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Presenter
Presentation Notes
We are very pleased to have been invited here today, to talk to you about the JSNA.  

You are our primary audience in many ways and we are very keen for you to hear these messages, so thank you for making space on your agenda for this issue.
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Presentation Notes
This presentation is structured into four parts and will cover

Our approach to tackling the JSNA

What we have learnt about local needs as a result – the key messages

What we are doing to get the JSNA used – communicating

What positive effects it has produced (which will include a few points on what we have learnt that can make it better in future years)
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What positive effects it has produced (which will include a few points on what we have learnt that can make it better in future years)





what is it?

Data taken from multiple sources covering social care, 
health, housing, income, behaviour and services

Information from consultations and extra indicators 
added to make the information more useful locally

Combined them to provide a high level overview

Done a thorough, but not exhaustive, analysis of this 
data to reveal key messages

we are early 
adopters

Presenter
Presentation Notes
I won’t go into too much technical detail here because I think this may be of less interest (and I don’t want to see your eyes glazing over) but the salient points to mention are that:



1. We employed a firm of external consultants (CHKS) who have previous experience of producing JSNA core data sets with other authorities – because we had to act swiftly after the December guidance came out and pull a lot of information together in a short space of time.

2. National information was gathered (e.g. census data and population forecasts) to supplement the data held locally.

3. Council data was grouped by post-code and PCT data by GP practice.  Data collected at GP practice level was then ‘mapped’ into council wards, and vice versa.

4. Two statistical techniques were performed on the data – one to suppress small numbers to ensure confidentiality was protected, and a second to improve clarity by resetting the values of any extreme outliers when displaying the data on a scorecard to prevent all the other results bunching up in the middle and being difficult to distinguish (known as ‘winsorising’).

5. The large amount of data collected has also been supplemented by an analysis of recent consultations to ensure we have including the views of local people in Oxfordshire.

6. Essentially this has given us a core data set consisting of a number of indicators that the government have said are essential, plus a number of optional indicators that we feel it is important to know more about and which will make the information more useful locally. 



The other point to highlight is that we are early adopters – most LAs/ PCTs are not required to produce their first JSNA until 2009



why do it?

To make sure decisions are informed by knowledge

To communicate “the bigger picture” – the totality of circumstances,     
such that all inequalities of a local population are understood

To drive closer working between PCT, social care and other partners 
[we know local people want ‘seamless service’, not just to satisfy government]

Using information is not new – common and consistent evidence 
base is new 

Needs assessment is a process that aims 
to form the rational basis for 
commissioning health and social 
services, ensuring that the development 
of local services:
• addresses the needs of the local 
community and the gaps in provision, thus 
• maximising the benefit to health and
• reducing health inequalities.

Presenter
Presentation Notes
Have to understand ‘needs’ in order to provide/ commission effective services appropriately – it’s about ensuring there is a rational basis for commissioning/ providing decisions.



So essentially, we have combined a lot of data from a variety of different sources to give Social & Community Services and the PCT a common and consistent evidence base that for the first time gives us a high level view that enables us to look at need in a much more holistic way than ever before.  Although most of this data had been available in one form or another previously, the joint nature of this process and the comprehensiveness of this product I think represents something with a great deal of added value.



It is also giving both organisations a greater focus on in equalities.  The PCT has always had as part of its purpose to tackle health inequalities and social work by its very nature often deals with deprivation but the JSNA is, I believe, helping us to bring this to the fore.



Ultimately, every locality should seek to 
have a single community based support 
system for local people focussed on their 

health and well-being.  The JSNA is a 
means to achieving such a system – one 

that binds together local government, 
primary care, community based health 
provision, public health, social care and 

the wider issues of housing, employment, 
benefits advice and education/ training.

- DoH, 2007

why do it?

Presenter
Presentation Notes
The Joint Strategic Needs Assessment (JSNA) in its widest sense is a process that identifies current and future health and well-being needs in Oxfordshire.  The JSNA in its narrowest sense is an actual document, a report, which gives a strategic assessment of need.  This assessment is a means to communicate with people about and raise awareness of the core data set that underpins it.



Using information to develop strategies that inform planning and commissioning decisions is not new.  It is something that most organisations – private and public sector – have been doing for years.  It is something that S&CS and the PCT have been doing for some time too.  But what is new is the fact that they are doing it together.  What doing it together means is that for the first time we have a common and consistent evidence-base across PCT and social care.



This is critical in ensuring that services meet the needs of the local population.  The knowledge this yields underpins the robust evidence-based strategic plans that PCTs and Local Authorities are required to produce.  It also informs the Local Authority Agreement (LAA) and Local Delivery Plan (LDP) for the next 3 to 5 years.



The government’s transformation agenda requires local authorities and PCTs to work ever closer together.  Just as with Children’s Services, which saw social care and education services conjoined, closer partnership working is now required to make sure patients and service users needs’ are being met effectively.  Although, unlike Children’s Services this will not lead to structural change – the PCT and S&CS will not merge.  One of the main mechanisms to making this closer partnership working happen is for both organisations to undertake a Joint Strategic Needs Assessment (JSNA). ‘Locality’ as used in this quotation means Local Authority Area (i.e. Oxfordshire). 



We are not just doing this because the government tells us to.  We also want to work together because we recognise that being successful in meeting residents’ needs more effectively entails altering the pattern of services that arises from the combined effect of both organisations decision making.  We know this is likely to be welcomed by most people who need some support to live healthy and independent lives, as they are often mystified by the need to have separate assessments or to be visited by people from different organisations to get the help they need.



Nationally and locally the JSNA is viewed as a process to help us move towards:

	greater personalisation

	greater investment in prevention

	putting local people and their needs at the centre of planning





What are 
people dying 

of?

What illnesses 
are people 
living with?

key priority areas

What are the 
environmental risks 
to well-being now 
and in the future?

How many 
people are 
over 75?

• responding to an ageing society/ needs of older people

• reducing mortality and improving life expectancy

• meeting the needs of those with long-term conditions

• improving children’s life chances

• increasing healthy lifestyles/ breaking cycle of deprivation

How many 
children are 

living in poverty?

Presenter
Presentation Notes
Given that most of this data is not new it would be surprising if lots of new messages were emerging.  So we have focussed on areas that are largely already priorities.



This is necessary because in theory you can cross reference any indicator with any other indicator in the core data set to see if there is a correlation.  Because there are more than 120 indicators with complete data, this means there is a gigantic number of potential correlations that could be considered (6.68950291 × 10198).  This is more than the number of atoms (estimated at 1081) in the universe.  You could probably rule out immediately as nonsensical at least half of those correlations but that still leaves the possibility of there being as many as there are half the total number of atoms in the universe.  



We cannot give the data analysts an infinite amount of time to examine all these possibilities.  Data analysts are telling me that they need a steer as to what sorts of things to look for in the data – to deal with this ‘atoms’ problem.   It was generally felt wiser to use the data to understand a few key things well, rather than to try and cover all possible areas in rather less depth.  Obviously if anything striking had jumped out that we weren’t expecting we would have brought that to senior management’s attention.

Key messages:

reducing premature mortality and improving life expectancy

meeting the needs of those with long-term conditions

responding to an ageing society and the needs of older people

improving children’s life chances

increasing healthy lifestyles and breaking the cycle of deprivation



These priorities also mean that we are answering many of the questions posed in the JSNA guidance, that were cited to illustrate the sorts of issues that planers/ commissioners would need to understand in order to provide services in the most effective way.  We have used these bubbles in the Assessment publication itself as a way to remind managers and commissioners that the JSNA is not an end in itself but rather a means to inform decision-making that will deliver better services and address need more effectively.



The knowledge that this approach yields is not the end of the process but rather the beginning of a more crucial process to ensure the usage of such knowledge informs managers’ day job and business as usual.



key messages – ageing (1)
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Presenter
Presentation Notes
The first graph in the left hand corner shows that Oxfordshire is ageing – the outline is the population in 2016 (which is the most reliable forecast).

The second graph in the right hand corner shows a much starker picture of ageing by 2029 – notice that the pyramid is almost an oblong!

This is very much in line with England as a whole.



Within Oxfordshire, the four rural districts behave rather similarly (illustrated by West Oxon in the bottom right) – the proportion of young people shrinks and that of older people grows.

Oxford City however (shown on the bottom left) behaves rather differently.



key messages – ageing (2)

Rate of increase/ decrease of different age groups as a 
proportion of population 2007-2016

-10

-5

0

5

10

15

20

25

30

35

Children Adults Older People

Oxfordshire Cherwell Oxford South Vale West

Presenter
Presentation Notes
This is essentially another way of presenting the same information.



This graph clearly shows two things:

1) Oxfordshire as a whole is ageing rapidly

2) Oxford city goes in the opposite direction to the rest of the county – growth in the proportion of children increases while the proportion of older people stays relatively static



key messages - ageing (3): growth map
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Presentation Notes
This plots the same information but this time visually on a map.  The first map is over 75s; the second over 85s



genitourinary 
diseases

other

pneumonia, 
asthma, influenza, 

etc.

cancer 28.5%

heart disease, 
hypertension, 
stroke, etc.

 accidents and suicide

 mental disorders (e.g. dementia)

nervous system diseases

key messages - mortality

28.5%

liver disease, hepatitis, 
pancreatitis, etc.

12.6%

32.2%

5.6%

4.1%

3.6%
2.9%

2% 8.4%

Causes of death (2006), Oxfordshire PCT

Presenter
Presentation Notes
This chart shows the significance to mortality figures of the main disease classifications and other causes of death (such as accident and suicide).

It shows that diseases of the circulatory system outweigh cancer as the main killer.



What this means for Oxfordshire as a whole is not clear, as the NHS needs to treat all conditions and diseases not just the most numerous.  However, it does perhaps suggest that there may be large gains to be had by encouraging people to take better care of their heart or to have flu jabs.



If this information is broken down by district or ward area, or by different GP practices or consortia it could be useful to show specific outliers where their population has much higher (or lower) than average rates of disease, which again could suggest an area for further investigation to see why that might be and what could be done about it.



key messages - mortality

25.8%
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30.7%
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2.5% 7.9%

Causes of death (2006), Oxford City Consortia

Presenter
Presentation Notes
This chart is presented to illustrate how comparisons can be made using the mortality data by showing how Oxford differs from the county average.



You can clearly see that it has lower than average levels of diseases of the circulatory system and dementia but higher than average levels of cancer, influenza and liver disease as well as more deaths from accidents and suicide.  Many but not all of these difference may be accounted for by their differing demographic profiles (lower proportion of older people, more students, etc.).



North East
Oxfordshire

North 
Oxfordshire Oxford City South East

Oxfordshire Vale West 
Oxfordshire

% for whole
county 

Total 
Numbers

Asthma (3) 5.9% 6.0% 4.7% 6.3% 5.8% 6.5% 5.7% 37,921

Hyper-tension (1) 11.3% 12.0% 8.3% 12.8% 11.7% 12.9% 11.0% 73,634

Cancer (9) 1.3% 1.1% 0.9% 1.4% 1.1% 1.3% 1.1% 7,557

CHD (6) 2.8% 2.9% 2.1% 3.1% 2.9% 3.0% 2.7% 17,980

Kidney disease (4) 4.7% 3.9% 2.1% 3.0% 4.6% 3.0% 3.4% 22,768

COPD (10) 1.6% 0.9% 1.6% 0.8% 0.5% 0.4% 1.0% 6,920

Dementia (14) 0.7% 0.3% 0.5% 0.3% 0.2% 0.2% 0.4% 2,536

Diabetes (5) 4.5% 2.8% 4.5% 2.5% 1.6% 1.3% 3.1% 20,598

Epilepsy (13) 0.8% 0.5% 0.7% 0.4% 0.3% 0.2% 0.5% 3,455

Heart Failure (12) 0.9% 0.7% 0.9% 0.5% 0.3% 0.3% 0.6% 4,333

Learning Disability 0.3% 0.2% 0.3% 0.2% 0.1% 0.1% 0.2% 1,363

Mental Health (11) 1.0% 0.7% 0.9% 0.6% 0.4% 0.3% 0.7% 4,557

Obesity (2) 8.6% 7.0% 9.4% 5.6% 3.7% 4.3% 6.8% 45,504

Palliative Care (16) 0.1% 0.1% 0.2% 0.1% 0.1% 0.0% 0.1% 705

Stroke (8) 2.3% 1.4% 2.3% 1.2% 0.7% 0.5% 1.5% 10,178

Hypothyroidism (7) 3.0% 2.1% 3.1% 2.0% 1.1% 0.9% 2.2% 14,649

key messages – long-term conditions

Presenter
Presentation Notes
I put this up to illustrate some of the different ways that information can be presented but I don’t want you to get too hung up trying to take in all the figures.  I will draw out a few key points for you.



What it is really showing is the degree to which the six different GP practice consortia have similar of differing needs, in terms of the long-term conditions that their patients experience.  The consortia run across the top and the different conditions go down the side.   The colours are included to show when a consortium has a lower level of need than the middle fifth (green) or a level of need that is higher then the middle fifth (i.e. more then 10% lower than the average), which is red.  NB It should be remembered that these are all relative positions in relation to the rest of Oxfordshire – these numbers could be very low when compared to the national average or to other areas.  In future years, as more and more places complete a JSNA, absolute judgements will be able to be made about how Oxfordshire’s position stacks up when compared to the rest of the country.



An immediate observation is that:

hyper-tension (high blood pressure) – 11%, obesity 7%, asthma – 6%, kidney disease – 3% and diabetes – 3% are the most common conditions, so demand for services which address the needs of people living with these problems will be highest. 

mental health needs are highest in the city

it is also interesting that Oxford City GP Commissioning Consortium is almost a mirror image of South East Oxfordshire and West Oxfordshire consortia.  North East Oxfordshire is similar to Oxford, which probably reflects the fact that Banbury shares many of its urban characteristics.

North East Oxfordshire consortium has to deal with very high rates of dementia.  One would hope to see this reflected in, say, the quantity of training accessed in this area to alert practitioners to the need to ask patients about this issue to help ensure effective early intervention.  Links with social care need to be well developed in this area. 

The North East consortium also has the highest rates of kidney disease (almost 40% higher than average for Oxon) and epilepsy (60% higher) – again we’d hope to see that reflected in the distribution of services.



As with most of the statistics in the JSNA, these figures do not give causal explanations and may reveal data anomalies as much as ‘real’ problems.  They should be used to suggest areas in need of more detailed examination.



key messages – long term conditions

West Witney West;  Witney North;  Carterton North West;  Bampton 
and Clanfield; Ducklington;  

Vale Wantage Segsbury;  Shrivenham;  Marcham and Shippon;  
Longworth;  Greendown

South Woodcote;  Thame North;  Garsington;  Didcot Northbourne;  
Chinnor; Chalgrove;  Benson

Cherwell
Launton;  Kidlington North;  Hook Norton;  Bicester West;  
Bicester East;  Banbury Ruscote;  Banbury Hardwick;  Banbury 
Calthorpe

25 wards have high proportions of people living with a long-term 
condition (over 40%) and a higher than average projected growth in 
the proportion of their population aged over 65 years (above 25%)

Presenter
Presentation Notes
This slide is presented to show you how two indicators can be cross-referenced to produce a more specific bit of analysis.



There are a number of wards in the county which have high concentrations of people living with a long term condition (who are often older people).  There are also a number of wards which have a higher than predicated growth in the proportion of their population aged over 65 years.  Either one of these indicators could be used to target attention at those particular places – however by combining them we can identify the particular locations where both factors exist.  This can produce better identification of need than examining any particular indicator on its own.  A ward with high proportions of people living with long-term conditions which experiences average or even low levels of growth in its older population is likely to have falling levels of demand in future for services.  Similarly, an area with increasing numbers of older people but whose existing older population have average or low prevalence of long term conditions, might also be expected to have slower gro3wth in demand for services.



key messages – children’s life chances

• In 2007, 18,500 (out of more than 130,000) were living in poverty = 14%

• Highest proportion live in Oxford, substantially lower rates, below 11%, in 
the South, West and Vale 

• Over 40% of children in St Mary’s ward live in poverty – 14 wards have  
high growth in children and high levels of poverty (10 of which are in Oxford)

• One lower super output area within Barton and Sandhills is within 3.1% of 
the worst in the country (9 are within poorest 10%)

• Rates of teenage conceptions are lower in Oxfordshire than elsewhere in 
England BUT inability to hit targets causes concern (rate in Oxford twice that 
of South Oxon and exceeds UK average)

• 30 wards where the proportion of children is reducing at a faster rate than 
the overall county decline – ?disinvestment opportunities? none in Oxford

Presenter
Presentation Notes
We know the number of children living in poverty, and we know where they are.  Not just by district but by ward too.



Just as for the earlier slide, which showed the cross referencing of demographic data about older people with long term conditions, we can do similar cross tabulations with this data.  For example, we can look at which wards have the highest forecast growth in the proportion of children and greatest number of children living in poverty.  There are 14 such wards, 10 of which are in Oxford.



When figures are considered at the most local level, 9 lower super output areas (each of which include approx 1,500 people), are within the poorest 10% of areas in England for income deprivation affecting children.  One lower super output area within the Barton and Sandhills ward is within 3.1% of the absolute poorest in the country. 



There are also areas where the proportion of children is declining faster than average.  It is always difficult to reduce services (and sometimes politically unpalatable) but equally, given that JSNA data can help to target where increased investment is likely to have the greatest benefit, it can also be used to suggest where less intensive or expensive interventions could be trialled.



key messages – children’s life chances
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Presenter
Presentation Notes
This slide just shows graphically where the 14 wards identified in the last slide are located – as well as illustrating yet another way information may be presented.  Scatter graphs like these can be produced very easily and can be used either to demonstrate the existence or absence of a correlation between two indicators or to create quadrants (like the Boston Consulting Group Matrix) for analysis (where the cut offs between quadrants, the thin turquoise lines in this instance, can be altered at will).



key messages – lifestyle and deprivation

Lifestyle choices have huge impact on health

• smoking – fewer smokers than national average, quit target not hit

• diet – 12-25% children eat no breakfast, cholesterol target not hit 

• physical activity – Oxford lower participation than England & Oxon

• alcohol – three targeted programmes offering brief interventions

• obesity – levels appear to be rising but this year baseline data taken

Often associated with inequalities and deprivation. 

Ensuring people are better committed to their own health, will 
dramatically improve cost-effectiveness of the NHS (Wanless, 2004)
(estimated savings of between £5 - £11 for each £1 invested)



JSNA:
Messages from Consultation

Sara Livadeas/ Lisa Gregory

18 Sep 2008

Presenter
Presentation Notes
In subsequent iterations of the JSNA we will need to involve the public and consult them on what they think about the priorities we have identified and what they have to say about the need they can identify.  Because this was the first time the JSNA was produced it was hard to consult people beforehand as we had nothing to show them or involve them in.  To make up for this first year difficulty we drew upon a raft of existing consultations carried out by various different organisations, which have been audited to distil some common components and findings.  This consultation audit can be accessed to find out the precise nature of the consultation and who carried it out.



• Overall satisfaction with the area is higher 
than average

• Most residents feel they cannot influence 
decisions

• Satisfaction with recreational services is 
higher than average

• Apart from libraries  - 7/10 satisfied

consultation messages – Oxfordshire



• People are very 
reluctant to plan for old 
age. They find it 
extremely difficult to 
imagine.

• People want to continue 
working indefinitely. 
Work is important in 
providing shape and 
social contact in 
people’s lives.

consultation messages – approaching old age



• People resent having to pay for care. They do not 
see why they should have to ‘pay twice’ when they 
have already paid National Insurance.

• People do not distinguish between NHS and social 
care.

• Older people want good information and easy 
access to services.

• Day service users prefer attendance at a day 
service to help at home.

consultation messages – approaching old age



• People are more satisfied with the NHS than 
average 83%

• Areas of dissatisfaction include: 
– access to dental care; 
– waiting times for appointments with GP

• Low recollection of choice being offered

consultation messages – NHS



• Staying independent is crucial, people don’t want to 
be a ‘burden’.

• Most people were happy with equipment supplied to 
them, but training on how to use it was not always 
provided.

• Carers want emergency back me up services, and 
flexible respite.

• Mental health service users want to see the PCT, OCC 
and OBMH working together to support involvement.

consultation messages – family relationships



• People with Learning 
disabilities say transport is 
essential to them having 
good opportunities and 
choices in their lives.

• People with Learning 
Disabilities fear 
‘personalisation’ as a 
possible means to deliver 
cuts to care packages.

consultation messages – younger disabled people



• Consultation audit will be regularly 
updated and messages from 
consultation will be made available to 
people planning and commissioning 
services

future consultation

Presenter
Presentation Notes
It is only right and proper that different organisations continue to conduct their own consultations on services and needs appropriate to their areas of involvement with people's lives.  The JSNA does not remove or replace that requirement.  However, the audit of consultations that is carried out will help to disseminate the findings from individual pieces of consultation and make them available to a much wider audience.



a visual representation – the ‘helicopter view’

Presenter
Presentation Notes
We have had a look at a few other places in the country that have produced a JSNA but these have usually been unitary authorities which have a much smaller and compact geographical area.  They are therefore fortunate to be able to present information about their entire area quite succinctly.  Oxfordshire covers a huge area – 82 GP practices and 136 wards – which makes it hard to say things at the right level – to be specific and yet to examine things right across the county.



This wall chart is an attempt to communicate a lot of information in an appropriate and digestible way.  We feel that the human eye can naturally take in visual things and will tend to look for patterns.  This grid, which is in effect a geographical map of the county from north to south (based on the 13 children’s localities that many people naturally respect and live by in terms of the places to which they are attracted on a daily basis), allows you to see where there are patterns.  Because the shading is relative – places are red or green in comparison to other parts of the county – the grid will always be red or green, but if there were no inequalities or correlations between different factors then the pattern would be random.  However, this clearly shows were there are concentrations of lower or higher need, and lower or higher provision.  The last two columns summarise each ward’s relative ranking for all the needs covered by the chart versus all the provision/ take-up of the services covered by the chart.  In essence, where there is high need (red) this should perhaps be accompanied by high provision/ take-up (green).  So any wards which are red-red (high need low provision) or green-green (low need high provision) are worthy of further investigation.  

The chart generally doesn’t give certainties it merely highlights potential inequalities worthy of better investigation.



The chart thus enables us to see visually if our collective actions are making any difference to the level of inequality – are we turning any areas formally out of balance into better alignment between need and services.  Are we making wise investment and disinvestment decisions – in short are we spending our resources on the right things in the right way.



technical stuff…

JSNA Data map key

5 4 2 1

1 4 5

Indicators are ranked into 'quintiles' - colour schemes 
The colours depict relative scores within Oxfordshire - 
red reflects comparitvely low score, not necessarily a 
bad one.
I have tended to depict higher needs and lower levels 
of service in red (and vice-versa).

Lower than average Higher than average 

Worse than average Better than average 

For indices where a judgement about desirability 

• A way of looking at a summary view

• Highlights patterns for further 
investigation rather than detail

• Highlights inequalities rather than 
‘good/bad performance’

• Some indicators are not always clearly 
good or bad – and not all of them lend 
themselves to this format.

• Grouped into CYPF ‘localities’ to give 
an overview

• Ordered by IMD within each locality

Presenter
Presentation Notes
Skip this slide unless people need to see the explanation of how to read the wall chart – better explained in speech.



helicopter view – what does it show?

• Geographical areas of high need clearly identified – blocks identify 
types of demand

• Geographical pattern of service provision – both health and social 
care

• Inequalities highlighted – Some wards appear to have unequal balance of 
services and needs e.g. Berinsfield, Chalgrove.

• Many correlations between factors – e.g. deprivation, ethnicity: need to 
pick out key messages

• Data issues – up to date recording, appropriate area?, first time use.

• This format is flexible and can be tailored to answer queries – should be the start of 
an investigation



where to find information

Outputs on Health & Well-Being Partnership website:

• Assessment (commentary/ report)
• Scorecards
• Wall chart
• Communications plan

www.oxfordshirepartnership.org.uk

jsna@oxfordshire.gov.uk

Questions about the data/ requests for bespoke analysis

turn data into information into knowledgeBiggest challenge = make sure the data is getting used

Presenter
Presentation Notes
The outputs from all of this are essentially four-fold:

1. We have a massive spreadsheet, with almost 20,600 rows and 24 columns, which is simply to big to publish or be useful to none-data heads

2. The headline messages from this data resource have been pulled out and written up in an Assessment

3. The scorecards which show the results for each area for every indicator are being published, one indicator to a page.  There are approximately 180 indicators, although we have only published about 150 of them, so these are fat publications.  The most important thing to appreciate about the book of scorecards is that the data can be viewed in two ways;

	one, which we are calling the Ward Based view, breaks down the information by ward and districts and is designed to appeal to local authority type audiences, and

	the other which we are calling the GP Practice Based view, breaks down the information by GP Practice Consortia and is designed to appeal to health audiences.

4. A wall chart which displays a large percentage of the indicators visually, to give a good sense of the relative need of different wards and the extent to which services are provided.  Since social deprivation is a highly significant factor contributing towards many aspects of health and social care provision, the wards on the wall chart and the scorecards are ordered using the latest Index of Multiple Deprivation (IMD) scores from 2007.  This allows a reader to make a swift assessment of whether overall socio-economic deprivation is a key contributor for any other indicator.



The Assessment and the wall chart have been published (this will be true as of 31-Jul-2008).  These are intended as communication tools to give an overview.  After that we recognise that many people will need support to help unpick the messages and make best use of the data.  The approach we are taking is not simply to put the data out there and then expect it to be used and made sense of.  Instead, one of our major decisions with regard to the overall approach has been to try and generate ‘pull’ factors to drive the JSNA forward, and so our strategy is very much to produce an assessment that demonstrates what can be gleaned from the core data set rather than trying to ‘push’ it forward by predicting everything anyone might like to know.  Obviously the key messages have been included but part of the communication process is about encouraging people to request their own analysis of the data for their particular planning or commission purpose.  We are in effect offering to interrogate the data in any tailor made way that people see as useful, and have set up a system to log these requests via a dedicated mail box, to which the PCT also have access.   Keeping this log  will allow us to demonstrate active uses and benefits from the JSNA and will give us a better idea for next time as to the sorts of correlations and investigations people find most useful. 



It is worth emphasising again what I hope is becoming a recurring theme – that thought it may sometimes feel to us like we have finished a piece of work (i.e. producing the JSNA) in reality the work has only just begun – the real task is making sure the data is turned into knowledge which is then used as a rational basis for commissioning.  Its value lies not in what it says but in what it enables, justifies, or otherwise leads to.  Without it leading to action it is a waste of time.



There is a danger that the press may seize on some of this – papers like statistics – and they may well put their own sensational slant or angle on a story.  That is something we need to accept (it’s what they do) but the view has been that it is better to make people aware of what we are doing rather than not being open about it.  We have taken the approach of publishing all that we have, and are using the Communications Plan to brief our Media Department to make sure they are able to respond to any negatively spun stories.





http://www.oxfordshirepartnership.org.uk/
mailto:jsna@oxfordshire.gov.uk


how are we benefiting from the JSNA?

• informing county council and PCT budget setting for 2009-10

• welcomed as a driver to assist in working more in partnership 
across health and social care (e.g. PIU and DS meeting together)

• viewed as a process to help us move towards:
greater personalisation
greater investment in prevention
putting local people and their needs at the centre of planning
Stronger spotlight on inequalities

• helping us to deepen understanding amongst partners of the need 
for a collective approach – determinants of well-being outcomes are 
multi-factorial and cross-cutting

• ensuring our Sustainable Community Strategy and LAA are 
focusing on the most appropriate health and well-being issues

Presenter
Presentation Notes
The Joint Strategic Needs Assessment (JSNA) in its widest sense is a process that identifies current and future health and well-being needs in Oxfordshire.  The actual document, the report, is a means to communicate with people about and raise awareness about the availability of the information that underpins it.  Producing that information together has brought the information and performance analysts of both organisations into much closer contact, and they are now holding (for the first time) regular joint meetings to discuss not just the JSNA but data and performance issues more generally.



What doing it together means is that for the first time we are looking at the same evidence-base and developing a broader sense of ownership for the outcomes people experience (regardless of which precise bit of a service someone provides).  After all, despite their being different organisations responsible for providing support – that support is provided to the same population – the people of Oxfordshire. 



This is critical in ensuring that services meet the needs of the local population.  The knowledge this yields underpins all the various evidence-based strategic plans that PCTs and Local Authorities are required to produce.  It also informs the Local Authority Agreement (LAA) and Local Delivery Plan (LDP) for the next 3 to 5 years – and gives us a mechanism by which to check that these focus on the right priorities concerning people’s well-being.



how might you use the JSNA?

Councillors may use JSNA data to inform budget setting

Directors may use JSNA to inform commissioning

Service Managers may use JSNA to inform decision making

Unit Managers may use JSNA to allocate staff resources

GPs may use JSNA to inform commissioning

JSNA data can also be used by everyone to determine:
• Training needs
• Investment opportunities
• Disinvestment opportunities
• Communicate knowledge



next steps

To improve the process for next year:

• consult with local people and their representatives

• collect additional data – e.g. obesity, children’s data, sports data

• consider putting user-friendly front end onto the data 

• look at possibilities to move towards live (not static) data

• see if we have the capacity to produce more localised reports – 
e.g. division profiles for councillors

Presenter
Presentation Notes
What we have learnt about our capacity and capabilities?

1. We need to be able to handle this process without recourse to external consultants – management have agreed to recruit extra staff member into PIU

2. We have identified a number of other bits of data that it would be very useful to include next time.  For example this year we have included library data but it would be good to add to expand the amount of information on cultural and sporting activity.  One of the advantages of being early adopters is that we have to some extent used this year as a means to find out what needs to be improved and to iron out some of the difficulties now.  We have learnt that we need to get more data from children’s services.

3. There have been some gaps in the data, and some instances where we can’t map all known clients because we don’t always consistently record postcodes – so some changes in the data collection guidance will need to be made.

4. We have created some tools, largely using Excel, that enable us to look at the data which to a large extent have mechanised a lot of the things one might want to do but you really need to be shown how to use them, although they are quite simple once you’ve had a quick tutorial.  We need to provide appropriate software to put a user-friendly front end onto the data that will enable people to interrogate it for their own purposes much more easily.

5. A step beyond that which some authorities are moving towards is to get much closer to making live data available as it is collected, rather than static data that can be a year or two old.  For example Stockport Borough Council and Stockport PCT are moving in this direction, and we will be keeping an eye on this.  We have some of the applications needed to do that such as Instant Atlas but it also requires making some technical changes to the … platforms that both organisations use.  May be a longer-term goal.

6. We are committed to beginning early and are already planning to make the next meeting of the Steering Group focus on refresh arrangements.  While some things are fresh in the minds we will begin to document what needs to be done – for example CYP&F feel the section on children was a bit ‘thin’ so we are urging the group to consider what additional data should be added.

7. We are planning to create a timetable so that we know what are the key points in the planning and budget process by which refreshed data will be needed and looking to synchronise this with the workloads of those teams that provide government returns and produce data to feed JSNA.  Ensure better alignment in future years.  This year was a bit rushed.

8. We are encouraging senior managers and commissioners to think about how they can best use this process.  We are asking them what questions they are grappling with, so that we can better understand their information needs to inform what should we be looking at next time.  Essentially we are saying “Are the government’s questions the right ones for Oxfordshire or should we be asking our own?”.









any questions?

Presenter
Presentation Notes
In a short presentation such as this I have really only flagged up some of the key aspects of the JSNA.

I would now be very happy to take any questions



book(s) of scorecards

Ward

Score
(plotted)

Median 
For Oxfordshire

Minimum Score 
For Oxfordshire Maximum Score 

For Oxfordshire

Lower 
Quartile

Upper
Quartile

10th

Percentile
90th

Percentile

Presenter
Presentation Notes
In the Ward Based View, the scorecards depict for each ward their relative score on the measure or indicator described in the title, compared with the council average.  



The wards are listed within district council areas and are listed based on their relative score on the index of multiple deprivation, with the first ward having the highest level of deprivation.



In the GP Practice Based View, the scorecards are read in exactly the same way, only the listed results depict for each GP practice their relative score on the measure or indicator, compared with the average for all practices across the six consortia. 







Q. What does the wall chart tell us?  Anything 
surprising, anything expected?

Q. What does the JSNA say for your organisation or 
service that is useful to you?

Q. How well does it do this – how useful do you find it?

Q. How do you think you could use this information?

Q. Is there anything else you’d like to see?

discussion prompts

Presenter
Presentation Notes
As I have said previously – the JSNA is a means to allow us to do something better – not a thing for its own sake.  We want to feel that we have produced it because we need it, not because we can.  It’s not about what computers can do for us, it’s about what we need to provide for need effectively and efficiently.  The JSNA is really only as good as it is used – so we are putting a lot of energy into making sure it is widely understood. 



Now we have the data, it can be made available to many of our partners with an interest in well-being (for example district council planners, commissioners in the voluntary sector, and other interested parties) and a communications plan has been devised to make sure these findings are fed back to practitioners and the local community. The Comms Plan is in place to help us make sure we reach the right people and that everyone who needs to be is aware of the JSNA and hopefully understands what it can do for them. 



This includes a number of actions, such as using all the relevant internal communication channels to cascade awareness through our own organisations – putting articles in internal newsletters, making sure JSNA features as an agenda item on management team meetings, etc.  We have identified what opportunities there are in this regard and are happy to give presentations such as this one or to write briefing papers for people.  This process began with an hour-long presentation and discussion at a Social & Community Services SMT away day, which was very well received – it really seemed to fire people up.  Similar processes are planned within the PCT (I am a joint appointment between NHS and LA) to take it to their Clinical Executive, etc.  Senior managers within the PCT are getting very keen on JSNA because of all the World Class Commissioning guidance that has come out recently (e.g. World Class Commissioning Assurance Handbook, July 2007) highlighting the relevance of JSNA as evidence that they are performing well.



Three workshops are being planned for September to make sure other key stakeholders appreciate what the JSNA and what a wonderful resource it offers them in terms of being able to understand what things are like out their in the communities they serve.  One is for the Health and Well-Being Partnership Board, one for staff and one for councillors and Non-Exec Trust Board members.  This slide can be used to prompt discussions if workshop groups are a bit quiet.



We would also like to receive feedback about this event in particular and the JSNA in general to help us improve how informaiton is presented and to make it available in formats that are more meaningful and useful to different audiences.
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