Public sector equality duty
Annual report 2016

Working together – a healthier Richmond for everyone
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INTRODUCTION
This report for the period January to December 2015 brings together information,
evidence and next steps which demonstrate how NHS Richmond Clinical Commissioning
Group (CCG) is meeting its statutory duties under the Equality Act 2010.
Richmond CCG aims to commission health services which are fair, personal and diverse.
Improving quality includes the promotion of equality and the reduction of inequalities.
This is a key driver to the development of our commissioning and operational plans.
Richmond CCG’s corporate objectives are:
•
•
•
•
•
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Use the experience of GPs and other healthcare professionals to commission
safe, efficient, sustainable secondary, tertiary and community health services
Work closely with our local health providers in primary, social and community
care, the local authority, and community and voluntary sectors to secure the best
services delivered in the best setting for local people
Engage and involve the local population in the decisions we make in the
planning, design, procurement and quality monitoring of services and ensure
sustained focus on improving quality and safety of services
Ensure appropriate constitutional and governance arrangements are in place to
enable the CCG to become a highly effective membership organisation
Ensure the most efficient use of resources to get the best value for patients

LEGISLATIVE CONTEXT
The Equality Act (2010) imposes a duty on all public bodies carrying out public functions
to promote equality and eliminate discrimination.
There are nine protected characteristics covered by the duty: age, sex, race including
nationality and ethnicity, gender reassignment, sexual orientation, religion or belief,
disability, marriage and civil partnership and pregnancy and maternity.
Specific duties that need to be undertaken by Richmond CCG:
•

Annually publish relevant, proportionate information demonstrating
compliance with the Equality Duty. The information must be published by 31
January each year and in an easily accessible format. Consideration needs to
be given to the following;
o Eliminate unlawful discrimination, harassment and victimisation and other
conduct prohibited by the Equality Act 2010
o Advance equality of opportunity between people from different groups; and
o Foster good relations between people from different groups
• Set specific, measurable equality objectives based on the evidence submitted
in January.
• Richmond CCG published the following interim objectives in October 2013.
o Introduce and embed the Equality Delivery System (EDS) equality assurance
framework in our governance arrangements by October 2014.
o Build strong relationships with diverse groups and communities to understand
their needs, priorities and experiences.
• Subsequent objectives must be published every four years.

The Equality Delivery System (EDS) was commissioned by the national Equality and
Diversity Council in 2010 and launched in July 2011. In November 2012, based on an
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evaluation of the EDS and subsequent engagement with the NHS and key stakeholders,
a refreshed EDS – known as EDS2 – was made available in November 2013.
The main purpose of the EDS2 remains to help local NHS organisations, in discussion
with local partners including local population, review and improve their performance for
people with characteristics protected by the Equality Act 2010. By using the EDS2, NHS
organisations can also be helped to deliver on the Public Sector Equality Duty.
From 1 April 2015, the Equality Delivery System (EDS2) has been mandated in the NHS
standard contract. The EDS2 is also being further embedded within the Care Quality
Commission's inspection regime, and it features in the 2015/16 CCG Assurance
Framework for CCGs.
The EDS2 was not introduced by October 2014 as initially identified in the CCG’s interim
equality objectives. The decision was taken to identify specific additional resources to
support the full implementation of the EDS2 into the CCG during 2015 alongside the
review of governance arrangements for both equalities and patient and public
participation during 2015.
The CCG began implementing EDS in September 2015, however, in order to manage
the commissioning team’s work load with new and changing priorities and new staff
joining it was agreed to extend the implementation timeline to mid-2016. EDS results will
feature in next year’s annual report.
3

ABOUT RICHMOND
Overall Richmond is health, safe and rich in assets.
Life expectancy is increasing and mortality is low. Levels of crime and accidents remain
low compared to the rest of London. We have many green spaces, high educational
attainment and high levels of volunteering. However, we do have our own challenges to
face which include:
•
•
•
•
•

An ageing population with a significant number of older people living alone
An increasing number of people living with one or more long term medical
conditions
A rising number of patients with dementia related health problems
Challenges in weight management in both adults and children;
Increasing emotional, self-esteem and wellbeing issues in our school age
population.

A snap shot 1:
•
•
•
•

1

The numbers and proportions of men (49%) and women (51%) are roughly equal.
14% of Richmond’s residents belong to Black and minority ethnic (BME)
communities. The proportion of BME groups in Richmond has risen from 9% to
14% between 2001 and 2011.
Heathfield and Whitton wards have higher proportions of BME populations,
mainly from Asian communities.
In Richmond compared to the age distribution of England there are more people
in the 0-4 years and 30-49 years age groups and less in the 10-24 years age
group.

JSNA Quarterly Newsletter/ Issue 11

June 2014

4

•
•

•
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55% of Richmond’s population identified itself as being Christian, followed by
28% reporting no religion and lower proportions of other religions e.g. Muslim 3%.
12% of people based on data and estimates report that they have some form of
disability or health problem that affects their day to day activities. 2% of people
aged 16-74 years consider themselves to be economically inactive due to a
permanent sickness or disability.
Estimates of the LGB population in Richmond vary. Of the total population 5%
(9,500) are estimated to be lesbian, gay or bisexual.

ORGANISATIONAL CONTEXT
NHS Richmond Clinical Commissioning group (CCG) is formed of 28 GP practices in the
borough of Richmond in two clinical networks – Richmond and Barnes and Twickenham,
Teddington & Hampton.
On 1 April 2013 Richmond CCG took over statutory responsibilities for planning and
funding a number of NHS services for the borough of Richmond from NHS Richmond.
The CCG commissions community services with Hounslow and Richmond Community
Healthcare NHS Trust and is also a partner commissioner in contracts with:
•
•
•
•

Kingston Hospital NHS Foundation Trust
West Middlesex University Hospital NHS Trust
St George’s University Hospitals NHS Foundation Trust
South West London & St George’s Mental Health NHS Trust

NHS England provides strategic policy guidance and performance monitoring through its
national equality and health inequalities team.
This report focuses on progress in 2015 and will cover the following core business areas:
•
•
•
•
•
•
•
•
5

Partnerships and Public health
Commissioning and QIPP
Community commissioning
Contracts, tenders and performance
Engagement and consultation.
PALS and complaints
Serious incidents (SIs)
Safeguarding

CCG GOVERNANCE
Richmond CCG’s Governing Body members have a collective responsibility to ensure
compliance with the public sector equality duty both as an employer and commissioner
of healthcare services.
The Governing Body nurse champions equality and diversity.
The Governing Body also includes a Lay Member for Patient and Public Involvement.
The link between engagement and equalities has been acknowledged and we will
continue to develop and improve our processes and outcomes in both areas.
The Chief Nurse is the executive lead for equality and diversity reporting into the
Executive Management Team, Quality, Finance & Performance Committee and
Governing Body.
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The Director of Public Health is one of the representatives of the London Borough of
Richmond upon Thames (LBRuT) on the Governing Body and helps to ensure that
concerns relating to health and wellbeing are shared between the CCG and the local
authority. The CCG and LBRuT are partners on the Health and Wellbeing Board which
produced the Health & Wellbeing Strategy and the Joint Strategic Needs Assessment
(JSNA)
Implementation of the EDS is being overseen by the CCG’s Community Involvement
Group (CIG). The CIG reports into the CCG’s quality and safety (Q&S) committee
bringing together relevant stakeholders from the statutory and voluntary sector and has
mechanisms for input from the public and patients as required by EDS.
The CIG also has an opportunity for oversight and input into any equality analysis
developed for CCG commissioning work before it is approved by the Q&S committee.
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COMMISSIONING
All commissioning projects (from strategy through to procurement) are required to
complete an equality analysis at the start of the project. This is to ensure that due
consideration has been given to the potential impacts of the project on our local
communities.
During the joint commissioning collaborative (CCG and LBRuT) it was agreed that the
team would use LBRuT’s equality impact needs assessment (EINA) process. Additional
CCG assurance being obtained through reporting to the CCG’s quality and safety
committee (QSC) and shared with the CCG’s community involvement group. In practice
this has not always been successful and highlighted one of the challenges of developing
an effective reporting structure for joint working between the CCG and the Council.
During 2016 the CCG will be developing its own equality analysis process.
6.1 Commissioning intentions
Richmond CCG’s commissioning intentions outline the healthcare commissioning
due to take place in the next 12 months and how the CCG will work to drive up
quality and deliver improvements and better outcomes for patients. The
commissioning priorities are informed by the JSNA, local engagement with
stakeholders and input from clinicians, care professionals and member practices.
Key commissioning priorities for 2016/17 include:
• Primary care development: strengthen joint commissioning as part of South
West London Collaborative Commissioning (SWLCC). Primary care
delegated commissioning. Improve responsiveness and accessibility of
primary care services, aligned with NHS Five Year Forward View and the
Strategic Commissioning Framework for Primary Care Transformation in
London. Develop collaborative working arrangements with Richmond GP
Alliance (RGPA) including seven day working and Prime Minister Challenge
Fund schemes.
• Community: Review existing 2015/16 contracts in order to strengthen
services and identify outcome measures to closely monitor impact. Adopt
outcomes based commissioning approach for community and social care.
• Mental health: parity of esteem to improve mental health services to the level
experienced by physical health. Outcomes based commissioning to be
developed for 2017/18.
• Urgent care: South west London joint procurement of NHS 111. Development
of systems resilience schemes with responsibility for ensuring the effective
6

•

•
•

delivery of urgent care for Richmond. Develop urgent & emergency care
strategy with regional U&EC network.
Planned care: Implement cancer strategy priorities including early detection,
living with and beyond cancer; meeting national performance targets by
improving clinical interfaces. Implement QIPP schemes to strengthen
community provision and encourage self-care. Develop clinical assessment
service (RCAS) including increasing uptake across practices and work with
GPs to use data to inform primary & community service development.
Integrated care: Use Better Care Fund to build on Richmond’s position of
historic joint working with social care – linked to OBC programme.
Children & young people: urgent care; special Educational Needs &
Disabilities (SEND) service integration and commissioning. Child and
adolescent mental health (CAMHS) ongoing development

6.2 Operating Plan 2014 - 16
Richmond CCG’s Operating Plan 2014-16 sets out an overview of how the CCG will
improve health outcomes for the population of Richmond. It also provides detail of
the joint work that is planned during the period with the CCG working in partnership
with LBRuT, in particular adult social care and public health as well as projects that
LBRuT is leading on that will help achieve the CCG’s ambitions.
The operating plan and commissioning intentions are available to view on the
CCG’s website.
6.3 Quality Innovation Productivity and Prevention (QIPP)
The Quality, Innovation, Productivity and Prevention (QIPP) programme is all about
ensuring that each pound spent is used to bring maximum benefit and quality of care
to patients.
The CCG has an established Programme Management Office (PMO) which is a
central support structure that provides support and quality assurance for Richmond
CCG’s priority commissioning programmes, which includes QIPP and the Better Care
Fund. As part of the embedded project management process both equality and
quality impact assessments are included to provide an overview of the potential
impact of any service changes on diverse groups in Richmond. Stakeholder analysis
is also included to ensure relevant stakeholders are identified and engaged as part of
the process.
6.4 Community services
The CCG and LBRuT have set a long term vision to improve the quality of care for
individuals, carers and families living in the borough of Richmond. T deliver the
outcomes that matter to them by encouraging providers to break down organisational
boundaries to deliver health and social care in a way that is seamless, proactive,
efficient and centred on the patient or service user.
In order to achieve this, the CCG and LBRuT agreed that the strategic direction
should be to move towards outcomes based commissioning. The intention is to hold
a single, outcomes based contract for integrated out of hospital health and social
care for adults. The population therefore covers all those registered with a Richmond
GP and all those resident in the borough of Richmond who are 18 years and older.
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Richmond commissioners see OBC as the means to significantly improve health and
wellbeing outcomes by driving efficiency and promoting the integration of out of
hospital health and social care services.
In early 2015 a selection process identified providers who could go through an
assessment and evaluation process for this new contract. Four providers were
selected as coordinating providers (CPs) to go through the most capable provider
(MCP) process. MCP is not a traditional competitive tendering process: it is a robust
ongoing assessment and evaluation process to determine if the group of providers
are the “most capable” to deliver the new outcomes based contract.
To examine the potential impact of the out of hospital health and social care
model and commissioning approach on those with protected characteristics outlined in the Invitation to the coordinating providers Submit Detailed Solutions
(ISDS) - Richmond commissioners undertook an equality impact needs analysis
(EINA).
All protected groups were considered but the groups identified with the highest
potential impact were age, disability, race/ethnicity and carers as set out in section 6.
We chose to assess the impact on carers as they were identified as a specific
population group for consideration in the development of the outcomes framework to
support the new OBC contract.
The following positive impacts of the model were identified:
• Services with an increased emphasis on prevention, early identification and selfmanagement of conditions.
• The potential to improve access to services through increasing delivery of
services out of hospital and the development of integrated services/teams.
• The development and integration of patient pathways, to provide joined up care
for patients, ensuring that they do not have to repeat their story; supporting them
and their carer (if they have one) to better navigate the care available.
• Removing the existing fragmentation, variation and duplication in the local health
and care system. Supporting the effective use of resources and high quality care
available for all.
The following negative impacts were identified:
• Where services may be redesigned and/or provided from a different location,
travel and access for the groups identified above may become an issue. In terms
of communication and information provided to explain the change and a patient’s
ability to travel to a different location and the support required to do this. (It is
noted that if changes to a service result in shorter distances to travel or easier
travel options then this would be a positive impact)
• Accessing services in an unfamiliar environment can cause anxiety for these
groups negatively impacting their wellbeing and experience of care.
• Any change programme will raise concerns about access to services being
disrupted. Concerns have been expressed about new services in the community
needing to be established first before any changes to hospital based services are
made.
• Changes to pathways of care: there may be confusion about the changes and
how to access services. This could potentially hamper or deter people from
accessing services which could lead to their condition deteriorating.
• The feasibility of implementing the new model of care due to capacity and
resources (staffing, information management and technology [IM&T]). This could
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have implications for patients within the groups identified if ongoing care is
disrupted or placing additional barriers to accessing care.
The new out of hospital health and care OBC contract will include the
requirement for the CPs to comply with equality legislation and to ensure that
they are able to meet the needs of all of Richmond’s population: in particular that
they are meeting the needs of protected groups. The CPs will be required to
undertake further equality analysis and engagement to inform any resulting
service changes/pathway redesign.
Richmond commissioners intend to award an OBC contract from April 2016.
6.5 HELP US BUILD A NEW NHS IN SOUTH WEST LONDON
The six CCGs in south west London are developing a new five year plan to improve
health services for everyone. They are working in partnership with local councils,
NHS hospitals, mental health and community service providers and with local people,
patients and key stakeholders. The six south west London boroughs are Croydon,
Kingston, Merton, Richmond, Sutton and Wandsworth. As part of this work, the NHS
south west London collaborative commissioning (SWLCC) programme published an
issues paper in June 2015 which sets out the challenges and initial ideas about how
to tackle them. http://www.swlccgs.nhs.uk/issues-paper
During 2015 SWLCC on behalf of the six south west London CCGs commissioned an
initial equalities analysis of the ideas outlined within its issues Paper Help us build a
new NHS in south west London. The resulting report sets out the findings of the
equalities analysis, first identifying those protected characteristic groups who may
have a disproportionate need for the services. It then explores the potential positive
and negative impacts which may arise should changes to services be suggested in
the future. A set of suggested mitigating actions are then outlined for further work and
consideration. This work will inform projects at both a local CCG level as well as
south west London wide. The full report of the initial equality analysis December
2015 is available on the SWLCC website. The corresponding equality analysis data
pack is available at appendix 1.
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PARTNERSHIPS
Richmond CCG works collaboratively with a range of local organisations and agencies to
strengthen its patient and public participation.
7.1 Health and Wellbeing Board
Richmond Health and Wellbeing Board (HWB) is a forum where representatives from
the CCG, local authority, Healthwatch and the voluntary sector work together to
improve the health and wellbeing of their local population and reduce health
inequalities. Richmond HWB is responsible for developing Richmond’s Health and
Wellbeing Strategy and the Joint Strategic Needs Assessment (JSNA).
7.2 Healthwatch Richmond
We continue to work with and develop our relationship with our local Healthwatch
which has representation as a non-voting member on the CCG’s governing body, the
community involvement group and on a number of commissioning projects including
the outcomes based commissioning (OBC) programme board and mental health
strategy groups.
Healthwatch Richmond has supported the CCG in its engagement to develop an
outcomes framework for commissioning community services. It is also now
9

supporting the CCG in developing an outcomes framework for community mental
health services.

7.3 Community involvement group
The community involvement group (CIG) acts as an engagement and equalities
reference group for the CCG. The group is a valuable source of insight and input
from key voluntary sector and community organisations about local patient and public
involvement in commissioning. Membership is drawn from local organisations and
groups from key population groups including Richmond Carers Centre, Mencap,
Mind, Ethnic Minorities Advocacy Group (EMAG), Richmond LGB&T forum,
Richmond users and carers group, Age UK, Integrated Neurological Services (INS),
and Richmond Advice & Information on Disability (RAID), RUILS plus LBRUT,
Richmond CVS and Healthwatch.
7.4 PPG network
We have continued to support the development of a patient participation group (PPG)
network to bring together representatives from practice PPGs across the borough.
PPGs are made up of volunteers, who meet on a regular basis to discuss their GP
practice services and how improvements can be made to benefit patients.
7.5 South West London Collaborative Commissioning
Richmond CCG is part of the South West London Collaborative Commissioning
(SWLCC), which is made-up of the six south west London CCGs and NHS England.
The SWL CC was formed to develop a five-year strategy for the local NHS in south
west London to address the rising demand for healthcare in the region and the
quality and financial gaps that exist in the current provision.
7.6 Co-commissioning primary care in south west London
Richmond CCG is also working with the other CCGs in south west London to explore
opportunities for co-commissioning primary (joint commissioning). The CCGs
welcome the opportunity to have greater influence over how general practice is
shaped and how this aligns with local plans for out of hospital care and implement of
local Better Care Fund plans. The CCG is currently exploring the option of taking
delegated commissioning of primary care medical services (GP practices) from NHS
England from April 2016.
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CONSULTATION AND ENGAGEMENT
Some of the key engagement activities undertaken during 2015 included:
8.1 Outcomes that matter – community mental health
As the CCG’s OBC programme has progressed the traditional separation between
physical and mental health & care services became very clear and it was obvious
that current services were designed around this historical divide, rather than services
that are focused on the health outcomes that matter most to people.
We therefore decided to extend the OBC programme to include adult community
mental health service. Between January and April 2015 we undertook further
research and engagement with local people to understand what good community
mental health care means to them.
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We began with a high-level literature review to establish draft themes based on
recent and relevant work undertaken locally, nationally and internationally a set of
themes and findings from previous patient experience and engagement about local
mental health services.
We took a discrete and focused approach to engage with carers and service users.
Working with relevant local organisations we met with people in small groups or 1:1
interviews in venues they were familiar with, or regularly attended, to enable people
to speak comfortably about their experiences and aspirations for mental health
services and recovery.
We wanted to speak to adults who were regular users of community mental health
services. The experiences we discussed ranged from the first contact they had with
their GP or talking therapies service, through to living independently in supported or
private accommodation, residential care or more specialist services. We were
interested in speaking with older adolescents whose needs and outcomes will be
important to understand during their transition to adult services. We also spoke to the
carers of people who were regular users of community mental health services. In
total 85 members of the local community with experience of community mental health
services were directly engaged in the process of which 29 were carers.
Some of the key themes that emerged from our discussions with services users and
carers were:
•
early intervention and prevention
•
responsive access to support particularly in a crisis
•
supported planning for the future and access to skills and employment
opportunities to fulfil these
•
age and interest appropriate community support for both service users and
carers
•
consistent and joined-up care and support
•
for service users and carers to know who to turn to when they need help
•
the wish to avoid hospital stays and residential care
•
the desire to live as normal and productive a life as possible in the local
community
The findings from this research and engagement have helped us to develop a further
set of patient and carer outcomes that we can use as part of a new outcomes-based
contract for community mental services. We anticipate this contract starting in April
2017.
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Figure: High level diagram of the key outcomes for community mental health care in
Richmond

We plan to mirror the patient involvement approach planned for the 2016/17 MCP
process for the community mental health contract.
The full report for this engagement project can be viewed on the CCG’s website.
8.2 Most capable provider process for a new out of hospital health and care
contract
During the year we worked with Richmond CVS to establish a user and carer
evaluation group to be involved in the assessment and evaluation of the coordinating
providers. To date representatives from the group have been involved in the interim
assessment of the CPs plans as part of the MCP process. The group will also play a
role in the evaluation of the CPs final submission in early 2016.
8.3 Helping build a new NHS in south west London
To continue a dialogue about the challenges facing the NHS in south west London,
the Office for Public Management (OPM) was commissioned to design, facilitate and
report on six deliberative engagement events, one in each of the six south west
London Boroughs. A total of 309 participants attended the six events – approximately
74% had never attended an NHS event before. Each event had a mix of
representatives from local voluntary and community sector organisations, patient
groups and recruited members of the public. The format of the events encouraged an
in-depth dialogue about the key issues and questions raised in the Issues Paper
aligned to the eight work streams: transforming primary care, out of hospital services,
12

urgent and emergency care, children and young people’s services, maternity care,
planned care, mental health services and cancer care. The full deliberative events
and engagement report can be viewed on the SWLCC website.
8.4 Developing service specifications for homelessness, domestic violence and
ex-offenders’ accommodation services
As part of an LBRuT led service review to inform service specifications for reprocurement of a range of support accommodation services we worked with local
supported housing providers to engage with service users.
Focus groups and interviews were held to identify the types of outcomes that service
users wanted to achieve during their time with the service. Focus groups were used
to engage with homelessness and domestic violence accommodation support
services users. As it proved more difficult to encourage ex-offender accommodation
service users to attend workshops then 1:1 interviews were held for this user group.
Question prompts for the groups and interviews were developed following testing with
service users.
These are traditionally “seldom heard” vulnerable groups for the CCG as they often
find it difficult to access mainstream support services and experience negative
perceptions and stigmatising attitudes. Working with Richmond CVS, service
providers and providing incentives to participate overcame some of these barriers
and individuals reluctance to engage.
Richmond CVS independently evaluated the perception of the quality of participants’
engagement. Participants expressed enthusiasm for the opportunity to be actively
involved in planning, monitoring and evaluating service quality.
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PUBLIC HEALTH
Richmond CCG works closely with the Public Health at the LBRuT: to ensure health
inequalities are reduced and healthcare needs are met through robust evidence
gathering. The CCG provides support for Public Health commissioning responsibilities
which include prevention, sexual health, and substance misuse services and contributes
to strategies and action plans to improve health and reduce health inequalities.
There are many positive examples available which demonstrate how Public Health is
supporting the CCG’s commissioning or working together to improve the health of local
people in the borough and a few are detailed here:
9.1 Joint Strategic Needs Assessment
Producing the Joint Strategic Needs Assessment (JSNA) is a statutory duty of the
Health and Wellbeing Board. It is a joint effort by all relevant stakeholders, analysing
information and evidence to enable local authorities and clinical commissioning
groups (CCGs) to commission services effectively and efficiently.
Richmond’s JSNA is made up of a number of needs assessments for different groups
of the population, each being updated on a regular basis.
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The JSNA also provides in-depth analysis of the protected characteristic groups and
of carers in the borough. This resource is designed to assist commissioners,
providers and staff to understand the different and sometimes similar needs of the
diverse groups within the borough. JSNA profiles on groups and communities.
During 2014, Public Health undertook a review of the JSNA and its associated
processes and products. Two recommendations from the review were to improve
engagement and accessibility.
In 2015 a new more responsive JSNA website was introduced together with JSNA
seminars to raise awareness and provide stakeholders with a forum for feedback and
discussion and the opportunity to shape the Richmond JSNA. The first seminar was
held in January 2015 to promote the new website and the wide range of JSNA
products on offer to inform commissioning, from the Richmond Story to quarterly
newsletters and JSNA newsflashes. A second seminar was held in September and
focused on the JSNA as a tool for commissioning, including presentations on needs
assessments (substance misuse, sexual health) as well as how the JSNA is used to
inform market position statements and commissioning intentions.
9.2 Supporting the clinical networks
As part of Public Health’s core offer to the CCG, the public health intelligence team
produces a quarterly data packs for the CCG’s two clinical networks – Richmond &
Barnes and Teddington, Twickenham and Hampton. The data packs give an
overview of the differences between the clinical networks and between practices
within the network. The information presented in the packs aim to help the clinical
networks understand variation between practices and networks, and stimulate
discussions as to whether variation is warranted or unwarranted. It is suggested in
the packs that the clinical networks may want to discuss the following points:
•
•
•

Where there is there variation within the clinical network - how might this be
explained?
Does this data pack highlight any areas where a clinical network can add value
by working together to reduce unwarranted variation and improve patient
outcomes?
What health intelligence support would the clinical network require to take any
such project/s forward?

The Public Health products provided for the clinical networks are being continually
refined with feedback from constituent practices and network leads.
9.3 Health and wellbeing strategy
A refresh of the Richmond’s Health and wellbeing strategy took place during 2015.
The strategy aims to be concise and purposeful; a tool to influence commissioning,
strategies and action plans. It sets a direction for health, social care and the wider
system within the borough of Richmond. The strategy is owned by the Health &
Wellbeing Board which recognises the value of involving the community and local
stakeholders in shaping decisions about health and social care and the services they
receive. To develop the strategy the Board engaged in a ‘learning by doing’ process,
participating in facilitated seminars to draw out themes and priorities, hosting
listening events e.g. health lifestyles and young people and a consultation on the
draft strategy.
To examine the potential impacts of the strategy on local communities an equality
analysis was carried out. The process showed that there are strong links between
14

protected characteristics and health and wellbeing, and that several groups may be
at a greater risk of poorer outcomes. Whilst the strategy (particularly in relation to the
theme of prevention) will consider a shift towards more universal, place-level
interventions, it is important that, in addition, targeted services are in place to protect
the most vulnerable. The full equality analysis is available on LBRUT’s website.
9.4 Prevention strategy
The Richmond prevention framework 2015-18 is our local joint prevention strategy
developed in response to the Care Act 2014. The aims of the framework are to
prevent the development of long term conditions; reduce hospital admissions and readmissions and delay the need for nursing and residential placements.
There are key links between the protected characteristics groups and health and
wellbeing. People with disabilities or long term conditions, carers, and people who
are alone and feel isolated are found in all social groups and in all areas. The
likelihood of being in one or more of these groups increases with age.
The framework identifies where we need to focus to reduce the inequalities in the
borough and work to build healthy communities. An overview of local health needs
assessments and population health statistics informs the framework. These identified
needs can best be addressed by having a systematic, targeted strategic approach to
prevention and self-care.
The strategy is anticipated to have largely positive impacts on most of the protected
characteristics groups. Potential negative impacts on protected groups may be
observed due to the targeted nature of commissioned services. This may result in
some groups not engaging with services, or the offer not being suitable for the
group’s needs. This risk may be mitigated by i.e. increased monitoring and
evaluation, increase on-going engagement with key groups for example, carers.
The strategic framework is supported by an implementation plan with high level
commissioning intentions which will inform the continuation, redesign,
decommissioning or shifting of resources as appropriate.
View the prevention framework and full EINA
9.5 Lifestyle prevention services
In 2015 the Public Health team procured a new lifestyle prevention service to provide
a more focused model strengthening evidenced based key lifestyle interventions.
The service aims to identify and support people to change health related behaviours
such as lose weight, eat healthily, increase activity etc. to reduce the potential risk
factors of developing long term conditions and increase life expectancy and healthy
life expectancy. The new service links the NHS Health Checks programme to other
lifestyle public health interventions.
Evidence demonstrates the need to improve access to prevention services to those
most in need as well as particular groups. The identified needs in the population can
best be addressed by having targeted strategic approaches for the commissioning of
prevention services. For example, In Richmond cancer is the biggest cause of death
in people under 80 and some cases can be prevented by improving diet and reducing
obesity which if achieved across the population will also reduce diabetes and
cardiovascular risk.
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Long term conditions such as cancer, diabetes and heart disease, reduce healthy life
and their impact upon reducing healthy life years is nearly always substantial in
deprived groups particularly affecting those in certain protected characteristic groups.
The main findings of the equality analysis for the new lifestyle prevention service
indicated that the greatest benefits would be derived by targeting the lifestyle
services at specific priority groups.
In Richmond there are pockets of deprivation and life expectancy is about 6 years
lower for men and 4 years lower for women in the most deprived than in the least
deprived areas (mainly due to coronary heart disease, chronic obstructive pulmonary
disease and cancers).
Reducing the gap in mortality between the most deprived and least deprived is an
important public health goal. However in Richmond only about 9% of the total
population would be categorised as deprived when compared to the rest of England.
The number of people living in Richmond is expected to grow by 3,000 each year,
between 2014 and 2018 there is an expected overall increase in those aged over 65,
with an increased life expectancy. This combination means that the number of those
living with one or more long term condition will increase. Evidence also suggests that
there is an increase in the number of people under 65 who have three or more long
term conditions. This highlights an area of priority for the lifestyle service.
Prevention activity can be much more cost effective in older people if it reduces their
service use. Low cost interventions that increase resilience and help people cope
with ageing are likely to be beneficial.
10 PALS AND COMPLAINTS
The PALS and complaints team deal with enquiries, concerns and formal complaints
relating to local health services commissioned by the CCG. Since April 2013 the number
of enquiries and concerns has fallen because the CCG no longer has responsibility for
the commissioning of primary care services which have traditionally formed the bulk of
enquiries received.
A refreshed process for monitoring patient experience including equalities will be in place
for the PALS and complaints by summer 2016. We will endeavour to have a system in
place that enables us to capture this information in a sensitive manner during what can
be a difficult process for patients. This will be an important source of information helping
us to identify whether certain groups experience problems or have issues/concerns
disproportionately to other groups.
The Complaints and PALS policy sets out the process for accessing the complaints
service to ensure flexibility, access and provision of patient information.
Information on PALS and complaints is available on the Richmond CCG website.
Advocacy provision in Richmond
Patients and members of the public are able to access a number of advocacy services
within the borough including independent advocacy provided by POhWer who provide
information, advice, support and advocacy to people who experience disability,
vulnerability, distress and social exclusion.
Mental health advocacy services are provided by Kingston Advocacy Group for people
with learning disabilities, or lack mental capacity or have other mental health issues.
16

The independent NHS Complaints advocacy service is available to all patients with a
complaint or grievance related to healthcare including complaints about poor treatment.
The service is provided through VoiceAbility who will ensure that any other support e.g.
interpreters, is also available to our patients.
11 SERIOUS INCIDENTS
The CCG has been responsible for the management of serious incidents since April
2013. The CCG is the host commissioner for Hounslow and Richmond Community
Healthcare NHS Trust (HRCH) and reviews and monitors all serious incidents which
affect Richmond patients. The process, which has been assured by NHS England, is
undertaken by the CCG’s Serious Incident Review Group which meets on a monthly
basis. The primary purpose of the group is to scrutinise the reports raised in response to
the incidents to ensure that root causes have been identified and action plans are in
place to prevent recurrences.
The CCG is notified of incidents occurring at other providers, affecting Richmond
patients. However, as Richmond CCG is not the host commissioner, we do not have
access to the details of individual cases. This information is available from Kingston CCG
(for Kingston Hospital and South West London & St George’s Mental Health NHS Trust)
and Hounslow CCG (for West Middlesex University Hospital).
The CCG has been monitoring the number of pressure ulcers that have been reported
during the year and which affect elderly people and other vulnerable groups (e.g.
disabled people). This is an important indicator of quality of care and the CCG is working
with HRCH to ensure education, training and preventative care is appropriately given.
We will ask our local provider to investigate any trends that demonstrate variances in
experiences/incidents of patients with protected characteristics and include this in their
annual audit plan.
We have recently highlighted that we expect some evidence of the process they use
when working with people who lack capacity and this will be shared and reviewed at the
upcoming quality review meeting. This should also lead to an audit of effectiveness of
their processes in regards to this client group.
12 SAFEGUARDING
Richmond CCG ensures that it complies with its equality duties by making sure that all
services it commissions have safeguarding at their core.
The local safeguarding boards and sub groups are supported with appropriate health
representation to provide advice, recommendations and support action.
All commissioned services work together to support safeguarding of adults and children
and have the necessary locally agreed policies and procedures. The CCG gains
assurance that our providers safeguard adults at risk and children through structured
mechanisms that are then monitored through the local safeguarding boards.
The statutory guidance for safeguarding Working Together was revised and published in
April 2015. This has been provided to all health care providers including GPs.
The policies are being reviewed to ensure that they are in keeping with the equality duty
requirements.
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Public Health is working with the CCG to obtain local data regarding women from
countries of origin where there is a high prevalence of female genital mutilation (FGM).
This will provide helpful information in attempts to prevent children and young people
experiencing FGM. The CCG provides regular updates to practice nurses on FGM and
their safeguarding responsibilities to feedback to their practice.
Richmond Safeguarding Children’s Board has comprehensive training around diversity
and safeguarding children which is offered to the multi-agency workforce.
The safeguarding work is guided by the local Joint Strategic Needs Assessment (JSNA),
and London child protection procedures.
The transition of children who have complex needs to adult services is undergoing a
review to ensure that these young people are offered a placement as near to the
borough as possible. This is to provide more access for them to their friends and family.
The safeguarding team attend the domestic abuse forum to provide health input and
clinical support and form part of the risk assessment. Attention is given to the culturally
appropriate support required.
All clients with learning disabilities with whom the CCG is responsible for their care within
an assessment and treatment or inpatient setting are reviewed and monitored 3 monthly
following on from the Winterbourne Serious Case Review recommendations.
The CCG has commissioned specialist training for care providers and service user
representatives on “Deprivation of Liberty Safeguarding” and the “Mental Capacity Act”
and oversee this project.
The safeguarding adult’s team, in partnership with Refuge domestic violence advocacy
service, deliver training to Richmond GPs on adult safeguarding and domestic violence,
with a focus on how these issues affect different cultural groups.
The designated nurse for children in care now works two days a week for Richmond
CCG. This role helps to provide a strategic and professional lead on all aspects of the
health service contribution in Richmond CCG, this includes children who are looked after
and placed out of borough.
13 CONTRACTS, TENDERS AND PERFORMANCE MONITORING
During 2015 the CCG did not undertake any procurement of services.
The CCG uses the NHS standard contract. This includes provider requirements around
“equity of access, equality and no discrimination’ and ‘pastoral spiritual and cultural care.’
During the year the quality team has begun to work more closely with the commissioning
team to ensure the quality aspects of contract monitoring including equalities is given a
higher profile within the contract monitoring process. The quality team is developing a
more proactive approach using the clinical quality review groups to enable the CCG to
seek assurance from its providers about equality and diversity. This includes developing
consistent Richmond requirements within the NHS standard contract under ‘equity of
access, equality and no discrimination’ and ‘pastoral spiritual and cultural care.’
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14 WORKFORCE
Under the Equality Act, organisations employing 150 or more staff are required to report
annually on their workforce profile. In June 2015 Richmond CCG employed 33 people:
equality data is not being published due to the small numbers reported for our staff
group.
In June 2015 Richmond CCG’s staff profile broadly reflects the borough’s demographic
profile* in terms of ethnicity but has a slightly more diverse workforce. In the workforce
52% of staff identify themselves as White British as compared to 71.4% of Richmond’s
population; 10% of staff are Asian as compared to 7.3% of the population; 2% identify
themselves as Black as compared to 1.5% and 5% state their ethnicity as mixed
compared with 3.6% of the borough population. The CCG employs more female staff
than male, with 71.43% of staff female and 28.57% male, compared to 51% female and
49% male in the borough. * Borough data is taken from 2014 demographics information.
Workforce race equality standard (WRES)
The CCG is required to provide information with regard to the workforce race equality
standard (WRES) metrics as they relate to the CCG’s workforce. The CCG is committed
to creating a positive culture of respect for all individuals, including staff, patients, their
families and carers as well as community partners. The WRES metrics include the
responses received to some specific questions from the NHS National Staff Survey. The
CCG took part in the 2015 Staff Survey and is in the process of analysing the survey
results. Any issues highlighted in the survey, both in relation to the WRES questions or
any other areas, will be raised with the internal staff liaison group, the Ways of Working
Group, and the senior management team who will agree an action plan to address any
areas of concern. Any other issues identified via the responses to the WRES metrics
would also be addressed via the senior management team and, if appropriate, the Ways
of Working Group.
15 NEXT STEPS
From this report it is evident that the CCG is paying due regard to equalities in its core
business. However, more work is needed in order to consistently evidence the good
work undertaken: this should include systematic reporting and monitoring of equalities
within the CCG governance arrangements.
During 2016 the following will be undertaken to improve progress in the area of equality
and diversity through additional resources to support the CCG to:
• implement EDS2 by July 2016
• set measurable equality objectives for the next four years 2016 – 2020 by September
2016
• roll out new equality analysis process by September 2016
• develop a “seldom heard voices” engagement programme to reach out and engage
with local communities/groups we are not engaging with. This work will be supported
by the SWLCC grassroots engagement fund.
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