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Foreword 

The Commissioning for Value packs and the RightCare programme place the NHS at 
the forefront of addressing unwarranted variation in care. I know that professionals - 
doctors, nurses, allied health professionals - and the managers who support their 
endeavours, all want to deliver the best possible care in the most effective way. We 
all assume we do so.  

 

What Commissioning for Value does is shine an honest light on what we are doing. 
The RightCare approach then gives us a methodology  for quality improvement, led 
by clinicians. It not only improves quality but also makes best use of the taxpayersô 
pound ensuring the NHS continues to be one of the best value health and care 
systems in the world. 

Professor Sir Bruce Keogh 
National Medical Director, NHS England  

ò 

ó 



Your Long Term Conditions pack 

This pack contains data on a number of Long Term Condition (LTC) disease areas and elements of care. The 

pack is split by stages along a LTC pathway and enables your local health economy to look at that element 

(such as detection or prescribing) across multiple disease areas. A summary matrix which shows your CCGôs 

position across all these is shown on page 9. Where possible we have also included relevant case studies, 

tools and guidance.  

This pack contains a number of new indicators not included in the previous packs. These are shown as charts 

throughout the pack. 

The information contained in this pack is personalised for your CCG and should be used to help support 

discussions about long term conditions care in your local health economy, to improve the value and utilisation of 

resources.  

One of the main focuses for the Commissioning for Value series has always been reducing variation in 

outcomes. Commissioners should continue to use these packs and the supporting tools to drive local action to 

reduce inequalities in access to services and in the health outcomes achieved. When commissioning services 

CCGs should take into account the duties placed on them under the Equality Act 2010 and with regard to 

reducing health inequalities, duties under the Health and Social Care Act 2012. Service design and 

communications should be appropriate and accessible to meet the needs of diverse communities. 

Previous Commissioning for Value packs and supporting information can be found on the NHS RightCare 

website at www.england.nhs.uk/rightcare  
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http://www.england.nhs.uk/rightcare
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The NHS RightCare programme 

The NHS RightCare programme is about improving population-based healthcare, through 

focusing on value and reducing unwarranted variation. It includes the Commissioning for 

Value packs and tools, the NHS Atlas series, and the work of the Delivery Partners.  

The approach has been tested and proven successful in recent years in a number of different 

health economies.  As a programme it focuses relentlessly on value, increasing quality and 

releasing funds for reallocation to address future demand.  

NHS England has committed significant funding to rolling out the RightCare approach. By 

December 2016 all CCGs will be working with a RightCare Delivery Partner. 
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NHS RightCare and Commissioning for Value 

The approach begins with a 
review of indicative data to 
highlight the top priorities or 
opportunities for transformation 
and improvement. Value 
opportunities exist where a 
health economy is an outlier 
and will most likely yield the 
greatest improvement to 
clinical pathways and policies.  

Phases two and three then 
move on to explore What to 
Change and How to Change.  

Commissioning for Value is a partnership between NHS RightCare and Public Health England. It 

provides the first phase of the NHS RightCare approach ï where to look.  



ǒ  Hambleton, Richmondshire and Whitbyǒ  East Riding of Yorkshire

ǒ  West Suffolk ǒ  Isle of Wight

ǒ  West Norfolk ǒ  South West Lincolnshire

ǒ  Shropshire ǒ  South Kent Coast

ǒ  South Norfolk ǒ  Great Yarmouth and Waveney

Your CCG is compared to the 10 most demographically similar CCGs. This is used to identify realistic 

opportunities to improve health and healthcare for your population. The analysis in this pack is based on 

a comparison with your most similar CCGs which are: 

To help you understand more about how your most similar 10 CCGs are calculated, the Similar 10 

Explorer Tool is available on the NHS England website. This tool allows you to view similarity across all 

the individual demographics used to calculate your most similar 10 CCGs.  You can also customise your 

similar 10 cluster group by weighting towards a desired demographic factor. 

 

Your most similar CCGs 
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Multi-pathways on a page 
Pathways on a page for 19 different clinical programme areas were included in the Where to 

Look packs produced for each CCG in October 2016. Many refer to Long Term Conditions, 

but rather than replicate them here, CCGs and local health economies are able to view them 

by downloading their packs at https://www.england.nhs.uk/rightcare/intel/cfv/data-packs/  

The matrix on the following page shows an óat a glanceô position for each CCG for all the LTC 

areas covered in this pack against each of those clinical programmes. The CCG is compared 

to the average of the five best/lowest CCGs in their similar 10. 

The matrix is colour coded to help you see if your CCG has óbetterô (green) or óworseô (red) 

values than your peers across the range of indicators within each disease programme and 

LTC area. If your CCG has 'better' or 'worse' performance but it is not statistically significant, it 

will be coloured amber. It will also be coloured amber if performance is balanced (for 

example, one green and one red indicator). These 'better' or 'worse' judgements are not 

always clear-cut, so óneeds local interpretationô (blue) is used where it is not possible to make 

this judgement. For example, low prevalence may reflect that a CCG truly does have fewer 

patients with a certain condition, but it may reflect that other CCGs have better processes in 

place to identify and record prevalence in primary care. These sections will have a p orq 

arrow indicating whether the value is higher or lower than the peer group.  

The indicators which have been mapped into the matrix and methodology are shown in the 

Annex.  

https://www.england.nhs.uk/rightcare/intel/cfv/data-packs/
https://www.england.nhs.uk/rightcare/intel/cfv/data-packs/
https://www.england.nhs.uk/rightcare/intel/cfv/data-packs/
https://www.england.nhs.uk/rightcare/intel/cfv/data-packs/


Prevention & 

Public Health

Estimated 

Prevalence Detection
Primary Care 

Management Self Care Prescribing Elective Non-Elective

Step-up/ 

Step-down Rehab Outcome End of Life

Breast Cancer < <
Lower GI Cancer <
Lung Cancer =
Neurological = <

Serious Mental 

Illness <
Common mental 

health disorders =
Dementia <

CHD = =
Stroke = <

Diabetes =
Renal < <
COPD =
Asthma =

Musculoskeletal < = <
Frailty <

Multiple 

Conditions

Multi-Pathways on a page 
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Mental health indicators 

We recognise that mental health is not necessarily a long term condition, and that many people are 

able to go on to experience a meaningful recovery from an episode of poor mental health. However, 

we have chosen to highlight variation in relation to services for  people with mental health 

conditions as part of this pack.  

Including mental health conditions, both common mental health disorders such as depression and 

anxiety, as well as severe mental illness (SMI) such as psychosis and schizophrenia, within this 

pack is intended to support commissioners to: 

Å Apply the same NHS RightCare methodology to reducing unwarranted variation in  

mental health services 

Å Consider primary care management and supporting self care for people with mental 

health problems*. Recognising that life expectancy of people with SMI, such as schizophrenia 

and bi polar is reduced by an average of 15ï20 years mainly due to preventable physical illness, 

improving physical health care services and encouraging self-care for this cohort is a key priority 

for commissioners and a key priority of the Five Year Forward View for Mental Health 

Å Consider the importance of addressing mental health need within other long term 

condition pathways** including early access to psychological services  and integrated 

psychological services  

*Further guidance on how CCGs can address premature mortality for people with SMI will be issued early in  2017 

**Commissioners should also consider the interface between LTC and mental health for children and young people, as 

similar variation in relation to services exists. 



Prevention 
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Definition: The percentage of people aged 18+ who are self-reported occasional or regular smokers

Source: General Practice Patient Survey (GPPS)

Year: July 2016
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3455 Ppl.

England 16.4 Best 5 14.0

The percentage of people aged 18+ who are self-reported occasional or regular smokers 
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Definition: Percentage of adults classified as overweight or obese (estimated prevalence)

Source: Active People Survey, Sport England, Fingertips, Public Health England

Year: 2012-14
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127 Ppl. (NSS)

England 64.6 Best 5 65.1

Percentage of adults classified as overweight or obese (estimated prevalence) 
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Definition: tǊƻǇƻǊǘƛƻƴ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ƳŜŜǘƛƴƎ ǘƘŜ ǊŜŎƻƳƳŜƴŘŜŘ Ψр ŀ ŘŀȅΩ ƻƴ ŀ ǳǎǳŀƭ Řŀȅ

Source: Active People Survey, Sport England, Fingertips, Public Health England

Year: 2014

14

England 53.5 Best 5 59.4

tǊƻǇƻǊǘƛƻƴ ƻŦ ǘƘŜ ǇƻǇǳƭŀǘƛƻƴ ƳŜŜǘƛƴƎ ǘƘŜ ǊŜŎƻƳƳŜƴŘŜŘ Ψр ŀ ŘŀȅΩ ƻƴ ŀ ǳǎǳŀƭ Řŀȅ 

54.4 54.7 55.8 56.2 57.6 58.6 59.3 59.6 59.7 59.8 61.7 

0

10

20

30

40

50

60

70

80

South West
Lincolnshire

South Kent Coast East Riding of
Yorkshire

West Norfolk West Suffolk Isle of Wight South Norfolk Hambleton,
Richmondshire and

Whitby

Great Yarmouth
and Waveney

Shropshire Herefordshire

0

10

20

30

40

50

60

70

80
 Herefordshire  Similar 10  England



Definition: The percentage of physically inactive adults

Source: Active People Survey, Sport England, Fingertips, Public Health England

Year: 2014

15

England 27.7 Best 5 26.1

The percentage of physically inactive adults 
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Definition: Smoking quit rates (successful quitters), per 100,000 population aged 16yrs+

Source: http://www.tobaccoprofiles.info/tobacco-control

Year: 2014/15

16

599 Ppl.

England 2839.4 Best 5 3250.0

Smoking quit rates (successful quitters), per 100,000 population aged 16yrs+ 
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Definition: Rate of alcohol specific hospital admissions per 100,000 age-sex weighted population

Source: NHS Digital

Year: 2015 (Provisional)
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England 117.0 Best 5 63.0

Rate of alcohol specific hospital admissions per 100,000 age-sex weighted population 
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The Commissioning for Value Explorer Tool allows the comparison of two indicators, the diagram below is an example. This is an 
invaluable tool to enable users to assess how one indicator relates to another.  The similar 10 can be highlighted too.  It is important to 
remember that correlations do not imply causation but the relationships can help target where to look. The explorer tool is available here:  
 

http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/ 

y = 4.4137x + 50.526 
R² = 0.5736 
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Prevention: Guidance 

Local health and care planning: Menu of preventative interventions  
Public Health England has worked with partners to identify preventative actions that can improve peopleôs 

health, support quality improvement and potentially save the NHS and the wider system money. This menu 

details interventions that are estimated to give a return on investment (ROI) and can demonstrate cost-

savings to the health and care system over a five year period. The document aims to support local planning 

processes and can be used to inform local commissioning strategies and plans. It follows publication of the 

NHS shared planning guidance and the CQUIN scheme for 2017 to 2019. The menu is a refresh to an earlier 

version and has been updated with new modelling information and links to new ROI tools. It is based on best 

available evidence and data. The menu can be found at: https://www.gov.uk/government/publications/local-

health-and-care-planning-menu-of-preventative-interventions   

 

Optimal Value Pathway for CVD prevention 
NHS RightCare recently published an optimal value pathway on cardio-vascular disease prevention. It has 

been developed in close collaboration with clinicians, Public Health England, Royal Colleges, NICE and other 

stakeholders. The aim is to provide local health economies with a high-level overarching national case for 

change; a best practice pathway; and best practice case studies for elements of the pathway. It can be found 

at: https://www.england.nhs.uk/rightcare/intel/cfv/cvd-pathway/  

https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
https://www.gov.uk/government/publications/local-health-and-care-planning-menu-of-preventative-interventions
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Prevention case study: Increasing smoking cessation 
referrals in Portsmouth  
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The background 
Smoking costs the National Health Service (NHS) in England approximately £2bn a year for treating diseases 

caused by smoking. This includes the costs of hospital admissions, GP consultations and prescriptions. The 

government also pays for sickness/invalidity benefits, widowsô pensions and other social security benefits for 

dependants. 

A standardised method of identifying and referring hospital patients to óstop smokingô support does not exist 

across England. As such there is no systematic and robust means of identifying and referring smokers to 

relevant support mechanisms.   

The approach ï streamlined secondary care system  
The Streamlined Secondary Care System is a whole hospital approach to óstop smokingô support for patients. 

The system includes an innovative electronic referral system that is incorporated within the existing hospital IT 

system. The approach ensures that there is a straightforward and efficient method for referring smokers on to 

their local stop smoking service. It focuses on implementing systems that support staff to deliver óVery Brief 

Adviceô (VBA) and electronically refer patients. The electronic referral system sorts patients by their postcode 

to ensure that they are automatically referred to the correct local óstop smoking serviceô. The system also 

includes an online training programme that provides the necessary knowledge required to deliver VBA in the 

hospital setting. The system was piloted in the Queen Alexandra Hospital within Portsmouth Hospitals NHS 

Trust for three months from November 2011 to February 2012. 

           Continued on the next pageé 
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Prevention case study: Increasing smoking cessation 
referrals in Portsmouth 
The outcomes  
In total there were 187 referrals made via the óReferral Management Systemô (RMS) and 330 referrals made 

overall by all referral methods. This equates to a total increase of 602% when compared to the 47 referrals made 

during the same period in the previous year. 

Prior to the pilot, 55 members of staff were reported as being trained to deliver óVery Brief Adviceô (VBA) by the 

local stop smoking services. From 1st September 2011 staff  were asked to complete the online VBA training 

developed for the pilot. This resulted in a 415% increase in the number of staff trained to give VBA to patients via 

the online training programme. 

The simplicity of the Streamlined Secondary Care System has proven to effectively increase the identification and 

referral of hospital patients into local stop smoking support. 

Key benefits of the approach include:  
Å A simple and time efficient referral system that is easily incorporated within existing day-to-day practice 

Å An effective, accessible and measurable online VBA training programme 

Å A system that enables stop smoking services to respond quickly and efficiently to referred patients 

Å A whole hospital approach that stimulates progress towards providing a supportive environment for patients to 

stop smoking 

The project report detailing the outcomes of the Streamlined Secondary Care System introduced at Portsmouth 

can be found at:  

http://www.ncsct.co.uk/usr/pub/ncsct-streamlined-secondary-care-final-report.pdf 

There is also a link to the National Centre for Smoking Cessation & Training (NCSCT) which provides support to 

organisations conducting smoking cessation interventions: http://www.ncsct.co.uk/publication_introducing-the-

ncsct.php  

 

 

http://www.ncsct.co.uk/usr/pub/ncsct-streamlined-secondary-care-final-report.pdf
http://www.ncsct.co.uk/usr/pub/ncsct-streamlined-secondary-care-final-report.pdf
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Prevention: Best practice and tools 

The National Centre for Smoking Cessation and Training (NCSCT) 

The NCSCT is a community interest company established to support the delivery of smoking cessation 

interventions provided by local stop smoking services. The company delivers effective evidence-based 

tobacco control programmes to óstop smokingô practitioners and other health care professionals. 

Online and face-to-face training courses and modules are available via the NCSCT website which also 

contains a range of other resources. The NCSCT also offers support services, specifically around smoking 

cessation in secondary care, independent service reviews and programme management. 

NCSCT online training and assessment programmes are free of charge and are available to all from their 

website. For more information please visit: http://www.ncsct.co.uk/ 

 

CQUIN scheme for 2017-2019 

A new Commissioning for Quality and Innovation (CQUIN) indicator has been added for 2017-2019 for 

Preventing ill health by risky behaviours ï alcohol and tobacco. For more information please visit: 

https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-17-19/ (Chapter 9 of the specification 

document). 

http://www.ncsct.co.uk/
http://www.ncsct.co.uk/
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-17-19/
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-17-19/
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-17-19/
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-17-19/
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-17-19/
https://www.england.nhs.uk/nhs-standard-contract/cquin/cquin-17-19/
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Prevention case study: East Sussex Making Every 
Contact Count (MECC) 

The background 

East Sussex Better Together (ESBT) is a 150-week programme to develop a fully integrated health and 
social care system in East Sussex by 2018. It aims to deliver against the aspirations set out in the Five Year 
Forward View. As part of this the team has put in place a system-wide prevention programme; with Making 
Every Contact Count (MECC) a key component.   

A pilot funded by NHS Hastings and Rother CCG - and developed in conjunction with East Sussex County 
Council (ESCC) public health - started at East Sussex Healthcare NHS Trustôs (ESHT) Conquest Hospital 
site in 2015/16 to develop and test ways of rolling out the approach. Following the success of the pilot, plans 
are in now place to roll out MECC across the whole health and social care workforce. 
 

The approach 

MECC encourages all those who have contact with the public, through health or care services, to use these 
opportunities to talk about health and wellbeing. It encourages health and social care staff to have brief 
conversations, during routine interactions, on how people might make positive changes, such as stopping 
smoking, eating more healthily or exercising more. 

The MECC programme brings together health care providers, commissioners, public health experts and 
clinicians to design and implement a programme that embeds prevention in the role of every member of staff. 
This has led to the setting up of a MECC project team, commissioning of bespoke training and a roll out 
programme with key specialities. 
 

            Continued on the next pageé 
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Challenges 
Å Challenges in engaging some clinical specialities 

Å Staff unable to attend due to service pressures 

Å Developing referral pathways and referral data transfer systems  
 

Results and key learning 
Over 315 staff have completed MECC training across nine specialities. Feedback from participants has 

been overwhelmingly positive, with 98% reporting they felt better equipped to have healthy lifestyle 

conversations. Key elements for success include: 

Å Senior level buy in across organisations  

Å Dedicated staff time to co-ordinate the programme 

Å Utilising the evidence base to create persuasive arguments for change 

Å Capturing positive feedback from clinicians helps build the case in healthcare settings  
 

Next steps 
Through continuous feedback and evaluation the programme adapts and changes to meet the needs of 

each cohort of participants. 

MECC will be incorporated as a component of ESHTôs óhealth promoting hospitalsô model, which will 

change the environment that shapes staff and patient decisions. It will also be incorporated into 

Connecting4You - a programme in the west of the county. 

           Continued on the next pageé 

 

Prevention case study: East Sussex Making Every 
Contact Count (MECC) 
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More information 
For more information about this case study please email richard.watson6@nhs.net or 

peter.aston@eastsussex.gov.uk  

 

The evidence base 

MECC practical tools:  
https://www.gov.uk/government/publications/making-every-contact-count-mecc-practical-resources  

NICE guidelines:  
https://www.nice.org.uk/guidance/ph49   

 

MECC requirement in the standard contract 

The NHS Standard Contract requires providers to develop and maintain an organisational plan for 
making every contact count, in accordance with MECC principles and guidance (standard condition 
SC8). For more information please visit: https://www.england.nhs.uk/wp-content/uploads/2016/04/2-
nhs-fll-length-1617-scs-apr16.pdf (see page 11) 
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Prevention: Case studies 

Alcohol care teams 

A consultant-led, multi-disciplinary Alcohol Care Team (ACT) in Bolton saved 2,000 alcohol-
related bed days and reduced readmissions by 3%. In Alexandra Hospital an external 
evaluation showed a 43% reduction (from 3,814 to 2,155) in A&E attendances alone, a year 
after the introduction of a small Alcohol Care Team. 

For more information please visit: 

http://www.boltonft.nhs.uk/wp-content/uploads/2012/12/bics_alcoholteam_qipp_11.pdf 

  

Weight management 

Birmingham's Lighten Up service saw a reduction in body weight by 5.6% in 3 months and 
5.1% in 12 months (2011). The average cost for each service user was £68 a year, and 
savings were made by reducing - by nearly half - the number of avoidable referrals. 

For more information please visit: 

http://nhfshare.heartforum.org.uk/RMAssets/Casestudies/SouthBham_lighten_up.pdf  

http://www.boltonft.nhs.uk/wp-content/uploads/2012/12/bics_alcoholteam_qipp_11.pdf
http://www.boltonft.nhs.uk/wp-content/uploads/2012/12/bics_alcoholteam_qipp_11.pdf
http://www.boltonft.nhs.uk/wp-content/uploads/2012/12/bics_alcoholteam_qipp_11.pdf
http://nhfshare.heartforum.org.uk/RMAssets/Casestudies/SouthBham_lighten_up.pdf
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Loneliness and social isolation 

Isolation and loneliness can have a negative impact on peopleôs health. 12% or over a million 

people in England aged 65 and over are persistently or chronically lonely.* 

Å Social isolation and loneliness can increase risk of mortality by a quarter 

http://pps.sagepub.com/content/10/2/227.abstract or http://ow.ly/ibgN305LPwU  

Å Loneliness has strong associations with, and may be an independent or synergistic risk 

factor for depression http://psycnet.apa.org/journals/pag/21/1/140/  

Å In addition it is linked adversely to hypertension, impaired sleep and impaired cognition in 

older people http://onlinelibrary.wiley.com/doi/10.1002/gps.2054/full 

Å Loneliness may follow a number of trajectories including being a long established 

attribute, late onset or decreasing http://ow.ly/QI4o305LPBU 

 

 

* Marmot, M., Oldfield, Z., Clemens, S., Blake, M., Phelps, A., Nazroo, J., Steptoe, A., Rogers, N., Banks, J., Oskala, A. 

(2016). English Longitudinal Study of Ageing: Waves 0-7, 1998-2015. [data collection]. 25th Edition. UK Data Service. SN: 

5050, http://dx.doi.org/10.5255/UKDA-SN-5050-12. Figures extrapolated to national population using latest ONS Populations 

Estimates 

 

 

http://pps.sagepub.com/content/10/2/227.abstract
http://pps.sagepub.com/content/10/2/227.abstract
http://pps.sagepub.com/content/10/2/227.abstract
http://ow.ly/ibgN305LPwU
http://ow.ly/ibgN305LPwU
http://psycnet.apa.org/journals/pag/21/1/140/
http://psycnet.apa.org/journals/pag/21/1/140/
http://psycnet.apa.org/journals/pag/21/1/140/
http://onlinelibrary.wiley.com/doi/10.1002/gps.2054/full
http://onlinelibrary.wiley.com/doi/10.1002/gps.2054/full
http://onlinelibrary.wiley.com/doi/10.1002/gps.2054/full
http://ow.ly/QI4o305LPBU
http://ow.ly/QI4o305LPBU
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Loneliness and social isolation 

Å People with a high degree of loneliness are twice as likely, compared to those with a low 

degree of loneliness, to develop Alzheimerôs disease * 

Å Loneliness can be as harmful for health as smoking 15 cigarettes per day ** 

Å Educational and social activity group interventions that target specific groups and in which 

older people are active participants can alleviate social isolation and loneliness among 

older people http://ow.ly/vfiu305LPIk or  

http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647 

Å A higher proportion of those aged 80 and over reported feeling lonely when compared to 

other age groups (46% compared to the average of 34% for all aged 52 and over)  

http://ons.gov.uk/ons/dcp171766_304939.pdf  

Given the increased likelihood of frailty in older people, the home can become detrimental 

to health. 

 

* Loneliness and risk of Alzheimer disease. Wilson RS, Krueger KR, Arnold SE, Schneider JA, Kelly JF, Barnes LL, et al. 

Arch Gen Psychiatry 2007 Feb; 64(2):234-240 

** Social relationships and mortality risk: a meta-analytic review. Holt-Lunstad J, Smith TB, Layton JB. PLoS Med 2010;7(7) 

 

http://ow.ly/vfiu305LPIk
http://ow.ly/vfiu305LPIk
http://ow.ly/vfiu305LPIk
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
http://bmcpublichealth.biomedcentral.com/articles/10.1186/1471-2458-11-647
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Loneliness and social isolation 

CCGs and Local Authorities should consider working together to routinely identify vulnerable 

older people with frailty using the electronic frailty index or through other local networks who 

are living alone or socially isolated. These individuals should be offered access to social 

activity group interventions in which they can actively participate. 

CCGs and Local Authorities should consider working together at the neighbourhood level, to 

understand and build on existing community capacity and assets to recognise and respond to 

individual needs and circumstances. In particular they should consider pooling resources, 

and intelligence across organisations and developing new partnerships may increase the 

benefits for those who are hard to reach or isolated, for example through working with their 

local Fire and Rescue Service to use Safe and Well Visits to support older people. 

Local Authorities should consider addressing loneliness as an outcome measure of council 

strategies including the Joint Strategic Needs Assessment (JSNA) and the Joint Health and 

Wellbeing Strategy (JHWS) http://ow.ly/JEAA305LQkC  

 

 

 

 

http://ow.ly/JEAA305LQkC
http://ow.ly/JEAA305LQkC
http://ow.ly/JEAA305LQkC
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Multimorbidity and frailty 

Around one in four people have two or more long-term conditions or ómultimorbidityô.  This 

rises to two thirds of people aged 65 years or over.* Multimorbidity is associated with higher 

mortality, adverse drug events and greater use of unplanned care.** 

CCGs and GPs should optimise care for adults with multimorbidity and/or frailty in line with 

NICE Guideline 56, including by considering treatment burden (polypharmacy and multiple 

appointments), patient goals and preparing an individualised management plan (or care plan) 

which includes how they access urgent care.  

The guideline sets out which people are most likely to benefit from an approach to care that 

takes account of multimorbidity, how they can be identified and what the care involves. It 

recommends using a validated tool such as the electronic Frailty Index, PEONY or 

QAdmissions, and, if available in primary care, electronic health records to identify adults with 

multimorbidity who are at risk of adverse events such as unplanned hospital admission or 

admission to care homes.  

The NICE Guideline is available at: https://www.nice.org.uk/guidance/ng56 

*http://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(12)60240-2.pdf 

**http://www.bmj.com/lookup/ijlink?linkType=FULL&journalCode=bmj&resid=354/sep21_16/i4843&atom=%2Fbmj%2F354%2

Fbmj.i5195.atom 

https://www.nice.org.uk/guidance/ng56
https://www.nice.org.uk/guidance/ng56
https://www.nice.org.uk/guidance/ng56
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Unhealthy and unsuitable homes 

The home is the primary óhealth settingô for most people throughout life. There are risks to 
physical and mental health associated with living in a cold, damp, hazardous home, that does 
not meet the householdôs needs, and/or does not provide a sense of security.   

One in five homes in England do not meet a ódecentô standard. It is estimated that the cost to 
the NHS of all homes with significant hazards in England is £2.0bn in first year treatment 
costs alone: excess cold and falls present the greatest hazards.* 

Å There is a clear link between excess winter deaths and cold homes, cardiovascular 

disease, and respiratory illness, and also increases in falls and injuries 

https://www.nice.org.uk/guidance/ng6 and 

https://www.gov.uk/government/publications/cold-weather-plan-cwp-for-england 

Å Falls as a consequence of the home can result in physical injury and can also contribute 

to health deterioration, particularly in older people 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/15810/1426

31.pdf   

Å Unhealthy, unsuitable and unstable housing can have an impact on mental health and 

wellbeing, for example contributing to social isolation http://www.cieh-housing-and-health-

resource.co.uk/mental-health-and-housing/key-issues/  

* Nichol, S, Roys, M, Garrett, H (2015) The cost of poor housing to the NHS, BRE. 

https://www.bre.co.uk/filelibrary/pdf/87741-Cost-of-Poor-Housing-Briefing-Paper-v3.pdf  
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Unhealthy and unsuitable homes 

The health of the following populations is particularly vulnerable to living in an unhealthy, 
unsuitable or unstable home: 

Å People with cardiovascular conditions 

Å People with respiratory conditions (in particular, chronic obstructive pulmonary disease 
and childhood asthma) 

Å People with mental health conditions 

Å People with disabilities 

Å Older people (65 and older) 

Å Households with young children (from new-born to school age) 

Å Pregnant women 

Å People on a low income 

Å People who spend a lot of time at home eg, carers 

 

References as per previous page. 



34 

Unhealthy and unsuitable homes 

CCGs and Local Authorities should consider working together to routinely identify people at 

risk and offer access to integrated services and interventions which can enable the home 

environment to be a healthy one, and in doing so, reduce hospital admissions, length of stay, 

delayed discharge, readmission rates and ultimately improve outcomes, particularly by 

promoting equality. http://www.nhs.uk/NHSEngland/keogh-review/Documents/quick-

guides/Quick-Guide-health-and-housing.pdf and 

https://www.gov.uk/government/collections/housing-for-health  

 

CCGs, Local Authorities and other partners to the Health and Wellbeing Board should 

consider the home and health relationship in conducting the Joint Strategic Needs 

Assessment (JSNA) and incorporate relevant actions in the Joint Health and Wellbeing 

Strategy (JHWS) and all other relevant local commissioning for improved health and 

wellbeing https://www.gov.uk/government/collections/housing-for-health  
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Definition: The percentage of people aged 65+ living alone 

Source: ONS Census

Year: 2011
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Definition: Rate of IAPT referrals per 1000 population (65+)

Source: Improving Access to Psychological Therapies Dataset Annual Reports, HSCIC

Year: 2015/16
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Definition: The percentage of households that experience fuel poverty based on the "Low income, high cost" methodology

Source: Department of Energy and Climate Change (DECC), Fingertips, Public Health England

Year: 2013
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Estimated Prevalence 

38 



Definition: Incidence of breast cancer per 100,000 population (all ages)

Source: https://www.cancerdata.nhs.uk/dashboard/breast.html#

Year: 2012-14
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9 Ppl. (NSS)
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