 
ideal number of clinical sessions required to support and 
manage an 8,050 patient list should be approximately 43 
sessions per week. At the time of the inspection, the 
practice had four salaried GPs who were providing 19 
clinical sessions between them and the nursing team 
provided 10 sessions. Patient safety may be at risk because 
the practice would not be able to fulfil its basic functions 
safely. 

We found the practice did not have sufficient regular 
clinical staff on duty to support the needs of the patient 
population safely. A full time salaried GP had left the 
practice in October 2014. A long term locum had been 
appointed to cover these GPs clinical sessions. One 
salaried GP was on long term sick leave, and had recently 
resigned. 

A number of current working salaried GPs had resigned and 
were serving their notice period. The loss of these GPs 
would then leave a total of just nine regular clinical GP 
sessions per week between the two remaining salaried 
GPs, who delivered four and five sessions per week 

respectively. If the practice did not make immediate 
improvements to staffing levels, the practice may be at 
more significant risk of not being able to ensure patient 
safety. 

One of the directors, who was also the business manager 
had resigned from the company and was due to leave in 
December 2014. The management team told us a 
recruitment programme was in place to look for a new 
experienced practice manager. This person would provide 
management support and be a lead to the administration 
and reception team. 

The staffing shortages had an adverse impact on practice 
staff, the running of the practice and the clinical and 
non-clinical workload. A salaried GP told us at present they 
were only seeing patients and were unable to complete 
necessary paperwork. They said there had been occasions 
when only one GP turned up for work and the practice was 
unable to get cover for urgent matters. Salaried GPs told us 
previously a ‘Buddy system’ was in place to cross cover 
when GPs were on annual leave. However this system had 
completely collapsed, due to the recent staffing 
disruptions. 

The administrative team we spoke with told us there was 
not enough clinical staff to support the practice 
population. In particular difficulties arose, when a salaried 
GP was sick. They told us on occasions many appointments 
had to be rescheduled or cancelled. This had left the 
patients unhappy and the staff in a difficult position. 
Another staff member told us, they were concerned about 
the on going clinical staffing issues. They said on one 
occasion, there was only one salaried GP working (who left 
midday) and there was no duty GP. There was no nurse 
working on the day and the two locum GPs worked until 
5pm. The staff member said the practice manager was 
unable to sort out these issues. They were worried this 
could impact patient safety, because of increased workload 
and pressure on the existing staff. 

The administration team told us there were also staff 
shortages in their team. For example, when the medical 
secretary, clinical data manager and the person 
responsible for scanning documents were on leave, there 
were no cover arrangements in place. They told us this 
work was not actioned and left for the staff members 
return. 
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The senior management told us about the serious staffing 
challenges they faced due to the delays in recruitment, staff 
sickness and the recent resignations. As a result, a 
recruitment programme had been commenced and the 
management team had been working closely with several 
medical recruitment consultants to appoint new salaried 
GPs and a medical partner. This had proven to be 
challenging due to the present national shortages of GPs. 
The practice manager told us the practice was trying to 
recruit full time GPs but this was proving difficult due to a 
lack of qualified staff applying for the vacant roles. The 
practice was using locums regularly. 

The management team were aware the usage of locum GPs 
was not sustainable long term. The use of locums had 
adverse effect on the practice. Some issues identified 
included a patient dissatisfaction with the lack of 
continuity of care, increased referral rates, increased 
prescribing costs and difficulty in ensuring clinical 
governance was effective. However, the management team 
told us they had no choice but to use locums until full 
complement of full time staff were in place. 

We saw some evidence that efforts had been made to 
ensure a continuity of staffing in the nursing team. Initially 
the practice had employed a nurse practitioner with 
specific responsibility to lead the nursing team. However, 
the nurse practitioner’s employment was ceased as the 
salaried GPs and the nursing team did not feel the person 
was appropriate for the role. A new nurse practitioner had 
since been employed who had meetings with the nursing 
team and planned to carry out appraisals for them. A 
Health Care Assistant (HCA) had been appointed to reduce 
the routine tasks that were being completed by a nurse, 
which could be done by a HCA. 

We found the general work availability was operated to 
cater for the needs of the GPs and not for the needs and 
requirements of the patient population. 

Monitoring safety and responding to risk 

The business continuity plan identified the range of risks 
the practice could face that would prevent the delivery of 
care and treatment. The plan identified how these risks 
would be mitigated and actions needed to restore services 
to patients. However, they had failed to identify the risks 
associated with the staffing problems when they began to 
arise earlier in 2014. We were unable to evidence how the 
practice management and leadership team had identified 
this risk and had taken immediate and corrective action to 
minimise the impact for patients and the practice. 

We found no evidence of relevant risk assessments. For 
example, risk assessments in fire safety, a control of 
substances hazardous to health (COSHH) risk assessment 
and there was no overall health and safety risk assessment 
in place. 

Arrangements to deal with emergencies and 
major incidents 

The practice had a system and procedures in place to deal 
with most emergencies. The practice had a ‘Disaster 
Handling and Business Continuity Plan’ to deal with most 
emergencies that could interrupt the smooth running of 
the practice. This plan outlined protocols for staff to follow 
in the event of, losing computer system/essential data, loss 
of telephone system and loss of the main building. The 
practice manager told us the document was available to 
staff on the computer system. Some of the staff we spoke 
with were not familiar with the business continuity plan. 
The practice manager kept copies of the document and 
other insurance policies off site. 

The practice had alarm buttons to alert staff in the event of 
emergencies. Staff had access to emergency medicines and 
medical equipment. We found the medicines were within 
their expiry date. The practice nurse was responsible for 
checking resuscitation equipment and medicines and 
recorded this information weekly. 
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Our findings 
Effective needs assessment 

The GPs and nursing team we spoke with were able to 
describe and demonstrate how they access both guidelines 
from the National Institute for Health and Care Excellence 
and from local commissioners. All the GPs and nurses we 
interviewed were aware of their professional 
responsibilities to maintain their knowledge. 

Patients had their needs assessed and care planned in 
accordance with best practice. The CQC specialist GP 
advisor sampled some patient records. They found all 
patients were well managed and patients were on 
appropriate treatments. We saw patient records were 
computerised. Medical notes included information such as 
laboratory, X-ray and scan results, correspondence with 
secondary providers and prescribing information was 
recorded accurately until September 2014. 

The provider did not maintain an accurate record in respect 
of each patient which shall include appropriate 
information and documents in relation care and treatment 
provided to the patient. We found, the recent staff 
shortages had an adverse impact on patient records. We 
saw a sizeable backlog had been built up over the last two 
months. For example, new patients records were awaiting 
to be processed by a GP, repeat prescriptions were delayed, 
medical reports were not up to date and there was a 
backlog of hospital letters and reports that needed to be 
processed. The salaried GPs we spoke with told us in the 
last couple of months they were only seeing patients and 
did not have time to complete the necessary paperwork. 
Locum GPs did not complete administration tasks and 
other necessary paperwork. This increased the salaried GPs 
workload and further increased the backlog. 

Referrals were made using the Choose and Book service. 
The process involved GPs completing a referral form, the 
administration team then processed the referral and 
documented this on patient record and patient was 
contacted. We found the referrals were dealt with 
appropriately and in timely manner. We saw evidence of 
appropriate use of Two Week Wait referrals. Salaried GPs 
told us due to lack of regular clinical meetings, recent 
referrals were no longer discussed and learning 
opportunities were not available. There had been an 

increase in the number of referrals from the practice as a 
consequence. Audits had not been undertaken to measure 
the referral rates per GP and the reasons to confirm the 
appropriateness. 

Management, monitoring and improving 
outcomes for people 

The practice routinely collected information about patients 
care and outcomes. The practice used the Quality and 
Outcomes Framework (QOF) which is a voluntary system for 
the performance management and payment of GPs in the 
National Health Service. This enables GP practices to 
monitor their performance across a range of indicators 
including how they manage medical conditions. The 2014 
QOF data made available to CQC showed the practice had 
either met QOF targets or exceeded them. The practice had 
done well in all clinical and public health areas. A specialist 
diabetes nurse had been employed in June 2014, and 
practice anticipated improved QOF scores in diabetes. 

We found no evidence of completed clinical audit cycles in 
the last two years. A clinical audit is a process or cycle of 
events that help ensure patients receive the right care and 
the right treatment. This is done by measuring the care and 
services provided against evidence base standards, 
changes are implemented to narrow the gap between 
existing practice and what is known to be best practice. The 
audit documents made available to us did not reflect this 
definition. 

During our visit we were provided with a loose leaf folder of 
practice audits, which included five documents. For 
example, one document had identified the number of 
home visits made in the local care home and it was 
acknowledged that this was not an audit. Another 
document was named ‘Audit’ for patients receiving, 
medicines to reduce cholesterol levels and to control blood 
pressure. This appeared to be results of a straightforward 
computer search and was not a complete audit. We found 
no evidence of a topic for clinical audit being selected and 
a detailed methodology and data collection process being 
tested for the audit. There was no evidence of the results 
then being shared with practice staff, an action plan 
devised to monitor changes and evidence of repeat audit 
planned, in the audit documents made available to us. 
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The salaried GPs we spoke with told us clinical audits had 
lapsed. The nursing team had not been involved in any 
clinical audits, in the last two years. The meeting minutes 
made available to us, showed there was no discussion of 
any recently completed clinical audits. 

Effective staffing 

All GPs were up to date with their yearly continuing 
professional development requirements and all either have 
been revalidated or had a date for revalidation. (Every GP is 
appraised annually and every five years undertakes a fuller 
assessment called revalidation. Only when revalidation has 
been confirmed by NHS England can the GP continue to 
practice and remain on the performers list with the General 
Medical Council). 

The nursing team told us they had regular training and new 
members of staff were provided with structured induction 
programme. Some of the recent training included, 
information governance, children and adult safeguarding 
and resuscitation. One nurse we spoke with told us they 
had been offered a lot of support from the IT team to 
understand the practice IT systems. However, there was no 
formalised induction programme for new administration 
and reception staff. Staff we spoke with told us the nature 
of their roles was discussed. However, their competence 
was not checked before being allowed to work 
unsupervised. 

Working with colleagues and other services 

The practice had a strong working relationship with the 
district nurse team and the community matron, who were 
based within the premises. They were called into the 
practice when information needed to be shared. The 
practice also worked closely with midwife and health visitor 
who visited the practice regularly and ran clinics from 
practice. 

The practice held multi-disciplinary meetings which were 
attended by district nurses, midwives, a community matron 
and palliative care nurses. We reviewed minutes of a recent 
palliative care meeting, dated August 2014 and we saw 
there was discussion on all patients receiving palliative 
care and how they could be best supported. The detail 
evidenced good information sharing and integrated care 
for those patients at the end of their lives. 

The practice maintained a register for children at risk. The 
practice worked closely with the multi-agency safeguarding 

hub (MASH). The MASH process was operating effectively to 
ensure early notification of referrals across agencies, 
information was shared and appropriate action secured by 
relevant parties to promote early help as well as 
preventative work. The salaried GPs were clear about the 
role of and referral processes to the MASH. We saw a recent 
example of referral to MASH and saw this had been 
appropriately deal with. 

Information sharing 

Blood results, X-ray results, letters from hospital accident 
and emergency and outpatients and discharge summaries, 
and the 111 service were received electronically and by 
post. The process of information sharing had been severely 
compromised. We found there was a backlog of letters from 
hospital, A&E reports, and reports from out of hours 
services which needed to be processed and actioned by a 
GP. This information had not been dealt with in timely 
manner. 

We saw evidence of special notes that had been used to 
share information with the Out of Hours (OOH) service. 

Consent to care and treatment 

The GPs we spoke with had a sound knowledge of the 
Mental Capacity Act 2005 (MCA) and its relevance to general 
practice. The GPs and nurses we spoke with understood 
the principles of the legislation and described how they 
implemented it. Staff were able to describe the action they 
would take if they thought a patient did not understand 
any aspect of their consultation or diagnosis. They were 
aware of how to access advocacy services. The GPs we 
spoke with told us they maintained their own knowledge 
on these areas, and had no support from the practice. For 
example, there was no collaboration or communication 
between them and the practice (i.e. through team 
meetings) on these issues. 

The GPs we spoke with gave examples of how a patient’s 
best interests were taken into account if a patient did not 
have capacity to consent. GPs and nurses demonstrated a 
clear understanding of Gillick competencies, used to 
identify children under the age of 16 who have the legal 
capacity to consent to medical examination or treatment. 

Health promotion and prevention 

GPs and nurses referred patients to appropriate 
organisation for further help and support with their 
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Inadequate ––– 

treatment and care. The nurses we spoke with told us they 
had referred patients to smoking cessation groups, 
provided information on eating healthy and advised on 
appropriate healthy living pathways. 

The practice offered a full range of immunisations for 
children, travel vaccines and flu vaccinations in line with 
current national guidance. Last year’s performance for all 
immunisations was above average for the CCG, and the 
practice had a recall system in place to follow up 
non-attenders. 

The practice website and surgery waiting areas provided 
various up to date information on a range of topics and 
health promotion literature was readily available to 
support people considering any change in their lifestyle. 
These included information on, diabetes, asthma, cancer 
and carer’s support. 
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Our findings 
Respect, dignity, compassion and empathy 

Staff took steps to protect patients’ privacy and dignity. 
Patients we spoke with told us they were treated with 
privacy and dignity. Curtains were provided in treatment 
and consultation rooms so that patients’ privacy and 
dignity was maintained during examinations, investigations 
and treatments. We noted that consultation and treatment 
room doors were closed during consultations and that 
conversations taking place in these rooms could not be 
overheard. 

Receptionists closed a glass screen on the reception desk 
when speaking to patients on the phone. Staff told us all 
computers were password protected and only the practice 
staff had access to the systems. We saw a self-check in 
facility was available. This ensured long queues were 
avoided at reception, which reduced conversations being 
overheard. 

The practice confidentiality policy highlighted the 
importance of patient confidentiality and staff 
responsibility to ensure patient medical records were not 
moved from the premises. The design and layout of the 
reception area meant patient records could not be viewed 
by those attending the practice, and records were 
maintained securely and confidentially. The practice 
complied with data protection and confidentiality 
legislation and guidance. 

We reviewed the recent data available for the practice on 
patient satisfaction. This included information from the 
national patient survey and a practice survey completed by 
of 89 patients, in November 2013. The 2014 GP national 
survey showed that 85% of patients said the last GP they 
saw was good at treating them with care and concern. Fifty 
six per cent (61% CCG average) of patients were satisfied 
with the level of privacy when speaking to receptionist at 
the practice and 86% of patients found the receptionists at 
the practice helpful. Seventy six per cent of patients 
described their overall experience of the surgery as good 
and 68% (85% CCG average) of patients said they would 
recommend this practice. Some of these percentages were 
low when compared to national and CCG averages. 

We saw the November 2013 practice survey showed 51% of 
patients rated their GPs as very good for treating them with 

care and concern and 39% of patients rated it as good. 
Thirty seven per cent (46% CCG average) of patients rated 
their experience as very good and 40% (43% CCG average) 
as good. 

Care planning and involvement in decisions 
about care and treatment 

The patient survey information we reviewed showed 
patients responded positively to questions about their 
involvement in planning and making decisions about their 
care and treatment and generally rated the practice well in 
these areas. For example, data from the 2014 national GP 
survey showed, 89% of patients said the last GP they saw 
was good at listening to them and 90% of patients said 
their GP was good at giving them enough time. Seventy six 
patients said their GP was good at involving them in 
decisions about their care and 76% (83% CCG average) of 
patients said the GPs they saw were good at explaining 
tests and treatment. 

Patients we spoke with told us they felt that they had been 
involved in decisions about their own treatment and that 
the GPs and nurses gave them plenty of time to ask 
questions and had not been rushed. Patients were satisfied 
with the level of information they had been given and said 
that any next steps in their treatment plan had been 
explained to them. 

Patient/carer support to cope emotionally with 
care and treatment 

Notices in the patient waiting room and practice website 
also signposted people to a number of support groups and 
organisations, such as carer support, counselling, dealing 
with loneliness for older people, memory loss and 
bereavement support. The practice website had 
information about family health, long term conditions and 
minor illness. 

The practice website had online resources, which included 
information about health advice for young people and 
online talking therapies and support clinics. The online 
clinics covered a wide range of health conditions. 

The survey information we reviewed showed patients were 
positive about the emotional support provided by the 
practice and rated it well in this area. The patients we 
spoke with on the day of our inspection told us GPs and 
nurses were supportive. 
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The practice maintained a register for patients with 
depression and provided these patients with appropriate 
care and support. 
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(for example, to feedback?) 
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Our findings 
Responding to and meeting people’s needs 

The current staffing crisis had impacted the practice 
function of responding to meet patient’s needs. For 
example, the change in GP staffing levels had meant the 
principle of ‘personal list’ had ceased. All the over 75 year 
old patients had a named GP. However this was no longer 
supported or possible due to the low numbers of GPs in the 
practice. 

Longer appointments were available for people who 
needed them, such as those suffering from poor mental 
health and patients with long term conditions. This also 
included appointments with a specialist nurse, such as 
appointments for diabetes checks. The practice provided 
medical services to a local care home. One of the GPs 
visited one morning each week to carry out a ward round 
to see patients. Home visits were provided at the discretion 
of GPs and according to clinical need. The practice reserved 
these for older patients, disabled and terminally ill patients 
or for emergencies. One of the GPs undertook monthly 
visits to local residential care home and provided 
treatment and care to many of the autistic patients. 

The practice had patient registers including learning 
disability, long term conditions and palliative care registers. 
For long term conditions, the practice held registers for 
diabetes, asthma, arthritis and chronic obstructive 
pulmonary disease (COPD). We found there was a recall 
and annual review system in place for patients with 
diabetes and respiratory disease, and this process was 
nurse led. The practice held an unplanned admissions 
register, however in recent months this was not being 
maintained or completed by the GPs. No meetings had 
been held to discuss unplanned admissions and to share 
learning with staff 

There was an online repeat prescription service for 
patients. This enabled patients who worked full time to 
access and order their prescriptions easily. Patients could 
also drop in repeat prescription forms to the surgery to get 
their medications. Some patients we spoke with told us 
that the repeat prescription service worked well at the 
practice. However, we found a back log of repeat 
prescription requests on the day of inspection. 

Tackling inequity and promoting equality 

The premises and services had been adapted to meet the 
needs of people with mobility problems. The doorways 
were wide and there was space for wheelchairs and 
mobility scooters to turn. All elderly and frail patients and 
those with limited mobility were seen in the ground floor 
consultations rooms. If patients needed help with access, 
they were able to ring the doorbell at the patients’ entrance 
and a receptionist staff member would assist them 
accordingly. The practice had limited reserved car spaces 
for patients with disabilities. Adapted toilet and washroom 
facilities were available for patients. 

Staff told us that translation services were available for 
patients who did not have English as a first language. They 
said it was rare that this service was required. The practice 
also utilised language skills within the practice team, to 
support patients who did not understand English. We saw 
the self-check in service available in several other 
languages. The practice website could be translated into 
over 50 languages. These included Urdu, Spanish, Polish 
and Arabic. 

Access to the service 

Patients were able to book an appointment to see a GP or 
nurse by text, telephone, online and in person. The practice 
were contracted to offer a range of appointments available 
to patients every weekday between the hours of 8am and 
8pm. The practice also offered Saturday and Sunday 
appointments. This improved access to patients who 
worked full time. However, at the time of inspection the 
directors had withdrawn the extended hours service, and 
had decided to concentrate on normal hours until the 
practice was fully staffed. 

The patient feedback on access was mixed. Some patients 
we spoke with reported considerable difficulty in accessing 
a named GP and poor continuity of care. Patients told us 
there had been a significant change of locum GPs in the 
last two months and this affected their continuity of care. 
One patient told us they saw a different GP each time they 
had come in the last month. Patients said access to a 
preferred GP was poor and at times had to wait for a 
routine appointment with preferred GP for over four weeks. 
Other patients said they were happy to see any GP and 
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Requires improvement ––– 

were able to make an appointment fairly easily and did not 
have wait too long to be seen. Patients were generally 
happy with the opening hours. All patients told us urgent 
appointments were available on the day. 

We reviewed the results of the 2014 national GP survey. We 
saw the practice had scored below the CCG average, on 
service access. For example, 57% of patients said they were 
able to see their preferred GP and 57% (76% CCG average) 
of patients described their experience of making an 
appointment good. Sixty per cent of patients said they 
usually had to wait 15 minutes or less after their 
appointment time to be seen. Forty five per cent of patients 
said they did not have to wait too long to be seen. Seventy 
six per cent of patients found it easy to get through to 
surgery by phone. 

Listening and learning from concerns and 
complaints 

Patient’s comments and complaints were listened to and 
acted upon. Information on how to make a complaint was 
provided on the practice website and leaflet. The 
complaints procedure provided further information on how 
to make complaint and who at the practice would deal 
with the complaint. The practice had a complaints and 

procedure and this was displayed in the waiting area. The 
practice manager was the complaints lead and would in 
the first instance speak to patients face to face to diffuse 
the situation and provide patients with immediate 
resolution. Patients were provided with a complaints form 
to raise a complaint and were advised of the timescales of 
when they would be responded to. 

The practice manager kept a record of all written 
complaints received. The complaints we reviewed had 
been investigated by the practice manager and responded 
to, where possible, to the patient’s satisfaction. 

We found patients’ comments made on the NHS Choices 
website were not always monitored. We noted some 
comments on the NHS website were positive and others 
were negative. We saw the practice had not responded to 
any of the comments. 

Some patients we spoke with told us they would be 
comfortable making a complaint if required. Others said 
they would not raise a formal complaint, as they were 
worried there would be repercussions and this would affect 
the care and treatment they would receive. In particular 
they feared that they would be removed from the practice 
list. 

�� 
21 Priory Avenue Surgery Quality Report 22/01/2015 



Are services well-led? 
(for example, are they well-managed and do senior leaders listen, learn 
and take appropriate action) 

Our findings 
Vision and strategy 

Priory Avenue Surgery was formerly a group general 
practice. In 2012 the partnership was dissolved and the 
practice was handed back to NHS Berkshire West Primary 
Care Trust (PCT). In April 2013, a new provider was found, 
Specialist Health Services Limited (SHS), who had put in a 
successful bid and were offered an eight year APMS 
contract. 

The SHS management structure comprised of four 
directors. Two of the directors were GPs, but did not 
practise at Priory Avenue Surgery. The third director was a 
retired GP and the fourth director a business/practice 
manager at Priory Avenue Surgery. We spoke with all four 
directors during our inspection. The directors told us the 
aim and vision of the practice was to let the salaried GPs 
run and manage the practice and the directors would be 
responsible for the running of the premises. This had not 
been well received by the salaried GPs, who had expected 
and had asked for clinical management support from the 
management team and directors. 

The staff we spoke with did not know what the practice 
vision or strategy was. Staff told us they did not know who 
was responsible for what area or who had lead roles in 
clinical matters. For example, during our inspection we 
were told a salaried GP was the lead in cancer, thyroid and 
epilepsy for the practice. However, the staff member was 
not aware they were the lead for these clinical areas. 

We found the practice had not developed a business or 
strategic plan for the future. There was no evidence of 
succession planning for the salaried GPs who were due to 
leave soon. The practice had not identified or developed 
internal staff to fulfil leadership positions within the 
practice. Staff told us the practice did not have regular 
team meetings and there was no discussion on practice 
visions and values. 

Governance arrangements 

The practice had a number of policies and procedures in 
place to govern activity and these were available to staff on 
the practice computer system. These included policies in 
safeguarding children and vulnerable adults, complaints, 

whistle blowing, clinical waste management, recruitment 
and repeat prescribing. All of these policies were updated 
to reflect new legislation and guidance and future review 
dates were also in place. 

The practice used the Quality and Outcomes Framework 
(QOF) to measure their performance. The 2014 QOF data for 
this practice showed they were performing in line with 
national standards. We saw the practice had performed 
well in areas such as, coronary disease, stroke, and 
diabetes. 

The practice did not hold governance meetings to discuss 
performance, quality and risks and this was confirmed by 
the GPs and nurses we spoke with. Salaried GPs told us 
that previously meetings took place regularly, where QOF, 
unplanned admissions, referrals and prescribing initiatives 
were discussed. However, in the last 18 months, these 
meetings had become less frequent and were inconsistent. 
The nurses told us they had never been invited to any 
previous clinical meetings and would welcome 
involvement in these. 

Nursing team meetings had recently commenced, and 
these were chaired by the new nurse practitioner. The 
administration and reception team also had their own 
meetings and issues were discussed and learning was 
shared regarding incidents and topics in relation to their 
area of the practice. 

The practice did not have systems in place to monitor all 
aspects of the service such as complaints, incidents, 
safeguarding, risk management, and clinical audit. The 
recent staffing crisis had an adverse impact on these 
processes and systems, and as a result this work had 
lapsed. 

Clinical audits had not being undertaken in the previous 
two years to drive improvement and change. We found 
evidence which identified how recent clinical audits were 
not effective. For example, during our inspection we were 
presented with a copy of an audit which looked at patients 
receiving pain management medication and without 
proton pump inhibitor (PPI) cover. This audit was 
completed in April 2014. The audit included a data table 
section and the information and results had not been 
recorded. The results of the audit concluded there was no 
change in the treatment and care of patients or the usage 
of pain management medications. It was not clear from the 
records which GP undertook the audit. These results were 
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shared with the salaried GPs. Later on the inspection day 
we were provided with another audit document by the 
same GP, which had the same title, the same front page 
and the same date of data collection, as first audit 
reviewed. However, now the data collection showed that 
1000 patients (out of 8000) were receiving specific pain 
management medication and no patients were receiving 
antiplatelet drugs without proton pump inhibitor (PPI) 
cover. The results of this audit concluded ‘It was heartening 
that we found no patients in the warning group’. We were 
unable to confirm which audit accurately and correctly 
represented the practice or what changes and actions were 
taken following this. 

Leadership, openness and transparency 

At the time of the inspection, there was no clear leadership 
structure at the practice. Staff were not clear about their 
own roles and responsibilities, and this had been affected 
by the constant changes in staffing. The practice had gone 
through a period of change in the last two years. We found 
that no formal leadership team or processes were in place 
or in development to manage and implement the 
significant change. There had been constant failures in 
communication between the current directors and salaried 
GPs, which had led to a breakdown in relationships and the 
failing of any leadership in the practice. The environment 
had left the practice staff demotivated, demoralised and 
disillusioned with the lack of management support. The 
departure of salaried GPs and other staff in the recent 
months further de-stabilised the practice team. 

All the salaried GPs, nurses and the administration team 
told us there was no leadership at the practice and that this 
was something they had asked for constantly from the 
directors since August 2013. All staff we spoke with told us 
the current directors were rarely seen at the practice. One 
salaried GP had never met all of the directors of the 
organisation until the day of inspection. Another member 
of staff told us, there was no leadership within the medical 
team. They said they did not have a lead or partner to go to 
discuss issues or concerns. 

During our visit the directors told us the about the issues 
that had been escalated by the salaried GPs behaviour. 
They felt the salaried GPs had shown constant resentment 
to any possibility of leadership emerging from their team. 
There was no unity between the salaried GPs and directors. 

The management team recognised and understood the 
issues at the practice. The directors accepted that they 
should have been more proactively involved and should 
have overseen the clinical management and leadership 
until full complement of staff were in place. 

The directors told us, following initial difficulties the 
practice had begun to run in stable fashion and they did 
have a full complement of staff. However, the recent 
resignations and communications from salaried GPs had 
precipitated the staffing crisis and a number of other issues 
causing an adverse impact. This had only recently been 
identified. These included a lack of cohesion amongst 
salaried GPs, lack of team meetings, lack of leadership and 
management failures. 

The directors had taken some action to address these 
issues. This included, a recruitment drive which had been 
launched to employ new GPs. A decision was made to 
recruit a medical partner, who would be the clinical 
management lead for all staff, and to increase pay and 
improve working conditions to retain and attract staff. The 
directors had decided they would be present in clinical and 
practice meetings, and we saw evidence a team building 
session had been organised. The practice was looking to 
recruit a new practice manager, with the relevant 
experience and skills. The practice was in discussions with 
the NHS England and an action plan had been produced 
confirming the actions that will be taken to address the 
ongoing issues. 

The directors were aware of severity of the issues and the 
potential significant risks these posed to patients. They 
were working hard to address these concerns, but at the 
same time were realistic of what could be achieved. The 
November 2014 action plan submitted to NHS England, 
stated if they were unable to recruit the GPs to fulfil patient 
requirement, they would hand over the contract and cease 
the business, which could lead to immediate closure of the 
practice. 

Practice seeks and acts on feedback from its 
patients, the public and staff 

The practice had a patient participation group (PPG), where 
six members attended. The PPG chairperson told us they 
met every month and the meetings were attended by the 
practice manager and one of the directors. The present 
PPG group comprised of predominately retired patients. 
The PPG had identified it was difficult to get teenagers and 
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working age people involved and had they tried different 
ways to attract these patients, but were unsuccessful. We 
saw evidence that the PPG had advertised information on 
how to join the group on the practice website and in the 
waiting area. 

We spoke with the PPG chairperson who told us they felt 
valued and thought their views were listened to. We were 
given examples of where the PPG had highlighted areas 
and the feedback was acted on and changes were made. 
For example, the PPG had suggested arm chairs were 
required in the waiting area, for patients with arthritis to 
ensure they were comfortable. This was reviewed and new 
arm chairs were put in place. The PPG had suggested that a 
greeting message should be introduced to inform patients 
to call for test results after 11am. This would reduce the 
telephone traffic in the early morning and make it easier for 
patients calling for an appointment to get through to staff. 
The practice had actioned this and had also introduced 
online appointment system. 

Staff were aware there was a whistleblowing policy. They 
knew who they should approach if they had any concerns 
within the practice. All staff we spoke with told us they were 
comfortable to whistle blow, should the need arise. Staff 
were also aware of the external organisations should they 
have any concerns that needed to be escalated outside the 
practice. This included, the local clinical commission group 
(CCG), NHS England and the Care Quality Commission 
(CQC). 

Management lead through learning and 
improvement 

The practice did not have systems to learn from incidents 
which potentially impacted on the safety and effectiveness 
of patient care and the welfare of staff. Staff told us regular 
clinical meetings were not taking place. As a result, topics 
such as referrals, prescribing methods/errors and 
significant event analysis were not being discussed or 
shared. Staff said learning from complaints or audits were 
also not being shared or discussed. Limited team meetings 
took place for administration and reception team. The 
administration team told us the practice did not hold away 
days or meetings for all the staff and that they had not 
been invited to join the recent one held away day held. 

The practice manager and administration and receptionist 
team had regular annual appraisals, to discuss individual 
support needed to develop their knowledge and skills. The 
administration team told us although they did not have 
regular supervision; they were supported by the practice 
manager and would go to them if they had any concerns. 

GPs and nurses told us they maintained their own 
continual professional development (CPD). They said it was 
their responsibility and that they had not been supported 
by the management team with this. 
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Compliance actions 

Action we have told the provider to take 
The table below shows the essential standards of quality and safety that were not being met. The provider must send CQC 
a report that says what action they are going to take to meet these essential standards. 

Regulated activity 
Regulation 21 HSCA 2008 (Regulated Activities) Regulations 
2010 Requirements relating to workers 

Regulation 21 Health & Social Care Act 2008 (Regulated 
Activities) Regulations 2010. Requirement relating to 
workers 

The registered person must ensure all information 
specified in Schedule 3 is available in respect of staff 
employed for the purpose of carrying on the regulated 
activity. Regulation 21 (a) & (b). 

Regulated activity 
Regulation 12 HSCA 2008 (Regulated Activities) Regulations 
2010 Cleanliness and infection control 

Regulation 12 Health & Social Care Act 2008 (Regulated 
Activities) Regulations 2010. Cleanliness and infection 
control 

The registered person must ensure an effective 
operation of systems designed to assess the risk of and 
prevent, detect and control the spread of a health care 
associated infection. Regulation 12 (2) (a). 

Regulation 

Regulation 

Diagnostic and screening procedures 

Family planning services 

Maternity and midwifery services 

Surgical procedures 

Treatment of disease, disorder or injury 

Diagnostic and screening procedures 

Family planning services 

Maternity and midwifery services 

Surgical procedures 

Treatment of disease, disorder or injury 
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Enforcement actions 

Action we have told the provider to take 
The table below shows the essential standards of quality and safety that were not being met. The provider must send CQC 
a report that says what action they are going to take to meet these essential standards. 

Regulated activity 
Regulation 10 HSCA 2008 (Regulated Activities) Regulations 
2010 Assessing and monitoring the quality of service 
providers 

Regulation 10 Health & Social Care Act 2008 (Regulated 
Activities) Regulations 2010. Assessing and monitoring 
the quality of service provision. 

The registered person must regularly assess and monitor 
the quality of the services provided. And identify, assess 
and manage risks relating to health, welfare and safety 
of patients. Regulation 10 (1)(a) and (b), (2) (b)(i) and 
(c)(I) 

Regulated activity 
Regulation 20 HSCA 2008 (Regulated Activities) Regulations 
2010 Records 

Regulation 20 Health & Social Care Act 2008 (Regulated 
Activities) Regulations 2010. Records 

The registered person must ensure an accurate record in 
respect of each patient which shall include appropriate 
information and documents in relation to the care and 
treatment provided to each patient. Regulation 20 (1) (a). 

Regulation 

Regulation 

Diagnostic and screening procedures 

Family planning services 

Maternity and midwifery services 

Surgical procedures 

Treatment of disease, disorder or injury 

Diagnostic and screening procedures 

Family planning services 

Maternity and midwifery services 

Surgical procedures 

Treatment of disease, disorder or injury 
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FOREWORD 

The NHS may be the proudest achievement of our modern society. 

It was founded in 1948 in place of fear - the fear that many people had of
being  unable to  afford medical treatment for themselves  and  their 
families.  And  it was founded in  a  spirit of  optimism - at  a  time of great 
uncertainty, coming shortly after the sacrifices of war. 

Our nation remains unwavering in that commitment to universal 
healthcare, irrespective of age, health, race, social status or ability to pay.
To high quality care for all. 

Our values haven’t changed, but our world has. So the NHS needs to adapt
to take advantage of the opportunities that science and technology offer
patients, carers and those who serve them. But it also needs to evolve to 
meet new challenges: we live longer, with complex health issues, 
sometimes of our own making. One in five adults still smoke. A third of us 
drink too much alcohol. Just under two thirds of us are overweight or
obese. 

These  changes  mean that  we need to  take a longer  view - a Five-Year 
Forward View – to consider the possible futures on offer, and the choices
that we face. So this Forward View sets out how the health service needs 
to change, arguing for  a  more engaged relationship with  patients, carers
and citizens so that we can promote wellbeing and prevent ill-health. 

It represents the shared view of the NHS’ national leadership, and reflects 
an emerging consensus amongst patient groups, clinicians, local 
communities  and  frontline  NHS  leaders. It  sets out a vision  of  a better 
NHS, the  steps we  should now take  to get us  there, and the actions we
need from others. 
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EXECUTIVE SUMMARY 

1.		 The NHS has dramatically improved over the past fifteen years. 
Cancer and cardiac outcomes  are  better; waits are shorter;  patient
satisfaction much higher. Progress has continued even during global 
recession and austerity thanks to protected funding and the 
commitment of  NHS  staff. But quality of  care can be  variable,
preventable illness is widespread, health inequalities deep-rooted.
Our patients’ needs are changing, new treatment options are 
emerging, and we face particular challenges in areas such as mental
health,  cancer and support for frail older patients. Service pressures
are building. 

2.		 Fortunately there is now quite broad consensus on what a better 
future should be.  This ‘Forward  View’  sets out a clear direction for  
the  NHS  –  showing  why  change  is  needed and what  it will  look like.
Some of what is needed can be brought about by the NHS itself. Other
actions require new partnerships with local communities, local
authorities and employers. Some critical decisions – for example on
investment, on various public health measures, and on local service
changes – will need explicit support from the next government. 

3. 	 	The  first  argument we  make in  this Forward View is that  the  future
health of millions of children, the sustainability of the NHS, and the
economic prosperity of Britain all now depend on a radical upgrade 
in prevention and public health. Twelve years ago Derek Wanless’ 
health review warned that unless the country took prevention
seriously we would be faced with a sharply rising burden of avoidable
illness. That warning has not been heeded - and the NHS is on the 
hook for the consequences. 

4. 	 	The  NHS  will therefore now back  hard-hitting national  action  on
obesity, smoking, alcohol and other major health risks. We will help
develop and support new workplace incentives to promote employee 
health and cut sickness-related unemployment. And we will advocate
for stronger public health-related powers for local government and
elected mayors. 

5.		 Second, when people do need health services, patients will gain 
far greater control of their own care – including the option  of
shared budgets combining health and social care.  The 1.4 million full
time unpaid carers in England will get new support, and the NHS will
become a better  partner  with voluntary organisations and local  
communities. 

6.		 Third, the NHS will take decisive steps to break down the barriers 
in how care is provided between family doctors and hospitals,
between physical and mental health, between health and social care.
The future will see far more care delivered locally but with some
services in specialist centres, organised to support people with 
multiple health conditions, not just single diseases. 
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7.		 England is too diverse for a ‘one size fits all’ care model to apply 
everywhere.  But  nor  is the answer  simply to  let  ‘a thousand  flowers 
bloom’. Different local health communities will instead be supported
by the NHS’  national leadership  to choose  from amongst  a small
number of radical new care delivery options, and then given the
resources and support to implement them where that makes sense. 

8. 	 	One  new  option will  permit groups  of GPs to  combine  with nurses,
other community health services, hospital specialists and perhaps
mental health and social care to create integrated out-of-hospital care 
- the Multispecialty Community Provider. Early versions of these
models are emerging  in different parts of  the  country, but they
generally do not yet employ hospital consultants, have admitting 
rights to  hospital beds, run community hospitals  or  take delegated
control of the NHS budget. 

9.		 A further new option will be the integrated hospital and primary care
provider - Primary and Acute Care Systems - combining for the first
time general practice and hospital services, similar to the Accountable
Care Organisations now developing in other countries too. 

10. Across 	 the NHS, urgent and emergency care services will be 
redesigned to integrate between A&E departments, GP out-of-hours 
services, urgent care centres, NHS 111, and ambulance services. 
Smaller hospitals will have new options to help them remain viable,
including forming partnerships with other hospitals further afield,
and partnering with specialist hospitals to provide more local 
services.  Midwives will  have new options to  take charge  of the  
maternity services they offer. The NHS will provide more support for
frail older people living in care homes. 

11.  The  foundation of  NHS  care will  remain list-based 	 	primary care. 
Given the pressures they are under, we need a ‘new deal’ for GPs. Over 
the next five years the NHS will invest more in primary care, while
stabilising  core funding for general practice  nationally over  the next 
two years.  GP-led Clinical Commissioning Groups will have the option
of more  control  over the wider NHS budget, enabling  a  shift  in
investment from acute to primary and community services. The 
number of  GPs  in training  needs  to be  increased  as fast  as possible,
with new options to encourage retention. 

12.  In order to  support  these  changes, the  national leadership of  the  
NHS will need to act coherently together, and provide meaningful 
local flexibility in the way payment rules, regulatory requirements
and other mechanisms are applied. We will back diverse solutions and
local leadership, in place of the distraction of further national 
structural reorganisation. We  will invest  in new options for our 
workforce,  and raise our game  on  health  technology - radically  
improving patients’ experience of interacting with the NHS. We will 
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improve the NHS’ ability to undertake research and apply innovation 
– including by developing new ‘test bed’ sites for worldwide 
innovators, and new ‘green field’ sites where completely new NHS 
services will be designed from scratch. 

13.  In order to  provide  the  comprehensive  and  high quality care  the
people of  England  clearly  want,  Monitor, NHS England and  
independent analysts have previously calculated that a combination of
growing demand if met by no further annual efficiencies and flat real
terms funding would produce a mismatch between resources and
patient needs of nearly £30 billion a year by 2020/21. So to sustain a
comprehensive high-quality NHS, action will be needed on all three
fronts – demand, efficiency and funding.  Less  impact on  any  one of
them will require compensating action on the other two.  

14. The NHS’ long run performance has been efficiency of 0.8% annually, 
but  nearer to  1.5%-2%  in recent  years. For the NHS repeatedly  to 
achieve an extra 2% net efficiency/demand saving across its whole
funding  base each  year for the rest  of the  decade  would  represent a
strong performance - compared  with the NHS'  own  past,  compared
with the wider UK economy, and with other countries' health systems.
We believe it is possible – perhaps rising to as high as 3% by the end
of the period - provided we take action on prevention, invest  in new
care models, sustain social  care services, and over  time see a  bigger 
share of the efficiency coming from wider system improvements. 

15. On funding scenarios, flat real terms NHS spending overall would
represent a continuation of current budget protection. Flat real terms
NHS spending per person would take  account  of population  growth.  
Flat NHS spending as a share of GDP would differ  from the long term
trend in which health spending in industrialised countries tends to
rise as a share of national income. 

16.  Depending  on the combined  efficiency and funding option  pursued,
the effect is to close the £30 billion gap by one third, one half, or all the 
way. Delivering on the transformational changes set out in this 
Forward View and the resulting annual efficiencies could - if matched
by staged  funding  increases  as the  economy allows - close the  £30 
billion gap by 2020/21. Decisions on these options will be for the next
Parliament and government, and will need to be updated and adjusted
over the course of the five year period. However nothing in the
analysis above suggests  that continuing  with a comprehensive tax-
funded NHS is  intrinsically  un-doable. Instead it  suggests  that  there 
are viable options for sustaining and improving the NHS over the 
next five years, provided that the NHS does its part, allied with the
support of government, and of our other partners, both national and
local. 

��
 

5 



 

 

 
 

    
        

 
   

     
    
    
 

        
       

    
     

      
      
  

 
       
        

    
    

     

       

        
     

   
     

     
  

     
   

 
 

   
 

    
     

    
   

       
 

CHAPTER ONE
 
Why does the NHS need to change? 


Over the past  fifteen years the  NHS has dramatically improved.  Cancer
survival is its highest ever. Early deaths from heart disease are down by
over 40%. Avoidable deaths overall are down by 20%. About 160,000 
more nurses, doctors and other clinicians  are  treating millions more
patients so that most long waits for operations have been slashed – down
from 18  months to  18  weeks. Mixed sex wards and shabby hospital
buildings  have been tackled.  Public satisfaction with the NHS has nearly 
doubled. 

Over the past five years - despite global recession and austerity - the NHS
has  generally been successful in  responding to  a  growing population, an
ageing population, and a sicker  population,  as well  as new drugs and
treatments and cuts in local councils’ social  care.  Protected NHS funding 
has helped, as has the shared commitment and dedication of health
service staff  – on one measure the health service has become £20 billion 
more efficient. 

No health system anywhere in the world in recent times has managed five 
years of little or no real growth without either increasing charges, cutting
services or  cutting  staff. The NHS has been  a  remarkable exception. 
What’s more, transparency about quality has helped care improve, and
new research programmes like the 100,000 genomes initiative are putting
this country at the forefront of global health research. The Commonwealth 
Fund has just  ranked  us  the  highest  performing health  system of 11
industrialised countries.   

Of course the NHS is far from perfect. Some of the fundamental challenges
facing us are common to all industrialised countries’ health systems: 

x	 Changes in patients’ health needs and personal preferences. Long 
term health conditions - rather than illnesses susceptible to a one-off
cure - now take  70% of  the  health service budget. At  the  same time 
many (but not all) people wish to be more informed and involved with
their own care, challenging the traditional divide between patients
and  professionals, and offering opportunities for better  health  
through increased prevention and supported self-care. 

x	 Changes in treatments, technologies and care delivery. Technology is 
transforming our ability to predict, diagnose and treat disease. New
treatments are coming on stream. And we know, both from examples 
within the NHS and internationally,  that there  are better  ways  of
organising care, breaking  out  of the artificial  boundaries between
hospitals and primary care, between health and social care, between
generalists and specialists—all of which get in the way of care that is
genuinely coordinated around what people need and want. 
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x	 Changes  in health  services funding growth. Given  the after-effects of
the  global recession,  most western countries will  continue to  
experience budget pressures over the next few years, and it is 
implausible to think that over this period NHS spending growth could
return to the 6%-7% real annual increases seen in the first decade of 
this century. 

Some of the improvements we need over the next five years are more
specific to  England. In  mental health and learning disability services. In
faster diagnosis and more uniform treatment for cancer. In readily 
accessible GP  services.  In  prevention and  integrated  health and social
care. There are still unacceptable variations of care provided to patients,
which can have devastating effects on individuals and their families, as the
inexcusable events at Mid-Staffordshire and Winterbourne View laid bare. 

One possible response to these challenges would be to attempt to muddle
through the next few years, relying on short term expedients to preserve 
services and standards. Our view is that this is not a sustainable strategy 
because it would over time inevitably lead to three widening gaps: 

The health and wellbeing gap: if the nation fails to get serious about
prevention then recent progress in healthy life expectancies will stall,
health  inequalities  will  widen, and our ability to  fund beneficial new
treatments will be crowded-out by the need to spend billions of pounds
on wholly avoidable illness. 

The care and quality gap:  unless  we reshape care  delivery,  harness  
technology, and drive down variations in quality and safety of care, then
patients’ changing needs will go unmet, people will be harmed who
should have been cured, and unacceptable variations in outcomes will 
persist. 

The funding and efficiency gap: if we fail to match reasonable funding
levels with wide-ranging and sometimes controversial system efficiencies, 
the result will be some combination of worse services, fewer staff, deficits,
and restrictions on new treatments.  

We believe none  of these three gaps  is  inevitable. A better  future is 
possible – and with  the  right  changes, right partnerships, and  right 
investments we know how to get there. 

That’s because there is broad consensus on what that future needs to be. 
It is a future that empowers patients to take much more control over their
own care and treatment. It is a future that dissolves the classic divide, set
almost in stone since 1948, between family doctors and hospitals,
between physical and mental health, between health and social care,
between prevention and treatment. One that  no longer  sees expertise
locked into often out-dated buildings, with services fragmented, patients 
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having to visit multiple professionals for multiple appointments, endlessly
repeating their details because they use separate paper records. One 
organised to support people with multiple health conditions, not just
single diseases. A future that sees far more care delivered locally but with
some services  in specialist  centres  where  that clearly produces  better
results.  One that recognises that we cannot deliver the necessary change
without investing in our current and future workforce. 

The rest of this Forward View sets out what that future will look like, and
how together  we can bring it  about. Chapter two – the next  chapter – 
outlines some of the action needed to tackle the health and wellbeing gap.
Chapter three sets out radical changes to tackle the care and quality gap. 
Chapter four focuses on options for meeting the funding and efficiency
challenge. 

BOX 1:  FIVE YEAR AMBITIONS ON QUALITY 

The definition of quality in health care, enshrined in law, includes three key 
aspects: patient safety, clinical effectiveness and patient experience. A high 
quality health service exhibits all three.  However, achieving all three 
ultimately happens when a caring culture, professional commitment and 
strong leadership are combined to serve patients, which is why the Care 
Quality Commission is inspecting against these elements of quality too. 

We do not always achieve these standards.  For example, there is variation 
depending on when patients are treated: mortality rates are 11% higher for 
patients admitted on Saturdays and 16% higher on Sundays compared to a 
Wednesday. And there is variation in outcomes; for instance, up to 30% 
variation between CCGs in the health related quality of life for people with 
more than one long term condition.  

We have a double opportunity: to narrow the gap between the best and the 
worst, whilst raising the bar higher for everyone. To reduce variations in 
where patients receive care, we will measure and publish meaningful and 
comparable measurements for all major pathways of care for every 
provider – including community, mental and primary care – by the end of 
the next Parliament. We will continue to redesign the payment system so 
that there are rewards for improvements in quality.  We will invest in 
leadership by reviewing and refocusing the work of the NHS Leadership 
Academy and NHS Improving Quality. To reduce variations in when patients 
receive care, we will develop a framework for how seven day services can be 
implemented affordably and sustainably, recognising that different 
solutions will be needed in different localities.  As national bodies we can do 
more by measuring what matters, requiring comprehensive transparency of 
performance data and ensuring this data increasingly informs payment 
mechanisms and commissioning decisions. 
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CHAPTER TWO 
What will the future look like? A new 
relationship with patients and communities 

One of the great strengths of this country is that we have an NHS that - at
its best - is ‘of the people, by the people and for the people’. 

Yet  sometimes the health service has been prone to operating a ‘factory’
model  of care  and  repair,  with limited engagement  with the wider 
community, a  short-sighted approach  to partnerships, and under-
developed advocacy and action on the broader influencers  of  health and
wellbeing. 

As a result we have not fully harnessed the renewable energy represented
by patients and communities, or the potential positive health impacts of
employers and national and local governments. 

Getting serious about prevention 

The future health of millions of children, the sustainability of the NHS, and
the economic prosperity of Britain all now depend on a radical upgrade in
prevention and public health. Twelve years ago,  Derek  Wanless’ health  
review warned that unless the country took prevention seriously we
would  be faced with  a  sharply  rising burden  of avoidable illness. That
warning  has  not  been heeded  - and the  NHS  is  on the hook  for  the 
consequences.  

Rather than the ‘fully engaged scenario’ that Wanless spoke of, one in five
adults still smoke. A third of people drink too much alcohol. A third of men
and half of women don’t get enough exercise. Almost two thirds of adults 
are overweight or obese. These patterns are influenced by, and in turn
reinforce, deep health  inequalities which can cascade down  the  
generations. For example, smoking rates during pregnancy range from 2% 
in west London to 28% in Blackpool. 

Even more shockingly, the number of obese children doubles while 
children are at primary school. Fewer than one-in-ten children are obese
when they  enter  reception  class. By  the  time they’re in  Year Six, nearly 
one-in-five are then obese. 

And as the ‘stock’ of population health risk gets worse, the ‘flow’ of costly 
NHS treatments increases as a consequence. To take just one example –
Diabetes UK estimate that the NHS is already spending about £10 billion a
year on  diabetes.  Almost three  million people  in England are already 
living with diabetes and another seven million people are at risk of
becoming diabetic. Put bluntly,  as the nation’s  waistline  keeps  piling on 
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the pounds, we’re piling on billions of pounds in future taxes just to pay
for preventable illnesses. 

We do not have to accept this rising burden of ill health driven by our
lifestyles, patterned by deprivation and other social and economic 
influences. Public Health England’s new strategy sets out priorities for
tackling obesity, smoking and harmful drinking; ensuring that children get 
the  best  start  in  life;  and  that we  reduce the risk  of dementia through
tackling lifestyle risks, amongst other national health goals. 

We support these priorities  and  will  work to  deliver  them.  While the
health service certainly can’t do everything that’s needed by itself, it can
and should now become a more activist agent of health-related social 
change.  That’s why we  will  lead where possible, or  advocate when 
appropriate, a range of  new  approaches to  improving  health and  
wellbeing. 

Incentivising and supporting healthier behaviour. England has made 
significant strides in reducing smoking, but it still remains our number
one  killer. More  than half  of the inequality  in life  expectancy  between
social classes is now linked to higher smoking rates amongst poorer
people. There are now over 3,000 alcohol-related admissions to A&E
every day. Our young people have the highest consumption of sugary soft
drinks in Europe. So for all of these major health risks – including tobacco,
alcohol, junk food and excess sugar - we will actively support
comprehensive, hard-hitting and broad-based national action to include
clear information and labelling, targeted personal support and wider
changes to distribution, marketing, pricing,  and product formulation. We
will  also use the substantial combined  purchasing power of  the  NHS to
reinforce these measures. 

Local democratic leadership on public health. Local authorities now have a 
statutory responsibility for improving the health  of their people, and
councils and elected mayors can make an important impact. For example, 
Barking and Dagenham are seeking to limit new junk food outlets near
schools. Ipswich Council, working with Suffolk Constabulary, is taking
action on alcohol. Other councils are now following suit. The mayors of
Liverpool and London have established wide-ranging health commissions 
to mobilise action for their residents. Local authorities in greater
Manchester are increasingly acting together to drive health and wellbeing.
Through local Health and Wellbeing Boards, the NHS will play its part in
these initiatives. However, we agree with the Local Government 
Association that English mayors and local authorities should also be
granted  enhanced powers  to allow  local  democratic decisions on  public 
health policy that go further and faster than prevailing national law – on
alcohol, fast food, tobacco and other issues that affect physical and mental
health. 
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Targeted prevention. While local authorities now have responsibility for
many broad based public health programmes, the NHS has a distinct role
in secondary prevention. Proactive primary care is central to this, as is the
more systematic use of evidence-based intervention strategies. We also 
need to make different investment decisions - for example, it makes little 
sense that the NHS is now spending more on bariatric surgery for obesity 
than on a national roll-out of intensive lifestyle intervention programmes
that were first  shown to cut obesity and prevent diabetes over a decade
ago. Our ambition is to change this over the next five years so that  we
become the first country to implement at scale a national evidence-based
diabetes prevention programme modelled on proven UK and 
international models, and  linked where appropriate  to the new Health  
Check. NHS England and Public Health England will establish a 
preventative services programme that will then expand evidence-based
action to other conditions. 

NHS support to help people get and stay in employment.  Sickness absence-
related  costs  to employers and taxpayers have  been estimated at  £22 
billion a year, and over 300,000 people each year take up health-related
benefits. In doing so, individuals collectively miss out on £4 billion a year
of lost earnings. Yet there is emerging evidence that well targeted health
support can help keep people in work thus improving their wellbeing and 
preserving their livelihoods. Mental health problems now account for
more than twice the number of Employment and Support Allowance and
Incapacity Benefit claims  than do musculoskeletal complaints (for 
example, bad backs). Furthermore,  the  employment rate  of people with
severe and enduring mental health problems is the lowest of all disability
groups at just 7%. A new government-backed Fit for Work scheme starts
in 2015. Over and above that, during the next Parliament we will seek to
test a win-win opportunity of improving access to NHS services for at-risk 
individuals while saving ‘downstream’ costs at the Department for Work
and Pensions, if money can be reinvested across programmes. 

Workplace health. One  of the advantages  of  a tax-funded  NHS  is that  -
unlike in a number of continental European countries - employers here do
not pay directly for their employees’ health care. But British employers do 
pay national insurance contributions which help fund the NHS, and a
healthier  workforce  will  reduce  demand and lower long  term costs. The
government has partially implemented the recommendations in  the  
independent  review by  Dame Carol Black and David Frost,  which  allow
employers to provide financial support for vocational rehabilitation 
services without employees facing  a  tax  bill. There would be  merit in
extending incentives for employers in England who provide effective NICE
recommended workplace health programmes for employees. We will also 
establish  with NHS Employers new incentives  to ensure  the  NHS  as an
employer sets  a  national example in  the  support  it offers its own 1.3
million staff to stay healthy, and serve as “health ambassadors” in their
local communities. 
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BOX 2.1: A HEALTHIER NHS WORKPLACE 

While three quarters of NHS trusts say they offer staff help to quit smoking, 
only about a third offer them support in keeping to a healthy weight. Three 
quarters of hospitals do not offer healthy food to staff working night shifts. 
It has previously been estimated the NHS could reduce its overall sickness 
rate by a third – the equivalent of adding almost 15,000 staff and 3.3 million 
working days at a cost saving of £550m. So among other initiatives we will: 
Ɣ Cut access to unhealthy products on NHS premises, implementing food 
standards, and providing healthy options for night staff. Ɣ Measure staff 
health and wellbeing, and introduce voluntary work-based weight watching 
and health schemes which international studies have shown achieve 
sustainable weight loss in more than a third of those who take part. Ɣ 
Support “active travel” schemes for staff and visitors. Ɣ Promote the 
Workplace Wellbeing Charter, the Global Corporate Challenge and the 
TUC’s Better Health and Work initiative, and ensure NICE guidance on 
promoting healthy workplaces is implemented, particularly for mental 
health. Ɣ Review with the Faculty of Occupational Medicine the 
strengthening of occupational health. 

Empowering patients 

Even people with long term conditions, who tend to be heavy users of the 
health service, are likely to spend less than 1% of their time in contact
with health professionals. The rest of the time they, their carers and their
families manage  on their own.  As the patients’ organisation  National
Voices puts it: personalised care will only happen when statutory services
recognise that patients’ own life goals are what count; that services need
to support families, carers and communities; that promoting wellbeing
and independence need to be the key outcomes of care; and that patients,
their families and carers are often ‘experts by experience’.  

As a first step towards this ambition we will improve the information to 
which people have access—not only clinical advice, but also information
about their condition and history. The digital and technology strategies
we set out in chapter four will help, and within five years, all citizens will 
be able to access their medical and care records (including in social care
contexts) and share them with carers or others they choose. 

Second, we will do more to support people to manage their own health –
staying healthy, making informed choices of treatment, managing
conditions and avoiding complications. With the help of voluntary sector
partners, we will invest significantly in evidence-based approaches such
as group-based education for people  with specific  conditions  and self-
management educational courses, as well as encouraging independent
peer-to-peer communities to emerge. 

A  third  step is  to increase  the  direct control patients  have over the care
that is  provided to  them.  We  will  make good  on  the NHS’  longstanding 
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promise to give patients choice over where and how they receive care.
Only half of patients say they were offered a choice of hospitals for their
care, and only half of patients say they are as involved as they wish to be
in decisions about their care  and  treatment. We  will  also introduce 
integrated personal  commissioning  (IPC), a new  voluntary approach to
blending health and social care funding for individuals with complex
needs. As well as care plans and voluntary sector advocacy and support,
IPC will provide an integrated, “year of care” budget that will be managed
by people  themselves or  on their behalf  by councils, the NHS or a  
voluntary organisation. 

Engaging communities 

More broadly,  we need to  engage with  communities  and citizens in new 
ways, involving them directly in decisions about the future of health and
care services. Programmes  like NHS Citizen point the way,  but  we also 
commit to four further actions to build on the energy and compassion that
exists in communities across England. These are better support for carers;
creating new options for health-related  volunteering;  designing easier
ways for voluntary organisations to  work alongside the NHS;  and using
the role of the NHS as an employer to achieve wider health goals. 

Supporting carers. Two thirds of patients admitted to hospital are over 65, 
and more than a quarter of hospital inpatients have dementia. The five 
and a half million carers in England make a critical and underappreciated
contribution not only  to  loved ones, neighbours  and  friends, but to the
very sustainability  of the NHS itself.  We  will  find new ways  to  support
carers, building on the new rights created by the Care Act, and especially
helping the most vulnerable amongst  them – the approximately 225,000 
young carers and the 110,000 carers who are themselves aged over 85.
This will include working with voluntary organisations and GP practices
to identify them and provide better support. For NHS staff, we will look to
introduce  flexible working arrangements for those with  major  unpaid
caring responsibilities. 

Encouraging community volunteering. Volunteers are crucial in both 
health and social care. Three million volunteers already make a critical
contribution to the provision of health and social care in England; for
example, the Health Champions programme of trained volunteers that
work across  the  NHS  to  improve  its reach and effectiveness.  The Local 
Government  Association has made  proposals that volunteers, including
those who help care for the elderly, should receive a 10% reduction in 
their council tax bill, worth up to £200 a year. We support testing 
approaches like that, which could be extended to those who volunteer in
hospitals and other parts of the NHS. The NHS can go further, accrediting
volunteers and devising ways to help them become part of the extended
NHS  family – not  as  substitutes  for  but  as partners  with our skilled 
employed staff. For example, more than 1,000 “community first 
responders”  have been  recruited  by Yorkshire Ambulance in  more  rural 
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areas  and  trained  in basic life  support. New roles which have  been 
proposed could include family  and carer  liaison, educating people in the 
management of long-term conditions and helping with vaccination 
programmes. We also intend to work with carers organisations to support
new volunteer programmes that could provide emergency help when
carers themselves  face a crisis  of  some  kind,  as well  as better matching
volunteers to the roles where they can add most value. 

Stronger partnerships with charitable and voluntary sector organisations. 
When funding is  tight, NHS,  local  authority  and  central  government
support for charities and voluntary  organisations  is put under  pressure.
However these voluntary organisations often have an impact well beyond
what statutory services alone can achieve. Too often the NHS conflates the 
voluntary sector with the idea of volunteering, whereas these 
organisations provide a rich range of activities, including information,
advice, advocacy and they deliver vital services with paid expert staff.
Often they are better able to reach underserved groups, and are a source
of advice for commissioners on particular needs.  So in addition to other 
steps the NHS will take, we will seek to reduce the time and complexity
associated with securing local NHS funding by developing a short national
alternative to the standard NHS contract where grant funding may be 
more appropriate than  burdensome contracts,  and  by encouraging  
funders to commit to multiyear funding wherever possible. 

The NHS as a local employer. The NHS is committed to making substantial
progress in ensuring that the boards and leadership of NHS organisations
better reflect the diversity of the local communities they  serve, and that
the NHS provides supportive and non-discriminatory ladders of 
opportunity for all its staff, including those from black and minority ethnic
backgrounds. NHS employers will  be expected  to lead  the  way  as  
progressive  employers,  including for example by  signing  up to  efforts 
such as  Time to  Change which  challenge mental  health stigma  and  
discrimination. NHS employers also have the opportunity to be more
creative in offering supported job opportunities to ‘experts by experience’
such as people with learning disabilities who can help drive the kind of
change in culture and services that the Winterbourne View scandal so
graphically demonstrated is needed. 

The NHS as a social movement 

None of these initiatives and commitments by themselves will be the
difference between success and failure over the next five years. But 
collectively and cumulatively they  and  others like  them will  help shift
power to patients and citizens, strengthen communities, improve health
and wellbeing, and—as a by-product—help moderate rising demands on
the NHS. 

So rather  than being seen  as the ‘nice to  haves’  and the ‘discretionary 
extras’, our conviction is that these sort of partnerships and initiatives are 
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in fact precisely the sort of ‘slow burn, high impact’ actions that are now 
essential. 

They in  turn need to  be  matched by  equally radical action  to transform
the way NHS care is provided. That is the subject of the next chapter. 

BOX 2.2: SUPPORT FOR PEOPLE WITH DEMENTIA 

About 700,000 people in England are estimated to have dementia, many 
undiagnosed. Perhaps one in three people aged over 65 will develop 
dementia before they die. Almost 500,000 unpaid carers look after people  
living with dementia. The NHS is making a national effort to increase the  
proportion of people with dementia who are able to get a formal diagnosis 
from under half, to two thirds of people affected or more. Early diagnosis 
can prevent crises, while treatments are available that may slow 
progression of the disease. 

For those that are diagnosed with dementia, the NHS’ ambition over the 
next five years is to offer a consistent standard of support for patients newly 
diagnosed with dementia, supported by named clinicians or advisors, with 
proper care plans developed in partnership with patients and families; and 
the option of personal budgets, so that resources can be used in a way that 
works best for individual patients. Looking further ahead, the government 
has committed new funding to promote dementia research and treatment. 

But the dementia challenge calls for a broader coalition, drawing together 
statutory services, communities and businesses. For example, Dementia 
Friendly Communities – currently being developed by the Alzheimer’s 
Society – illustrate how, with support, people with dementia can continue to 
participate in the life of their community. These initiatives will have our full 
support—as will local dementia champions, participating businesses and 
other organisations. 
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CHAPTER THREE    
What will the future look like? New models of 
care 

The traditional divide between primary care, community services, and
hospitals - largely unaltered since the birth of the NHS - is increasingly a
barrier to the personalised and coordinated health services patients need. 
And just as GPs and hospitals tend to be rigidly demarcated, so too are
social care and mental health services even though people increasingly
need all three.  

Over the next  five years  and beyond  the  NHS  will increasingly  need to 
dissolve these traditional boundaries. Long  term conditions  are now a
central task of the NHS; caring for these needs requires a partnership with
patients over the long term rather than providing single, unconnected
‘episodes’ of care.  As a result there is now quite wide consensus on the
direction we will be taking. 

x	 Increasingly we need to manage systems – networks of care – not just
organisations. 

x	 Out-of-hospital care needs to become a much larger part of what the
NHS does. 

x	 Services need to  be integrated  around the patient.  For  example  a 
patient with cancer needs their mental health and social care 
coordinated around them. Patients with mental illness need their 
physical health addressed at the same time. 

x	 We should learn  much  faster from  the  best examples, not just  from 
within the UK but internationally. 

x	 And as we introduce them, we need to evaluate new care models to 
establish which produce the best experience for patients and the best
value for money. 

Emerging models 

In recent years parts of the NHS have begun doing elements of this. The 
strategic plans developed by local areas show that in some places the
future is already emerging. For example: 

In Kent, 20  GPs  and  almost 150 staff  operate  from three  modern  sites 
providing many of the tests, investigations, minor injuries and minor
surgery  usually provided  in hospital. It  shows  what can be  done when
general practice operates at scale. Better results, better care, a better
experience for patients and significant savings. 

In Airedale, nursing and residential homes are linked by secure video to
the  hospital allowing consultations with  nurses and consultants  both in 
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and out of normal hours - for everything from cuts and bumps to diabetes
management to the onset of confusion. Emergency admissions from these
homes have been reduced by 35% and A&E attendances by 53%. 
Residents rate the service highly. 

In Cornwall, trained volunteers  and  health and social  care professionals 
work side-by-side to support patients with long term conditions to meet
their own health and life goals.  

In Rotherham, GPs and community matrons work with advisors who
know what voluntary services are available for patients with long term 
conditions. This “social prescribing service” has cut the need for visits to
accident and emergency, out-patient appointments and hospital 
admissions. 

In London, integrated care pioneers that combine NHS, GP and social care
services have improved services for patients, with fewer people moving
permanently  into nursing care  homes.  They  have also  shown  early 
promise in reducing emergency admissions. Greenwich has saved nearly 
£1m  for  the  local  authority  and  over 5%  of community health  
expenditure. 

All of these approaches seem to improve the quality of care and patients’ 
experience. They also deliver better value for money; some may even cut
costs. They are pieces of the jigsaw that will make up a better NHS.  But
there are too few of them, and they are too isolated. Nowhere do they
provide the full picture of a 21st century NHS that  has  yet  to emerge.
Together they describe the way the NHS of the future will look. 

One size fits all? 

So to meet the changing needs of patients, to capitalise on the 
opportunities presented by new technologies and treatments, and to
unleash system efficiencies more widely, we intend to support and 
stimulate the creation of a number of major new care models that can be
deployed in different combinations locally across England. 

However  England  is too  diverse – both  in its population  and  its current
health services – to pretend that a single new model of care should apply
everywhere. Times have changed since the last such major blueprint, the
1962 Hospital Plan for England and Wales. What’s right for Cumbria won’t 
be right for Coventry; what makes sense in Manchester and in Winchester
will be different.  

But that doesn’t mean there are an infinite number of new care models. 
While the answer is not one-size-fits-all, nor is it simply to let ‘a thousand 
flowers bloom’. Cumbria and Devon and Northumberland have quite a lot
in common in designing their NHS of the future. So do the hospitals on the 
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outer  ring around  Manchester and the outer ring  around London.  So do 
many other parts of the country.  

That’s why our approach will  be to identify the characteristics of similar
health  communities across  England, and then  jointly  work with  them to
consider which of the new options signalled by this Forward View 
constitute viable  ways forward for their local health  and  care  services
over the next five years and beyond. 

In all cases however one of the most important changes will be to expand
and  strengthen primary  and ‘out  of hospital’ care. Given the pressures 
that GPs are under,  this is  dependent  on several immediate  steps to
stabilise general practice – see Box 3.1. 

BOX 3.1: A new deal for primary care 

General practice, with its registered list and everyone having access to a  
family doctor, is one of the great strengths of the NHS, but it is under severe 
strain. Even as demand is rising, the number of people choosing to become a 
GP is not keeping pace with the growth in funded training posts - in part 
because primary care services have been under-resourced compared to 
hospitals. So over the next five years we will invest more in primary care.  
Steps we will take include: 

x Stabilise core funding for general practice nationally over the next two 
years while an independent review is undertaken of how resources are 
fairly made available to primary care in different areas. 

x Give GP-led Clinical Commissioning Groups (CCGs) more influence over 
the wider NHS budget, enabling a shift in investment from acute to 
primary and community services. 

x Provide new funding through schemes such as the Challenge Fund to 
support new ways of working and improved access to services. 

x Expand as fast as possible the number of GPs in training while training 
more community nurses and other primary care staff. Increase 
investment in new roles, and in returner and retention schemes and 
ensure that current rules are not inflexibly putting off potential 
returners.  

x Expand funding to upgrade primary care infrastructure and scope of 
services. 

x Work with CCGs and others to design new incentives to encourage new 
GPs and practices to provide care in under-doctored areas to tackle 
health inequalities. 

x Build the public’s understanding that pharmacies and on-line resources 
can help them deal with coughs, colds and other minor ailments without 
the need for a GP appointment or A&E visit. 
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Here we set out details of the principal additional care models over  and
above the status quo which we will be promoting in England over the next
five years.  

New care model – Multispecialty Community Providers (MCPs) 

Smaller independent GP practices will continue in their current form
where patients and GPs want that. However, as the Royal College of
General  Practitioners  has  pointed  out, in  many areas primary care is
entering the next  stage  of its evolution.  As GP  practices  are  increasingly
employing salaried and sessional doctors, and as women now comprise
half of GPs, the traditional model has been evolving.  

Primary care of the future will build on the traditional strengths of ‘expert
generalists’, proactively targeting services at registered patients with
complex ongoing needs such as the frail elderly or those with chronic
conditions, and working much more intensively with these patients.
Future  models  will  expand the leadership  of primary  care  to include
nurses, therapists and other community based professionals. It could also
offer some care in fundamentally different ways,  making  fuller  use of
digital technologies, new skills and roles, and offering greater 
convenience for patients. 

To offer this  wider scope of services, and enable new ways of  delivering
care,  we will  make it  possible for extended  group  practices  to  form – 
either as federations, networks or single organisations. 

These  Multispecialty Community Providers (MCPs)  would  become the 
focal point for a far wider range of care needed by their registered
patients.  

x As larger group practices they could in future begin employing 
consultants  or take  them on  as partners, bringing  in senior  nurses,
consultant physicians, geriatricians, paediatricians and psychiatrists 
to work alongside community nurses, therapists, pharmacists, 
psychologists, social workers, and other staff. 

x These practices would shift the majority of outpatient consultations
and ambulatory care out of hospital settings. 

x They could take over the running of local community hospitals which
could substantially expand their diagnostic services as well as other
services such as dialysis and chemotherapy. 

x GPs and specialists  in the group could be credentialed in some cases 
to directly admit their patients into acute hospitals, with out-of-hours 
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inpatient  care being supervised  by a new  cadre of  resident  
‘hospitalists’ – something that already happens in other countries. 

x They could in time take on delegated responsibility for managing the 
health service budget for their registered patients.  Where funding is 
pooled with local authorities, a combined health and social care 
budget could be delegated to Multispecialty Community Providers. 

x These new models would also draw on the ‘renewable energy’ of 
carers, volunteers and patients themselves, accessing hard-to-reach
groups and taking new approaches to changing health behaviours. 

There are already a number of practices embarking on this journey,
including  high profile examples  in the  West  Midlands,  London and 
elsewhere. For example,  in Birmingham, one partnership has brought 
together 10 practices employing 250 staff to serve about 65,000 patients
on 13 sites. It will shortly have three local hubs with specialised GPs that
will link in community and social care  services  while providing central
out-of-hours services using new technology. 

To  help  others who want  to evolve  in this  way, and to  identify  the most
promising models that can be spread elsewhere, we will work with 
emerging practice groups to address barriers to change, service models,  
access to  funding, optimal use of  technology,  workforce  and  
infrastructure. As with the other models discussed in this section, we will
also test  these  models with  patient  groups and our voluntary sector 
partners. 

New care model – Primary and Acute Care Systems (PACS) 

A range of contracting and organisational forms are now being used to
better integrate care, including lead/prime providers and joint ventures. 

We will  now  permit a new variant of  integrated care  in some  parts of 
England  by allowing single  organisations  to provide NHS list-based GP
and hospital services, together with mental health and community care
services. 

The leadership to bring about these ‘vertically’ integrated Primary and
Acute Care Systems (PACS) may be generated from different places in
different local health economies. 

x In some circumstances – such as in deprived urban communities
where local general practice is under strain and GP recruitment is
proving  hard –  hospitals will  be permitted to  open their  own GP
surgeries with registered lists. This would allow the accumulated 
surpluses and investment powers of NHS Foundation Trusts to kick-
start  the  expansion  of new style primary care  in areas with  high 
health inequalities. Safeguards will be needed to ensure that they do 
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this in  ways that  reinforce  out-of-hospital care, rather than general
practice simply becoming a feeder for hospitals still providing care in
the traditional ways. 

x In other circumstances, the next stage in the development of a mature
Multispecialty Community Provider (see section above) could be that
it takes over the running of its main district general hospital. 

x At their most  radical, PACS  would  take accountability  for  the  whole
health needs  of a registered  list of  patients,  under  a  delegated 
capitated budget - similar to the Accountable Care Organisations that
are emerging in Spain, the United States, Singapore, and a number of
other countries. 

PACS models are complex. They take time and technical expertise to
implement. As with any model there are also potential unintended side
effects that need to be managed. We will work with a small number of
areas to test these approaches with the aim of developing prototypes that
work,  before promoting the most  promising  models for adoption  by the
wider NHS. 

New care model - urgent and emergency care networks 

The care that people receive in England’s Emergency Departments is, and
will  remain,  one  of the yardsticks  by which the  NHS as  a  whole  will be 
judged. Although both quality and access have improved markedly over
the years, the mounting pressures on these hospital departments
illustrate the need to transition to a more sustainable model of care. 

More and  more  people  are using A&E – with  22 million visits  a  year.
Compared to  five years  ago,  the  NHS  in England handles around  3,500
extra attendances every single day, and in many places, A&E is running at
full stretch. However, the 185 hospital emergency departments in 
England  are  only a part  of the urgent  and  emergency  care  system.  The  
NHS responds to more than 100 million urgent calls or visits every year.  

Over the next  five years,  the  NHS  will  do far better  at organising and
simplifying the system. This will mean: 

Helping patients get the right care, at the right time, in the right place,
making more appropriate use of primary care, community mental
health teams, ambulance services and community pharmacies, as well
as the 379 urgent care centres throughout the country. This will partly
be achieved by evening and weekend access to GPs or nurses working
from community bases equipped to provide a much greater range of 
tests and treatments; ambulance services empowered to make more
decisions, treating  patients and making  referrals in  a  more flexible 
way; and far greater use of pharmacists. 
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x Developing networks of linked hospitals that ensure patients with the
most serious needs get to specialist emergency centres - drawing on
the success of major trauma centres, which have saved 30% more of
the lives of the worst injured. 

x Ensuring that  hospital patients  have access  to seven day services 
where this makes a clinical difference to outcomes. 

x Proper funding and integration of mental health crisis services, 
including liaison psychiatry. 

x A strengthened clinical triage and advice service that links the system
together and helps patients navigate it successfully. 

x New ways of measuring the quality of the urgent and emergency
services; new funding arrangements; and new responses to the 
workforce requirements that will make these new networks possible.  

New care model – viable smaller hospitals 

Some commentators have argued that smaller district general hospitals 
should be merged and/or closed.  In fact, England already has one of the
more centralised hospital models amongst advanced health systems. It is
right that these hospitals should not be providing complex acute services
where there is evidence that high volumes are associated with high
quality. And some services and buildings will  inevitably and rightly need
to be  re-provided  in other locations - just  as they  have done  in the past
and will continue to be in every other western country. 

However to help sustain local hospital services where the best clinical
solution is affordable, has the support of local commissioners and 
communities, we will now take three sets of actions. 

First,  NHS  England and Monitor will  work together  to consider  whether 
any adjustments are needed to the NHS payment regime to reflect the
costs of delivering safe and efficient services for smaller providers relative 
to larger ones.  The latest  quarterly  figures  show that  larger foundation  
trusts had EBITDA margins of 5% compared to -0.4% for smaller 
providers. 

Second, building on the earlier work of Monitor looking at the costs of
running smaller hospitals, and on the Royal College of Physicians Future
Hospitals initiative, we will work with those hospitals to examine new
models of  medical  staffing and other ways  of achieving sustainable cost
structures. 

Third, we  will  create  new organisational  models for smaller acute 
hospitals that enable them to gain the benefits of scale without necessarily
having to centralise services. Building on the recommendations of the 
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forthcoming Dalton Review, we intend to promote at least three new 
models: 

x In one model, a local acute hospital might share management either of
the whole institution or of their ‘back office’ with other similar 
hospitals not necessarily located in  their  immediate  vicinity.  These 
type of ‘hospital chains’ already operate in places such as Germany
and Scandinavia. 

x In another new model, a smaller local hospital might have some of its
services on  a  site provided  by another specialised provider  –  for 
example Moorfields eye hospital operates in 23 locations in London
and  the  South  East.  Several cancer  specialist providers are also 
considering providing services on satellite sites. 

x And as indicated in the PACS model above, a further new option is that
a local acute hospital and its local primary and  community services
could form an integrated provider. 

New care model - specialised care 

In some services there is a compelling case for greater concentration of 
care.  In these services there is a strong relationship between the number
of patients and the quality of care, derived from the greater experience 
these more practiced clinicians have, access to costly specialised facilities 
and  equipment, and the greater  standardisation of  care that  tends to 
occur. For example,  consolidating  32  stroke units to  8  specialist ones in
London achieved a 17% reduction in 30-day mortality and a 7% reduction 
in patient length of stay. 

The evidence suggests that similar benefits could be had for most 
specialised surgery, and some cancer and other services.  For example, in
Denmark reducing by two thirds the number of hospitals that perform
colorectal cancer surgery has improved post-operative mortality after 2
years by 62%.  In Germany, the highest volume centres that treat prostate
cancer have substantially fewer complications. The South West London 
Elective Orthopaedic Centre achieves lower post-operative complication
rates than do many hospitals which operate on fewer patients. 

In services where the relationship between quality and patient volumes is 
this strong,  NHS England will  now  work with  local  partners to  drive
consolidation through a programme of three-year rolling reviews. We will 
also look  to these specialised providers to  develop  networks of services
over a geography, integrating different organisations and services around
patients, using innovations such as prime contracting and/or delegated
capitated  budgets.  To  take one example:  cancer.  This would enable 
patients to have chemotherapy, support and follow up care in their local 
community hospital or primary care facility, whilst having access to 
world-leading  facilities for their  surgery and radiotherapy.  In line with 
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the  UK Strategy  for  Rare Diseases, we  will  also explore establishing 
specialist centres for rare diseases to improve the coordination of care for their 
patients. 

New care model - modern maternity services 

Having a baby  is the most  common reason  for  hospital admission  in
England. Births are up by almost a quarter in the last decade,  and are at
their highest in 40 years.  

Recent research shows that for low risk pregnancies babies born at
midwife-led units or at home did as well as babies born in obstetric units,
with fewer interventions. Four out of five women live within a 30 minute 
drive of both an obstetric unit and a midwife-led unit, but research by the
Women’s Institute and the National Childbirth Trust suggests that while
only a quarter of  women want to give birth in a  hospital obstetrics unit, 
over 85% actually do so. 

To ensure maternity services develop in a safe, responsive and efficient
manner, in addition to other actions underway – including increasing 
midwife numbers - we will: 

x Commission a review of future  models for maternity units,  to report
by next  summer,  which  will  make recommendations on  how best to
sustain and develop maternity units across the NHS. 

x Ensure that tariff-based NHS funding supports the choices women
make, rather than constraining them. 

x As a result, make it easier for groups of midwives to set up their own
NHS-funded midwifery services. 

New care model – enhanced health in care homes  

One in six people aged 85 or over are living permanently in a care home.
Yet  data suggest that  had  more active  health and rehabilitation support
been available, some people discharged from hospital to care homes could
have avoided permanent admission.  Similarly, the Care  Quality
Commission and the British Geriatrics  Society  have shown  that  many 
people with dementia living in care homes are not getting their health
needs regularly assessed and met. One consequence is avoidable 
admissions to hospital. 

In partnership with local authority social services departments, and using
the opportunity created by the establishment of the Better Care Fund, we
will  work with the NHS locally and the care home sector to develop new
shared models of in-reach support, including medical reviews, medication
reviews, and rehab services. In  doing  so we  will  build  on the success of 
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models which have been shown to improve quality of life, reduce hospital
bed use by a third, and save significantly more than they cost. 

How will we support the co-design and implementation of these new 
care models? 

Some parts of the country will be able to continue commissioning and
providing high quality and affordable health services using their current
care models, and without any adaptation along the lines described above. 

However, previous versions of local ‘five year plans’ by provider trusts
and  CCGs  suggest that  many areas will  need to  consider new options if
they are to  square the  circle  between  the  desire to  improve  quality,
respond  to rising  patient  volumes, and live  within the expected local
funding. 

In some places, including major conurbations, we therefore expect several
of these alternative models to evolve in parallel. 

In other geographies it may make sense for local communities to discuss 
convergence  of care  models for the future. This  will  require  a  new 
perspective where leaders look beyond their individual organisations’ 
interests and towards the future development of whole health care
economies - and are rewarded for doing so. 

It will also require a new type of partnership between national bodies and
local  leaders. That  is because to  succeed in  designing  and  implementing
these new care models, the NHS locally will need national bodies jointly to
exercise discretion in the application of their payment rules, regulatory 
approaches, staffing models and other policies, as well as possibly 
providing technical and transitional support. 

We will therefore now work with local communities and leaders to 
identify what changes are needed in how national and local organisations 
best work together, and will jointly develop:  

x Detailed prototyping of each of the new care models described above, 
together with any others that may be proposed that offer the potential
to deliver the necessary transformation  - in each  case identifying
current exemplars, potential benefits, risks and transition costs. 

x A shared method of assessing the characteristics of each health 
economy, to help inform local choice of preferred models, promote
peer learning with similar areas, and allow joint intervention in health
economies that are furthest from where they need to be. 

x National and regional expertise and support to implement care model
change rapidly and at  scale.  The NHS is  currently  spending several 
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hundred million pounds on bodies that directly or indirectly could
support  this work, but the way in  which  improvement  and  clinical 
engagement happens can be  fragmented and unfocused.  We will  
therefore create greater alignment in the work of strategic clinical
networks, clinical senates, NHS IQ, the NHS Leadership Academy and
the Academic Health Science Centres and Networks. 

x	 National flexibilities in  the  current regulatory, funding and pricing 
regimes to assist local areas to transition to better care models. 

x	 Design of a model to help pump-prime and ‘fast track’ a cross-section 
of the new care  models.  We will  back the plans likely  to have  the
greatest impact for patients, so that by the end of the next Parliament
the  benefits and costs of  the  new  approaches are clearly
demonstrable, allowing informed decisions about future investment 
as the economy improves. This pump-priming model could also 
unlock assets  held by  NHS  Property Services, surplus  NHS property
and support Foundation Trusts that decide to use accrued savings on
their balance sheets to help local service transformation. 

BOX 3.2:  FIVE YEAR AMBITIONS FOR MENTAL HEALTH 

Mental illness is the single largest cause of disability in the UK and each year 
about one in four people suffer from a mental health problem. The cost to 
the economy is estimated to be around £100 billion annually – roughly the 
cost of the entire NHS. Physical and mental health are closely linked – 
people with severe and prolonged mental illness die on average 15 to 20 
years earlier than other people – one of the greatest health inequalities in 
England. However only around a quarter of those with mental health 
conditions are in treatment, and only 13 per cent of the NHS budget goes on 
such treatments when mental illness accounts for almost a quarter of the 
total burden of disease. 

Over the next five years the NHS must drive towards an equal response to 
mental and physical health, and towards the two being treated together. We 
have already made a start, through the Improving Access to Psychological 
Therapies Programme – double the number of people got such treatment 
last year compared with four years ago. Next year, for the first time, there 
will be waiting standards for mental health. Investment in new beds for 
young people with the most intensive needs to prevent them being admitted 
miles away from where they live, or into adult wards, is already under way, 
along with more money for better case management and early intervention. 

This, however, is only a start. We have a much wider ambition to achieve 
genuine parity of esteem between physical and mental health by 2020. 
Provided new funding can be made available, by then we want the new 
waiting time standards to have improved so that 95 rather than 75 per cent 
of people referred for psychological therapies start treatment within six 
weeks and those experiencing a first episode of psychosis do so within a 
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fortnight. We also want to expand access standards to cover a 
comprehensive range of mental health services, including children’s services, 
eating disorders, and those with bipolar conditions. We need new 
commissioning approaches to help ensure that happens, and extra staff to 
coordinate such care. Getting there will require further investment. 
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CHAPTER FOUR 

How will we get there?
 

This ‘Forward View’ sets out a clear direction for the NHS – showing why
change is needed and what it will look like. Some of what is needed can be 
brought about by the NHS itself.  Other actions require new partnerships
with local communities, local authorities and employers. Some critical 
decisions – for example on investment, on local reconfigurations, or on
various public health measures – need the explicit support of the elected
government. 

So in addition to the strategies we have set out earlier in this document
we also believe these complementary approaches are needed, and we will
play our full part in achieving them: 

We will back diverse solutions and local leadership 

As a nation we’ve just taken the unique step anywhere in the world of
entrusting frontline clinicians with two thirds – £66 billion – of our health
service funding. Many CCGs are now harnessing clinical insight and
energy to drive change in their local health systems in a way that frankly
has not been achievable before now. NHS England intends progressively
to offer  them more  influence  over the total NHS budget  for  their local
populations, ranging from primary to specialised care.  

We will  also work  with  ambitious local areas to  define  and champion a
limited number of models of joint commissioning between the NHS and
local government. These will include Integrated Personal Commissioning 
(described in  chapter  two) as  well  as Better  Care Fund-style  pooling
budgets for specific services where appropriate, and under specific
circumstances possible full joint management of social and health care
commissioning, perhaps  under the leadership  of  Health  and  Wellbeing
Boards. However, a proper evaluation of the results of the 2015/16 BCF is
needed before any national decision is made to expand the Fund further. 

Furthermore, across the NHS we detect no appetite for a wholesale
structural reorganisation. In particular, the tendency over many decades 
for government  repeatedly to tinker with the number and functions of the
health authority / primary care trust / clinical commissioning group tier
of the NHS needs  to stop. There is  no ‘right’ answer  as to  how  these 
functions are arranged – but there is a wrong answer, and that is to keep 
changing your  mind.  Instead, the default  assumption  should be  that
changes in local organisational configurations should arise only from local
work to develop the new care models described in chapter three, or  in
response to clear local failure and the resulting implementation of ‘special 
measures’. 
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We will provide aligned national NHS leadership 

NHS England, Monitor, the NHS Trust Development Authority, the Care
Quality  Commission,  Health Education England,  NICE and Public  Health
England  have distinctive national  duties laid  on them  by statute, and
rightly so. However in their individual work with the local NHS there are
various ways in which more action in concert would improve the impact
and reduce the burden on frontline services. Here are some of the ways in
which we intend to develop our shared work as it affects the local NHS: 

x	 Through a combined work programme to support the development of 
new local care models, as set out at the end of chapter three. In 
addition to national statutory bodies, we will collaborate with patient
and voluntary sector organisations in developing this programme. 

x	 Furthermore, Monitor, TDA and NHS England will work together to
create greater alignment between their respective local assessment, 
reporting and intervention regimes for Foundation Trusts, NHS trusts, 
and CCGs, complementing the work of CQC and HEE. This will include 
more joint working at  regional and local level,  alongside  local  
government,  to develop a whole-system,  geographically-based  
intervention regime where appropriate. NHS England will also 
develop a new risk-based CCG assurance regime that will  lighten the
quarterly assurance reporting burden from high performing CCGs,
while  setting out a new ‘special  measures’  support  regime for those 
that are struggling. 

x	 Using  existing flexibilities and discretion, we  will  deploy national
regulatory, pricing and funding regimes to support change in specific
local areas that is in the interest of patients. 

x	 Recognising the ultimate responsibilities of individual NHS boards for
the quality and safety of the care being provided by their organisation, 
there is however also value in a forum where the key NHS oversight
organisations can come together regionally and nationally to share 
intelligence, agree action and monitor overall assurance on quality. The 
National Quality Board provides  such a forum,  and  we intend  to  re-
energise it under the leadership of the senior clinicians (chief medical
and nursing officers / medical and nursing directors / chief inspectors
/ heads of profession) of  each of  the national NHS leadership bodies
alongside CCG leaders, providers, regulators and patient and lay 
representatives. 

We will support a modern workforce 

Health care depends on people — nurses, porters consultants and 
receptionists, scientists and therapists and many others. We can design 
innovative new care  models,  but  they simply  won’t  become a reality
unless we  have a workforce with  the  right  numbers,  skills, values and 
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behaviours to deliver it.  That’s  why ensuring the NHS becomes a better
employer is  so  important:  by supporting  the  health and wellbeing of
frontline  staff; providing safe, inclusive  and non-discriminatory
opportunities; and supporting employees to raise concerns, and ensuring
managers quickly act on them.  

Since 2000, the workforce has grown by 160,000 more whole-time 
equivalent clinicians. In the past year alone staff numbers at Foundation
Trusts are up by 24,000 – a 4% increase. However, these increases have 
not fully reflected changing patterns of demand. Hospital consultants have
increased  around three  times faster  than GPs and there has been an  
increasing trend towards a more  specialised  workforce, even  though 
patients with multiple conditions would benefit from a more holistic
clinical approach. And we have yet to see a significant shift from acute to
community sector based working – just a 0.6% increase in the numbers of 
nurses working in the community over the past ten years. 

Employers are responsible for ensuring they have sufficient staff with the
right  skills to  care for their patients.  Supported by  Health  Education
England, we will address immediate gaps in key areas. We will put in
place new measures to support employers to retain and develop their
existing staff, increase productivity and reduce the waste of skills and 
money. We will consider the most appropriate employment arrangements
to enable  our  current staff  to work  across organisational  and  sector 
boundaries. HEE will work with employers, employees and 
commissioners to identify the education and training needs of our current
workforce, equipping them with the skills and flexibilities to deliver the
new models of care, including the development of transitional roles. This 
will  require  a  greater  investment in  training for existing  staff, and the
active engagement of clinicians and managers who are best placed to
know what support they need to deliver new models of care. 

Since it takes time to train skilled staff (for example, up to thirteen years
to train a consultant), the risk is that the NHS will lock itself into outdated
models of delivery unless we radically alter the way in which we plan and
train our workforce. HEE will therefore work with its statutory partners
to commission and expand new health and care roles, ensuring we have a
more flexible workforce that can provide high quality care wherever and
whenever the patient needs it. This work will be taken forward through 
the HEE’s leadership of the implementation of the Shape of Training
Review for the medical profession and the Shape of Care Review for the
nursing profession, so that we can ‘future proof’ the NHS against the 
challenges to come. 

More generally, over the next several years, NHS employers and staff and 
their representatives will need to consider how working patterns and pay
and terms and conditions can best evolve to fully reward high 
performance,  support  job and service redesign, and encourage  
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recruitment and retention in parts of the country and in occupations
where vacancies are high. 

We will exploit the information revolution 

There have been three major economic transitions in human history – the
agricultural revolution, the industrial revolution, and now the information
revolution. But most countries’ health care systems have been slow to
recognise and capitalise on the opportunities presented by the 
information revolution. For example, in Britain 86% of adults use the
internet but only 2% report using it to contact their GP. 

While the NHS is a world-leader in primary care computing and some 
aspects of our national health infrastructure (such as NHS Choices which 
gets 40  million visits  a  month, and the  NHS  Spine which  handles  200 
million interactions a month), progress on hospital systems has been slow
following the  failures  of the previous  ‘connecting  for  health’  initiative. 
More generally, the NHS is not yet exploiting its comparative advantage as 
a population-focused national service, despite the fact that our spending
on health-related IT has grown rapidly over the past decade or so and is 
now broadly at the levels that might be expected looking at comparable
industries and countries. 

Part of why progress has not been as fast as it should have been is that the
NHS has oscillated between two opposite approaches to information
technology adoption  –  neither  of which now makes sense.  At times we 
have tried highly centralised national procurements and implementations. 
When they  have failed  due  to lack  of local engagement  and  lack  of
sensitivity to local circumstances, we have veered to the opposite extreme
of ‘letting a thousand flowers bloom’. The result  has  been systems that 
don’t talk to each other, and a failure to harness the shared benefits that
come from interoperable systems. 

In future we intend to take a different approach. Nationally we will focus
on the key systems that provide the ‘electronic glue’ which enables 
different parts of the health service to work together. Other systems will
be for the local NHS to  decide upon  and  procure, provided  they  meet
nationally specified interoperability and data standards. 

To lead this sector-wide approach a National Information Board has been
established which brings together organisations from across the NHS,
public health, clinical science, social care, local government and public
representatives. To advance the implementation of this Five Year Forward
View,  later  this financial year  the  NIB  will publish a  set of  ‘road maps’
laying out who will  do what  to transform digital  care. Key elements will 
include: 

x Comprehensive transparency of performance data – including the
results of treatment and what patients and carers say – to help health 
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professionals see how they are performing compared to others and 
improve; to help patients make informed choices; and to help CCGs
and NHS England commission the best quality care. 

x An expanding set of NHS accredited health apps that patients will be 
able to use to organise and manage their own health and care; and the
development of partnerships with the voluntary sector and industry
to support digital inclusion. 

x Fully interoperable electronic health records so that patients’ records 
are largely paperless. Patients will have full access to these records,
and be able to write into them. They will retain the right to opt out of
their record being shared electronically. The NHS number, for safety
and  efficiency reasons,  will  be used  in all  settings, including social  
care. 

x Family doctor appointments and electronic and repeat prescribing 
available routinely on-line everywhere. 

x Bringing together  hospital,  GP,  administrative and audit data  to 
support the quality improvement,  research,  and  the  identification of
patients who  most need  health  and social  care support.  Individuals 
will be able to opt out of their data being used in this way. 

x Technology – including smartphones - can be a great leveller and,
contrary to some perceptions, many older people use the internet.
However, we will take steps to ensure that we build the capacity of all
citizens to access information, and train our staff so that they are able 
to support those who are unable or unwilling to use new technologies. 

We will accelerate useful health innovation 

Britain has a track record of discovery and innovation to be proud of. 
We’re the nation that has helped give humanity antibiotics, vaccines,
modern nursing,  hip  replacements,  IVF,  CT  scanners and breakthrough
discoveries from the circulation of blood to the DNA double helix—to 
name just a few. These have benefited not only our patients, but also the
British  economy  –  helping  to make  us a leader  in a growing part of  the  
world economy. 

Research is vital in providing the evidence we need to transform services
and improve outcomes. We will continue to support the work of the 
National Institute for Health Research (NIHR) and the network of 
specialist clinical research facilities in the NHS.  We will also develop the
active collection and use of health outcomes data, offering patients the
chance to participate in research; and, working with partners, ensuring
use of NHS clinical assets to support research in medicine. 
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We should be both optimistic and ambitious for the further advances that
lie within our reach. Medicine is becoming more tailored to the individual;
we are moving from one-size-fits-all  to personalised care offering higher
cure rates and fewer  side  effects.  That’s  why, for example,  the NHS and
our partners have begun a ground-breaking new initiative launched by
the Prime Minister which will decode 100,000 whole genomes within the
NHS.  Our clinical  teams  will  support  this applied  research to  help
improve diagnosis and treatment of rare diseases and cancers. 

Steps we will take to speed innovation in new treatments and diagnostics
include: 

x The NHS has the opportunity radically to cut the costs of conducting
Randomised Controlled Trials (RCTs), not only by streamlining
approval processes but also by harnessing clinical technology. We will
support the rollout of the Clinical Practice Research Datalink, and
efforts to enable its use to support observational studies and quicker
lower  cost RCTs  embedded  within routine general practice  and  
clinical care. 

x In some cases it will be hard to test new treatment approaches using 
RCTs because the populations affected are too small.  NHS England 
already  has  a  £15m a year  programme, administered  by NICE, now
called “commissioning through evaluation” which examines real 
world clinical evidence in the absence of full trial data. At a time when 
NHS  funding  is constrained it  would  be difficult to  justify  a  further
major  diversion  of resources from  proven care  to treatments  of
unknown cost effectiveness. However, we will explore how to expand
this programme and the  Early  Access to  Medicines  programme  in
future years.  It will be easier if the costs of doing so can be supported
by those manufacturers who would like their products evaluated in
this way. 

x A smaller proportion of new devices and equipment go through
NICE’s assessment process than do pharmaceuticals. We will work
with NICE to expand work on devices and equipment and to support 
the best approach to rolling out high value innovations—for example,
operational pilots to generate evidence on the real world financial and
operational impact on services—while decommissioning outmoded
legacy technologies and treatments to help pay for them. 

x The Department of Health-initiated Cancer Drugs Fund has expanded 
access to  new  cancer medicines.  We expect  over the next  year to  
consult  on a new approach  to converging  its  assessment and  
prioritisation processes with a revised approach from NICE. 

x 
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The average time it takes to translate a discovery into clinical practice
is however often too slow. So as well as a commitment to research, we 
are committed to accelerating the quicker adoption of cost-effective
innovation - both medicines and medtech. We will explore with 
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partners—including patients and voluntary sector organisations—a 
number of new mechanisms for achieving this. 

Accelerating innovation in new ways of delivering care 

Many of the innovation gains we should be aiming for over the next five or 
so years probably won’t come from new standalone diagnostic 
technologies  or  treatments - the number  of these blockbuster ‘silver 
bullets’ is inevitably limited.  

But we do have an arguably larger unexploited opportunity to combine 
different technologies and changed ways of working in order to transform 
care delivery. For example, equipping house-bound elderly patients who 
suffer from congestive heart failure with new biosensor technology that
can be remotely monitored can enable community nursing teams to
improve outcomes and reduce hospitalisations. But any one of these
components by  itself produces  little  or no  gain,  and may in fact just add 
cost.  So  instead we  need what  is now being termed  ‘combinatorial 
innovation’.  

The  NHS  will  become  one of  the  best places  in the world to  test  
innovations that require staff, technology and funding all to align in a 
health  system, with  universal  coverage  serving a large and diverse 
population.  In practice, our track record  has  been decidedly mixed. Too 
often  single elements  have been ‘piloted’ without  other  needed  
components. Even where ‘whole system’ innovations have been tested,
the design has sometimes been weak, with an absence of  control  groups
plus inadequate and rushed implementation. As a result they have 
produced limited empirical insight. 

Over the next  five years we  intend to  change that. Alongside the 
approaches we spell out in chapter three, three of the further mechanisms
we will use are: 

x	 Develop  a  small  number of  ‘test  bed’ sites alongside our Academic
Health Science Networks and Centres. They would serve as real world
sites for ‘combinatorial’ innovations that integrate new technologies, 
bioinformatics, new staffing models and payment-for-outcomes.
Innovators from the UK and internationally will be able to bid to have
their proposed discovery or innovation deployed and tested in these
sites. 

x	 Working  with NIHR  and  the  Department of  Health we  will  expand
NHS  operational  research,  RCT  capability and other methods to  
promote more rigorous ways of answering high impact questions in 
health services redesign. An example of the sort of question that might
be tested: how best to evolve GP out of hours and NHS 111 services so 
as to improve patient understanding of where and when to seek care,
while improving clinical outcomes and ensuring the most appropriate 
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use  of ambulance and  A&E services. Further  work  will  also be  
undertaken on behavioural ‘nudge’ type policies in health care. 

x	 We will explore the development of health and care ‘new towns’. 
England’s  population is  projected to increase by about 3 to 4 million
by 2020. New town developments and the refurbishment of some
urban  areas  offers the opportunity to  design modern  services from 
scratch, with  fewer  legacy constraints - integrating not only  health 
and social care, but also other public services such as welfare, 
education and affordable housing. The health campus already planned 
for Watford is one example of this. 

We will drive efficiency and productive investment 

It has previously been calculated by Monitor, separately by NHS England, 
and also by independent analysts,  that a  combination of  a) growing
demand, b) no further annual efficiencies, and c) flat real terms funding 
could, by 2020/21, produce a mismatch between resources and patient
needs of nearly £30 billion a year. 

So to sustain a comprehensive high-quality NHS, action will be needed on
all three fronts. Less impact on any one of them will require compensating
action on the other two. 

Demand 

On demand, this  Forward  View makes the  case  for  a  more activist  
prevention and public health agenda: greater support for patients, carers
and  community  organisations; and new models  of primary and out-of-
hospital care. While the positive effects of these will take some years to
show themselves in moderating the rising demands on hospitals, over the
medium term the results could be substantial. Their net impact will
however also partly depend on the availability of social care services over 
the next five years. 

Efficiency 

Over the long run, NHS efficiency gains have been estimated by the Office
for Budget Responsibility at around 0.8% net annually. Given the 
pressures on the public finances and the opportunities in front of us, 0.8%
a year will  not  be adequate, and in recent years the NHS has done more
than twice as well as this. 

A 1.5% net efficiency increase each year over the next Parliament should
be obtainable if the NHS is able to accelerate some of its current efficiency
programmes, recognising that some others that have contributed over the
past five years will not be indefinitely repeatable. For example as the
economy returns to growth, NHS pay will need to stay broadly in line with
private sector wages in order to recruit and retain frontline staff. 
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Our ambition, however, would be for the NHS to achieve 2% net efficiency
gains each year for the rest of the decade – possibly increasing to 3% over
time.  This would represent a strong  performance  - compared with the  
NHS'  own past, compared  with the wider UK  economy, and with  other
countries' health systems. It would require investment in new care 
models and would be  achieved by  a  combination  of "catch  up"  (as  less 
efficient providers matched the performance of the best), "frontier shift"
(as new and better ways of working of the sort laid out in chapters three 
and four are achieved by the whole sector), and moderating demand 
increases which would begin to be realised towards the end of the second
half of the five year period (partly as described in chapter two). It would
improve the quality and responsiveness of care, meaning patients getting
the 'right care, at the right time, in the right setting, from the right
caregiver'.  The Nuffield Trust for example calculates  that doing so could
avoid the need for another 17,000 hospital beds - equivalent to opening
34 extra 500-bedded hospitals over the next five years. 

Funding 

NHS spending has been protected over the past five years, and this has 
helped sustain services. However, pressures are building. In terms of 
future funding scenarios, flat real terms NHS spending overall would
represent a continuation of current budget protection. Flat real terms NHS
spending per person would take  account  of population  growth.  Flat NHS  
spending as a share of GDP would differ from the long term trend in which
health spending in industrialised countries tends to rise a share of 
national income. 

Depending on the combined efficiency and funding option pursued, the
effect is to close the £30 billion gap by one third, one half, or all the way. 

x In scenario  one, the NHS budget  remains  flat in  real terms from
2015/16 to 2020/21, and the NHS delivers its long run productivity
gain of 0.8% a year. The combined effect is that the £30 billion gap in
2020/21 is cut by about a third, to £21 billion. 

x In scenario  two, the  NHS budget  still  remains  flat  in  real terms over
the period, but the NHS delivers stronger efficiencies of 1.5% a year. 
The combined effect is that the £30 billion gap in 2020/21 is halved,
to £16 billion. 

x In scenario three, the NHS gets the needed infrastructure and 
operating investment to rapidly move to the new care models and
ways of working described in this Forward View, which in turn
enables demand and efficiency gains worth 2%-3% net each year. 
Combined with staged funding increases close to ‘flat real per person’ 
the £30 billion gap is closed by 2020/21. 
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Decisions on these options will inevitably need to be taken in the context 
of how the UK economy overall is performing, during the next Parliament.
However nothing in the analysis above suggests that continuing with a
comprehensive tax-funded NHS is intrinsically undoable – instead it 
suggests that there are viable options for sustaining and improving the
NHS over the next five years, provided that the NHS does its part, together
with the support of  government.  The result would be  a  far  better future
for the NHS, its patients, its staff and those who support them. 

BOX 5:  WHAT MIGHT THIS MEAN FOR PATIENTS? FIVE YEAR 
AMBITIONS FOR CANCER 

One in three of us will be diagnosed with cancer in our lifetime. Fortunately 
half of those with cancer will now live for at least ten years, whereas forty 
years ago the average survival was only one year. But cancer survival is 
below the European average, especially for people aged over 75, and 
especially when measured at one year after diagnosis compared with five 
years. This suggests that late diagnosis and variation in subsequent access 
to some treatments are key reasons for the gap. 

So improvements in outcomes will require action on three fronts: better 
prevention, swifter access to diagnosis, and better treatment and care for all 
those diagnosed with cancer. If the steps we set out in this Forward View are 
implemented and the NHS continues to be properly resourced, patients will 
reap benefits in all three areas: 

Better prevention. An NHS that works proactively with other partners to 
maintain and improve health will help reduce the future incidence of cancer. 
The relationship between tobacco and cancer is well known, and we will 
ensure everyone who smokes has access to high quality smoking cessation 
services, working with local government partners to increase our focus on 
pregnant women and those with mental health conditions. There is also 
increasing evidence of a relationship between obesity and cancer. The World 
Health Organisation has estimated that between 7% and 41% of certain 
cancers are attributable to obesity and overweight, so the focus on reducing 
obesity outlined in Chapter two of this document could also contribute 
towards our wider efforts on cancer prevention. 

Faster diagnosis. We need to take early action to reduce the proportion of 
patients currently diagnosed through A&E—currently about 25% of all 
diagnoses.  These patients are far less likely to survive a year than those who 
present at their GP practice. Currently, the average GP will see fewer than 
eight new patients with cancer each year, and may see a rare cancer once in 
their career. They will therefore need support to spot suspicious 
combinations of symptoms. The new care models set out in this document 
will help ensure that there are sufficient numbers of GPs working in larger 
practices with greater access to diagnostic and specialist advice. We will 
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also work to expand access to screening, for example, by extending breast 
cancer screening to additional age groups, and spreading the use of 
screening for colorectal cancer. As well as supporting clinicians to spot 
cancers earlier, we need to support people to visit their GP at the first sign of 
something suspicious. If we are able to deliver the vision set out in this 
Forward View at sufficient pace and scale, we believe that over the next five 
years, the NHS can deliver a 10% increase in those patients diagnosed early, 
equivalent to about 8,000 more patients living longer than five years after 
diagnosis.  

Better treatment and care for all. It is not enough to improve the rates of 
diagnosis unless we also tackle the current variation in treatment and 
outcomes. We will use our commissioning and regulatory powers to ensure 
that existing quality standards and NICE guidance are more uniformly 
implemented, across all areas and age groups, encouraging shared learning 
through transparency of performance data, not only by institution but also 
along routes from diagnosis.  And for some specialised cancer services we 
will encourage further consolidation into specialist centres that will 
increasingly become responsible for developing networks of supporting 
services. 

But combined with this consolidation of the most specialised care, we will 
make supporting care available much closer to people’s homes; for example, 
a greater role for smaller hospitals and expanded primary care will allow 
more chemotherapy to be provided in community. We will also  work in  
partnership with patient organisations to promote the provision of the 
Cancer Recovery Package, to ensure care is coordinated between primary 
and acute care, so that patients are assessed and care planned 
appropriately. Support and aftercare and end of life care – which improves 
patient experience and patient reported outcomes – will all increasingly be 
provided in community settings. 
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ABBREVIATIONS 


A&E 	 Accident & Emergency 
AHSCs	 Academic Health Science Centres 
AHSNs	 Academic Health Science Networks 
BCF	 Better Care Fund 
CCGs 	 Clinical Commissioning Groups 
CQC 	 Care Quality Commission 
CT 	 Computerised Tomography 
EBITDA	 Earnings before interest, taxes, depreciation and

amortisation 
GP	 General Practitioner 
HEE 	 Health Education England 
IPC 	 Integrated Personal Commissioning 
IVF 	 In Vitro Fertilisation 
LTCs 	 Long term conditions 
NHS IQ	 NHS Improving Quality 
NHS TDA	 NHS Trust Development Authority  
NIB 	 National Information Board 
NICE 	 National Institute for Health and Care Excellence 
NIHR 	 National Institute of Health Research 
PHE 	 Public  Health  England  
RCTs 	 Randomised Controlled Trials 
TUC 	 Trades Union Congress 
WHO	 World Health Organisation 
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1.	 PURPOSE OF REPORT AND EXECUTIVE SUMMARY 

1.1.	 Purpose of this report 

7KH�  SXUSRVH�  RI� WKLV�  UHSRUW� LV�  WR� SURYLGH� KHDGOLQH� IHHGEDFN�  RQ� WKH� ����� %HDW� WKH� 
6WUHHW� SURJUDPPH��  FRPPLVVLRQHG� E\�  WKH�  1RUWK�  �  :HVW� DQG� 6RXWK� &&*V�� ZLWK� 
LQGHSHQGHQW� HYDOXDWLRQ� IXQGHG� E\� 3XEOLF� +HDOWK�� 7KH� ����� SURMHFW� ZDV� GHYHORSHG� 
EDVHG� RQ� WKH� SRVLWLYH� UHFHSWLRQ� RI� WKH� ����� &DYHUVKDP� %HDW� WKH� 6WUHHW� SURMHFW� 
IXQGHG�E\�5%&�7UDQVSRUW�VHUYLFH�JUDQW��� 
� 
7KH�UHSRUW�DOVR�VHWV�RXW�SURSRVDOV�WR�GHOLYHU�%HDW�WKH�6WUHHW�LQ������DFURVV�5HDGLQJ�� 
�� 
2. RECOMMENDED ACTION
 

2.1 That Health and Wellbeing Board note the background to the Beat the 
Street walking initiatives and the feedback and evaluation results for the 
2014 Beat the Street Project as summarised 

2.2 That the Health and Wellbeing Board support the delivery of Reading Beat 
the Street in 2015. 

3.	 POLICY CONTEXT 

�������  7KH� 5HDGLQJ� +HDOWK� DQG� :HOOEHLQJ� 6WUDWHJ\�  LGHQWLILHV� SURPRWLQJ� KHDOWK� 
HQDEOLQJ� EHKDYLRXUV� DQG� OLIHVW\OH� WDLORUHG� WR� WKH� GLIIHULQJ� QHHGV� RI� 
FRPPXQLWLHV� DV�  RQH�  RI� LWV� IRXU�  PDLQ� JRDOV� ZLWKLQ�  LWV�  'HOLYHU\� 3ODQ�� PDNLQJ� 
SURPRWLRQ�RI�SK\VLFDO�DFWLYLW\�D�NH\�DUHD�RI�IRFXV�IRU�SUHYHQWLRQ�DQG�EHKDYLRXU� 
FKDQJH�SURJUDPPHV�� 

� 
����	 &OLQLFDO�&RPPLVVLRQLQJ�*URXSV�KDYH�D�UHVSRQVLELOLW\�WR�PDNH�HIILFLHQF\�VDYLQJV� 

DQG� LPSURYH� FDUH� IRU� SDWLHQWV� WKURXJK� D� SODQ� IRU� ¶4XDOLW\�� ,QQRYDWLRQ�� 
3URGXFWLYLW\�DQG�3UHYHQWLRQ·��4,33��WKDW�KDV�D�EXGJHW�DWWDFKHG�WR�LW��%HDW�WKH� 

���
 



6WUHHW� LV� D� SUHYHQWDWLYH� SURMHFW� DLPLQJ� WR� FKDQJH� KDELWV� DQG� EHKDYLRXUV�� 
SDUWLFXODUO\�E\�WDUJHWLQJ�FHUWDLQ�JURXSV��� 

4. THE PROPOSAL 
� 
4.1 Background 
� 
,QWHOOLJHQW�+HDOWK�LV�D�FRPSDQ\�IRXQGHG�DQG�GLUHFWHG�E\�'U�:LOOLDP�%LUG��D�ORFDO�*3�� 
7KH�FRPSDQ\�IRFXVHV�RQ�SURPRWLQJ�SK\VLFDO�DFWLYLW\�WR�LPSURYH�KHDOWK�RXWFRPHV�� 
� 
,QWHOOLJHQW�+HDWK·V�%HDW�WKH�6WUHHW�FRPPXQLW\�LQLWLDWLYH�LV�GHVLJQHG�WR�LQVSLUH�SHRSOH� 
WR�ZDON�PRUH��3HRSOH�VFDQ�D�FDUG�RU�NH\�IRE�RQWR�¶%HDW�%R[·�VFDQQHUV�ORFDWHG�DURXQG� 
WKH�  FRPPXQLW\� LQ�  RUGHU�  WR� LQGLFDWH�  WKDW� WKH\�  KDYH� ZDONHG�  EHWZHHQ� WKH� ER[HV�� 
HDUQLQJ�SRLQWV�WKDW�DGG�XS�WR�ZLQ�SUL]HV�IRU�WKHLU�WHDP�RU�VFKRRO�� 
� 
�����%HDW�WKH�6WUHHW�IRU�5HDGLQJ������ZDV�FRPPLVVLRQHG�E\�1RUWK�DQG�:HVW�DQG�6RXWK� 
1+6� &&*6� DQG� VXSSRUWHG� E\� 5HDGLQJ� %RURXJK� &RXQFLO� 3XEOLF� +HDOWK� DQG� 7UDQVSRUW�  
WHDPV�WR�LQFUHDVH�SK\VLFDO�DFWLYLW\�OHYHOV�DQG�VXSSRUW�VXVWDLQDEOH�WUDYHO��$�IRFXV�ZDV� 
JLYHQ�WR�HQJDJLQJ�SHRSOH�ZKR�KDG�D�ORQJ�WHUP�FRQGLWLRQV�DQG�ZKR�KDG�ORZ�OHYHOV�RI�  
SK\VLFDO�DFWLYLW\�� 
� 
������� SHRSOH� WRRN� SDUW� LQ� %HDW� WKH� 6WUHHW� ������ +HDGOLQH� LQGHSHQGHQW� HYDOXDWLRQ� 
UHVXOWV�DIWHU�WKUHH�PRQWKV�VKRZHG�� 
� 
x ���� LQFUHDVH� LQ� SHRSOH� FDWHJRULVHG� DV� LQDFWLYH� WR� DFWLYH� �IURP� ������� LQ� 
5HDGLQJ���7KLV�FKDQJH�LV�VWDWLVWLFDOO\�VLJQLILFDQW��� 

x ����RI�VXUYH\�UHVSRQGHQWV�KDG�D�ORQJ�WHUP�FRQGLWLRQ�VXFK�DV�&23'��DUWKULWLV�RU� 
GLDEHWHV��� 

x ����VDLG�WKDW�%HDW�WKH�6WUHHW�KHOSHG�WKHP�IHHO�PRUH�DFWLYH��� 
x ����VDLG�WKH\�IHOW�KHDOWKLHU��� 
x ����RI�SHRSOH�VDLG�%HDW�WKH�6WUHHW�KHOSHG�WKHP�WR�ZDON�PRUH�WKDQ�XVXDO��� 
x ���� RI�  SHRSOH� VDLG�  WKH\� ZRXOG� WU\�  WR�  FRQWLQXH� WKH�  FKDQJHV� DIWHU� WKH�  
FRPSHWLWLRQ�HQGHG��� 

x 7KH�PDLQ�UHDVRQ�JLYHQ�IRU�WDNLQJ�SDUW�ZDV�¶KDYLQJ�IXQ·��� 
x 0DQ\� SHRSOH�  UHSRUWHG� WKDW�  %HDW� WKH� 6WUHHW�  JRW�  WKHP� RXW� RI�  WKHLU� FDUV�  IRU�  
VKRUWHU�MRXUQH\V�� 

� 
���� %HDW�WKH�6WUHHW�������$Q���ZHHN�%HDW�WKH�6WUHHW�FRPSHWLWLRQ�IRU�5HDGLQJ�&&*6� 
DQG�5HDGLQJ�%RURXJK�&RXQFLO�LQ������ZRXOG�EXLOG�RQ�WKH�SURMHFW�RXWFRPHV�IURP�ODVW� 
\HDU��/HVVRQV�OHDUQHG�IURP�SUHYLRXV�%HDW�WKH�6WUHHW�SURMHFWV�ZLOO�EH�DSSOLHG�LQFOXGLQJ� 
DQ� HQKDQFHG� XVHU� H[SHULHQFH�� XSGDWHG� ZHEVLWH� DQG� PRUH� RSSRUWXQLWLHV� WR� SOD\� E\� 
SURYLGLQJ�EHDW�ER[HV�LQ�PRUH�DUHDV��� 

� 
7KH�SURMHFW�ZRXOG�UHWDLQ�D�FOHDU�IRFXV�RQ�QDUURZLQJ�WKH�KHDOWK�JDS���WDUJHWLQJ�SHRSOH� 
ZLWK�ORQJ�WHUP�FRQGLWLRQV�DQG�WKRVH�ZKR�DUH�OHDVW�DFWLYH��3XEOLF�+HDOWK�ZRXOG�ZRUN�  
LQ�SDUWQHUVKLS�ZLWK�&&*V�WR�HQVXUH�FOHDU�OLQNV�EHWZHHQ�%HDW�WKH�6WUHHW�DQG�RWKHU�5%&� 
SURJUDPPHV� DURXQG� ZRUNSODFH�� VSRUWV� DQG� OHLVXUH� DQG� VFKRRO� WUDYHO� LQLWLDWLYHV�� 
LQFOXGLQJ�WKH�5HDGLQJ�VFKRROV�H[SDQVLRQ�SURJUDPPH��DQG�HQVXUH�VWURQJ�OLQNDJHV�ZLWK� 
5%&·V�+HDOWK�:DONV�3URJUDPPH�/HDG�� 
� 
5 FINANCIAL IMPLICATIONS 

���
 



	

����� �7KH�WRWDO�FRVW�WR�GHOLYHU�WKH�%HDW�WKH�6WUHHW�SURJUDPPH�IRU���������UHVLGHQWV�
 
LV�����N�� 
� 
)ROORZLQJ� &&*� %RDUG� PHHWLQJV� LQ� -DQXDU\� ����� 1 :� 5HDGLQJ� DQG� 6RXWK� 5HDGLQJ� 
&&*·V� KDYH�  ERWK� FRQILUPHG� WKHLU� LQWHUHVW�  LQ� UXQQLQJ� %HDW� WKH� 6WUHHW� DJDLQ� LQ� ������ 
DQG�SURSRVH�WR�LQYHVW����.�HDFK�LQ�%HDW�WKH�6WUHHW�IRU������YLD�WKHLU�4,33�SURFHGXUH��� 
� 
%DVHG�RQ�WKHLU�4,33�FULWHULD�DQG�RQ�WKH�RXWFRPHV� IURP�%HDW� WKH�6WUHHW� ������ &&*V� 
ZLOO�EH�UHFRPPHQGLQJ�WKDW�WKH�SURMHFW�FRQWLQXHV�WR�UHSUHVHQW�ZRUWKZKLOH�XVH�RI�WKH� 
4,33�EXGJHW�� 
� 
,W� LV� SURSRVHG� WKDW� 3XEOLF� +HDOWK� IXQGLQJ� RI� XS� WR� ���.� LV� DOVR� PDGH� DYDLODEOH� WR� 
HQDEOH�MRLQW�DQG�RYHUDOO�UHVRXUFLQJ�DQG�GHOLYHU\�RI�WKH�SURJUDPPH�LQ��������� 
� 
7KH� EXUGHQ� RI� GLVHDVH� DQG� FRQGLWLRQV� DWWULEXWDEOH� WR� LQDFWLYLW\� LQ� 5HDGLQJ� LV� 
HVWLPDWHG�  DW� RYHU�  ����PLOOLRQ� SHU� \HDU�  (YLGHQFH� IURP�  WKH�  UHSRUW� :DONLQJ� :RUNV�� 
HQGRUVHG� E\� 3XEOLF� +HDOWK� (QJODQG�� KLJKOLJKWV� WKDW� SK\VLFDO� DFWLYLW\� LV� EHFRPLQJ� D� 
SXEOLF�KHDOWK�SUREOHP�FRPSDUDEOH�WR� VPRNLQJ��$Q� LQDFWLYH�SHUVRQ�VSHQGV�����PRUH�  
GD\V�LQ�KRVSLWDO�DQG�YLVLWV�WKHLU�GRFWRU������PRUH�RIWHQ��3URPRWLQJ�ZDONLQJ�VFKHPHV� 
LV�D�´EHVW�EX\µ�IRU�ERWK�KHDOWK�DQG�DFWLYH�WUDYHO��6FKHPHV�WR�SURPRWH�ORFDO�ZDONLQJ�  
�DQG� F\FOLQJ��  URXWHV� W\SLFDOO\� KDYH�  EHQHILW�  WR� FRVW�  UDWLRV� RI�  ������ FRPSDUHG� WR� 
URDG�UDLO�VFKHPHV�ZKLFK�W\SLFDOO\�KDYH�UDWLRV�RI������ 
� 
� 
6. CONTRIBUTION TO STRATEGIC AIMS 

���� 7KLV� SURJUDPPH� VXSSRUWV� GHOLYHU\� RI� WKH� 5HDGLQJ� +HDOWK� DQG� :HOOEHLQJ� 
6WUDWHJ\�VWUDWHJLF�*RDO����3URPRWH�KHDOWK�HQDEOLQJ�EHKDYLRXUV�DQG� OLIHVW\OH�WDLORUHG�  
WR� WKH� GLIIHULQJ� QHHGV�  RI� FRPPXQLWLHV��  DQG�  *RDO� �� VXE� 2EMHFWLYH� �� ²� 5HGXFH�  WKH�  
SUHYDOHQFH��  VRFLDO�DQG�KHDOWK�  LPSDFWV�  RI�REHVLW\� LQ�  5HDGLQJ� LQFOXGLQJ� WDUJHWLQJ� NH\� 
FDXVHV 

���
 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

      

 

Summary Report V2 

Beat the Street, Reading, 2014 

��� 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

       
         

  

  

 

    

    

 

    

 

 

 

 

 

 

 

 

 

Contents 


Page 


Executive Summary  2 


Appendix 2 – Tables and  


Figures
 

What is Beat the Street? 3 


Key Objectives 5 


Promotion  7 


Website         10
 

Results         11
 

Appendix 1 – Independent


   Evaluation         15
 

Cover : 244, 537 miles travelled by 
Reading residents playing Beat the 
Street, England 

���
 

1 



 

 

 

 
 
 
 

 

   

 
 
 

 
 

 

 

   

 

  

 
 

 

 
 
 
 

 

 
 

 

 

 

 
 
 

 

 
 

 
 

 
 

  
 

 

 
 

 
 

 
 

 
 

 
 
 

 

 
 

  
 
 

  
 

Executive Summary 

Beat the Street was commissioned by 
NHS North and West Reading and South 
Reading Clinical Commissioning Groups 
with the aim of increasing physical 
activity levels across the area. 

15,074 people took part in Beat the 
Street in Reading between May 1st and 
4th June and in the outlying villages 
between 26th June to 22nd July 2014. 
8,416 of these were school children 
and 6,658 were adults.   

From the responses to a survey at the 
end of Beat the Street, 12% reported 
that they had a long-term condition 
such as COPD, arthritis or diabetes. 

Fifty teams competed for top prizes of 
between £2500 and £250 for their 
chosen charity or cause. Thirty of 
these teams were primary schools. 
The winning team was All Saint’s 
Primary school 

The community as a whole walked an 
estimated distance of 244, 537 miles, 
securing the release of a further £3000 
for the Mayor of Reading’s charitable 
causes. 

The majority of valid journeys were 
undertaken on the way to school or to 
work, although the beat boxes were 
also used at weekends and in the 
evenings by people cycling and walking 
with their families and friends. 

The competition was universally 
positively received and succeeded in 

engaging 10% of the population of 
Reading. Beat the Street was given 
extensive media coverage, with over 
40 articles in various publications. 

At the beginning of the competition, 
35% of people reported meeting the 
Department of Health’s guidelines for 
levels of activity (30 minutes of 
physical activity for five or more days 
per week). By the end of the 
competition, this had increased to 
45%. Two to three months later this 
was maintained at 53%. This increase 
is statistically significant, meaning 
that it is not likely to have happened 
by chance. The changes remained 
when data from individuals was 
matched up rather than only looking at 
averages. 

The changes remained when data from 
individuals was matched up rather 
than only looking at averages. 

78% of people said Beat the Street 
helped them to walk more than usual 
and 70% said they continued to walk 
more after Beat the Street ended. 

76% of people said they would try to 
continue the changes after the 
competition ended and two to three 
months later 75% said they continued 
to be more active. 

The main reason given for taking part 
was ‘having fun’. The majority of 
people cited gaining health benefits 
from participating. Many people 
reported that Beat the Street got 
them out of their cars for shorter 
journeys. 
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Representatives from the winning teams 
in Beat the Street, Reading 2014 

What is Beat the Street? 

Beat the Street uses the principles of 
‘nudge’ theory to move people into a 
more active lifestyle. However activity 
is also a fundamental component to 
build a strong community through 
volunteering, socialisation, leisure, 
sport employment and family 
activities.  

The whole town becomes a game with 
points and prizes creating the ultimate 
gameification model. Participants are 
then encouraged to walk or cycle in 
their own neighbourhood connecting 
them to place and people and giving 
them a purpose by raising money. 

How does it work?  

Intelligent Health’s schemes are 
designed around a ‘real world walking 
game’ concept where people compete 
for points by walking or cycling around 
their local area: to work, to school or 
as part of a daily routine.    

Walking and cycling is recorded by 
touching personalised smart cards 
onto electronic sensors called Walk 
Tracking Units (WTUs) or ‘Beat Boxes’ 
that are placed in and around the 

town. The WTUs send real-time data 
to a central database and participants 
can follow their progress on a website. 

As part of the challenge, schools and 
businesses can be invited to compete 
against each other to see which one 
can accumulate the most points. As an 
incentive for anyone who doesn’t fall 
into one of these schools or business 
categories, a target is set for the 
whole town and participants are 
entered into prize draws with prizes 
donated by local businesses. 

The beat boxes are positioned at key 
destinations, including schools, the 
station, shops and aim to be within 
0.5km of every resident.   

RFID cards are provided to engage 50% 
of the total population of each area. 
The cards can be distributed in the 
following ways: 

1.	 Cards can be distributed to 
children in all of the primary 
and secondary schools. 

2.	 Cards can be distributed to key 
work places and to the public 
through local shops and 
businesses.  

3.	 Cards can be made available 
from the local library, leisure 
centres and through local 
Parent Teachers’ Associations. 
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4.	 Family doctors and local 
pharmacies are engaged to 
distribute cards. 

The scheme is then promoted through 
the card outlets to encourage the 
whole community in each location to 
walk or cycle a cumulative distance 
such as walking to the moon 238,000 
miles. 

Every person is encouraged to take 
part through his or her school, doctor, 
work place or through a family 
member.   

The Beat the Street website records 
individuals’ progress and the progress 
of their team and the whole 
community. 

“I have been always active going 
to gym and walking and had 
weight problem with yo yo 
dieting. I had to stop two years 
ago with my knee problem. I 
started following NHS choices 
healthy eating plan but was not 
able to commit to any physical 
activity but with beat the street 
now I walk at least one hour 
every day, some days more. I 
have lost about half a stone of 
weight. Now I am motivated and 
hopefully will carry on after its 
finished.” Shaheen Kausar, Beat 
the Street Participant 
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Key objectives of Beat 
the Street in Reading 

The NHS North and West Reading and 
South Reading Clinical Commissioning 
Groups (CCGs) appointed Intelligent 
Health (IH) to create a challenge to 
increase physical activity levels in 
Reading in Summer 2014. The aim was 
to engage 20% of the population of 
Reading (30,000 people), with a focus 
on primary school children and the 
least active adults. 

The initiative invited the entire 
community to get active with a 
specific focus on primary school 
children and the most inactive. 

Beat the Street ran from 1 May - 4 June 
in Reading and in the three villages of 
Mortimer, Pangbourne and Theale 
from 26 June – 22 July. 

A target was set for the whole 
community to travel 238,000 miles to 
the moon.  On completion of the 
challenge, the top 5 teams won cash 
prizes and a donation of £3000 was 
made to the Mayor’s Charity Fund, 
supporting good causes across 
Reading. The challenge was free to the 
end user and the focus was on getting 
involved and having fun in a 

community-wide project. 

Recruitment 

Intelligent Health worked with 
partners from Reading Borough Council 
Public Health, Education, Transport 
and Leisure services to promote the 

project to its stakeholders, schools and 
community groups. 

Schools 

IH wrote to all the head teachers in the 
schools in Reading, telling them about 
the opportunity to take part and 
potentially win cash prizes for their 
school to spend on equipment or 
donate to their chosen charity.  In 
total 36 schools out of a total of 39 
primary schools agreed to take part.  A 
letter was sent, via the school, to the 
childrens’ parents, informing them of 
the initiative and asking them to 
contact the school if they did not want 
their child to take part. No parent 
opted out of the competition. 

IH then distributed RFID keyfobs to the 
schools, with each fob assigned to a 
particular pupil in the primary schools. 
In this way, all primary school children 
were ‘pre-registered’ in the 
competition, using just their first 
name, first initial of their second name 
and their class and school details.  

We provided schools with maps and 
powerpoint presentations to give to 
pupils in assemblies, explaining the 
rules of the game and how they can 
win points and prizes and cash for their 
school. On request, the IH team 
presented these, but the majority of 
schools were happy to take on the 
responsibility of this and the keyfob 
distribution to pupils themselves. 
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Each school became a ‘team’ 
competing against other community 
group or workplace teams. 

8,000 children were recruited through 
the primary schools. In turn, many 
children recruited their parents and 
grandparents to join their school team. 

Health 

Beat the Street was funded in Reading 
by the Clinical Commissioning Groups. 
There was therefore a focus on 
recruiting the least active – and 
therefore those who had the most 
potential health gain. 

In the Reading area, only 1 person in 
10 meets the guidelines of 150 minutes 
of moderate intensity physical activity 
(adults).  

IH presented the initiative at 
conferences and events attended by 
health professionals, including 
‘Training in Practice’ sessions, nursing 
conferences health promotion events. 
Along with an outline of how Beat the 
Street would work and its general aims 
and objectives, IH gave an overview of 
the benefits of short walks for patients 
with a range of long-term conditions. 
General Practitioners, clinical 
specialists, nurses and health 
promotion experts were encouraged to 
hand out the Beat the Street cards to 
their patients, explaining the benefits 
of walking for their specific condition. 

Articles were produced for  CCG  
newsletters and adverts for the 
challenge displayed on digital screens 
in GP surgeries. 

Community 

IH enlisted the help of local media 
partners, including the Reading Post 
Newspaper, to advertise the project 
and to invite groups and schools to 
form teams and join in the game. 

The project was promoted at 
community and school events during 
April and May and advertised through 
posters in libraries and local shops. 
Libraries, shops, leisure centres, the 
Council offices, Reading Museum and 
community centres also displayed 
dispensers with the RFID cards and 
leaflets.  

Digital posters about Beat the Street 
were displayed on buses across 
Reading, encouraging bus passengers 
to ‘get off a stop early and walk to the 
moon’. In addition, for several days 
just after the launch date, Beat the 
Street team members handed out 
cards in the Town Centre and in local 
high streets. 

Beat the Street partnered with 
Reading F.C. to jointly promote the 
project to its supporters, advertising in 
the match programme and handing out 
cards at home matches. 

Reading Business Improvement District 
(BID) and the two shopping malls both 
promoted at town information points 
and via City banners. 

Voluntary groups were encouraged to 
distribute cards and promoted via their 
networks. Community police were 
engaged. 
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Walking groups were provided with 
maps and cards and Timebanks shared 
the information out with hard to reach 
groups. 

In total 45,000 cards were distributed 
through these channels. 

Teams 

Fifty teams played the game including 
thirty primary schools, staff at the 
Royal Berkshire Hospital and Reading 
University and other community group 
teams. Scores were based on team 
averages rather than total points. 

Positioning of the Beat 
Boxes 

130 electronic beat boxes were placed 
throughout Reading, with an average 
distance between each one of 0.5 to 
0.7 miles.  Ten points were awarded 
for every valid journey.  A valid 
journey consisted of a tap on two beat 
boxes within one hour. The majority of 
beat boxes were affixed to lampposts 
or street signs. Locations were chosen 
for their proximity to the schools that 
had signed up to participate and in 
their respective catchment areas. 

Boxes were also placed along favoured 
walking routes across the town and on 
leisure walking routes, e.g. along the 
river.  IH also installed beat boxes in 
the main parks in Reading to 
encourage families to go out walking at 
weekends and in the evenings.  A full 

risk assessment was undertaken for 
each location and permission was 
obtained from Reading Highways 
department ahead of installation. 

The boxes were installed between the 
27th and 29th April, a few days ahead of 
launch date. 

Maps showing the locations of the 
boxes were printed and distributed to 
all primary school children, doctors’ 
surgeries, libraries and community 
centres.  Maps were also made 
available on the Beat the Street 
website.  A smaller separate map of a 
‘Town Trail’ with just 8 boxes was 
produced to encourage visitors to the 
Town centre to take part in the  
competition. 
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Promotion and events 

Reading Museum agreed to display 
moon fragments obtained from the 
National Space Centre, in keeping of 
the theme of Reading ‘reaching for the 
moon’. The results of a poster 
competition, sponsored by local media 
were also displayed at the museum. 

Beat the Street was integrated with 
Reading Borough Council events 
including a Children’s Festival and half 
term activities.   

‘Bonus’ beat boxes were set up at 
events such as the local 10K run and 
sports taster days at the local leisure 
centre. 

Bonus boxes were also placed in 
temporary locations on longer walking 
routes, encouraging families to walk a 
3 mile route to the neighbouring 
village of Sonning, along the Thames. 

These events were promoted via a 
dedicated Facebook and Twitter site 
and through a notification panel on the 
Beat the Street website. 

There were also weekly articles in the 
local media to promote the events and 
highlight progress in the competition. 

Intelligent Health secured LEGO 
Friends, LEGO Movie and LEGO Super 
heroes aspartners for the schools to 
provide prizes. These included 3,000 
mini prizes, 30 large box sets and a 
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private screening of the LEGO Movie to 
the winning team. 

Mortimer Lunch Club members ready to 
play 

Reading CIC, Oracle and Broad St Mall 
all supported and allowed Beat the 
Street to promote on site and around 
the town.  

Reading BTS Banner in town centre, 
Oracle Shopping Centre 

Launch of village competition 

Website 
A dedicated user interface was created 
for the challenge: 
reading.beatthestreet.me. The 
website address was printed on the 
cards and leaflets and posters. 
Participants were encouraged to 
register their Beat the Street RFID 
cards, providing some basic 
demographic information including 
name, postcode, email and/or contact 
number. The rules of the game 
specified that in order to win a prize, 
cards needed to be registered. 
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Reading.beatthestreet.me webpage 

The website registration also asked 
people to answer two simple questions 
about their current physical activity 
levels and their walking habits.  These 
were based on the validated Single 
Item Physical Activity Questionnaire1 

and a modal choice question used by 
Reading Borough Council’s transport 
department.  

The website also displayed the rules of 
the game, the leader boards and a 
point checker where people could 
check their points and see which beat 
boxes they had tapped their card on. 
The home page graphic showed a scale 
of 0 – 238,000 miles as the target for 
the community to walk. 

People were able to start using their 
card straight away, before registering 
and although this meant that a true 

1 Milton, K., Clemes, S., Bull, F. Br J Sports 
Med 2013;47:44-48 

baseline measure of physical activity 
wasn’t always captured, it did ensure 
a greater degree of participation as it 
made it easy to join in.  This was 
accounted for in the final analysis of 
the data and anyone who had waited 
more than 3 days to complete the  
registration was discounted from the 
matched pair analysis. 

Participants were also able to register 
by using postcards at their library or 
GP surgery which were sent into the 
team at IH to enter onto the website. 
Only around 40 people registered in 
this way, however it was felt that 
offering a pen and paper alternative 
for registration was crucial to keeping 
the competition inclusive. 

All primary schoolchildren were pre-
registered using the lists obtained from 
the school and pre-allocated to their 
school team. 
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Extension to Pangbourne, Mortimer 
and Theale 

Towards the end of the Reading 
competition the Beat the Street, 
Reading project board extended it 
into the Reading North and West CCG 
territory of Pangbourne, Mortimer and 
Theale. 

IH visited GP surgeries and invited 
them to take part. The practices were 
very enthusiastic but needed more 
notice to be able to promote and 

Pangbourne 
Surgery 

Theale 
Surgery 

Mortimer 
Surgery  

No of 
Cards  400 400 400 

No of 
Cards 
Used 22 35 26 

Hit 
Rate 6% 9% 7% 

therefore uptake of patients was low. 

IH invited the four primary schools to 
take part and promotional staff were 
placed in the three villages for the 
start of the new competition. Village 
shops and libraries took cards and 
promotional material and IH took a 

stall at the Mortimer village fete 
which drew lots of interest. 

IH produced maps of the four villages 
and supported local events including 
school sports days. Theale Primary 
won the village’s competition and 
teacher Sue Gallagher said: “The 
whole school has really gone for it 
over the past week. We encouraged 
them to start with but I’ve seen so 
many families out over the weekend 
walking and running around the boxes 
and the kids have just loved it. It’s 
got me back out running too and I 
just wish it was on for longer!” 

Theale Primary received a share of a 
cash prize of £600 with Mortimer St 
Johns and St Marys who also walked 
huge distances in their teams. 

Four thousand cards were distributed 
and 1,000 people played. 

Mrs S, Mortimer Village “I’m in my 
eighties and yesterday I went into 
Budgens and said ‘I want a map to 
the moon!’ They got me your map 
and it made us all laugh! I’ve been 
following the trail with my 
granddaughter.” 
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Results 
15,074 people took part in Beat the 
Street in Reading between May 1 and 4 
June and in the outlying villages 
between 26 June to 22 July 2014. 
8,416 of these were school children 
and 6,658 were adults. 

0 

5,000 

10,000 

15,000 

Adults Children Total 

Beat the Street 
key fobs given to 
primary school 
children. 

A total of 514,198 valid swipes were 
recorded on the system which 
automatically discounts multiple 
swipes.   

(Appendix 2, Table 2) 

244, 537 miles were travelled by 
Reading residents playing Beat the 
Street, England 

The majority of the journeys took 
place during the time when people 
would have been walking to school or 

to work. (Appendix 2, Figures 1,2). 
More activity was seen in parks and 
green spaces in the evenings and at 
weekends (Appendix 2, Figures 3,4,5). 

Spikes in usage correspond to peaks in 
promotional activities. Schools found 
many innovative ways to increase their 
activity.(Appendix 2, Figures 6, 7). 
These include school walks, daily texts 
from the school to families and even a 
dad’s pub crawl around the town 
centre beat boxes! 

The winning team was All Saints’ Infant 
and Junior school; the position was 
hotly contested by Redlands School 
and the staff team from Reading 
University. 

Linda Phillips Head of All Saints 
Infants said “It’s a great initiative 
and has really got our children and 
adults walking and cycling around 
Reading. I am so pleased that one 
of the oldest and the youngest 
school in Reading have come 
together and won. It’s really 
brought the schools and 
community together” 

Of the 3,748 people who completed 
the online and postcard 
questionnaires, 3,708 of these scanned 
their card on at least one journey. 
1,051 people completed the follow-up 
survey on the last few days of the 
competition and 319 completed the 
three month follow up survey. The 
results of the follow-up questions and 
the feedback from users in contained 
in the separate independent 
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evaluation carried out by The Evidence 
Centre (Appendix 1). 

The exit survey shows that Beat the 
Street was effective in increasing 
physical activity levels immediately 
after Beat the Street. 

A further follow-up survey was carried 
out in October 2014 to see how much 
of the change in behaviour has been 
sustained.  319 individuals completed 
the follow up survey. At the beginning 
of the competition, 35% of people 
reported meeting the Department of 
Health’s guidelines for levels of 
activity (30 minutes of physical 
activity for five or more days per 
week). By the end of the competition, 
this had increased to 45%. Two to three 
months later this was maintained at 
53%. This increase is statistically 
significant, meaning that it is not likely 
to have happened by chance. The 
changes remained when data from 
individuals was matched up rather 
than only looking at averages. 

‘Days in the past week on which you have 
undertaken 30 minutes or more of physical 
activity’. Data from 3,748 people at baseline, 
1,051 follow up at the end of BTS and 319 
people 3 months after BTS ended. 

Some explanation of the sustained 
behaviour change can be found in the 
qualitative comments in the three 
month follow up survey (Appendix 1) 
including people starting to get into 
the habit of walking to school. 

“Children have changed their habits 
and are happy to walk longer 
distances, as they've done them 
before.” 

76% of people said they would try to 
continue the changes after the 
competition ended and two to three 
months later 75% said they continued 
to be more active. 

Appendix 1 contains data regarding the 
number of patients with long-term 
conditions who took part in the 
competition. 
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The proportion of cards given out by 
GP surgeries was lower than expected. 
Each surgery was given 400 cards to 
distribute to patients.  Three of the 26 
surgeries significantly outperformed 
the others, managing to distribute 
around 50% of their cards. Millman 
Road surgery saw the greatest card 
usage with 167 (42%) of their card 
stock being used by participants. 
(Appendix 2, Table 1) 

In addition to the feedback received 
via the survey, many people 
commented and provided feedback via 
facebook and twitter and to the 
team@beatthestreet.me email 
address. 

Dr Rod Smith, Chair of North and 
West Reading CCG: “Beat the 
Street has added a competitive 
and exciting element to getting 
active. We’ve been hugely 
impressed that so many people in 
Reading, Pangbourne, Mortimer 
and Theale have walked, run and 
cycled their way to fitness and 
have enjoyed hearing stories of 
people that have literally gone 
the extra mile in pursuit of the 
goal of reaching the moon. 
Hopefully, the Beat the Street 
project has encouraged many 
people to make the daily activity 
a life-long habit.” 

Many schools teams became much larger 
than the number of pupils indicating 
families supporting the initiative. 

Return on Investment 

The BTS programme, when analysed 
with the NICE Return on Investment 
for Physical Activity Calculator (3) 
results in 191 QALYs gained after 2 
years. 

The total cost of the BTS programme 
in Reading was £110,000.  For every 
£1 spent on the programme, there is 
a £3.53 return on investment in 
transport savings, £14.58 in 
healthcare costs and savings of 
£16.39 to the economy after 2 
yearsi. 

(See Appendix 3) 
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Feedback event 
The Reading community were invited to a 
feedback event held on one evening two 
weeks after the end of the competition in 
one of the local school halls.  IH presented 
the results of the competition and 
presented prizes to the winning teams and 
to the individuals who had walked the 
furthest, including two VIP passes to 
Reading Festival.  Much of the feedback 
received at this event was consistent with 
the feedback reported in Appendix 1 and 
provided IH with suggestions for improving 
the competition in future iterations. 

In essence people wanted : 

x More information about the 
competition in advance 

x Better information about the 
beat box locations 

x More beat boxes 

Post Beat the Street: Lucky tap prizes 
were distributed and communicated to 
participants via twitter and Facebook 
and local media. 

Media 

Intelligent Health secured Reading 
Post as media partner for the 
challenge. They produced weekly print 
and online articles promoting the 
event. They also produced a pull out of 
all the maps at the start of the 
campaign and ran a competition to 
engage children. 

Over 40 articles were produced by 
local media during the competition, all 
positive. 

BBC Radio Berks, Reading Chronicle, 
Families Magazine and XN Media were 
very vocal in their support of the 
initiative.   

Organisers reported increased 
attendances where Beat the Street 
visited including Reading Borough 

Beat the Street Facebook reach was 
over 5,000 with 739 likes. IH posted 
images and stories to keep the 
community engaged and received 
some very positive interactions. 

���
 

15 



 

 

 

  
 

 

 
 

  
 
 

 

 

 

 

 

  

 

 

 
 

 

 

 
 

40 press cuttings were collated.  The 
total value of the media coverage has 
been estimated at £24,000 using 
industry standard calculations. 

Over 7,000 certificates were 
distributed to primary schools. 

Reading Museum reported a 51% 
increase in visitors from May 2013 at 
half term which they attribute to the 
bonus beat box installed for the week 
and the LEGO prizes provided. 

Stuart Singleton-White “This was 
brilliant, engaging and 
competitive. So many people 
associated with our school actively 
took part. Something like this 
works on so many levels. Not only 
in its main purpose, to get us 
walking more. But on other levels 
too, not least the sense of 
community, of tribalism and of 
the shared experience it creates. 
Thanks Beat the Street you’ve got 
a great thing here. “ Facebook 5 
June 11.23am 

Ann Brown, Town Hall 
Receptionist: “Everyone was really 
enthusiastic about the Beat the 
Street project and particularly 
keen to get their extra points from 
our box over half-term and collect 
their Lego goodies. I would say 
that on the days I was here there 
was a steady stream of people 
coming in throughout the day.” 
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Appendix 1 

Results of Independent Evaluation carried out by 

The Evidence Centre 
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Appendix 2 


Results : Tables and Figures
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Table 1 – Card distribution from GP Surgeries 

Surgery 
No. of 
Cards 

Cards Left 
(est) 

% cards 
issued 

Cards 
used 

% cards issued that 
were used 

Abbey Medical Centre  400 350 13% 12 24% 

Balmore Park 400 300 25% 72 72% 

Chatham Street Surgery 400 300 25% 24 24% 

Circuit Lane Surgery 400 290 28% 33 30% 

Eldon Road Surgery 400 350 13% 5 10% 

Emmer Green Surgery 400 230 43% 55 32% 

Grovelands Medical Centre 400 200 50% 66 33% 

Kennet Surgery 400 200 50% 25 13% 

London Street Surgery 400 397 1% 3 100% 

Longbarn Lane Surgery 400 250 38% 24 16% 

Melrose Surgery 400 400 0% 19 0% 

Milman Road Health Centre 800 403 50% 167 42% 

Pembroke Surgery 400 150 63% 29 12% 

Peppard Rd Surgery 400 350 13% 18 36% 

Priory Avenue Surgery 400 330 18% 66 94% 

Reading Walk-In Health Centre 400 200 50% 18 9% 

Russell Street Surgery   400 230 43% 13 8% 

South Reading Medical Centre 400 300 25% 15 15% 

The New Surgery /London Road 400 200 50% 6 3% 

Tilehurst Medical Centre 400 300 25% 9 9% 

Tilehurst Tylers Place 400 400 0% 54 0% 

Tilehurst Village Surgery  400 300 25% 13 13% 

University Medical Practice 400 350 13% 15 30% 

Western Elms 400 50 88% 33 9% 

Westwood Road Surgery 400 30 93% 21 6% 

Whitley Villa Surgery  400 180 55% 6 3% 

10800 7040 821 
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Table 2 – Number of swipes per day 
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What do people get out ofBeat the Street? 
Feedback from Reading 

August 2014 
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Key messages 
Beat the Street is a community initiative x At the beginning of the competition, 
designed to inspire people to walk more. 35% of people reported meeting the 
People scan a card or key fob onto ‘Beat Department of Health’s guidelines for 
Box’ scanners located around the levels of activity (30 minutes of 
community in order to indicate that they physical activity for five or more days 
have walked between the boxes, thus per week). By the end of the 
earning points that add up to win prizes competition, this had increased to 
for their team or school.  45%. This change is statistically 

significant, meaning that it is not likely 
In May 2014, 3,748 adults completed a to have happened by chance. The 
survey when they registered online for changes remained when data from 
Beat the Street in Reading and 3,708 of individuals was matched up rather 
these scanned their card on at least one than only looking at averages. 
journey. Many more people took part but 
did not register, including school children. x 76% of people said they would try to 
At the end of the competition, everyone continue the changes after the 
who registered was invited to provide competition ended. 
follow-up feedback and 1,051 did so (28% 
of registered adult participants). x People with high blood pressure, 

diabetes, arthritis, heart disease, 
The main findings from the survey were: emphysema / COPD or a long-term 

mental health condition were just as 
x People were very positive about Beat likely as everyone else to say that they 

the Street and the benefits they had benefited from Beat the Street and 
gained. that it helped them walk more and be 

more active. 78% of these people said 
x 94% of people said they would Beat the Street helped them walk 

recommend Beat the Street to friends more than usual, 77% said Beat the 
and family. Street helped them feel healthier and 

41% said Beat the Street helped them 
x The most commonly reported benefits with their health problems. 

from Beat the Street were having fun, 
feeling more healthy, getting fit and x The most common suggestions for 
spending time with family or friends.  development were having more Beat 

Boxes in different locations and 
x 78% of people said Beat the Street advertising more widely. 

helped them to walk more than 
usual. The survey suggests that Beat the Street is 

feasible and worthwhile. It reached a large 2 
number of people, motivating them to 
increase their physical activity. 
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Beat the Street in Reading 

Beat the Street is an innovative 
community initiative designed to inspire 
people to walk more. ‘Beat Box’ scanners 
are located around the community and 
people can earn points by scanning their 
Beat the Street card or key fob on 
scanners to indicate that they have 
walked between the boxes. Individuals, 
schools and villages compete to see who 
can achieve the most points, achieve 
targets and win prizes. In Reading the 
competition ran mainly from 1 May to 4 
June 2014, with three villages taking part 
between 26 June and 22 July. 

3,748 adults registered online to take part 
in the competition. Many other people 
took part but did not register. For 
example, schools took part but children 
did not register online. 3,708 of those 
registered undertook at least one valid 
journey during the competition, meaning 
that 99% of those who registered to take 
part did so to some extent. 

During registration and again at the end of 
the competition, adults were asked to 
provide brief feedback online. This report 
summarises people’s feedback about the 
impacts of Beat the Street. Feedback was 
not collected in this way from school 
children as they were not asked to 
register in the same manner. 
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Collecting feedback
Surveying participants Characteristics of people surveyed 

An online survey with seven questions The people who responded to the survey 
plus demographic questions was 
developed with the support of an 
independent evaluator. This ensured that 
the survey could be tailored to the needs 
of Reading Beat the Street, whilst building 
on good practice. The survey explored 
what people thought they got out of Beat 
the Street and any changes in their 
physical activity levels or walking 
behaviour. 

All 3,748 people who had registered 
online (thus completing ‘baseline’ 
questions) were emailed a link to the 
online survey immediately after the 
competition ended. They were given one 
to three weeks to respond. A prize draw 
was offered as an incentive. 

1,051 people shared their views, giving a 
response rate of 28%. Response rates for 
online surveys are typically in the region 
of 10-15%, so the response rate for 
Reading Beat the Street was good. Having 
feedback from more than 1,000 people is 
a good basis to draw conclusions about 
what people who took part thought of the 
initiative. 

The analysis was undertaken by an 
independent team. 

were similar to those who registered to 
take part in Beat the Street as a whole in 
terms of their age, gender and the wards 
in which they lived. This information was 
collected by comparing the follow-up 
survey data to the baseline questions 
everyone completed when they 
registered. This is important because it 
demonstrates that feedback was collected 
from a wide range of people and that 
those who chose not to respond to the 
survey did not have markedly different 
demographic characteristics. 

Seven out of ten of those who provided 
follow-up feedback were women (72%) 
and three out of ten were men (28%). 

A good mix of people of different ages 
provided feedback (see Figure 1). 

���
 

5 



 

 

 

 

 
 

  
 
 
 

 
 

 

  
  

 
 

 

 

 
  

Figure 1: Age groups of people surveyed 	 12% of people reported that they had one 
of the following long-term conditions: 
high blood pressure, diabetes, arthritis, 40% 

34% 	 heart disease, emphysema / COPD or a 
35% 

long-term mental health condition (126 
30% 27% people). These are referred to as ‘selected 
25% long-term conditions’ throughout the 

report. 20% 

15% 11% There were no major differences in 10% 10% 
10% 6% people’s feedback according to their 


5%
 2% demographic characteristics. Where there 
were some differences, these are noted in 0% 
the text. 

Note: 1,051 people provided feedback. 
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Benefits of Beat the Street
	
Joining Beat the Street 

Most people said they received their Beat 
the Street card from either their local 
library or their child’s school (see Figure 
2). However, a quarter of people said that 
they had received their card from a wide 
range of other sources such as local 
charities, the Council, hospital, gym, 
swimming pool, shopping centre, 
university or workplace (28%). 11% of 
people said they received a card from the 
reception at their GP clinic. Only 1% of 
people said that their GP or another 
healthcare worker gave them a card. 

People aged 60 years and over were more 
likely to have received their card from a 
local library whereas younger people were 
more likely to have received their card 
from their child’s school. 

Women and men were equally likely to 
get their Beat the Street card from the 
same places. 

People with selected long-term medical 
conditions were more likely than others to 
have received their card from the 
reception at their GP clinic (17% of people 
with selected long-term conditions versus 
9% of people without long-term 
conditions). 

95% of people said it was easy to get a 
Beat the Street card. 

Figure 2: Where did you get your Beat the 

Street card?
 

Other (eg university) 28% 

From GP or health 
1%worker 

From GP clinic 
11%reception 

From Beat the Street 
6%team 

From my child's 
25%school 

From my local library 29% 

0% 10% 20% 30% 40% 

Note: 999 respondents answered this question 
(95%). 
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What did people get out of Beat 
the Street? 

Once the competition was over, people 
were asked to reflect about anything they 
got out of taking part. They were invited 
to provide open-ended comments as well 
as selecting as many options as they 
wished from a pre-specified list. 

The open-ended feedback asked people to 
answer the question: ‘If Beat the Street 
helped you or you did anything differently 
during the competition, please tell us 
what.’ 75% of 1,051 people provided an 
answer (785 people). The most common 
feedback was: 

x increased walking or cycling 
x doing things as a family 
x changing usual walking, running or 

cycling routes 
x exploring new places in the local area 
x interacting with other people taking 

part in the competition 
x promoted team spirit as schools, 

families and communities worked 
together 

x motivated to start other healthy 
activities such as training for fun runs 
or long distance walks 

People said that they sometimes got up 
earlier to walk to school with their 
children, took different routes to find Beat 
Boxes or walked more on weekends as a 
family. Adults talked about the benefits 
for themselves as well as their children 
and other family members. 

Box 1 provides examples of people’s 
verbatim feedback. 

Box 1: Quotes from people talking about 
what they did due to Beat the Street 

“As a family we definitely walked 
further - eg by taking detours to find 
beat boxes and also by going on family 
Beat Box walks. It was a fantastic way 
of incentivising the kids to walk and 
scoot further.” 

“Beat the Street helped me massively 
as it got me outdoors with my kids and 
allowed me to lose an amazing 
amount of weight!” 

“Encouraged my child to walk to school 
and into town (versus car), and also go 
on a few cycling trips.” 

“Got out walking and running with the 
children made us feel good 
contributing to our community and 
also helping the school.” 

“Got the whole family moving, we had 
a competition between family 
members about who could get the 
most points. Husband stopped driving 
to work so he could tap on the way to 
the train station and back.” 

“As a family, we went out together 
more. We cycled, practised cycling 
skills and talked about road safety.” 

“This scheme helped incentivise me to 
visit parts of Reading I haven't been to 
before just to find more Beat Boxes.” 

“I had to walk further than usual to get 
the boxes. My 9 year old nephew 
LOVED it and went out with his friends 
to do boxes (he's never been interested 
in going out playing with his friends 
before). Beat boxes changed his life!” 
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In the closed-ended feedback, the most 
commonly reported benefits of Beat the 
Street were having fun (mentioned by 
62%), getting fit (46%) and feeling more 
healthy (46%), spending time with family 
and friends (44%) and doing something 
good for the environment (34%). Figure 3 
illustrates the broad range of perceived 
benefits.  

Men and women, people from different 
age groups and people with and without 
long-term conditions all selected the same 
four top benefits of Beat the Street. 

Overall, 82% said that Beat the Street 
helped them feel more active and 73% 
said they had already felt the knock-on 
effects of this, saying Beat the Street had 
helped them feel healthier (see Figure 4). 

14% of people said that Beat the Street 
helped them with their health problems, 
but 64% said this question was not 
relevant to them (due to not having 
health problems). Of those who specified 
that they had one of the long-term 
conditions of particular interest, 41% said 
that Beat the Street had helped them with 
their health problems. 

Three quarters of people said they would 
continue any changes they had made after 
Beat the Street ended. The Beat the Street 
team plans to follow up people in three to 
six months to see whether they did 
continue to walk more. 

There were no major differences in these 
trends according to whether participants 
were women or men, their age groups 
and whether or not they had a long-term 
condition. 

Figure 3:  What are the main things you 
got out of Beat the Street? 

Helping with my 
6%long-term conditions 

Looking better 10% 

Winning prizes 11% 

Having time for 
14%myself 

Saving money on 
15%travel 

Doing something
 
good for the
 34% 
environment 

Spending time with
 
my friends and
 44% 

family 

Getting fit 46% 

Feeling more healthy 46% 

Having fun 62% 

0% 20% 40% 60% 80% 

Note: 1,051 respondents provided feedback about 
the things they got out of taking part (100%). 
Percentages add to more than 100% because 
people could select as many options as they 
wished. 
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Figure 4: Extent to which people agreed or disagreed with various statements 

78 

28 

21 

39 

73 

82 

14 

76 

94 

18 

23 

23 

27 

21 

14 

22 

14 

5 

5 

49 

56 

35 

6 

4 

64 

10 

1 

0% 20% 40% 60% 80% 100% 

Beat the Street helped me to walk more than 
usual 

Beat the Street helped me to cycle more than 
usual 

Beat the Street helped me to take the bus less 
than usual 

Beat the Street helped me to take the car less 
than usual 

Beat the Street helped me feel healthier 

Beat the Street helped me be more active 

Beat the Street helped me with my health 
problems 

I will try to continue any changes after Beat the 
Street ends 

I would recommend Beat the Street to my friends 
and family 

Agree Disagree Doesn't apply 
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Did Beat the Street influence 
people’s activity levels?  

As well as feeling that Beat the Street had 
positive health, environmental, social and 
community benefits, the people surveyed 
reported tangible changes to their walking 
behaviours. 

Three quarters of people said Beat the 
Street had helped them to walk more 
than usual (78%) and one quarter said 
Beat the Street had helped them to cycle 
more (28%). 

One fifth said that Beat the Street had 
helped them take the bus less than usual 
(21%) and two fifths said Beat the Street 
had helped them travel less by car (39%).  

Importantly, eight out of ten people said 
they would try to continue the changes 
they had made after Beat the Street 
ended (76%). 

There were no major differences in these 
trends according to whether participants 
were women or men and whether or not 
they had a selected long-term condition. 
However, people under the age of 20 
were more likely than all other age groups 
to say Beat the Street had encouraged 
them to cycle more and travel by car less 
often. 

This feedback was reinforced by reports 
about how frequently people walked or 
took part in other physical activity. Figure 
5 illustrates how many days per week 
people reported undertaking 30 minutes 
or more of physical activity, comparing 
the beginning of the competition to after 
Beat the Street ended. On average, 
people were undertaking 30 minutes or 
more of physical activity three days per 
week at the beginning and four days per 
week at the end of Beat the Street. 

Figure 5: Days in the past week week of 30 
minutes or more of physical activity 

15% 
7 

18% 


5% 

6
 

9% 


14% 

5
 

18% 


11% 

4
 

15% 

14% 
3 

19% 

10% 
2 

12% 

5% 
1 

4% 

17% 
0 

5% 

0% 5% 10% 15% 20% 

Before Beat the Street 

After Beat the Street 

Note: Participants were asked ‘In the past week, 
how many days have you done 30 minutes or 
more of physical activity, which was enough to 
raise your heart rate? This may include sport, 
exercise and brisk walking or cycling, but not 
things that are part of your job.’ ‘Before’ data were 
collected from 3,748 people at registration and 
‘after’ data were collected from 1,048 people 
completing the follow-up survey. 
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The Department of Health recommends 
that adults should aim to be active daily 
and that over a week, activity should add 
up to at least 150 minutes (2.5 hours) of 
moderate intensity activity. This averages 
30 minutes of physical activity at least five 
days per week. 35% of people said they 
were achieving this target when they 
registered for Beat the Street, and this 
had risen to 45% by the end of the 
competition. This is a statistically 
significant increase, which means it is 
unlikely that this change happened by 
chance (probability of seeing this result by 
chance: <5%). 

At the end of Beat the Street, men were 
more likely than women to say that they 
were active five or more days (53% of 
men versus 43% of women). 

People under the age of 20 were more 
likely than all other age groups to say they 
were active five or more days (64% versus 
46% of all others). 

People who completed the follow-up 
survey may have been most active and 
engaged during Beat the Street. 
Comparing the data from all people who 
registered with the follow-up feedback 
from potentially the most engaged 
participants may therefore give a skewed 
result. To check this, the analysis team 
compared the data available from people 
who completed both the registration 
survey and the follow-up survey. People’s 
individual data were matched by their 
Beat the Street card number. This allowed 
a comparison of activity levels of 
individual people before and after Beat 
the Street. 

This ‘matched pair’ analysis revealed 
positive findings. Individual before and 
after data were able to be matched for 
616 people based on their Beat the Street 
card number. Of these, 38% of people 
said they were achieving the Department 
of Health physical activity level target 
when they registered for Beat the Street, 
and this had risen to 45% by the end of 
the competition. This is a statistically 
significant increase, which means it is 
unlikely that this change happened by 
chance (probability of seeing this result by 
chance: <5%). 

Importantly, the proportion of people 
who were doing no days per week of 
recommended physical activity 
significantly decreased (from 19% to 5%). 

Figure 6: Days in the past week of 30 
minutes or more physical activity from 616 

people with before and after data 

17%7 
18% 

6%6 
9% 


15%
5 
18% 

12%4 
15% 

15%3 
19% 

11%2 
12% 

5%1 
5% 


19%
0 
5% 


0% 5% 10% 15% 20%
 

Before Beat the Street 
After Beat the Street 
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Did people with long-term 
conditions experience the same 
benefits? 

About one out of ten people who 
completed the follow-up survey said they 
had high blood pressure, diabetes, 
arthritis, heart disease, emphysema / 
COPD or a long-term mental health 
condition (12%). The analysis explored 
whether these people reported the same 
benefits from Beat the Street. 

People with the selected long-term 
conditions reported the same key benefits 
as everyone else: having fun, improving 
health and fitness and spending time with 
friends and family (see Figure 7). 

These people were just as likely as others 
to report that Beat the Street helped 
them walk more and feel more healthy. 
They were more likely than others to say 
that Beat the Street helped them with 
their health problems (41% versus 14% of 
the total sample, see Figure 8). 

Matching up the data from individuals 
before and after the competition using 
Beat the Street card numbers found that 
people with long-term conditions were 
more likely to report being physically 
active for five or more days per week after 
Beat the Street than they were 
beforehand (53% vs 41% before, see 
Figure 9, probability of seeing this result 
by chance: <5%). 

These results suggest that Beat the Street 
can be feasible and effective for people 
with selected long-term conditions. 

Figure 7: Main things people with 
selected long-term conditions got out of 

Beat the Street 

17%Helping with my long-
term conditions 6% 

8% 
Looking better 

10% 

7% 
Winning prizes
 

11% 


Having time for
 19% 

myself 14% 


Saving money on
 15% 

travel 15% 

Doing something 35% 
good for the 

34%environment
 

Spending time with
 32% 
my friends and family 44% 

51% 
Getting fit 

46% 

54% 
Feeling more healthy 

46% 

55% 
Having fun 

62% 

0% 20% 40% 60% 80% 

Long-term conditions Total sample 
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Figure 8: Extent to which people with Figure 9: Number of days in the past week 
selected long-term conditions agreed with of 30 minutes or more physical activity 

various statements before and after Beat the Street among 
people with selected long-term conditions 
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Before Beat the Street 

After Beat the Street 

I would recommend 93 
Beat the Street to my 

friends and family 94 

I will try to continue 81 
any changes after 

Beat the Street ends 76 

Beat the Street 41 
helped me with my 

health problems 14 

Beat the Street 84 
helped me be more 

active 82 

Beat the Street 77 
helped me feel 

healthier 73 

Beat the Street 
33helped me to take 

the car less than 39usual 
Note: This figure is based on matched before and 
after data from 74 people. Beat the Street 

25helped me to take 
the bus less than 21usual 

Beat the Street 21 
helped me to cycle 

more than usual 28 

Beat the Street 78 
helped me to walk 
more than usual 78 

0  50  100  

Long term conditions Total sample 
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Suggestions

The overall impression from the follow-up 
survey was that people enjoyed Beat the 
Street and thought they got a lot out of it. 
Almost everyone said they would 
recommend Beat the Street to friends or 
family (94%). 

The Beat the Street team are constantly 
seeking to develop further and are always 
eager to hear suggestions. People were 
asked how Beat the Street could be made 
even better, using an open-ended 
question. 784 people provided 
suggestions (75%). The most common 
suggestions related to: 

1) expanding the competition 
2) promotion and communication 
3) practical and technological issues 

Box 2 provides examples of verbatim 
feedback from participants. 

Potential for expansion 

People believed that there was much 
scope to make the competition even 
bigger and better. They suggested: 

x	 adding more Beat Boxes and having 
them in different locations 

x	 running the competition more regularly 
or for longer 

x	 having more types of competitions, 
such as between age groups 

x	 providing more ways to keep people 
interested such as receiving additional 
bonus points 

x	 having prizes for individual schools, 
such as sports equipment for the 
school after a certain number of points 
are amassed 
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Promotion and communication 

In terms of promotion and 
communication, people suggested: 

x	 wider promotion of Beat the Street by 
the NHS and Council so that people 
who do not have links with schools 
hear about it and know they can also 
take part. This included the suggestion 
for more active promotion by GP clinics 

x	 being more precise about the location 
of Beat Boxes 

x	 communicating more regularly with 
participants using updates by email 

x	 providing more information printed on 
the Beat Boxes themselves so people 
know what they are for and where to 
sign up 

x	 clarifying the rules of the competition, 
including on the website 

x	 providing more rapid responses to 
email and online queries 

Practical issues 

Suggestions about other practical issues 
included: 

x	 making sure Beat Boxes were in place 
from the beginning of the 
competition, before maps are given 
out 

x	 checking on the equipment to make 
sure it was working (and including a 
telephone number or email address on 
boxes so people could report if they 
weren’t working) 

x	 making it possible to see the total 
points that individuals had amassed to 
foster competition and encourage 
people to beat their friends – or giving 
schools access to this information so 
they could create their own leader 
boards 

People provided these helpful suggestions 
because they were specifically asked for 
them, but overall respondents were very 
positive about the concept of Beat the 
Street and what it achieved. 
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Box 2: Quotes from people talking about suggestions for ongoing development 

Examples related to expansion 

“Beat the Street is a great incentive to get fit, get kids and families active and outside. 
Perhaps schools would drive it more internally if there was a reward for their actual 
school? For example new sports kits, balls, skipping ropes, playground equipment etc, 
publicity? Our generation of kids do need to be more active and Beat the Street 
encourages parents and children to do just that. The joining in then allows them to feel 
the benefit of being active physically, psychologically, financially and allows the new 
attitude and behaviour to continue beyond the end date of Beat the Street.” 

“It was fun, it engaged the children. Probably better over a longer term to let them build 
up points and encourage others to join.” 

“Maybe have a few more boxes, spread out a little more, as there seemed to be groups of 
boxes together, then big gaps between some of the groups.” 

Examples related to promotion 

“As a family - and also as a school community - this has been a fabulous activity and 
we're sad that it's finished. We have really pulled together to walk further and get points 
for the team! It's been very sociable as we've bumped in to other families on our walks. 
The kids have loved being part of a collective activity and have been encouraged to walk 
further which means we as adults have been able to walk further too… One suggestion -
as we went round I was asked what the Beat Boxes were for - they generated a lot of 
interest. So wider community involvement would be great eg perhaps community 
centres, pubs, streets, health centres etc could be encouraged to form teams and get 
involved. Perhaps Beat the Streets ambassadors could volunteer to drum up 
participation in their neighbourhood. It's a great way of building community spirit.” 

“Great idea, my children and other children at school really enjoyed it… The local GPs 
could have been a little bit more active at handing out cards, maybe actually giving cards 
to people at reception, rather than having a passive poster on wall. There could have 
been posters / banners outside GPs. There could have been a bit more advertising of the 
scheme on the Beat the Street boxes, as some people asked me what the beeping was!  I 
would say more active giving out of the cards would have got more people involved.” 

Example related to practicalities 

“Put QR codes on the boxes so people can find out about it using their mobiles, amazing 
the number of people who looked at a box after I tagged it… Could make the boxes a bit 
brighter to attract attention. Have a bonus box per day, a random box posted on 
Facebook as the "bonus box" extra 50 points.  Send the user a daily/weekly email to 
promote interaction and maintain involvement.  Individual score board, high score per 
day/week.” 
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Summary
The follow-up survey of 1,051 people who 
participated in Beat the Street in Reading 
suggests that people got a lot out of 
taking part. The three most frequently 
reported benefits were having fun, 
feeling fit and healthy and spending time 
with friends and family. 

People said that they had walked more 
and used their cars less during Beat the 
Street. 

There was a statistically significant 
increase in the number of people 
meeting the Department of Health’s 
physical activity target for adults. 

Importantly, eight out of ten people said 
that they planned to continue any 
changes they had made after the 
competition ended.  

People with one of the long-term 
conditions of particular interest (high 
blood pressure, diabetes, arthritis, heart 
disease, emphysema / COPD or a long-
term mental health condition) were as 
likely as everyone else to say that Beat the 
Street was worthwhile and that it had 
helped them to increase their levels of 
walking and physical activity. Two fifths of 
these people also thought that Beat the 
Street had helped them with their health 
problems. 

People who took the time to complete the 
survey might be more likely to be engaged 
with the initiative and view it positively, 
however there was feedback from people 
from a broad range of age groups and 
wards within Reading as well as many 
suggestions for future development. 

The overall message is that Beat the 
Street is a feasible initiative that is able to 
generate community support, change 
people’s immediate modes of transport 
and encourage people to want to keep 
walking more in future. People with long-
term conditions can take part and are just 
as likely as others to find the competition 
useful and motivating for increasing their 
physical activity. 

In a few months the Beat the Street team 
plans to follow up people to see whether 
the reported changes in walking and 
physical activity were maintained after the 
competition ended. 
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JOINT REPORT FROM READING BOROUGH COUNCIL, SOUTH READING CLINICAL 

COMMISSIONING GROUP, NORTH & WEST READING CLINICAL COMMISSIONING GROUP,
 

BERKSHIRE HEALTHCARE FOUNDATION TRUST and ROYAL BERKSHIRE HOSPITAL
 

TO: HEALTH AND WELLBEING BOARD
 

DATE: 30 January 2015 AGENDA ITEM:
 9 

TITLE: UPDATE ON JOINT WORKING TO SUPPORT CHILDREN & FAMILIES 

LEAD: CLLR JAN GAVIN TEL: 

JOB LEAD COUNCILLOR FOR CHILDREN’S E-MAIL: jan.gavin@reading.gov. 
TITLE: SERVICES & FAMILIES uk 

1.	 PURPOSE OF REPORT AND EXECUTIVE SUMMARY 

��� 	  ,Q�  6HSWHPEHU�  ������  D� UHSRUW�  WR� WKH� +HDOWK� 	  � :HOOEHLQJ� %RDUG�  VHW� RXW� WKH� 
RSSRUWXQLWLHV� LGHQWLILHG� DFURVV� WKH� &RXQFLO·V� &KLOGUHQ·V� 6HUYLFHV� DQG� 3XEOLF�  
+HDOWK�WHDPV��WKH�WZR�&OLQLFDO�&RPPLVVLRQLQJ�*URXSV�DQG�ORFDO�KHDOWK�VHUYLFHV� 
WR� VWUHQJWKHQ� MRLQW� ZRUNLQJ� WR� LPSURYH� KHDOWK� RXWFRPHV� IRU� FKLOGUHQ� DQG� 
IDPLOLHV�� 

� 
���	  7KH� %RDUG� DJUHHG�  WR�  VHW� XS�  D�  VXE�JURXS� WR�  SURJUHVV�  WKH�  RSSRUWXQLWLHV� DQG� WR� 

UHSRUW�UHJXODUO\��7KH�ILUVW�UHSRUW�ZDV�JLYHQ�WR�WKH�ERDUG�LQ�0DUFK������SURYLGLQJ� 
DQ�XSGDWH�RQ�WKH�ZRUN�RYHU�WKH�ILUVW�VL[�PRQWKV��7KLV�UHSRUW�RXWOLQHV�WKH�UHYLVHG� 
DFWLRQ� SODQ�  IRFXV�� DFKLHYHPHQWV�  DQG�  SURJUHVV�  PDGH� DQG� DQ\�  EDUULHUV� EHLQJ� 
H[SHULHQFHG�� 

� 
���	 7KH� UHYLVHG� $FWLRQ� 3ODQ� �6HSW� ������ DJUHHG� E\� WKH� VXE�JURXS� LV� DWWDFKHG� DV�  

$SSHQGL[�$�� 
� 
2.	 RECOMMENDED ACTION 

2.1	 To note the progress made to date and to support the further development 
of the work, as set out in the report. 

2.2	 To agree for the sub-group to continue to meet quarterly to maintain 
oversight of ongoing progress against the action plan. 

3. POLICY CONTEXT 

��� 

� 
��� 

$�QXPEHU�RI�QDWLRQDO�SROLF\�DQG�JXLGDQFH�GRFXPHQWV��VXFK�DV�WKH�'HSDUWPHQW�RI� 
+HDOWK·V� ¶+HDOWK\� &KLOG� 3URJUDPPH·�� WKH� JRYHUQPHQW·V� ¶:RUNLQJ� 7RJHWKHU� WR� 
6DIHJXDUG� &KLOGUHQ·� JXLGDQFH�� DQG� WKH� 1+6� 2XWFRPHV� )UDPHZRUN�� UHFRPPHQG� 
ORFDO� DJHQFLHV� ZRUNLQJ� WRJHWKHU� LQ� DQ� LQWHJUDWHG� ZD\� WR� EHWWHU� VXSSRUW�KHDOWK� 
RXWFRPHV�IRU�FKLOGUHQ� 

/RFDOO\�� WKH� VXE�JURXS·V� ZRUN� DOVR� DOLJQV� ZLWK� 5HDGLQJ·V� +HDOWK� 	� :HOOEHLQJ� 
6WUDWHJ\�� SDUWLFXODUO\� Goal Two� �� ́ ,QFUHDVH� WKH� IRFXV� RQ� HDUO\� \HDUV� DQG� WKH� 

�� 
��� 
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ZKROH�IDPLO\�WR�KHOS�UHGXFH�KHDOWK�LQHTXDOLWLHVµ���DQG�Goal One���WR�´SURPRWH�  
DQG�SURWHFW�WKH�KHDOWK�RI�DOO�FRPPXQLWLHV�SDUWLFXODUO\�WKRVH�GLVDGYDQWDJHGµ� 

��� 5HDGLQJ·V�(DUO\�+HOS�6WUDWHJ\�ZDV�SXEOLVKHG�LQ�1RYHPEHU�������EURDGO\�FRYHULQJ� 
WKH� UDQJH� RI� VHUYLFHV� VXSSRUWLQJ� FKLOGUHQ� DQG� IDPLOLHV� EHORZ� WKH� WKUHVKROG� RI� 
&KLOGUHQ·V� 6RFLDO�  &DUH� RU�  YHU\� VSHFLDOLVW� LQWHUYHQWLRQV��  7KH�  VXE�JURXS·V� ZRUN� 
VXSSRUWV�WKH�GHOLYHU\�RI�D�QXPEHU�RI�NH\�DFWLRQV�LGHQWLILHG�ZLWKLQ�WKH�6WUDWHJ\� 
WR�VXSSRUW�KHDOWK�SULRULWLHV�²�IRU�H[DPSOH��LQFUHDVLQJ�EUHDVWIHHGLQJ�VXSSRUW� 

� 
4. PROGRESS TO DATE 

���  )ROORZLQJ� WKH� %RDUG·V� DSSURYDO��  UHJXODU�  PHHWLQJ�  KDYH� EHHQ�  KHOG�� 0HPEHUVKLS� 
LQFOXGHV�5HDGLQJ�%RURXJK�&RXQFLO� �ERWK�3XEOLF�+HDOWK�DQG�&KLOGUHQ·V� 6HUYLFHV��� 
6RXWK�DQG�1RUWK� 	�:HVW�5HDGLQJ�&&*·V��%HUNVKLUH�+HDOWKFDUH�)RXQGDWLRQ�7UXVW�� 
5R\DO�%HUNVKLUH�+RVSLWDO��6HQLRU�&KLOGUHQ·V�1XUVH�� 

� 
��� 7KH� JURXS� KDV� UHYLHZHG�� UHYLVHG� DQG� VWUHDPOLQHG� LWV� $FWLRQ� 3ODQ�� 7KH� DFWLRQ� 

SODQ�QRZ�KDV���NH\�WKHPHV�� 
D� Improved Access and knowledge of family services (across both Health 

and RBC)� 
E� Education opportunities and Support for Families      � 
F� Increasing our quality and impact in specific areas (supporting 

breastfeeding, uptake of immunisations/ reducing Post Natal 
Depression (PND)/ reducing obesity� 

� 
��� 7KH� NH\� DFKLHYHPHQWV� WR� GDWH� DJDLQVW� WKH� $FWLRQ� 3ODQ� DQG� ZRUN� DJUHHG� WR� 

SURJUHVV�WKLV�IXUWKHU�LV�VHW�RXW�EHORZ�XQGHU�WKH�WKUHH�WKHPHV�EHORZ��SRLQW����� 
RQZDUGV�� 

���  7KH� VXEJURXS�  LV� SOHDVHG� WR�  UHSRUW� WKH� VHFXULQJ�  RI� IXQGLQJ� IURP� 6RXWK� 5HDGLQJ� 
&&*�DQG�5%&�3XEOLF�+HDOWK�IRU�D�MRLQW�SURMHFW�PDQDJHU��7KLV� LV� IRU�D�\HDU�ORQJ� 
SRVW��WR�IRFXV�RQ�DFFHOHUDWLQJ�SURJUHVV�LQ�WKH�HGXFDWLRQ�VXSSRUW�WR�HDUO\�\HDU·V� 
SDUHQWV�� LPSURYLQJ� HDUO\� LGHQWLILFDWLRQ� DQG� KHOS� LQ� PHQWDO� KHDOWK� VXSSRUW� WR�  
ZRPHQ� DQG� VWDII� GXULQJ� SUHJQDQF\� DQG� LQWR� WKH� ILUVW� �� \HDUV� DIWHU� WKH� FKLOG·V�  
ELUWK�� 

��� ,W� LV� DQWLFLSDWHG� WKDW� WKH� SRVW�KROGHU� ZLOO� EH� LQ� SRVW� E\� 0DUFK�$SULO� ����� 
UHSRUWLQJ�WR�ERWK�6RXWK�5HDGLQJ�&&*�DQG�5%&�&KLOGUHQ·V�6HUYLFHV��� 

Theme One - Improved Access and knowledge of family services (across both Health 
and RBC)� 
� 
��� $�SLORW�VFKHPH�VHW�XS�DFURVV�6RXWK�DQG�(DVW�&&*��5%&�DQG�%HUNVKLUH�+HDOWKFDUH� 

)RXQGDWLRQ�7UXVW� �%+)7��KDV�EHHQ�VHW�XS�WR�SURYLGH�D� VLQJOH� UHIHUUDO� URXWH� IRU� 
ORFDO� *3V� WR� FRQWDFW� WKHLU� ORFDO� &KLOGUHQ·V� &HQWUH�� 8VLQJ� WKH� DOUHDG\� ZHOO� 
HVWDEOLVKHG� VLQJOH� SRLQW� RI� DFFHVV�� WKH� +HDOWK� +XE�� D� SDUWQHUVKLS� KDV� EHHQ�  
IRUPHG�WR�HQDEOH�*3V�WR�UHIHU�IDPLOLHV�QHHGLQJ�HDUO\�KHOS�GLUHFWO\�WR�&KLOGUHQ·V� 
&HQWUHV��6HW�XS�DV�D�SLORW� LQ�2FWREHU� WKHUH�KDV�EHHQ� OLPLWHG�XVH� LQ� WKH� ILUVW���  
ZHHNV�E\�*3V�EXW�LW�LV�UHFRJQLVHG�WKDW�HPEHGGLQJ�VHUYLFH�FKDQJH�LQ�SULPDU\�FDUH� 
WDNHV� WLPH�� :H� DUH� IXOO\� H[SHFWLQJ� WR� UXQ� WKH� SLORW� SDVW� WKH� LQLWLDO� �� PRQWKV� 
SODQQHG��DQG�LI�SURYHG�VXFFHVVIXO�WR�ZLGHQ�WKH�RIIHU�WR�DOO�5HDGLQJ�*3·V� 

�� 
��� 



 

  

�������2YHU�WKH�VXPPHU��WKH�&&*V�ZRUNHG�LQ�FROODERUDWLRQ�ZLWK�3XEOLF�+HDOWK�WR�GHOLYHU���� 
D�VHULHV�RI�KHDOWK\�ZLQWHU�PHVVDJHV�GXULQJ�WKH�ZHHN������2FWREHU�LQ�WKH�%URDG�  
6WUHHW� 0DOO�� 7KH� 5RDGVKRZ�  ZDV�  IXQGHG� IURP�  1+6�  (QJODQG�  ZLQWHU� UHVLOLHQFH� 
PRQH\�DQG�FRPSULVHG�DQ�LQIRUPDWLRQ�OHDIOHW�DQG�YLGHRV�LQFRUSRUDWLQJ�ERWK�1+6� 
DQG� 5HDGLQJ� %RURXJK� &RXQFLO� PHVVDJHV� GHVFULELQJ� KRZ� WR� VWD\� KHDOWK\� RYHU� 
ZLQWHU��7KH�PHVVDJHV�ZHUH�IRFXVVHG�RQ�WKH�HOGHUO\�DQG�IDPLOLHV���� 
x ,PSRUWDQFH�RI�WKH�IOX�MDE� 
x +RZ�WR�NHHS�\RXU�KRPH�KHDOWK\� 
x 6HOI�&DUH���$SS�� 
x 1+6����� 
x :KHUH�WR�JR�IRU�DGYLFH��5HDGLQJ�:DON�LQ�&HQWUH��SKDUPDFLVWV� 

���������7KH� HYHQW� ZDV� VWDIIHG� E\� RQH� PHPEHU� RI� VWDII� RYHU� �� GD\V�� KRZHYHU�� SDWLHQW� 
UHSUHVHQWDWLYHV� IURP� ERWK� 5HDGLQJ� &&*V� DWWHQGHG� WKH� URDGVKRZ� WR� KHOS� UHDFK� 
ODUJHU� QXPEHUV� RI� SHRSOH�� 6RXWK� &HQWUDO� $PEXODQFH� 6HUYLFH� DOVR� DWWHQGHG� WR� 
SURPRWH�1+6�����IROORZLQJ�SXEOLF�IHHGEDFN�WKDW�WKH�VHUYLFH�ZDV�QRW�ZHOO�NQRZQ�� 
)URP�QXPEHUV�RI�OHDIOHWV�GLVWULEXWHG��LW�LV�HVWLPDWHG�WKDW�RYHU�������PHPEHUV�RI� 
WKH�SXEOLF�ZHUH�HQJDJHG�ZLWK�� 

� 
���	 5HDGLQJ�&&*V�KDYH�SURGXFHG�D�ERRNOHW�RQ�PDQDJLQJ�FRPPRQ�FKLOGKRRG�LOOQHVVHV� 

DLPHG�DW�SDUHQWV�DQG�FDUHUV�RI�FKLOGUHQ�DJHG�ELUWK�WR����7KHVH�KDYH�EHHQ�ZLGHO\� 
GLVWULEXWHG�DFURVV�5HDGLQJ�WR�$	 (��*3�SUDFWLFHV��:DON�LQ�&HQWUH��+HDOWK�9LVLWRUV�� 
)DPLO\� 1XUVH� 3DUWQHUVKLSV�� OLEUDULHV� DQG� WRGGOHU� JURXSV�� 2QOLQH� YHUVLRQV� DUH� 
DYDLODEOH�RQ�WKH�&&*�ZHEVLWHV�DQG�WKH�5HDGLQJ�5HVRXUFH�*XLGH��� 

���	 $Q�HDUO\�VXPPHU�HYHQW�DV�SDUW�RI�WKH�&KLOGUHQ·V�)HVWLYDO�KDV�EHHQ�LGHQWLILHG�DV� 
DQ�RSSRUWXQLW\�WR�SURPRWH�VRPH�NH\�PHVVDJHV�WR�IDPLOLHV�RQ�WRSLFV�VXFK�DV�RUDO� 
KHDOWK��H[HUFLVH��ZHLJKW�PDQDJHPHQW��LPPXQLVDWLRQV��$�WDVN�JURXS�KDV�EHHQ�VHW� 
XS�WR�LGHQWLI\�WKH�GHWDLO�DQG�FRRUGLQDWH�ZLWK�WKH�HYHQWV�WHDP�LQ�5%&�WR�GHOLYHU� 
WKLV�HYHQW�� 

Theme Two - Education opportunities and Support for Families 
� 
��� ,W�LV�UHFRJQLVHG�WKDW�SDUHQW�HGXFDWLRQ�IURP�KHDOWK�ZRUNHUV�FRXOG�KDYH�DQ�LPSDFW� 

LQ� LPSURYLQJ� SDUHQW� FRQILGHQFH� LQ� SRVLWLYHO\� PDQDJLQJ� WKHLU� FKLOG·V� KHDOWK� DQG� 
GHYHORSPHQW��7KH�DFWLRQ�SODQ�DLPV�WR�GHYHORS�DQ�HGXFDWLRQ�VXSSRUW�SDFNDJH�LQ� 
DOO� �� FOXVWHUV� WR� GHOLYHU� LQIRUPDWLRQ� DQG� DGYLFH� FRQVLVWHQWO\� RQ� ,PPXQL]DWLRQ�� 
&RPPRQ�&KLOGKRRG�LOOQHVVHV�DQG�LQMXU\�SUHYHQWLRQ��0HQWDO�DQG�HPRWLRQDO�ZHOO� 
EHLQJ�IRU�PRWKHU�DQG�EDE\��IHHGLQJ��EUHDVWIHHGLQJ��DQG�ODQJXDJH�GHYHORSPHQW� 
�RUDO� KHDOWK"��� 7KLV� VHUYLFH� RIIHU� QHHGV� WR� OLQN� WR� WKH� DJHV� DQG� VWDJHV� 
GHYHORSPHQWDO� FKHFN� IURP� KHDOWK� YLVLWRUV�� 7KH� LQLWLDO� SURJUDPPH� KDV� EHHQ�  
LGHQWLILHG� DQG� ZLWK� WKH� DSSRLQWPHQW�� H[SHFWHG� LQ� � HDUO\� ������ RI� WKH� MRLQWO\� 
IXQGHG� SURMHFW� PDQDJHU� LQWR� SXEOLF� KHDOWK� WKLV� DFWLRQ� ZLOO� JDLQ� PRUH�  
PRPHQWXP�� 

� 
Theme Three - Increasing our quality and impact in specific areas (supporting 
breastfeeding, uptake of immunisations/ reducing PND/ reducing obesity. The 
action plan identifies the following aims: 

����	 ,PSURYH�%UHDVWIHHGLQJ�UDWHV�LQ�SDUWLFXODU�WR�IDPLOLHV�ZKR�DUH�GLIILFXOW�WR�UHDFK�� 
5HFHQWO\� ERWK� WKH� $FXWH� DQG� &RPPXQLW\� KHDOWK� 7UXVWV� KDYH� DFKLHYHG� WKH� 
1DWLRQDO�81,&()�EDE\�IULHQGO\�DFFUHGLWDWLRQ�ZKLFK�HYLGHQFHV�WKH�KLJK�VWDQGDUG�  
RI�FDUH��VXSSRUW�DQG�LQIRUPDWLRQ�WKDW�WKH�PRWKHUV�DQG�IDPLOLHV�RI�5HDGLQJ�DUH� 

�� 
��� 



QRZ�UHFHLYLQJ��+RZHYHU�WKLV�LV�WKH�ILUVW�VWDJH�LQ�GHYHORSLQJ�D�UREXVW�SURFHVV�IRU� 
WKH�ZKROH�RI�5HDGLQJ�WR�PRYH�WR�EHLQJ�%UHDVW�IHHGLQJ�IULHQGO\���*RLQJ�IRUZDUG�  
3XEOLF�+HDOWK��&KLOGUHQ·V�&HQWUHV�DQG�WKH�+HDOWK�YLVLWLQJ�VHUYLFH�KDYH�FRPPLWWHG� 
WR�ZRUN�FORVHO\�RQ�HQVXULQJ�FRRUGLQDWLRQ�IXQGLQJ�DQG�VHUYLFHV��� 
� 

���� ,QFUHDVH� WKH� SURILOH� DQG� SURPRWLRQ� RI� LPPXQLVDWLRQV� LQ� WR� IDPLOLHV� ZKR� DUH� 
GLIILFXOW� WR� UHDFK�� 7KH� WDVN� JURXS� KDYH� UHYLHZHG� PRVW� UHFHQW� GDWD� RQ� 
LPPXQLVDWLRQV�DQG�ZLOO�EH�WDUJHWLQJ�FDWFK�XS�DW�VFKRRO�DV�LWV�SULPDU\�IRFXV��� 
� 

����  5HGXFH�WKH�LPSDFW�RI�3RVW�1DWDO�'HSUHVVLRQ��31'��LQ�IDPLOLHV�DQG�RQ�FKLOGUHQ·V� 
OLYHV�� :KDW�  WR� SURJUHVV�  KDV�  EHHQ� DJUHHG�  DV� MRLQW� WUDLQLQJ�  WR� VXSSRUW� HDUO\� 
GHWHFWLRQ� EHWZHHQ� &KLOGUHQ·V� &HQWUH� DQG� +HDOWK� VWDII�� UH�ORFDWH� WR� LQFUHDVH� 
DFFHVV� WR� IDFH�WR�IDFH� 7DONLQJ� 7KHUDSLHV� SURYLVLRQ� LQWR� &KLOGUHQ·V� &HQWUHV�� 
UHFRPPHQG� DOWHUQDWLYH� 31'� VHUYLFHV� WR� EH� GHOLYHUHG� LQ� &&V�� :LWK� WKH�  
DSSRLQWPHQW��H[SHFWHG�LQ�WKH�HDUO\�������RI�WKH�MRLQWO\�IXQGHG�SURMHFW�PDQDJHU� 
LQWR�SXEOLF�KHDOWK�WKHVH�DFWLRQV�ZLOO�EH�RZQHG�E\�D�GHGLFDWHG�UHVRXUFH�WR�GULYH� 
WKHP�IRUZDUG�� 
� 

���� 6XSSRUW� WKH� KHDOWK\� ZHLJKW� VWUDWHJ\� WR� UHGXFH� OHYHOV� RI� REHVLW\� LQ� IDPLOLHV�� 
([DFW�GHWDLOV�QHHG�WR�EH�FRQILUPHG�ZLWK�3XEOLF�+HDOWK�FROOHDJXHV�� 

5. FUTURE OPPORTUNITIES 

��� :KLOH�PDNLQJ�SURJUHVV�RQ�D�QXPEHU�RI�DFWLRQV�LQ�D�VKRUW�VSDFH�RI�WLPH��WKH�VXE� 
JURXS� KDV� DOVR� LGHQWLILHG� D� QXPEHU� RI� LVVXHV� WKDW� UHTXLUH� IXUWKHU� ZRUN�  WR� EH�  
DGGUHVVHG�RYHU�D�ORQJHU�WLPH�SHULRG��7KHVH�LQFOXGH�� 
xx *3�XVH�RI�QRQ�KHDOWK�VHUYLFHV�WR�VXSSRUW�IDPLOLHV��FKLOGUHQ� 
x 7R�ZRUN�ZLWK�SXEOLF�KHDOWK��ORFDOO\�DQG�3+�(QJODQG��DQG�RXW�ORFDO�VFKRROV�WR� 
WDNH�D�VLPLODU�DSSURDFK�WR�WKH�UHFHQW�ERRVW�WR�005�IRU�RWKHU�¶FDWFK�XS·� 
LPPXQLVDWLRQV�DW�WUDQVLWLRQ�SRLQWV�LQWR�VFKRROV� 

x 6WURQJHU�OLQN�WR�WKH�REHVLW\�VWUDWHJ\�WR�DOLJQ�RXU�FRQWULEXWLRQ�WR�WKLV�ZRUN� 
VWUHDP�� 

x 7R�PDLQWDLQ�WKH�UHFHQW�VXFFHVV�RI�WKH�%UHDVWIHHGLQJ�,QLWLDWLYH�DQG�H[SORUH� 
ZLGHQLQJ�LWV�LPSDFW�E\�DSSO\LQJ�WKLV�WR�WKH�&RXQFLO�� 

� 
6. NEXT STEPS 

��� 7KH�+HDOWK� � :HOOEHLQJ�%RDUG�HVWDEOLVKHG�WKLV�VXE�JURXS�WR�SURYLGH�PRPHQWXP� 
WR�LPSURYH�VXSSRUW�IRU�FKLOGUHQ�DQG�IDPLOLHV�DURXQG�KHDOWK�RXWFRPHV�LQ�5HDGLQJ�� 
DQG�WR�LQFUHDVH�DFFHVV�WR�HDUO\�KHOS�VHUYLFHV�IRU�IDPLOLHV�LQ�QHHG�RI�VXSSRUW�� 

��� ,W�LV�UHFRJQLVHG�WKDW�D�QXPEHU�RI�DFWLRQV�UHTXLUH�RQJRLQJ�ZRUN�IURP�WKH�SDUWQHUV� 
LQYROYHG� LQ� WKH� VXE�JURXS�� DQG� WKDW� D� ORQJHU� WLPH� SHULRG� LV� UHTXLUHG� WR� 
GHPRQVWUDWH�LPSDFW�RQ�KHDOWK�RXWFRPHV��� 

� 
���  ,W�  LV� SURSRVHG�  WKDW� WKH� VXE�JURXS� FRQWLQXHV� WR�  PHHW� TXDUWHUO\� WR� PDLQWDLQ� 

VWUDWHJLF� RYHUVLJKW� RI� SURJUHVV� DJDLQVW� WKH� DFWLRQ� SODQ� DQG� PRQLWRU� FROOHFWLYH� 
LPSDFW��� 

� 
7. COMMUNITY ENGAGEMENT AND INFORMATION 
� 
���� 7KH�JURXS·V�ZRUN�KDV�EHHQ�LQIRUPHG�E\�D�QXPEHU�RI�FRQVXOWDWLRQV�ZLWK�FKLOGUHQ�� 

\RXQJ�SHRSOH��SDUHQWV�DQG�FDUHUV��7KLV�LQFOXGHV�WKH�FRQVXOWDWLRQV�FRPSOHWHG�RQ� 

�� 
��� 



WKH�+HDOWK�DQG�:HOOEHLQJ�6WUDWHJ\�DQG�WKH�(DUO\�+HOS�6WUDWHJ\�� DV�ZHOO�DV� WKH� 
¶/LVWHQLQJ� LQWR� $FWLRQ·� ZRUN� E\� %HUNVKLUH� +HDOWKFDUH� )RXQGDWLRQ� 7UXVW� WR�  
XQGHUVWDQG�WKH�YLHZV�RI�SDUHQWV�DERXW�KHDOWK�YLVLWRUV�DQG�RWKHU�VHUYLFHV�� 

� 
8.	 BACKGROUND PAPERS 
� 
���	 ¶-RLQW�:RUNLQJ�2SSRUWXQLWLHV�WR�6XSSRUW�&KLOGUHQ�	�)DPLOLHV�$FURVV�+HDOWK�$QG� 

&KLOGUHQ·V�&HQWUHV·�²�UHSRUWV�WR�WKH�+HDOWK�	�:HOOEHLQJ�%RDUG����WK�6HSWHPEHU� 
�����	 ���VW�0DUFK������ 

��������5HDGLQJ·V�(DUO\�+HOS�6WUDWHJ\�������� 

��������5HDGLQJ·V�+HDOWK�DQG�:HOOEHLQJ�6WUDWHJ\�������� 

��������+HDOWK\�&KLOG�3URJUDPPH�JXLGDQFH 

��������¶:RUNLQJ�7RJHWKHU�WR�6DIHJXDUG�&KLOGUHQ·�*XLGDQFH 

�� 
��� 
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READING BOROUGH COUNCIL
 

DIRECTOR OF EDUCATION, ADULT AND CHILDREN’S SERVICES
 

TO: HEALTH AND WELLBEING BOARD 

DATE: 30 JANUARY 2015 AGENDA ITEM: 10 

TITLE: UPATE ON CHILD SEXUAL EXPLOITATION STRATEGY 

LEAD COUNCILLOR GAVIN PORTFOLIO: CHILDREN’S SERVICES 
COUNCILLOR: AND FAMILIES 

SERVICE: CHILDREN’S WARDS: ALL 
SERVICES 

LEAD OFFICER: VICKI LAWSON TEL: 0118 937 4163 

JOB TITLE: INTERIM HEAD OF E-MAIL: Vicki.lawson@reading.gov 
CHILDREN’S .uk 
SERVICES 

1. PURPOSE OF REPORT AND EXECUTIVE SUMMARY 

���  7R�  DGYLVH� WKH� +HDOWK� DQG� :HOOEHLQJ� %RDUG� RI�  WKH�  ODWHVW� &KLOG� 6H[XDO�  
([SORLWDWLRQ��&6(��6WUDWHJ\���7KH�DFWLRQV�FRQWDLQHG�ZLWKLQ�WKH�VWUDWHJ\�ZLOO�EH� 
GHYHORSHG�  LQWR� D�  GHWDLOHG�  DFWLRQ� SODQ�SURMHFW� SODQ�  WR� EH�  PRQLWRUHG� E\� WKH� 
&6(�  �  &KLOGUHQ� *RQH�  0LVVLQJ� 6WHHULQJ�  *URXS�  ZKLFK� UHSRUWV� WR�  WKH� 5HDGLQJ�  
6DIHJXDUGLQJ� &KLOGUHQV� %RDUG� �56&%��� � 7KH� VWUDWHJ\�  LV� LQWHQGHG�  WR� LPSURYH� 
VHUYLFH�GHOLYHU\��UHGXFH�WKH�ULVNV�DVVRFLDWHG�ZLWK�&6(�DQG�LPSURYH�RXWFRPHV� 
IRU�FKLOGUHQ��� 
� 

��� 7KH�&6(�VWUDWHJ\�VHWV�RXW�WKH�SDUWQHUVKLS�LQWHQW�WR�LPSURYH�WKH�GHOLYHU\�RI 
VHUYLFHV� WR� Prevent FKLOGUHQ� EHFRPLQJ� DW� ULVN� RI� &6(�� Protect FKLOGUHQ� ZKR� 
DUH�DW�ULVN�RU�DUH�YLFWLPV��Pursue and Disrupt WKH�DFWLYLW\�RI�LQGLYLGXDOV�DQG� 
RU�JURXSV�RI�SHUSHWUDWRUV�DQG�KHOS�YLFWLPV�DQG�WKHLU�IDPLOLHV�WR�Recover IURP� 
WKH�DEXVH�� 
� 

������	 7KH�DFWLRQV�DJDLQVW�WKH�SULRULWLHV�DUH�LQWHQGHG�WR�HQVXUH�WKDW�ZH�DGGUHVV�DOO� 
RI� WKH�GLPHQVLRQV�  RI�&6(�DQG�GHOLYHU� LPSURYHG�  RXWFRPHV� IRU�FKLOGUHQ�� �7KH�  
SULRULWLHV� DQG� DFWLRQV� UHIOHFW� WKH� UHFRPPHQGDWLRQV� IURP� WKH� SXEOLVKHG� 
HQTXLU\� LQWR� 5RWKHUKDP�� 2IVWHG� WKHPDWLF� LQVSHFWLRQV� DQG� WKH� YRLFH� RI� 
FKLOGUHQ�� � $FKLHYLQJ� WKH� DFWLRQ�  SODQ� ZLOO�  EH� VWUHWFKLQJ�  DQG�  ZLOO� UHTXLUH� DOO� 
SDUWQHUV�WR�DOLJQ�DQG�FRPPLW�WLPH�DQG�UHVRXUFHV�WR�HQVXUH�WKH�RXWFRPHV�DUH� 
DFKLHYHG�DW�SDFH���7KH�DFWLRQV�EXLOG�RQ�WKH�VXFFHVVIXO�IRXQGDWLRQV�WKDW�DUH�LQ� 
SODFH�EXW�DUH�QRQH�WKH�OHVV�DPELWLRXV�DQG�QRW�ZLWKRXW�UHVRXUFH�LPSOLFDWLRQV�� 
7KH�VL]H�DQG�VFDOH�RI�&6(�LQ�5HDGLQJ�LV�QRW�IXOO\�XQGHUVWRRG�DQG�QHHGV�WR�EH� 
LPSURYHG��  RQFH� WKLV�  LV� DFKLHYHG�  ZH� ZLOO�  RQO\� WKHQ�  IXOO\� XQGHUVWDQG� WKH� 
UHVRXUFH� LPSOLFDWLRQV� WKDW� DUH� UHTXLUHG� WR� GHOLYHU� WKH� DPELWLRQV� RI� WKH� 
VWUDWHJ\�LQ�WKHLU�HQWLUHW\�� 
� 

�� 
��� 



  
  

 

� 
2.	 RECOMMENDED ACTION 

2.1	 To note the strategy and requirement for an action plan to deliver it. 

3.	 POLICY CONTEXT 
� 
����� 7KH�SURILOH�RI�&6(�KDV�EHHQ�UDLVHG�DW�D�QDWLRQDO�OHYHO�ZLWK�WKH�H[SHULHQFH�RI�� 

DUHDV� VXFK� DV� 5RWKHUKDP� DQG� 5RFKGDOH�� � &6(� ZLOO� KDYH� DQ� LQFUHDVHG� IRFXV� 
GXULQJ� DQ� 2IVWHG� LQVSHFWLRQ� ZLWK� D� FOHDU� H[SHFWDWLRQ� WKDW� WKH� 5HDGLQJ� 
6DIHJXDUGLQJ�&KLOGUHQV�%RDUG�WDNHV�D�OHDGHUVKLS�UROH�LQ�HQVXULQJ�WKDW�FKLOGUHQ� 
DUH�VDIH�IURP�&6(�DQG�WKDW�WKHUH�LV�DGHTXDWH�SDFH�DQG�UHVRXUFHV�DWWDFKHG�WR� 
WKH�LPSURYHPHQWV�UHTXLUHG�� 

� 
� 

4.	 PROGRESS TO DATE 
� 
������ 	  7KH�  JRYHUQDQFH� RI�  WKH�  VWUDWHJ\� VLWV�  ZLWK� WKH� 56&%�� ZKR� DJUHHG� WKLV� RQ� ��� 

'HFHPEHU��������� 
� 
� 

5.	 COMMUNITY ENGAGEMENT AND INFORMATION 

�����	 7KH� VWUDWHJ\� QHHGV� WR� DGGUHVV� WKH� GLYHUVH� QHHGV� RI� WKH� FRPPXQLW\� DQG� 
UHFRJQLVH�  WKDW� FKLOGUHQ�  DW� ULVN�  RI� &6(�  DQG� LQ�  QHHG� RI�  SURWHFWLRQ� DUH� D� 
YXOQHUDEOH�JURXS�LQ�WKHLU�RZQ�ULJKW���&6(�WRXFKHV�DOO�SDUWV�RI�WKH�FRPPXQLW\� 
DQG�ZH�ZLOO�QHHG�WR�HQVXUH�WKH�GHOLYHU\�RI�WKH�VWUDWHJ\�WDNHV�LQWR�DFFRXQW�WKH� 
GLYHUVLW\�RI�WKH�5HDGLQJ�FRPPXQLW\�� 

� 
6. 	 BACKGROUND PAPERS 

����� &6(�6WUDWHJ\�� 
� 

��
 
���
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READING BOROUGH COUNCIL
 

REPORT BY MANAGING DIRECTOR
 

TO: Health and Wellbeing Board 

DATE: 30th January 2015 AGENDA ITEM: 11 

TITLE: Tackling Poverty In Reading Strategy and Needs Analysis 

LEAD Cllr Lovelock PORTFOLIO: Leader 
COUNCILLOR: 

SERVICE: Corporate Support WARDS: Borough-wide 
Services - Policy 

LEAD OFFICER: Clare Muir TEL: 0118 9372119 

JOB TITLE: Policy and Voluntary E-MAIL: Clare.muir@reading.gov.uk 
Sector Manager 

1. PURPOSE OF REPORT AND EXECUTIVE SUMMARY 

��� 7KLV�UHSRUW�SUHVHQWV�WKH�GUDIW�7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ�VWUDWHJ\��DFWLRQ�SODQ�DQG�QHHGV� 
DQDO\VLV�� 

��� 7KH�VWUDWHJ\�DQG�DFWLRQ�SODQ�ZHUH�GHYHORSHG�ZLWK�SDUWQHUV�WKURXJK�WKH�7DFNOLQJ�3RYHUW\� 
'HOLYHU\�3DUWQHUVKLS�� 

��� 7KH�VWUDWHJ\�KDV���DLPV�� 

1. ,PSURYLQJ�/LIH�&KDQFHV�²�EUHDNLQJ�WKH�F\FOH�� 
� 
��� 6XSSRUWLQJ�WKRVH�ZKR�FDQ·W�ZRUN���RQ�ORZ�LQFRPHV�²�LQFRPH�PD[LPLVDWLRQ�� 
� 
��� ,QFUHDVLQJ�(PSOR\DELOLW\���$GGUHVVLQJ�/RZ�,QFRPH�²�XS�VNLOOLQJ�DQG�� HPSOR\PHQW� 
VXSSRUW�� 

� 
��� &UHDWLQJ� 6XVWDLQDEOH� &RPPXQLWLHV� ²� LPSURYLQJ� TXDOLW\� RI� OLIH� LQ�  RXU�  PRUH� GHSULYHG�  
FRPPXQLWLHV�� 

��� 7KHVH�DLPV�DUH�SXUVXHG�WKURXJK�VL[�WKHPHV�LGHQWLILHG�DW�WKH�7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ� 
HYHQW�KHOG�LQ�1RYHPEHU������� 

�� $GYLFH�RQ�7D[�FUHGLWV�DQG�(QWLWOHPHQWV��
 
�� $IIRUGDEOH�&UHGLW��
 
�� 6XSSRUW�LQWR�:RUN��
 
�� %HVW�VWDUW�LQ�OLIH��
 
�� ,Q�ZRUN�SRYHUW\��
 
�� $IIRUGLQJ�%DVLF�1HHGV��
 
� 

$�IXUWKHU���FURVV�FXWWLQJ�WKHPHV�UXQ�WKURXJKRXW�WKH�VWUDWHJ\�WKHVH�DUH��'LVDEOHG�3HRSOH�� 
2OGHU�3HRSOH��7DFNOLQJ�3RYHUW\�LQ�D�0XOWLFXOWXUDO�&RPPXQLW\��+HDOWK�DQG�:HOOEHLQJ��� 
� 

��� 7KH�7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ�VWUDWHJ\�DQG�DFWLRQ�SODQ�DUH�SURYLGHG�DW�$SSHQGL[����� 
��� 7KH�7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ�1HHGV�$QDO\VLV�LV�SURYLGHG�DW�$SSHQGL[���� 
��� $SSHQGL[�����7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ�VWUDWHJ\�DQG�DFWLRQ�SODQ� 

���
 



 

 

��� $SSHQGL[�����7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ�1HHGV�$QDO\VLV� 

� 

2.	 RECOMMENDED ACTION 

2.1	 That the Board note the report. 

2.2	 That the health aspects of the Poverty Needs Analysis and action plan be included 
in the Health and Wellbeing Strategy Action Plan and the Joint Strategic Needs 
Assessment. 

3. POLICY CONTEXT 

����  

� 
���� 

� 
���� 

� 
���� 

,Q� 1RYHPEHU�  ����� WKH� &RXQFLO� KHOG�  D�  ¶7DFNOLQJ�  3RYHUW\�  LQ� 5HDGLQJ·� FRPPXQLW\� 
HQJDJHPHQW� HYHQW� WR� LQLWLDWH� WKH� GHYHORSPHQW� RI� D� VWUDWHJ\� WR� WDFNOH� SRYHUW\� LQ� 
5HDGLQJ�LQ�D�FRQWH[W�ZKHUH�ZHOIDUH�UHIRUPV��UHGXFLQJ�SXEOLF�VHFWRU�H[SHQGLWXUH�DQG� 
WKH� VORZ� HFRQRPLF� UHFRYHU\� DUH� FUHDWLQJ� LQFUHDVLQJ� KDUGVKLS� IRU� PDQ\� UHVLGHQWV�� 
LQFOXGLQJ� VRPH� RI� WKH� PRVW� YXOQHUDEOH�� DQG� ZKHUH� WKHUH� LV� DQ� LQFUHDVLQJ� QHJDWLYH� 
SXEOLF�SHUFHSWLRQ�DERXW�SHRSOH�LQ�SRYHUW\�� 

7KH�&RXQFLO·V�3ROLF\�&RPPLWWHH��-DQXDU\�������DJUHHG�WKDW�D�VWUDWHJ\�DQG�DFWLRQ�SODQ� 
EDVHG�RQ�WKH�SULRULWLHV�DQG�SOHGJHV�PDGH�DW�WKH�HYHQW�ZRXOG�EH�SUHSDUHG��� 

+HDOWK�DQG�:HOOEHLQJ�%RDUG�UHFHLYHG�D�UHSRUW�RQ���VW�0DUFK������DQG�DJUHHG�WKDW�WKH� 
%RDUG�ZRXOG�EH�WKH�OHDG�RQ�WKH�+HDOWK�DQG�:HOO�EHLQJ�WKHPH�LQ�WKH�7DFNOLQJ�3RYHUW\� 
VWUDWHJ\�� 

7KH�%RDUG�ZDV�DOVR�LQYLWHG�WR�UHFRPPHQG�KHDOWK�VHUYLFH�UHSUHVHQWDWLYHV�WR�MRLQ�WKH� 
7DFNOLQJ�3RYHUW\�'HOLYHU\�3DUWQHUVKLS�� 

���� 

� 

7KH�&RXQFLO·V�3ROLF\�&RPPLWWHH�RQ��VW�'HFHPEHU�DJUHHG�WKH�7DFNOLQJ�3RYHUW\�6WUDWHJ\� 
DQG� $FWLRQ� 3ODQ� ZKLFK� KDG� EHHQ� SUHSDUHG� WKURXJK� WKH� 7DFNOLQJ� 3RYHUW\� 'HOLYHU\� 
3DUWQHUVKLS�� 

4. THE STRATEGY AND ACTION PLAN 

���� 7KH�VWUDWHJ\�KDV���DLPV�� 

1. ,PSURYLQJ�/LIH�&KDQFHV�²�EUHDNLQJ�WKH�F\FOH�� 
� 
��� 6XSSRUWLQJ�WKRVH�ZKR�FDQ·W�ZRUN���RQ�ORZ�LQFRPHV�²�LQFRPH�PD[LPLVDWLRQ�� 
� 
��� ,QFUHDVLQJ� (PSOR\DELOLW\� �� $GGUHVVLQJ� /RZ� ,QFRPH� ²� XS�VNLOOLQJ� DQG� HPSOR\PHQW� 
VXSSRUW�� 

� 
��� &UHDWLQJ� 6XVWDLQDEOH� &RPPXQLWLHV� ²� LPSURYLQJ� TXDOLW\� RI� OLIH� LQ� RXU� PRUH� GHSULYHG� 
FRPPXQLWLHV�� 

����7KHVH�DLPV�DUH�SXUVXHG�WKURXJK�VL[�WKHPHV�LGHQWLILHG�DW�WKH�7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ� 
HYHQW�KHOG�LQ�1RYHPEHU������� 

���
 



�� $GYLFH�RQ�7D[�FUHGLWV�DQG�(QWLWOHPHQWV�� 
�� $IIRUGDEOH�&UHGLW�� 
�� 6XSSRUW�LQWR�:RUN�� 
�� %HVW�VWDUW�LQ�OLIH�� 
�� ,Q�ZRUN�SRYHUW\�� 
�� $IIRUGLQJ�%DVLF�1HHGV�� 
� 

���� $�IXUWKHU���FURVV�FXWWLQJ�WKHPHV�UXQ�WKURXJKRXW�WKH�VWUDWHJ\�WKHVH�DUH��'LVDEOHG� 
3HRSOH��2OGHU�3HRSOH��7DFNOLQJ�3RYHUW\�LQ�D�0XOWLFXOWXUDO�&RPPXQLW\��+HDOWK�DQG� 
:HOOEHLQJ��� 

� 
����7KH� VWUDWHJ\� GRHV� QRW� VHHN� WR� FDWDORJXH� DQG� SXOO� WRJHWKHU� DOO� H[LVWLQJ� DFWLYLW\� WKDW� 
FRQWULEXWHV� WRZDUGV� DOOHYLDWLQJ� SRYHUW\� DQG� ZKLFK� LV� DOUHDG\� FDUULHG� RXW� DV� SDUW� RI� WKH� 
FRUH�EXVLQHVV�RI�WKH�&RXQFLO�DQG�LWV�SDUWQHUV��5DWKHU��LW�VHWV�RXW�WKH�SULRULWLHV�IRU�DFWLRQ� 
WKDW�WKH�&RXQFLO�DQG�LWV�SDUWQHUV�KDYH�LGHQWLILHG�DUH�WKLQJV�ZH�FDQ�SRRO�RXU�UHVRXUFHV�RQ� 
ORFDOO\�WR�PDNH�D�GLIIHUHQFH�� 

� 
5. POVERTY NEEDS ANALYSIS 

��� $�3RYHUW\�1HHGV�$QDO\VLV�ZDV�SUHSDUHG�WR�VXSSRUW�WKH�GHYHORSPHQW�RI�WKH�VWUDWHJ\��,W� 
SURYLGHV�DQ�DQDO\VLV�RI�WKH�NH\�GDWD�LQIRUPLQJ�HDFK�NH\�WKHPH��7KH�1HHGV�$QDO\VLV�LV� 
SURYLGHG�DW�$SSHQGL[����7KLV�DQG�D�VHW�RI�WKHPHG�)DFW�6KHHWV�DUH�SURYLGHG�RQ�5HDGLQJ� 
%RURXJK�&RXQFLO·V�ZHEVLWH�DW�ZZZ�UHDGLQJ�JRY�XN�WDFNOLQJSRYHUW\� 

7KH�GDWD�VKRZV�WKDW�� 
� 
x	 5HDGLQJ·V�HFRQRP\�LV�EXR\DQW�EXW�WKHUH�LV�D�JURZLQJ�GLIIHUHQWLDO�LQ�ZHDOWK�DQG�DFURVV� 
JHRJUDSKLHV� 
� 

x	 /RZ�XQHPSOR\PHQW�OHYHOV�PDVN�KLJK�FRVWV�RI�OLYLQJ�DQG�ORZ�ZDJHV�IRU�PDQ\��1DWLRQDO� 
UHVHDUFK�VKRZV�WKDW�RXW�RI�ZRUN�EHQHILWV�IDOO�IDU�VKRUW�RI�ZKDW�LV�QHHGHG�IRU�D� 
PLQLPXP�DFFHSWDEOH�VWDQGDUG�RI�OLYLQJ�EXW�DOVR�WKDW�IDPLOLHV�ZRUNLQJ�IXOO�WLPH�RQ�WKH� 
PLQLPXP�ZDJH�DOVR�IDOO�VLJQLILFDQWO\�VKRUW�RI�PHHWLQJ�WKHLU�QHHGV��� 

� 
x -6$�FODLPDQW�UDWH�IRU�RYHU����LV�KLJKHU�WKDQ�ERWK�WKH�6RXWK�(DVW�DQG�8.� 
� 
x 5HDGLQJ�KDV�D�VLJQLILFDQW�QXPEHU�RI�1((7V��DW������ 
� 
x &KLOG�SRYHUW\�LV�DERYH�DYHUDJH�LQ�5HDGLQJ�� 
� 

x	 ����RI�5HDGLQJ�3XSLOV�HOLJLEOH�IRU�SXSLO�SUHPLXP��7KDW�LV�WKH�KLJKHVW�LQ�%HUNVKLUH� 
ZKHUH�WKH�DYHUDJH�LV������7KH�JDS�LQ�DWWDLQPHQW�DW�*&6(�OHYHO�IRU�WKRVH�SXSLOV� 
HOLJLEOH�IRU�SXSLO�SUHPLXP�LV��������SRLQWV��� 
� 

x	 7KH�FRVW�RI�FKLOG�SRYHUW\�LQ�5HDGLQJ�LV�FDOFXODWHG�WR�EH����P�SD�LQ�FRVW�RI�VHUYLFHV� 
�H�J��1+6�DQG�VFKRROV���ORVW�WD[�UHFHLSWV��FRVW�RI�EHQHILWV�DQG�ORVV�RI�HDUQLQJV��&3$*� 
������� 
� 

x	 7KH�KLJKHVW�QXPEHUV�RI�FKLOGUHQ�LQ�UHODWLYH�SRYHUW\�DUH�LQ�DUHDV�RI�6RXWK�5HDGLQJ�DQG� 
WKH�$PHUVKDP�5RDG�DUHD��ZLWK�D�QXPEHU�DOVR�DURXQG�WKH�2[IRUG�5RDG�DUHD�� 

� 
x	 $OPRVW�WKUHH�TXDUWHUV�RI�FKLOGUHQ�LQ�SRYHUW\�OLYH�LQ�ORQH�SDUHQW�IDPLOLHV��KLJKHU�WKDQ� 
ERWK�WKH�QDWLRQDO�DQG�UHJLRQDO�ILJXUHV�� 

� 
x	 $�KLJKHU�SURSRUWLRQ�RI�0L[HG�UDFH�DQG�%ODFN�FKLOGUHQ�DUH�HOLJLEOH�IRU�IUHH�VFKRRO�PHDOV� 
� 
x +RPHOHVVQHVV�ILJXUHV�KDYH�ULVHQ�VKDUSO\�LQ�WKH�ODVW�\HDU� 
� 

���
 



 

x 5HDGLQJ�KDV�D�KLJKHU�GHJUHH�RI�RYHUFURZGLQJ�WKDQ�ERWK�WKH�6RXWK�(DVW�RU�(QJODQG� 
� 
x �����RI�KRXVHKROGV�LQ�5HDGLQJ�DUH�OLYLQJ�LQ�IXHO�SRYHUW\��:KLOH�HQHUJ\�HIILFLHQF\�OHYHOV� 
LQ�5HDGLQJ�KDYH�LPSURYHG�VLQFH�������IXHO�SRYHUW\�KDV�LQFUHDVHG��SULPDULO\�UHODWHG�WR� 
LQFUHDVHV�LQ�HQHUJ\�WDULIIV�DQG�WKH�HFRQRPLF�FLUFXPVWDQFHV�RI�KRXVHKROGV�DIIHFWHG�� 

� 
x )XHO�SRYHUW\�LV�OLQNHG�ZLWK�H[FHVV�ZLQWHU�GHDWKV�LQ�ROGHU�SHRSOH��7KH�H[FHVV�ZLQWHU� 
GHDWKV�UDWLR�LQ�5HDGLQJ�LV�FXUUHQWO\�RQH�RI�WKH�KLJKHVW�LQ�WKH�FRXQWU\�� 

� 
x 7KH�SURSRUWLRQ�RI�GHSULYHG�SHRSOH�DJHG����DQG�RYHU�LV�ZHOO�DERYH�WKH�DYHUDJH�IRU� 
6RXWK�(DVW��� 

� 
x 7KH�VWDUNHVW�VWDWLVWLF�LV�WKDW�OLIH�H[SHFWDQF\�LV����\HDUV�ORZHU�IRU�PHQ�DQG����\HDUV� 
ORZHU�IRU�ZRPHQ�LQ�WKH�PRVW�GHSULYHG�DUHDV�RI�5HDGLQJ�WKDQ�LQ�WKH�OHDVW�GHSULYHG� 
DUHDV��� 
� 

x 7KH�OHYHO�RI�WHHQDJH�SUHJQDQF\�LV�VLJQLILFDQWO\�ZRUVH�WKDQ�WKH�(QJODQG�DYHUDJH�� 
� 

x ,Q� ��������� WKH� GHEWV� RI� FOLHQWV� FRPLQJ� WR� 5HDGLQJ� &$%� DQG� 5HDGLQJ� :HOIDUH� 5LJKWV� 
8QLW�WRWDOOHG������������� 
� 

����3DJH����RI�WKH�3RYHUW\�1HHGV�$QDO\VLV�VHWV�RXW�WKH�+HDOWK�VSHFLILF�GDWD�RQ�SRYHUW\��$� 
SUHVHQWDWLRQ�RQ�WKH�KHDOWK�UHODWHG�GDWD�RQ�SRYHUW\�ZLOO�EH�SURYLGHG�DW�WKH�PHHWLQJ�� 
� 
� 

6. HEALTH SPECIFIC ASPECTS OF THE STRATEGY 

����	 7KH�/63�%UHDNLQJ�WKH�&\FOH�RI�3RYHUW\�JURXS�KDV�WDNHQ�WKH�OHDG�RQ�WKH�&KLOG�3RYHUW\� 
VWUDQG�RI�WKH�VWUDWHJ\��,WV�IRFXV�KDV�EHHQ�WR�DGGUHVV�WKH�HYLGHQFH�WKDW�FKLOGUHQ�OLYLQJ� 
LQ�LQFRPH�GHSULYHG�IDPLOLHV�DUH�SURQH�WR�VLJQLILFDQWO\�ZRUVH�KHDOWK�RXWFRPHV��ERWK� 
GXULQJ�FKLOGKRRG�DQG�ODWHU�LQ�OLIH��� 

� 
7KHUH�DUH�D�KLJK�QXPEHU�RI�FKLOGUHQ�LQ�5HDGLQJ�QRW�DWWHQGLQJ���\HDU�ROG�+HDOWK� 
5HYLHZV��UHVXOWLQJ�LQ�PRUH�WKDQ�KDOI�RI�5HDGLQJ·V�FKLOGUHQ�QRW�KDYLQJ�KHDOWK�DQG� 
GHYHORSPHQW�LVVXHV�EHJLQQLQJ�WR�EH�DGGUHVVHG�DW�DQ�HDUO\�VWDJH��HVSHFLDOO\�DURXQG� 
KHDOWK\�HDWLQJ�� 

� 
7KH�JURXS�LV�LGHQWLI\LQJ�VSHFLILF�DFWLRQ�WR�VXSSRUW�WKH�KHDOWK�YLVLWLQJ�VHUYLFH�WR� 
LQFUHDVH�DWWHQGDQFH�DW���\HDU�+HDOWK�5HYLHZV�LQ�5HDGLQJ�WR�HQVXUH�WKDW�PRUH�IDPLOLHV� 
FDQ�DFFHVV�WKH�VXSSRUW�WKH\�QHHG�� 

� 
7KH�WDUJHW�LV�WR�EULQJ�DWWHQGDQFH�DW���\HDU�+HDOWK�5HYLHZV�LQ�5HDGLQJ�IURP��������WR� 
����� 

� 
���	 7KH�:LQWHU�:DWFK�VFKHPH�LV�IXQGHG�WKURXJK�3XEOLF�+HDOWK�WR�SURYLGH�GUDXJKW� 

SURRILQJ�DQG�KRPH�LQVXODWLRQ�WR�VXSSRUW�WKRVH�OLYLQJ�LQ�IXHO�SRYHUW\��7DUJHW�JURXSV� 
LQFOXGHG�SHQVLRQHUV��IDPLOLHV�ZLWK�\RXQJ�FKLOGUHQ��SHRSOH�ZLWK�VHULRXV�LOOQHVV�DQG� 
GLVDELOLWLHV�DQG�WKRVH�RQ�D�ZLGH�UDQJH�RI�ZHOIDUH�EHQHILWV��7KLV�LV�LQ�SDUWQHUVKLS�ZLWK� 
D�QXPEHU�RI�ORFDO�FRPPXQLW\�JURXSV�DQG�YROXQWDU\�RUJDQLVDWLRQV�LQFOXGLQJ�5HDGLQJ� 
&$%��%HUNVKLUH�&RPPXQLW\�)RXQGDWLRQ��$VWHU�/LYLQJ��$JH�8.�%HUNVKLUH��5HDGLQJ� 
9ROXQWDU\�$FWLRQ�DQG�7UDQVLWLRQ�7RZQ�5HDGLQJ�� 
� 

7.	 TACKLING POVERTY DELIVERY PARTNERSHIP 

���
 



 

 

 

����	 7KH�7DFNOLQJ�3RYHUW\�'HOLYHU\�3DUWQHUVKLS��FKDLUHG�E\�WKH�/HDGHU�RI�WKH�&RXQFLO�KDV� 
RYHUVHHQ�WKH�GHYHORSPHQW�RI�WKH�7DFNOLQJ�3RYHUW\�VWUDWHJ\�DQG�DFWLRQ�SODQ��7KH� 
3DUWQHUVKLS�LQFOXGHV�WKH�OHDG�SDUWQHUV�RQ�WKH�VWUDWHJ\�� 

x 5HDGLQJ�$GYLFH��1HWZRUN��7KHPH�OHDG�²�$GYLFH�DQG�6XSSRUW��
 
�
 
x %HUNVKLUH�&RPPXQLW\�6DYLQJV�DQG�/RDQV���7KHPH�OHDG�²�$IIRUGDEOH�&UHGLW��
 

�
 
x (OHYDWH�5HDGLQJ�SDUWQHUVKLS��
 
�
 

x /63�%UHDNLQJ�WKH�&\FOH�RI�3RYHUW\�JURXS���7KHPH�OHDG�²�%HVW�6WDUW�LQ�/LIH�� 
� 
x 5HDGLQJ�8.�&,&��7KHPH�OHDG�²�6XSSRUW�LQ�WR�:RUN�DQG�,Q�:RUN�3RYHUW\�� 

� 
x $FUH��$OOLDQFH�IRU�&RKHVLRQ�DQG�5DFLDO�(TXDOLW\��� 

� 
x +HDOWK�DQG�:HOOEHLQJ�%RDUG��%HUNVKLUH�+HDOWKFDUH�1+6�)RXQGDWLRQ�7UXVW��5HDGLQJ� 
&&*V�� 

� 
���� 7KH�3DUWQHUVKLS�PHHWV�RQ�D�TXDUWHUO\�EDVLV�WR�UHYLHZ�HFRQRPLF�DQG�SRYHUW\�GDWD�DQG� 

PRQLWRUV�WKH�SURJUHVV�RI�WKH�DFWLRQ�SODQ�� 

8.	 PROPOSAL 

����	 ,W�LV�SURSRVHG�WKDW�WKH�KHDOWK�DVSHFWV�RI�WKH�3RYHUW\�1HHGV�$QDO\VLV�DQG�DFWLRQ�SODQ�EH� 
LQFOXGHG�LQ�WKH�+HDOWK�DQG�:HOOEHLQJ�6WUDWHJ\�$FWLRQ�3ODQ�DQG�WKH�-RLQW�6WUDWHJLF� 
1HHGV�$VVHVVPHQW�� 

� 

9.	 CONTRIBUTION TO STRATEGIC AIMS 

���� 7KLV�GHFLVLRQ�FRQWULEXWHV�WR�WKH�&RXQFLO·V�VWUDWHJLF�DLPV�WR�GHYHORS�D�VXVWDLQDEOH� 
� HFRQRP\� DW� WKH� KHDUW� RI� WKH� 7KDPHV� 9DOOH\�� DQG� WR� SURPRWH� HTXDOLW\�� VRFLDO� 
� LQFOXVLRQ�DQG�D�VDIH�DQG�KHDOWK\�HQYLURQPHQW�IRU�DOO�EHFDXVH�WKH�VWUDWHJ\�DQG�SODQ� 
� ZLOO�DGGUHVV�VXSSRUW�LQWR�ZRUN��ORZ�SD\�DQG�LQ�ZRUN�SRYHUW\��KHDOWK�LQHTXDOLW\�DQG� 
� ZLOO�VSHFLILFDOO\�DGGUHVV�SRYHUW\�IDFHG�E\�GLVDEOHG�SHRSOH��FKLOGUHQ��ROGHU�SHRSOH� 
� DQG�HWKQLF�PLQRULW\�FRPPXQLWLHV�� 
� 
� 
10.	 COMMUNITY ENGAGEMENT AND INFORMATION 

�����	 7KH�7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ�HYHQW�LQ�1RYHPEHU������ZDV�DQ�RSHQ�HYHQW�� 
,QYLWDWLRQV�ZHQW�RXW�WR�SXEOLF�VHUYLFH�SURYLGHUV��EXVLQHVVHV��HPSOR\HUV��VFKRROV�� 
SURYLGHUV�RI�HPSOR\PHQW��WUDLQLQJ��YROXQWDU\�DQG�FRPPXQLW\�RUJDQLVDWLRQV��WUDGHV� 
XQLRQV��IDLWK�RUJDQLVDWLRQV�DQG�UHVLGHQWV�LQYROYHPHQW�GDWDEDVHV��WKURXJK�ERWK�WKH� 
&RXQFLO·V�DQG�SDUWQHUV·�URXWHV��7KH�HYHQW�ZDV�SURPRWHG�WKURXJK�WKH�ZHEVLWH��WZLWWHU� 
DQG�SUHVV�UHOHDVH��$URXQG�����SHRSOH�DWWHQGHG�RQ�WKH�QLJKW��� 

�����	 3DUWLFLSDQWV�ZHUH�LQYLWHG��ZKHQ�UHJLVWHULQJ��WR�VD\�ZKDW�WKHLU�PDLQ�FRQFHUQ�ZDV�DERXW� 
SRYHUW\�LQ�5HDGLQJ��7KLV�VXUYH\�JDYH�D�JRRG�LQGLFDWLRQ�RI�WKH�NH\�3RYHUW\�LVVXHV�IRU� 
5HDGLQJ��7KHLU�UHVSRQVHV�ZHUH�XVHG�WR�WKHPH�WKH�ZRUNVKRSV�DQG�VXEVHTXHQWO\�WKH� 
WKHPHV�RI�WKH�VWUDWHJ\�� 

� 
����� ([SHULHQFHV�RI�SRYHUW\�RI�ORFDO�SHRSOH�ZHUH�UHFRUGHG�RQ�DW�WKH�HYHQW�WKURXJK�YLGHR�� 

ZULWWHQ�ZRUG��FDVH�VWXGLHV�DQG�SDUWLFLSDWLRQ�LQ�WKH�ZRUNVKRSV��� 
� 

���
 



 11.	 EQUALITY IMPACT ASSESSMENT 

�����	 8QGHU�WKH�(TXDOLW\�$FW�������6HFWLRQ������D�SXEOLF�DXWKRULW\�PXVW��LQ�WKH�H[HUFLVH�RI� 
LWV�IXQFWLRQV��KDYH�GXH�UHJDUG�WR�WKH�QHHG�WR³� 
x HOLPLQDWH�GLVFULPLQDWLRQ��KDUDVVPHQW��YLFWLPLVDWLRQ�DQG�DQ\�RWKHU�FRQGXFW�WKDW�LV� 
SURKLELWHG�E\�RU�XQGHU�WKLV�$FW�� 

x DGYDQFH�HTXDOLW\�RI�RSSRUWXQLW\�EHWZHHQ�SHUVRQV�ZKR�VKDUH�D�UHOHYDQW�SURWHFWHG� 
FKDUDFWHULVWLF�DQG�SHUVRQV�ZKR�GR�QRW�VKDUH�LW�� 

x IRVWHU�JRRG�UHODWLRQV�EHWZHHQ�SHUVRQV�ZKR�VKDUH�D�UHOHYDQW�SURWHFWHG� 
FKDUDFWHULVWLF�DQG�SHUVRQV�ZKR�GR�QRW�VKDUH�LW�� 
� 

�����	 7KH�(TXDOLW\�GXW\�LV�UHOHYDQW�WR�WKH�GHFLVLRQ�WR�GHYHORS�D�VWUDWHJ\�DQG�DFWLRQ�SODQ�RQ� 
WDFNOLQJ�SRYHUW\�LQ�5HDGLQJ��$Q�(TXDOLW\�,PSDFW�$VVHVVPHQW�KDV�EHHQ�XQGHUWDNHQ��7KH� 
DVVHVVPHQW�LV�WKDW�SRYHUW\�KDV�D�GLIIHUHQWLDO�LPSDFW�RQ�GLIIHUHQW��HTXDOLW\�JURXSV�DQG� 
D�SRYHUW\�VWUDWHJ\�DQG�DFWLRQ�SODQ�ZLOO�SRVLWLYHO\�LPSDFW�RQ�WKHVH�JURXSV��7KH� 
DVVHVVPHQW�UHSRUW�ZDV�SUHVHQWHG�WR�3ROLF\�FRPPLWWHH�LQ�-DQXDU\������� 

� 

12.	 LEGAL IMPLICATIONS 
� 
����� 8QGHU� WKH� &KLOG� 3RYHUW\� $FW� ������ ORFDO� DXWKRULWLHV� DQG� QDPHG� SDUWQHU� 
� DXWKRULWLHV� KDYH� D� VWDWXWRU\� GXW\� WR� FR�RSHUDWH� WR� UHGXFH� DQG� PLWLJDWH� WKH� 
� LPSDFWV� RI� FKLOG� SRYHUW\� LQ� WKHLU� DUHD� �WKHVH� QDPHG� SDUWQHU� DXWKRULWLHV� WR� 
� ZKRP� WKH� GXW\� DSSOLHV� LQFOXGH� KHDOWK�� WKH� SROLFH�� \RXWK� RIIHQGLQJ� WHDPV�� 
� SUREDWLRQ�DQG��-REFHQWUH� 3OXV��� WR� SUHSDUH� DQG� SXEOLVK� D� ORFDO� FKLOG� SRYHUW\�  
�  QHHGV� DVVHVVPHQW�  DQG�  SUHSDUH� D� MRLQW� FKLOG� SRYHUW\� VWUDWHJ\� IRU� WKH� ORFDO� 
�  DUHD��  

13.	 FINANCIAL IMPLICATIONS 

����� 7KH� GHYHORSPHQW� RI� D� 7DFNOLQJ� 3RYHUW\� VWUDWHJ\� DQG� DFWLRQ� SODQ� ZLOO�  EH�PHW� ZLWKLQ�  
� H[LVWLQJ�EXGJHWV��� 
� 

14.	 BACKGROUND PAPERS 

����� 0LQXWHV�RI�7DFNOLQJ�3RYHUW\�'HOLYHU\�3DUWQHUVKLS� 
� 
� 

���
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7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ�� 
6WUDWHJ\�'RFXPHQW������� 
� 

� 
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�� )RUHZRUG� 
� 

1HYHU�KDV�WKHUH�EHHQ�D�PRUH�LPSRUWDQW�WLPH�IRU�D�VWUDWHJ\�WR�WDFNOH�SRYHUW\��7KH� 
HFRQRPLF�UHFHVVLRQ��FRVW�RI�OLYLQJ�DQG�ZHOIDUH�UHIRUP�KDV�FKDQJHG�WKH�ZRUOG�ZH� 
OLYH�LQ� � 
� � 
1HYHU�KDV�WKHUH�EHHQ�D�PRUH�LPSRUWDQW�WLPH�WR�FKDOOHQJH�WKH�QHJDWLYH�SHUFHSWLRQ� 
DERXW�SRYHUW\�DQG�SHRSOH�LQ�UHFHLSW�RI�EHQHILWV��7KH�%ULWLVK�6RFLDO�$WWLWXGHV� 
6XUYH\��6HSWHPEHU������GRFXPHQWHG�WKDW�WKH�ODVW�WKUHH�GHFDGHV�KDV�VHHQ�D� 
GUDPDWLF�GHFOLQH�LQ�VXSSRUW�IRU�ZHOIDUH�EHQHILWV�IRU�GLVDGYDQWDJHG�JURXSV�DQG�\HW� 
LW�FRXOG�EH�DQ\�RQH�RI�XV��RU�RXU�IDPLOLHV� � 
� 
,QGHHG�ZKHQ�5HDGLQJ�%RURXJK�&RXQFLO�WRRN�RYHU�UHVSRQVLELOLW\�)LQDQFLDO�&ULVLV� 
6XSSRUW��SUHYLRXVO\�SURYLGHG�E\�WKH�*RYHUQPHQW�ZH�ZHUH�OHG�WR�EHOLHYH�LW�ZDV�RQO\� 
XVHG�E\�\RXQJ�PHQ�ZKR�FRXOGQ·W�PDQDJH�WKHLU�EXGJHWV��2XU�VWDWLVWLFV�VKRZ�WKDW� 
KDOI�WKH�SHRSOH�ZKR�QHHG�WKH�VFKHPH�DUH�IDPLOLHV��WKH�PDLQ�UHDVRQ�IRU�WKHLU�FULVLV� 
LV�GHOD\�RI�EHQHILWV�SD\PHQWV�DQG�WKH\�QHHG�KHOS�ZLWK�EDVLFV�VXFK�DV�IRRG��IXHO�DQG� 
ZKLWH�JRRGV�� 
� 
:HOIDUH�UHIRUPV��UHGXFLQJ�SXEOLF�VHFWRU�H[SHQGLWXUH�DQG�WKH�VORZ�HFRQRPLF� 
UHFRYHU\�DUH�FUHDWLQJ�LQFUHDVLQJ�KDUGVKLS�IRU�PDQ\�RI�RXU�UHVLGHQWV��LQFOXGLQJ�VRPH� 
RI�WKH�PRVW�YXOQHUDEOH��7KH�/RFDO�*RYHUQPHQW�$VVRFLDWLRQ�HVWLPDWHV�WKDW�DV�D� 
UHVXOW�RI�ZHOIDUH�UHIRUPV��KRXVHKROGV�FODLPLQJ�EHQHILW�LQ�5HDGLQJ�ZLOO�VHH�WKHLU� 
LQFRPH�GURS�E\��������D�\HDU��0DQ\�RI�WKRVH�DIIHFWHG�DUH�SHRSOH�ZKR�DUH�LQ�ZRUN� 
EXW�KDYH�LQFRPHV�WKDW�FDQQRW�PHHW�WKH�ULVLQJ�FRVWV�RI�OLYLQJ����LQ���FKLOGUHQ�DUH� 
GHHPHG�WR�EH�OLYLQJ�LQ�SRYHUW\�LQ�5HDGLQJ�� 
� 
:H�DUH�VHHLQJ�WKH�LPSDFW�RI�WKLV�RQ�ORFDO�SHRSOH��)RU�H[DPSOH��FDOOV�WR�5HDGLQJ� 
&LWL]HQV�$GYLFH�%XUHDX��&$%��KDYH�DOPRVW�GRXEOHG�VLQFH�-XQH�������5HDGLQJ� 
&RPPXQLW\�:HOIDUH�5LJKWV�8QLW��UHSRUWV�WKDW�GXULQJ�WKH�VDPH�SHULRG�WKH�QXPEHU�RI� 
SHRSOH�DWWHQGLQJ�WKH�RSHQ�GRRU�GURS�LQ�VHVVLRQV�KDV�GRXEOHG�DQG�IRRG�SDUFHO� 
UHIHUUDOV�E\�5HDGLIRRG�KDYH�LQFUHDVHG�E\�������7KH�YDVW�PDMRULW\�RI�SHRSOH�VHHNLQJ� 
DGYLFH�DUH�IDPLOLHV�ZKR�DUH�UHDOO\�VWUXJJOLQJ�WR�VXUYLYH�� 
� 
:KLOVW�ZH�FDQQRW�FKDQJH�JRYHUQPHQW�SROLF\�RU�PDFUR�HFRQRPLF�FRQGLWLRQV��LW�LV� 
LPSRUWDQW�WKDW�ZH�VHHN�WR�SURYLGH�WKH�EHVW�SRVVLEOH��FRKHUHQW��ORFDO�UHVSRQVH�LQ� 
RUGHU�WR�VXSSRUW�5HDGLQJ·V�UHVLGHQWV��7KLV�LQFOXGHV�SURYLGLQJ�PRUH�RSSRUWXQLWLHV�IRU� 
ORFDO�SHRSOH�WR�EHQHILW�IURP�ZKDW�UHPDLQV�D�VWURQJ�ORFDO�HFRQRP\�ZLWK�JRRG� 
SURVSHFWV�IRU�JURZWK��XVLQJ�ZKDW�UHVRXUFHV�ZH�GR�KDYH�DYDLODEOH�WR�JDLQ�PD[LPXP� 
LPSDFW��DQG�ZRUNLQJ�WRJHWKHU�LQ�SDUWQHUVKLS�� 
� 
,Q�1RYHPEHU������ZH�KHOG�D�FRQIHUHQFH�¶7DFNOLQJ�3RYHUW\�LQ�5HDGLQJ·�WR�LQLWLDWH� 
WKH�GHYHORSPHQW�RI�D�QHZ�VWUDWHJ\�WR�WDFNOH�SRYHUW\�DQG�WR�LGHQWLI\�NH\�SUDFWLFDO� 
DFWLRQV�ZH�FDQ�WDNH�WRJHWKHU�ZLWK�RXU�SDUWQHUV�DQG�WKH�FRPPXQLW\��7KLV�LV�WKH�QHZ� 
VWUDWHJ\�DQG�DFWLRQ�SODQ�� 
� 
� 
� 
� � 

�� 
� 

���
 



� 

�� &RQWH[W� 
� 
,W� KDV� ORQJ� EHHQ� UHFRJQLVHG� WKDW� SRYHUW\� LV� D� VLJQLILFDQW� LVVXH� IRU� 5HDGLQJ��  
LPSDFWLQJ�QHJDWLYHO\�RQ�WKH�TXDOLW\�RI�OLIH�RI�PDQ\�RI�LWV�UHVLGHQWV��7KH�LPSDFWV�RI� 
SRYHUW\�DUH�SHUQLFLRXV�ZLWK�HIIHFWV�JRLQJ�IDU�EH\RQG�PDWHULDO�ZHOO�EHLQJ��2YHU�DQG� 
DERYH�VWUXJJOLQJ�WR�SD\�IRU�HVVHQWLDOV�VXFK�DV�IRRG��FORWKHV�DQG�IXHO��SRYHUW\�KDV�D� 
KXJHO\� GHWULPHQWDO� HIIHFW� RQ� ORQJHU� WHUP� RXWFRPHV� DFURVV� JHQHUDWLRQV�� +LJKHU� 
OHYHOV� RI� SRYHUW\� DUH� VWURQJO\� FRUUHODWHG� ZLWK� SRRUHU� KHDOWK�� ORZHU� HGXFDWLRQDO� 
DFKLHYHPHQW�� ZRUNOHVVQHVV�� KLJKHU� FULPH� UDWHV�� PRUH� FKLOGUHQ� LQ� WKH� VRFLDO�  FDUH�  
V\VWHP�DQG�D�KRVW�RI�RWKHU�QHJDWLYH�RXWFRPHV�� 
� 
8QGHU�WKH�&KLOG�3RYHUW\�$FW�������ORFDO�DXWKRULWLHV�DQG�QDPHG�SDUWQHU�DXWKRULWLHV� 
KDYH� D� VWDWXWRU\� GXW\�  WR� FR�RSHUDWH�  WR� UHGXFH�  DQG�  PLWLJDWH� WKH�  LPSDFWV� RI� FKLOG� 
SRYHUW\�LQ�WKHLU�DUHD��WKHVH�QDPHG�SDUWQHU�DXWKRULWLHV�LQFOXGH�KHDOWK��WKH�SROLFH�� 
\RXWK� RIIHQGLQJ�  WHDPV�� SUREDWLRQ� DQG� -REFHQWUH� 3OXV���  WR� SUHSDUH� DQG� SXEOLVK� D� 
ORFDO�FKLOG�SRYHUW\�QHHGV�DVVHVVPHQW�DQG�SUHSDUH�D�MRLQW�FKLOG�SRYHUW\�VWUDWHJ\�IRU� 
WKH�ORFDO�DUHD�� 
� 
7KH�QDWLRQDO�&KLOG�3RYHUW\�6WUDWHJ\�IRFXVHV�RQ���NH\�DUHDV�� 
�� 

����/LIH�&KDQFHV�²�EUHDNLQJ�WKH�F\FOH�� 
����7KRVH�ZKR�FDQ·W�ZRUN�²�LQFRPH�PD[LPLVDWLRQ�� 
����(PSOR\DELOLW\���/RZ�,QFRPH�²�XS�VNLOOLQJ�DQG�VXSSRUW�� 
����6XVWDLQDEOH�&RPPXQLWLHV�²�LPSURYLQJ�TXDOLW\�RI�OLIH�LQ�PRUH���GHSULYHG� 
QHLJKERXUKRRGV��� 
� 

7DFNOLQJ�SRYHUW\� LV�QRW�RQO\�DQ�LVVXH�IRU�&RXQFLO�DQG�QDPHG�VWDWXWRU\�SDUWQHUV�WR� 
DGGUHVV�� 7KH� YROXQWDU\�� FRPPXQLW\� DQG� IDLWK� VHFWRUV� VWDQG�  DW�  WKH� IURQW� OLQH� 
WDFNOLQJ� SRYHUW\� DQG� EXVLQHVVHV� DQG� HPSOR\HUV� KDYH� D� KXJH� SDUW� WR� SOD\� LQ� WKH� 
HPSOR\PHQW�� VNLOOV� DQG� WUDLQLQJ�  URXWHV� RXW� RI�  SRYHUW\�� 7DFNOLQJ� SRYHUW\� LV� WUXO\� 
HYHU\RQH·V�EXVLQHVV��� 
� 
,Q������WKH�5HDGLQJ�/RFDO�6WUDWHJLF�3DUWQHUVKLS��/63��DGRSWHG�D�QHZ�6XVWDLQDEOH� 
&RPPXQLW\�6WUDWHJ\�EDVHG�DURXQG�DQ�DJUHHG�YLVLRQ�IRU�5HDGLQJ�LQ�������7KLV� 
6WUDWHJ\�LGHQWLILHG�EUHDNLQJ�WKH�F\FOH�RI�SRYHUW\��VNLOOV�IRU�DOO�DQG�EXLOGLQJ�FDSDEOH� 
FRPPXQLWLHV�DV�NH\�¶/HYHUV�IRU�&KDQJH·�WR�DGGUHVV�LQHTXDOLW\�DQG�FUHDWH�WKH� 
FRQGLWLRQV�IRU�WKH�ORQJHU�WHUP�VRFLR�HFRQRPLF�VXFFHVV�RI�WKH�WRZQ��� 
� 
%UHDNLQJ�WKH�F\FOH�RI�SRYHUW\�FRQFHQWUDWHV�RQ�¶WKH�EHVW�VWDUW�LQ�OLIH·��SDUWLFXODUO\� 
IRFXVLQJ�RQ�IDPLOLHV�ZLWK�\RXQJ�FKLOGUHQ�LQ���NH\�DUHDV�� 
� 
• 2EHVLW\�+HDOWK\�/LIHVW\OH� 
• 3DUHQWDO�6XEVWDQFH�0LVXVH� 
• +RPH�/HDUQLQJ�(QYLURQPHQW� 
• (DUO\�/DQJXDJH�DQG�&RPPXQLFDWLRQ� 
� 
:LWK�WKH�UHVSRQVLELOLW\�IRU�3XEOLF�+HDOWK�QRZ�WUDQVIHUUHG�WR�ORFDO�DXWKRULWLHV��WKHUH� 
LV�D�YDOXDEOH�RSSRUWXQLW\�WR�DGGUHVV�WKH�UHODWLRQVKLS�EHWZHHQ�KHDOWK�DQG�SRYHUW\�LQ� 
SDUWQHUVKLS�ZLWK�WKH�ORFDO�1+6��� 
7KH�-RLQW�6WUDWHJLF�1HHGV�$QDO\VLV��MVQD�UHDGLQJ�JRY�XN��DV�ZHOO�DV�WKH�+HDOWK�DQG� 
:HOOEHLQJ�6WUDWHJ\�RXWOLQH�LQ�GHWDLO�5HDGLQJ·V�UHVSRQVH�WR�KHDOWK�LQHTXDOLW\�� 
5HDGLQJ·V�3XEOLF�+HDOWK�UHVSRQVLELOLWLHV�LQFOXGH��� 
� 

�� 
� 

���
 



�
 

• +HDOWK�SURPRWLRQ�DQG�HQDEOLQJ�SHRSOH�WR�PDNH�KHDOWKLHU�OLIHVW\OH�FKRLFHV��VXFK��
 
DV�LPSURYLQJ�SHUVRQDO�ILWQHVV��UHGXFLQJ�ZHLJKW�RU�VWRSSLQJ�VPRNLQJ��� 

•	 7KH�SUHYHQWLRQ�RI�LOO�KHDOWK�DQG�SURWHFWLQJ�SHRSOH�IURP�GLVHDVH�DQG�LOOQHVV��IRU��� 
�H[DPSOH�WKURXJK�LPPXQLVDWLRQ�� 

•	 :RUNLQJ�WR�WDFNOH�KHDOWK�LQHTXDOLWLHV�IRU�SHRSOH�RQ�KLJK�DQG�ORZ�OHYHOV�RI� 
LQFRPH� 
� 

6NLOOV�IRU�DOO�IRFXVHV��SULPDULO\��RQ�KHOSLQJ�\RXQJ�SHRSOH�����²����\UV��WR�SURJUHVV� 
LQWR�PHDQLQJIXO�HGXFDWLRQ��HPSOR\PHQW�RU�WUDLQLQJ��7KH�¶3URGXFWLYH�3DWKZD\V·� 
JURXS�EULQJV�WRJHWKHU�PDQ\�RI�WKH�NH\�SDUWQHUV�LQ�WKH�DUHD�ZKR�SURYLGH�D�UDQJH�RI� 
VHUYLFHV�DQG�VXSSRUW�WR�WKLV�DJH�JURXS�²�'HSDUWPHQW�IRU�:RUN� 	�3HQVLRQV���5HDGLQJ� 
&ROOHJH��5HDGLQJ�8.�&,&��5HDGLQJ�9ROXQWDU\�$FWLRQ��$GYL]D��$�(��&RQQHFW�5HDGLQJ� 
HWF��7KURXJK�WKLV�JURXS��DQG�WKH�OLQNV�WR�D�IDU�ZLGHU�UDQJH�RI�DJHQFLHV��D�FRQFHUWHG� 
HIIRUW�LV�EHLQJ�PDGH�WR�MRLQ�XS��LQFUHDVH�DQG�PDNH�YLVLEOH�DOO�WKH�LQIRUPDWLRQ�DQG� 
VXSSRUW�WKDW�LV�DYDLODEOH��EXW�QRW�DOZD\V�HDVLO\�DFFHVVLEOH��WR�\RXQJ�SHRSOH��$� 
SUDFWLFDO�RXWFRPH�RI�WKLV�LV�D�QHZ�ZHEVLWH�²�(OHYDWH0H��ODXQFKHG�LQ�0DUFK�������� 
ZKLFK�KDV�KDG�H[WHQVLYH�LQSXW�IURP�D�UDQJH�RI�XVHU�JURXSV�LQ�LWV�GHYHORSPHQW��WR� 
SXW�DOO�WKLV�LQIRUPDWLRQ�GLUHFWO\�LQ�WKH�KDQGV�RI�\RXQJ�SHRSOH�DQG�WKHLU�DGYLVHUV�IRU� 
WKH�ILUVW�WLPH��7KH�ZHEVLWH�LV�IXOO\�IXQFWLRQDO�DQG�YLVLEOH�RQ�DOO�PRELOH�GHYLFHV� 
�SKRQHV��WDEOHWV�HWF����(OHYDWH0H�LV�IXQGHG�ODUJHO\�WKURXJK�2�·V�/RFDO�*RYHUQPHQW� 
)XWXUHV�)XQG�DQG�FDQ�EH�YLHZHG�RQ�WKLV�OLQN��ZZZ�HOHYDWHPH�RUJ�XN���:H�ZLOO�EH� 
HPEHGGLQJ�RZQHUVKLS�DQG�IXUWKHU�GHYHORSPHQW�RI�(OHYDWH0H�DV�SDUW�RI�WKH� 
%HUNVKLUH��� 

&DSDEOH�FRPPXQLWLHV�LV�D�PDMRU�HIIRUW�WR�HPSRZHU�ORFDO�FRPPXQLWLHV�DQG�LPSURYH� 
WKH�VHQVH�RI�JUDVVURRWV�RZQHUVKLS�RI�ORFDO�SURMHFWV�E\�� 
� 
•	 VWUHQJWKHQLQJ�ORFDO�OHDGHUVKLS�DQG�XQORFNLQJ�WKH�KLGGHQ�SRWHQWLDO�IRU�OHDGHUVKLS� 
ZLWKLQ�5HDGLQJ·V�FRPPXQLWLHV�� 

•	 LPSURYHG�QHWZRUNLQJ�DQG�FROODERUDWLRQ�EHWZHHQ�H[LVWLQJ�FRPPXQLW\� 
RUJDQLVDWLRQV� 

•	 VWUHQJWKHQLQJ�WKH�TXDOLW\�RI�UHVRXUFHV�DYDLODEOH�WR�FRPPXQLW\�JURXSV�� 

$�PDMRU�UHVRXUFH�LQ�GHOLYHULQJ�WKLV�LV�WKH�5HDGLQJ�&RPPXQLW\�(QWHUSULVH� 
3URJUDPPH��7KH�VFKHPH�SURYLGHV�WUDLQLQJ��PHQWRULQJ�DQG�JUDQWV�IRU�OHDGHUV� 
�H[LVWLQJ�DQG�SRWHQWLDO��ZKR�FDQ�GHPRQVWUDWH�WKH\�KDYH�WKH�YLVLRQ�WR�SODQ�DQG� 
H[HFXWH�ZRUWKZKLOH�SURMHFWV��$GGLWLRQDOO\��DV�SDUW�RI�D�FHQWUDOO\�IXQGHG� 
SURJUDPPH��5HDGLQJ�KDV��IURP�$SULO�������IRXU�SDLG�FRPPXQLW\�RUJDQLVHUV�RQ��� 
\HDU�SODFHPHQWV��ZLWK�D�SRVVLEOH�H[WHQVLRQ��7KHVH�LQMHFWLRQV�RI�IXQGLQJ�DQG� 
UHVRXUFHV�IRU�FRPPXQLW\�SURMHFWV�DUH�H[SHFWHG�WR�SURYLGH�D�UHDO�ERRVW�WR�WKH� 
TXDOLW\�DQG�YROXPH�RI�JUDVVURRWV�DFWLYLW\�WKURXJKRXW�WKH�FRPLQJ�\HDU�DQG�EH\RQG�� 
� 

�� 
� 

���
 



� 

:KDW�3RYHUW\�/RRNV�/LNH�LQ�5HDGLQJ� 
� 
� 
� 
´,QGLYLGXDOV��IDPLOLHV�DQG�JURXSV�LQ�WKH�SRSXODWLRQ�FDQ�EH�VDLG�WR�EH�LQ�SRYHUW\� 
ZKHQ�WKH\�ODFN�WKH�UHVRXUFHV�WR�REWDLQ�WKH�W\SH�RI�GLHW��SDUWLFLSDWLRQ�LQ�WKH� 
DFWLYLWLHV�DQG�WKH\�KDYH�WKH�OLYLQJ�FRQGLWLRQV�DQG�WKH�DPHQLWLHV�ZKLFK�DUH� 
FXVWRPDU\��RU�DW�OHDVW�ZLGHO\�HQFRXUDJHG�RU�DSSURYHG�LQ�WKH�VRFLHWLHV�WR�ZKLFK� 
WKH\�EHORQJ�� 
7KHLU�UHVRXUFHV�DUH�VR�VHULRXVO\�EHORZ�WKRVH�FRPPDQGHG�E\�WKH�DYHUDJH�IDPLO\� 
WKDW�WKH\�DUH�LQ�HIIHFW�H[FOXGHG�IURP�WKH�RUGLQDU\�OLYLQJ�SDWWHUQV��FXVWRPV��DQG� 
DFWLYLWLHV���7RZQVHQG� 
� 
� 
:H�KDYH�FDUULHG�RXW�DQ�DQDO\VLV�RI�SRYHUW\�LQ�5HDGLQJ��$SSHQGL[�����7KH�NH\�IDFWV� 
DUH�� 
� 
•	 5HDGLQJ·V�HFRQRP\�LV�EXR\DQW�EXW�WKHUH�LV�D�JURZLQJ�GLIIHUHQWLDO�LQ�ZHDOWK�DQG� 
DFURVV�JHRJUDSKLHV� 

• /RZ�XQHPSOR\PHQW�OHYHOV�PDVN�KLJK�FRVWV�RI�OLYLQJ�DQG�ORZ�ZDJHV�IRU�PDQ\�� 
1DWLRQDO�UHVHDUFK�VKRZV�WKDW�RXW�RI�ZRUN�EHQHILWV�IDOO�IDU�VKRUW�RI�ZKDW�LV� 
QHHGHG�IRU�D�PLQLPXP�DFFHSWDEOH�VWDQGDUG�RI�OLYLQJ�EXW�DOVR�WKDW�IDPLOLHV� 
ZRUNLQJ�IXOO�WLPH�RQ�WKH�PLQLPXP�ZDJH�DOVR�IDOO�VLJQLILFDQWO\�VKRUW�RI�PHHWLQJ� 

,Q����������WKH�GHEWV�RI�FOLHQWV�FRPLQJ�WR�5HDGLQJ�&$%�DQG�5HDGLQJ�:HOIDUH� • 

�

5LJKWV�8QLW�WRWDOOHG������������ 

� 
WKHLU�QHHGV��� 

� 
• -6$�FODLPDQWV�UDWH�IRU�RYHU����LV�KLJKHU�WKDQ�ERWK�WKH�6RXWK�(DVW�DQG�8.� 
� 
• 5HDGLQJ�KDV�D�VLJQLILFDQW�QXPEHU�RI�1((7V�DW������ 
� 
•	 &KLOG�SRYHUW\�LV�DERYH�DYHUDJH�LQ�5HDGLQJ��� 
� 

•	 ����RI�5HDGLQJ�3XSLOV�HOLJLEOH�IRU�SXSLO�SUHPLXP��7KDW�LV�WKH�KLJKHVW�LQ� 
%HUNVKLUH�ZKHUH�WKH�DYHUDJH�LV������7KH�JDS�LQ�DWWDLQPHQW�DW�*&6(�OHYHO�IRU� 
WKRVH�SXSLOV�HOLJLEOH�IRU�SXSLO�SUHPLXP�LV��������SRLQWV��� 
� 

•	 7KH�FRVW�RI�FKLOG�SRYHUW\�LQ�5HDGLQJ�LV�FDOFXODWHG�WR�EH����P�SD�LQ�FRVW�RI� 
VHUYLFHV��H�J��1+6�DQG�VFKRROV���ORVW�WD[�UHFHLSWV��FRVW�RI�EHQHILWV�DQG�ORVV�RI� 
HDUQLQJV��&3$*�������� 
� 

•	 7KH�KLJKHVW�QXPEHUV�RI�FKLOGUHQ�LQ�UHODWLYH�SRYHUW\�DUH�LQ�DUHDV�RI�6RXWK� 
5HDGLQJ�DQG�WKH�$PHUVKDP�5RDG�DUHD��ZLWK�D�QXPEHU�DOVR�DURXQG�WKH�2[IRUG� 
5RDG�DUHD�� 

� 
•	 $OPRVW�WKUHH�TXDUWHUV�RI�FKLOGUHQ�LQ�SRYHUW\�OLYH�LQ�ORQH�SDUHQW�IDPLOLHV��KLJKHU� 
WKDQ�ERWK�WKH�QDWLRQDO�DQG�UHJLRQDO�ILJXUHV��
 
�
 

•	 7KH�OHYHO�RI�WHHQDJH�SUHJQDQF\�LV�VLJQLILFDQWO\�ZRUVH�WKDQ�WKH�(QJODQG�DYHUDJH� 
� 

�� 
� 

���
 



� 

� 
•	 $�KLJKHU�SURSRUWLRQ�RI�0L[HG�UDFH�DQG�%ODFN�FKLOGUHQ�DUH�HOLJLEOH�IRU�IUHH�VFKRRO� 
PHDOV� 

� 
• +RPHOHVVQHVV�ILJXUHV�KDYH�ULVHQ�VKDUSO\�DQG�DUH�LQFUHDVLQJ� 
� 
•	 5HDGLQJ�KDV�D�KLJKHU�GHJUHH�RI�RYHUFURZGLQJ�WKDQ�ERWK�WKH�6RXWK�HDVW�RU� 
(QJODQG� 

� 
•	 �����RI�KRXVHKROGV�LQ�5HDGLQJ�DUH�OLYLQJ�LQ�IXHO�SRYHUW\��:KLOH�HQHUJ\�HIILFLHQF\� 
OHYHOV�LQ�5HDGLQJ�KDYH�LPSURYHG�VLQFH�������IXHO�SRYHUW\�KDV�LQFUHDVHG�� 
SULPDULO\�UHODWHG�WR�LQFUHDVHV�LQ�HQHUJ\�WDULIIV�DQG�WKH�HFRQRPLF�FLUFXPVWDQFHV� 
RI�KRXVHKROGV�DIIHFWHG�� 

� 
•	 )XHO�SRYHUW\�LV�OLQNHG�ZLWK�H[FHVV�ZLQWHU�GHDWKV�LQ�ROGHU�SHRSOH��7KH�H[FHVV� 
ZLQWHU�GHDWKV�UDWLR�LQ�5HDGLQJ�LV�FXUUHQWO\�RQH�RI�WKH�KLJKHVW�LQ�WKH�FRXQWU\����� 

� 
•	 7KH�SURSRUWLRQ�RI�GHSULYHG�SHRSOH�DJHG����DQG�RYHU�LV�ZHOO�DERYH�WKH�DYHUDJH� 
IRU�6RXWK�(DVW��� 

� 
•	 

�

7KH�VWDUNHVW�VWDWLVWLF�LV�WKDW�OLIH�H[SHFWDQF\�LV�����\HDUV�ORZHU�IRU�PHQ�DQG� 
���\HDUV�ORZHU�IRU�ZRPHQ�LQ�WKH�PRVW�GHSULYHG�DUHDV�RI�5HDGLQJ�WKDQ�LQ�WKH� 
OHDVW�GHSULYHG�DUHDV��� 
�
 
�
 

�
 

�� 
� 

���
 



� 

�� 9LVLRQ�� 
� 
� 
� 
¶�1DUURZLQJ�WKH�JDS���FUHDWLQJ�RSSRUWXQLWLHV�VR�WKDW�PRUH�SHRSOH�KDYH�VHFXULW\�� 

HPSOR\PHQW��LPSURYHG�KHDOWK�DQG�WKH�FKDQFH�WR�WKULYH·� 
� 
�
 
�
 
�
 

���6WUDWHJLF�$LPV�� 
� 
7KLV�6WUDWHJ\�VHWV�RXW�WKH�FKDOOHQJH�5HDGLQJ�IDFHV�LQ�WDFNOLQJ�SRYHUW\��DQG�SURYLGHV� 
D�IUDPHZRUN�IRU�WKH�DFWLRQ�ZKLFK�WKH�&RXQFLO�LWV�SDUWQHUV�DQG�WKH�ZLGHU�FRPPXQLW\� 
ZLOO�WDNH�LQ�VHHNLQJ�WR�DGGUHVV�SRYHUW\�DQG�LWV�FRQVHTXHQFHV�PRUH�HIIHFWLYHO\���� 
� 
7KH�  VWUDWHJ\� KDV�  �� DLPV�� WDNHQ� IURP�  WKH�  QDWLRQDO� &KLOG� 3RYHUW\�  6WUDWHJ\� ZKLFK� 
SURYLGHV�D�XVHIXO�IUDPHZRUN��� 
�� 
��� ,PSURYLQJ�/LIH�&KDQFHV�²�EUHDNLQJ�WKH�F\FOH�� 
� 
��� 6XSSRUWLQJ�WKRVH�ZKR�FDQ·W�ZRUN���RQ�ORZ�LQFRPHV�²�LQFRPH�PD[LPLVDWLRQ�� 
� 
��� ,QFUHDVLQJ� (PSOR\DELOLW\� �� $GGUHVVLQJ� /RZ� 
� 
� 
��� &UHDWLQJ� 6XVWDLQDEOH� &RPPXQLWLHV� ²� LPSURYLQJ� TXDOLW\� RI� OLIH� LQ� RXU� PRUH� 

GHSULYHG�FRPPXQLWLHV�� 

� 

DOUHDG\�  FDUULHG� RXW� DV�  SDUW� RI�  WKH�  FRUH� EXVLQHVV�  RI� WKH� &RXQFLO� DQG� LWV� SDUWQHUV��  
ZKLFK�FRQWULEXWHV�WRZDUGV�DOOHYLDWLQJ�SRYHUW\��5DWKHU��LW�VHWV�RXW�WKH�SULRULWLHV�IRU� 

HPSOR\PHQW�VXSSRUW�� 

� 

7KLV� VWUDWHJ\� GRHV� QRW� VHHN� WR� FDWDORJXH� DQG� SXOO� WRJHWKHU� DOO� H[LVWLQJ� DFWLYLW\� 

,QFRPH� ²� XS�VNLOOLQJ� DQG� 

DFWLRQ�WKDW�WKH�&RXQFLO�DQG�LWV�SDUWQHUV�KDYH�LGHQWLILHG�DUH�WKLQJV�ZH�FDQ�SRRO�RXU� 
UHVRXUFHV�RQ�ORFDOO\�WR�PDNH�D�GLIIHUHQFH�� 
� 
� 
���:RUNLQJ�3ULQFLSOHV� 
� 
:KLOVW�ZH�FDQQRW�FKDQJH�JRYHUQPHQW�SROLF\�RU�PDFUR�HFRQRPLF�FRQGLWLRQV��LW�LV� 
LPSRUWDQW�WKDW�ZH�VHHN�WR�SURYLGH�WKH�EHVW�SRVVLEOH��FRKHUHQW��ORFDO�UHVSRQVH�LQ� 
RUGHU�WR�VXSSRUW�5HDGLQJ·V�UHVLGHQWV��:H�ZLOO�ZRUN�WRJHWKHU�LQ�SDUWQHUVKLS�WR�� 
� 
• &KDOOHQJH�WKH�JURZLQJ�QHJDWLYH�SHUFHSWLRQ�DERXW�SRYHUW\�DQG�SHRSOH�LQ�UHFHLSW� 
RI�EHQHILWV�� 

� 
• 3URYLGH�PRUH�RSSRUWXQLWLHV�IRU�ORFDO�SHRSOH�WR�EHQHILW�IURP�ZKDW�UHPDLQV�D� 
VWURQJ�ORFDO�HFRQRP\�ZLWK�JRRG�SURVSHFWV�IRU�JURZWK� 

� 
• ,GHQWLI\�DQG�PDNH�WKH�EHVW�XVH�RI�WKH�UHVRXUFHV�WKDW�DUH�DYDLODEOH� 
� 
• $FKLHYH�PD[LPXP�LPSDFW�IURP�WKH�DUHDV�ZH�FDQ�LQIOXHQFH� 
� � 

�� 
� 

���
 



WKDW�FKLOGUHQ�DUH�OLIWHG�RXW�RI�WKH�F\FOH��� 

� 

�� 3ULRULWLHV�IRU�$FWLRQ� 
� 
2XU�SULRULWLHV�IRU�DFWLRQ�KDYH�EHHQ�LGHQWLILHG�WKURXJK�RXU�7DFNOLQJ�3RYHUW\�LQ� 
5HDGLQJ�FRQIHUHQFH�LQ�1RYHPEHU������DQG�GHYHORS�WKH�VWUDWHJLF�DLPV�WKURXJK�NH\� 
WKHPHV�� 
� 
�� %HVW�VWDUW�LQ�OLIH�� 
�� $GYLFH�RQ�7D[�FUHGLWV�DQG�(QWLWOHPHQWV� 
�� 6XSSRUW�LQWR�:RUN�� 
�� ,Q�ZRUN�SRYHUW\�� 
�� $IIRUGDEOH�&UHGLW�� 
�� $IIRUGLQJ�%DVLF�1HHGV�� 
� 
� 
�� &KLOG�3RYHUW\�LQ�5HDGLQJ��%HVW�6WDUW�LQ�/LIH� 
� 
$FURVV�5HDGLQJ·V�ZDUGV��WKH�OHYHO�RI�FKLOG�SRYHUW\�GLIIHUV�JUHDWO\�²�IURP������LQ� 
0DSOHGXUKDP�WKURXJK�WR�������RI�DOO�FKLOGUHQ�LQ�&KXUFK�ZDUG��,Q�DGGLWLRQ��������RI� 
FKLOGUHQ�ZKR�EHORQJ�WR�ORQH�SDUHQW�IDPLOLHV�LQ�5HDGLQJ�OLYH�LQ�SRYHUW\�� 
� 
2QH�RI�WKH�FOHDUHVW�LQGLFDWRUV�IRU�D�FKLOG�LQ�SRYHUW\�LV�D�IDPLO\�QRW�LQ�HPSOR\PHQW� 
RU�DQ�XQGHUHPSOR\HG�IDPLO\��%\�ZRUNLQJ�WR�HQVXUH�WKDW�SHRSOH�DUH�VXSSRUWHG�LQ�WR� 
ZRUN��DQG�WKDW�XQGHUHPSOR\PHQW�LV�HIIHFWLYHO\�DGGUHVVHG��ZH�FDQ�KHOS�WR�HQVXUH� 

� 
&KLOGUHQ�OLYLQJ�LQ�LQFRPH�GHSULYHG�IDPLOLHV�DUH�SURQH�WR�VLJQLILFDQWO\�ZRUVH�KHDOWK� 
RXWFRPHV��ERWK�GXULQJ�FKLOGKRRG�DQG�ODWHU�LQ�OLIH��7KH�LPSDFW�RI�XQHPSOR\PHQW�RQ� 
SK\VLFDO� DQG� PHQWDO� KHDOWK� IRU� H[DPSOH�� DQG� WKH� OLQNV� WR� D� KLJKHU� ULVN� RI�  
GHSUHVVLRQ�� DQG� LQFUHDVHG� PRUELGLW\� DUH� ZHOO� GRFXPHQWHG�� 3RRU� SDUHQWDO� KHDOWK� 
FRPELQHG�ZLWK�ILQDQFLDO�KDUGVKLS�KDV�DQ�LQHYLWDEOH�IORZ�RQ�HIIHFW�RQ�WKH�ZHOOEHLQJ� 
RI� FKLOGUHQ�� 'HSULYDWLRQ� FDQ� LQIOXHQFH� EHKDYLRXUDO� FKRLFHV� WKDW� DUH� NQRZQ� WR�  
LPSDFW� RQ� WKH� KHDOWK� RI� DGXOWV� DQG� FKLOGUHQ� VXFK� DV� EUHDVWIHHGLQJ�� HDWLQJ� KDELWV� 
DQG�SDUWLFLSDWLRQ�LQ�VSRUWV�DQG�H[HUFLVH�� 
� 
5HDGLQJ�LV�D�PXOWLFXOWXUDO�FRPPXQLW\�DQG�RQH�RI�WKH�PRVW�GLYHUVH�DXWKRULWLHV�LQ�WKH� 
6RXWK�(DVW��&KLOGUHQ�IURP�HWKQLF�PLQRULWLHV�IDFH�D�SDUWLFXODUO\�KLJK�ULVN�RI�JURZLQJ� 
XS�LQ�SRYHUW\��5LVNV�RI�SRYHUW\�DUH�KLJKHVW�IRU�%DQJODGHVKL��3DNLVWDQL�DQG�%ODFN� 
$IULFDQV��EXW�DUH�DOVR�DERYH�DYHUDJH�IRU�&DULEEHDQ��,QGLDQ�DQG�&KLQHVH�SHRSOH��� 
� 
:H�DOVR�NQRZ�WKDW� WKHUH� LV�D� VLJQLILFDQW� UHGXFWLRQ� LQ� WKH� OLIH� FKDQFHV�RI�FKLOGUHQ� 
ZKR�FDQQRW�DGHTXDWHO\�VSHDN�DQG�FRPPXQLFDWH�ZLWK�RWKHUV�E\�WKH�DJH�RI����7KHUH� 
LV�  DOVR�D�KLJK�  QXPEHU�  RI� FKLOGUHQ�  LQ�5HDGLQJ�DUH�QRW�DWWHQGLQJ�  ��  \HDU�ROG�+HDOWK�  
5HYLHZV�� UHVXOWLQJ� LQ� PRUH� WKDQ� KDOI� RI� 5HDGLQJ·V� FKLOGUHQ� QRW� KDYLQJ� KHDOWK� DQG� 
GHYHORSPHQW�LVVXHV�EHJLQQLQJ�WR�EH�DGGUHVVHG�DW�DQ�HDUO\�VWDJH��HVSHFLDOO\�DURXQG� 
KHDOWK\�HDWLQJ�� 
� 
� 
$ORQJVLGH�WKH�ZRUN�RI�SDUWQHUV��LQLWLDWLYHV�VXFK�DV�WKH�3XSLO�3UHPLXP��7URXEOHG� 
)DPLOLHV�DQG�&LW\�'HDO�SUHVHQW�RSSRUWXQLWLHV�WR�GUDZ�GRZQ�PRQH\�IURP�FHQWUDO� 
JRYHUQPHQW�WR�EUHDN�WKH�F\FOH�RI�SRYHUW\�� 
� 
%HFDXVH�RI�WKHVH�SDUWLFXODU�LQLWLDWLYHV�EHLQJ�DLPHG�DW�FKLOGUHQ�RI�VFKRRO�DJH��DQG� 
WKH�FURVV�FXWWLQJ�ZRUN�EHLQJ�FDUULHG�RXW�DFURVV�PDQ\�SDUWQHUV�WR�VXSSRUW�IDPLOLHV�� 

�� 
� 

���
 



�
 

WKLV�VWUDWHJ\�IRFXVHV�RXU�HIIRUWV�RQ�VRPH�SDUWLFXODU�SLHFHV�RI�ZRUN�ZLWK�IDPLOLHV�RI� 
FKLOGUHQ�XQGHU�WKH�DJH�RI����WR�HQDEOH�WKHP�WR�KDYH�WKH�EHVW�VWDUW�LQ�OLIH�� 
� 
$FWLRQV��� 
(DUO\�/DQJXDJH�DQG�&RPPXQLFDWLRQ��/63�� 
��	 %URDGHQ�WKH�VNLOOV�DQG�UHVRXUFHV�RI�D�ZLGH�UDQJH�RI�SDUWQHUV�WR�EHWWHU�VXSSRUW� 
IDPLOLHV�WR�HQFRXUDJH�\RXQJHU�FKLOGUHQ�WR�GHYHORS�WKHLU�FRPPXQLFDWLRQ�VNLOOV�� 

��	 ,QFUHDVH�DWWHQGDQFH�DW���\HDU�+HDOWK�5HYLHZV�LQ�5HDGLQJ�WR�HQVXUH�WKDW�PRUH� 
IDPLOLHV�FDQ�DFFHVV�WKH�VXSSRUW�WKH\�QHHG�� 

��	 5DLVH�DZDUHQHVV�RI�D�UDQJH�RI�VHUYLFHV�IRU�IDPLOLHV�DPRQJVW�DOO�VHFWRUV��DQG� 
XQGHUVWDQGLQJ�KRZ�WKH\�FDQ�ZRUN�PRUH�HIIHFWLYHO\�WRJHWKHU�� 

�� 6XSSRUW�VFKRROV�WR�IXUWKHU�LPSURYH�WKHLU�VWDQGDUGV�ZKHQ�WKH\�QHHG�KHOS��5%&�� 
� 
:KDW�ZLOO�WKLV�ORRN�OLNH�LQ�5HDGLQJ"�� 
� 
��	 &KLOGUHQ�DQG�\RXQJ�SHRSOH�LQ�5HDGLQJ�ZLOO�EH�VXSSRUWHG�WR�DFKLHYH�WKH�EHVW� 
VWDUW�LQ�OLIH��� 

��	 0RUH�\RXQJ�SHRSOH�ZLOO�DWWHQG�KHDOWK�UHYLHZV��ZLWK�KHDOWK�SUREOHPV�DGGUHVVHG� 
HDUO\�� 

��	 6FKRROV�ZLOO�EH�VXSSRUWHG�WR�GHOLYHU�WKH�EHVW�UHVXOWV�IRU�5HDGLQJ·V�\RXQJ�SHRSOH� 
DQG�FKLOGUHQ��� 

� 
+RZ�ZLOO�ZH�PHDVXUH�LW"��.H\�0HDVXUH�� 
� 
�� $WWHQGDQFH�DW���\HDU�+HDOWK�5HYLHZV�LQ�5HDGLQJ�IURP��������WR������ 
(DUO\�<HDUV�)RXQGDWLRQ�6WDJH�RXWFRPHV�GDWD�� 
6FKRROV�UDWHG�¶JRRG·�RU�¶RXWVWDQGLQJ·�E\�2IVWHG� 

�� 
�� 
� 
� 
� � 

�� 
� 

���
 



    

  

OLPLWLQJ�LOOQHVV�� 

GLVDEOHG��� 

� 

��� $GYLFH�DQG�6XSSRUW� 
� 
:H�NQRZ�WKDW�D�QXPEHU�RI�5HDGLQJ�UHVLGHQWV�DUH�PLVVLQJ�RXW�RQ�EHQHILWV�WKH\�DUH� 
HQWLWOHG�WR��$QDO\VLV�VKRZV�WKDW�DV�PDQ\�DV�������UHVLGHQWV�RI�SHQVLRQDEOH�DJH�PD\� 
QRW�EH�FODLPLQJ�VXSSRUW�WKH\�DUH�HOLJLEOH�IRU�DV�D�UHVXOW�RI�OLYLQJ�LQ�SRYHUW\��7KLV�LV� 
RI�SDUWLFXODU�LPSRUWDQFH�LQ�5HDGLQJ�ZKHUH�WKH�SURSRUWLRQ�RI�ROGHU�SHRSOH�ZKR�DUH� 
GHSULYHG�LV�ZHOO�DERYH�WKH�DYHUDJH�ILJXUH�IRU�WKH�6RXWK�(DVW��0DQ\�ROG�SHRSOH�DUH� 
QRW� DZDUH� RI� WKH� EHQHILWV� DYDLODEOH� WR� WKHP� ZKLOH� RWKHUV� PD\� EH� DZDUH� EXW�  
UHOXFWDQW�WR�FODLP�� 
� 
8QGHU� UHFHQW� ZHOIDUH� FKDQJHV� DQ� HVWLPDWHG� ������� SHRSOH� LQ� 5HDGLQJ� ZLOO� ORVH� 
�������D�\HDU���7KRVH�KLW�KDUGHVW�DUH�WKH�GLVDEOHG��LQ�ZRUN�SRRU�DQG�ROGHU�SHRSOH�� 
,Q� DGGLWLRQ�� PDQ\� VHUYLFHV� XVHG� E\� RXU� PRVW� YXOQHUDEOH� UHVLGHQWV� DUH� QRZ� EHLQJ� 
PRYHG�RQOLQH��5HVLGHQWV�PD\�EH�OHIW�HYHQ�PRUH�FRQIXVHG�E\�WKH�LPSOHPHQWDWLRQ�RI� 
8QLYHUVDO� &UHGLW� LQ� 5HDGLQJ� ZKLFK� WKH� *RYHUQPHQW� LQWHQGV� WR� LQWURGXFH� E\� ����� 
DQG�ZKLFK�ZLOO�KDYH�DQ�RQOLQH�LQWHUIDFH�� 
� 

1DWLRQDOO\�� D� WKLUG� RI� DOO� GLVDEOHG� DGXOWV� DJHG� ��� WR� UHWLUHPHQW� DUH� OLYLQJ� LQ� ORZ� 
LQFRPH� �� DURXQG� RQH� DQG� D� KDOI�  PLOOLRQ�  SHRSOH���  7KLV� ORZ�LQFRPH� UDWH� LV� DURXQG� 
GRXEOH�WKDW�IRU�QRQ�GLVDEOHG�DGXOWV�DQG��XQOLNH�WKDW�IRU�FKLOGUHQ�DQG�SHQVLRQHUV��LV� 
KLJKHU�WKDQ�D�GHFDGH�DJR��7KH�QXPEHU�RI�SHRSOH�OLYLQJ� LQ�5HDGLQJ�ZLWK�D�OLPLWLQJ� 
ORQJ�WHUP�LOOQHVV�LV�LQ�OLQH�ZLWK�WKH�QDWLRQDO�DYHUDJH�EXW�WKH�GLVWULEXWLRQ�RI�SHRSOH� 
OLYLQJ�ZLWK�D�GLVDELOLW\�WKDW�OLPLWV�WKHP�D�ORW�LV�XQHYHQO\�GLVWULEXWHG�DPRQJ�ZDUGV�� 
ZLWK� VRPH� ZDUGV� KDYLQJ� GRXEOH� WKH� SURSRUWLRQ� RI� UHVLGHQWV� ZLWK� D� ORQJ� WHUP� 

� 
5HFHQW�ZHOIDUH� UHIRUP�  DQG�  WKH�  LQWURGXFWLRQ� RI�  3HUVRQDO� ,QGHSHQGHQFH� 3D\PHQWV� 
�3,3��DUH�RI�FRQFHUQ�IRU�WKRVH�ZKR�DUH�GLVDEOHG�DQG�LPSDFWHG�E\�EHQHILWV�FKDQJHV� 
DQG�����RI�WKRVH�VHHNLQJ�DGYLFH�IURP�5HDGLQJ�&RPPXQLW\�:HOIDUH�5LJKWV�8QLW�DUH� 

� 
$FWLRQV�� 
� 
�� 'HYHORS�FDSDFLW\�IRU�VXSSRUW�DQG�WUDLQLQJ�IRU�SHRSOH�RQ�FODLPLQJ���5$1�� 
�� %HQHILWV�7DNH�8S�&DPSDLJQ�WR�HQFRXUDJH�UHVLGHQWV�WR�FODLP�EHQHILWV�WKH\�PD\� 
EH�PLVVLQJ�RXW�RQ��7KLV�ZLOO�IRFXV�RQ�2OGHU�3HRSOH��,Q�:RUN�3RRU�DQG�'LVDEOHG� 
�5%&�� 

�� (VWDEOLVK�D�'LJLWDO�,QFOXVLRQ�$FWLRQ�3ODQ�WR�HQVXUH�WKDW�UHVLGHQWV�DUH�QRW�OHIW� 
EHKLQG�LQ�WKH�PRYH�WR�GLJLWDO�VHUYLFH�GHOLYHU\��5%&��� 

�� 6KDUHG�DGYLFH�VXUJHULHV�LQ�GHSULYHG�DUHDV��5$1�� 
�� 9LUWXDO�LQIRUPDWLRQ�SRLQWV�LQ�FRPPXQLW\�DUHDV��5$1�� 
� 
� 
:KDW�ZLOO�WKLV�ORRN�OLNH�LQ�5HDGLQJ"� 
� 

����������������������������������������� 
1 Local Impacts of Welfare Reform: Impact model, LGA, Sept 2013 
http://www.local.gov.uk/documents/10180/11531/Impact+modelling+tool/572bb1d3-
2be3-43e5-8ca3-4075b25f192c 
� 

Ϯ�dŚĞ�WŽǀĞƌƚǇ�/ŶƐƚŝƚƵƚĞ� 

�� 
� 

���
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�
 

�� 5HVLGHQWV�ZLOO�EH�VXSSRUWHG�LQ�VHHNLQJ�FRPSUHKHQVLYH�DGYLFH�RQ�WKH�EHQHILWV� 
WKH\·UH�HQWLWOHG�WR��� 

�� 5HVLGHQWV�ZLOO�EH�VXSSRUWHG�LQ�XVLQJ�WKH�LQWHUQHW�WR�DFFHVV�WKH�VHUYLFHV�DQG� 
DGYLFH�WKH\�QHHG���� 

� 
� 
$QG�KRZ�ZLOO�ZH�PHDVXUH�LW"�� 
� 
�� $Q�LQFUHDVH�LQ�WKH�VNLOOV�WUDLQLQJ�GHOLYHUHG�WR�VWDII�KDQGOLQJ�FODLPV�DGYLFH�� 
�� ,PSDFW�ILJXUHV�IURP�&$%� 	�5HDGLQJ�&RPPXQLW\�:HOIDUH�5LJKWV�8QLW� 
�� �����RI�5HDGLQJ�6HUYLFHV�DFFRXQW�IRU�WKH�GLJLWDOO\�H[FOXGHG�LQ�WKHLU�VHUYLFH� 
GHOLYHU\���
 
�
 

� 
� 
� 
� 
� 
� 
� 
� 

��� 
� 

���
 



	7UDLQLQJ�WR�EXLOG�VNLOOV� 

$GYL]D��-RE�&HQWUH�3OXV��1HZ�'LUHFWLRQV�DQG�59$�� 

� 

�� �����6XSSRUW�LQWR�:RUN� 
� 
7KH� HYLGHQFH� LV� FOHDU� WKDW� WKH� URRW� FDXVHV� RI� IDPLOLHV� EHLQJ� LQ� SRYHUW\�  DUH�  
ZRUNOHVVQHVV�RU�ORZ�HDUQLQJV��� 
� 
$FFRUGLQJ�  WR� WKH� &KLOG� 3RYHUW\� $FWLRQ�  *URXS�� LW�  FRVWV�  D�  PLQLPXP� RI� ��������� LQ� 
WRWDO���DURXQG������SHU�ZHHN���WR�EULQJ�XS�D�FKLOG�WR�DJH����DQG�PHHW�WKH�FKLOG·V� 
PLQLPXP�QHHGV��� 
� 
7KH�PLQLPXP�QHFHVVDU\�FRVW�URVH�E\����LQ�������ZKLOH�WKH�PLQLPXP�ZDJH�URVH�E\� 
������DYHUDJH�HDUQLQJV�E\�������EHQHILWV�IRU�IDPLOLHV�DQG�FKLOGUHQ�E\�MXVW�����DQG� 
FKLOG�EHQHILW�GLG�QRW�ULVH�DW�DOO�� 
� 
$OWKRXJK�WKH�QXPEHUV�RI�FKLOGUHQ�LQ�UHODWLYH�SRYHUW\�KDYH�IDOOHQ�UHFHQWO\��WKRVH�LQ� 
DEVROXWH�SRYHUW\�LQFUHDVHG�E\�PRUH�WKDQ���������LQ�����������6LQFH������WKHUH�KDV� 
EHHQ� D� GUDPDWLF� ��� SHU� FHQW� GHFOLQH� LQ� WKH� QXPEHU� RI� FKLOGUHQ� LQ� ZRUNOHVV� 
KRXVHKROGV� EXW� D� ELJ� ULVH� LQ� WKH� SURSRUWLRQ� RI� SRRU� FKLOGUHQ� ZKR� DUH� LQ� IDPLOLHV� 
ZKHUH� VRPHRQH� LV� LQ� ZRUN�� 7ZR�WKLUGV� RI� SRRU� FKLOGUHQ� DUH� QRZ� LQ� ZRUNLQJ� 
KRXVHKROGV�� 
� 
� 
$FWLRQV��� 
� 
�� 
�� 3URYLGH�KROLVWLF�OLQNHG�XS�VXSSRUW�PHFKDQLVPV�WR�JHW�\RXQJ�SHRSOH�LQWR� 
3URYLGH�YROXQWHHULQJ�DQG�VXSSRUW�IRU�YROXQWHHUV��(OHYDWH�5HDGLQJ�3DUWQHUVKLS�� 

HPSOR\PHQW��5HDGLQJ�8.�&,&��(OHYDWH�5HDGLQJ�3DUWQHUVKLS�� 
�� �KHOS�IRU�DSSO\LQJ�IRU�MREV��8.�&,&�ZLOO�UHSRUW�RQ� 
DFWLYLWLHV�GHOLYHUHG�DW�7KH�(OHYDWH�5HDGLQJ�KXE��GHOLYHU\�SDUWQHUV�LQFOXGH� 

��	 %XLOG�RQ�VXFFHVVIXO�VFKHPHV�DOUHDG\�EHLQJ�RIIHUHG�E\�SDUWQHUV�VXFK�DV�1HZ� 
'LUHFWLRQV�DQG�6,7(�ZKLFK�SURYLGH�WDUJHWHG�LQWHUYHQWLRQV�IRU�VSHFLILF�JURXSV� 
ZLWK�ORQH�SDUHQWV�ZKR�IDFH�SDUWLFXODU�EDUULHUV�WR�HPSOR\PHQW�����5HDGLQJ�8.� 
&,&��(OHYDWH�5HDGLQJ�3DUWQHUVKLS�� 

��	 (PSRZHU�YROXQWHHUV�IURP�HWKQLF�PLQRULWLHV���5HDGLQJ�8.�&,&��$GYL]D�� 
� 
:KDW�ZLOO�WKLV�ORRN�OLNH�LQ�5HDGLQJ"�� 
� 
��	 7KH�DFWLYH�YROXQWHHU�FRPPXQLW\�LQ�5HDGLQJ�ZLOO�EH�VXSSRUWHG�WR�FRQWLQXH�WR� 
GHOLYHU�WKH�YDOXDEOH�VNLOOV�WKH\�FRQWULEXWH�DFURVV�WKH�FRPPXQLW\��� 

�� 2XU�\RXQJ�SHRSOH�ZLOO�EH�VXSSRUWHG�LQWR�HPSOR\PHQW� 
�� 2XU�UHVLGHQWV�ZLOO�EH�VXSSRUWHG�LQ�GHYHORSLQJ�D�GHVLUDEOH�VNLOO�VHW�DQG�KHOSHG� 
LQWR�ILQGLQJ�VXLWDEOH�HPSOR\PHQW�� 

�� :H�ZLOO�KDYH�DQ�DFWLYH�DQG�HPSRZHUHG�HWKQLF�PLQRULW\�YROXQWHHU�FRPPXQLW\�� 
� 
� 
$QG�KRZ�ZLOO�ZH�PHDVXUH�LW"�� 
� 
�� -6$�&ODLPDQW�&RXQW� 
�� 59$�5HJLVWHUHG�YROXQWHHUV� 
�� 7KH�(OHYDWH�5HDGLQJ�RXWFRPHV�� 
� � 

����������������������������������������� 
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��� 
� 

���
 



KRXU�HPSOR\PHQW�� 

+RZ�ZLOO�ZH�PHDVXUH�VXFFHVV"�� 

(PSOR\HUV�DUH�HQFRXUDJHG�DQG�VXSSRUWHG�WR�XVH�DQ�HWKLFDO�DSSURDFK�WR� 

� 

�� 7DFNOLQJ�,Q�:RUN�3RYHUW\� 
� 
:KLOH�HPSOR\PHQW�ILJXUHV�VKRZ�VLJQV�RI�SURPLVH�DQG�UHFRYHU\��DQG�WKHUH�DUH� 
SRVLWLYH�LQGLFDWRUV�WR�VXJJHVW�WKDW�WKH�ZRUVW�RI�WKH�UHFHVVLRQ�PD\�EH�RYHU��WKHVH� 
ILJXUHV�PDVN�DQ�HPHUJLQJ�LQFUHDVH�LQ�WKRVH�IDFLQJ�LQ�ZRUN�SRYHUW\��:H�NQRZ�WKDW� 
QDWLRQDOO\�WZR�WKLUGV�RI�FKLOGUHQ�OLYLQJ�LQ�SRYHUW\�DUH�SDUW�RI�LQ�ZRUN�KRXVHKROGV�� 
� 
,QFUHDVLQJO\��HPSOR\PHQW�PD\�EH�XQVWDEOH�RU�LQVXIILFLHQW�ZLWK�WKH�XVH�RI�]HUR� 
KRXUV�FRQWUDFWV�RU�SDUW�WLPH�FRQWUDFWV�HYHU�PRUH�IUHTXHQW�²�SDUWLFXODUO\�LQ�WKH� 
KRVSLWDOLW\�DQG�UHWDLO�LQGXVWULHV��:KLOH�5HDGLQJ�ZDJHV�DUH�DERYH�WKH�QDWLRQDO� 
DYHUDJH��5HDGLQJ�DOVR�KDV�D�KLJK�FRVW�RI�OLYLQJ�LQ�OLQH�ZLWK�WKH�6RXWK�(DVW��:KLOH� 
XQHPSOR\PHQW�LV�GRZQ�ZDJH�OHYHOV�UHPDLQ�GHSUHVVHG�� 
� 
$FWLRQV��� 
� 
�� (QFRXUDJH�(PSOR\HUV�WR�MRLQ�WKH�/LYLQJ�:DJH�&DPSDLJQ��5HDGLQJ�8.�&,&�� 
�� &RQWLQXH�WR�ZRUN�WRZDUGV�´/LYLQJ�:DJH�$FFUHGLWDWLRQ�²�LQYHVWLJDWH�RSWLRQV� 
DYDLODEOH�LQ�UHODWLRQ�WR�SXUVXLQJ�¶/LYLQJ�:DJH�$FFUHGLWDWLRQ·��5%&�� 

�� :RUN�ZLWK�WKH�/LYLQJ�:DJH�)RXQGDWLRQ�WR�UHYLHZ�DOO�RXU�FRQWUDFWV�DV�SDUW�RI�WKH� 
GULYH�WRZDUGV�DFFUHGLWDWLRQ��5%&�� 

�� 
HPSOR\PHQW��5HDGLQJ�8.�&,&�� 

� 
:KDW�ZLOO�WKLV�ORRN�OLNH�LQ�5HDGLQJ"�� 

(GXFDWLQJ�UHVLGHQWV�RQ�WKH�DOWHUQDWLYHV�DQG�EHQHILWV�RI�FRQWUDFW�KRXU� 

� 
�� 
HPSOR\PHQW��� 

�� 5HVLGHQWV�XQGHUVWDQG�WKH�RSWLRQV�DYDLODEOH�WR�WKHP�DQG�WKH�DOWHUQDWLYHV�WR�]HUR� 

� 

� 
�� (VWDEOLVKPHQW�RI�DZDUGV�DQG�QXPEHU�RI�HPSOR\HUV�VLJQHG�XS� 
�� 5%&�HPSOR\HHV�SDLG�WKH�OLYLQJ�ZDJH�� 
� 
� � 

��� 
� 

���
 



OHQGHUV���5%&�� 

:KDW�ZLOO�WKLV�ORRN�OLNH�LQ�5HDGLQJ"�� 

� 

���$IIRUGDEOH�&UHGLW� 
� 
$�ODFN�RI�DIIRUGDEOH�FUHGLW�ZLOO�FRQWLQXH�WR�IXHO�WKH�ILUH�RI�SD\GD\�ORDQV�DV�ZHOO�DV� 
ORDQ�VKDUNV�ZKLFK�SUHVHQW�VLJQLILFDQW�FKDOOHQJHV�DQG�GDQJHUV�WR�WKRVH�DOUHDG\�LQ� 
SRYHUW\��5HFHQW�DQDO\VLV�LQGLFDWHV�WKDW�LQWHUHVW�RI�����RQ�HYHU\������ERUURZHG�E\� 
SD\GD\�OHQGHUV�LV�FHUWDLQO\�QRW�XQFRPPRQ��5HDGLQJ�%RURXJK�&RXQFLO�KDV�DOUHDG\� 
EDQQHG�SD\GD\�ORDQ�FRPSDQLHV�IURP�DGYHUWLVLQJ�RQ�&RXQFLO�SURSHUW\�DQG�IDFLOLWLHV� 
EXW�WKHUH�LV�PRUH�WR�EH�GRQH��2IWHQ�WKRVH�ZKR�DUH�PRVW�YXOQHUDEOH�DUH�XQDEOH�WR� 
VHH�DQ�DOWHUQDWLYH�VROXWLRQ��$V�ZHOO�DV�DOWHUQDWLYHV�WR�SD\GD\�ORDQV��WKHUH�LV�D�QHHG� 
WR�SURYLGH�SUDFWLFDO�DQG�DFFHVVLEOH�DGYLFH�RQ�EXGJHWLQJ�DQG�PDQDJLQJ�ILQDQFHV�WR� 
ERWK�DGXOWV�DQG�FKLOGUHQ�LQ�RUGHU�WR�HIIHFWLYHO\�EUHDN�WKH�F\FOH�RI�SRYHUW\�� 
,QFUHDVLQJO\��5HVLGHQWV�FRPLQJ�WR�SDUWQHUV�IRU�DGYLFH�SUHVHQW�ZLWK�D�QXPEHU�RI� 
SULRULW\�GHEWV�DQG�FRPSOH[�FDVHV��� 
� 
$FWLRQV��� 
� 
��	 :RUN�ZLWK�RXU�SDUWQHU��&RPPXQLW\�6DYLQJV�DQG�/RDQV�%HUNVKLUH�WR�SURYLGH� 
PRQH\�PDQDJHPHQW�HGXFDWLRQ�IRU�SDUHQWV�DQG�VFKRRO�FKLOGUHQ� 

�� ,QFUHDVH�DGYHUWLVLQJ�IRU�DOWHUQDWLYHV�RIIHULQJ�DIIRUGDEOH�FUHGLW���5%&�� 
�� ,QFUHDVH�YLVLELOLW\�RI�FUHGLW�XQLRQV�WKURXJK�D�FHQWUDOO\�ORFDWHG�VKRS�IURQW���&6/%�� 
�� &RQWLQXH�WR�ZRUN�ZLWK�6WRS�WKH�/RDQ�6KDUNV�WR�SURWHFW�RXU�UHVLGHQWV�IURP�LOOHJDO� 

�
 

�
 
�� 2XU�\RXQJ�SHRSOH�ZLOO�EH�HTXLSSHG�ZLWK�WKH�NQRZOHGJH�DQG�VNLOOV�WR�HIIHFWLYHO\� 
PDQDJH�PRQH\�ZKLFK�ZLOO�FRQWULEXWH�WRZDUGV�EUHDNLQJ�WKH�F\FOH�RI�SRYHUW\� 

�� 2XU�SDUHQWV�ZLOO�EH�VXSSRUWHG�ZLWK�WKH�VNLOOV�WKH\�QHHG�WR�HIIHFWLYHO\�PDQDJH� 
WKH�KRXVHKROG�EXGJHW�DQG�SURWHFWHG�IURP�LOOHJDO�OHQGHUV�� 

�� &UHGLW�8QLRQV�ZLOO�EH�D�YLVLEOH�DQG�YLDEOH�DOWHUQDWLYH�IRU�WKRVH�WHPSWHG�LQ�WR� 
ERUURZLQJ�IURP�ORDQ�VKDUNV�DQG�KLJK�LQWHUHVW�SD\�GD\�OHQGHUV�� 

� � 
+RZ�ZLOO�ZH�PHDVXUH�WKLV"� 
� 
��	 1XPEHU�RI�VFKRROV�SDUWLFLSDWLQJ�LQ�WUDLQLQJ��RXW�RI�SRVVLEOH�����	�SHUFHQWDJH�RI� 
SXSLOV�UHJXODUO\�VDYLQJ�ZLWK�%&6/� 

� 
� 
� � 

��� 
� 

���
 



�
 

���$IIRUGLQJ�%DVLF�1HHGV� 
� 
1DWLRQDO�ILJXUHV�LQGLFDWH�D�VLJQLILFDQW�ULVH�LQ�KRPHOHVVQHVV�RYHU�WKH�ODVW�WZR�\HDUV� 
DQG�ZH�NQRZ�WKDW�LQ�5HDGLQJ��KRPHOHVVQHVV�KDV�LQFUHDVHG�RYHU�WKH�SDVW�\HDU��� 
� 
7KRVH�ZKR�GRQ·W�ILQG�WKHPVHOYHV�KRPHOHVV�PD\�EH�FRSLQJ�ZLWK�VXEVWDQGDUG�OLYLQJ� 
FRQGLWLRQV��5HVHDUFK�E\�7KH�&KLOGUHQ·V�6RFLHW\�LQGLFDWHV�WKDW�RYHU�KDOI�RI�DOO� 
FKLOGUHQ�LQ�WKH�8.�ZKR�VD\�WKH\�DUH�LQ�SRYHUW\�DUH�OLYLQJ�LQ�KRPHV�WKDW�DUH�WRR�FROG� 
DQG�D�TXDUWHU�OLYH�LQ�GDPS�RU�PRXOG�ULGGHQ�FRQGLWLRQV��,Q�5HDGLQJ��QRQ�GHFHQF\�LV� 
SDUWLFXODUO\�HYLGHQW�LQ�WKH�SULYDWH�UHQWHG�VHFWRU�DV�HYLGHQFHG�LQ�WKH�PRVW�UHFHQW� 
KRPHV�VXUYH\�� 
� 
7KH�ODWHVW�&HQWUDO�*RYHUQPHQW�)XHO�3RYHUW\�6WUDWHJ\�SODFHV�D�SDUWLFXODU�HPSKDVLV� 
RQ�DGGUHVVLQJ�IXHO�SRYHUW\�E\�LPSURYLQJ�WKH�HQHUJ\�HIILFLHQF\�RI�KRPHV�ZKLFK�PD\� 
ODFN�EDVLF�LQVXODWLRQ�DQG�HQHUJ\�VDYLQJ�PHDVXUHV��SXVKLQJ�XS�HQHUJ\�ELOOV�DQG� 
LQFUHDVLQJ�WKH�DPRXQW�RI�KRXVHKROG�H[SHQGLWXUH�VSHQW�RQ�IXHO��,Q�5HDGLQJ��WKH� 
:LQWHU�:DWFK�VFKHPH�ZRUNV�WR�VXSSRUW�WKRVH�OLYLQJ�LQ�IXHO�SRYHUW\�� 
� 
)RRG�SRYHUW\�DOVR�FRQWLQXHV�WR�EH�D�FDXVH�IRU�FRQFHUQ�LQ�5HDGLQJ�ZLWK�����IRRG� 
SDUFHOV�LVVXHG�E\�WKH�)LQDQFLDO�&ULVLV�6XSSRUW�6FKHPH��)XUWKHUPRUH��UHFHQW� 
HYLGHQFH�IURP�5HDGLQJ�&RPPXQLW\�:HOIDUH�5LJKWV�VKRZV�PRUH�SHRSOH�SUHVHQWLQJ� 
ZLWK�GHEWV�DULVLQJ�IURP�PHHWLQJ�WKHLU�EDVLF�QHHGV�VXFK�DV�IRRG��HQHUJ\�DQG�KRXVLQJ� 

� 

� 
�� ,PSURYH�WKH�FRPPXQLFDWLRQ�RI�ZKDW�DJHQFLHV�DUH�GRLQJ�ZLWK�D�QHZ�VLJQSRVWLQJ� 
GLUHFWRU\��7DFNOLQJ�3RYHUW\�'HOLYHU\�3DUWQHUVKLS�� 

�� 5XQ�WUDLQLQJ�VHVVLRQV�IRU�DJHQFLHV�WR�FRPH�WRJHWKHU��59$�� 
�� 6XSSRUWLQJ�WKH�*RYHUQPHQWV�IXHO�SRYHUW\�VWUDWHJ\�E\�GUDXJKW�SURRILQJ�DQG� 
LQVXODWLQJ�KRPHV�DQG�SURYLGLQJ�IXQGLQJ�WR�GR�VR�DV�ZHOO�DV�FRQWLQXLQJ�WR�SURYLGH� 
JUDQWV�WR�EULQJ�KRPHV�WR�D�GHFHQW�VWDQGDUG��5%&�� 

FRVWV��� 

$FWLRQV��� 

��	 &RQWLQXDWLRQ�RI�)LQDQFLDO�&ULVLV�6XSSRUW�6FKHPH�WR�0DUFK�������5%&�� 
� 

:KDW�ZLOO�WKLV�ORRN�OLNH�LQ�5HDGLQJ"�� 
� 
�� 2XU�UHVLGHQWV�ZLOO�KDYH�D�FOHDU�XQGHUVWDQGLQJ�RI�ZKHUH�WR�WXUQ�WR�ZKHQ�LQ�QHHG� 
RI�VXSSRUW� 

�� 3DUWQHUV�LQ�5HDGLQJ�ZLOO�ZRUN�WRJHWKHU�LQ�RUGHU�WR�VXSSRUW�WKH�EDVLF�QHHGV�RI� 
UHVLGHQWV� 

�� 5HDGLQJ�ZLOO�RIIHU�VXSSRUW�WR�WKRVH�UHVLGHQWV�ZKR�DUH�IXHO�SRRU�WKURXJK�WKH� 
ZLQWHU�ZDWFK�VFKHPH��� 

� 
+RZ�ZLOO�ZH�PHDVXUH�LW"� 
� 
�� 2XWSXW�ILJXUHV�IRU�:LQWHU�:DWFK��� 
�� )LQDQFLDO�&ULVLV�6XSSRUW�6FKHPH�2XWSXW�ILJXUHV� 
�	 � 

��� 
� 

���
 



� 

*RYHUQDQFH� 
� 
7KH�7DFNOLQJ�3RYHUW\�'HOLYHU\�SDUWQHUVKLS�RYHUVHHV�DQG�PRQLWRUV�WKH�GHYHORSPHQW� 
RI�WKH�VWUDWHJ\�DQG�DFWLRQ�SODQ�� 

7KH�3DUWQHUVKLS�LV�FKDLUHG�E\�WKH�/HDGHU�RI�5HDGLQJ�%RURXJK�&RXQFLO�� 

0HPEHUVKLS�RI�WKH�7DFNOLQJ�3RYHUW\�'HOLYHU\�3DUWQHUVKLS�LQFOXGHV�WKH�OHDG�SDUWQHUV� 
RQ�WKH�VWUDWHJ\�� 

� 
• 5HDGLQJ�$GYLFH��1HWZRUN� 

� 
•	 %HUNVKLUH�&RPPXQLW\�6DYLQJV�DQG�/RDQV��
 
�
 

• (OHYDWH�5HDGLQJ�SDUWQHUVKLS� 
� 

• /63�%UHDNLQJ�WKH�&\FOH�RI�3RYHUW\�JURXS�� 
� 

• 5HDGLQJ�8.�&,&� 
� 

• $FUH��$OOLDQFH�IRU�&RKHVLRQ�DQG�5DFLDO�(TXDOLW\��� 
� 

•	 +HDOWK�DQG�:HOOEHLQJ�%RDUG��%HUNVKLUH�+HDOWKFDUH�1+6�)RXQGDWLRQ�7UXVW�� 
5HDGLQJ�&&*V�� 
� 
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POVERTY – THE NATIONAL PICTURE
 

Poverty is a very real phenomenon in the UK. In a time of economic 
stagnation and following significant reform of our national welfare system, 
many households are increasingly struggling to make ends meet. 

In 2012/13, 9.7 million individuals were in relative low income poverty1, 
whilst 10.6 million were in absolute low income poverty23. 

While the proportion of pensioners in poverty is at its lowest for almost 30 
years, the proportion of working-age adults without children in poverty is 
the highest on record. 

Average incomes have fallen by 8 per cent since their peak in 2008. As a 
result, around 2 million people have a household income below the 2008 
poverty line but are not considered to be in poverty today. 

The number of people in low-paid jobs has risen. There are now around 5 
million people paid below the living wage. 

Following recent changes to the social security system, many people on 
means-tested benefits have reduced incomes. Around 500,000 families face 
a cut in housing benefit via the under-occupation penalty and a reduction in 
Council Tax Benefit. 

Almost a quarter of adults have no academic, vocational or professional 
qualifications and almost a fifth of households are living in social housing4. 

POVERTY IN READING 

Reading is the fourth largest urban area in the South East. It is a UK top-ten 
retail destination with a thriving night-time economy, serving a population 
that extends far beyond the Borough’s boundaries. There has been a huge 
structural shift from the town’s working class origins of beer, bulbs and 
biscuits to a compact service economy specialising in business services. 
Strategically located as a major transport hub and in close proximity to 
Heathrow, Reading is now home to the largest concentration of ICT 
corporations in the UK and is the service and financial centre of the Thames 
Valley and beyond.   

However, the pace of change has been rapid and there is a clear mismatch 
between outstanding economic success and the level of benefits to local 

1 below 60 per cent median household income; this is the measure generally used 
2 below 60 per cent of median household income held constant at 2010/11 level 
3 Households Below Average Income, DWP 2012/13 
4 Poverty in Numbers, Church Urban Fund 2013 
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people, most dramatically illustrated by a comparison of the skills and 
earnings of the workforce with those of the resident population.  
Equally graphic is the scale of the gap between Reading’s most and least 
prosperous neighbourhoods.  Reading has, within a small geographic area, 
some of the most affluent and the most deprived neighbourhoods in the 
whole of the Thames Valley. 

Reading has a diverse population across all income groups and a very wide 
cultural mix. It has extremes of both wealth and poverty in very small areas 
that are masked by statistics at borough and even ward levels. 

Index of Multiple Deprivation 2010 

The most comprehensive and widely adopted overall measure of deprivation 
is the Index of Multiple Deprivation (IMD), last updated in 2010. The overall 
IMD combines indicators across 7 domains: income, employment, health, 
education / skills, barriers to housing / services, living environment, and 
crime. 

According to the IMD, Reading as a whole was ranked the 125th most 
deprived out of 326 local authorities in the country and has 12 Lower 
Super Output Areas (LSOAs)5 in the worst 20% nationally (see map). 

However, within this Reading exhibits marked extremes at a more refined 
locality level and, in this respect, is very different from any other local 
authority in the South East region.  

The map shows the areas within Reading having the highest levels of 
deprivation according to the IMD, predominantly in the south, with four 
areas in the west and one in the north. 

2011 census data shows that 11.3% of the overall population and 15.5% of 
children and young people aged 0-18 years, live in the 20% most deprived 
LSOAs nationally. 

5 Super Output Areas (SOAs) are a set of geographical areas developed following the 2001 
census. Lower Layer Super Output Areas (LSOAs) typically contain 4 to 6 OAs with a 
population of around 1500. 
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Index of Multiple Deprivation 2010 (most deprived LSOAs) 

Source: Dept for Communities and Local Govt 2010
 

6 


���
 



 

 
 

 

 
 

 
 

 
 

 

 

  
 
 

 
 
 

      
      

      
      

     
      

     
      

     
      

      
      
      

      
     

      
 

 
  

 
  

 
  

  

 
 
 
 
 
 
 
 
 

Census Deprivation Dimensions 2011 

This dataset provides 2011 estimates that classify households in England and 
Wales by four dimensions of deprivation: 
x Employment 
x Education 
x Health and disability 
x Household overcrowding 

All 
Households 

Household is 
Not Deprived 

in Any 
Dimension 

Household is 
Deprived in 
1 Dimension 

Household is 
Deprived in 2 

Dimensions 

Household is 
Deprived in 

3 Dimensions 

Household is 
Deprived in 

4 Dimensions 

Abbey 6,331 2,657 2,308 1,013 299 54 
Battle 4,480 1,922 1,480 769 276 33 
Caversham 4,225 2,274 1,161 612 162 16 
Church 3,287 1,187 1,160 722 200 18 
Katesgrove 4,230 1,924 1,431 622 217 36 
Kentwood 3,746 1,829 1,196 580 132 9 
Mapledurham 1,179 704 374 95 6 0 
Minster 4,532 2,105 1,496 700 203 28 
Norcot 4,260 1,589 1,462 901 279 29 
Park 3,842 1,985 1,234 473 137 13 
Peppard 3,843 2,110 1,181 495 54 3 
Redlands 3,567 1,804 1,102 494 144 23 
Southcote 3,582 1,323 1,201 798 236 24 
Thames 3,647 2,335 958 309 43 2 
Tilehurst 3,715 1,613 1,228 731 134 9 
Whitley 4,403 1,515 1,471 1,012 361 44 

Source: Office for National Statistics, Census 2011 

In comparison with the IMD, the Census deprivation dimensions data for 
Reading suggest that a number of additional areas are deprived, 
particularly Abbey and (part of) Caversham wards, New Town area and parts 
of Tilehurst, Whitley and Southcote. 

This is likely to be due to the fact that the IMD includes a higher weighting 
for social housing, which tends to hide those who are poor but not in social 
housing.  
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Census deprivation dimensions 2011  
(households deprived on 4 dimensions) 

Source: Census 2011
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CHILD POVERTY 

National picture 

On average throughout the UK, just under one in five children are classified 
as below the poverty line (before housing costs)6. 

Over the last 15 years, the UK has gone from having one of the highest 
levels of child poverty in Europe to a rate near the average. However, the 
UK’s rate of child poverty is still almost twice as high as that in the best 
performing countries of Scandinavia. Numbers of children in relative poverty 
have fallen recently but those in absolute poverty increased by more than 
275,000 in 2011/127. 

The Institute for Fiscal Studies predicts a growth in child poverty of 400,000 
between 2011 and 2015, and a total of 800,000 by 20208. 

Since 2010 there has been a dramatic 15 per cent decline in the number of 
children in workless households but a big rise in the proportion of poor 
children who are in families where someone is in work. Nationally, two-
thirds of poor children are now in working households910, though this should 
be viewed in the context that the large majority of children are from 
families with at least one adult in work. 

In 2012/13, 2.3 million children (17%) were in relative income poverty11, 
before housing costs, and 2.6 million children (20%) were in absolute 
poverty1213. 

We know from research carried out by Save the Children in 201114 that:  
x well over half of parents in poverty (61%) say they have cut back on 

food and over a quarter (26%) say they have skipped meals in the past 
year.  

x around 1 in 5 parents in poverty (19%) say their children have to go 
without new shoes when they need them. 

x a large number of children in poverty say they are missing out on 
things that many other children take for granted, such as going on 
school trips (19%) and having a warm coat in winter (14%). 

x only 1 in 5 parents in poverty (20%) say they have not had to borrow 
money to pay for essentials, such as food and clothes, in the past 
year. 

6 
End Child Poverty, Child Poverty map of UK, Feb 2013 

7 State of Nation Report, Social Mobility and Child Poverty in Great Britain, 2013 
8 End Child Poverty, Child Poverty map of UK, Feb 2013 
9 State of Nation Report, Social Mobility and Child Poverty in Great Britain, 2013 
10 Households Below Average Income 2012/13, DWP 
11 below 60 per cent median household income; this is the measure generally used 
12 below 60 per cent of median household income held constant at 2010/11 level 
13 Households Below Average Income 2012/13, DWP 
14  End Child Poverty, Child Poverty map of UK, Feb 2013 
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The Child Poverty Act requires the UK Government to publish and update a 
UK poverty strategy every three years. The final version of the 
Government’s second Child Poverty Strategy 2014-17 was published in June 
2014 and aims to show how the Government will build on its 2011 strategy. 

UK Government’s targets for child poverty are: 
x To reduce the proportion of children who live in relative low income 

(family income below 60%of the median) to less than 10% 
x To reduce the proportion of children who live below an income 

threshold fixed in real terms (‘absolute’ poverty) to less than 5% 

Children in Low-Income Families Local Measure  

The definitive national measure of relative child poverty, as set out in the 
Child Poverty Act 2010, is based on the Households Below Average Income 
data set which is based on the Family resources Survey. 

However, at the local level, the ‘children in low-income families’ measure 
provides a broad proxy for relative low-income child poverty. This is the 
former N116 national indicator and measures children living in families in 
receipt of out of work benefits or in receipt of in-work tax credits where 
their reported income is less than 60 per cent of median income. However, 
this measure is not comparable with the national HBAI measure due to 
methodological differences. 

Reading still broadly reflects the national picture with just under 1 in 5 
children in poverty. However it is worth noting that the local measure 
includes all those households claiming out of work benefits, not just those 
with less that 60% median income, so the number of children in poverty may 
actually be lower than this.  

On this measure, child poverty has generally decreased between 2011 and 
2012, largely due to a decrease in the number of children in families 
receiving tax credits with an income less than 60 per cent of the median. 
However, this does not necessarily imply that the incomes of these families 
have improved; the change may be due to a decrease in the low income 
threshold15. 

Child poverty in Reading 2006-2012 

year 

2012 
2011 
2010 

No children16 in families in 
receipt of CTC (<60% 

median income) or IS/JSA 
6,470 

6945 
7110 

% of children 
in low-income 

families 
18.8% 
20.8% 
21.7% 

SE 

13.5% 
14.6% 
15.0% 

England 

18.6% 
20.1% 
20.6% 

15 Commentary on children in low-income families measure 
www.gov.uk/government/statistics/personal-tax-credits-children-in-low-income-families-local-measure-2012-
snapshot-as-at-31-august-2012 
16 All dependent children under 20 
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2009 7020 22.1% 15.4% 21.3%  
2008 6640 21.5% 14.5% 20.9%  
2007 6760 22.3% 14.9% 21.6%  
2006 6420 21.2% 14.4% 20.8%  
Source: HMRC 

Child poverty by ward 2012 

2011 2012 
Ward No children in families in 

receipt of CTC (<60% 
median income) or IS/JSA 

% of Children 
in low-income 

families 

No children in families in 
receipt of CTC (<60% 

median income) or IS/JSA 

% of Children 
in low-income 

families 
Abbey 350 21.2% 320 18.8% 
Battle 590 22.8% 565 21.0% 
Caversham 470 21.0% 410 18.1% 
Church 780 33.7% 675 29.1% 
Katesgrove 375 23.2% 375 22.1% 
Kentwood 480 19.8% 455 18.4% 
Mapledurham 10 1.3% 10 1.7% 
Minster 455 23.5% 420 20.6% 
Norcot 
Park 
Peppard 
Redlands 

680 
345 
165 
290 

27.2% 
16.1% 
8.2% 

21.8% 

625 
360 
135 
265 

24.0% 
16.1% 
6.6% 

19.2% 
Southcote 440 22.7% 455 22.3% 
Thames 115 4.4% 100 3.9% 
Tilehurst 345 16.0% 350 15.9% 
Whitley 1,060  31.4% 950 27.3% 
Source: HMRC 2012 

This shows the highest numbers of children in relative poverty in areas of 
Whitley and Amersham Road, with a number also around the Oxford Road 
area. It also shows that while the child poverty measure has reduced overall 
in Reading, it has increased slightly in a few areas (see map of child poverty 
at LSOA level). 

Index of Income Deprivation Affecting Children 2010 

The Index of Income Deprivation Affecting Children (IDACI) is one of the 
domains forming the Index of Multiple Deprivation. This suggests a slightly 
worse picture of child poverty in Reading than the children in low 
income families local measure, probably reflecting the fact that in Reading 
low income rather than unemployment is a key determinant of relative 
poverty.  

Just under a quarter of children and young people live in the 18 (of 93) 
Lower Super Output Areas (LSOAs) in the 20% most deprived nationally. The 
5 LSOAs in Reading featured in the 20% most deprived on the IDACI, but not 
in the 20% most deprived on the overall IMD, mainly fall in central Reading 
and include parts of Katesgrove, Minster and the western area of Abbey (see 
map). They thus pick up areas with a number of different socio-economic 
profiles and in particular the large and growing BME population that is 
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traditionally more concentrated in the older inner area private housing 
stock. 

Child poverty by ward 2012
 
(children in low income families local measure)


 Source: HMRC 2012
 

12
 

���
 



 
 

 

 
 

Index of Income Deprivation Affecting children 2010  
(most deprived LSOAs) 

Source: Index of Multiple Deprivation 2010
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Lone parent families 

Almost three quarters of children in poverty live in lone parent families, 
higher than both the national and regional figures. Not surprisingly, the map 
shows that lone parents claiming key benefits across Reading match areas 
with high levels of child poverty. 

Children in lone parent families 

No children in families in receipt 
of CTC (<60% median income) or 

IS/JSA 

% children in families in 
receipt of CTC (<60% 

median income) or IS/JSA 

% of Children17 

in "Poverty" 

Couple Lone 
parent 

All Couple Lone 
parent 

All Families 

England  654,760  1,499,225  2,153,985 30.4% 69.6% 18.6% 

South East  71,605   180,910  252,515 28.4% 71.6% 13.5% 

Reading  1,660  4,815 6,475 25.6% 74.4% 18.8% 

Source: HMRC 2012 

Pupil Premium 

The Pupil Premium is additional funding given to schools so that they can 
support their disadvantaged pupils and close the attainment gap between 
them and their peers. It is allocated to schools to work with pupils who have 
been registered for free school meals at any point in the last six years. 

30% of Reading pupils are eligible for pupil premium (5,000 pupils), the 
highest percentage in Berkshire, compared with 22.2% for SE and 29.2% for 
UK. 

Source: DFE Pupil premium 2013 to 2014 final allocation tables, Dec 13 

17 All dependent children under 20 
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Children in poverty in lone parent families 

Source: HMRC 2011
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Educational attainment 

The link between poverty and poor educational outcomes is well 
documented. Children who grow up in poverty face serious disadvantage and 
consequently struggle to thrive and achieve often resulting in their own 
children also living in poverty and facing similar barriers – a cycle of 
intergenerational poverty. Low educational achievement, amongst other 
factors, can increase the risk that families will not have the resources for a 
decent standard of living, negatively impacting on their children’s life 
chances. 

Reading has a higher proportion of pupils eligible for free school meals 
than the South East and the other Berkshire authorities. Those in receipt of 
free school meals tend to do less well in terms of educational attainment. 

Percentage of pupils eligible for free school meals 

Percentage of pupils eligible 
for free school meals in 

state-funded primary schools 
in 2012 

Percentage of pupils eligible for 
free school meals in state-funded 

secondary schools in 2012 

South East 13.1 10.5 
Slough 18.3 14.3 
Reading 20.6 18.7 
Windsor &  Maidenhead 8.4 7.7 
Bracknell 9.9 6.8 
Wokingham 5.6 6.2 
West Berks 9.2 7.4 

Source: DFE 2011/12 

Attainment and free school meals 

Foundation stage -
good level of 

development (% 
children achieving at 

least the expected 
level) 

Key Stage 2 – 
level 4+ (% achieving 

level 4 or above) 

GCSEs – 
% 5+ A*-C including English 

and mathematics GCSEs 

All 30% most 
deprived 
national 

areas18 

All Eligible for 
free school 

meals 

All Eligible for 
free school 

meals 

Reading 51 45 83 74 63.6 35.1 
England 52 44 86 75 60.8 38.1 
SE 54 45 87 72 62.5 33.0 

Source: DFE 2012/13 

18 The  percentage of children in each Local Authority who reside in the 30% most 
disadvantaged Super Output Areas in England based, on the 2010 Index of Multiple 
Deprivation. 
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Looked after children  

The map below plots the home addresses of children who were ‘looked 
after’ by Reading Borough Council in 2013/14. These cases have been 
mapped against the IDACI data, which shows that the majority of children 
becoming ‘looked after’ come from addresses where deprivation is highest 
in Reading. 

Source: Reading Borough Council 2013/14 

17
 

���
 



 
 

 
 

   
 

 
 

 
  

 
 
 

 
 

   

  
 

 
 

 
 
 

   

 
 

 

                                         
  

Youth offending 

In 2012, 71 children entered the youth justice system for the first time. 
This is a similar rate to the England average for young people receiving their 
first reprimand, warning or conviction. 

In 2013, the figure had reduced to 63. Whilst nationally there has been a 
reduction in first time entrants to the youth justice system, the reduction in 
Reading was at a greater rate. 

Cost of child poverty 

There is a financial as well as a moral imperative for tackling poverty. 
Failing to prevent children growing up in poor families is expensive for 
society, both in terms of direct costs to services during and after childhood 
and in costs to the economy when children grow up. 

The Child Poverty Action Group19 estimates that each child living below the 
poverty line costs around £10,861.42 annually, with the current, national 
cost of child poverty estimated at £29 billion per year. 

This figure represents the total amount of money that is ‘lost’ due to child 
poverty – reflecting extra expenditure by social services, housing and health 
care services, as well as lost income, including  lost earnings and reduced 
tax receipts; in effect, the amount of money that is drained from each area 
due to child poverty. 

For Reading Borough Council, this is estimated to total £85 million a 
year. 

19 The Cost of a Child in 2013, Child Poverty Action Group, August 2013 
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UNEMPLOYMENT AND IN-WORK POVERTY 

The evidence is clear that the main root causes of poverty are worklessness 
and low earnings.  

According to the Child Poverty Action Group20, it costs a minimum of 
£148,000 in total - around £160 per week - to bring up a child to age 18 and 
meet the child’s minimum needs. The minimum necessary cost rose by 4% in 
2013, while the minimum wage rose by 1.8%; average earnings by 1.5%; 
benefits for families and children by just 1%, and child benefit did not rise 
at all. 

Although the numbers of children in relative poverty have fallen recently, 
those in absolute poverty increased by more than 275,000 in 2011/12. Since 
2010 there has been a dramatic 15 per cent decline in the number of 
children in workless households but a big rise in the proportion of poor 
children who are in families where someone is in work. Two-thirds of poor 
children are now in working households21, though this should be viewed in 
the context that the large majority of children are from families with at 
least one adult in work. 

OUT OF WORK POVERTY 

Latest statistics from the DWP for 2013 show that almost 9% of the resident 
working age population in Reading is claiming a key out of work benefit, 
and 5% of all households22. 

17.6% of children aged under 16 (5,580) are in out of work families23 . 

Key out-of-work benefits (Aug 2013) 

Benefit Reading 
number 

Reading rate 
(Proportion of 

resident 
population aged 
16-64 estimate) 

SE rate England 
rate 

job seeker 2,690 2.5 
ESA and incapacity benefits 4,920 4.6 
lone parent 1,540 1.4 
others on income related 
benefit 

330 0.3 

total key out-of-work 
benefits24 

9,480 8.8 7.6 10.6 

  Source: NOMIS 2013 

20 The Cost of a Child in 2013, Child Poverty Action Group 
21 State of Nation Report, Social Mobility and Child Poverty in Great Britain, 2013 
22 gov.uk, DWP May 2013 
23 gov.uk, DWP May 2013 
24 consists of the groups: job seekers, ESA and incapacity benefits, lone parents and others 
on income related benefits 
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Key out of work benefits 2013 

Legend = number of claimants at LSOA level 
Source: NOMIS 2013 

Those people claiming key out of work benefits across Reading fit closely 
with the areas reported to have higher levels of child poverty. 
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JSA claimant count (March 2014) 

Reading count Reading rate SE rate GB rate 
2,335 1.8 2.2 2.9 

Source: NOMIS 

Following a peak in February 2012, the claimant count has reduced steadily. 
There are now 1305 fewer claimants than in March 2013. In particular, 
Reading has shown the 11th greatest year on year reduction of youth 
unemployment nationally25. 

The table below shows the percentage of out of work claimants for Reading 
with dependent children. 

JSA claimants with dependent children (Nov 2013) 

% claimants with children 

Bracknell Forest 21.7% 
Reading 21.4% 
Slough 26.5% 
West Berkshire 20.2% 
Windsor and Maidenhead 18.2% 
Wokingham 19.1% 

 Source: NOMIS 

IN-WORK POVERTY 

Nationally since 2010, there has been a big rise in the proportion of poor 
children who are in families where someone is in work, with two-thirds of 
poor children now in working households26, though this should be viewed in 
the context that the large majority of children are from families with at 
least one adult in work. 

In 2011, 365 children in Reading were living in families in receipt of both 
Child Tax Credit and Working Tax Credit with income less that 60% 
median income, though there are likely to be a higher number of children 
in total in working households in poverty. 

Children in families in receipt of Child Tax Credit and Working Tax Credit 
and income less than 60% of median income 

No of children 
2011 365 
2010 415 
2009 395 
2008 510 

Source: gov.uk 

25 NOMIS, June 2014 
26 State of Nation Report, Social Mobility and Child Poverty in Great Britain, 2013 
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Median Pay 2013
 

Reading has an above average level of median earnings of employees, 

higher than both the national and regional averages.
 

Median pay 


Reading SE England 
Weekly pay - gross £583.9 £559.7 £520.7 
Weekly pay - basic £543.6 £527.0 £487.1 
Hourly pay - gross £14.91 £14.37 £13.26 
Annual pay - gross £32,146 £29,732 £27,375 

 Source: annual survey of hours and earnings - resident analysis 2013 (full time workers) 

Economic activity rate 

Since the previous Census in 2001, part time employment has increased and 
full time employment decreased. The most significant increase has been for 
those who are economically active but unemployed from 2.5% to 4.6%. 
Those who are self employed have also increased. 

Percentage of people aged 16 -74 economically active and inactive 
England South East Reading 

2001 2011 2001 2011 2001 2011 

Economically active: 
Employee: Part-time 

11.8 13.7 12.2 13.8 10.2 11.9 

Economically active: 
Employee: Full-time 

40.8 38.6 43.2 40.4 48.1 44.6 

Economically active: Self-
employed 

8.3 9.8 9.6 11.0 6.9 7.9 

Economically active: 
Unemployed 

3.3 4.4 2.3 3.4 2.5 4.6 

Economically active: Full-
time student 

2.6 3.4 2.7 3.3 4.1 5.0 

Economically inactive: 
Retired 

13.5 13.7 13.4 13.7 9.8 8.6 

Economically inactive: 
Student (including full-
time students) 

4.7 5.8 4.2 5.2 7 8.0 

Economically inactive: 
Looking after home or 
family 

6.5 4.4 6.5 4.4 5.6 4.6 

Economically inactive: 
Long-term sick or 
disabled 

5.3 4.0 4.4 2.9 3 2.8 

Economically inactive: 
Other 

3.1 2.2 2.4 1.8 2.8 2.2 

  Source: 2011 Census 
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SKILLS AND QUALIFICATIONS 

A primary cause of poverty is the lack of opportunities for those with low 
skills and low qualifications. Low skills also act as a significant brake on the 
ability of Reading to fulfil its economic potential. 

Despite an unemployment rate well below the national average, Reading 
continues to have pockets of structural unemployment in a predominantly 
high growth economy. This is associated with under achievement and low 
skill levels. This masks a far more serious and widespread issue of low 
income amongst the employed. 

The general educational quality in Reading is considered below England 
average, except at GCSE level, with low educational attainment in some 
schools at Key Stages 1, 2 and 3 (see child poverty chapter). 

The percentage of residents with no qualifications has decreased from 
22.8% to 17.4% since the last census (see map). This mirrors the national 
picture. Residents achieving level 3 and level 4 qualifications have 
increased with the most significant increase for those achieving level 4 and 
above with a 6.5% increase from 2001 to 34.8%. This is above the level 
achieved for the South East (29.9%) and England (27.4%). 

Percentage of people aged 16 - 74 achieving qualifications 

Highest Level of Qualification England South East Reading 

2001 2011 2001 2011 2001 2011 

No qualifications 28.9 22.5 23.9 19.1 22.8 17.4 

Highest level of qualification: 
Level 1 qualifications 

16.6 13.3 17.1 13.5 15 12.2 

Highest level of qualification: 
Level 2 qualifications 

19.4 15.2 21.2 15.9 17.4 12.3 

Highest level of qualification: 
Apprenticeship 

N/A 3.6 N/A 3.6 N/A 2.5 

Highest level of qualification: 
Level 3 qualifications 

8.3 12.4 9.2 12.8 11.5 13.4 

Highest level of qualification: 
Level 4 qualifications and 
above 

19.9 27.4 21.7 29.9 28.3 34.8 

Highest level of qualification: 
Other qualifications 

6.9 5.7 6.8 5.2 5 7.4 

Source 2011 Census Table KS501EW, 2001 table KS13 
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% residents aged 16+ with no qualifications 

% residents aged 16+ 
with no qualifications 

SE 19.1 
England 22.5 
Reading 17.4 
Bracknell Forest 16.3 
Slough 20.1 
West Berkshire 17.2 
Windsor and Maidenhead 15.6 
Wokingham 13.2 

Source: 2011 Census 

%19 year olds gaining level 2 and 3 qualifications 

82% of young people aged 19 gain a level 2 qualification: this is slightly 
below the national and regional averages, though at level 3, Reading’s 
performance is in line with SE. Fewer of those eligible for free school meals 
achieve level 2 or 3 qualifications at age 19. 

%19 year olds gaining level 2 and 3 qualifications 

Level 2 Level 3 
All Eligible for free 

school meals  
All Eligible for free 

school meals  
Reading 82% 60% 58% 29% 
SE 85% 65% 58% 28% 
England 85% 71% 56% 35% 

Source: DFE 2013, gov.uk 
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% residents aged 16+ with no qualifications

     Source: 2011 Census 
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Reading’s occupation profile 

Reading’s occupation profile has changed since 2001 Census, with 
professional occupation types showing the most significant increase with 
24.5% of the Reading population now employed in this sector, well above 
the regional and England percentages of 18.7% and 17.5% respectively. 
Service occupations have increased and administrative occupations 
decreased. 

Percentage of working population aged 16 -74 by occupation type 

Occupation Type England South East Reading 

2001 2011 2001 2011 2001 2011 

1. Managers, directors and 
senior officials 

15 10.9 17 12.3 15 9.0 

2. Professional occupations 11 17.5 12 18.7 16 24.5 

3. Associate professional and 
technical occupations 

14 12.8 15 13.8 15 13.5 

4. Administrative and 
secretarial occupations 

13 11.5 14 11.5 14 10.0 

5. Skilled trades occupations 12 11.4 11 11.1 9 9.0 

6. Caring, leisure and other 
service occupations 

7 9.3 7 9.3 5 8.5 

7. Sales and customer service 
occupations 

8 8.4 7 7.9 9 9.0 

8. Process, plant and machine 
operatives 

8 7.2 6 5.7 6 5.1 

9. Elementary occupations 12 11.1 10 9.7 11 11.4 

Source: 2011 Census 

NEETS (Not in Education, Employment or Training) 

Despite the decrease in the percentage of residents with no qualifications 
and the increase in those with level 3 and 4 qualifications, Reading has a 
significant number of young people aged between 16 and 18 who are 
NEET. The figures for Reading have been reducing consistently over the last 
few years but are still higher than both the national and regional average. 
However, Reading has shown the 11th greatest year on year reduction of 
youth unemployment (claimant count) nationally. 

Percentage of NEETs

 Estimated number % 
South East   13,620 5.1% 
Reading  270 6.3% 
Bracknell Forest 140 4.0% 
Slough 280 6.1% 
West Berkshire 150 3.1% 
Windsor & Maidenhead 150 4.1% 
Wokingham  150 3.1% 

Source: Dept for Education (GOV.UK), 2013 
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Index of Education, Skills and Training Deprivation 2010 

The Education, Skills and Training Deprivation domain is one of seven 
distinct domains of deprivation which are combined to form the Index of 
Multiple Deprivation 2010. This domain measures the extent of education, 
skills and training deprivation in an area relating to both children and young 
people and adult skills. Areas low on this domain tend to be areas of higher 
deprivation on the general IMD. 

Source: Index of Multiple Deprivation 2010 
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MEETING BASIC NEEDS 

Homelessness 

The number of people accepted as statutorily homeless has increased 
significantly over the past two year; figures have doubled since quarter 1 
2012/13 and increased by 700% since quarter 1 2011/12. 

Homeless Acceptances 
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Source: Reading Borough Council 

The table below shows the number of single people who have been referred 
to supported accommodation27. 

Referrals for Supported Accommodation through the 

117 122 126 
140 
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114 111 113 
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Access Panel

2011/12 2011/12 2011/12 2012/13 2012/13 2012/13 2012/13 2013/14 

 Source: Reading Borough Council 

27 e.g. Hamble Court, Salvation Army, Launch Pad, Waylen St. 
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Housing conditions 

According to the Children’s Society, in 2013 over half of all children in the 
UK who say they are in poverty are living in homes that are too cold, and a 
quarter live in damp or mould-ridden conditions28. 

Census 2011 

The 2011 Census provides a measure of under-occupancy and over-crowding. 
An occupancy rating of -1 implies that there is one room too few for the 
number of people living in the household. Reading has a higher proportion 
of households with an occupancy rating of -1 than either the South east of 
England (see map). 

Central heating and occupancy rating 

Area 

England 

No central 
heating 

Occupancy rating 
(extra bedrooms) 

of -1 

4.06% 

Occupancy rating 
(extra bedrooms) of -2 

or less 

0.75% 

% of total 
in area 
2.69% 

South East 2.38% 3.29% 0.47% 

Reading 3.16% 5.26% 0.97% 
Abbey 5.35% 6.44% 1.11% 

Battle 4.64% 7.75% 1.88% 

Caversham 3.67% 3.76% 0.33% 

Church 1.95% 7.12% 1.28% 

Katesgrove 5.60% 7.02% 1.91% 

Kentwood 2.03% 3.50% 0.75% 

Mapledurham 0.85% 0.51% 0.08% 

Minster 4.19% 5.67% 0.84% 

Norcot 2.77% 5.35% 0.63% 

Park 3.90% 7.52% 1.98% 

Peppard 1.01% 1.69% 0.23% 

Redlands 3.64% 6.76% 1.04% 

Southcote 2.32% 5.00% 0.87% 

Thames 1.26% 1.21% 0.14% 

Tilehurst 1.67% 2.37% 0.19% 

Whitley 1.79% 7.52% 1.39% 
Source: Census 2011 

28 Through Young Eyes, the Children’s Commission on Poverty, the Children’s Society 2013 
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Percentage of households with an occupancy rating of -1 

Source: Census 2011
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Private sector house condition survey 2013 

A sample of a thousand private sector properties in Reading were surveyed 
over a 3 month period in 2013. 

The number of non decent29 homes has reduced by 40% since the last 
stock condition survey in 2006. However, 12,200 dwellings (23.4% of total 
private sector housing) still fail to meet the requirements of the decent 
homes standard. This compares with 25% for England (2011/12). 

. 
x 5,265 dwellings (10.1%) exhibit Category 1 hazards within the Housing 

Health and Safety Rating System (HHSRS); 
x 6,164 dwellings (11.8%) are in disrepair; 
x 596 dwellings (1.1%) lack modern facilities and services; 
x 4,531 dwellings (8.7%) fail to provide a reasonable degree of thermal 

comfort 

Rates of non decency in the private rented sector are around the national 
average at 34.8% (national average 35%), but significantly higher than the 
private sector owner occupied average of 21.9%. 

31.5% of vulnerable households live in non-decent homes. 7.4% households 
have insufficient bedrooms to meet family needs and are therefore 
overcrowded. 

The estimated cost to meet the decency standard in the private sector in 
Reading is £85 million. 

The highest rates of decent homes failure are recorded for the wards of 
Battle, Park, Caversham and Redlands. Failure rates in these wards exceed 
one-third of ward housing stock. 

Fuel poverty 

At the sub-regional level, a household is said to be fuel poor if it needs to 
spend more than 10% of its income on fuel to maintain a satisfactory heating 
regime (usually 21 degrees for the main living area, and 18 degrees for 
other occupied rooms)30. 

29 A decent home is one that satisfies all of the following four criteria: it meets the
 
current statutory minimum standard for housing; it is in a reasonable state of repair;
 
it has reasonably modern facilities and services; it provides a reasonable degree of 

thermal comfort. 

30 At the national level, a household is said to be in fuel poverty if:
 
• they have required fuel costs that are above average (the national median level) 
• were they to spend that amount they would be left with a residual income below the 
official poverty line 
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According to Department of Energy and Climate Change, in 2011 an 
estimated 6,000 households in Reading were considered fuel poor, equating 
to 9.8% of households in the Borough. 

Fuel poverty 2011 

Fuel Poor Households Percent Fuel Poor 
Reading 6,239  9.8% 
Berks 27,962  8.2% 
SE 363,556  10.3% 
Source: DECC 2011 

However, according to the Private Sector House Condition Survey (2013), 
while energy efficiency levels have improved since the previous survey in 
2006, fuel poverty has increased in the Borough, primarily related to 
increases in energy tariffs and the economic circumstances of households 
affected.  

A total of 10,573 households in Reading (17.9%) spend in excess of 10% 
of their annual income on domestic fuel and are defined as being in fuel 
poverty. Levels of fuel poverty have increased from 5,600 households or 
11% as reported by the 2006 survey. 

See also Financial Crisis Support Service in this chapter and excess 
winter deaths in the Poverty and Older People chapter. 

Food poverty 

Readifood 

Readifood provide emergency food parcels to families and individuals across 
greater Reading and have seen unprecedented growth in demand over the 
past 18 months. Demand for food parcels has risen by almost 400% over 
the past two years, from 25 parcels per week to a current 97 parcels per 
week. This is at least partly due to sanctions relating to Job Seekers 
Allowance or Employment Support Allowance. 

From April to December 2013 Readifood provided: 
x 1875 single person parcels (60%) 
x 527 couple parcels (17%) 
x 712 family parcels (23%) 
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Households in fuel poverty 

      Source: DECC 2011
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Financial Crisis Support Service 

The Council’s Financial Crisis Support Service was launched in April 2013, 
following the abolition of Dept of Work and Pension’s Crisis Loans and 
Community Care Grants, to create local support for vulnerable households 
that require financial support where there are no other avenues available to 
them. In terms of type of support, customers are most often provided with 
food parcels, gas/electricity top up, cash for white goods and furniture. 

From April 2013 to March 2014 FCSS provided: 
x 486 food parcels 
x 291 customers provided with gas/electricity top up 

Financial Crisis Support Service 2013/14 

FCSS Service Demand
 
FY 2013/14 by quarter
 

Appointments made 

18 

266 

286 

386 

0  500  

Q4Appointments kept
 

Q3
 

Q2Support provided 

Q1 

Signposting only 

Appointments – Circumstances 
The most common circumstances leading to 
an appointment is delay in benefits 
payment, this is more than double the those 
who require an  appointment as have run 
out of money. 

Service Demand 
Appointments made, and support provided, 
through the scheme were highest during Q3. 
During Q4 74% of appointments were kept 
and support provided in 93%. 

FCSS Most requested type of support 

59%

35% 

Customer Profile - Age 
provided FY 2013/14 

FY 2013/14 
Age - 20 or under Age - 21-40 

600 
500 

486 

291 
192 176 

47 

Age - 41-60 Age - 61 or older 
400 3% 3% 
300 
200 
100 

0 
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Type of support provided 
Food parcels have been requested most and 
486 issued during 2013/14. This is just a 
small proportion of the total provided with 
Readifood and other organisations also 
supplying parcels 

Customer Profile - Gender 
Sex - Male Sex - Female 80% 

70% 
60% 
50% 
40% 
30% 
20% 
10% 
0% 

62% 60% 

40%38% 

Customer Profile – Age 
The majority of claimants are aged 21-40 (59%) 
followed by those aged 41-60 make up 35% 

Customer Profile - Household 
Household - Single Household - Family 

90% 
80% 
70% 
60% 
50% 
40% 
30% 
20% 
10% 
0% 

78% 78% 

54% 

46% 

22% 22% 

Customer Profile – Gender 
The gender profile of customers has varied 
throughout the year at the end. In March 60% 
of customers were male and 40% female 

Customer Profile – Household 
The household profile has changed 
significantly during the year. The majority of 
customers were single (78%) now the split is 
fairly even between single (54%) and family 
46%. 
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HEALTH 

Children living in income-deprived families are prone to significantly worse 
health outcomes, both during childhood and later in life. The adverse 
impact of unemployment, for example, on physical and mental health of 
individuals in term of higher risk of depression and increased morbidity is 
well documented. Poor parental health combined with financial hardship 
has an inevitable effect on the wellbeing of children. Deprivation can 
influence behavioural choices that are known to impact on the health of 
adults and children such as breastfeeding, eating habits and participation in 
sports and exercise. 

Census Overview 

Proportion of population reporting good or very good health by ward 

On average, the 2011 Census shows that a higher percentage of residents 
report good or very good health than in either the South East or nationally. 

% reporting good or 
very good health 

England 81% 
South East 84% 
Reading 86% 

Source: 2011 Census 

However, there are significant geographical differences within Reading (see 
map). The areas reporting the highest percentage of residents reporting 
good or very good health are Park, Redlands and Thames. In Park and 
Redlands this may be due to the higher number of younger people, 
particularly students, in these areas.  

Source: 2011 Census 
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Proportion of population reporting good or very good health 

Source: Census 2011
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Reading residents’ health 

The health of people in Reading compares favourably with the England 
average in some areas and less favourably in others: 

x Life expectancy for women is similar to the England average, but 
lower for men. However, life expectancy is 9.2 years lower for men 
and 6.3 years lower for women in the most deprived areas of Reading 
than in the least deprived areas. 

x Over the last 10 years, all cause mortality rates have fallen. The early 
death rate from heart disease and stroke has fallen and is close to 
the England average. 

x In year 6, 19.3% (265) of children are classified as obese. 

x Levels of alcohol specific hospital stays among those under 18, 
breast feeding and smoking in pregnancy are better than the 
England average. 

x The estimated level of adult obesity is better than the England 
average.  

x The rate of sexually transmitted infections and TB is significantly 
worse than the England average. 

x Rates of road injuries and deaths and hospital stays for alcohol 
related harm are better than the England average. 

x Priorities in Reading include crime, drugs and alcohol and 
identification and management of respiratory disease. 

Source: Public Health England health profile 2014 
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Life expectancy for males 

Source: Public health England, 2006-2010 
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Life expectancy for females 

Source: Public health England, 2006-2010 
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Child health 
Children and young people under the age of 20 years make up 24.6% of the 
population of Reading. 

The picture of the health and wellbeing of children in Reading is mixed 
compared with the England average. 

x Infant and child mortality rates are similar to the England average. 

x As discussed in the first chapter, the level of child poverty is worse than 
the England average with 20.8% of children31 living in poverty.  

x The rate of family homelessness is worse than the England average.  

x Children in Reading have average levels of obesity: 9.8% of children aged 
4-5 years and 18.8% of children aged 10-11 years are classified as obese. 

x In 2012, 71 children entered the youth justice system for the first time. 
This is a similar rate when compared to the England average for young 
people receiving their first reprimand, warning or conviction. 

x In 2011/12, there were 4,503 A&E attendances by children aged 4 years 
and under. This gives a rate which is lower than the England average. 
The hospital admission rate for injury in children is lower than the 
England average, and the admission rate for injury in young people is 
lower than the England average. 

x  The level of teenage pregnancy is significantly worse than the England 
average. 

x Reading is significantly worse that the England average for acute 
sexually transmitted infections, 16-18 year old NEETs (not in 
education, employment or training), and children with one or more 
decayed, missing or filled teeth. 

Source: Public Health England Child Health Profile, 2014 (except child poverty) 

31 Under the age of 20 
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POVERTY AND ETHNICITY 

Children from ethnic minorities face a particularly high risk of growing up in 
poverty. Risks of poverty are highest for those from Bangladeshi, Pakistani 
and Black African communities, but are also above average for those from 
Caribbean, Indian and Chinese communities. 

Overview - Census 

Reading's population has increased in ethnic diversity. 35% of the 
population now belong to a Black and Minority Ethnic community. 
Reading has the third highest Black and Minority Ethnic population in the 
South East after Slough and Oxford. 

Ethnicity 

Reading 2001 Reading 2011 England 2011 

White British 86.80% 66.9% 80.9% 

Other White 4.2% 7.9% 4.6% 

Mixed 2.4% 3.9% 2.2% 

Indian 1.7% 4.2% 2.6% 

Pakistani 2.7% 4.5% 2.1% 

Other Asian 0.8% 3.9% 2.3% 

Black Caribbean 2.2% 2.1% 1.1% 

Black African 1.6% 4.9% 1.8% 

Black other 0.4% 0.7% 0.5 

Chinese 0.7% 1% 0.7% 

Other ethnic group 0.7% 0.9% 1.% 
Source: 2011 Census 

According to the School Census 2013, 49.4% of school children are from a 
Black and Minority Ethnic group. 

42
 

���
 



 
 

 
 

   
 
 
 

 
 

  
  

 
 

 
 

 
 

      
 

  

 

 

       

 
 

 

  

 

 

 

 

 
 

 
    

   
   

  
   

  

 
 
 
 
 
                                         

  
 

Ethnicity and attainment 

Research32 shows that nationally White children who are eligible for free 
school meals are consistently the lowest performing group in the country, 
and the difference between their educational performance and that of their 
less-deprived White peers is larger than for any other ethnic group. The gap 
exists at age five and widens as children get older. 

The table below highlights that, in Reading, attainment by young people 
from Mixed race backgrounds at Key Stage 2 is lower than that of their 
peers. It also indicates that this gap continues through to GCSE level. 
Children from Black communities at Key Stage 2 have a similar attainment 
level to their peers, though attainment is lower at GCSE level. 

Attainment by ethnic group 

Key Stage 2 -
Percentage achieving 
level 4 or above 

Reading 

White 

84 

Mixed 

78 

Asian 

83 

Black 

84 

Chinese 

x 

All 
pupils 

83 

England 86 87 85 85 92 86 

Percentage achieving 5+ 
A*-C grades inc. English & 
mathematics GCSEs 

Reading 63 56 67 59 x 64 

England 60.4 62.7 64.9 58.7 80.1 60.8 

Source: Department for Education 2012/13 

Free school meals  

A higher proportion of Mixed race and Black children are eligible for free 
school meals than White children, but a lower proportion of Asian and 
Chinese children. 

Eligibility for free school meals by ethnic group 

Eligible for FSM Not eligible for FSM 
White 16% 84% 
Mixed 29% 71% 
Asian 10% 90% 
Black 21% 79% 
Chinese 2% 98% 

Source: RBC school census 2014 

32 the Government’s Education Committee, ‘Underachievement in Education by White 
Working Class Children’ 
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Health 

This table shows the percentage of hospital admissions in 2011/12 that were 
emergencies for each ethnic group in this area. A high percentage of 
emergency admissions may reflect some patients not accessing or receiving 
the care most suited to managing their conditions. There is a higher 
proportion of admissions by residents from Asian and Black communities 
than by all ethnic groups, in both Reading and nationally.  

Percentage of hospital admissions in 2011/12 by ethnic group 

All White Mixed Asian Black Chinese Other Un 
ethnic known 
groups 

No of 11393 8662 138 961 523 38 111 960 
emergency 
admissions 
Reading % 42.5% 42.9% 39.4% 46.2% 44.0% 38.0% 49.2% 35.6% 

England % 40.6% 41.1% 40.0% 45.3% 44.4% 38.0% 46.4% 30.1% 

Source: Reading Health Profile 2013, Public Health England 

Job Seekers Allowance claimant count  

In March 2014, 61.2% of people claiming JSA were White British, with 29.1% 
from Black and Minority Ethnic groups.  

Ethnicity of Claimants Mar-13 
March 2013 & March 2014 

Mar-14 
3,000 

2,500 

2,000 

1,500 

1,000 

500 

0 
White "Black or "Unknown" "Asian or "Mixed" "Chinese or 

Black Asian Other " 
British" British" 

1,595 

255 230 135 90 40 

Source: NOMIS, March 2014 
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JSA claimants by ethnic group 

Ethnicity Male Female Total % total 
claimants 

White 1015 585 1595 68.3 

British 935 515 1,450 62.1 

Irish 10 10 20 0.9 

Other 70 60 125 5.4 

Mixed 60 30 95 4.1 

Asian or Asian 
British 

80 75 150 6.4 

Indian 20 15 35 1.5 

Pakastani 45 40 80 3.4 

Bangladeshi 5 5 10 0.4 

Other Asian 10 15 25 1.1 

Black or Black 
British 

185 85 270 11.6 

Caribbean 110 45 155 6.6 

African 50 30 80 3.4 

Other Black 25 10 35 1.5 

Chinese or Other 30 25 55 2.4 

Unknown 125 85 205 8.8 

   Source: NOMIS, March 2014 
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POVERTY AMONGST OLDER PEOPLE 

According to the International Longevity Centre UK, whilst 1.6 million 
pensioners nationally are still experiencing relatively low incomes, 
pensioner poverty has fallen drastically over the last 15 years, with 
pensioner households less likely to be on a low income than households with 
working age adults or households with children33. 

Census Overview 

The 60-74 age group has increased by 8% since 2001. There has been a slight 
decrease in the 75+ age group. According to the ONS 2012 population 
projections, the 90+ age group will rise from forming 0.6% of the 
population to 1.3% in 2030. 

Residents in older age bands 

number % 

All usual residents 155,698 100.0 
Age 60 to 64 6,373 4.1 
Age 65 to 74 9,058 5.8 
Age 75 to 84 6,132 3.9 
Age 85 to 89 1,704 1.1 
Age 90 and over 938 0.6 
All residents 60+ 24,205     15.5 

Source: Census 2011 

33 Mapping Demographic Change - A Factpack of statistics from the International Longevity 
Centre – UK, July 2014 

46
 

���
 



 
 

 
 

 

 
 

 

Index of Income Deprivation Affecting Older People 2010 

Reading residents high on this scale tend to be in areas of high general 
deprivation.  

Source: Index of Multiple Deprivation, 2010
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Excess winter deaths 

The ratio of excess winter deaths (observed winter deaths minus 
expected deaths based on non-winter deaths) to average non-winter 
deaths in Reading is one of the highest in the country, though this has 
improved from the actual highest in 2013. 

Extreme winter deaths in Reading have increased since 2007/08. However, 
overall, the number of deaths are decreasing year on year, and analysis 
shows that the rise in Reading has been due to a combination of high winter 
deaths and low non-winter deaths, with non-winter deaths decreasing at a 
faster rate than winter deaths. 

Excess winter deaths 2009-2012 

Reading England average England worst 

27.4  16.5 32.1 

Source: Health Profile 2014, Public Health England 

Benefits claimants   

Although pensioner poverty may have fallen at a national level, the 
proportion of deprived people aged 65 and over in Reading is well above 
the average for South East. 

Number of Benefit Claimants aged 65 & Proportion of deprived people aged 65 & 
over over 

2810 

1120 
580

46705000 20 
4500
 
4000
 
3500
 15
 
3000
 
2500
 
2000
 10
 
1500
 
1000
 
500 5
 

0
 
Pension Credit Attendance Disability Carers
 0 

17 
18.1 

12.9 

Allowance Living Allowance 
Reading South East Average England Allowance 

Source: Age UK Reading profile 2013, data Aug 2012 

Nationally, many older people are not claiming benefits to which they are 
entitled. According to DWP data for 2009/10, up to 38% of older people 
were failing to claim Pension Credit and up to 46% were failing to claim 
Council Tax Benefit. 
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Pension credit 

The map below shows the distribution of Reading’s 4,510 Pension Credit 
claimants in August 2013. 

Source: Nomis 2013 (aged 60+) 
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JSA claimants 

The rate for JSA claimants in Reading over 50 is higher than both the 
South East and GB (July 2014). The rate was also the second highest in the 
local area when compared to the other Berkshire authorities, in March 2013.  

JSA claimants over 50 

claimant rate 
Reading 2% 
South East 1% 
GB 1.6% 

Source: NOMIS July 2014 

See also the section on fuel poverty in the Meeting Basic Needs chapter. 
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POVERTY AND DISABILITY 

A third of all disabled adults aged 25 to retirement are living in low income 
in 2008/09 - around one and a half million people.  This low-income rate is 
around double that for non-disabled adults and, unlike that for children and 
pensioners, is higher than a decade ago34. In relation to physical disabilities, 
it is estimated by 2025, 50% of the national population will have at least one 
long-term condition35. 

Census Overview 

The rates of limiting long term illness and provision of unpaid care have 
changed little since 2001 and are below the average for England. 

Extent to which illness or disability is limiting, by proportion and ward 

% of resident population 

Ward A lot A little Not at all 

Reading 5.66 7.25 87.08 
Abbey 4.51 5.38 90.11 
Battle 4.13 5.98 89.89 
Caversham 4.94 7.33 87.73 
Church 6.33 7.77 85.90 
Katesgrove 4.06 6.01 89.92 
Kentwood 5.84 7.47 86.68 
Mapledurham 4.59 9.55 85.86 
Minster 7.43 7.39 85.19 
Norcot 7.48 9.28 83.24 
Park 4.09 5.01 90.90 
Peppard 6.08 8.29 85.63 
Redlands 3.65 5.48 90.87 
Southcote 8.96 9.77 81.27 
Thames 4.06 6.53 89.41 
Tilehurst 7.15 9.11 83.74 
Whitley 7.36 8.51 84.14 

  Source: 2011 Census 

34 ‘A route out of poverty? Disabled people, work and welfare reform’, New Policy Institute 
and Child Poverty Action Group, 2006 (updated)
35 The Hidden Need in Berkshire, Overcoming Social Deprivation, Berkshire Community 
foundation, December 2010 
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Percentage of residents who feel that they are limited ‘a lot’ by their 
illness or disability

     Source: 2011 Census 

Those who feel that they are limited ‘a lot’ by their illness or disability tend 
to be concentrated in the south and west of the borough. 
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Limiting long term illness and unpaid care 

Reading 2001 Reading 
2011 

England 2011 

People with limiting long-term illness 13.5% 13.0% 17.6% 

Provision of unpaid care: % persons 7.7% 8.0% 10.3% 

Source: 2011 Census 

Benefits claimants 

In Feb 2014, 5,650 people in Reading were claiming Disability Living 
allowance, 5.2% of the working age population36. Their distribution is shown 
in the following map.  

570 people were claiming Incapacity Benefit or Severe Disablement 
Allowance, 0.5% of the working population. 

36 Based on ONS population projections 2014 (age 16-64) 
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Disability Living Allowance claimants 2013 

Source: NOMIS 2014
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Index of Health Deprivation and Disability 2010 

This domain measures rates of poor health, early mortality and disability in 
an area and covers the entire age range, though areas high on this index 
tend to be those with a higher proportion of older residents. 

Source: Index of Multiple Deprivation, 2010
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DEBT 

According to the International Longevity Centre UK37: 
x	 One in five of all households (21 per cent) headed by someone aged 

50 or over had outstanding mortgage borrowing on their main home in 
2008-10. 

x Among the over 50s with outstanding mortgages, the mean average 
owed was £62,200. 

x 13 per cent of all older mortgaged households were struggling to 
repay their mortgage 

According to the Citizens Advice Bureau (CAB), nationally Council Tax 
arrears has become the number one debt problem faced by many 
households across the country, overtaking credit card and unsecured 
personal loans. Between January and March 2014, CAB supported 27,000 
people with a Council Tax arrears problem - a 17% increase on the same 
period last year. 

In 2012/13, the debts of clients coming to Reading CAB and Reading 
Welfare Rights Unit in 2012/13 totalled £2,245,231. Financial gains 
achieved for clients totalled £2,669,840. 

Citizens Advice Bureau (CAB) 

Throughout Berkshire, Local Citizen Advice Bureaus (CABs) report increasing 
number of problems relating to debt, from young families with high 
mortgages, to older, asset-rich/cash poor households. 

Debit is the 2nd most common issue that clients seek help with and 
formed 17% of the workload in 2013/14. Benefits issues form 30% of the 
workload and has significantly increased. 

Top 10 types of debt issue: 
o	 Council tax  310 
o	 Credit, store & charge card 220 
o	 Rent arrears (social housing) 197 
o	 Unsecured personal loan 191 
o	 Mortgage and secured loan 173 
o	 Bank and building soc OD 116 
o	 Fuel debt 113 
o	 Water supply 109 
o	 Magistrate court fines   99 
o	 Rent arrears (private landlords)  92 

Source: Reading CAB, Aug 2014 

37   Mapping Demographic Change - A Factpack of statistics from the International 
Longevity Centre – UK, July 2014 
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CAB Customer Profile 

Gender 
Health and Disability 

Age Profile Ethnicity 

Source: Reading CAB, 2014 

Ethnicity of CAB clients 

% Reading residents % CAB clients 

White 74.5% 49% 
Mixed 3.9% 5% 
Asian 12.5% 14% 
Black 6.3% 16% 
Other 2.0% 4% 
Source: Reading CAB, 2014 
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Welfare Rights Unit 

According to the Reading Welfare Rights Unit, the demand for specialist 
debt advice is continuing to grow and debt currently makes up 32.4% of 
total workload. More service users, both in work and in receipt of welfare 
benefits, are struggling to cover their basic living costs (fuel, water, food, 
toiletries, etc). It is becoming harder to find solutions to break the spiral of 
debt, and charity applications for help with rent arrears, bankruptcy deposit 
fees and debt relief orders are becoming a regular occurrence in order to 
implement a debt strategy that will give the client a long term solution. 

There has also been a significant change in the makeup of the debts that 
clients have. Historically, it was not unusual for a client to bring a carrier 
bag of debt letters from non priority creditors, and whilst this still happens, 
there is nowadays a regular pile of priority debts letters too. Dealing with 
multiple priority debts, when there is little surplus money for debt 
repayment requires different skills because of the consequences of non 
payment. 

See also Financial Crisis Support Service in Meeting Basic Needs chapter 

58
 

���
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LEAD OFFICER:	 VICKI LAWSON, TEL: 01189372258 (ext 72258) 
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1. PURPOSE OF REPORT AND EXECUTIVE SUMMARY 

7R�DSSUDLVH�DQG�XSGDWH�WKH�+HDOWK�DQG�:HOOEHLQJ�%RDUG�RQ�WKH�FXUUHQW� 
SRVLWLRQ� LQ� 5HDGLQJ� LQ� UHODWLRQ� WR� )HPDOH� *HQLWDO� 0XWLODWLRQ� �)*0��� ,Q� 
'HFHPEHU�������WKH�7KDPHV�9DOOH\�3ROLFH�DQG�&ULPH�3DQHO�ZURWH�WR�WKH� 
&KDLU�RI� WKH�5HDGLQJ�+HDOWK�DQG�:HOOEHLQJ�%RDUG�WR� UHTXHVW� WKH�  %RDUG� 
KDYH�D�UHJXODU�RYHUYLHZ�LWHP�RQ�WKH�DJHQGD�IRU�)*0�� 
� 
7KLV� UHSRUW�  VHWV� RXW� WKH�ZRUN�  WKDW� LV�  DOUHDG\�  LQ� SODFH� DQG� SODQQHG�� LQ� 
UHVSHFW� RI� )*0�� DQG� QRWHV� WKDW� WKH� &KLOGUHQ·V� 6DIHJXDUGLQJ� %RDUG� DQG� 
$GXOW�6DIHJXDUGLQJ�%RDUG�ZLOO�GHYHORS�DQ�DFWLRQ�SODQ��7KLV�SODQ�ZLOO�EH�  
VFUXWLQLVHG�E\�WKH� �+HDOWK�DQG�:HOOEHLQJ�%RDUG�LQ� LWV�TXDOLW\�DVVXUDQFH� 
UROH�� 7KH� DFWLRQ� SODQ� ZLOO� DOVR� EH� RSHQ� WR� VFUXWLQ\� E\� WKH� &RXQFLO·V� 
$GXOW·V�� &KLOGUHQ·V� DQG� (GXFDWLRQ� &RPPLWWHH� �$&(�� ZKLFK� OHDGV� RQ� 
KHDOWK�VFUXWLQ\�IRU�WKH�&RXQFLO�� 

� 
2. RECOMMENDED ACTION
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2.1 The Health and Wellbeing Board notes the content of the report and 
agrees to have a continual annual overview of the Female Genital 
Mutilation issues in Reading to help tackle FGM. 

2.2 The Health and Wellbeing Board notes that the Children’s 
Safeguarding Board and the Adult Safeguarding Board will develop an 
action plan to proactively address FGM in Reading and the Health and 
Wellbeing Board will have an overview of the action plan. 

3. POLICY CONTEXT 

)*0�LV�GHILQHG�E\�WKH�:RUOG�+HDOWK�2UJDQLVDWLRQ��:+2��DV�DOO�SURFHGXUHV�WKDW� 
LQYROYH� SDUWLDO� RU� WRWDO� UHPRYDO� RI� WKH� H[WHUQDO� IHPDOH� JHQLWDOLD�� RU� RWKHU� 
LQMXU\�WR�WKH�IHPDOH�JHQLWDO�RUJDQV�IRU�QRQ�PHGLFDO�UHDVRQV�� 
� 
$FFRUGLQJ�  WR�  WKH� :RUOG� +HDOWK� 2UJDQLVDWLRQ�  ��  )*0�  LV� SUDFWLFHG� LQ� XS� WR� ��� 
$IULFDQ�FRXQWULHV�DQG�LQ�VRPH�FRXQWULHV�LQ�WKH�0LGGOH�(DVW�DQG�$VLD���� 
� 
)*0�  LV� SHUIRUPHG� RQ�  ZRPHQ�  DQG�  JLUOV�  DW� GLIIHUHQW�  DJHV�� GHSHQGLQJ� RQ� WKH� 
FRPPXQLW\�RU�HWKQLF�JURXS�WKDW�FDUULHV� LW�RXW��WKRXJK�LW�LV�PRVWO\�FDUULHG�RXW� 
RQ�JLUOV�EHWZHHQ�WKH�DJHV�IRU���DQG���\HDUV�ROG��7KH�SURFHGXUH�LV�WUDGLWLRQDOO\� 
FDUULHG�RXW�E\�ZRPHQ�ZLWK�QR�PHGLFDO�WUDLQLQJ��� 
� 
,W� LV� UHFRJQLVHG� WKDW� ZRPHQ� DQG� JLUOV� PD\� DOVR� EH� DW� ULVN� RI� KDYLQJ� )*0� 
SHUIRUPHG� RQ� WKHP� LQ� WKH� 8.�� RU� EHLQJ� WDNHQ� IURP� WKH� 8.� WR� KDYH� WKH�  
SURFHGXUH�SHUIRUPHG�RYHUVHDV��� 
� 
7KHUH�DUH�D�QXPEHU�RI�GLIIHUHQW�UHDVRQV�ZK\�)*0�LV�SHUIRUPHG��7KH�SURFHVV�LV� 
RIWHQ�VHHQ�DV�SDUW�RI�WKH�IDPLO\·V�FXOWXUH��LW�LV�DOVR�VHHQ�DV�D�ULJKW�RI�SDVVDJH��� 
)*0�  LV�RIWHQ� LPSRUWDQW� IRU� WKH�FXOWXUDO�  LGHQWLW\�RI�  JLUOV�  DQG�  ZRPHQ�DQG�PD\�  
DOVR� LPSDFW� D� VHQVH� RI� SULGH�� D� FRPLQJ� RI� DJH� DQG� D� IHHOLQJ� RI� FRPPXQLW\�� 
7KRVH�  JLUOV�  DQG�  ZRPHQ�  ZKR�  UHIXVH� FDQ� RIWHQ� IDFH�  EHLQJ�  RVWUDFLVHG� DQG� 
FRQGHPQHG�E\�WKHLU�FRPPXQLWLHV��5HOLJLRQ�FDQ�DOVR�EH�D�MXVWLILFDWLRQ�IRU�)*0�� 
WKRXJK�LW�LV�SUDFWLVHG�E\�ERWK�UHOLJLRXV�DQG�VHFXODU�FRPPXQLWLHV�� 
� 
,Q�WKH�8.��)*0�WHQGV�WR�RFFXU�LQ�DUHDV�ZLWK�ODUJH�SRSXODWLRQ�RI�)*0�SUDFWLFLQJ� 
FRPPXQLWLHV��  � 7KH� KRPH�  RIILFH� KDV� LGHQWLILHG�  JLUOV�  IURP� 6RPDOL�� *XLQHDQ�� 
.HQ\DQ�� 6XGDQHVH�� 6LHUUD� /HRQHDQ�� (J\SWLDQ�� 1LJHULDQ�� (ULWUHDQ�� <HPHQL��  
.XUGLVK�DQG�,QGRQHVLDQ�FRPPXQLWLHV�DV�WKH�PRVW�DW�ULVN�RI�)*0��7KHVH�DUH�MXVW� 
VRPH�DQG�QRW�DOO�RI�WKH�FRPPXQLWLHV�DW�ULVN��KRZHYHU�DSSHQGL[���VKRZV�D�PDS� 
RI�NQRZQ�FRXQWULHV�ZKHUH�)*0�LV�SUDFWLFHG�WKURXJKRXW�WKH�ZRUOG�DQG�KLJKOLJKWV� 
RWKHU�YXOQHUDEOH�FRPPXQLWLHV�WRR��� 
� 
)*0� FDQ� LPSDFW� RQ� WKH�KHDOWK�RI� JLUOV� DQG� ZRPHQ� ERWK� ORQJ�DQG� VKRUW� WHUP�� 
6KRUW�WHUP�KHDOWK�FRQVHTXHQFHV�RI�WKH�SUDFWLFH�FDQ�LQFOXGH�LQIHFWLRQV��VHYHUH� 
SDLQ��HPRWLRQDO�DQG�SV\FKRORJLFDO�VKRFN��/RQJHU�WHUP�FRQVHTXHQFHV�IRU�ZRPHQ� 
FDQ� EH� VHYHUH� DQG� ZLGH� UDQJLQJ�� LQFOXGLQJ�� FKURQLF� LQIHFWLRQV�� UHQDO� 
LPSDLUPHQW�� FRPSOLFDWLRQV� GXULQJ� SUHJQDQF\� DQG� FKLOGELUWK�� � SV\FKRORJLFDO� 
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LVVXHV�� LQFOXGLQJ� GHSUHVVLRQ� DQG� SRVW� VWUHVV�WUDXPDWLF� VWUHVV� GLVRUGHU� �� 
LQFUHDVHG�ULVN�RI�VH[XDOO\�WUDQVPLWWHG�LQIHFWLRQV���� 
� 
4. Background�and Progress update on work to date 
� 
4.1 Local prevalence 
� 
7KHUH�LV�DQ�HVWLPDWH�RI�RYHU���������ZRPHQ�LQ�(QJODQG�DQG�:DOHV�WR�EH�OLYLQJ� 
ZLWK�WKH�FRQVHTXHQFHV�RI�)*0��DQG��������JLUOV�ERUQ�LQ�(QJODQG�DQG�:DOHV�WR� 
PRWKHUV�  ZKR�  KDYH� XQGHUJRQH� )*0��  /RFDOO\� LQ�  5HDGLQJ�  ZH� DUH� XQDEOH� WR� 
HVWLPDWH� SUHYDOHQFH� RI� )*0�� 7KLV� LV� EHFDXVH� WKHUH� DUH� FXUUHQW� FKDOOHQJHV� LQ� 
EUHDNLQJ�GRZQ�ORFDO�FHQVXV�GDWD�E\�DQ�LQGLYLGXDO·V�FRXQWU\�RI�RULJLQ��7KLV�GDWD�� 
LVVXH� LV� XQGHU� QDWLRQDO� UHYLHZ� VR� WKDW� HVWLPDWHV� RI� ORFDO� SUHYDOHQFH� FDQ� EH� 
REWDLQHG�LQ�WKH�IXWXUH��0XOWL�$JHQF\�3UDFWLFH�*XLGHOLQHV�SXEOLVKHG�LQ�������+0� 
*RYHUQPHQW�� LGHQWLILHG� 5HDGLQJ� DV� DQ� DUHD� RI� SRWHQWLDO� KLJK� SUHYDOHQFH� RI� 
ZRPHQ�DQG�JLUOV�ZKR�PLJKW�KDYH�VXIIHUHG��RU�DUH�DW�ULVN�RI�VXIIHULQJ��)*0��7KLV� 
LV�EHFDXVH�RI�WKH�GLYHUVH�SRSXODWLRQ�RI�5HDGLQJ�� 
� 
� 
4.2 Local response 
� 
,Q� )HEUXDU\� ����� WKH� 'HVLJQDWHG� 1XUVH� 6DIHJXDUGLQJ� IRU� WKH� IRXU� &&*V�  LQ�  
%HUNVKLUH�:HVW�EURXJKW�WR�WKH�DWWHQWLRQ�RI�WKH�/6&%V��DQ�LQWHUFROOHJLDWH�UHSRUW� 
SXEOLVKHG�  E\� WKH� 5R\DO� &ROOHJH� RI�  0LGZLYHV� �5&0�� � HQWLWOHG�  ¶7DFNOLQJ� )*0� LQ� 
WKH�8.·��� 
� 
7KH�&KDLU�RI�WKH�/6&%V�UHTXHVWHG�D�WDVN�DQG�ILQLVK�JURXS�EH�IRUPHG�WR�UHYLHZ� 
WKH� DERYHPHQWLRQHG� � UHSRUW� ZLWK� UHIHUHQFH� WR� WKH� WKUHH� &RXQFLOV� � DFURVV�  
%HUNVKLUH�:HVW��� 
� 
7KH� DLP� RI� WKH� JURXS� ZDV� WR� VFRSH� ORFDO� VWDWXWRU\� UHVSRQVHV� WR� )*0� DQG� WR� 
GHYHORS�UHFRPPHQGDWLRQV�IRU�DFWLRQ�EDVHG�XSRQ�SROLF\�UHFRPPHQGDWLRQV�IURP� 
WKH�5&0�GRFXPHQW���7KH�DFWLRQ�SODQ�FRQWDLQHG�LQ�WKH�LQWHUFROOHJLDWH�GRFXPHQW� 
�DWWDFKHG� DW� DSSHQGL[� ��� ZDV� XVHG� DV� D� VWDUWLQJ� SRLQW� WR� UHYLHZ� WKH� ORFDO�  
UHVSRQVH�WR�)*0��7KH�5&0�UHSRUW�LV�WKHUHIRUH�WKH�VWDUWLQJ�SRLQW�LQ�GHYHORSLQJ�D� 
UREXVW�PXOWL�DJHQF\�DQG�FRPPXQLW\�DSSURDFK�WR� VDIHJXDUGLQJ�FKLOGUHQ�DW� ULVN� 
RI�)*0�DFURVV�%HUNVKLUH�:HVW��� 
� 
� 
4.3 Findings from the Task and Finish Group 

7KH�/6&%�WDVN�DQG�ILQLVK�JURXS�KDV�HVWDEOLVKHG�WKDW�DFURVV�%HUNVKLUH�:HVW�WKHUH� 
LV�VRPH�DZDUHQHVV�RI�)*0�DPRQJVW�ORFDO�DJHQFLHV�DQG�WKDW�VRPH�DJHQFLHV�DUH� 
GHYHORSLQJ� JRRG� SUDFWLFH� WR� UHFRJQLVH� DQG� UHVSRQG� WR� ZRPHQ� ZKR� KDYH� 
VXIIHUHG�  )*0�� 7KH� %HUNVKLUH�  /6&%V� &KLOG� 3URWHFWLRQ�  3URFHGXUHV� VXSSRUW� 
SUDFWLWLRQHUV�LQ�UHIHUULQJ�JLUOV�DW�ULVN�RI�)*0�WR�&KLOGUHQ·V�6RFLDO�&DUH�6HUYLFHV� 
ZKR�WKHQ�LQIRUP�7KDPHV�9DOOH\�3ROLFH��� 
� 
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+RZHYHU�� WKHUH� LV�  PXFK� VWLOO�  WR� EH�  GRQH� ORFDOO\��  7KH�  NH\�  SROLF\� 
UHFRPPHQGDWLRQV�FRQWDLQHG�LQ�WKH������GRFXPHQW�DUH�QRW�\HW�IXOO\�DGGUHVVHG� 
ORFDOO\��� 
� 
7KH� JURXS� ZDV� XQDEOH� WR� ILQG� HYLGHQFH� WKDW� URXWLQH� HQTXLULHV� DERXW� )*0� DUH� 
PDGH�DFURVV�DOO�KHDOWKFDUH�VHWWLQJV��� 

6FKRROV�KDYH�D�FUXFLDO�SDUW�WR�SOD\�LQ�UHFRJQLVLQJ�DQG�UHVSRQGLQJ�WR�JLUOV�DW�ULVN� 
RI�)*0��3HHU�VXSSRUW�DQG�HGXFDWLRQ�ZLWKLQ�VFKRROV�ZLOO�FRQWULEXWH�WR�SURWHFWLQJ� 
DQG�SUHYHQWLQJ�JLUOV�VXIIHULQJ�)*0��� 
� 

$OWKRXJK� LQGLYLGXDO� RUJDQLVDWLRQV� DWWHPSW� WR� UDLVH� DZDUHQHVV� RI� )*0� WKHUH�  
DSSHDUV�WR�EH�D�ODFN�RI�D�FR�RUGLQDWHG�DQG�FRQVLVWHQW�DSSURDFK��� 
� 
� 
$� FR�RUGLQDWHG� VWUDWHJLF� GLUHFWLRQ� LV� UHTXLUHG� WR� SURJUHVV� ORFDO� GHYHORSPHQWV� 
WKDW�ZLOO�HQVXUH�JLUOV�OLYLQJ�LQ�%HUNVKLUH�:HVW�ZKR�PLJKW�EH�DW�ULVN�RI�)*0�DUH�  
LGHQWLILHG�DQG�SURWHFWHG��0RVW� VXFFHVVIXO�PRGHOV�RI�DGGUHVVLQJ�  )*0�FXUUHQWO\� 
H[LVWLQJ� ZLWKLQ� WKH� 8.� DUH� EDVHG� XSRQ� WKH� UHFRJQLWLRQ� WKDW� WDFNOLQJ� )*0� 
ZDUUDQWV�D�FR�RUGLQDWHG�DSSURDFK��IURP�VWDWXWRU\�DQG�YROXQWDU\�RUJDQLVDWLRQV� 
DV�ZHOO�DV�UHSUHVHQWDWLYHV�IURP�FRPPXQLW\�JURXSV�RI�WKRVH�DIIHFWHG�� 
� 
7KH�WDVN�DQG�ILQLVK�JURXS�UHFRPPHQG�WR�WKH�/6&%V�WKDW�WKH�ORFDO�UHVSRQVH�WR� 
)*0�VKRXOG�EH�D�PDWWHU�UDLVHG�DW�WKH�+HDOWK�	 �:HOOEHLQJ�%RDUGV�LQ�RUGHU�WR� 
HQVXUH�WKDW�DGGUHVVLQJ�)*0�LV�D�SULRULW\�IRU�DOO�DJHQFLHV��7KHUHDIWHU��LQ�HDFK�RI� 
WKH�WKUHH�DUHDV�RI�%HUNVKLUH�:HVW�TXDUWHUO\�)*0�GHOLYHU\�DQG�VDIHJXDUGLQJ� 
SDUWQHUVKLS�PHHWLQJV�DUH�LQLWLDWHG�WR�LQFOXGH�GHYHORSLQJ�SROLF\�DQG�SUDFWLFH�� 
DZDUHQHVV��UDLVLQJ��LQWHOOLJHQFH�JDWKHULQJ�DQG�VKDULQJ�DQG�GDWD�PRQLWRULQJ�� 
7KLV�ZLOO�UHTXLUH�FRPPLWPHQW�IURP�'LUHFWRUDWHV�RI�3XEOLF�+HDOWK��,W�LV�HVVHQWLDO� 
WKDW�DIIHFWHG�FRPPXQLWLHV�DUH�UHSUHVHQWHG�IURP�WKH�VWDUW�� 

:LWKRXW�VXFK�FR�RUGLQDWHG�VWUDWHJLF�GLUHFWLRQ�LW�ZLOO�EH�GLIILFXOW�WR�SURJUHVV�NH\� 
SROLF\� UHFRPPHQGDWLRQV� ORFDOO\��  $Q�DFWLRQ�SODQ� LV�  EHLQJ�  GHYHORSHG� XQGHU� WKH� 
/6&%���ZKLFK�ZLOO�UHTXLUH�HQGRUVHPHQW�DQG�LQSXW�IURP�WKH�$GXOW�6DIHJXDUGLQJ� 
%RDUG�DQG�WKH�+HDOWK�DQG�:HOOEHLQJ�%RDUG��7KH�WDVN�JURXS�LGHQWLILHG�D�QXPEHU� 
RI�DFWLRQV� 

x	 Update Child Protection procedures 

x	 Increased training to improve recognition by the NHS and Social care 
and Education services of FMG 

x	 Closer working with voluntary to improve services for young girls and 
women who have suffered FMG or are at risk of FMG 

x	 Improved data collection 
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 x Informed commissioning of local services for women and girls who 
have suffered, or might be at risk of suffering, FGM. 

x Improved information and awareness of FMG in the communty� 

4.4 Actions taken to date 

6LQFH�$SULO������DOO�1+6�KRVSLWDOV�DUH�UHTXLUHG�WR�UHFRUG� 

��,I�D�SDWLHQW�KDV�KDG�)HPDOH�*HQLWDO�0XWLODWLRQ� 
��,I�WKHUH�LV�D�IDPLO\�KLVWRU\�RI�)HPDOH�*HQLWDO�0XWLODWLRQ� 
�� ,I�D�)HPDOH�*HQLWDO�0XWLODWLRQ�UHODWHG�SURFHGXUH�KDV�EHHQ�FDUULHG�RXW�RQ�D� 
SDWLHQW�� 
� 
)URP� 6HSWHPEHU� ����� DOO� DFXWH� KRVSLWDOV� DUH� UHTXLUHG� WR� VXEPLW� WKLV� GDWD� 
FHQWUDOO\�WR�WKH�'HSDUWPHQW�RI�+HDOWK�RQ�D�PRQWKO\�EDVLV��7KLV�LV�WKH�ILUVW�VWDJH� 
RI�D�ZLGHU�UDQJLQJ�SURJUDPPH�RI�ZRUN�LQ�GHYHORSPHQW�WR�LPSURYH�WKH�ZD\�LQ� 
ZKLFK�WKH�1+6�ZLOO�UHVSRQG�WR�WKH�KHDOWK�QHHGV�RI�JLUOV�DQG�ZRPHQ�ZKR�KDYH� 
VXIIHUHG�)*0�DQG�DFWLYHO\�VXSSRUW�SUHYHQWLRQ�� 

7KH� � FKLOG� SURWHFWLRQ� SURFHGXUHV� ZHUH� DPHQGHG� LQ� -XQH� ����� WR� UHIOHFW� WKH� 
�����LQWHUFROOHJLDWH�GRFXPHQW�� 

7KH� 5R\DO� %HUNVKLUH� +RVSLWDO� 1+6� )RXQGDWLRQ� 7UXVW� �5%+�� KDV� HQFRPSDVVHG� 
URXWLQH� TXHVWLRQLQJ� DERXW� )*0� LQWR� DOO� SUHJQDQF\� ERRNLQJV�� *XLGHOLQHV� IRU� 
PLGZLYHV� LQFOXGLQJ� D� UHIHUUDO� IORZFKDUW� IRU�PLGZLYHV�� IROORZLQJ� LGHQWLILFDWLRQ�  
RI� SUHJQDQW� ZRPHQ� ZKR� KDYH� VXIIHUHG� )*0�� KDYH� EHHQ� GHYHORSHG� IRU� XVH� 
ZLWKLQ�PLGZLIHU\�VHUYLFHV�� 
� 
� 
$�IRUP�DGRSWHG�IURP�WKH�%ROWRQ�)*0�$VVHVVPHQW�7RRO��KDV�EHHQ�GHYHORSHG�DW� 
5%+�  WR� EH�  XVHG� WR�  VXSSRUW� UHIHUUDOV� WR�  &KLOGUHQ·V� 6RFLDO�  &DUH�  6HUYLFHV�� 7KH� 
IRUP�LV�FXUUHQWO\�EHLQJ�UHYLHZHG�ZLWKLQ�5%+�LQWHUQDO�JRYHUQDQFH�SURFHVVHV�� 
� 
� 
7KHUH� LV� DOVR� D� ZHDOWK� RI� RQOLQH� UHVRXUFHV�� 7KH� +RPH� 2IILFH� KDV� UHFHQWO\� 
FLUFXODWHG�IUHH�ZHE�EDVHG�WUDLQLQJ��7KLV�KDV�EHHQ�DGYHUWLVHG�ZLWKLQ�LQGLYLGXDO� 
DJHQFLHV��1DWLRQDO�FRQIHUHQFHV�VSHFLILF�WR�)*0�DUH�DYDLODEOH�EXW�LW�LV�DSSDUHQW� 
WKDW� LQIRUPDWLRQ� DERXW� )*0� LV�  QRW�  FXUUHQWO\� FRQWDLQHG�  LQ�  WKH�  /6&%V� WUDLQLQJ� 
SURJUDPPH�� � 7KHUH�  LV�  DQ� RSSRUWXQLW\� KHUH�  WR� SURYLGH�  LQIRUPDWLRQ� RQ�  )*0�  
WKURXJK� OHYHO� �� DQG� �� GRPHVWLF� DEXVH� WUDLQLQJ� DQG� YLD� DGXOW� VDIHJXDUGLQJ� 
WUDLQLQJ�IRU�ZLGHU�FRYHUDJH��� 
� 

2QH�PHPEHU� RI� WKH� WDVN� DQG� ILQLVK� JURXS�PHW� ZLWK� UHSUHVHQWDWLYHV� IURP�WZR� 
FRPPXQLW\�JURXSV�LQ�5HDGLQJ��$&5(��$OOLDQFH�IRU�&RKHVLRQ�DQG�5DFLDO�(TXDOLW\�� 
DQG�8WLOLYX�:RPDQ·V�*URXS��WR�OHDUQ�PRUH�DERXW�WKHLU�UHVSRQVH�WR�)*0�� 
� 
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$GGUHVVLQJ� )*0� LV�  VHHQ� DV�  D�  SULRULW\� ZLWKLQ�  ERWK� RI�  WKHVH�  RUJDQLVDWLRQV� ZKR� 
KDYH�HPHUJHG�DV�NH\�SDUWQHUV�LQ�DGGUHVVLQJ�WKH�LVVXH�ZLWK�WKRVH�DIIHFWHG�� 
,W� KDV� QRW� EHHQ� SRVVLEOH� WR� ORFDWH� UHSUHVHQWDWLYHV� IURP� DIIHFWHG� JURXSV� RU� 
FRPPXQLW\�EDVHG�JURXSV�LQ�:RNLQJKDP�RU�:HVW�%HUNVKLUH�� 

� 
� 
� 
4.5 Recommendations to the Children’s and Adults Safeguarding Boards 
� 
7KH�UHFRPPHQGDWLRQV�EHORZ�ZLOO�IRUP�WKH�EDVLV�RI�WKH�DFWLRQ�SODQ�GUDZQ�XS�E\� 
WKH�WZR�%RDUGV� 
� 
x )XUWKHU�FODULW\� LV� UHTXLUHG�IRU�IURQWOLQH�SUDFWLWLRQHUV�DERXW�WKH�QHHG�WR� 
UHIHU�DOO�IHPDOH�FKLOGUHQ�LQ�FXOWXUHV�ZKHUH�)*0�LV�NQRZQ�WR�EH�SUDFWLVHG� 
WR�&KLOGUHQ·V�6RFLDO�&DUH�6HUYLFHV��7KLV�PXVW�EH�GRQH�ZLWK�UHVSHFW� DQG� 
VHQVLWLYLW\�WR�HQDEOH�D�SURIHVVLRQDO�DVVHVVPHQW�RI�ULVN�WR�IHPDOH�FKLOGUHQ� 
ZLWKLQ�WKDW�IDPLO\��� 

x ,W� LV� UHFRPPHQGHG�WKDW�UHFRJQLWLRQ�DQG�UHVSRQVH�WR�)*0�LV� LQFOXGHG�LQ� 
WKH�/6&%�WUDLQLQJ�SURJUDPPH�� 
� 

x ,W� LV� DSSDUHQW� WKDW� ZKLOVW� )*0� LV� UHFRJQLVHG� ZLWKLQ� 5%+� PDWHUQLW\� 
VHUYLFHV�� WKHUH� LV� SRWHQWLDO� WR� LQFUHDVH� UHFRJQLWLRQ� DQG� UHVSRQVH� 
WKURXJKRXW� RWKHU� GHSDUWPHQWV� ZLWKLQ� WKH� KRVSLWDO�� ,Q� SDUWLFXODU�� NH\� 
FOLQLFDO�HQYLURQPHQWV�VXFK�DV�8URORJ\��*\QDHFRORJ\�DQG�WKH�(PHUJHQF\� 
'HSDUWPHQW��� 
� 
� 

x 7KHUH�DUH�RSSRUWXQLWLHV�IRU�KHDOWK�FDUH�SURIHVVLRQDOV�WR�PDNH�VHQVLWLYH� 
HQTXLULHV� DERXW� )*0� DW� HYHU\� FRQWDFW� ZLWK� SDWLHQWV�� +HDOWKFDUH� 
SURIHVVLRQDOV�QHHG�WR�IROORZ�WKH�‘one chance rule’. 7KLV�VWDWHV�WKDW�WKH� 
DWWHQGLQJ�SURIHVVLRQDO�PD\�RQO\�KDYH�RQH�FKDQFH�WR�VSHDN�WR�WKH�YLFWLP� 
DQG�  SUHYHQW�  IXWXUH�KDUP�� �+HDOWK�YLVLWRUV� �PD\�YLVLW�KRPHV�RI�  FKLOGUHQ� 
DQG�ZRPHQ�DIIHFWHG�E\�)*0��7KLV�JLYHV�WKHP�DQ�RSSRUWXQLW\�WR�IROORZ� 
WKH�¶2QH�&KDQFH�¶�UXOH���7KHUH�LV�DOVR�DQ�RSSRUWXQLW\�IRU�)*0�LVVXHV�WR� 
EH� SLFNHG�  XS�  LQ� *HQHUDO� 3UDFWLFH�  VHWWLQJV� DQG� IRU� DSSURSULDWH� UHIHUUDO� 
IRU�H[DPSOH�WR�GRPHVWLF�DEXVH�VHUYLFHV�LQWHUYHQWLRQV�� 
� 

x /HDIOHWV�FRQWDLQLQJ�LQIRUPDWLRQ�DERXW�)*0�DQG�DGGLWLRQDO�UHVRXUFHV�IRU� 
KHOS� DQG� VXSSRUW� VKRXOG�  EH� GHYHORSHG�  DQG� PDGH�  DYDLODEOH�  ZLWKLQ�  
SURIHVVLRQDO� DQG� FRPPXQLW\� VHWWLQJV�� 7KLV� OLWHUDWXUH� VKRXOG� EH� PDGH� 
DYDLODEOH� LQ� D� UDQJH� RI� ODQJXDJHV�� 7KLV� ZLOO� UHTXLUH� D� FRPPLWPHQW� IRU� 
IXQGLQJ��� 
� 
� 

x 7KHUH�  LV�  DQ�  RSSRUWXQLW\�  KHUH� IRU� VFKRRO� QXUVHV�  WR� IROORZ�  WKH�  ¶2QH� 
&KDQFH·� UXOH� DQG� LGHQWLI\�\RXQJ� JLUOV�ZKR�PD\� KDYH�XQGHUJRQH�)*0� RU� 
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DUH�DW�IXWXUH�ULVN�RI�)*0��,Q�DGGLWLRQ��RWKHU�VWDII�PHPEHUV�IURP�SDUWQHU� 
DJHQFLHV�VXFK�DV�%HUNVKLUH�:RPHQ·V�$VVRFLDWLRQ��&KLOGUHQ·V�$FWLRQ�7HDP� 
DQG�\RXWK�ZRUNHUV�FRXOG�EH�WUDLQHG�WR�SLFN�XS�RQ�LVVXHV�DURXQG�)*0�DQG� 
UHOD\�  WKLV� NQRZOHGJH� DQG� LQIRUPDWLRQ� WR�  KHOS� RQZDUG�  UHIHUUDO� ZKHUH� 
DSSURSULDWH���7KHUH�ZLOO�EH��D�IXUWKHU�RSSRUWXQLW\�IRU�WR�LPSURYH�VHUYLFH� 
ZKHQ�WKH�FRXQFLO�WDNH�RYHU�WKH�UROH�RI�FRPPLVVLRQLQJ�VFKRRO�QXUVHV� 
� 

x	 7KH�  5%+�  LV� QRW� FXUUHQWO\� OLVWHG�  RQ� 1+6� &KRLFHV� DV�  D�  KRVSLWDO� ZKHUH� 
VHUYLFHV� IRU�ZRPHQ�ZKR� KDYH�  VXIIHUHG�  )*0�� FDQ� EH�  DFFHVVHG�� � 7KLV� LV� 
OLNHO\�WR�EH�EHFDXVH�WKHUH�LV�QRW�D�VSHFLILF�)*0�FOLQLF�DW�5%+�DQG�ZKLFK� 
LV�RIIHUHG�LQ�VRPH�/RQGRQ�KRVSLWDOV��7KLV�LV�DQ�LVVXH�IRU�FRQVLGHUDWLRQ�E\� 
&&*V�  DV� FRPPLVVLRQHUV�  RI� ORFDO� KHDOWK� VHUYLFHV�� DQG� DOVR�  'LUHFWRUV� RI� 
3XEOLF�+HDOWK��� 
� 
�� 

x	 $PHQGPHQWV� DUH� PDGH� WR� VHFWLRQ� �� RI� WKH� %HUNVKLUH� /6&%V� &KLOG� 
3URWHFWLRQ�3URFHGXUHV�� 
� 

x	 7UDLQLQJ�FRXUVHV�WR�UDLVH�DZDUHQHVV�DERXW�)*0�LV�PDGH�DYDLODEOH�WKURXJK� 
WKH�/6&%V�WUDLQLQJ�JURXS�� 
� 
� 

x	 6RXUFHV� RI� IXQGLQJ� DUH� H[SORUHG� WR� SURJUHVV� WKH� GHYHORSPHQW� RI� 
OLWHUDWXUH� H[SODLQLQJ� DERXW� WKH� FRQVHTXHQFHV� RI� )*0�� 6XFK� OLWHUDWXUH� 
QHHGV�WR�EH�DYDLODEOH�LQ�D�YDULHW\�RI�UHOHYDQW�ODQJXDJHV�� 
� 

� 
7KH�  JURXS�  UHFRPPHQG� HPXODWLQJ� WKH� ¶%ULVWRO�  0RGHO·� WR�  DGGUHVV�  WKH� LVVXHV� 
UHODWLQJ�WR�)*0��.H\�FRPSRQHQWV�RI�WKLV�DSSURDFK�LQFOXGH�� 
� 
9 7KH� HPSRZHUPHQW� RI� DIIHFWHG� FRPPXQLWLHV� XWLOLVLQJ� DQ� HGXFDWLYH� 
DSSURDFK� 

9 &ROOHFWLYH�RZQHUVKLS�²�FRPPLWPHQW�IURP�DOO�NH\�VWDNHKROGHUV�� 
9 $�  VWUDWHJLF�  RYHUYLHZ� � � 3ODQV� DUH� LQ�  SODFH�  WR� OLQN�  LQ�ZLWK�  WKH�'RPHVWLF� 
$EXVH� VWUDWHJ\� *URXS� �'$6*�� LQ� HDUO\� )HEUXDU\� �� 6HUYLFH� GHYHORSPHQW� 
DQG� FRPPLVVLRQLQJ� RI� VXSSRUW� VHUYLFHV� HJ�� VSHFLDOLVW� )*0� FOLQLFV� IRU� 
ZRPHQ�DQG�JLUOV�ZKR�KDYH�VXIIHUHG�)*0�FDQ�EH�UHIHUUHG�RU�VHOI��UHIHU�� 
IRU� GLVFXVVLRQ� DERXW� VXUJLFDO� LQWHUYHQWLRQV� DQG� ZKHUH� SV\FKRORJLFDO� 
VXSSRUW�FDQ�EH�PDGH�DYDLODEOH�� 

9 7UDLQLQJ�DQG�UHVRXUFH�GHYHORSPHQW�²�ZHEVLWHV��JXLGHOLQHV�� OHVVRQ�SODQV� 
DQG�OHDIOHWV�WR�VXSSRUW�OHDUQLQJ�DQG�FDPSDLJQLQJ� 
� 

� 
5.	 CONTRIBUTION TO STRATEGIC AIMS 

����	 7KLV� ZRUN� LV� DOLJQHG� ZLWK� WKH� VWUDWHJLF� SULRULWLHV� RI� 5HDGLQJ� %RURXJK�� 
&RXQFLO�DQG�WKH�5HDGLQJ�+HDOWK�DQG�:HOOEHLQJ�6WUDWHJ\����������� 

� 
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� 
6.	 COMMUNITY ENGAGEMENT AND INFORMATION 

���	 0RVW� VXFFHVVIXO�PRGHOV�RI�DGGUHVVLQJ�)*0�FXUUHQWO\�H[LVWLQJ�ZLWKLQ� WKH� 
8.� DUH� EDVHG� XSRQ� WKH� UHFRJQLWLRQ� WKDW� WDFNOLQJ� )*0� ZDUUDQWV� D� FR� 
RUGLQDWHG�DSSURDFK�� IURP�VWDWXWRU\�DQG�YROXQWDU\�RUJDQLVDWLRQV�DV�ZHOO� 
DV�UHSUHVHQWDWLYHV�IURP�FRPPXQLW\�JURXSV�RI�WKRVH�DIIHFWHG�� 

� 

7.	 LEGAL IMPLICATIONS 

����	 )*0� LV� LOOHJDO� LQ� WKH� 8.�� ,W·V� DOVR� LOOHJDO� WR� WDNH� D� %ULWLVK� QDWLRQDO� RU� 
SHUPDQHQW�UHVLGHQW�DEURDG�IRU�)*0�RU�WR�KHOS�VRPHRQH�WU\LQJ�WR�GR�WKLV�� 
)*0�KDV�EHHQ�LOOHJDO�LQ�WKH�8.�IRU�GHFDGHV��LW�LV�RQO\�QRZ�WKDW�DJHQFLHV� 
DUH� VWDUWLQJ� WR� RSHQO\� WDON� DERXW� WKH� SUDFWLFH�� ZKDW� LW� LQYROYHV�� WKH� 
UHDVRQV�VRPH�FRPPXQLWLHV�FDUU\�LW�RXW��DQG�KRZ�ZH�FDQ�ZRUN�WRJHWKHU� 
WRZDUGV�HOLPLQDWLQJ�LW��� 

Prohibition of Female Circumcision Act 1985 
)HPDOH� *HQLWDO� 0XWLODWLRQ�  �)*0��  KDV�  EHHQ� D� VSHFLILF� FULPLQDO�  RIIHQFH� VLQFH� 
������ZLWK�WKH�LQWURGXFWLRQ�RI�WKH�3URKLELWLRQ�RI�)HPDOH�&LUFXPFLVLRQ�$FW������� 
+RZHYHU�D� 
ORRSKROH
�ZDV�LGHQWLILHG�LQ�WKH�OHJLVODWLRQ�� LQ�WKDW�WDNLQJ�JLUOV�ZKR� 
ZHUH� VHWWOHG� LQ� WKH�8.� DEURDG� IRU� )*0� ZDV� QRW� D� FULPLQDO� RIIHQFH�� ,W�  LV� WKLV�  

ORRSKROH 
� WKDW� WKH� )HPDOH� *HQLWDO� 0XWLODWLRQ� $FW� ����� � WKH� $FW
 �� LQWHQGHG� WR� 
FORVH��� 
� 
Female Genital Mutilation Act 2003 
7KH� $FW� ZDV� EURXJKW� LQWR� IRUFH� RQ� �� 0DUFK� ����� E\� WKH� )HPDOH� *HQLWDO� 
0XWLODWLRQ� $FW� ����� �&RPPHQFHPHQW�� 2UGHU� ������ 7KH� SURYLVLRQV� RI� WKH� $FW� 
RQO\�DSSO\�WR�RIIHQFHV�FRPPLWWHG�RQ�RU�DIWHU�WKH�GDWH�RI�FRPPHQFHPHQW��)RU� 
RIIHQFHV� FRPPLWWHG� EHIRUH� �� 0DUFK� ����� WKH� 3URKLELWLRQ� RI� )HPDOH� 
&LUFXPFLVLRQ� ������ DV� UH�HQDFWHG� LQ� WKH� )HPDOH� *HQLWDO� 0XWLODWLRQ� $FW� ������ 
FRQWLQXHV�WR�DSSO\�� 
� 
7KH�$FW�DIILUPV�WKDW�LW�LV�LOOHJDO�IRU�)*0�WR�EH�SHUIRUPHG��DQG�WKDW�LW�LV�DOVR�DQ� 
RIIHQFH�IRU�8.�QDWLRQDOV�RU�SHUPDQHQW�8.�UHVLGHQWV�WR�FDUU\�RXW��RU�DLG��DEHW�� 
FRXQVHO�  RU� SURFXUH� WKH� FDUU\LQJ�  RXW�  RI� )*0� DEURDG�  RQ� D� 8.�  QDWLRQDO� RU� 
SHUPDQHQW�8.�UHVLGHQW��HYHQ�LQ�FRXQWULHV�ZKHUH�WKH�SUDFWLFH�LV�OHJDO�� 
� 
� 
8. FINANCIAL IMPLICATIONS 

8.1	 7KHVH�QHHG�WR�EH�GHWHUPLQHG 

Background papers 
x 5&0��5&1��5&2*��(TXDOLW\�1RZ���
 
x 81,7(��������7DFNOLQJ�)*0�LQ�WKH�8.���
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x ,QWHUFROOHJLDWH� 5HFRPPHQGDWLRQV� IRU� ,GHQWLI\LQJ�� 5HFRUGLQJ� DQG� 
5HSRUWLQJ�� /RQGRQ�� 5R\DO� &ROOHJH� RI�  
ZZZ�UFP�RUJ�XN�� 

0LGZLYHV��  �$YDLODEOH� DW�  

x +0�*RYHUQPHQW��������0XOWL�$JHQF\�3UDFWLFH�*XLGHOLQHV��� 
x 
x 
)HPDOH�*HQLWDO�0XWLODWLRQ���$YDLODEOH�DW�ZZZ�JRY�XN�� 
%HUNVKLUH�/RFDO�6DIHJXDUGLQJ�&KLOGUHQ�%RDUGV�&KLOG�3URWHFWLRQ� 
3URFHGXUHV���$YDLODEOH�DW�� 

� 
KWWS���EHUNV�SURFHGXUHVRQOLQH�FRP�LQGH[�KWP�� 

x &URZQ�3URVHFXWLRQ�6HUYLFHV�ZHEVLWH�� 
KWWS���ZZZ�FSV�JRY�XN�OHJDO�GBWRBJ�IHPDOHBJHQLWDOBPXWLODWLRQ��OHJLVO 
DWLRQ� 

� � 
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Appendix 1. 
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REPORT BY WEST OF BERKSHIRE ADULTS SAFEGUARDING PARTNERSHIP BOARD 


TO: HEALTH AND WELLBEING BOARD 

DATE: 30 JANUARY 2015 AGENDA ITEM: 13 

TITLE: PROTOCOL AGREEMENT BETWEEN READING HEALTH AND WELLBEING 
BOARD AND WEST OF BERKSHIRE ADULTS SAFEGUARDING PARTNERSHIP 
BOARD (SAPB) 

LEAD 	 COUNCILLOR EDEN PORTFOLIO: ADULT SOCIAL CARE 
COUNCILLOR: 

SERVICE:	 ADULT CARE WARDS: BOROUGHWIDE 

LEAD OFFICER:	 SUZANNE TEL: 0118 937 4164 
WESTHEAD 

JOB TITLE:	 HEAD OF ADULT E-MAIL: Suzanne.westhead@reading.gov.uk 
CARE 

1.	 PURPOSE OF REPORT AND EXECUTIVE SUMMARY 

����	 7KH�DWWDFKHG�SURWRFRO�VHWV�RXW�WKH�H[SHFWDWLRQ�RI�WKH�UHODWLRQVKLS�DQG�ZRUNLQJ� 
DUUDQJHPHQWV� EHWZHHQ� 5HDGLQJ� +HDOWK� DQG� :HOOEHLQJ� %RDUG� DQG� WKH�:HVW�  RI�  
%HUNVKLUH�6DIHJXDUGLQJ�$GXOWV�3DUWQHUVKLS�%RDUG���� 

� 
����	 7KH�+HDOWK�DQG�:HOOEHLQJ�%RDUG�DUH�DVNHG�WR�HQGRUVH�WKH�SURWRFRO��ZKLFK�KDV� 

DOUHDG\�EHHQ�DJUHHG�E\�WKH�:HVW�RI�%HUNVKLUH�6DIHJXDUGLQJ�$GXOWV�3DUWQHUVKLS� 
%RDUG���� 
� 

� 
2. RECOMMENDED ACTION
 

2.1 That the Health and Wellbeing Board endorse the attached protocol 
agreement. 

3.	 POLICY CONTEXT 

����	 $� SURWRFRO� DJUHHPHQW� KDV� EHHQ� GHYHORSHG� WR� HQVXUH� WKDW� SULRULWLHV� ZLOO� EH� 
GLVFXVVHG�DQG�FRQVXOWHG�ZLWK�HDFK�ERDUG�DQG�WKH�DQQXDO�UHSRUWV�IRU�HDFK�ERDUG� 
ZLOO�SUHVHQWHG�WR�WKH�RWKHU�IRU�GLVFXVVLRQ�DQG�FKDOOHQJH�ZKHUH�QHFHVVDU\�� 

4.	 THE PROPOSAL 
� 
��������7KH�VKDUHG�SULQFLSOHV�IRU�WKLV�ZRUNLQJ�SURWRFRO�DUH�WKDW�WKH�ERDUGV�� 
� 
x +DYH�DQ�RQJRLQJ�DQG�GLUHFW�UHODWLRQVKLS��FRPPXQLFDWLQJ�UHJXODUO\�� 

���
 



 

 

x	 6KDUH�D�FRPPLWPHQW�WR�D�VWUDWHJLF�DSSURDFK�WR�XQGHUVWDQGLQJ�QHHGV��LQ�D�ZD\� 
WKDW� LQFOXGHV�  DQDO\VLV� RI�  GDWD� DQG�  HIIHFWLYH�  HQJDJHPHQW� ZLWK�  IURQWOLQH� 
SUDFWLWLRQHUV�DQG�ORFDO�FRPPXQLWLHV�� 

x	 $UH� FRPPLWWHG� WR� GHYHORSLQJ� D� MRLQHG� XS� DSSURDFK� WR� XQGHUVWDQGLQJ� WKH� 
HIIHFWLYHQHVV� RI� FXUUHQW� VHUYLFHV� DQG� LGHQWLI\LQJ� SULRULWLHV� IRU� FKDQJH�� 
LQFOXGLQJ�ZKHUH�VHUYLFHV�QHHG�WR�EH�LPSURYHG��UHVKDSHG�RU�GHYHORSHG�� 

x	 &RPPLW� WR� ZRUNLQJ� WRJHWKHU� WR� HQVXUH� WKHUH� DUH� QR� XQKHOSIXO� VWUDWHJLF� RU� 
RSHUDWLRQDO�JDSV�LQ�SROLFLHV��SURWRFROV��VHUYLFHV�RU�SUDFWLFH�� 

x	 :LOO� ZRUN� WRJHWKHU� WR� SURYLGH� FRQVWUXFWLYH� FKDOOHQJH� WR� RQH� DQRWKHU� DQG� 
SDUWQHUV��� 

x	 :LOO�ZRUN�WRJHWKHU�WR�HQVXUH�DFWLRQ�WDNHQ�E\�RQH�ERG\�GRHV�QRW�GXSOLFDWH�WKDW� 
WDNHQ�E\�DQRWKHU�� 

� 
����	 7KH� SURWRFRO� OLVWV� WKH� NH\� UHVSRQVLELOLWLHV� RI� HDFK� ERDUG�� DQG� KRZ� HDFK� RQH� 

VKRXOG� LQWHUDFW�  ZLWK� WKH� RWKHU��  7KH�  SURWRFRO� GHWDLOV� WKH� NH\� OLQHV� RI� 
FRPPXQLFDWLRQ� EHWZHHQ� WKH� ERDUGV� DQG� GHVFULEHV� WKH� LQWHUFRQQHFWHGQHVV� RI� 
VHQLRU�PDQDJHPHQW�UHSUHVHQWDWLRQ�RQ�HDFK�ERDUG�ZKLFK�HQVXUHV�NH\�WRSLFV�IRU� 
GLVFXVVLRQ�FRQFHUQ�DUH�PDGH�DZDUH�DFURVV�WKH�SDUWQHUVKLSV�� 

� 
����	 ,W�DOVR�GHVFULEHV�WKH�URXWH�E\�ZKLFK�FRQFHUQV�KLJKOLJKWHG�E\�RQH�ERDUG�FDQ�EH� 

UDLVHG�ZLWK�RQH�RI�WKH�RWKHU�ERDUGV�� 
� 
� 
5.	 CONTRIBUTION TO STRATEGIC AIMS 

����	 7KLV�SURWRFRO�FRQWULEXWHV�WR�WKH�IROORZLQJ�&RXQFLO�VWUDWHJLF�DLPV�� 

x	 7R�SURPRWH�HTXDOLW\�� VRFLDO� LQFOXVLRQ�DQG�D� VDIH�DQG� KHDOWK\�HQYLURQPHQW� 
IRU�DOO�� 

� 
���	 ,W� DOVR� FRQWULEXWHV� WR� WKH� /RFDO� 6WUDWHJLF� 3DUWQHUVKLS� GHOLYHU\� WKHPHV� RI� 

&RPPXQLW\�6DIHW\�DQG�+HDOWK�� 
� 

���	 7KH� SURWRFRO� LWVHOI� GRHV� QRW� UHIHU� VSHFLILFDOO\� WR� WKHVH� VWUDWHJLF� DLPV� DQG� 
GHOLYHU\�WKHPHV��EXW�WKH�VWUDWHJLF�SODQV�SURGXFHG�E\�HDFK�ERDUG��WKH�+HDOWK� 
DQG� :HOOEHLQJ� 6WUDWHJ\� DQG� WKH� 6$3%� %XVLQHVV� 3ODQ�� GR� GHWDLO� WKH� DLPV� DQG� 
SULRULWLHV�RI�WKH�ZRUN�XQGHUWDNHQ�E\�ERDUG�SDUWQHUV���7KHVH�VWUDWHJLF�DLPV�DQG� 
GHOLYHU\�WKHPHV�DUH�FOHDUO\�HPEHGGHG�ZLWKLQ�HDFK�GRFXPHQW�� 

� 
6.	 COMMUNITY ENGAGEMENT AND INFORMATION 

����	 &RQVXOWDWLRQ� RQ� WKLV� SURWRFRO� KDV� EHHQ� FDUULHG� RXW� ZLWK� WKH�PHPEHUV� RI�  WKH�  
6DIHJXDUGLQJ�$GXOWV�3DUWQHUVKLS�%RDUG���� 

� 
���� 	  7KH�  VWUDWHJLF�  SODQV�  RI� WKH� +HDOWK� DQG�  :HOOEHLQJ� %RDUG� DQG� WKH� :HVW� RI� 

%HUNVKLUH� 6DIHJXDUGLQJ� $GXOWV� 3DUWQHUVKLS� %RDUG� DUH� FRQVXOWHG� RQ� ZLWKLQ� WKH� 
FRPPXQLW\���$�FXUUHQW�DLP�RI�WKH�6$3%�LV�WR�HQVXUH�ZH�OLVWHQ�DQG�UHVSRQG�WR� 
RXU�FRPPXQLWLHV�LQ�UHODWLRQ�WR�WKHLU�VDIHJXDUGLQJ�QHHGV�� 

7.	 EQUALITY IMPACT ASSESSMENT 

���
 



 

����	 $Q�(TXDOLW\�,PSDFW�$VVHVVPHQW��(,$��LV�QRW�UHOHYDQW�WR�WKH�UHFRPPHQGDWLRQ�RI� 
WKLV�SURWRFRO���7KH�SURWRFRO�LWVHOI�ZLOO�QRW�KDYH�D�GLIIHUHQWLDO�LPSDFW�RQ��UDFLDO� 
JURXSV�� JHQGHU�� SHRSOH� ZLWK� GLVDELOLWLHV�� SHRSOH� RI� D� SDUWLFXODU� VH[XDO� 
RULHQWDWLRQ�� SHRSOH�  GXH�  WR� WKHLU�  DJH��  SHRSOH� GXH� WR�  WKHLU�  UHOLJLRXV� EHOLHI��� 
+RZHYHU��HTXDOLW\�DQG�GLYHUVLW\�DUH�NH\�WKHPHV�IRU�WKH�ERWK�ERDUGV��HQVXULQJ� 
WKDW�DQ\�FKDQJHV� WR�SUDFWLFH�RU� VHUYLFH� UHFRPPHQGHG�E\�WKH�ERDUGV�ZLOO� QRW� 
GLVDGYDQWDJH�DQ\�SDUWLFXODU�JURXS�� 

� 
8.	 LEGAL IMPLICATIONS 
� 
�����	 $OWKRXJK�WKHUH�LV�QR� OHJDO�UHTXLUHPHQW�WR�KDYH�D�SURWRFRO� LQ�SODFH��WKH�&DUH� 

$FW� ����� UHTXLUHV� WKDW� SDUWQHUV� ZRUN� HIIHFWLYHO\� WRJHWKHU� WR� VDIHJXDUG� DQG� 
SURYLGH�DSSURSULDWH�VHUYLFHV�IRU�DGXOWV�DW�ULVN��� 

9.	 FINANCIAL IMPLICATIONS 

���� � 1RQH�� 

10.	 BACKGROUND PAPERS 

x 5HDGLQJ�+HDOWK�DQG�:HOOEHLQJ�%RDUG�7HUPV�RI�5HIHUHQFH 
x :HVW�RI�%HUNVKLUH�6DIHJXDUGLQJ�$GXOWV�3DUWQHUVKLS�%RDUG�7HUPV�RI�5HIHUHQFH� 
x :HVW�RI�%HUNVKLUH�6DIHJXDUGLQJ�$GXOWV�3DUWQHUVKLS�%RDUG�%XVLQHVV�3ODQ 

� 
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Appendix 1 

Protocol Agreement between 

Reading Health and Well-being Board and
 

West of Berkshire Safeguarding Adult Partnership Board 


Health and Well-being Board 
The Health and Well-being Board aims to improve health and well-being for people in 
Reading. It is a partnership that brings together the Council, NHS and the local Healthwatch 
organisation. By working together on the delivery of national and local priorities, the Health 
and Well-being Board’s purpose is to make existing services more effective through 
influencing future joint commissioning and provision of services.  

The Health and Well-being Board will be responsible for overseeing the production of a Joint 
Strategic Needs Assessment (JSNA) for Reading, and for developing a Health and Well-being 
Strategy and Delivery Plan as the basis for achieving these aims. The focus will be on 
reducing health inequalities, early intervention and prevention of poor health and 
promotion of health and well-being. 

The Health and Well-being Board is responsible to the Council and will reflect the need to 
promote health and well-being across health and Council departments, including housing, 
social care, schools, community services, environment, transport, planning, licensing, culture 
and leisure. 

The Health and Well-being Board will be expected to improve outcomes for residents, carers 
and the population through closer integration between health services and the Council. 

Stronger joint commissioning offers scope for more flexible, preventative and integrated 
services for children and adults with long-term conditions and those living in vulnerable 
circumstances. 

The Health and Well-being Board will work with the Safeguarding Adults Partnership Board 
(SAPB) to ensure that: 
x Issues which affect how vulnerable adults are safeguarded and their welfare 

promoted are consulted upon; 
x Recommendations and identified areas for improvement made by the SAPB are 

noted and that subsequent progress is reported back to the SAPB; 
x The Chair of the SAPB is invited to attend the Health and Well-being Board meetings, 

as needed and at least once a year to present the SAPB Annual Report; 
x A senior manager with responsibility for safeguarding adults is a member of the 

Health and Well-being Board; 
x Messages and information provided by the SAPB are appropriately disseminated 

within Health and Well-being Board member organisations; 
x Work undertaken by the SAPB is considered as part of the monitoring arrangements 

of the Health and Well-being Board. 

Safeguarding Adults Partnership Board 
The Safeguarding Adults Partnership Board is one of the key mechanisms for safeguarding 
vulnerable adults from abuse and neglect across the West of Berkshire. 
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Safeguarding Adults is everyone’s business and all relevant agencies operating within the 
area work together to ensure they provide the best possible holistic response to service 
users and their carers. There is a shared responsibility for ensuring that all efforts to keep 
vulnerable adults safe are effective and well co-ordinated. 

Safeguarding Adults work is about preventing abuse and neglect as well as promoting good 
practice in identifying and responding to concerns on a multi-agency basis. 

The SAPB will work with the Health and Well-being Board when appropriate to: 
x Monitor actions to improve safeguarding practice, including action plans arising from 

Serious Case Reviews; 
x Ensure the Chair of the SAPB attends the HWB meetings as required; 
x Ensure that messages and information are appropriately disseminated within SAPB 

member organisations; 
x Hold the Health and Well-being Board to account on matters of safeguarding adults 

in all its activities, providing appropriate challenge on performance; 
x Undertake audits and feedback results to the Health and Well-being Board, advising 

on ways to improve and highlighting areas of underperformance; 
x Share learning from Serious Case Reviews and ensure that partner agencies are 

taking appropriate action in response to the findings; 
x Highlight gaps in service for the Health and Well-being Board to consider as part of its 

joint commissioning process. 
x Escalate serious matters relating to safeguarding to the Health and Well-being Board 

for action as appropriate. 

Both organisations will: 
x Have an ongoing and direct relationship, communicating regularly. 
x Work together to ensure action taken by one body does not duplicate that taken by 

another. 
x Commit to working together to ensure there are no unhelpful strategic or 

operational gaps in policies, protocols, services or practice. 

Signed by: 

Chair of Health and Well Being Board  Chair of West of Berkshire SAPB 

Date: 30 January 2015 

Date of Protocol Review November 2015 
� 

� � � 
� 
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READING BOROUGH COUNCIL
 

REPORT BY DIRECTOR OF PUBLIC HEALTH
 

TO: HEALTH & WELLBEING BOARD 

DATE: 30 January 2015 AGENDA ITEM: 14 

TITLE: Pharmaceutical Needs Assessment – final document 

LEAD CLLR HOSKIN PORTFOLIO: HEALTH 
COUNCILLOR: 

SERVICE: PUBLIC HEALTH WARDS: BOROUGHWIDE 

LEAD OFFICER: DR LISE LLEWELLYN TEL: 01344 355206 

JOB TITLE: STRATEGIC E-MAIL: lise.llewellyn@bracknell-
DIRECTOR OF forest.gov.uk 
PUBLIC HEALTH 

1. PURPOSE OF REPORT AND EXECUTIVE SUMMARY 

1.1. Purpose of this report 

7KLV�UHSRUW�VHWV�RXW�WKH�RXWOLQH�RI�WKH�3KDUPDFHXWLFDO�1HHGV�$VVHVVPHQW��31$���,W� 
VWDWHV�ZKDW�ZLOO�EH�LQFOXGHG�LQ�WKH�31$��WKH�PHWKRGRORJ\�WKDW�KDV�EHHQ�XVHG�DQG�WKH� 
WLPHOLQH�IRU�GHOLYHU\�RI�WKH�SURMHFW��7KH�&RQVXOWDWLRQ�SHULRG�IRU�WKH�31$�LQ�5HDGLQJ� 
HQGHG�RQ���WK�'HFHPEHU������DQG�WKLV�UHSRUW�QRZ�LQFOXGHV�WKH�NH\�LVVXHV�LGHQWLILHG� 
IRUP�WKH�FRQVXOWDWLRQ�DQG�WKH�ILQDO�DPHQGHG�31$�WR�EH�DJUHHG�DQG�SXEOLVKHG��� 

2. RECOMMENDED ACTION
 

2.1 To approve the final document following consultation and revisions 

3. POLICY CONTEXT 

�����7KH�+HDOWK�DQG�6RFLDO�&DUH�$FW������WUDQVIHUUHG�UHVSRQVLELOLW\�IRU�GHYHORSLQJ�DQG� 
XSGDWLQJ� WKH� 3KDUPDFHXWLFDO� 1HHGV� $VVHVVPHQWV� �31$V�� WR� KHDOWK� DQG� ZHOOEHLQJ� 
ERDUGV� �+:%V���  5HVSRQVLELOLW\� IRU�  XVLQJ� 31$V�  DV� WKH� EDVLV� IRU� GHWHUPLQLQJ� PDUNHW� 
HQWU\�  WR�  D� SKDUPDFHXWLFDO�  OLVW� ZDV� WUDQVIHUUHG� IURP�  3&7V� �3ULPDU\� &DUH� 7UXVWV�� WR� 
1+6�(QJODQG�IURP���$SULO�������7KH�ILUVW�+:%V·�31$�QHHGV�WR�EH�SXEOLVKHG�E\��VW�$SULO� 
������,W�QHHGV�WR�EH�NHSW�XS�WR�GDWH�WKURXJK�VXSSOHPHQWDU\�XSGDWHV�DQG�IXOO\�UHYLVHG� 
HYHU\�WKUHH�\HDUV��,W�VKRXOG�EH�QRWHG�WKDW�IDLOXUH�WR�SURGXFH�D�UREXVW�31$�FRXOG�OHDG� 
WR� OHJDO� FKDOOHQJHV� EHFDXVH� RI� WKH� 31$·V� UHOHYDQFH� WR� GHFLVLRQV� DERXW� FRPPXQLW\�  
VHUYLFHV�DQG�QHZ�SKDUPDF\�RSHQLQJV�� 
� 
31$·V�DUH�XVHIXO� IRU� WKH� 1+6�WR�KHOS� PDNH� GHFLVLRQV�RQ� ZKLFK�1+6� IXQGHG� VHUYLFHV� 
QHHG�WR�EH�SURYLGHG�E\� ORFDO�FRPPXQLW\�SKDUPDFLHV��7KHLU�VHUYLFHV�DUH�SDUW�RI�WKH� 
ORFDO�KHDOWK�FDUH�DQG�SXEOLF�KHDOWK�DQG�DIIHFW�1+6�EXGJHWV�� 
� 
� 

���
 



  

 

�����(DFK�+HDOWK�DQG�:HOO�EHLQJ�%RDUG�PXVW�LQ�DFFRUGDQFH�ZLWK�'HSDUWPHQW�RI� 
+HDOWK�UHJXODWLRQV³� 

�D��DVVHVV�QHHGV�IRU�SKDUPDFHXWLFDO�VHUYLFHV�LQ�LWV�DUHD��DQG�� 

�E��SXEOLVK�D�VWDWHPHQW�RI�LWV�ILUVW�DVVHVVPHQW�DQG�RI�DQ\�UHYLVHG�DVVHVVPHQW� 

�����7KH�31$�ZLOO�SURYLGH�LQIRUPDWLRQ�RQ�WKH�FXUUHQW�SKDUPDFHXWLFDO�VHUYLFHV�LQ� 
%HUNVKLUH�DQG�LGHQWLI\�JDSV�LQ�WKH�FXUUHQW�VHUYLFH�SURYLVLRQV��WDNLQJ�LQWR�DFFRXQW�DQ\� 
NQRZQ�IXWXUH�QHHGV�� 

4. 
4.1. Purpose of the PNA 

7KH�31$�ZLOO�EH�XVHG�E\�1+6�WR�FRPPLVVLRQ�SKDUPDFHXWLFDO�VHUYLFHV�LQ�%HUNVKLUH��,W� 
ZLOO�DOVR�EH�XVHG�E\�WKH�SXEOLF�KHDOWK�WHDP�LQ�5HDGLQJ�8QLWDU\�$XWKRULW\�WR� 
FRPPLVVLRQ�ORFDO�VHUYLFHV�� 

4.2. PNA Consultation in Reading�� 
� 
(DFK�RI�WKH�VL[�XQLWDU\�DXWKRULWLHV�DFURVV�%HUNVKLUH�KDV�GHYHORSHG�D�31$�IRU�LWV�DUHD� 
DQG�KDYH�JRQH�RXW�WR�FRQVXOWDWLRQ��7KH�IRUPDO�VHFRQG�FRQVXOWDWLRQ�SHULRG�LQ�5HDGLQJ� 
FRPPHQFHG�,Q�6HSWHPEHU������DQG�HQGHG���WK�'HFHPEHU�� 
� 

,W�VKRXOG�EH�QRWHG�WKDW�WKH�31$�LQFOXGHG�LQ�LWV�GHYHORSPHQW�D�VXUYH\�RI�XVHUV��ZKLFK� 
LQIRUPHG�WKH�GUDIW�UHFRPPHQGDWLRQV�RI�WKH�31$��,Q�WRWDO�WKHUH�ZHUH������XVHU� 
UHVSRQVHV�DFURVV�%HUNVKLUH�²�ZLWK�����IURP�5HDGLQJ��7KH�VHFRQG�VWDJH�RI�FRQVXOWDWLRQ� 
ZDV�IRFXVVHG�RQ�JHWWLQJ�YLHZV�RQ�WKH�GRFXPHQW���� 

$V�SDUW�RI�WKH�VHFRQG�VWDJH�RI�WKH�FRQVXOWDWLRQ�SURFHVV��WKH�31$�DQG�VXSSRUWLQJ� 
LQIRUPDWLRQ�KDYH�EHHQ�GLVSOD\HG�RQ�5HDGLQJ�%RURXJK�&RXQFLO·V�Open Consultation� 
SRG�RQOLQH�VLQFH�HDUO\�1RYHPEHU��������,W�LV�DYDLODEOH�LQ�HDV\�UHDG�DQG�VSRNHQ� 
YHUVLRQ��DQG��LQGLYLGXDOV�DUH�SURYLGHG�ZLWK�D�FRQWDFW�QXPEHU�HPDLO�DGGUHVV�IRU�WKRVH� 
UHTXLULQJ�D�SDSHU�FRS\���� 
� 
7KH�31$�FRQVXOWDWLRQ�DQG�VXSSRUWLQJ�LQIRUPDWLRQ�ZDV�DOVR�GLVSOD\HG�DW�WKH�UHFHQW� 
SXEOLF�¶1DUURZLQJ�WKH�*DS·�HYHQW��KRVWHG�E\�5HDGLQJ�%RURXJK�&RXQFLO���7KH�HYHQW� 
WRRN�SODFH�RQ���WK�1RYHPEHU���ZDV�ZLGHO\�DGYHUWLVHG�DQG�ZDV�RSHQ�WR�WKH�JHQHUDO� 
SXEOLF��FRPPXQLW\�DQG�IDLWK�JURXSV��QRW�IRU�SURILW�RUJDQLVDWLRQ��ORFDO�EXVLQHVVHV�DQG� 
VHUYLFH�SURYLGHUV��7KH�FRQVXOWDWLRQ�ZDV�GLVSOD\HG�RQ�D�SRG�LQ�WKH�PDLQ�HQWUDQFH�RI� 
WKH�HYHQW�DQG�ZDV�DWWHQGHG�E\�����SDUWLFLSDQWV��� 
� 
� 
4.3. What to expect in the PNA 

7KHUH�LV�RQH�31$�GRFXPHQW�IRU�HDFK�8$�LQ�%HUNVKLUH� 
�� 
7KH�GRFXPHQW�FRQWDLQV�� 
���([LVWLQJ�SKDUPDFHXWLFDO�VHUYLFHV�LQ�%HUNVKLUH�PDSSHG�DJDLQVW�SRSXODWLRQ�� 
���$�UHYLHZ�RI�WKH�GHPRJUDSK\�DQG�-RLQW�6WUDWHJLF�1HHGV�$VVHVVPHQW��-61$������XVHG� 
WR�LGHQWLI\�KHDOWK�QHHGV�RI�WKH�SRSXODWLRQ� 

���
 



��� 8VHUV·�  YLHZV�  REWDLQHG� WKURXJK� D� TXHVWLRQQDLUH� IRU� WKH� SXEOLF� XVLQJ� SKDUPDF\�  
VHUYLFHV�� 
���3URIHVVLRQDO�YLHZV�REWDLQHG�WKURXJK�TXHVWLRQQDLUH�IRU�WKH�SKDUPDFLVWV� 
���.H\�VWDNHKROGHUV�LQSXW�WKURXJK�VWHHULQJ�JURXS�� 
� 
7KH� 'UDIW� UHSRUW� ZDV� VHQW� WR� WKH� +HDOWK� DQG� :HOOEHLQJ� %RDUG� IRU� DSSURYDO� EHIRUH�  
VHQGLQJ�LW�RXW�IRU�VWDNHKROGHU�FRQVXOWDWLRQV� 
� 
7KH� ILQDO� UHSRUW� ZLWK� UHFRPPHQGDWLRQV� LV� SUHVHQWHG� WR� WKH� +HDOWK� DQG� :HOOEHLQJ� 
%RDUGV�LQ�%HUNVKLUH�IRU�DSSURYDO�EHIRUH�SXEOLFDWLRQ��� 
� 
7KH�IROORZLQJ�VWDNHKROGHUV�ZHUH��FRQVXOWHG�� 
x /RFDO�3KDUPDFHXWLFDO�&RPPLWWHH�IRU�%HUNVKLUH�� 
x %HUNVKLUH�/RFDO�0HGLFDO�&RPPLWWHH�� 
x %HUNVKLUH�&&*V� 
x $Q\� SHUVRQV� RQ� WKH� SKDUPDFHXWLFDO� OLVWV� DQG� DQ\� GLVSHQVLQJ� GRFWRUV� OLVW� IRU� 
%HUNVKLUH�SRSXODWLRQ� 
x $Q\�/36�FKHPLVW�ZLWK�ZKRP�WKH�1+6�(QJODQG�KDV�PDGH�DUUDQJHPHQWV�IRU�WKH�  
SURYLVLRQ�RI�DQ\�ORFDO�SKDUPDFHXWLFDO�VHUYLFHV�IRU�%HUNVKLUH�SRSXODWLRQ� 
x /RFDO� +HDOWK� :DWFK� RUJDQLVDWLRQV�� DQG� DQ\� RWKHU� SDWLHQW�� FRQVXPHU� RU� 
FRPPXQLW\� JURXS� LQ� %HUNVKLUH�� ZKLFK� KDV� DQ� LQWHUHVW� LQ� WKH� SURYLVLRQ� RI� 
SKDUPDFHXWLFDO�VHUYLFHV�LQ�%HUNVKLUH� 
x 1+6�7UXVWV� 
x 7KDPHV�9DOOH\�1+6�(QJODQG�$UHD�7HDP�� 
x �1HLJKERXULQJ�+HDOWK�DQG�:HOOEHLQJ�%RDUGV� 

4.5. Timelines: 

Milestones Deadline Completed? 

8VHU�DQG�SKDUPDFLVW�VXUYH\V� 6XPPHU������� � 

:ULWLQJ�ILUVW�GUDIW�DQG� 
RXWOLQH�SDSHU�WR�+:%%� 

6HSWHPEHU������� � 

&RQVXOWDWLRQ�SHULRG� 6HSWHPEHU����'HFHPEHU� 
����� 

� 

$QDO\VLV�RI�FRQVXOWDWLRQ� 
UHVXOWV� 

'HFHPEHU������ � 

)LQDO�UHSRUW� -DQXDU\������� � 

4.6 Consultation responses 

:KLOVW�WKH�QXPEHU�RI�ZULWWHQ�UHVSRQVHV�ZHUH�YHU\�OLPLWHG����RQO\�������UHVSRQVHV�ZHUH� 
UHFHLYHG�IURP�WKH�PDMRU�VWDNHKROGHUV��H�J�/RFDO�0HGLFDO�&RPPLWWHH��/RFDO� 

��� 



 

3KDUPDFHXWLFDO�&RPPLWWHH��QHLJKERXULQJ�+HDOWK�DQG�:HOOEHLQJ�ERDUGV��7KH�PDMRU� 
DUHDV�KLJKOLJKWHG�LQ�WKH�UHVSRQVHV�ZHUH�� 
1HHG�WR�LGHQWLI\�DQG�SXEOLVK�WKH�LQGLYLGXDO�RSHQLQJ�KRXUV�RI�SKDUPDFLHV�LQ�WKH�DUHD�²� 
this has been included in the final document (see appendix 3 ) 
1HHG�WR�JLYH�IXUWKHU�GHVFULSWLRQ�RQ�WKH�SRSXODWLRQ�JURZWK�DQG�VSHFLILF�KRXVLQJ� 
GHYHORSPHQWV - amendments to demographic profile undertaken 
1HHG�WR�FODULI\�IXWXUH�QHHGV�DQG�DQ\�JDSV�WKDW�PD\�RFFXU – addressed in 
recommendations 
1HHG�WR�FODULI\�WKDW�WKH�DVVHVVPHQW�FRYHUV�FRPPXQLW\�SKDUPDF\��DSSOLDQFH� 
FRQWUDFWRUV�DQG�GLVSHQVLQJ�GRFWRUV – page 3 amended 

References: 

��	 'HSDUWPHQW�RI�+HDOWK��3KDUPDFHXWLFDO�1HHGV�$VVHVVPHQW�,QIRUPDWLRQ�3DFN� 
0D\������ 
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�� 8.�/HJLVODWLRQV��1DWLRQDO�+HDOWK�6HUYLFH��3KDUPDFHXWLFDO�DQG�/RFDO�
 
3KDUPDFHXWLFDO�6HUYLFHV��5HJXODWLRQV������
 

�KWWS���ZZZ�OHJLVODWLRQ�JRY�XN�XNVL����������UHJXODWLRQ���PDGH��ODVW�DFFHVVHG� 
RQ��WK�1RYHPEHU������� 

���
 



$SSHQGL[���� 
'HWDLOHG�&RQVXOWDWLRQ�UHVSRQVHV�� 
2QO\����UHVSRQGHQWV����� 
� 
,V�WKH�SXUSRVH�RI�WKH�31$�H[SODLQHG�VXIILFLHQWO\�ZLWKLQ�WKH�GUDIW�31$�GRFXPHQW� 
�VHFWLRQ���"� 
������\HV����QR�UHVSRQVH����� 
� 
2QH�GHWDLOHG�UHVSRQVH�VXJJHVWHG�WKDW�IXUWKHU�FODULW\�WKDW�GLVSHQVLQJ�GRFWRUV�ZHUH� 
DOVR�SDUW�RI�WKLV�VXUYH\�ZDV�QHHGHG����WKH�VFRSH�RI�WKH�GRFXPHQW�LV�FODULILHG�E\�DQ� 
DPHQGPHQW�RQ�SDJH���� 
� 
'RHV�WKH�GRFXPHQW�FOHDUO\�VHW�RXW�WKH�VFRSH�RI�WKH�31$��VHFWLRQ���"���� 
�����DJUHHG����WKH�FRPPHQWV�ZHUH�IRFXVVHG�RQ�FODULI\LQJ�WKH�UDQJH�RI�VHUYLFHV� 
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VKRXOG�VWUHQJWKHQ�WKH�SRWHQWLDO�IUR�SKDUPDF\�WR�LPSURYH�VHUYLFHV�DQG�DOVR�LGHQWLI\� 
WKH�LPSDFW�RI�IXWXUH�KRXVLQJ��:KLOVW�KRXVLQJ�JURZWK�LV�QRW�D�PDMRU�LVVXH�LQ�5HDGLQJ� 
WKH�GRFXPHQW�QRZ�LQFOXGHG�D�UHYLVHG�VHFWLRQ�RQ�SRSXODWLRQ�JURZWK�DQG�DQ� 
DVVHVVPHQW�RI�SKDUPDF\�SURYLVLRQ�DJDLQVW�WKH�QDWLRQDO�(QJODQG�DYHUDJH�� 
� 
'RHV�WKH�LQIRUPDWLRQ�SURYLGH�D�UHDVRQDEOH�GHVFULSWLRQ�RI�WKH�VHUYLFHV�ZKLFK�DUH� 
SURYLGHG�E\�SKDUPDFLHV�DQG�GLVSHQVLQJ�DSSOLDQFH�FRQWUDFWRUV�LQ�\RXU�ORFDO�DXWKRULW\� 
�VHFWLRQ���"� 
� 
2QO\�����RI�UHVSRQGHQWV�WKRXJK�WKDW�WKH�GRFXPHQW�JDYH�DQ�DFFXUDWH�UHIOHFWLRQ�RQ� 
WKH�OHYHO�RI�VHUYLFHV����WKH�PDMRU�FRQFHUQ�ZDV�WKDW�WKH�GRFXPHQW��GLG�QRW�LQFOXGH�D� 
GHVFULSWLRQ�RI�RSHQLQJ�KRXUV�E\�SKDUPDF\����WKLV�KDV�QRZ�EHHQ�LQFOXGHG��� 
7KHUH�ZDV�FRQFHUQ�WKDW�WKH�UDQJH�RI�VHUYLFHV�SURYLGHG�E\�GLVSHQVLQJ�GRFWRUV�ZDV� 
XQGHU�GHVFULEHG����DJDLQ�WKLV�KDV�EHHQ�VWUHQJWKHQHG��� 
2QH�DUHD�RI�FRQFHUQ�ZDV�UDLVHG�UHJDUGLQJ�WKH�SURYLVLRQ�RI�FDUH�KRPH�VXSSRUW�E\� 
PHGLFLQH�PDQDJHPHQW�LQ�WKH�&&*�UDWKHU�WKDQ�FRPPXQLW\�SKDUPDF\�²�WKLV��ZDV�QRW� 
DGGUHVVHG�LQ�WKH�ILQDO�GRFXPHQW�DV�WKH�GRFXPHQW�GRHV�QRW�VHW�RXW�WR�HYDOXDWH� 
GLIIHUHQW�IRUPV�RI�VHUYLFHV�EXW�GRHV�VHW�RXW�WR�GHVFULEH�SRWHQWLDO�LPSDFW�RI� 
FRPPXQLW\�SKDUPDF\��,W�LV�WKH�UROH�RI�WKH�FRPPLVVLRQHU�WR�GHFLGH�WKH�PRVW� 
DSSURSULDWH�UHVSRQVH�WR�D�FRPPXQLW\�QHHG���� 
� 
$UH�\RX�DZDUH�RI�DQ\�SKDUPDFHXWLFDO�VHUYLFHV�FXUUHQWO\�SURYLGHG�ZKLFK�KDYH�QRW� 
EHHQ�LQFOXGHG�ZLWKLQ�WKH�31$"�� 
����RI�UHVSRQGHQWV�LGHQWLILHG�WKDW�WKH�1HZ�PHGLFLQHV�UHYLHZ��106��VHUYLFH�KDG�QRW� 
EHHQ�LQFOXGHG�LQ�WKH�DGYDQFHG�VHUYLFH�VHFWLRQ����WKLV�KDV�QRZ�EHHQ�LQFOXGHG��� 
� 
'R�\RX�WKLQN�WKH�SKDUPDFHXWLFDO�QHHGV�RI�WKH�SRSXODWLRQ�KDYH�EHHQ�DFFXUDWHO\� 
UHIOHFWHG�WKURXJKRXW�WKH�31$� 
,Q�WKLV�VHFWLRQ����UHVSRQGHQWV��IHOW�WKDW�WKH�QHHGV�ZHUH�QRW�DGGUHVVHG�DV�WKHUH�ZDV� 
QRW�DQ�DFFXUDWH�UHIOHFWLRQ�RI�SRSXODWLRQ�JURZWK�DQG�WKDW�DFFHVV�WLPHV�QHHGHG�IXUWKHU� 
GHVFULSWLRQ������WKLV�KDV�QRZ�EHHQ�LQFOXGHG��LQ�WKH�ILQDO�GRFXPHQW��� 
� 
'R�\RX�DJUHH�ZLWK�WKH�UHFRPPHQGDWLRQV"��� 
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Introduction 

What is Pharmaceutical Needs Assessment (PNA)? 

PNA is the statement for the needs of pharmaceutical services of the 
population in a specific area - this includes services provided by community 
pharmacies, dispensing doctors and appliance contractors. It sets out a 
statement of the pharmaceutical services which are currently provided, 
together with when and where these are available to a given population. 

From 1 April 2013 every Health and Wellbeing Board (HWB) in England has a 
statutory responsibility to keep an up to date statement of the PNA. 

This PNA describes the needs of the population of Reading Borough Council 
and is different from the previous PNA which was West Berkshire focussed. 
This PNA will also give a view across Berkshire as people move between 
Local Authorities for work and health care. 

Purpose of PNA : 

The PNA has several purposes: 
x To provide a  clear picture of community pharmacy services currently 

provided 
x	 To provide a good understanding of population needs and where 

pharmacy services could assist in improving health and well being and 
reducing inequalities 

x	 To deliver a process of consultation with local stakeholders and the 
public to agree priorities 

x	 An assessment of existing pharmaceutical services and making 
recommendations to address any identified gaps if appropriate and 
suggesting improvements to address future needs 

x	 It will be used by NHS England when making decisions on applications 
to open new pharmacies and dispensing appliance contractor 
premises; or applications from current pharmaceutical providers to 
change their existing regulatory requirements. 

x	 It will inform interested parties of the pharmaceutical needs in Berkshire 
and enable work to plan, develop and deliver pharmaceutical services 
for the population. 

x	 It will influence commissioning decisions by local commissioning bodies 
including local authorities (public health services from community 
pharmacies), NHS England and Clinical Commissioning Groups 
(CCGs) in the potential role of pharmacy in service redesign. 

��� 
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Background: Statutory Requirements 

Section 126 of the NHS Act 2006 places an obligation on NHS England to put 
arrangements in place so that drugs, medicines and listed appliances ordered 
via NHS prescriptions can be supplied to persons. This section of the Act also 
describes the types of healthcare professionals who are authorised to order 
drugs, medicines and listed appliances on an NHS prescription. 

The first PNAs were published by NHS Primary Care Trusts (PCTs) according 
to the requirements in the 2006 Act. NHS Berkshire West & East published 
their first PNA in 2010. 

The Health and Social Care Act 2012 amended the NHS Act 2006. The 2012 
Act established the Health and Wellbeing Boards (HWBs) and transferred to 
them the responsibility to publish and keep up to date a statement of the 
needs for pharmaceutical services of the population in its area, with effect 
from 1 April 2013. 

The 2012 Act also amended the Local Government and Public Involvement in 
Health Act 2007 to introduce duties and powers for HWBs in relation to Joint 
Strategic Needs Assessments (JSNAs). The preparation and consultation on 
the PNA should take account of the JSNA and other relevant local strategies 
in order to prevent duplication of work and multiple consultations with health 
groups, patients and the public. 

The development of PNAs is a separate duty to that of developing JSNAs. As 
a separate statutory requirement, PNAs cannot be subsumed as part of these 
other documents. 

The PNA must be published by the HWB by April 2015, and will have a 
maximum lifetime of three years. The PNA will be used by NHS England when 
making decisions on applications to open new pharmacies and dispensing 
appliance contractor premises; or applications from current pharmaceutical 
providers to change their existing regulatory requirements. Such decisions are 
appealable to the NHS Litigation Authority’s Family Health Services Appeal 
Unit (FHSAU) and decisions made on appeal can be challenged through the 
courts. 

PNAs will also inform the commissioning of enhanced services from 
pharmacies by NHS England, and the commissioning of services from 
pharmacies by the local authority and other local commissioners for example, 
CCGs. 

The 2013 Regulations 5 list those persons and organisations that the HWB 
must consult. This list includes: 

x Any relevant local pharmaceutical committee (LPC) for the HWB area. 
x Any local medical committee (LMC) for the HWB area. 
x Any persons on the pharmaceutical lists and any dispensing GP 

practices in the HWB area. 
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x	 Any local Healthwatch organisation for the HWB area, and any other 
patient, consumer and community group which in the opinion of the 
HWB has an interest in the provision of pharmaceutical services in its 
area. 

x Any NHS trust or NHS foundation trust in the HWB area. 

x NHS England. 

x	 Any neighbouring HWB. 

Definition of Pharmaceutical services  

The pharmaceutical services to be included in the pharmaceutical needs 
assessment are defined by the reference to the regulations governing 
pharmaceutical services provided by community pharmacies, dispensing 
doctors and appliance contractors. 

Pharmaceutical services are provided through the National Pharmacy 
Contract which has three tiers: 
x Essential Services 
x Advanced services – currently Medicines Use Reviews and Appliance 

Use Reviews
 
x Locally commissioned services 


Essential Services- set out in 2013 NHS Pharmaceutical Services Regulations 
2013 include: 
x Dispensing 
x Dispensing appliances 
x Repeat dispensing 
x Disposal of unwanted / waste drugs 
x Public Health (Promotion of healthy lifestyles) 
x Signposting 
x Support for self care 
x Clinical governance 

All contractors must provide full range of essential services. 

Advanced Services- set out in 2013 NHS Pharmaceutical Services 
Regulations 2013 include: 

x Medicines Use Review and Prescription Intervention ( MURs)
 
x New medicine service (NMS)
 
x Appliance Use Reviews ( AURs)
 
x Stoma Appliance Customisation Services (SACs)
 

Enhanced Services-- set out in Directions made subsequent to the NHS 
Pharmaceutical Services Regulations 2013 include: 

5 
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x Anticoagulant monitoring service
 
x  Care home service
 
x  Disease specific medicines management service
 
x  Gluten free food supply service
 
x  Home delivery service
 
x  Language access service
 
x  Medication review service
 
x  Medicines assessment and compliance support service
 
x  Minor ailments service
 
x  Needle syringe exchange service
 
x  On demand availability of specialist drugs service
 
x  Out of hours service
 
x  Patient group directions service
 
x  Prescriber support service
 
x  Schools service
 
x  Screening service
 
x  Stop smoking service
 
x  Supervised administration service
 
x  Supplementary prescribing services
 

Whilst the National Pharmacy Contract is held and managed by the NHS 
England, local Thames Valley Area Team and can only be used by NHS 
England, local commissioners such as Reading Borough Council and the 2 
CCGs can commission local services using other contracts to address 
additional needs. 

Process for developing the PNA 

The PNA is a key tool for identifying what is needed at a local level to support 
the commissioning intentions for pharmaceutical services and other services 
that could be delivered by community pharmacies. 

The scope will include recommendations for action to meet the current needs 
of Reading and across Berkshire highlighting any areas of current provision 
which could be improved and potential areas for development that could 
assist the HWB in its duty to improve the health of population and reduce 
inequalities. 

A key part of the process for this PNA is to summarise the health needs of the 
local population using the joint strategic needs assessments of the findings of 
the HWB board. 

The PNA has five main objectives: 
1. Identifying local needs 
2. Mapping current provision 
3. Consultations with partners, patients and the public 
4. Obtaining clinical input from Clinical Commissioning Groups (CCGs) 

and the Local Pharmaceutical Committee 
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5. Identifying	 services that are not currently provided or need to be 
improved in the local area. 

The PNA summarises the national vision for community pharmacy also 
summarises the key priorities in the Health and Wellbeing Strategy which 
details the local priorities for our community. 

Principles of Development 

The PNA will be published on the Reading Borough Council website once 
agreed and is a public facing document communicating to both an NHS and a 
non-NHS audience. 

The key stages involved in the development of this PNA were: 

x	 Survey of public to ascertain views on services  - web and paper based 
surveys  

x	 Survey of community pharmacies to map current service provision 
x	 Public Consultation on the initial findings and draft PNA 
x	 Agreement of final PNA by the Reading Health and Wellbeing Board 

The process for the development of the PNA was agreed with the HWB 
Board. A small task and finish group was set up to over see the development 
of the PNA Member included. 

x	 Director of Public Health 
x	 Medicines Management – CCG 
x	 NHS England pharmaceutical commissioner 
x	 Representative from the Local Pharmaceutical Committee 
x	 Public Health Informatics Advisor 

During the consultation the following stakeholders will be included in addition 
to the public consultation: 

x	 The Local Authorities within Berkshire 
x	 The Clinical Commissioning Groups in Berkshire 
x	 The Local Pharmaceutical Committee (LPC) 
x	 The Local Medical Committee (LMC) 
x	 The persons on the pharmaceutical list (pharmacy contractors) and its 

dispensing doctors list 
x	 Health watch 
x	 NHS Foundation Trusts in Berkshire 

��� 
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National Pharmacy Commissioning 

Commissioning Arrangements  

NHS England is the only organisation that can commission NHS 
Pharmaceutical Services through the National Pharmacy Contract. 

They are therefore responsible for managing and performance monitoring the 
Community Pharmacy Contractual Framework. This is a regulatory framework 
based on the Terms of Service set out in the NHS (Pharmaceutical and Local 
Pharmaceutical Services) Regulations 2013 and the Pharmaceutical Services 
(Advanced and Enhanced Services) (England) Directions 2013. 

Pharmaceutical Services are those services set out in the NHS 
(Pharmaceutical and Local Pharmaceutical Services) Regulations 2013 and 
the Pharmaceutical Services (Advanced and Enhanced Services) (England) 
Directions 2013: 

x Essential services - set out in Part 2, Schedule 4 of the Regulations 
x Advanced services - set out in the Directions 
x Enhanced services - set out in the Directions 

There are four ways in which pharmaceutical services are commissioned: 

NHS England 
x Sets legal framework for system, including regulations for pharmacy 
x Secures funding from HM Treasury 
x Determines NHS reimbursement price of medicines & appliances 

NHS England area team (AT) – 
x securing continuously improving quality from the services 

commissioned, including community pharmacy enhanced services 

Local Authority –  
x Provision of public health services in line with local health and well 

being strategy 

CCGs -
x Locally commissioned  in line with local needs and CCG strategy 

This ensures that the public have access to comprehensive pharmaceutical 
services.  
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Local Professional Networks 

In addition as part the National changes in the NHS in 2013 Local 
Professional Networks (LPNs) for pharmacy, optometry and dentistry were 
established within each AT. They are intended to provide clinical input into the 
operation of the AT and local commissioning decisions. 

In general they: 

x	 support the implementation of national strategy and policy at a local 
level 

x	 work with other key stakeholders on the development and delivery of 
local priorities, which may go beyond the scope of primary care 
commissioning providing local clinical leadership 

The specific functions of the Pharmacy LPN include: 

x	 supporting LAs with the development of the Pharmaceutical Needs 
Assessment (PNA) 

x	 considering new programmes of work around self-care and long term 
conditions management in community pharmacy to achieve Outcome 2 
of the NHS Outcomes Framework 

x	 working with CCGs and others on medicines optimisation 
x	 ‘holding the ring’ on services commissioned locally by LAs and CCGs, 

highlighting inappropriate gaps or overlaps (PSNC Pharmacy 
Commissioning 2013). 

Contribution of Pharmacy 

Pharmacists play a key role in providing quality healthcare. They are experts 
in medicines and will use their clinical expertise, together with their practical 
knowledge, to ensure the safe supply and use of medicines by the public. 
There are more than 1.6 million visits a day to pharmacies in Great Britain 
(General Pharmaceutical Council Annual Report 2012/13). 

A pharmacist has to have undertaken a four year degree and have worked for 
at least a year under the supervision of an experienced and qualified 
pharmacist and e registered with the General Pharmaceutical Council 
(GPhC). Pharmacists work in a variety of settings including in a hospital or 
community pharmacy such as a supermarket or high street pharmacy. See 
NHS Choices at http://www.nhs.uk/Pages/HomePage.aspx for your local 
ones. 

In December 2013 NHS England held a Call to Action for community 
pharmacy that aimed through local debate, to shape local strategies for 
community pharmacy and to inform NHS England’s strategic framework for 
commissioning community pharmacy (http://www.england.nhs.uk/wp-
content/uploads/2013/12/community-pharmacy-cta.pdf). 
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The aim was to uncover how best to develop high quality, efficient services in 
a community pharmacy setting that can improve patient outcomes delivered 
by pharmacists and their teams. 

Pressures on primary care as a whole are increasing and the vision is for 
Community pharmacy to play a full role in the NHS transformational agenda 
by: 

x providing a range of clinical and public health services that will deliver 
improved health and consistently high quality; 

x playing a stronger role in the management of long term conditions; 
x playing a significant role in a new approach to urgent and emergency 

care and access to general practice; 
x providing services that will contribute more to out of hospital care; and 
x supporting the delivery of improved efficiencies across a range of 

services.  

The Call to Action consultation has now finished and the response is awaited 
from the department of Health. 

National Outcomes Frameworks 

Pharmacy has a key role in supporting the achievement of the NHS Outcomes 
Framework, which measures the success of the NHS in improving the health 
of the population 

NHS Outcomes Framework 

Domain 
1 Preventing people from dying prematurely 

Domain 
2 

Enhancing quality of life for people with long-term 
conditions 

Domain 
3 

Helping people to recover from episodes of ill health 
or following injury 

Domain 
4 Ensuring people have a positive experience of care 

Domain 
5 

Treating and caring for people in a safe environment 
and protecting them from avoidable harm 

And similarly contributes to the success against the Public Health Outcomes 
Framework.  
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Public Health Outcomes Framework 

Domain 1 Life expectancy and healthy life expectancy 

Domain 2 Tackling the wider determinants of Health 

Domain 3 Health Improvement 

Domain 4 Health Protection 

Domain 5 Healthcare and preventing premature mortality 

Control of Market Entry 

The regulations that govern the provision of pharmacy places an obligation on 
NHS England to put arrangements in place so that drugs, medicines and 
listed appliances ordered via NHS prescriptions can be supplied to persons. 

It is not possible for a community pharmacy to be set up without agreement 
from NHS England. From 1 April 2013, pharmaceutical lists are maintained by 
NHS England and so applications for new, additional or relocated premises 
must be made to the local NHS England Area Team. 

NHS England must ensure that they have arrangements in place for: 

x the provision of proper and sufficient drugs, medicines and listed 
appliances which are ordered on NHS prescriptions by doctors; 

x the provision of proper and sufficient drugs, medicines which are 
ordered on NHS prescriptions by dentists; 

x	 the provision of proper and sufficient drugs, medicines and listed 
appliances which are ordered on NHS prescriptions by other specified 
descriptions of healthcare professionals; and 

x	 such other services that may be prescribed. 

In April 2013 there was a change in how pharmacy applications are controlled. 
Applications for inclusion in pharmaceutical lists are now considered by NHS 
England (through their Area Teams) and the ‘market entry test’ is now an 
assessment against the pharmaceutical needs assessment. The exemptions 
introduced in 2005 have been removed (other than the exception for distance 
selling pharmacies) (Regulations under the Health and Social Care Act 2012: 
Market entry by means of Pharmaceutical Needs Assessments - Medicines, 
Pharmacy and Industry – Pharmacy Team). 
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The market entry test now assesses whether an application offers to: 
x meet an identified current or future need or needs; 
x meet identified current or future improvements or better access to 

pharmaceutical services; or 
x	 provide unforeseen benefits, i.e. applications that offer to meet a need 

that is not identified in a PNA but which NHS England is satisfied would 
lead to significant benefits to people living in the relevant HWB area 
(Policy for determining applications received for new or additional 
premises under the NHS (Pharmaceutical and Local Pharmaceutical 
Services) Regulations 2013). 

The change in the market entry test means that it is no longer necessary to 
have exemptions to the test for the large out of town retail developments, the 
one stop primary medical centres, or the pharmacies undertaking to provide 
pharmaceutical services for at least 100 hours per week. These exemptions 
therefore cannot be used by an applicant (although existing pharmacies and 
those granted under the exemption continue). The regulations make it clear 
that 100 hour pharmacies granted under old exemptions cannot apply to 
reduce their hours. 

The only exemption that now exists is for distance selling pharmacies as it is 
argued they provide a national service and so their contribution cannot be 
measured adequately by a local pharmacy needs assessment. 
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Geography Covered by Reading PNA 

Each PNA has to define its geographic scope.  This year the Reading PNA is 
following the boundaries of the Local Authority, as is each PNA for the 
Berkshire Local Authorities. The services are mapped for each Local Authority 
and a composite picture is given for Berkshire. Results are also compared for 
Local Authorities against the whole of Berkshire. Appendix 1 shows a map of 
the pharmacies in Reading PNA. 

Figure 1:  Map of Reading showing ward boundaries 

The wards in Reading include: 

Abbey 
Battle 
Caversham 

Minster 
Norcot 
Park 

Tilehurst 
Whitley 

Church 
Katesgrove 
Kentwood 

Peppard 
Redlands 
Southcote 
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Reading Borough Demographics 

The population of Reading is now 159,247. 

Reading has population structure that is very different to the national average. It has a 
much larger population of young adults and very young children. The older population 
is also much smaller than the national average. 

Figure 2: Reading Borough Council’s Population pyramid, compared to the national
profile 
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35-39 
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85+ 

Reading Males Reading Females 
England Females England Males 

5.0% 3.0% 1.0% 1.0% 3.0% 5.0% 

Source: Annual Mid-Year Population Estimates for the UK, Office for National Statistics 2014 

The registered population differs to resident as this is the number of people registered with GP 
practices based in Reading. 

Figure 3: Resident and registered population of Reading Borough Council and other 
Berkshire Local Authorities 

Local Authority Resident population Registered population 

Reading 159,247 205,209 
Bracknell Forest 116,567 110,216 
Slough 143,024 145,848 
West Berkshire 155,392 148,126 
Windsor & Maidenhead 146,335 165,936 
Wokingham 157,866 156,123 

Source: Office for National Statistics (2014) 
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Ethnicity 

The 2011 Census indicates that the largest ethnic category in Reading is White British 
(66.79%). The next largest is Asian or Asian British representing nearly 14% of the 
population. 14.8% (9,256) of households contain multiple ethnic groups compared to 
8.9% nationally. With the exception of people who classify themselves as ‘Other 
White’, there is a higher proportion of people from all ethnic minority groups living in 
Reading, than there are nationally and in the South East Region. 

Figure 4: Ethnic Origin of non-White British resident population in Reading 
Ethnicity 2011 

0 

2 

4 

6 

8 

10 

12 

14 

16 

White Gypsy or 
Irish Traveller 

Other White Mixed ethnic 
group 

Asian/Asian 
British 

Black/Black 
British 

Other Ethnic 
Group 

Pe
rc

en
ta

ge
 

Reading UA England and Wales South East 

Source: Office for National Statistics (2011) 

Figure 5: Ethnic minority population in Reading shown at a Lower Super Output Area 

Source: Office for National Statistics (2011) 
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Population growth 

Total population growth - Cumulative – ONS midyear 
estimates 

Local 
authority 

2015 2016 2017 2018 

Bracknell 
Forest 120,036 124,044 127,906 131,879 
West 
Berkshire 158,105 160,136 162,434 164,836 
Reading 

161,515 164,824 167,923 171,364 
Slough 

149,811 154,078 157,768 160,764 
Royal 
Borough 
Windsor 
Maidenhead 151,166 154,216 156,460 158,568 

Wokingham 162,695 166,547 171,417 177,112 

Life Expectancy 

Life expectancy for men and women in Reading is lower than the national average. 

Figure 6: Life Expectancy for men and women in Reading Borough Council and other
Berkshire Local Authorities (2010-12) 

Local Authority Males Females 
Reading 78.4 82.7 
Bracknell Forest 80.8 84.0 
Slough 78.5 82.7 
West Berkshire 80.8 84.6 
Windsor and Maidenhead 81.1 84.6 
Wokingham 81.6 84.5 

Source: Office for National Statistics (2014) 

Children 

Children in poverty 

Child poverty and deprivation can be measured in a number of different ways. Figure 
7 shows the percentage of children (dependent children under the age of 20), who live 
in households where income is less than 60% of average household income. This is 
termed as living in ‘relative poverty’. Figure 7 also shows the Income of Deprivation 
Affecting Children Index score (IDACI score), which measures the proportion of under 
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16s living in low income households. A higher score indicates higher levels of child 
deprivation in an area. 

Figure 7: Level of Child Poverty in the Reading and other Berkshire Local Authorities 
(2010-12) 

Local Authority 
% of Children in 

"Poverty" IDACI score 
Reading 20.7% 0.21 
Bracknell Forest 11.7% 0.11 
Slough 22.2% 0.26 
West Berkshire 10.8% 0.10 
Windsor & Maidenhead 9.4% 0.09 
Wokingham 6.9% 0.06 

Source: HM Revenue and Customs (2011) and Department for Communities and Local Government 
(2010) 

Figure 8: Map to show level of Child Poverty in Reading at a Lower Super Output Area
(2010) 

Source: Department for Communities and Local Government (2010) 
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Teenage pregnancies 

Figure 9: Under 18 conceptions and conception rates in Reading and other Berkshire 
Local Authorities (3 year aggregates: 2010-2012) 

Area of usual residence Number of 
Conceptions 

Conception 
rate per 

1,000 
women in 
age group 

Percentage 
of 

conceptions
leading to 
abortion 

Reading 260 36.9 47.3 
Bracknell Forest 127 18.4 57.5 
Slough  196 25.3 64.8 
West Berkshire 217 23.0 48.8 
Windsor and Maidenhead  117 14.5 70.9 
Wokingham  122 13.8 46.7 

Source: Office for National Statistics (2014) 

Educational Attainment 

Figure 10: Percentage achieving 5+ A*-C GCSE grades, including English and 
mathematics 

Area % 
Reading 63.6 
Bracknell Forest 63.4 
Slough 71.4 
West Berkshire 61.3 
Windsor and Maidenhead 68.3 
Wokingham 70.6 

Source: Department for Education (2012/13) 

Figure 11: Key Stage 2 results – Percentage achieving level 4 or above by Local
Authority 

Area % 
Reading 69 
Bracknell Forest 78 
Slough 74 
West Berkshire 77 
Windsor and Maidenhead 79 
Wokingham 81 

Source: Department for Education (2013) 

Physical disability and sensory impairment 

Figures 12 and 13 show the number of people registered as being blind, partially 
sighted, deaf or hard of hearing as a proportion of the total population. Similar levels of 
people in Reading are registered as blind, compared with the national average. Fewer 
people are registered as being hard of hearing or deaf compared to the national 
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average. It is worth noting that registration is voluntary, so there may be people who 
are blind or partially sighted that have chosen not to be on the register or who are 
unaware of it. 

Figure 12: Percentage of people registered as blind in Reading (2010/11) 
People registered blind 2010/11 
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Source: Health and Social Care Information Centre (2011) 

Figure 13: Percentage of people registered as deaf or hard of hearing in Reading 
People registered deaf or hard of hearing 2010/11 

0.00 

0.05 

0.10 

0.15 

0.20 

0.25 

0.30 

0.35 

0.40 

0.45 

England South East Reading UA 

Area 

P
er

ce
nt

ag
e 

Source: Health and Social Care Information Centre (2011) 

The Projecting Adult Needs and Services Information website uses population 
projections to estimate how many people aged 18 to 64 will have a visual or hearing 
impairment from 2012 to 2020. Around 3,050 adults in the Reading Borough are 
estimated to have moderate or severe hearing impairment in 2012 with 24 estimated 
to have a profound hearing impairment. These figures are expected to rise to around 
3,250 and 27 by 2020. 67 adults are estimated to have a serious visual impairment. 
The same system also projects how many people aged 18 to 64 will have a physical 
disability from 2012 to 2020. Around 7,100 people in Reading are estimated to have a 
moderate physical disability in 2012 with 1,920 estimated to have a serious physical 
disability. These figures are expected to rise to around 7,250 and 2,000 by 2020. 
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Provision of unpaid care 

7.9% of Reading’s population stated that they provided unpaid care to a family 
member, friend or neighbour in the 2011 Census. Figure 14 provides a breakdown to 
show the levels of unpaid care provided. 

Figure 14: Percentage of people providing unpaid care in Reading and other Berkshire
Local Authorities (Census 2011) 

Local Authority 
All 

categories: 
Provision of 
unpaid care 

Provides no 
unpaid care 

Provides 1 
to 19 hours 
unpaid care 

a week 

Provides 
20 to 49 
hours 
unpaid 
care a 
week 

Provides 50 
or more 
hours 

unpaid care
a week 

Reading 155,698 143,383 8,074 1,642 2,599 
Bracknell Forest 113,205 103,531 6,719 1,098 1,857 
Slough 140,205 128,579 7,058 1,977 2,591 
West Berkshire 153,822 139,534 10,313 1,466 2,509 
Windsor and 
Maidenhead 144,560 131,325 9,604 1,432 2,199 

Wokingham 154,380 140,478 10,190 1,397 2,315 
Source: Office for National Statistics (2012) 
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Reading Needs Assessment 

Reading at a glance 

The health of people in Reading is varied compared with the England 
average. Deprivation is lower than average, however about 6,400 children live 
in poverty. 

Life expectancy for both men and women is similar to the England average. 
Life expectancy is 8.5 years lower for men and 7.0 years lower for women in 
the most deprived areas of Reading than in the least deprived areas. 

Over the last 10 years, all cause mortality rates have fallen. The early death 
rate from heart disease and stroke has fallen but is worse than the England 
average. 

In Year 6, 19.6% of children are classified as obese. The level of teenage 
pregnancy is worse than the England average. Levels of alcohol-specific 
hospital stays among those under 18, breast feeding and smoking in 
pregnancy are better than the England average. 

The estimated level of adult obesity is better than the England average. The 
rate of sexually transmitted infections is worse than the England average. 
Rates of road injuries and deaths and hospital stays for alcohol related harm 
are better than the England average. 

Life Expectancy 

Life expectancy at birth is lower for both males and females at birth than the 
national average. This is significantly lower for males in Reading. 

In line with its neighbours the three common causes of early death (deaths 
before aged 75 years) are cancer, heart disease and stroke, and lung 
disease. 

Cancer 

Cancer is the single largest cause of early preventable deaths (145 per 
100,000 population) 815 deaths in Reading between 2008 and 2010 were 
cancer related (APHO Local health profile, 2013). 

��� 
21 



 

 
 
 
 

  

 

 
 

 
 

                          

 

Figure 15: Rate of deaths from cancer for people aged under 75 in Reading 
(2002-2011) 

Source: Association of Public Health Observatories, 2014 Local Health profile 

There is a significant focus on the prevention and early diagnosis of cancer as 
well as more rapid treatment in line with national standards. Screening has 
reduced deaths for some cancers. Cancer is more survivable if people are 
aware of symptoms and present to health services at an earlier stage of the 
disease. 

In Reading screening uptake is lower than the national average in both breast 
and cervical screening, however uptake of the bowel cancer screening, a 
newer programme, has not delivered against the national target of 60% 
uptake (uptake in North West Reading CCG is 56% since the start of 
programme and 44% in South Reading CCG area). 

Heart disease and stroke 

Heart disease mortality is reducing, but it still is the second leading cause of 
early death causing 88 deaths per 100,000 in Reading. 

Figure 16: Rate of deaths from heart disease and stroke for people aged under 
75 in Reading (2002-2011) 

Source: Association of Public Health Observatories, 2014 Local Health Profile 
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The development of cardiovascular disease (CVD) is linked to lifestyle factors 
such as risky behaviours such as excessive smoking, drinking, poor diet and 
physical inactivity (Department of Health, 2013). 

In Reading at least 50 in every 100,000 deaths from CVD for people aged 
less than 75 years are preventable. This is higher than the national average 
and similar Local Authorities. An increase in local awareness and uptake of 
NHS Health Checks programme for eligible population of 40 – 74 year olds 
would at least in part address this issue. 

Long term Conditions 

A significant proportion of the population in the Reading Borough will be living 
with a long term condition. The table below shows the estimated prevalence 
of the Reading population with the following long term conditions: Coronary 
Heart Disease (CHD), Coronary Obstructive Pulmonary Disease (COPD), 
Cardiovascular Disease (CVD), Hypertension and Stroke in comparison with 
National average. 

Figure 17: Prevalence of long term conditions for people aged 16 and over in 
Reading (2011) 

CHD COPD CVD Hypertension Stroke 
Reading 3.85% 3.42% 9.01% 24.69% 1.74% 
England 5.80% 3.64% 11.76% 30.54% 2.55% 

Source: Public Health England (2012) 

Lifestyle 

Smoking 

Smoking has long been known to be a major risk factor in many diseases 
including cardiovascular disease, respiratory diseases and many cancers. 

Tobacco use is the single most preventable cause of death in the England – 
killing over 80,000 people per year. This is greater than the combined total of 
preventable deaths caused by obesity, alcohol, traffic accidents, illegal drugs 
and HIV infections (Action on Smoking and Health, 2013). 

Smoking prevalence in Reading is higher than the national average - 20% of 
the population smoke and approximately 280 per 100,000 people aged over 
35 years will die due to smoking related illnesses. In addition 1,100 people will 
be admitted to hospital with smoking related illnesses (Local Tobacco Control 
Profile 2013). 

��� 
23 



 

 

 
 

 

 
   

  
 

   

 
 

 
 

  
 
 
 
 

  
 

 
  

   
 

 

  
 

Alcohol 

Alcohol consumption above these recommended levels is associated with 
numerous health and social problems. This includes several types of cancer, 
gastrointestinal and cardiovascular conditions as well as psychiatric and 
neurological conditions. The social effects of alcohol have been associated 
with road accidents, domestic violence, antisocial behaviour, crime, poor 
productivity and child neglect. 

Modelled figures show Reading to have higher levels of increasing risk higher 
risk and binge drinking. Whilst Reading has significantly higher number of 
violent crimes than the national average, violent crime estimated to be due to 
alcohol has seen a fall in Reading and this reduction was at its most dramatic 
between 2011 and 2012 when it fell to under 8 crimes per every 1,000 people. 

Communicable disease 

x	 Sexually transmitted disease - Reading has significantly higher 
notifications of sexually transmitted diseases than the England 
average. 

x	 HIV - In 2012, there were 324 residents accessing HIV related care in 
Reading and less than 10 people were newly diagnosed with HIV. 
Significant numbers of people among them were diagnosed late. 

x	 Blood-borne Viruses (BBVs) - In 2012, there were 38 hepatitis B 
virus cases (acute and chronic) and significantly lower than in the 
previous years (44 in 2010). Hepatitis C is a major Public Health 
problem with estimates of large numbers of undiagnosed infections, the 
majority of which are in current or former injecting drug users. Reading 
has significantly higher numbers of drug misusers. 

x	 Tuberculosis - There were 42 cases of Tuberculosis (TB) among 
Reading residents in 2012 with an incidence rate of 27 per 100,000 
population. Three quarters of TB cases were born outside of the UK. 
The quality of TB services is high. 

Older population 

‘Excess Winter Death’ data show the number of deaths in winter (December 
to March) compared with non-winter months. Reading has in the past three 
years seen increasing number of excess winter deaths, and the recent figures 
show that the numbers are significantly above the national average. 
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Figure 18: Excess Winter Deaths in Reading (1993 to 2010) 

Source: Public Health England (2012) 

Flu Vaccination 

Public Health England’s report Excess Winter Mortality 2012-13 concluded 
that excess deaths were found predominantly in the elderly and in deaths 
coded as resulting from respiratory causes. Their analysis showed influenza 
to be a major explanatory factor. 

Flu immunisation is a Public Health programme that aims to reduce the 
mortality and morbidity form the influenza virus each year. Whilst targets are 
almost achieved in the older age groups, there are gaps in the programme 
aimed at children and those with long term conditions and at higher risk. 

Figure 19: Seasonal flu immunisation uptake in Reading (2012/13) 

Area Aged 65 years and 
over 

Aged 6 months to 64 
years in clinical risk 

groups 

Pregnant women 

Target uptake 75% 70% 70% 

Reading 

North & West 
Reading CCG 

South Reading 
CCG 

75.4% 

77% 

73% 

56.2% 42.7% 

Berkshire West 75.9% 56.4% 48.3% 

Source: IMMFORM, Jan 2013. All figures are derived from data as extracted from records on 
GP systems or as submitted by GP practices or former Primary Care Trusts. 
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Monitoring against the Public Health Outcomes Framework (PHOF) 

The Public Health Outcomes Framework includes over 60 indicators, which 
measure key aspects of public health within a Local Authority area. In August 
2014, Reading Borough was seen to be “significantly worse” than the England 
figures on the following measures: 

0.1ii Life Expectancy at birth (Male)
 
0.1ii Life Expectancy at 65 (Male)
 
0.2iv Gap in life expectancy at birth between each LA and England (Male)
 
1.01i Children in poverty (under 20)
 
1.01ii Children in poverty (under 16s)
 
1.02ii School readiness - % of Year 1 pupils achieving the expected level in the
 

phonics screening check
 
1.02ii School readiness - % of Year 1 pupils with FSM status achieving the 


expected level in the phonics screening check
 
1.05 16-8 year olds not in education, employment or training (NEET)
 
1.17 Fuel poverty
 
2.04 Under 18 conceptions
 
2.04 Under 16 conceptions
 
2.20i Breast cancer screening coverage
 
2.20ii Cervical cancer screening coverage
 
2.21vii Access to Diabetic Eye Screening
 
3.05ii Incidence of TB
 
4.02 Tooth decay in children aged 5
 
4.03 Mortality rate from causes considered preventable (Male)
 
4.08 Mortality from communicable disease (All people, Male, Female)
 
4.15iii Excess Winter Deaths (3 years, all ages)
 

The PHOF uses Berkshire West figures for all of the immunisation indicators, so 
these cannot be directly attributed to Reading. Most of Berkshire West’s childhood 
immunisation figures are significantly better than the England average and meet the 
national target. 
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Local Commissioning Strategies 

Reading Health and Wellbeing Strategy 

Working in partnership the Reading Health and Wellbeing Board published its 
first Health and Wellbeing Strategy. The vision of the Board is for: 

A healthier Reading with communities and agencies working together to make 
the most efficient use of available resources, to improve life expectancy, 
reduce health inequalities and improve health and wellbeing across the life 
course. 

The Strategy recognises that health is impacted by many aspects of normal 
daily living for example, where you live, your links with your community and 
your experience of loneliness. Working with and through communities 
underpins the approaches in the Health and Wellbeing Strategy. 

The key health needs identified in the Strategy are: 

Children: 
x low child immunisation numbers in Reading 
x under 18 conceptions are significantly more than the England average 
x There are significantly more children living in poverty that the England 

average 
x There are 4 times the number of children on child protection plans that 

the South East average 

Adults 
x Tuberculosis rates have remained stable at high levels in Reading  -

over double the national average 
x Acute sexually transmitted illnesses are 50% above the England 

average 

x Drug misuse is 50% higher than England average 

x Rates of violent crime are higher than the England average 

x Increasing rates of diabetes and other long term conditions
 

Older adults 
x	 Reading has higher than expected numbers of winter deaths (more 

people are dying in winter than in the warmer months), which may be 
related to the relatively high number of older homes, 

x	 Lower than targeted numbers of older people having a seasonal flu 
vaccine 
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Figure 20: Goals of the Health and Wellbeing Strategy in Reading 

CCG Strategy 

The Operational Plans for North & West Reading CCG and South Reading 
CCG are attached at Appendix 2 and Appendix 3 respectively. 
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Current Pharmacy Provision 

Core Pharmaceutical services are provided through the National Pharmacy 
Contract which has three tiers: 

x Essential Services 
x Advanced services 
x Enhanced Services 

This contract is managed by NHS England (Thames Valley Area Team 
locally) 

However in addition community pharmacy can be commissioned by 

x CCGs - local commissioned services to support local needs and 
service transformation 

x Local authorities  - locally commissioned  services to support local 
needs 

There are currently 33 community pharmacies in Reading and 162 across 
Berkshire. These provide the essential services and a range of advanced and 
enhanced services. The types of businesses vary from multiple store 
organisations to independent contractors. There are three 100 hour 
pharmacies in Reading. 

Pharmacy of course is also available at our Hospital sites across Berkshire: 
There are pharmacies at Wexham Park Hospital, Royal Berkshire Hospital 
and Frimley Park Hospital. These are open to 6pm on weekdays and limited 
hours at weekends. However, they only dispense hospital prescriptions and 
will not do Standard Operating Procedure FP10 Prescriptions (prescriptions 
that can be taken to any community pharmacy to be dispensed). They do not 
sell any products and do not offer any additional services to the public. 

Essential Services 

The following services form the core service provision required of all 33 
Reading pharmacies as specified by the NHS Community Pharmacy Contract 
2005. 

x	 Dispensing - Supply of medicines and devices ordered through NHS 
prescriptions together with information and advice to enable safe and 
effective use by patients. This also includes the use of electronic RX 
(electronic prescriptions). Community pharmacies support people with 
disabilities who may be unable to cope with the day-to-day activity of 
taking their prescribed medicines. 

x	 Repeat dispensing – Management of repeat medication in partnership 
with the patient and prescriber. 

x	 Disposal of unwanted medicines – acceptance, by community 
pharmacies, of unwanted medicines which require safe disposal from 
households and individuals. 
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x	 Signposting - The provision of information to people visiting the 
pharmacy, who require further support, advice or treatment which 
cannot be provided by the pharmacy. 

x Public Health promotion – Opportunistic one to one advice given on 
healthy lifestyle topics such as smoking cessation. 

x Support for self care - Opportunistic advice and support to enable 
people to care for themselves or other family members. 

x	 Clinical governance – Requirements include use of standard 
operating procedures, ensuring compliance with the Disability 
Discrimination Act and following quality frameworks to ensure safe 
delivery of services 

Advanced Services 

Currently the only Advanced Services which are commissioned nationally are 
new medicines review (NMS)  Medicine Use Review (MUR), Appliance Use 
Review (AUR) and Prescription Intervention Service. The MUR and AUR 
services provided by pharmacists are to help patients in the use of their 
medication and appliances. A MUR includes what each medicine is used for, 
side effects and if the patient has any problem taking them. The Prescription 
Intervention Service is in essence the same as the MUR service, but 
conducted on an ad hoc basis, when a significant problem with a patient’s 
medication is highlighted during the dispensing process. 

Local Services 

The following enhanced services that are currently commissioned, as at 
August 2014 by: 

Public Health within the council: 

x	 Supervised consumption - This service requires the pharmacist to 
supervise the consumption of opiate substitute prescribed medicines at 
the point of dispensing in the pharmacy so ensuring that the dose has 
been administered to the patient. 

x	 Needle exchange - The pharmacy provides access to sterile needles 
and syringes, and sharps containers for return of used equipment. The 
aim of the service is to reduce the risk of blood borne infections that 
are prevalent in people who inject drugs. 

x	 Chlamydia Screening – Pharmacists supply Chlamydia Screening 
Postal Kits to any person aged between 15 and 24 upon request and 
will opportunistically offer Chlamydia Screening Postal Kits to young 
people attending the pharmacy who may be sexually active. This 
service aims to improve access to Chlamydia screening and so reduce 
the prevalence of Chlamydia. 

x	 Emergency Hormonal Contraception - Pharmacists supply 
Emergency Hormonal Contraception (EHC) also known as the 
‘morning after pill’, when appropriate to patients in line with the 
requirements of a locally agreed Patient Group Direction (PGD). 
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x	 Smoking Cessation Services – Working with the main provider of 
Smoking cessation services pharmacies provide a range of support 
including medication to people who want to give up smoking. 

x	 NHS Health Checks - Pharmacies are commissioned to deliver NHS 
health checks to anyone aged 40 – 74, who does not have an existing 
cardiovascular condition. This provides the individual with an 
assessment of their risk on developing heart disease and allows 
signposting to GP follow up or health promotion services e.g. weight 
reduction  / smoking cessation 

The CCGs within Berkshire: 

x	 Palliative Care Urgent Drugs Scheme - making available locally a list 
of medication that may be required urgently for palliative care patients. 
A number of pharmacies ensure they keep the items in stock and can 
be accessed out of hours if required. 

Advice to care homes is not available through community pharmacy but is 
provided by the medicines management teams in each CCG. This service 
provides support to staff within care homes, over and above the Dispensing 
Essential Service, to ensure the proper and effective ordering of drugs and 
appliances and their clinical and cost effective use, their safe storage, supply 
and administration and proper record keeping. This service is to improve 
patient safety within the care home and to ensure the safe storage, supply 
and administration of medicines. 

NHS England: 

x	 Flu Immunisation - A pilot scheme was developed to increase flu 
vaccination availability in high risk groups through community 
pharmacy. In 2014 this scheme is being extended across Berkshire. 

Private Services: 

Some pharmacies offer private services, which are not commissioned, but are 
available to customers for additional payment e.g. diabetes screening. 
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Pharmacy provision - current 

Identified Health Needs Current service provision 
Community pharmacy 

Adults 
Self care 

Signposting is part of core contract 

Medicine utilisation reviews 

Health Promotion campaign part of core 
contract 

Smoking Solutions for Health sub contract 

Alcohol Pilot programme in pharmacies raising 
awareness of alcohol units 

Cancer Health promotion campaigns - Bowel 
Screening as part of core contract. 

Cardiovascular disease NHS Health Checks 

Chronic Obstructive Pulmonary Disease 
(COPD) 

Medicine utilisation reviews 

Older people 

Winter excess death 

Winter warmth 

Flu Immunisations 

Falls 

Pilot of Flu immunisation to at risk groups 

Dementia Friends trained 

Sexual Health Emergency hormonal contraception 
Access to condoms  - C Card scheme 
Signposting to Chlamydia screening 

Substance misuse Needle exchange 
Supervised consumption 
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Current Pattern of Enhanced services 

For more details see Appendix 4. 

Figure 21: Map of Pharmacies in Reading to show how many of the Enhanced 
Services are provided 

Other Service Providers 

Dispensing Contractors 

In addition to community pharmacies, to ensure access in defined rural areas 
(controlled localities) - GPs may provide dispensing services to patient who 
live more than 1.6km from a pharmacy. Reading however does not have any 
rural areas that meet the required definition and so Reading does not have 
any dispensing doctors 

Out of area service providers 
Residents can of course access pharmacies in other areas, and Reading 
borders with the following authorities: 

Oxfordshire 
Wokingham 
West Berkshire 
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Pharmacy Access and Services 

Reading has more than the England average number of pharmacies per 
100,000 population (21 pharmacies per 100,000 population v 20 per 100,000 
population) .  

One measure of accessibility is the number of patients that can get to a 
pharmacy within 20 minutes driving time (see Appendix 5 - drive time 
calculated by software Chronomap). For Reading it can be seen that all of the 
population can access a pharmacist within this time. 

Within Reading we have also mapped the access within 20 minutes walking 
time. 

Figure 22: Population of Reading that can get to a pharmacy within a 20-minute
walk time 

In this analysis it can be seen that the there are two areas with limited 
accessibility: North West (part of Caversham Heights) and South West -
however at this time the Southern area has limited housing. It is estimated 
that only 5,000 people cannot access a pharmacy under this much more 
stringent measure. 

Opening Hours 
A survey was undertaken of all pharmacists in Reading. 28 providers out of 33 
providers took part on this survey. The following information is taken from the 
survey. 
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All respondents are open Monday to Friday between 9am and 5pm depending 
on the day of the week. 86% of providers are open on Saturdays, with 43% 
open on a Sunday.  In addition Reading has three ‘100 hour per week’ 
pharmacists. A detailed list of the opening hours of pharmacies is given in 
appendix 5 

Consultation Facilities 

To deliver the advanced services e.g. medicines utilisation reviews and to 
potentially support patients with more knowledge on their illnesses and 
increase patient confidence in self care, pharmacist will need an area to 
provide this level of support in a confidential setting. 

In Reading 79% of providers have wheelchair accessible consultation 
facilities, an additional 7% have a consultation space however it is not 
wheelchair accessible. Only 7% do not have consultation space available. 

Advanced services 

Within Reading a significant number of pharmacies provide advanced 
services for medicines, though this is not the case for appliance care and 
customisation services. 

Figure 23: Reading Pharmacy response to question about the provision of
advanced services 

Yes   Soon No 

Medicines Use Review service 25 (89.3%) 2 (7.1%) 1 (3.6%) 

New Medicine Service 24 (85.7%) 2 (7.1%) 2 (7.1%) 

Appliance Use Review service 0 (0%) 3 (10.7%) 25 (89.3%) 

Stoma Appliance Customisation service 0 (0%) 1 (3.6%) 27 (96.4%) 

Additional language availability 

There are a wide range of additional languages spoken within the community 
pharmacy setting which is important in Reading given its large number of 
BME communities. These include a wide range of Asian and European 
languages 

Collection and Delivery Services 

Many patients with long term conditions have ongoing medication 
requirements. For them collection and delivery services may be crucial for 
accessing their prescriptions – having the prescription collected from the GP 
surgery and then delivered to their home. 93% of pharmacies in Reading offer 
free collection from the surgery services. 
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In addition 86% of community pharmacies offer free delivery to patients when 
requested usually to patients with limited mobility. An additional 7% of 
pharmacists will offer this service but will charge for the service.   

IT connectivity 

IT connectivity refers to the ability of the pharmacy to link to the NHS 
information systems so allowing easier transfer of information e.g electronic 
prescriptions  
Moving forward service integration will require sharing of information and so it 
will become increasingly important for pharmacy to have IT connectivity if they 
are to play a role in transformed services. 92% of pharmacies in Reading 
have IT connectivity, and the rest are updating to have good connectivity in 
the coming year. 
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Analysis of User Survey 

A key part of the PNA is to obtain the views of residents who use our 
community pharmacy and dispensing doctor services. 

The survey was circulated in a number of ways. The survey was available at 
all of the local community pharmacists; the anonymous paper based surveys 
were then collected from these locations by courier. In addition the survey 
was available electronically on the Councils website. Posters in the 
pharmacies and press releases in the local papers tried to increase local 
awareness of the survey and to encourage participation. 

Respondents 

The survey was sent out across Berkshire, with 2,048 people responding. The 
responses by Local Authority are shown below. 

Figure 24: Which local authority area do you live in? 

4%
4% 

9% 
19% 

24%18% 

9%13% 

Bracknell Forest Council 

Slough Borough Council 

Reading Borough Council 

Royal Borough of Windsor and 
Maidenhead 
West Berkshire Council 

Wokingham Borough Council 

Not sure 

No Response 

In Reading there were 468 responses making up 23% of the total replies. Of 
these 75% were from respondents that classed themselves as white British 
and 6% as white other. The most common age groups that responded in 
Reading were younger than the rest of Berkshire with 20% being 35-44 and 
19% aged 45-54. 

Pattern of use 

Residents were asked what services they used: 94% replied that they used 
community pharmacy, 4% a dispensing appliance supplier (someone who 
supplies appliances such as incontinence and stoma products) and 3% 
internet pharmacy. These results are a similar pattern of use to the rest of 
Berkshire. 
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Reading Borough 
Council 
Rest of Berkshire 

When residents were asked how often they used a community pharmacy they 
gave the following replies, which shows a slightly lower usage than the rest of 
Berkshire but not significantly. 

Figure 25: How often do you use a pharmacy? 

More than Once a month 3–11 times a Less than 3
 
once a month year times a year
 

Additionally residents were asked about the type of services they currently 
use at their local pharmacy: As could have been expected the most common 
reason is to get prescriptions dispensed (30%) and buying over the counter 
medicines (19%). The results show how the respondents value to (voluntary) 
collection of prescription service provided by pharmacists. 

Figure 26: Which of the following service do you currently use at a pharmacy? 

4% 4% 

19% 

30% 

Blood pressure check 
4% 

Early morning opening (before 
5% 9am)

Flu vaccination 

Buying travel medicines (e.g. anti-
malarials)
Sunday opening 

5% 

7% Late night opening (after 7pm) 

Medicines advice and reviews 

Collection of prescription from my 
surgery
Buying over the counter medicines 

8% 

14% Prescription dispensing 

We also asked respondents’ about the type of services they would like to see 
at a community pharmacy, whilst dispensing and medicines are still important 
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7% 

7% 

8% 

9% 

9% 
12% 

12% 

15% 

and respondents again wish to see extended opening times,  14% would like 
to see late night opening and 12% Sunday opening. 

Figure 27: Which of the following services would you use at a pharmacy, if
available? (Top 10 responses) 

7%Buying travel medicines (e.g. anti-malarials)
 

Medicines advice and reviews
 

Early morning opening (before 9am)
 

Electronic prescription service
 
14%
 

Minor Ailment Scheme (access to certain subsidised
 
over the counter medicines to avoid a GP visit)

Collection of prescription from my surgery
 

Sunday opening
 

Buying over the counter medicines
 

Late night opening (after 7pm)
 

Prescription dispensing
 

Access to pharmacy 

Respondents state they have good access to services with 99% being able to 
access the pharmacy of their choice, which is slightly higher than the rest of 
Berkshire response (98%). The commonest reason was proximity to home 
(45%) with 30% stating that proximity to GP was the key factor. 

Figure 28: Reason for choice of pharmacy 

3%4% 12% 

5% 

31% 

45% 

In the supermarket 
In town/shopping area 
Near to my doctors 
Near to home 
Near to work 
Other 

More respondents’ access pharmacy on foot (52%) with 36% using the car. 
84% of respondents can access services within 15 minutes and 14% within 
15-30 minutes. 
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We asked respondents to rate the importance of the various services that 
pharmacies offer. Key is the availability of knowledgeable staff, closely 
followed staff having time to listen and give advice and convenient location. 

Figure 29: How important are the following pharmacy services? 

Home delivery of your medication 

Prescription collection from your surgery 

The pharmacy having a wide range of things I need 

The pharmacist taking time to l isten/provide advice 

Private areas to speak to the pharmacist 

Shorter waiting times 

Knowledgeable staff 

Location 

Late opening times (after 7pm) 

Very Importa nt Important Unimporta nt 

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 

The final section of the survey tested the respondents’ satisfaction with 
services. As has been seen there is a high level of satisfaction across all 
areas, the lowest level of satisfaction was with the waiting times and private 
consultation space – for waiting time 5% expressed dissatisfaction and 
consultation space 6%.   

Figure 30: How satisfied were you with the following services at your regular 
pharmacy? 

Very Satisfied Satisfied Unsatisfied 

Location 

Knowledgeable staff 

Staff attitude 

Waiting times 

Private consultation areas 

The pharmacist taking time to talk to me 

The pharmacy having the things I need 

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0% 
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Recommendations 

The regulations governing the development of pharmaceutical needs 
assessments requires an assessment of pharmaceutical services in terms of: 

x Services currently commissioned that are necessary to meet a current 
need 

x Services not currently commissioned that may be necessary in 
specified future circumstance 

x Services not currently commissioned that may be relevant in the future 
because they would secure improvements or better access to 
pharmaceutical services to address needs identified in the population. 

Essential services 

In order to assess the provision of essential services against the needs of our 
population we mapped and assessed the location of pharmacies, their 
opening hours and the provision of other dispensing services, see appendix 1. 
These are the factors that we consider to be key factors in determining the 
extent to which the current provision of essential services meets the needs of 
our current population. 

Access 

Current pattern of services provides good physical access to patients, with no 
gaps in the 20 minute drive time test. Reading, in comparison to Berkshire is 
not as affluent (see Appendix 8), car ownership is therefore lower so we have 
also mapped the walking times. As has been shown access to pharmaceutical 
services is still good with low housing density in one of these areas meaning 
few residents being unable to access a pharmacy under this measure. 
Though if significant housing developments occur in these areas the situation 
my need to be reviewed . 
In addition Reading has 21 pharmacies per 100,000 population (England 
average  - 20 per 100,000). 

Opening Hours 

All respondents are open Monday to Friday between 9 am and 5 pm 
depending on the day of the week. 86% of providers are open on Saturdays, 
with 43% open on a Sunday.  In addition Reading has three ‘100 hour per 
week’ pharmacists. With the extension of the working week for general 
practice then consideration may need to be given to supporting an extension 
to the number of pharmacists open at similar hours. 

Patient views 

94% of respondents used community pharmacy. The user survey shows that 
respondents are generally very satisfied with pharmacy services in the 
Borough. 99% are able to access the pharmacy of their choice, with 84% 
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being able to access services within 15 minutes. There were lowest levels of 
satisfaction were seen with private consultation space 6% and waiting times 
5% though the levels of dissatisfaction are low. 

Conclusion - Essential services 

Overall the findings show that the pharmacy services currently provided are 
comprehensive and address the needs of Reading residents. Reading 
provision is slightly higher than the England average and will continue to 
match the England average up until 2018 if the ONS forecast population 
growth is accurate, however this population growth should be monitored to 
assess adequacy of provision during this period to ensure no gaps in service 
provision occur. 

In addition it is noted that in both the Health and Wellbeing Strategy and the 
CCG commissioning plans there is a focus on self care, health promotion and 
early intervention services. In essence making it easier for residents to access 
information to understand and manage their own condition with expert 
professional advice and intervention as needed. Pharmacists have a key role 
to play in this and as this is a core essential service we would encourage all 
commissioners to work collaboratively with community pharmacy in this 
endeavour. 

x Promotion of healthy lifestyles 
x Prescription linked interventions 
x Public health campaigns 
x Signposting 
x Support for self care 

Advanced services 

The advanced services are: 

x New medicine service 
x Medicines Use Review and Prescription Intervention (MURs) 
x Appliance Use Reviews (AURs) 
x Stoma Appliance Customisation Services (SACs) 

These services aim to improve patients' understanding of their medicines; 
highlight problematic side effects & propose solutions where appropriate; 
improve adherence; and reduce medicines wastage, usually by encouraging 
the patient only to order the medicines they require and highlighting any 
appropriate changes to the patient’s GP to change their prescription. 

An important feature in the provision of advanced services is the provision of 
consultation areas within pharmacies; this was explored in some depth in the 
pharmacy contractor survey. 86% of pharmacies in Reading provide access to 
consultation areas. Currently there is good provision of MUR medicine 
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services with a minimum of 86% of respondents providing this care which is of 
particular importance to patients with long term conditions. 

Conclusion - advanced services 

Again the purpose of advanced services fits well with the local population and 
the increasing numbers of residents with ongoing conditions and fits with the 
Health and Wellbeing Strategy and CCG strategic plans. 

Pharmacists through their role in dispensing and NMS , MUR services can 
identify key residents at risk of complications and support their care. Current 
service provision is good. However in future the growth in the total population 
with growth also predicted in the number of residents with long term 
conditions service gaps may appear. This may require an extension of the 
current limit of the MUR service able to be supplied by pharmacies (current 
limit 400). 

Work with pharmacy contractors, the LPC and LMC to improve understanding 
and awareness of MUR among patients and the public will be needed. 

Locally Commissioned Services 

Whilst it seems that there are sufficient numbers of pharmacies within 
Reading the JSNA has identified a number of needs that in the future 
pharmacists could potentially address. These services should be made 
available across Reading to allow maximum access and choice for residents 
Figure 31: Summary of identified health needs and potential developments in
Reading 

Identified Health Needs Current service 
provision 
Community pharmacy 

Potential community
pharmacy development 

Adults 
Self care 

Signposting is part of core 
contract 

Strengthen use of 
community pharmacy as 
information hub for 
community contact -
access to voluntary sector 
groups, exercise advice, 

“Making every contact 
Count” – building  on the 
home delivery services 
offered freely through 
many pharmacies to 
identify frail patients at 
risks and support 
preventative integrated 
care 

Medicine utilisation 
reviews 

To build on MUR and 
support wider information 
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Identified Health Needs Current service 
provision 
Community pharmacy 

Potential community 
pharmacy development 

on the specific illness / 
motivational interviewing 
etc – e.g diabetes, 

Health promotion 
campaign 

Develop skills to increase 
capacity and capacity of 
pharmacies teams to 
provide information and 
support healthy lifestyle 
choice - Making every 
count 

Smoking Solutions for health sub 
contract 

Widen participation of 
community pharmacy 

Alcohol Pilot programme in 
pharmacies raising 
awareness of alcohol units 

Expansion of this 
programme into a full 
Alcohol Intervention and 
Brief Advice Service 

Cancer Health promotion 
campaigns - bowel 
screening as part of core 
contract. 

Build on dispensing 
opportunities to identify 
worrying symptoms to sign 
post to care 

Cardiovascular disease NHS health checks Expansion of provision 
within the communities 
focussing on the more 
deprived communities 

Chronic Obstructive 
Pulmonary Disease 
(COPD) 

Medicine utilisation 
reviews 

Develop capacity and 
techniques to support 
inhaler technique 

Anxiety and depression Opportunistic identification 
of at risk groups to sign 
post to support services 

High use of accident and 
emergency 
Minor Ailments 

Previous minor ailment 
pilots 

Potential of pharmacy to 
act as first port of call in a 
range of minor ailments to 
reduce use of GP and 
A&E to 

Older people 

Winter excess death 

Winter warmth 

Sign post vulnerable 
groups to support services 
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Identified Health Needs Current service 
provision 
Community pharmacy 

Potential community 
pharmacy development 

Flu Immunisations Pilot of Flu immunisation 
to at risk groups 

Widen availability of flu 
immunisation to all groups 

Sexual Health Emergency hormonal 
contraception 
Access to condoms  - C 
Card scheme 
Chlamydia screening and 
treatment by PGD 

LARC 

Substance misuse Needle exchange 
Supervised consumption 

PGD  - naloxone therapy 
BBV testing and treatment 

Infectious diseases 

TB 

Blood borne viruses 

HIV 

Potential opportunity to 
increase and sign post 
new residents at risk of TB 
to screening services 

TB Supervision 

Potential opportunity to 
increase and sign post 
new residents at risk of 
BBV to screening services 

Potential opportunity to 
increase and sign post 
new residents at risk of 
HIV to sexual health 
services  

Figure 32 shows identified health needs that could be addressed through 
commissioning of pharmaceutical services subject to a robust business case 
and contractual negotiations. 
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2

3

4

Do you use? 

Community pharmacy .............................................. 

A dispensing appliance supplier?  
(someone who supplies appliances such 
as incontinence and stoma products) ................ 

An internet pharmacy? (a service 
where medicines are ordered on-line 
and delivered by post) .............................................. 

How often do you use a pharmacy? 

More than once a month.......................................... 

Once a mont.................................................................. 

3–11 times a yea ........................................................ 

Less than 3 times a year.......................................... 

Which of the following services do you 
currently use at a pharmacy? 

Sunday opening .......................................................... 

Late night opening (after 7pm).............................. 

Early morning opening (before 9am).................. 

Prescription dispensing ............................................ 

Buying over the counter medicines .................... 

Buying travel medicines (e.g. anti-malarials) .. 

Medicines advice and reviews .............................. 

Delivery of medicines to my home ...................... 

Collection of prescription from my surgery ...... 

Long-term condition advice 
(e.g. help with your diabetes/asthma)................ 

Respiratory Services ................................................ 

Emergency hormonal contraception 
(morning-after pill) ...................................................... 

Cancer treatment support services .................... 

Substance misuse Service .................................... 

Alcohol support services.......................................... 

Stop smoking service ................................................ 

Health tests, e.g. cholesterol, 
blood pressure.............................................................. 

Healthy weight advice .............................................. 

ʻFlu vaccination ............................................................ 

Diabetes screening  Private... NHS... 

Blood pressure check - Private... NHS... 

Which of the following services would you 
use at a pharmacy, if available? 

Sunday opening .......................................................... 

Late night opening (after 7pm ) ............................ 

Early morning opening (before 9am ) ................ 

Prescription dispensing ............................................ 

Buying over the counter medicines .................... 

Buying travel medicines 
(e.g. anti-malarials) .................................................. 

Minor Ailment Scheme (access to 
certain subsidised over the counter 
medicines to avoid a GP visit) .............................. 

Electronic prescription service .............................. 

Medicines advice and reviews .............................. 

Delivery of medicines to my home ...................... 

Collection of prescription from my surgery ...... 

Long-term condition advice 
(e.g. help with your diabetes/asthma) .............. 

Respiratory services .................................................. 

Emergency hormonal contraception 
(morning-after pill) .................................................... 

Cancer treatment support services .................... 

Substance misuse service ...................................... 

Alcohol support services.......................................... 

Stop smoking service ................................................ 

Health tests, e.g. cholesterol, 
blood pressure.............................................................. 

Healthy weight advice .............................................. 

ʻFlu vaccination ............................................................ 

Diabetes screening .................................................... 

Blood pressure check................................................ 

Other (please specify) .................................................. 

............................................................................................ 

P h a r m a c y  U s e r s  S u r v e y  Public Health Berkshire 
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The local Pharmaceutical needs assessment is a survey that Public Health within 
local government is undertaking to make sure that pharmacies across Berkshire 
are providing the right services, in the right locations, to support residents. 
As part of this confidential survey we want to get your views on services, so your 
answers are important to us. The survey is confidential and will be used to plan 
our services. 

Please complete this survey and place it into the collection box 

continued... 
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5

6

7

8

9

a

b

Are you able to get to a pharmacy of your 
choice? 

Yes.... No.... 

Do you use one pharmacy regularly? 

Yes.... No.... 

Reason for using your regular pharmacy 

Location 
In the supermarket .................................................... 

In town/shopping area .............................................. 

Near to my doctors .................................................... 

Near to home ................................................................ 

Near to work.................................................................. 

Other .................................................................................... 

............................................................................................ 

Services 
They offer a delivery service .................................. 

They offer a collection service .............................. 

The staff speak my first language........................ 

The staff are knowledgeable.................................. 

The staff are friendly .................................................. 

Other .................................................................................... 

............................................................................................ 

How do you usually travel to your usual 
pharmacy? 

Walk .................................................................................. 

Car (passenger) .......................................................... 

Car (driver) .................................................................... 

Taxi .................................................................................... 

Bus .................................................................................... 

Bicycle.............................................................................. 

How long does it take you to travel to your 
pharmacy? 

Less than 15 mins ...................................................... 

15 – 30 mins.................................................................. 

30-60 mins .................................................................... 

Over an hour ................................................................ 

How important are the 
following pharmacy 
services? 

How satisfied were you with 
the following services at 
your regular pharmacy? 

P h a r m a c y  U s e r s  S u r v e y  Public Health Berkshire 
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V
er

y
Im

po
rt

an
t

Im
po

rt
an

t

U
ni

m
po

rt
an

t 

Home delivery of your 
medication 
Prescription collection from 
your surgery 

The pharmacy having a wide 
range of things I need 

The pharmacist taking time to 
listen/provide advice 
Private areas to speak to the 
pharmacist 
Shorter waiting times 

Knowledgeable staff 
Location 
Late opening times 
(after 7pm) 

V
er

y
S

at
is

fie
d

S
at

is
fie

d

U
ns

at
is

fie
d 

The pharmacy having the 
things I need 
The pharmacist taking time to 
talk to me 
Private consultation areas 
Waiting times 

Staff attitude 
Knowledgeable staff 

Location 

11 

7 

continued... 

5 

6 

2 of 3��� 

8 



c About You 

My age is: 

Prefer not to say .......................................................... 

65-74 ................................................................................ 

55-64 ................................................................................ 

45-54 ................................................................................ 

70+ .................................................................................... 

35-44 ................................................................................ 

25-34 ................................................................................ 

18-24 ................................................................................ 

I would describe my sexuality as: 

Prefer not to say .......................................................... 

Heterosexual (Straight) ............................................ 

Lesbian ............................................................................ 

Gay.................................................................................... 

Bisexual .......................................................................... 

Other ................................................................................ 

Please tell us your faith or religion: 

Prefer not to say .......................................................... 

Christian.......................................................................... 

Muslim.............................................................................. 

Hindu ................................................................................ 

No faith or religion ...................................................... 

Other ................................................................................ 

I would describe my ethnic origin as: 

British White .................................................................. 

White Other .................................................................. 

Irish.................................................................................... 

Pakistani ........................................................................ 

Asian ................................................................................ 

Indian................................................................................ 

Bangladeshi .................................................................. 

Black Caribbean .......................................................... 

Black African ................................................................ 

Gypsy/Irish Traveller.................................................. 

Other ................................................................................ 

Do you consider yourself to be disabled? 

Yes.... No.... 

What is your marital status? 

Single .............................................................................. 

Married ............................................................................ 

Life-partner .................................................................... 

Civil Partnership .......................................................... 

Other ................................................................................ 

Prefer not to say .......................................................... 

Which of the following best describes your 
working situation? 

I work as volunteer .................................................... 

I am working part-time .............................................. 

I am working full-time ................................................ 

I am retired .................................................................... 

I am not working .......................................................... 

Prefer not to say .......................................................... 

P h a r m a c y  U s e r s  S u r v e y  Public Health Berkshire 

Thank you! 
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