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1. Introduction

This report has been produced to provide the London Borough of Merton 

Healthier Communities and Older People Overview and Scrutiny Panel with the 

information requested regarding Long Term Conditions.

For the purposes of this paper Mental Health conditions (e.g. Dementia) have

not been explicitly addressed.

Although Cancer is not considered a Long Term condition, as it has been 

identified by Public Health Merton as the main cause of premature death in 

Merton it is included in this report.

Merton Clinical Commissioning Group is working to enhance the quality of life 

for people with long-term conditions (in accord with the NHS Constitution) and 

delivery of this outcome is dependent on alignment with both the Adult Social 

Care and Public Health Outcomes Frameworks, and requires 

Whilst continuing to commission disease specific services Merton CCG is 

seeking to provide a person-centred approach to patient care, with the patient, 

rather than their condition, at the centre of care services.  Among the six key 

delivery areas of the Merton CCG Operating Plan areas (each of which will 

have a responsible Clinical Director) there are several which will impact on 

people living with one or more Long Term Conditions, specifically:

partnerships with 

our fellow commissioners of services for Merton’s population.  

Older and Vulnerable Adults 

Keeping Healthy and Well

Early Detection and Management

These key areas will be delivered by Merton CCG in partnership with the Local 

Authority and Public Health (London Borough of Merton). This delivery will be 

supported at a strategic level by the Better Care Fund (formerly the Integration 

Transformation fund) and through the Health and Wellbeing Board.  

The shift of Public Health to the local authority provides new opportunities to 

tackle health inequalities and make a real difference to people’s lives. The 

Merton Health and Wellbeing Strategy has been developed to take advantage 

of the opportunities and takes a broad view of health to address the wider 

determinants of good health and wellbeing. The Merton Health and Wellbeing 

Strategy 2013/14 includes as Priority 3 Enabling people to manage their own 

health and wellbeing as independently as possible.
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2. Types of LTC in Merton

The following information has been provided by Public Health Merton

Overall for premature deaths (that is deaths in people aged under 75 years of 

age- many of which are considered preventable), in the period 2009-11 Merton 

had 1,204 premature deaths which equates to 236 premature deaths per 

100,000 population adjusted for various factors, including the age of the 

population. Out of 150 local authorities this ranked Merton at 29th putting Merton 

overall in the ‘best outcomes’ category.

In terms of under-75 mortality rates from all causes, in 2010 Merton had a 

directly standardized rate of 220.77 per 100,000 population, compared with 

272.77 for England and 271.87 for London. This equates to 1157 deaths in 

Merton from all causes. Compared with other boroughs in South West London, 

Merton had a mortality rate lower than Croydon and Kingston upon Thames, but 

higher than Richmond upon Thames, Sutton and Wandsworth. In terms of trend 

since 2006, compared with London and England, Merton’s mortality rates have 

been consistently lower than both and is decreasing in 2010 more than the 

rates in London or England.

Breaking down the mortality by causes of death, the top three causes of death 

in those under 75 years of age were (in order of frequency from most to least 

common) cancers, circulatory disease and accidents and injuries- which 

accounted for 70% of all deaths in Merton. 

Main long term conditions of interest in Merton are:

Respiratory Diseases: deaths from Respiratory Diseases have declined, 

but there are wide variations in hospital admissions by area. This needs to 

be studied in more depth.

Circulatory Disease: Under 75s death rate from Circulatory Disease 

(including Stroke) is higher than England and although the overall trend is 

downward there was a slight upturn in the last period and it is still the 

second biggest cause of premature death. The rate of stroke for under 75s 

increased for both men and women in the last period, although the overall 

trend is also downwards (2008-10).

Diabetes: Diabetes recorded in primary care is 5.3% for the CCG overall, 

but ranges from 2% to nearly 10% by Practice. Comparing modelled to 

recorded prevalence of Diabetes suggests a proportion remains 

undiagnosed.

Cancer: rates of deaths from Cancer in people aged under 75 have 

reduced, particularly for females, however it is still the main cause of 

premature death and inequalities remain with a higher rates of deaths in the 

eastern wards. 
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3. Services offered to support people with LTC

There are a range of services to support people living with long term conditions 

provided by and commissioned by a number of organisations, as shown below:.

The majority of care for someone with a long term condition will be provided by 

his or her GP; this care is commissioned by NHS England.

Other health services for this group of people are commissioned predominantly 

by the Clinical Commissioning Group.  In addition to the clinical services 

provided by local hospitals Merton CCG has continued the work of Sutton and 

Merton PCT to commission services which can be accessed in the community 

(including, in the case of people who are housebound, in the patient’s place of 

residence).  These services, providing both treatment and, where appropriate, 

rehabilitation include:

A specialist community respiratory service enabling people with Chronic 

Obstructive Pulmonary Disease (COPD) and other respiratory conditions 

to access care and rehabilitation services provided by a range of 

professionals including Specialist Nurses, Physiotherapists and 

Occupational Therapists.

A specialist community diabetes service enabling people with diabetes to 

access care provided by a range of healthcare professionals including 

Specialist Nurses, Dieticians and Podiatrists. This is a consultant led 

GP Services
(commissioner = NHS England)

Patients and Carers

Specialist Services
(commissioner = NHS 

England) 
Hospital Services

(commissioner = CCG) 

Social Care
(commissioner = Local 

Authority) 

Prevention
(commissioner = 
Local authority

Community Healthcare
(commissioner = CCG 
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service providing, in community locations, a high level of care suitable for 

all but the most complex patients (who may need hospital based care 

services).

Merton CCG commissions a range of other community based specialist nursing 

services and other rehabilitative services including:

Specialist Heart Failure Nurses

a Parkinsons Disease Nurse

a Specialist HIV Nurse

neurological rehabilitation services following Stroke

Speech and Language Therapy Services for people with both 

neurological and non-neurological conditions.

In addition to providing clinical advice and treatment, and rehabilitation services, 

the majority of the above services are commissioned to provide education for 

people to help them to understand and, where possible, manage their own 

condition and retain their independence and quality of life.

The work of these teams is supported by other specialists such as podiatrists, 

dieticians and physiotherapists, and other services such as Telehealth which 

will enable some people with conditions such as Heart Failure or COPD to 

safely monitor and manage their conditions themselves.

These services are all intended to deliver patient-centred care and in support of 

this patient-centred approach the CCG is delivering an Expert Patient Education 

programme for people with Long Term Conditions.  The Expert Patient 

Programme is an education programme which recognises that many of the 

issues and problems encountered by people with a long term condition are the 

same, regardless of the condition.  The programme is a series of courses run by 

local accredited trainers who themselves have one or more long term condition.  

These courses provide people with advice on how they can best manage the 

problems associated with living with a long term condition (including feelings of 

isolation and loneliness) and also how best to access health services.

In fact, Merton CCG recognises the necessity of addressing the needs of the 

many people who are now living with more than one long term condition.  This 

is reflected in the Merton Health and Wellbeing Strategy 2013/14 Priority 3, 

Enabling people to manage their own health and wellbeing as independently as 

possible (further details of which are included further in this document) and in 

the deployment of the Better Care Fund (formerly the Integration 

Transformation fund), which supports the integration of Health and Social Care 

services.
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4. What is being done to increase the diagnosis in the borough

Early diagnosis of long term condition can be critical to the successful 

management of the condition, and therefore to quality of life.  In the early stages 

of disease, however, people often do not experience symptoms and therefore 

do not present themselves to a healthcare professional.

A significant contributory factor to encouraging people to visit their GP early 

enough is through targeted screening programmes such as the NHS Health 

Checks programme currently managed by Public Health Merton (this is 

discussed further in this report). 

In addition, publicly available data on number of cases of disease that probably 

exist in the borough (the expected prevalence) can be used to identify where/in 

what condition there may be significant numbers of undiagnosed patients, and 

targeted activity can be supported to increase levels of diagnosis.

For example, publicly available data suggests a significant ‘gap’ between the 

expected COPD prevalence and the reported COPD prevalence in Merton.  

Merton CCG therefore decided to support Practices to report the number of 

people on their Practice COPD register and, more importantly, to proactively 

screen those patients at risk of COPD (such as smokers) in order to increase 

the level of diagnosis of the condition.  As a result of this programme a number 

of people have been diagnosed with COPD at an early stage enabling effective 

management of their condition.

In recognition of the importance of early diagnosis in effective cancer care 

Merton CCG will be taking on a Macmillan GP (with the additional support of the 

Public Health Merton) with the specific objectives of improving levels of 

screening uptake and early diagnosis, in addition to developing the quality of 

cancer care in Merton..

 

Finally, the development of the Nelson Local Care Centre is allowing the CCG 

to put in place improved access to diagnostic services enabling a patient to be 

seen swiftly.  This will streamline the process of identifying if a patient has a 

long term condition, and also improve access to appropriate advice and 

treatment.

Merton CCG is also meeting with key stakeholders to ensure that we have a 

model of care for East Merton focussed on early detection and intervention.  We 

are currently planning to take the update on this work to the March Health and 

Wellbeing Board.
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5. Costs of Long Term Conditions 

Due to the mixed commissioner and provider landscape it is extremely difficult 

to quantify spend for Long Term Conditions.  As a result Programme Budgeting,

a well-established technique for assessing investment in programmes of care 

rather than services, is widely used across the health economy.  

Public Health England combine the Programme Budgeting data with overall 

indicators of health outcome (where available) in a Spend and Outcome Tool to 

produce a SPOT factsheet presenting CCGs with their position (in comparison 

the national average) and providing an analysis of the impact of their 

expenditure, enabling easy identification of those areas which require priority 

attention.

The most recent SPOT factsheet for Merton CCG (2011/12) is attached as 

Appendix 1.  This report has been analysed by Public Health Merton who have 

provided the following information in relation to Long Term Conditions:

Circulatory Disease: Higher Spend and Worse Outcomes.

Diabetes: Lower Spend and Worse Outcomes (based on Endocrinal, 

nutritional and metabolic Programme Budgets – there is no diabetes specific 

Programme Budget).

Cancer: Lower Spend and Better Outcomes

Respiratory Diseases: Higher Spend and Better Outcomes.

A further report provided by Public Health Merton, showing expenditure per 

head of population for the last 2 years for which data is available (2010/11 and 

2011/12), is attached as Appendix 2.

It should be noted that all Public Health data pre-dates the formation of CCGs 

and is therefore derived from NHS Sutton and Merton (PCT) data apportioned 

for Merton.

6. Current challenges within this area and how they are being addressed. 

People with long term conditions are intensive users of health and social care 

services. This has major implications for resources in a time of significant 

financial pressure. It also means there is a greater need than ever for effective 

community based services and preventative services. Achieving the highest 

possible standards of care within increasingly scarce resources is a key priority 

for Merton. 

Life expectancy is increasing and the number of older people in Merton is 

projected to increase, so the number of people with long term conditions is

rising and particularly people having two or more conditions. At any age long 
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term conditions can have a significant impact on a person’s ability to work and 

live a full life and stay connected to the community and those who matter to 

them.

The multiplicity of commissioners of services for patients (and in particular for 

patients living with a long term condition) can present a challenge to delivering 

the necessary patient centre care.  In addition to the GP services commissioned 

by NHS England there are a number of specialist services which are 

commissioned at a ‘centrally’ (e.g. regular retinal screening for people with 

diabetes).

Furthermore, in addition to complex health needs this group of patients may 

also have social care needs which are met by services commissioned by the 

Borough rather than by the CCG.

To ensure that all of the issues facing people with long term conditions are 

addressed in a comprehensive manner the Health and Wellbeing Board has 

identified as one of its’ key strategies Enabling people to manage their own 

health and wellbeing as independently as possible. This strategy aims to 

improve the quality of life for people living with health conditions and to help 

them to live in their own homes as long as possible, through helping people to 

manage their own health and wellbeing as independently as possible.

There are a number of initiatives being taken forward under this priority area 

including:

Implementation of a new pathway for direct access to reablement 

services for people with LTCs

Implementation of  a multi-disciplinary model of case management and 

risk stratification for people with LTCs

The Ageing Well Programme launched in April 2013 focusing on support 

services for carers provided by Carers Support Merton such as 

Neighbourhood peer support groups/networks; Self-financed activities for 

carers as respite; Carry on caring workshops; Emotional Support and 

Coaching.

Introduction of systematic arrangements for analysis of Practice feedback 

collected Practice Participation Groups
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7. What preventative work is being done on LTC

The following information has been provided by Public Health Merton

The main public health activities on prevention of long term conditions are:

NHS Health Checks: This is run from 25 GP practices in Merton and 3 

community pharmacies, with a high uptake. In total in the year 2013-14 till 

date (quarters 1-3) 4689 Merton residents have undergone an NHS Health 

Check. The NHS Health Checks programme is directed at adults from the 

ages of 40-74 years, and each year 20% of the eligible population are 

invited for a check. New contracts have been developed and are being 

signed between individual GP surgeries and the LBM, as the programme 

has transferred from the erstwhile PCT to Public Health Merton in LBM. A 

new approach is being adopted of providing a universal service with a 

targeted element towards those most at risk. A system is under development 

to enable such targeting, and support call and recall and data management 

and make the process more streamlined for GP surgeries

Smoking cessation, healthy weight management and physical activity-

through the LiveWell programme funded by Public Health Merton

Health Champions: community volunteers are being recruited and trained to 

promote health living and support LiveWell in all its health promotion 

activities

Development of an adult health book- to support health champions and 

other healthcare professionals to inform and engage target populations in 

Merton on various health issues including long term conditions

Tiers 2 & 3 services for obesity and weight management

Alcohol prevention- a number of services are being designed to address the 

whole spectrum of alcohol related challenges from preventing the harms 

from excess alcohol intake right through to the management of the resulting 

long term conditions. This includes training on brief advise, designing and 

disseminating scratch-cards as a health promotion tool, and the 

development of an alcohol strategy for Merton

Promoting workplace wellbeing- Public Health Merton is in the process of 

trying to sign-up LBM to the GLA Workplace Wellbeing Charter

Training of front-line staff- this is being done with Merton fire-fighters and 

LBM library services, so that they are able to provide brief advice on 

smoking cessation and sign-post to LiveWell and other health services as 

relevant
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Good neighbours project (pilot) in partnership with MVSC to create 

neighbourhood networks with the initial focus on addressing loneliness and 

isolation in elderly residents as well as other residents who might be 

affected/ at risk.

Additional work is being developed to address health issues in the elderly 

residents in Merton, in partnership with local agencies (i.e. Age UK Merton, 

Ageing Well Programme) with a particular emphasis on East Merton, 

through evidence based and culturally competent services.

Inequalities work to address the prevalent variances in health outcomes for 

long term conditions across the borough.

In addition a GP lead for long term conditions is being funded by Public 

Health Merton and this post will work with the Public Health lead to develop 

a long terms condition strategy and action plan. 
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