
Public meeting of the Council of Governors

Will commence at 3pm on Wednesday 16 November 2016, to be
held in the Wedgewood Room, Royal York Hotel, Station Road,
York YO24 1AA

Agenda
_____________________________________________________________________________

Members of the public will be given the opportunity to ask questions at both
the beginning and the end of the meeting.

It is preferable if questions could be written down and handed to either the
Chair or the Head of Corporate Governance before these points in the
meeting; however, the absence of a written comment/question will not
preclude members of the public from being allowed to put these to the

Council.

Who

1 Welcome and introductions (spoken) Frank Griffiths

2 Apologies (spoken) Frank Griffiths

3 Changes to any declaration of interests
and declaration of any conflicts of
interest in respect of agenda Items
(spoken)

Frank Griffiths

4 Opportunity to receive comments or
questions from members of the public in
order to inform the discussion on any
agenda item (spoken)

Frank Griffiths



5 Minutes of previous meeting

5.1 Minutes of the public meeting held on 6
September 2016 (paper to read)

Frank Griffiths

6 Matters arising

7 Cumulative actions log – actions
outstanding from previous public
meetings (paper to read)

Cath Hill

8 Chair’s report (paper to read) Frank Griffiths

Part A – Strategic items

9 Update on the Sustainability and
Transformation Plan for West Yorkshire
(paper to read)

Lynn Parkinson

Part B – Performance items

10 Non-Executive Director presentation
about performance, to present:

10.1 Integrated Quality and
Performance Report Q2

10.2 Safe staffing levels report
10.3 Complaints report
10.4 Trust Incident Review Group,

lessons learnt report

Margaret Sentamu

11 Increasing employment opportunities for
people with learning disabilities (paper to
read)

Susan Tyler

12 Update on the action taken in regard to
the Mazar’s report including an update
on the Trust’s Mortality Review Group

Anthony Deery



(paper to read)

13 Patient experience report (paper to read) Anthony Deery

Part C – Governance items

14 Minutes from the Appointments and
Remuneration Committee meeting held
8 November 2016 (paper to read)

Carol-Ann Reed

15 Appointment of the Deputy Chair of the
Trust (paper to read)

Cath Hill

16 Minutes from the Strategy Committee
meeting held 2 November 2016 (paper to
read)

Jo Sharpe

17 Governor non-attendance (paper to read) Cath Hill

Part D– For information items

18 Minutes of the public meeting of the
Board of Directors held 28 July and 15
September 2016 (paper to read)

Frank Griffiths

19 Membership and events report (paper to
read)

Anthony Deery

20 Declarations of interest for members of
the Board of Directors (paper to read)

Cath Hill

21 Any other business (spoken) Frank Griffiths

22 Questions/comments from members of
the public (spoken)

Frank Griffiths



The next public meeting of the Council of Governors will be held
on Tuesday 14 February 2017 in the Large Function Room, St George’s Centre,

Great George Street, Leeds LS1 3BR
the start time of the meeting will be advertised on our website

www.leedsandyorkpft.nhs.uk
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AGENDA ITEM 5.1

LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST

Minutes of the Public Meeting of the Council of Governors
held on Tuesday 6 September 2016 in the Large Function Room, St

George’s Centre, Great George Street, Leeds, LS3 1BR

PRESENT:
Frank Griffiths – Chair of the Trust (Chair of the meeting)

Public Governors Staff Governors

Les France Dominik Klinikowski

Niccola Swan Andrew Johnson

Brian White Ruth Grant

Jo Sharpe

Peter Webster Appointed Governors

Anita Garvey Colin Clark
Carol-Ann Reed

Carer Governors

Andrew Bright Service User Governors

Julia Raven Ann Shuter
Cynthia Lipman

IN ATTENDANCE:
Sara Munro, Chief Executive
Susan Tyler, Director of Workforce Development
Anthony Deery, Director of Nursing, Professions and Quality
Lynn Parkinson, Interim Chief Operating Officer
Steven Wrigley-Howe, Non-executive Director
Julie Tankard, Non-executive Director
John Baker, Non-executive Director
Sue White, Non-executive Director
Naima Ishaq, External Auditor
Cath Hill, Head of Corporate Governance (meeting secretariat)
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Action

16/078 Welcome and introductions (agenda item 1)

Mr Griffiths opened the meeting at 13.00 and welcomed everyone.

16/079 Apologies (agenda item 2)

Apologies were received from the following governors:
 Claire Woodham, Leeds Service User governor
 Steve Howarth, Leeds Public governor
 Andy Bottomley, Leeds Carer governor

 Evrett Buckle, Leeds Public governor.

16/080 Changes to any declaration of interests and declaration of any
conflicts of interest in respect of agenda Items (agenda item 3)

No governor present at the meeting indicated a change to their
declared interests; nor did any governor raise a conflict in respect of
any agenda item.

16/081 Opportunity to receive comments or questions from members
of the public (agenda item 4)

There were no questions from members of the public.

16/082 Minutes of the Public Meeting held on 26 July 2016 (agenda item
5.1)

The minutes of the public Council of Governors’ meeting held on 26
July 2016 were agreed as an accurate record.
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16/083 Matters arising: Improving employment opportunities for
people with learning disabilities (16/059) (agenda item 6.1)

Mrs Tyler introduced the paper and provided the Council of
Governors with details of the Trust’s current position in improving
employment opportunities for people with learning disabilities. She
explained that the work had not yet developed into a specific
scheme due to the priority focus currently being on reducing the high
number of vacancies within clinical services and reducing the
demand for agency staff. Therefore the number of current staff with
a learning disability or difficulty is currently unknown.

Ms Sharpe informed the Council that she was on the Equality and
Inclusion Group (EIG) as a governor representative and explained
that this group looks at the broader scope for improving employment
opportunities across the city. Mrs Tyler added that this group is
involved in the development process.

Mr White drew attention to the workforce audit mentioned in the
paper noting that this aims to improve the quality of the workforce
disability data. He inquired as to whether this information will be
anonymised in order to encourage greater openness from those
completing it, thus creating a more accurate picture of the Trust’s
workforce. Mrs Tyler responded saying her preference would be for
the survey not to be anonymised in order to make full use of the
opportunity to update staff profiles. Mr White felt that giving
reassurance at the beginning of survey that none of the information
provided would be used against staff could help to alleviate any
concerns. Mrs Tyler noted these comments.

Mrs Reed noted that she was pleased that this work had been
started but expressed concern that at this point there were no
people with learning disabilities on supported schemes. Mrs Swan
requested that this matter come back to the meeting in six to nine
months time. Mr Griffiths concluded the discussion by saying this
item would be kept under review and an update would be brought
back to the November Council meeting.

ST

The Council of Governors noted the progress made and supported
the plans for progressing this further.
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16/084 Matters arising: Questions from the July Council of Governors’
meeting about safe staffing (minute 16/066) (agenda item 6.2)

Mr Deery summarised his responses to the questions raised at the
July Council of Governors’ meeting as set out in the paper.

In response to a question regarding whether there was a cap on
bank and agency spending Mrs Tyler explained that the limit the
Trust can spend on agency staff is set nationally by NHS
Improvement and that we have always kept within it.

The Council of Governors received the update and noted the
contents discussed.

16/085 Cumulative actions outstanding from previous Council of
Governors’ meetings (agenda item 7)

The Council of Governors agreed that three of outstanding actions
be closed as all are included in this meeting agenda.

16/086 Chair’s Report (agenda item 8)

Mr Griffiths introduced the report and brought to the attention of the
Council that Cllr Helen Douglas was stepping down from her role as
appointed governor for City of York Council due to other
commitments. He thanked her for her contribution to the work of the
Council of Governors.

The Council of Governors received the Chair’s Report and noted
the contents as discussed.

16/087 Introductory remarks by Dr Sara Munro (agenda item 9)

Dr Munro introduced herself to the Council and thanked everyone for
coming. She informed the Council that she is currently scheduling a
rolling programme of visiting services and shadowing staff as part of
her induction.
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She outlined one of her early priorities as being the CQC report, and
sharing the outcomes with staff. She also emphasised the
importance of maintaining a learning culture across services.

Mrs Swan asked Dr Munro for the highlights and lowlights of what
she had seen of the Trust so far. She responded by saying her
highlight had been the conversations with staff about their noting
that this clearly reflected their commitment to the role and their
strong values. She went on to say that the biggest challenge she
had seen so far had been the estates issues across the Trust. She
felt that developing a robust estates strategy was important in
improving staff and patient experience.

The Council of Governors welcomed Dr Sara Munro to her new
post as Chief Executive.

16/088 Leeds Sustainability and Transformation Plan (agenda item
AOB)

Mrs Parkinson explained that this was the latest draft of the Leeds
Sustainability and Transformation Plan (STP). She explained that
NHS England required plans be developed to address three gaps
described in ‘Delivering the Forward View: NHS planning guidance
2016/17 – 2020/21’, which were improving the health and wellbeing
of local people, improving care and quality of services and improving
productivity and efficiency.

Mrs Parkinson explained the requirements set out in the plan and
noted that NHS England had prescribed that Leeds sits within a
West Yorkshire footprint; that STPs need to be place-based, multi-
year plans; that there needs to be better integration with local
authority services; and that there will be a single application and
approval process.

Mrs Parkinson note that a revised West Yorkshire STP financial plan
was submitted to NHS England on 31 August 2016 and that further
workshops were to be held during September to support the
production of a final version of the Leeds STP. Mrs Parkinson
explained the current savings target for Leeds and noted that the
Trust and the local authority had acknowledged the gap in provision
for learning disabilities and the transforming care agenda.

Mr Klinikowski felt the document to be ambitious, lacking in detail
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and queried the evidence base for undergoing further
transformation. Mr Johnson asked whether the Trust had missed an
opportunity to emphasise recovery and highlight the good work the
Trust has done in being recovery-focused.

Mrs Swan expressed concern regarding the lack of clarity in the
document, felt unclear as to the extent of engagement had with the
wider population that it will affect and also asked about the status of
the document and the role of the governors and stakeholders
holders in its development. Mr Griffiths then provided some context
regarding the provision of healthcare in Leeds and expressed
concern that the trusts in Leeds had been presented with scenarios
which have undergone very little scrutiny.

Dr Munro discussed the challenge that a prescribed footprint
presents to a trust without clear geographical boundaries and
defined patient groups, she acknowledged the top-down approach
being used by NHS Improvement and the uncertain political context
more widely. She went on to explain the pressure that exists to
develop a prevention infrastructure without extra funding, but
assured the Council that the Executive Team would be active in, and
where relevant leading, future discussions

The Council of Governors received the update report and noted the
contents discussed.

16/089 Non-Executive Director presentation about performance
(agenda item 10)

Mrs Tankard, chair of the Audit Committee, described the role of a
non-executive director as being one which challenges the executive
team when necessary. She then provided for the Council an
overview of the way in which the non-executive directors had
challenged the executives in relation to the performance of the
Board as set out in the following agenda items.

16/090.1 Integrated Quality and Performance Report Q1 (agenda item
10.1)

Mrs Tankard noted the new format of the report and explained that
the Trust had achieved all its targets set by NHS Improvement at the
end of quarter 1. She explained that the Trust was in a reasonably
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strong financial position compared to other mental health trusts in
the country but gave an honest picture of financial challenges the
Trust faces.

Mrs Tankard invited Mrs Tyler to talk about the appraisal process.
Mrs Tyler explained that there had been a review of the process and
that a new and that a more user-friendly version was currently being
rolled out across the Trust.

Mr White asked what effect the Sustainability and Transformation
Plan (STP) could have on the performance targets the Trust is
currently achieving, and whether it could adversely affect our
position. Mr Griffiths responded by saying that the impact was still
very much unknown and Mrs Tankard added that actions are still on-
going regardless of the STP.

Mrs Swan discussed the repeatedly unmet targets for appraisals,
compulsory training and sickness absence and suggested indicating
in the report when they were last achieved to help make the figures
more meaningful. Mrs Swan also asked for more explanation of the
out of area transfer figures on page 4. This was clarified as being
the total number of service users against the total number of bed
days.

Dr Munro added that she felt it was important for the Compulsory
Training target to be appropriate given staff sickness and turnover
rates and stressed it was important to be realistic with the target.
She emphasised that it was more important for the Executive Team
to receive meaningful assurance of the quality of care provided by
our services and that there may be other indicators of effectiveness
and performance.

16/090.2 Safe staffing levels report (agenda item 10.2)

Mrs Tankard then talked about the safe staffing report drawing
attention to the more meaningful format of the report and pointed out
that even though the Trust relies on bank staff, often those staff are
used regularly and are familiar with the patients and the wards.

Mr Johnson felt it would be useful for page numbers to be included
in the report. Mr Deery went on to explain that one of the aims of the
new dashboard format was to enable better triangulation with
complaints and incidents data. Mr Johnson also noted it would be
useful to measure the impact of weekend working in the report. This

AD
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was noted.

16/090.3 Complaints report (agenda item 10.3)

Mrs Tankard then spoke about the complaints report and noted the
work that had been done to develop the process of receiving and
responding to complaints, including further training and improving
the detail and quality of responses. She also praised the service
user ‘sharing stories’ discussion which takes place at the Board of
Directors’ meetings as being one of the ways in which the Board
maintains it patient-focus.

16/090.4 Trust Incident Review Group, lessons learnt report (agenda item
10.4)

Mrs Tankard discussed the remit of the Trust Incident Review
Group. She also noted the value of this group in terms of improving
the learning and outcomes for the Trust and commended the report
to the Council.

The Council of Governors received the non-executive director
presentation about performance.

16/091 Presentation of the findings from the audit of the Annual Report
and Accounts 2015/16 (agenda item 11)

Naima Ishaq introduced the report and explained that legislation
requires that the Council of Governors to be presented with the
Annual Report and Accounts and any auditors’ report on these
documents. She also explained that there is a requirement from
NHS Improvement that the Council is presented with an audit report
on the Quality Report.

Ms Ishaq noted that the full audit of the accounts and quality report
was presented at the May 2016 Audit Committee. She praised the
Trust’s efficient annual report process as an example of good
practice. In regard to the annual accounts she noted that there had
been a recommendation made regarding signed employee contracts
and staff access to the payroll system, and noted that management
had responded to these comments to the satisfaction of the auditors.
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Mrs Tankard noted the good level of independence that was
provided by an external audit of our internal processes.

Ms Sharpe asked whether PricewaterhouseCoopers had to follow up
any recommendations made in previous years that had not been
resolved. Ms Ishaq responded by explaining that the payroll system
access recommendation was one carried over from a previous year,
but that fewer instances had occurred this year.

Mr White asked whether from a finance perspective it was best for
the Trust to have an equal spend at the end of the financial year,
and if funding could be cut by that surplus the following year. Mrs
Tankard explained the NHS accounting process, which allows any
for surplus to be retained.

The Council of Governors noted the content of the auditors’ reports
on the Annual Report and Accounts 2015/16 and the Quality Report
2015/16 and the assurances it provides. The Council also noted that
the Annual Report and Accounts 2015/16 will be formally presented
to the Council of Governors’ and the wider public at the Annual
Members’ Meeting on the 20 September 2016.

16/092 Report on the outcome of the governors’ reviews (agenda item
12)

Mr Griffiths explained that he had held a series of individual
conversations with governors in order to gather their perceptions of
the role and discuss their involvement. Mr Griffiths presented the
following outcomes and actions from these one-to-one meetings.

 The lack of training for governors was a consistent theme. It
was noted that there needs to be an on-going training
programme developed for all governors which will consider
individual need, and cover areas such as communications
training.

 The need to construct agendas which engage governors,
and for paperwork to be kept at a reasonable level and
written with clarity and candour.

 Mr Griffiths suggested reverting back to the ‘round table’
discussions at meetings to encourage greater discussion
between non-executive directors and governors.

CH



10

Mrs Hill will be in touch regarding an induction programme for new
governors which includes a detailed list of the responsibilities of a
governor and information regarding what constituency each
governor represents.

Mr Griffiths acknowledged there was a lack of clinical staff governors
currently on the Council. He suggested this may be due to their time
constraints and that we should do more to encourage their
involvement.

Mr Griffiths thanked the governors their contributions in this process.

CH

The Council of Governors received the report and noted its
contents.

16/093 Review of the Terms of Reference for the Council of Governors
(agenda item 13)

Mrs Hill explained that the Council is required to review its Terms of
Reference annually to ensure they are still fit for purpose. She
notified the Council this document now takes into account a recent
change made to the Constitution regarding governor seats; that all
references to now the now disbanded Membership and
Development Committee have been removed; and that there had
been a change in name to reflect the correct reference to the Audit
Committee.

The Council of Governors ratified the Terms of Reference for the
Council of Governors as being fit for purpose.

16/094 Minutes of the public meeting of the Board of Directors held 23
June 2016 (agenda item 14)

The Council of Governors received the minutes of the meeting of
the Board of Directors held 23 June 2016.

16/095 Membership and events report (agenda item 15)
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The Council of Governors received the membership and events
report.

16/096 Minutes from the Appointments and Remuneration Committee
meetings held 5 July 2016 (agenda item 16)

The Council of Governors received the minutes of the Appointments
and Remuneration Committee held 5 July 2016.

16/097 Future meeting dates (agenda item 17)

The Council of Governors agreed the future meeting dates.

16/098 Any other business (agenda item 18)

Ms Grant raised an item of any other business regarding the recent
administration review that was taking place in the Trust. She
expressed concern, on behalf of admin staff from both the Leeds
care group and Specialist and Learning Disability care group, at the
effect this process was having on individuals. She explained that a
number of staff had been off work with stress and that the process is
leaving staff feeling undervalued.

She explained that it had been their understanding that the review
should have taken place in October 2015, yet it had only been
started in August of 2016, to be fully implemented by 1 October this
year.

Mrs Tyler thanked Mrs Grant for her comments, adding that she was
aware of the concerns of staff and acknowledged this had not been
managed as quickly as had originally been planned. She noted that
this review was restricted to care group admin staff only at this point
in time.

Mrs Parkinson also acknowledged staffs concerns regarding the
timeliness and uncertainty of the process. She agreed one of the
principles underpinning the role of admin staff is to support clinical
services and emphasised the need to deploy staff effectively during
periods when the Trust is struggling to recruit the required levels of
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clinical staff. She added that she would encourage further feedback
from staff as part of the consultation process.

16/099 Question / comments from Members of the Public (agenda item
19)

There were no questions from members of the public.

The chair of the meeting closed the public meeting of the Council of Governors of Leeds
and York Partnership NHS Foundation Trust at 15.22 and thanked Governors and
members of the public for their attendance.
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COUNCIL OF GOVERNORS’ ACTION SUMMARY
(PUBLIC MEETING)

Meeting held 6 September 2016

MINUTE ACTION SUMMARY (PUBLIC MEETING) LEAD

16/083 Matters arising: Improving employment opportunities
for people with learning disabilities (16/059) (agenda
item 6.1)

Mr Griffiths concluded the discussion by saying this item
would be kept under review and an update would be
brought back in November.

ST

16/090.2 Safe staffing levels report (agenda item 10.2)

Mr Johnson felt it would be useful for discussion for page
numbers to be included in the report.

AD

16/093 Report on the outcome of the governors’ reviews
(agenda item 12)

The lack of training for governors was a consistent theme.
Mrs Hill will develop an on-going training programme for
all governors which will consider individual need, and
cover areas such as communications training.

Mrs Hill will be in touch regarding an induction programme
for new governors which includes a detailed list of the
responsibilities of a governor and information regarding
what constituency each governor represents.

CH

CH
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Cumulative actions log – actions outstanding
from previous public meetings of the Council
of Governors

Date of the meeting: 16 November 2016

Person presenting the paper: Cath Hill - Head of Corporate Governance

Paper written by: Cath Hill - Head of Corporate Governance

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item: 

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives 

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

7
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STATUS OF PAPER 

To be taken in the public session (Part A) 

To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

The Council of Governors is asked to receive a list of actions still
outstanding from its previous meetings so it can be assured of the
progress and if necessary ask for an update on particular actions.

What this is about in detail:

It is considered good practice to formally monitor progress against
actions agreed by the Council of Governors, so that undue delay or
failure to complete actions is formally challenged. Accordingly, the
cumulative action log is detailed in the attached report and will be
updated following each meeting.

The Council is asked to note the governance pathway for the action list;
not only will it be received by the Council of Governors at each of its
meetings but is also reported to the Executive Team so that executive
directors can review their actions ahead of the Council meeting with the

Summary (what we are talking about):
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Chief Executive maintaining an overview of the completion and progress
of actions.

Please note that any action reported as being completed on the attached
document will be removed before the next meeting.

The Council of Governors is asked to:

 Note the actions outstanding from previous Council meetings,
seeking clarification as to progress where it considers this
necessary.

Recommendations (what we are asked to agree):
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COUNCIL OF GOVERNORS – Cumulative Action Log (public meeting)

Cumulative Action Report for the Public Council of Governors’ Meeting

Key to status =
Still outstanding/awaiting completion
Completed

L
O

G
N

U
M

B
E

R MINUTE
NUMBER AND
ORIGINATING

MEETING DATE

ACTION
(INCLUDING THE TITLE OF THE PAPER THAT GENERATED THE ACTION)

PERSON
LEADING

COUNCIL
MEETING TO BE
BROUGHT BACK
TO / DATE TO BE
COMPLETED BY

COMMENTS

S
T

A
T

U
S

97 16/068 (July
2016)

Trust Incident Review Group, lessons learnt report (agenda item
14)

The Council discussed the Mazar report and the work of the Mortality
Review Group. Mr Griffiths suggested an agenda item regarding its
progress should be included at the November Council of Governors’
meeting.

Cath Hill /
Anthony

Deery

November 2016 THE COUNCIL IS ASKED TO
CONSIDER THIS ACTION

CLOSED

This item has been included on
the agenda for the November

meeting.

99 16/083
(September
2016)

Matters arising: Improving employment opportunities for people
with learning disabilities (16/059) (agenda item 6.1)

Mr Griffiths concluded the discussion by saying this item would be
kept under review and an update would be brought back in
November.

Susan Tyler /
Caroline
Bamford

November 2016 THE COUNCIL IS ASKED TO
CONSIDER THIS ACTION

CLOSED

This item has been included on
the agenda for the November

meeting.

100 16/090.2
(September
2016)

Safe staffing levels report (agenda item 10.2)

Mr Johnson felt it would be useful for discussion for page numbers to
be included in the report.

Anthony
Deery

November 2016 COMPLETED

101 16/093
(September
2016)

Report on the outcome of the governors’ reviews (agenda item
12)

The lack of training for governors was a consistent theme. Mrs Hill
will develop an on-going training programme for all governors which
will consider individual need, and cover areas such as
communications training.

Cath Hill Management
action

ONGOING
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COUNCIL OF GOVERNORS – Cumulative Action Log (public meeting)

L
O
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N
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E

R MINUTE
NUMBER AND
ORIGINATING

MEETING DATE

ACTION
(INCLUDING THE TITLE OF THE PAPER THAT GENERATED THE ACTION)

PERSON
LEADING

COUNCIL
MEETING TO BE
BROUGHT BACK
TO / DATE TO BE
COMPLETED BY

COMMENTS

S
T

A
T

U
S

102 16/093
(September
2016)

Report on the outcome of the governors’ reviews (agenda item
12)

Mrs Hill will be in touch regarding an induction programme for new
governors which includes a detailed list of the responsibilities of a
governor and information regarding what constituency each governor
represents.

Cath Hill Management
action

ONGOING

Most of the new governors have
had an appraisal – those who

were unable to attend have been
contacted and separate

arrangements have been made
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AGENDA ITEM 8

CHAIR’S REPORT

PUBLIC COUNCIL OF GOVERNORS’ MEETING
HELD 16 NOVEMBER 2016
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Title: Changes to the membership of the Council of Governors
Contributor: Cath Hill
Status of item: Standing item (for information)

Since the last Council of Governors’ meeting one governor has stepped down. Cynthia Lipman informed the Head of
Corporate Governance that having considered the role she felt that she did not want to be a governor and agreed to step
down with effect from 27 October 2016.

Title: Changes to the membership of the Board of Directors
Contributor: Cath Hill
Status of item: Standing item (for information)

Since the last report was made to the September Council of Governors’ meeting there have been three changes to the
membership of the Board of Directors. On 26 September Jill Copeland left the Trust to take up a 12 month secondment with
NHS Improvement in Leeds as Programme Director, West Yorkshire Acceleration Zone focussing on urgent and emergency
care. On 1 November Sue White formally took up her post as non-executive director. Sue was appointed into the vacant
post created when Keith Woodhouse left the organisation as a NED on the 6 November 2016. It should be noted that the
Council of Governors is currently running an appointment process for one upcoming vacant non-executive director position
with interviews taking place on 5 January 2017 and it has also started the process for the appointment of a new chair.
Further updates on these two processes will be brought to the Council as they progress.

Title: Attendance by directors at Board meetings
Contributor: Cath Hill
Status of item: Standing item (for information)

The Council of Governors is asked to note the attendance of directors at the Board of Directors’ meetings, in particular
attendance relating to the non-executive directors. This information will also be provided in the Trust’s Annual Report.
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Non-executive directors

Frank Griffiths (Chair)        

John Baker       - -

Margaret Sentamu - -      -

Julie Tankard        

Gill Taylor     -   

Carl Thompson    - - 

Keith Woodhouse    -    

Steven Wrigley-Howe        

Executive directors

Sara Munro        

Jill Copeland      

Anthony Deery        

Dawn Hanwell     -   

Jim Isherwood    -    

Lynn Parkinson     -   

Susan Tyler       - 
.
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Title: Attendance by non-executive directors at Council of Governors’ meetings
Contributor: Cath Hill
Status of item: For information

The Council of Governors is asked to note the attendance of non-executive directors at the Council of Governors’ meetings.
This information will also be provided in the Trust’s Annual Report.
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Non-executive directors

Frank Griffiths   

John Baker  

Margaret Sentamu   -

Julie Tankard - - *

Gill Taylor - * -

Carl Thompson * -

Keith Woodhouse -  -

Steven Wrigley-Howe -  

* Indicates the NED who gave the presentation on the Board’s performance
.

Frank Griffiths,
Chair of the Trust
November 2016
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: West Yorkshire and Harrogate Sustainability and
Transformation Plan (STP)

Date of the meeting: 16 November 2016

Person presenting the paper: Lynn Parkinson; Interim Chief Operating Officer

Paper written by: Healthy Futures

TYPE OF PAPER (please tick)

Strategic item: 

Performance item: 

Governance item:

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives

G2 People experience safe care

G3 People have a positive experience of their care and support

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements

Agenda Item

9
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STATUS OF PAPER 

To be taken in the public session (Part A)


To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

This is the West Yorkshire Sustainability and Transformation Plan (STP)
developed by Healthy Futures. The STP remains a West Yorkshire &
Harrogate plan that has been created and drafted from the bottom up.
This work has included local STPs in each of the 6 Boroughs informing
the plan; 9 West Yorkshire & Harrogate workstreams that support these
plans at scale; and 6 enabling workstreams to speed delivery on issues
like workforce and innovation.

What this is about in detail:

This STP submission reflects the position as at 21 October. It provides
the strategic context for the 2 year planning process which is currently
underway across the NHS. It remains an evolving document and will
continue to be refined up to and following the submission of provider and

Summary (what we are talking about):
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commissioner operational plans.

The main focus of the STP is the emphasis on significant developments
in prevention, self-care, primary care and joined up services in
communities. It highlights and drives collaboration amongst hospitals
and mental health providers. It sets out the changes that will see
commissioning work at scale in West Yorkshire & Harrogate and in each
locality. There is still much to be developed and understood in relation to
the implications of these plans on the Trust as detailed implementation
plans have not yet been agreed.

Healthy Futures intention at the time of publication was to publish three
documents on Healthwatch and organisational websites– initially during
the week commencing 31 October. These were published on the 10th

November and are available to view through the following webpage
http://www.southwestyorkshire.nhs.uk/west-yorkshire-harrogate-
sustainability-transformation-plan/

The webpage includes a brief summary of the plan, a video
presentation, and an opportunity for readers to sign up for future
updates.

This is for information at this time as it is uncertain how the wider public
consultation exercise will be managed and again when we know more
about this we will keep you informed.

Recommendations (what we are asked to agree):
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Foreword
The NHS and social care system in West Yorkshire and Harrogate
provides care and treatment to 2.6 million people. Every day we
work across the whole social spectrum, engaging people from
birth to death, head to toe, inside and out. Our 113,000 staff are
entrusted with a budget approaching £5bn.

Over the past decade we can be proud of how our health and care
teams have made major improvements to services. The NHS is
treating more people than ever before, providing services faster,
more safely and in better environments. Research and innovation
is delivering world leading new treatments at the forefront of
technology. Our integration “pioneers” are joining up health and
care. Our seven vanguards have been leading the way in
developing new models of care that better meet people’s needs in
care homes, hospitals and local communities.

This history of improvement and innovation in public services is
supported by a thriving third sector, excellent universities and
engaged businesses too. Increasingly, we have been working
together to ensure we can make the biggest changes we can to
the lives of local people. We have done this with a keen eye on
local variation in populations, needs and service delivery.

In 2016, we face the most significant challenges for a generation.
We know that we must keep innovating and improving if we are
to meet the needs of our population in a tough financial climate.
Demand for services is growing faster than resources. Services in
some places are not configured to meet modern standards. And
local people want things to be better, more joined up, and more
aligned to their needs. This is clear from the continuous
engagement we have with local people, as well as the changing
world we live in.

Over the past six months, the leadership and staff of West Yorkshire
and Harrogate health and care organisations have been working
together on how we respond to these challenges. We have been
combining existing plans and seeing how we deliver ambitious
improvements for people in Bradford, Calderdale, Kirklees, Leeds,
Harrogate and Wakefield. In doing so, we want to close the health gap
that persists between communities; the care gap that leads to
unwarranted variation; and the financial gap that we see opening up
in future. In doing so we will deliver tour contribution to the national
“Five Year Forward View”.

This document sets out our high level proposals. These are built on
the ongoing work that has been taking place locally through Health
and Wellbeing Boards and local partnerships. They mean an emphasis
on prevention, supported self care and joined up services in
communities. They mean a genuine focus on people and their mental,
physical and social care needs. They mean better cooperation
between hospitals to deliver good care that is safe-sized. They mean
changes to the commissioning of services, to be much more joined up
so that we maximise the power of our finances. They mean a much
better compact with local people and local third sector organisations –
changing the deal with our communities to build on their assets. And
they mean making West Yorkshire and Harrogate a place people want
to work and innovate.

Over the next six months we will keep engaging with staff and the
public, to further develop our plans and build on engagement
activities to date, ensuring the involvement of everyone in future
conversations around proposals for change.

Rob Webster

On behalf of the leadership of West Yorkshire and Harrogate



Section 1: Introduction and our 
approach 



Our health and care economy

Plus…
• 650 Care homes 
• 319 Domiciliary care providers
• 10 hospices 
• 8 large independent sector providers
• Thousands of Voluntary & Community Sector organisations 

• Serving a 
population of 
2.64m 

• And 113,000 
health and 
social care 
staff

• With a total 
allocation of 
£4.7bn across 
health by 20/21



A vision for health and care in West Yorkshire and 
Harrogate 

• Every place will be a healthy place, focusing
on prevention, early intervention and
inequalities

• We will work with local communities to build
community assets and resilience for health

• People will be supported to self-care, with
peer support and technology supporting
people in their communities

• Care will be person centred, simpler and
easier to navigate

• There will be joined-up community services
across mental & physical health and social
care including close working with voluntary
and community sector

• Acute needs will be met through services that
are “safe sized” with an acute centre in every
major urban area, connected to a smaller
number of centres of excellence providing
specialist care

• In some areas local services will evolve into
accountable care systems that collaborate to
keep people well

• We will move to a single commissioning
arrangement between CCGs and local
authorities and have a stronger West
Yorkshire and Harrogate commissioning
function

• We will share back office functions and
estate where possible, to drive efficiencies to
enable investment in services

• West Yorkshire & Harrogate will be great
places to work

• We will always actively engage people in
planning, design and delivery of care

• West Yorkshire and Harrogate will be an
international destination for health
innovation

We have worked together to develop a shared vision for health and care services across West 
Yorkshire and Harrogate.  All of our proposals, both local and at STP level support the delivery 
of this vision: 



Leadership and guiding principles: a new way of 
working….
This STP has been created through our collective leadership. Our aim is to achieve the 
best possible outcomes for people through delivery of the  Five Year Forward View

We have guiding principles that shape everything we do as we build trust and delivery

• We will be ambitious for the populations we serve and the staff we employ

• The West Yorkshire and Harrogate STP belongs to commissioners, providers, local 
government and NHS

• We will do the work once – duplication of systems, processes and work should be avoided 
as wasteful and potential source of conflict

• We will undertake shared analysis of problems and issues as the basis of taking action

• We will apply subsidiarity principles in all that we do – with work taking place at the 
appropriate level and as near to local as possible

These are critical common points of agreement that bind us together



Our approach is built on the principle that we do the 
work as close to local populations as possible… 
West Yorkshire and Harrogate has significant pockets
of deprivation and affluence. Populations with higher
levels of deprivation continue to experience health
inequalities and achieve worse outcomes. We have a
large population of children and young people with 1
in 5 growing up in poverty and parts of the region
such as Harrogate & Rural District and Craven have
populations of older people growing faster than the
national rate.

Our region has densely populated urban areas
around the cities of Bradford, Leeds and Wakefield
and large towns of Huddersfield and Halifax. Large
rural areas cluster around the district of Craven.

Our different diversity of geography and communities
makes West Yorkshire and Harrogate a diverse
footprint and because of this it is important that we
plan our health and care services to meet the needs
of these different communities. The best way to do
this is by planning and delivering services with and as
close to these local populations as possible.
To support us in this process, we have strong local

relationships through our six Health and Wellbeing
Boards and most of our transformation work is
planned and delivered at this local level – based on
people’s needs and circumstances. This work is a
collaboration of commissioning and provider
organisations across physical and mental health,
social care, voluntary and community sector and
Healthwatch in these local areas of Bradford District
and Craven, Calderdale, Harrogate and Rural District,
Kirklees, Leeds and Wakefield.

There are some areas where we need to work
on a bigger scale in order to be successful. We
apply three tests to determine when to work at
this level:

• To achieve a critical mass beyond local
population level to achieve the best
outcomes

• To share best practice and reduce variation
• To achieve better outcomes for people

overall.



Relationship between the West Yorkshire and Harrogate 
led work programmes and our six localities…

The connection between the West 
Yorkshire and Harrogate level work 
streams and the six ‘places’ is critical. 

The planning, leadership and 
increasingly the decision making for 
these work programmes will be taken 
at a West Yorkshire and Harrogate 
level jointly through collaboration of 
statutory organisations.  

Implementation is delivered through 
the six localities to an agreed set of 
principles and standards.  

WY&H



From vision to impact

VISION APPROACH IMPACT ON 3 GAPS

• Prevention and early 
intervention; 

• Community assets;
• Supported self care,
• Integration across 

mental and physical 
health;

• Working with our 
population 

• Acute services safe sized;
• Specialist care centres of 

excellence
• New commissioning 

arrangements
• Sharing of back office 

functions and estate
• Innovation and best 

practice

• Planned and delivered 
through six places, 
working in partnership 
locally across 
commissioner and 
provider functions. 

• West Yorkshire and 
Harrogate  work 
programmes support this 
local planning and 
delivery

• Work planned at West 
Yorkshire and Harrogate  
level – connected to the 
six places for local 
delivery

• Greater focus on 
prevention, turning the 
trend major killers and 
long term conditions

• Reduced demand on 
acute services, reduced 
costs and improvement 
in access standards

• Greater resilience of 
acute services; improved 
quality  safety and 
reduced variation

• Efficiencies through 
standardisation of good 
practice, lower cost of 
estate and back office

Local

Regional 



There are a number of common actions to drive 
impact in our place based plans…

• Programmes focused on locally relevant  challenges with most 
areas prioritising areas such as obesity, smoking, cardiology, 
respiratory, mental wellbeing and frail elderly.

Prevention and early 
intervention 

• Increasing access to primary care in hours and out of hours 
through primary care at scale and new models of care in the 
community.  A new compact with the voluntary and community 
sector. Commitment to implement the GP and Mental Health 
Forward Views. Managing demand for acute services. 

Primary and community 
care

• Evidence based, person-centred approaches, which support 
people to take greater control and management of long-term 
health conditions.  Training of the workforce to facilitate this 
elevated level of independence. 

Supported self care

• A variety of models and options for integrating services to make 
them more efficient and better aligned to the delivery of 
people’s  health and wellbeing outcomes and person centred 
care.

Joined up services



And we have identified the following priorities for 
working together at West Yorkshire & Harrogate level…

- Cancer services
- Urgent and emergency care
- Specialist services
- Stroke (hyper-acute and acute rehab)

We work together 
because of the need for 
critical mass

We work together to 
reduce variation and share 
best practice

- Standardisation of commissioning 
policies

- Acute collaboration
- Primary and community services

- Mental health
- Prevention at scale 

We work together to 
achieve greater benefits



The evolution of these plans is built on previous work 
and future planning processes… 

Local Health & Wellbeing 
Strategies (based on  Joint 

Strategic Needs Assessments  
and owned by Health & 

Wellbeing Boards)

Local plans 
supported by 
collaborative 

priorities at regional 
planning level 

Two year operational 
plans detailing how 
proposals will start 

to be delivered 

The foundation of these 
proposals is the six place 
based health and wellbeing 
strategies.  

These strategies are 
grounded in a clear 
understanding of local 
population needs and 
preferences. 

The development of a West 
Yorkshire and Harrogate 
collaborative programme 
after application of the 
‘three tests’.

Nine programmes planned at 
West Yorkshire and 
Harrogate level and delivered 
locally.  

As part of the current 2 year 
planning process , 
organisations will develop 
detailed plans for delivery in 
years 2 and 3 of the 5 year 
STP time line



Section 2: The triple aim



The triple aim: Closing the gaps

There are three gaps outlined in the 
Five Year Forward View these relate to 
health and wellbeing, care and quality 
of services and finance and efficiency.  

Our approach is to ensure that we can 
improve outcomes in health and 
wellbeing and care and quality whilst 
delivering within the resources 
available. 

We consider all three gaps as equally 
important, with finance as a servant of 
the other two gaps. All our plans are 
focused on closing these three gaps in 
West Yorkshire and Harrogate.  

Health and 
Wellbeing 

Finance and 
efficiency

Care and quality 



Health and wellbeing gap: Our challenges 

We have made significant progress on many 
health and wellbeing indicators of recent 
decades but there are still major challenges.  

Where you live still has a significant impact 
on your life chances and health and care 
outcomes, for example: 

• There is an 11 year variation in life 
expectancy for males across Leeds

• There is a 10.2 year variation in life 
expectancy for females across Calderdale

• We have higher than average rates of 
adult obesity

• We have higher than average rates of 
smoking, including maternal smoking at 
delivery. 

Deprivation across Wet Yorkshire and 
Harrogate STP footprint



Health and wellbeing gap: Our aspirations 

Smoking

Obesity

Alcohol

Cancer

Mental 
Health 

CVD & 
Stroke

18.6% of our population smoke.  This is higher than 
average and is the main preventable cause of 
cancer.

8 of 11 CCGs have significantly higher than average 
childhood obesity levels. 1.3 million people  (50% 
of population) are overweight.

Only around half of all cancers are diagnosed at a 
curable stage.  Significant inequalities in outcomes 
across ethnic groups.  

There are around 455,000 binge drinkers  in West 
Yorkshire and Harrogate.  This has major health 
consequences and adds significant burden on services.

All West Yorkshire Authorities have significantly worse 
rates for CVD mortality in under 75s when compared to 
England.

We have a higher prevalence of anxiety disorders 
and depression and a higher than average suicide 
rate. 

THEME ISSUE ASPIRATION

To reduce smoking rates to 13% by 2020-21 -
approximately 125,000 fewer smokers compared to 
2015-16.  

There are 226,000 people at risk of diabetes in West 
Yorkshire and Harrogate.  Our aspiration is that 50% 
of these are offered diabetes prevention support, 
with a 50% success by 2021. 

To reduce alcohol related hospital admissions by 500 a 
year and achieve a 3% reduction in alcohol related 
non-elective admissions. 

Increase in survival rate to 75% by 2020-21,  with 
the potential to save 700 lives each year. 

A zero suicide approach to prevention, aspiring to 
a 75% reduction in numbers by 2020-21

Reduce cardiovascular events by 10% by 2020-21 
e.g. in Bradford District & Craven this will mean a 
reduction in cardiovascular events for 600 people
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Care and quality gap: Our challenges

 The significant majority  of services are high quality, timely and offer a good 
experience for service users.  

 Performance against key standards has dipped in recent times and patient experience 
for some services remains below average, for example: 

– Performance against the accident and emergency 4 hour waiting standard and the 
18 week referral to treat standard have been deteriorating over time across most 
of the STP area. 

– Delayed transfers of care are a problem for patients and the system. They are one 
of the biggest challenges for acute providers in terms of performance and quality. 
Without action this position will deteriorate further.

– There still differential experiences and worse outcomes for those people with 
mental health issues when compared to others 

– People’s experience of health and care services varies considerably by service and 
community. 

– Half of people over 65 are not satisfied with the level of social contact they have



Care and quality gap: Our aspirations 

The increasing demand for planned care is placing 
an unsustainable burden on the acute system 
leading to a deterioration in the referral to 
treatment standard. 

Urgent and 
Emergency care 

Planned care 

Patient 
experience 

Cancer 
services

Mental Health 

The urgent and emergency care system is 
complex and difficult to navigate.  A&E 
performance is deteriorating.
Pathways are often unnecessarily 
complicated. 

THEME ISSUE ASPIRATION

To deliver the 95% 4 hour A&E standard in 
March 2017, and consistently thereafter.
30% all calls to 111 transferred to a clinical 
advisor in March 2017. 

To deliver the 92% 18 week referral to 
treatment standard consistently. 

There are significant variations in patient 
experience across services, population groups 
and local geographies

To deliver an aggregate improvement in 
patient experience for all major services by 
2020/21

There are currently a number of access standards for 
cancer services depending on pathway.  Performance 
against these standards are variable.

Deliver a new 28 days to diagnosis standard for 
95% of people investigated for cancer symptoms

People with mental health concerns are better served 
in the community rather than through A&E – yet A&E 
use is still relatively high.
People needing acute mental health care are still too 
often placed many miles away from home.  

A 40% reduction in A&E attendances for 
people with mental health issues by 2020-21
Elimination of out of area placements by end 
2017



Finance and efficiency gap: The financial challenge

• Resources across  the health 
sector grow from £4.2bn to 
£4.7bn by 2020-21.  This is lower 
than the national average, and is 
far outstripped by the demand for 
services over the same period 

• Demand for and cost of services, 
if unmanaged will drive a gap of 
£1.07bn by 2021 for health and 
social care – based on a bottom 
up analysis built up and owned by 
the individual organisations. 

• This has captured the “Do 
Nothing” challenge for 2016/17 
to 2020/21 which equates to 
£809m for the NHS plus a further 
£265m for social care and public 
health. 

  -
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Finance and efficiency gap: Our solutions by 2020/21

Our solutions are developed as part of the 
place based planning - with West Yorkshire 
and Harrogate programmes supporting local 
delivery.  The high level position for 2020-21 
is as follows: 

• The total value of our solutions is £983m 
across health and social care by 2020-21 
each of which requires some further 
development to strengthen confidence. 
We are factoring in £78m of STF monies 
in 2020-21 towards closing the gap, and 
£94m for the cost of change.

• Our overall position is a deficit of £91m, 
made up of an NHS surplus of £43m, and 
a gap of £135m in social care. 

• Local authorities are statutorily required 
to break even and we are working 
together to understand how this pressure 
can be mitigated.

£m

Do Nothing (1,075)

Solutions

1. Operational Efficiencies:

Provider efficiencies: Carter programme - Estates 8                  

Provider efficiencies: Carter programme - All other 93                

Provider efficiencies: Non-Carter 329              

Primary medical care (GP) 7                  

CCG other efficiencies (e.g. CHC, prescribing, admin, other) 102              

2. Activity Moderation Efficiencies:

Specialised commissioning QIPP 30                

Urgent and Emergency Care (UEC) 10                

New Care Models (NCM) 34                

RightCare 36                

Self Care 1                  

Prevention 31                

Low value interventions 1                  

3. Social Care 131              

4. West Yorkshire Programmes & Opportunities 93                

Gross Solution Total 906              

less STF used to deliver change (95)

Net Solution Total (as visible in the template) 811              

STF Monies 172              

Total 983              

Residual Do Something Surplus / (Deficit)

NHS 43

LA (135)

Total (91)



Finance and efficiency gap: Our approach

• We recognise the need to work collaboratively towards a West Yorkshire and Harrogate control 
total and are exploring how best to do so and manage our collective opportunities and risks.  

• Due to our growth and the underlying financial position of some of our organisations, the scale 
and scope of our transformation needs to be early and radical, and requires significant revenue 
and capital investment in the early years.

• There is an assumption that organisations collectively will deliver their control totals in 
2016/17, which would bring significant risk to the outer years if these are not achieved.

• Transformational capital is required to enable the service reconfiguration and back office 
efficiency gains of our provider sector, to deliver financial sustainability and tackle the long 
term structural challenges.

• Release of Transformation Funds in the early years will enable an faster implementation of our 
solutions and bring them forward from the later to the earlier years of our STP plan.  

In order to deliver the proposals in this document, our preferred approach is that the available 
transformation resources for our footprint  are devolved for management at a West Yorkshire 

and Harrogate level. This would give us the ability  to plan ahead collectively, deploy 
transformation funds towards our greatest opportunities and enable rapid change.



Our NHS Position in 2017/18

 The challenge facing West Yorkshire
and Harrogate in 2017/18 is
significant. The ability to deliver the
financial position in 2016/17 will
have a material impact on our plans
heading in to 2017/18.

 The current STP plan forecasts a
£4m surplus for CCGs, before any
investment in the GP 5YFV and the
MH 5YFV. This is broadly in line with
national expectations.

 The provider position is currently
£36m from breakeven (prior to any
transformation funds being
received). This means a further
£39m would be required to achieve
the control totals that have been
set by NHS Improvement.

• We believe this position will improve as the discussions
around control totals continue and through receipt of
transformation funding.



Section 3: Place based proposals   



Place based plans: Our approach

The foundation of our proposals is the six
place based health and wellbeing strategies.

West Yorkshire and Harrogate has a diverse
population with a range of health and social
care needs. We believe that for the
majority of care and services, these needs
can be best met by developing and
delivering plans locally through local
partnership working – rather than a top-
down approach.

The following slides provide an overview of
each place based plan. These plans have
strong local buy-in and have been approved
by the relevant Health and Wellbeing Board.

Bradford District and 
Craven

Wakefield

Leeds

Kirklees

Harrogate and Rural 
District

Calderdale

Our six ‘places’ WY&H



High level overview of plans
• Prevention and early intervention at the first point of contact with a specific focus on children, obesity, type 2 

diabetes, CVD, cancer, respiratory and mental wellbeing
• Creating sustainable, high impact primary care through our primary medical care commissioning strategies 

and commissioning social prescribing interventions
• Supported self-care and prevention by maximising our community assets to support individuals and train our 

workforce to empower and facilitate independence 
• Provision of high quality specialist mental health services for all ages and early intervention mental wellbeing 

support services.
• Delivering population health outcomes and person centred care through new contracting, payment and 

incentives in line with accountable care models elsewhere. This includes specific interventions that transform 
services to address the physical, psychological and social needs of our population, reducing inequalities and 
addressing the wider determinants of health.

• Developing a sustainable model for 24/7 urgent and emergency care services and planned care.

Bradford District & Craven: Overview of place and plans
Bradford District and Craven has a large geographic footprint incorporating significant 
deprivation, some affluence, urban, rural and city living. Our population is one of the 
most diverse nationally and significant health inequalities still exist across the different 
areas of the district. People, especially women, live a significant proportion of their lives 
in poor health and more than 33,000 children live in relative poverty. The District is 
known nationally for its work in digital healthcare in particular providing 24/7 face to 
face video consultation. 



Health and Wellbeing
By 2020/21 we will:
• Reduce childhood obesity by 5%
• Reduce smoking prevalence by 

5%
• Train 10% of the workforce to 

support people to better self-
care

• Prevent cardiovascular events 
for 600 people 

• Screen an additional 5500 
women for breast cancer 

• Screen an additional 1500 
people for bowel cancer 

• Screen an additional 500 
women for cervical cancer

• Recognise and value peoples 
mental wellbeing and take an 
early action to maintain their 
mental health (indicators as per 
the mental wellbeing strategy 
2016-2021).

Care and Quality
By 2020/21 we will:
• Save 150 lives by reducing variation 

in care
• Reduce non-elective admissions by 

4%
• Develop a sustainable care market 

and create a sustainable model of 
planned and emergency/urgent care 
that meets clinical and constitutional 
standards including seven day 
services in the 4 priority areas as a 
minimum.

• Commission primary medical care 
that ensures seven day access 
achieved for 100% of population 

• Have all-age MH liaison teams in 
place in all acute providers and meet 
the “Core 24” standards

• 90% of people who access 
Psychological Therapies will engage 
through direct self-referral. 

• Ensure 70% of people with diabetes 
experience the 8 care processes

Bradford District & Craven: The triple aim

Finance and efficiency

By 2020/21 we will have implemented 
plans to close the £221m gap as follows:
• £106.7m of provider and 

commissioner efficiencies, 
transforming care programmes in 
acute and community service areas

• Utilising £18.1m of Sustainability and 
Transformation Funding (STF)

• Creating the opportunity to shift 
additional resources into primary care 
(£1.8m by 2018/19)

• £46.1m of efficiencies through further 
work on clinical thresholds, 
procedures of limited clinical value, 
reducing unwarranted variation and 
further West Yorkshire and Harrogate 
opportunities

Through our transforming care 
programmes we will seek to mitigate the 
£50m pressure in social care.



Progress so far
• In 2016/17 we established provider alliances, including primary medical care at scale,  and together with the commissioner alliance are 

progressing to our ambition of improving population health outcomes and person centred care. 
• Addressing the holistic needs of patients with multiple comorbidities through complex care models across the patch. AWC is a pioneer site and 

has seen a 2% reduction in non-elective admissions. We are a Vanguard site (Enhancing Health in Care Homes) and are evaluating video 
consultation in care homes and the Gold Line service for patients at the end of life.

• Developing our first population health outcomes type of contract for Bradford ; accountable care accelerator programme in AWC designing 
new contracting models .

• Aligned our three CCGs under single accountable officer  and chief finance officer with further shared  arrangements over the next twelve 
months.

• Ensured the shift of secondary to primary care activity over the last ten years have been mainstreamed through the PMS review alongside 
improvements in primary care access .

• Our crisis care concordat and first response services have received national recognition and we have had no mental health out of area 
placements in over a year.

• We have a nationally recognised digital shared care record across health and social care.
• We have a big lottery funded programme Better Start Bradford aimed at improving life chances for  children  through a comprehensive 

programme of interventions and activities which will improve outcomes.

Bradford District & Craven: Progress and next steps

Next steps
• Building on the transformation of complex and enhanced primary care  programme, AWC will move to a shadow accountable care system in April 2017 with a 

‘go live’ aim of April 2018.
• Structured collaboration for Bradford out of hospital clinical and social care model commenced in September 2016 with intention to create a new contracting 

model in 2017.
• Procurement of a new model of care for diabetes awarding one outcomes-based accountable care contract in April 2017.
• We aim for a total population coverage of accountable care by 2021.
• Sign off of our mental wellbeing strategy including the Children and Young People’s Mental Health Transformation Plans implementation 2016/17 & 2017/18.
• Develop a sustainable care market and a sustainable model of planned and emergency/urgent care that meets clinical and constitutional standards including 

seven day services in the four priority areas as a minimum for Bradford and Craven that takes account of the West Yorkshire and Harrogate acute 
collaboration work, workforce challenges and quality standards.  Programme scope agreed by Autumn 2017.

• Review investment in Public Health expenditure  by December 2016 for implementation with effect from March 2017
• Workforce strategy for the health and care system by December 2016.
• As part of the one public estate programme we will have an estates strategy for the health and care system by March 2017.  
• Digital technology strategy for the health and care system by  June 2017.



High-level overview of plans

• Our system is over-reliant on emergency unplanned hospital activity compared to the rest of the country 
with high levels of ‘avoidable’ admissions  - £9m avoidable admissions per annum.

• Local people tell us they would prefer to receive care closer to home, with good access to appointments 
and continuity of care

• Our workforce is getting older and we have difficulty retaining and recruiting in some professions.
• By focusing on preventative services, self-care and early intervention, and providing interventions in the 

community, and using community assets, we can reduce the public need to visit hospitals and contribute 
to the triple aim

• By pursuing our dual aim of changes to hospital based care and changes to primary and community based 
care we aim to improve care and quality of services for the people of Calderdale

Calderdale: Overview of place and plans

Calderdale has a plan to improve the health of local people, and the quality and efficiency of local 
services. We are reimagining a new health and wellbeing system which promotes personalisation, 
supports healthy decisions, enables physical activity and encourages responsibility by focusing on 
preventative services, self-care and early intervention, and providing interventions in the 
community, and using community assets, we can reduce the public need to visit hospitals



Health and wellbeing 

• 10% fall in mortality from causes 
considered preventable by 2020

• Increase number of physically 
active adults by 10% by 2020, 
equal to >9000 people

• Reduce health inequalities by 
focussing action with vulnerable 
communities. Right Care data 
suggests we can save 43 lives by 
working together on this. 
National benchmarks suggest we 
can add 10-15 years to the lives 
of people with long term mental 

health needs. 

Care and quality 

• Increase proportion of people satisfied 
with access to care and continuity of care 
in the GP Patient Survey and Friends and 
Family tests.

• Reduce number of people admitted to 
hospital with a treatable or preventable 
condition within the community by 70% 
to 1,695 admissions by 2021.

• In 4 years we will achieve a  75% 
reduction in suicides, with an ambition to 
reach zero

• Halving the number of patients who have 
extended LOS in hospital of between 11-
100+ days (reduction from current 157 to 
79 per quarter from Q1 16/17 baseline) 

Calderdale: The triple aim

Finance and efficiency

• Deliver the Calderdale STP solutions 
to reduce the financial gap for 
Calderdale in 2020/21 from £79m to 
£56m.

• Council would review medium term 
financial strategy to mitigate the 
deficit across the Council, including 
application of BCF, then work 
together as a system to mitigate the 
remaining Local Authority gap for 
example through integrated 
commissioning arrangements, 
reducing the financial gap currently 
forecast to be around  £29m by 
2020/21. This reduces the total 
Calderdale gap to £27m.

• Subject to CCG decision making on 20 
October Right Care Right Place 
programme will further reduce the 
gap by £11m in 21/22 to £16m

• Work with partners across West 
Yorkshire and Harrogate to create a 
balanced financial plan for West 
Yorkshire and Harrogate



Progress so far

• We have engaged and consulted on large scale hospital change
• Community and primary care with other partners developing a fully integrated locality approach
• Created Calderdale Vanguard new care model 
• We have a full value assessment/logic model of the care closer to home model including prevention and self 

care management
• Through the Better Care Fund we have an integrated Gateway to Health and Social Care, an integrated team 

managing transfer of care from hospital, an agreed approach to transforming care for people with learning 
difficulties, use of the NHS number as a single identifier across our system, an agreed approach to integrating 
our monitoring and performance management.

Calderdale: Progress so far and next steps

Next steps

• Strengthening our primary care delivery plan for Calderdale in the light of development of the General Practice 
FV – Ongoing

• Consultation on future provision hospital and community healthcare - CCG decision to progress October 2016
• The first point of contact for health and social care will be delivered by Spring 2017
• Roll out of integrated community services through the implementation of 5 localities by Spring 2017
• Full implementation of new care model in community and primary care by 2018.



Harrogate & Rural District: Overview of place and plan

Within the district there are pockets of deprivation and issues relating to rural isolation. We have an aging 
population – 10 years ahead of the national aging curve with 1 in 5 people aged over 65. There is likely to be 
an increase in the number of people who have a limiting long-term illness and the number living with 
dementia by 2020. Our population use more elective and non elective services than peer CCGs and have a 
positive experience of care. 

High-level overview of plans

• Self care, prevention and early intervention, specific focus on evidence based lifestyle prevention services, 
falls prevention, stroke prevention and mental health and wellbeing.

• Supporting individual and community resilience through our Stronger Communities and My 
Neighbourhood programmes, and social prescribing interventions.

• Integrated, expanded community-based teams capable of supporting the person’s needs holistically, 
including physical, mental health and social needs. Person-centred and led care,  optimised through 
proactive management, with people supported to manage their conditions in the way that suits them and 
are enabled to self-care.

• Redesigning out of hospital care  - primary care and community services, with enhanced access and 
primary care working at scale.

• System approach to reducing demand and variation in elective care.
• Developing a sustainable 24/7 urgent care system.
• Stabilising the care market, improving availability and quality.
• Developing new approaches to personal care at home to address challenges facing us now, including an 

ageing workforce, increase in demand for care and the complexity of this care, and a shortage of people 
joining the profession.

• Redesigning the way care is commissioned.



Harrogate & Rural District: The triple aim 

Health and wellbeing 

• 95% of patients supported by a 
locality Integrated Team have a 
single care plan by March 2017.

• 72.2% of people with a long-term 
condition feel supported to manage 
their condition in 2016/17.

• Increase in the number of people 
with diabetes diagnosed less than a 
year who attend a structured course 
(national av. currently 5.7%).

• Increasing the proportion of people 
using social care who receive self-
directed support and those using 
direct payments.

• Increasing the number of people 
using personal health budgets, 
focusing initially on learning 
disabilities, mental health and 
children and young people with long-
term healthcare conditions.

• Reduce % of children aged 10 or 11 
(Year 6) who have excess weight. 

Care and quality 

• Develop affordable model for 
planned care that supports delivery 
of NHS constitutional standards

• 60% of people experiencing a first 
episode of psychosis will 
commence treatment with a NICE 
approved care package within two 
weeks of referral by 2021. 

• 75% people referred to IAPT begin 
treatment within six weeks, and 
95% within 18 weeks, with a 55% 
recovery rate from treatment

• Long term support needs met by 
admission to residential and nursing 
care per 100,000 population aged 
65+ reduces year on year.

• Increase % of new cases of cancer 
diagnosed at stage 1 and 2. 

• Increase % of people whose blood 
pressure is controlled to 150/90.

Finance and efficiency

• Delivery of all organisational control 
totals in the local systems’ 
organisations in 16/17 is expected

• There are recognised pressures in 
the system at a local level. There is 
currently £3.1m unmitigated risk

• Delivery required of £38.9m 
efficiencies against ‘do nothing’ 
trajectory  (assumes no in year in 
risks materialise)to contribute 
towards delivery of financial 
balance across the wider system by 
2020/21.

• Current local ‘do something’ plan 
identifies £17.6m 20/21 gap

• Reduction in A&E attendances by 
11% by 2018/19 

• Reduction in emergency admissions 
by 16% by 2020/21. 



Harrogate & Rural District: Progress so far and next 
steps

Progress so far
• Implementation of  our New Care Model: ‘What Matters to Us’. By November 2016 we will have 4 community care teams, 

covering the whole district, aligned to clusters of GP practices, linked to adult social care services, ten additional community beds 
to support  discharges from hospital and to prevent avoidable admissions and an Acute Response and Overnight Service

• Use of Calderdale framework  to assess skills needed within the new care model. A clinical skills trainer is enabling staff to bring 
new skills into their repertoire and provide more holistic and coordinated care.

• We have engaged with our population on the design and delivery of the model.
• We are using Right Care methodology, the Elective Care Rapid Testing Programme (100 day challenge) and work on clinical 

thresholds to reduce elective demand and variation.
• We are working with our GP Federation and 17 practices on the GP Forward View Transformation Plan to deliver extended access 

and primary care at scale.
• We have discussed and agreed our local plan within our Harrogate Health Transformation Board and agreed a Memorandum of 

Understanding.
• We are exploring organisational forms and contractual options and having early discussions on integrated health and social care 

commissioning and delivery models.

Next steps
• Referral Management Service with clinical review  in place (January 2017).
• Roll-out of diabetes prevention programme (during 2017/18)
• Evaluation of our New Care Model during 2017/18 to ensure it is delivering the right place-based solution of integrated care.
• Agreement on scope of Integrated Health and Social Care Commissioning arrangements (Q4 2016/17).
• Development of Out Of Hospital Strategy – to include Primary and community estate strategy to meet changes in 

demography and demand for healthcare services (2017/18).
• Evaluation and decision on organisational form and affordability of new care model.
• Local Digital Roadmap implementation.



High-level overview of plans

• Early Intervention and Prevention Programme including the development of a thriving voluntary and 
community sector;

• Implement and build on the Healthy Child Programme;
• Development of an adult wellness model in Kirklees;
• Improving the capacity and quality of primary care (including GP Forward View);
• Making social care provision more sustainable and more effective, including the development of vibrant and 

diverse independent sector;
• Development of business models to encourage providers to maximise independence;
• Change the configuration of acute services to improve quality and create efficiencies through the 

implementation of RCRTRP, Meeting the Challenge and Healthy Futures plans (UEC, Cancer, Specialist MH, 
acute stroke etc.);

• New approach/model for how to support people with continuing healthcare needs; 
• Implementation of the Transforming Care Programme for people with learning disabilities;
• Changes to the commissioner landscape, including more integrated approaches; and
• Changes to the provider landscape to move towards adopting new models of care across health and social 

care and developing alliances.

Kirklees: Overview of place and plan
Kirklees has a diverse population that includes both urban and rural areas.  The population is ethnically diverse, with some areas 
experiencing high levels of deprivation.  There is  variation in healthcare outcomes.  The two Kirklees clinical commissioning groups: 
North Kirklees and Greater Huddersfield are within a single local authority footprint. Each CCG shares a main acute provider with 
another CCG in a different local authority; this adds complexity to the system.  Some people in Kirklees wait too long to be seen for 
diagnosis and treatment, stay in hospital for too long and many of our patients don’t have a good experience in our hospitals.. 
Whilst we face many challenges locally we are a forward thinking and innovative area. Our focus has been on driving integration 
across health and social care services and our first big step change in this was through the commissioning of an integrated model 
for community services across Kirklees providing a care closer to home model.



Kirklees: The triple aim 

Health and wellbeing 

• Improve independence of 
vulnerable adults and year-on-
year gains in self reported QOL 
for adults and carers in receipt 
of adult social care 

• Childhood Immunisations –
continue to achieve the 0-5years 
childhood Immunisation target 
of 95%. 

• NCMP – 86.2% Reception 
children measured.

• Maximising Independence: 86% 
reported confidence in 
managing own condition on exit 
from our therapy services which 
exceeds the commissioner’s target 
of 80%.

Care and quality 

• 19% reduction in hospital admissions.
• 95% of patients demonstrate a 

maintained or improved level of 
functioning on exit from therapy 
services

• 98% of patients report a positive 
outcome on conclusion of care 
episode from Community Nursing, 
Specialist Nursing and Intermediate 
Care.

• 91% of patients clinically appropriate 
to remain at home are still at home 
following assessment and 
intervention at 24 hours

• Work with partners across the system 
to Reduce NEA back to 2014/15 levels 
(focus on care homes, frailty and LTC)

• Increase the number of people who 
die in their preferred place

• Increase screening rates across all 
cancers to national average

• Reduce number of emergency 
presentations for cancer

Finance and efficiency

• ‘Do nothing’ gap of £208m.
• Programmes in place to close 

that gap include the re-
configuration of acute service 
delivery (Right Care Time Place), 
second stage development of 
community services (Care Closer 
to Home) and implementation of 
the primary care strategy. 

• The outstanding ‘do something’ 
NHS gap by 20/21 is £40m. 
Subject to CCG decision we 
expect implementation of Right 
Care Time Place in 21/22 would 
significantly reduce that gap. 
NHS and LA are working on the 
‘Kirklees plan’ to close the 
remaining social care gap.



Progress so far
• Early Intervention & Prevention model agreed, based on complex, targeted and community plus levels, and programme entering 

Year 2, critical part of shift to ‘New Council’. 
• Healthy Child Programme in procurement phase.
• Model for an adult wellness model across Kirklees has been developed. Links to diabetes prevention.
• Both CCGs have co-produced primary care strategies. Plans are in development to produce local GPFV delivery plans.
• Models developed to deliver primary care at scale through a hub and spoke approach. 
• CCG resources are being targeted at supporting practices to collaborate and be stronger together through federations.
• Kirklees Vision for Social Care agreed. Commitment to single approach to supporting the independent care sector.
• Strengths based social care practice training underway. 
• Public consultation around changes to acute services at CHFT undertaken. Decision regarding next steps taken in  Oct 2016.
• Partners across the MYHT health economy are mobilising the final year of the planned changes to acute services. Some changes 

are already in place to rationalise/centralise.
• Number of workstreams identified to manage demand, promote recovery and longer term sustainability at MYHT.
• Joint Chief Officer post is being piloted across NKCCG and Kirklees Council. A similar arrangement is also being piloted across the 

acute interface in North Kirklees.
• Procurement and mobilisation of an integrated community model across Kirklees

Kirklees: Progress so far and next steps

Next steps
• Decision to proceed to Full Business Case on CHFT acute changes taken in October 2016
• Local delivery plans for the GPFV in place by December 2016
• Meeting the Challenge Year 3 changes to be made by April 2017 (pending further evaluation of system risk)
• Implementation of new Early Help Model for Children and families (2017/18)
• Models to deliver primary care at scale to be worked up (2017/18)
• Implementation of Healthy Child Programme (April 2017)
• New domiciliary care contract in place (April 2017)
• Roll out of new Frailty Model in North Kirklees (2017/18)



Leeds: Overview of place and plan

High-level overview of plans

• Investing more in prevention, targeting those areas that will reap the greatest reward.
• Building on our 13 integrated neighbourhood teams, we will develop new models of working, increasing and integrating our primary and community 

offer for out-of-hospital health and social care, providing proactive care and rapid response in a time of crisis: Self Management and Proactive Care, 
Efficient and Effective Secondary Care, Urgent Care / Response.

• Increasing sustainability  and transformation of general practice as the cornerstone for New Models of Care (NMC) designed around GP registered 
lists.

• Using existing estate more effectively, ensuring it is fit for purpose, and disposing of surplus estate.
• Reviewing our procurement practices and top 100 supplier organisation spend to ensure that we get best value in spending for the Leeds £, and are 

benefitting from economies of scale.
• Engaging ‘One Workforce‘ to work collaboratively and promote a ‘working with’ approach across all partners within the Health and Social Care system 

to provide high quality seamless services to support the delivery of new models of care to meet the population needs.
• Work collaboratively across the system to attract recruit,  retain, develop the workforce through leading edge innovation and education and optimise 

the use of new roles, apprentice and skills mix. 
• Having nationally pioneering integrated digital capabilities being used by a ‘digitally literate’ workforce.
• Digital capabilities and consistent information to support effective discharges, referrals, transfers etc. self and assisted care and integrated intelligence 

to inform better whole-system operational and strategic decisions. 
• Use our high quality education, innovation and research to strengthen service delivery and its outcomes.
• Creating a citywide culture of shared responsibility between citizens and services; working with’ people at every stage of change through clear 

communications and engagement.

Leeds is ambitious: we want to be the Best City in the UK by 2030. Our vision is that ‘Leeds will be a healthy and caring city for all ages, where people 
who are the poorest will improve their health the fastest’. We have the people, partnerships and placed-based values to succeed. 

We will be the place of choice in the UK to live, to study, for businesses to invest, for people to come and work, and as the regional hub for specialist 
health care. 

Our services will provide a minimum ‘universal offer’ but will tailor specific provision to the areas that need it the most. These are bold statements, in 
one of the most challenging environments for health and care in living memory. We need to do more to change the way we have conversations across 
the city and develop our infrastructure and workforce to be able to respond to the challenges ahead. Much will depend on changing the relationship 
between the public, workforce and services, and ensuring that we work ‘with’ and not ‘doing to’. We need to encourage greater resilience in 
communities so that more people are able to do more themselves. This will reduce the demands on public services and help us prioritise our resources 
to help those most at need. We recognise that we will have to continue to change the way we work, becoming more enterprising, bringing in new service 
delivery models and working more closely with public, partners and workforce in Leeds, and across the region, to deliver shared priorities.



Leeds: The triple aim

Health and wellbeing 

• Progress the twelve priorities in the Leeds 
Health and Wellbeing Strategy to reduce 
premature morbidity and mortality and 
help narrow the health inequalities gap

• Reduce smoking rates from 21% to 13% by 
2020/21 (for adults aged 16 years +)

• Breast cancer screening: increase uptake 
to England average of 75% by 2020 

• Bowel cancer screening: increase uptake 
by 3% by 2020

• Bring the Leeds suicide rate down below 
the national average by 2020/21

• Support 2880 people who have been 
identified to be at risk of developing 
diabetes to attend the NHS National 
Diabetes Prevention Programme by 
2019/20

Care and quality 

• Ensure 60% on Severe Mental Illness 
(SMI) registers undergo a physical health 
check each year

• Eliminate acute mental health out-of-
area placements by 2020/21

• Deliver of the Emergency Care Standard 
• Reduce the numbers of patients 

admitted as emergency cases for bed-
based care

• Reduce bed days lost due to delayed 
discharges to 2.5% of the acute bed base 
by 2020/21

• Reduce the numbers of learning 
disability inpatient placements to 40 per 
million population by 2019/20

• Reduce the staff capacity gap by building 
multi-disciplinary teams and ensuring 
wider skills base for specific functions 
(e.g. care home worker)

• Ensure that 80% of people with a 
diagnosis of dementia will have been 
offered information and support to live 
with the condition, and a named contact 
with a 'care navigator' role, by 2020

• Our forecast for 2020/21 across Health 
and Social Care is a ‘do-something’ 
deficit of c£46m.

• The partners in the city are investing 
resources in the continued development 
and implementation of our local 
improvement plans. Our assumption is 
that we will receive our ‘fair share’ of 
national Sustainability and 
Transformation Funds and that our gap 
will be bridged through a combination of 
this funding, further local developments 
and the Leeds share of benefits 
delivered through the West Yorkshire 
and Harrogate workstreams.

Finance and efficiency



Leeds: Progress so far and next steps  
Progress so far

• A number of New Models of Care testbed sites across the city; 13 Integrated Neighbourhood Teams and Discharge teams 
launched.

• ‘Choose Leeds’ pan-sector recruitment campaign ongoing with events supported collaboratively across the seven Leeds 
partners; ‘Citywide Workforce Database’ established. Health and Care Academy plans initiated. 

• Identified opportunities to pilot a One Workforce approach across the Health and Social Care system.
• Leeds Care Record in place, with ongoing developments to link to other health and social care record systems 
• Plans underway to align workforce engagement with the wider culture change ambition.
• Phased estates review underway and early recommendations for site re-configurations being taken forward.
• Citywide Procurement review covering transport, utilities, agency staffing, stationery, catering and security underway.
• National Diabetes Prevention Programme (NDPP) pilot commenced July 2016 with 66 practices recruited so far and referrals 

commenced.
• Significant progress on the informatics agenda through the national Pioneer informatics network, led by Leeds
• Successful bid for innovation monies for projects such as digital literacy in the workforce, health coaching, development of 

provider governance  tools and evaluation of the proactive telecare pilot (approx. £200k).
• Digital discovery workshops held on Prevention and House of Care; and Rapid response at time of crisis (0-4hrs) set in the 

context of the Urgent Care strategy, with findings validated with Leeds citizens.

Next steps
• National Diabetes Prevention Programme pilot: GP practices  have access to referrals process – October 2016.
• Integrated discharge service live from January 2017.
• Expand Leeds role as a centre of excellence for precision medicine during 2016-17 including the launch of the Centre for 

Personalised Medicine and Health in February 2017.
• New models of care pilot: Interim evaluation report and recommendations – September 2017.
• Phased Communications plan completed and enacted by December 2017.
• Early Implementer of 7 day services (LTHT site) 2017-18 and roll out of extended access to Primary Care in 2018/19 and 

2019-20.
• Further development of integrated out of hospital care based on NMC work to date exploring potential new community 

contract models.
• Leeds General Infirmary, significant site re-development planned to support major trauma and consolidation of children’s 

hospital as part of development of the Leeds innovation district.



Wakefield: Overview of place and plan

Our aspiration for 2020/21 is that we want people in Wakefield to have healthier, happier and longer lives with less inequality. 
Wakefield continues to have significant health issues despite much progress being made. Our JSNA reaffirms to us that our 
Health and Wellbeing Board priorities of early years (with a focus on childhood obesity, and maternal smoking at delivery), long
term conditions (including diabetes, respiratory and circulatory diseases), Mental Health (including dementia and self harm) 
and older people (including reducing social isolation and falls) will address the health and wellbeing gap for Wakefield.  We
need to continue to tackle variation in care and to reduce health inequalities across the district.  Constitutional indicators such 
as Referral to Treatment and A&E waiting times also will have a significant focus over the next five years to ensure we provide 
the best quality of care to our patients.

High-level overview of plans

• Continue to implement our reconfiguration of hospital services across the Mid-Yorkshire Hospital footprint through the Meeting the 
Challenge programme, working towards delivery of seven day services for all acute care. 

• Building on Meeting the Challenge, further transforming the provision of acute care at the regional or sub regional level.
• Develop a local network of urgent Health and Social Care Provision including out of hours provision, walk in and minor injuries,

emergency departments, ambulance services, hyper acute centres and effective utilisation of 111 services.
• Further collaborative working with Mid-Yorkshire Hospital to develop a demand management approach to our planned care cohort.
• Collaborate with practices and Health and Social Care providers to develop and deliver high quality, evidence based, out of hospital 

services including advanced diagnostic testing, maternity care, specialists doctors, nurses and therapists and viable smaller hospitals
• Deliver a collaborative approach to working across the health and social care sector to ensure integrated care across primary and 

community providers.
• Prevention and early intervention with a specific focus on obesity, smoking prevalence, cardiology, respiratory, mental health and 

frail elderly working towards a collective prevention resource across the health and social care system.
• Implement a new Multi-Speciality Community Provider led Accountable Care System in Wakefield.
• Develop an ambitious co-owned strategy for ensuring safe and healthy futures for children and young people.
• Develop a new business model for the provision of corporate functions and corporate services across Wakefield, including estates, 

workforce and digital.
• Ensure person-centred primary care through our deliver of the the GP Forward View.
• Deliver a collaborative approach to self care.



Wakefield: The triple aim
Health and wellbeing 

• Reduce Smoking prevalence by 2.4% by 
20/21 bringing it lower than the current 
West Yorkshire and Harrogate average.

• Reduction of physical inactivity in adults 
from a baseline of 29.8% (2015) by 4.8% by 
20/21 bringing it below the current England 
average.

• Reduce premature mortality from CHD to 
42 per 100,000 by 20/21.

• Reduce premature mortality from COPD to 
19.5 per 100,000.

• By April 2017 to achieve access standards 
for Early Intervention Psychosis service of 
>50% of people with a first episode of 
psychosis receiving treatment within 2 
weeks, 75% referred to IAPT being treated 
within 6 weeks and 95% within 12 weeks. 

• By 2020/21 to have reduce Injuries from 
falls in people aged 65 and over to 1827 
per 100,000 population. 

• By 2017 we will reduce our percentage of 
young people who are Not in Education, 
Employment or Training (NEET) to 4.5%.

• As part of the Integrated Pioneer 
programme, roll out a workplace wellness 
check service for 1,000 Wakefield System 
employees per year from January 2017.

Care and quality 

• Working collaboratively across MYHT, 
the LA and the CCG to reduce DToC by 
3.5%.

• Increase and maintain dementia 
diagnosis to 67% by 2020.

• Increase  the number of GP practices 
signed up to carrying out health checks 
on adults with learning disabilities from 
37 to 40.

• Maintain our performance around 
diabetes, sharing learning and taking 
part in the diabetes prevention 
programme.

• By April 2017, reduce maternal smoking 
at delivery to 18%.

• Agreed with MYHT, non face-to-face 
telephone appointments as the default 
booking approach for follow-up 
appointments, with defined exceptions 
to this, with effect from 1st October 
2016.

• From 1st October 2016 agreement with 
MYHT for e-consultation to be the 
default option for GPs to access 
outpatient care, via specialist advice 
and opinion, in Cardiology, and then 
Gastroenterology; Ear, Nose and 
Throat, and Pain Management.

Finance and efficiency

• Delivery of £229m efficiencies against the 
‘do nothing’ trajectory to deliver financial 
balance across the Wakefield system by 
2020/21. Local contribution estimated as 
£185m and with additional measures at 
West Yorkshire & Harrogate level.

• Delivering a fully integrated model of 
accountable care of which a financial 
business case in development.

• An optimised back office for Wakefield, 
including workforce, IT and estates.

• Collaboration between acute care 
providers both on a regional and sub 
regional level.

• Fulfilling our statutory duties locally to 
achieve constitutional targets, in 
particular A&E 4 hour wait, 18 week 
Referral to Treatment and working 
towards our 28 day diagnosis standard.

• In addition, delivery of financial 
opportunities including RightCare, 
partnerships with public health making 
savings through better health and 
wellbeing outcomes, care home 
vanguard, Urgent and Emergency care 
redesign and planned care reform 
through a collaborative approach to 
demand management.



Wakefield: Progress so far and next steps

Progress so far
• We have centralised surgery and paediatrics as part of the ongoing Meeting the Challenge programme of service reconfiguration in Mid-

Yorkshire Hospital Trust.
• We have developed the Wakefield Connecting Care Integrated Workforce Framework to support our transformation work.
• We have successful care home and MCP vanguards that have brought both commissioners and providers together to support and agree a joint 

committee for our MCP. 
• Our new model of integrated care has been comprehensively evaluated and has highlighted that 96% of our patients felt that they were 

treated with kindness and compassion. 
• Our five GP Federations are working in partnership with us to execute the Five Year Forward View and are fully aligned to development of an 

Accountable Care System. 
• We have developed strong governance and accountability through our Health and Wellbeing Board supported by our STP which has clear lines 

of accountability
• We are better at meeting the needs of some of our most vulnerable patients having commissioned Mental Health workers in each of the 

Connecting Care Hubs.
• We have commissioned Mental Health Navigators in collaboration with Wakefield District Housing to support their tenants with a wide variety 

of mental health needs.
• Working with West Yorkshire Police we have been successful in securing £140k funding to implement a Street Triage scheme which will 

provide better support both to patients and police and lead to less patients inappropriately being held in s136 or custody suites and getting 
timely support.

• We have maintained a focus on our children and young people through our Children and Young People IAPT programme and our Future in 
Mind programme.

Next steps
• By January 2017 we will have an operational plan which is aligned to activity and interventions with clear lines of accountability.
• Development of a Joint Committee in across commissioners and providers for our MCP by January 2017 to support the development of an Accountable Care 

System.
• Final business case approval for the MCP October 16.
• Engagement process for MCP starting Oct 16 and market engagement Dec 16.
• Develop Accountable Care Organisation by 2020/2021 bringing provision and integrated commissioning together to improve quality of delivery for community 

care.
• Business case for integrated support services through Local Services Board 2017.
• Full implementation of the Meeting the Challenge reconfiguration of services to deliver 7 day services for all acute care by 2019



Section 4: West Yorkshire & 
Harrogate proposals



Prevention at Scale
Sm

o
ki

n
g • Reduce smoking 

related admissions 
and demand on 
services 

• Systematic 
implementation of 
NICE guidelines in 
acute and MH 
services 

• Effective 
communications 
across multiple 
media to support 
quit attempts 

A
lc

o
h

o
l • Reduce alcohol 

related admissions 
of those placing 
disproportionate 
demand on A&E 
and hospital beds

• Systematic 
implementation of 
hospital based 
alcohol liaison 
services, in-reach by 
community alcohol 
services and 
assertive outreach 

O
b

es
it

y • Reduce the number 
of people currently 
at high risk of 
diabetes from going 
on to develop 
diabetes and reduce 
future demand on 
services

• Systematic early 
identification and 
intervention

• Annual review and 
access to healthy 
living services 
including intensive 
lifestyle behaviour 
change programmes

Workforce and prevention 
To enhance the health and social care workforce contribution to place based preventative care and 
lifestyle behavioural change
• Embedding ‘Making Every Contact Count’ into everyday practice 
• Embed the principles and standards of Health Promoting Hospitals



Prevention at Scale
Impact

Health and wellbeing 
↓ Alcohol related mortality reduced
↓ Reduce smoking prevalence from 18.6% to 13% by 2020 (or by 105,000 smokers)
↓ Reduce cardiovascular mortality
↓ Reduce cancer mortality
↓ Reduce numbers of high risk of developing diabetes by 30-60% by 2020

Care and quality 
↓ Reduce alcohol related hospital admissions (narrow & broad measure) by 3%
↓ Reduce smoking attributable admissions in people over 35yrs
↑ Increase successful quit rates at 4 weeks per 100,000 smokers
↑ Increase numbers of identified at high risk of diabetes by 20% from baseline
↑ Numbers of attending NDPP programme and number of referred to Health Living Services
 Progress on meeting Health Promoting Hospitals standards
 Increased numbers of staff trained in Making every contact count

Finance and efficiency

↓ An investment of £825k for five Alcohol Care Teams would lead to a reduction of 500 alcohol 
related admissions a year, resulting in a £3.17m ROI per year (Note: does not account for 
current services – that is variable)

↓ An investment of £450k would lead to a reduction of 50,000 smokers over 5 years at a saving 
to the NHS of £9m. Maintenance of current investment is required to continue a similar 
decline and savings over the same time period.

↓ Diabetes cost between £1107 – £2836 per year. West Yorkshire and Harrogate has an 
estimated 226,000 people at high risk of diabetes, if 50% attend and 50% do not go on to 
diabetes the savings are £62.5m - £160m over 5 years.

Key milestones and decisions

• Nov 2016 Workforce workshop 
to work up priorities & plan 

• Nov 2016 Leeds NDPP all 
practices to have access to 
referral process 

• Nov 2016 Calderdale, 
Wakefield, Kirklees NDPP bid 
submitted 

• March 2017 Follow up on 
Alcohol Care team Review with 
partners to identify next steps

• March 2017 Review alcohol 
related A&E data to understand 
barriers to implementing 
Cardiff model 

• Summer 2017 Workforce 
regional conference with 3rd

sector, emergency services

• Summer 2017 New e-learning 
resource to support MECC

• 2017 Harrogate to be 3rd wave 
NDPP 

• NICE guidance on smoking: 

• Mid 2017 Communications and 
marketing 

• End 2017 implementation 
community /MH Trusts 

• End 2018 Implementation 
Hospital Trusts



Primary and community services
It is fundamental that primary care is locally planned and delivered to best
meet the needs of local populations and deliver the commitments of the
GP and MH Forward View documents (as set out in our six place-based
plans). By working at a West Yorkshire and Harrogate level we can add
value through:

• Sharing best practice and innovation
• Collectively determining what good care looks like
• Agreeing shared principles and operating to these.

In West Yorkshire and Harrogate we consider primary care to encompass a
wide range of services supporting the health and wellbeing of the
population, this includes general practice, community provision to meet
physical health, mental health and social care. Many services delivered by
Councils and the third sector sit firmly within our definition of primary
care.

We have defined these principles with representatives from general
practice, community services, mental health services, social care,
voluntary and community services with Healthwatch.

Leadership for this work is provided through two Chief Executives of
community provider organisations, our RCGP Ambassador for West
Yorkshire and Harrogate STP and Medical Advisor (Primary Care Strategy,
NHS England Yorkshire & Humber) chairing the primary and community
workforce group for West Yorkshire & Harrogate.

Next steps

The transformation of hospital care
is predicated on the ability for all of
primary care to work differently and
collaboratively with patients’ needs
at its heart.

We must focus our energy in the
right places and this means defining
a few areas of focus in collaboration
with our acute providers. These
areas will be defined by:

a) good quantitative evidence at
West Yorkshire and Harrogate
level that this is a material issue
and can deliver benefit.

b) evidence on a West Yorkshire
level that the population's
healthcare needs can be
addressed in the community
both effectively and
sustainably.



Primary and community services 

Our principles for high quality primary care in West Yorkshire and Harrogate:

• We will deliver good quality integrated primary care to local populations, with 24/7 services that meet the needs of 
that local population, ensuring that services are organised around peoples’ needs.  This will be planned around a 
population size of c.30,000 – 50,000 (locally determined) with all resources focused on the holistic and community 
oriented care of that population. 

• We will be bold in the adoption of the prevention at scale transformation to create a system-wide ‘left shift’ as a central 

philosophy, which will mean a fundamental move to enabling people to self-care and stay well for longer

• We will embrace new and existing technology to support people using services, their carers (paid and unpaid) in their 
care 

• People will be partners in their care and engaged and involved at every level – this could mean the scaling of health 
coaching and or asset based approaches to care

• We will breakdown the culture of organisational silos and barriers to give the best care to our populations, focusing on 
the values of those people who work in primary care 

• We will stop medicalising issues and ensure people get the right support from the right professional. We will look 
outside the clinical model to deliver a more holistic service to our local populations and achieve better outcomes; 
prescribing will not be the default position. 

• We will ensure that we have the right workforce, in the right place, to deliver services. The people who make up the 
workforce will be energised, happy and fulfilled in their work and not limited in their ability to care 

• We will create the space for primary care thought leadership which will allow innovation to flourish for the benefit of 
our patients. We will recognise and better share the real examples of transformation, best practice and new ways of 
working. In West Yorkshire and Harrogate we have great people doing great things, we will harness and share this, 
learning from one another. 

• We must be bold in rationalising our estate where this mutually agreed and evidence shows that this in the interests of 
patient care and integrated working, ensuring that more public sector estate is utilised cohesively and to best value.



Mental health

Bed 
Management

MH Liaison Emergency Services
Suicide 

Prevention
CAMHS T4

Low / 
Medium 
Secure

Shared Outcomes Model 

MH Programme Steering Group

Elimination 
of OOA 

placements

Reduction of 
unnecessary   

MH A&E 
attendance

Reduction of 
S136 place of 

safety 
episodes

Avoidance of 
unnecessary 
emergency 
responses 

Reduction of 
Suicides

Increased 
access/joined 

up care 
pathways CYP

Increased 
access high-

quality 
secure care

Ambitions

Delivery 
Projects 

The providers of mental health services, working with commissioners and partners, are developing a Shared Outcomes Model to
reduce variation in quality, improve outcomes and drive efficiency to ensure the sustainability of services.

Collective system ambitions and outcomes include: delivery of 7-day services, reducing out of area placements, ensuring people in
crisis get the multiagency care they need, more care delivered in the community and full system pathway integration. Also key to
achieving this ambition will be shared models for support services e.g. workforce planning and IT. Additional clinical areas have been
identified as areas to be planned and developed at a West Yorkshire and Harrogate level these are; ADHD, Autism, eating disorders
and perinatal services. The delivery of the Five Year Forward View for Mental Health is through interconnecting plans of the West
Yorkshire and Harrogate level programmes and the six place-based plans. The focus of this programme is the delivery of acute/in
patient services, specialist services that can be delivered over a larger footprint or where the pathway requires a full system approach.

Progress so far…
 A new Safe Haven has been established in Bradford for people experiencing mental health crisis, with work underway to evaluate

and inform roll out of similar models in other parts of West Yorkshire and Harrogate.
 Safer Spaces pilot for children and young people which will be rolled out to other parts of West Yorkshire and Harrogate, ensuring

that young people requiring crisis care do not end up in police cells or A&E
 Introducing a model that places mental health nurses in police control rooms to establish effective ways of ensuring people in crisis

receive the appropriate mental health support they need.
 Mental health screening tool and approach to mental health training across acute wards as an in-reach approach to driving a

coherent, integrated and comprehensive mental health assessment for all patients is in development
 A system-wide multi-agency suicide prevention strategy is in development



Mental health

Impact 

Health and wellbeing 
↓ Reduction in mortality rates for mental illness 
↓ A zero suicide approach to prevention, aspiring to a 75% reduction in 

numbers by 2020-21

Care and quality 
↓ Reduction in local variation of quality in services
↓ Elimination of out of area placements for non specialist acute care 

within 12 months
↓ 50% reduction of S136 PoS episodes both police and health based 

places of safety
↓ 40% reduction in unnecessary A&E attendance 
 Deliver waiting time standard for CYP eating disorder service 
 Deliver EIP target across West Yorkshire and Harrogate
↑ Increased access rates to IAPT services 
↑ Increased access to 24/7 urgent and emergency mental health 

services for CYP
↑ Increased access to specialist perinatal mental health healthcare

Finance and efficiency
 Delivery of the 5YFV for MH will require investment in services.
 This programme will support the delivery of system and provider 

cost improvement programmes reinvested in mental health care

Key milestones and decisions

Quarter 4 2016/17: 

• Business case for control room MH 
nurses 

• MH Liaison service proposal 
developed 

• Suicide strategy and plan developed 

• Business case for safer community 
spaces for adults and children

• Target operating model developed for 
provider trust  support services

Quarter 1 2017/18:

• Plan developed CYP in patient units 
(integrated with local pathways) 
eliminating inappropriate placements

• Plan developed for Low/medium 
secure services and associated 
pathways

Quarter 2-4 2017/18: 

• Bed management proposal developed 
to support reduction in out of area 
placements

• Proposal developed for standard 
approach to commissioning  acute 
mental health services across West 
Yorkshire & Harrogate

• Provider alliance governance  to be 
formalised 



Cancer 

Progress so far…
 Re-establishment of local system leadership, securing stakeholder agreement  for a chief executive-led Alliance Board reflecting

multi-disciplinary and geographic diversity at a senior level  & supporting programme infrastructure with strong executive buy-in. 

 Secured agreement for the Alliance Board to develop a single delivery plan for cancer for West Yorkshire and Harrogate with a 
dual emphasis on delivery of the clinical priorities in the national cancer strategy and the system behaviours and requirements to 
facilitate this through more collective, strategic approaches to provision and commissioning.

 Successful in bidding to host two pilot sites for multidisciplinary diagnostic centres and a 28 day standard test site.

 Cross system deep dive to agree local priorities April 2016, baseline inventory of activity against the 96 Cancer Taskforce 
recommendations.

The focus of the Cancer programme is to deliver the national cancer strategy in a way that makes 
sense in our region,  ensuring that we deliver the best outcomes and experience.  This includes: 

Develop and pilot more 
strategic approaches to 
commissioning and provision 
of cancer care.

Define the characteristics of 
high quality primary care 
services in support of the 
cancer ambitions

Understand the  gap in 
diagnostic capacity required 
to deliver our ambition in 
relation to shift in stage of 
diagnosis. 

Develop approaches to using 
feedback from people affected 
by cancer & engaging them 
directly in service improvement, 
e.g. pilot real-time interactive 
patient portal

Delivering the pledge to on 
recovery package 
interventions and risk 
stratified follow-up by 2020

Develop and deliver 
pathways for95% of patients 
referred with suspicious 
symptoms to have a.
diagnosis within 28 days

Improvement in treatment 
services driving out variation 
in practice and outcome, 
based on best available 
evidence, focused on 
chemotherapy in first 
instance.

Agree protocols for MDT 
working to release clinical 
resource without 
compromising quality.



Cancer

Impact
Focus of the Cancer Programme is on spending the West Yorkshire and 
Harrogate pound as cost effectively as possible to deliver the highest possible 
outcomes and experience.

Health and wellbeing 

↓ Reduce adult smoking rates from 18.6% to 13% resulting in c105,000 
fewer smokers and c11,250 averted admissions.

↑ Increase 1 year survival from 69.7% to 75% equating to c700 lives per 
year.

↑ Increase stage 1&2 diagnoses from 40% to 62% offering 3,000 extra 
people the chance of curative or life extending treatment.

Care and quality 

↑ Increased % of patients formally invited to feedback to improve services 
over and above CPES (target TBC)

 Deliver the 28 days to diagnosis standard for 95% of people investigated 
for cancer symptoms to deliver faster diagnosis for c5,000 people 
currently diagnosed with cancer through RTT pathways.

Finance and efficiency 

↓ Estimated savings of up to £12million over 5 years based on lower 
treatment costs associated with earlier stage diagnosis  for many forms of 
cancer. 

↑ Delivering this efficiency will require growth in diagnostic capacity of c2-
3% additional to that in local baseline trajectories.

Key milestones & Decisions

2016/2017

• Agree headline diagnostic growth and cancer 
content for 2 year operational plans

2017/2018

• Sign off Alliance Delivery Plan (April) including 5 year 
diagnostic capacity building plan.

• Commit to local action plans to deliver Recovery 
Package & risk stratified post-treatment pathways 
by 2020

• Produce option appraisal for service model for 
strategic diagnostic growth. Agree preferred model.

• Develop and agree to pilot new strategic approaches 
to commissioning and provision of cancer care.

2018/19

• Implementation planning for new diagnostic models 
including consultation as necessary.

• Roll out new protocols for MDT working.

• Agree implementation plans for delivery of 28 day 
Faster Diagnosis Standard.

• Begin implementation of commissioning policy to 
address variation in chemotherapy prescribing.

2019/20

• All cancer patients to have tailored support to live well 
and as independently as possible beyond diagnosis.

2020/21 

• 95% of people referred for investigation of cancer 
symptoms to have diagnosis within 28 days.



Stroke 

Prevention 
of stroke

Acute rehab 
services 

Hyper-acute 
stroke 

services

Community 
support and 

rehab

Considerable progress has been made to improve outcomes for stroke patients across West Yorkshire and Harrogate. Variation
continues to exist in outcomes and quality of services. Our work focuses on the whole stroke pathway with stroke prevention and
community rehabilitation and support delivered in local places to meet the needs of the specific populations; these elements will be
locally planned with a consistent approach determined by clinicians and stakeholders across West Yorkshire and Harrogate to
reduce variation. We’ve already worked together on preventative measures to detect and treat atrial fibrillation. In West Yorkshire
and Harrogate, future sustainability and patient flow requires that we focus on hyper-acute stroke services and acute rehabilitation
together on a regional basis to deliver the best possible outcomes for those people affected by stroke.

West Yorkshire and Harrogate planning of services

We currently have five hyper-acute stroke units in West Yorkshire and we know that this is not sustainable for the future. The
Strategic Clinical Network has produced an in-depth blueprint which details service models to ensure delivery of the best clinical
outcomes for patients who need hyper-acute stroke care. This indicates that we will need to reduce the number of hyper-acute
stroke units across West Yorkshire and Harrogate, so that our services are safe and resilient. In doing so, we will save more lives,
reduce ongoing disability and ensure better care and quality of service for patients, including provision of a consistent service over
seven days.
Our plan:
• Work with key stakeholders to understand the options for delivering stroke services – we’ve started this process.
• Formal consultation with our population on the configuration of hyper-acute and acute rehabilitation of services
• Because of our geography, we’ll be working closely with our colleagues across the wider Yorkshire and Humber footprint to

ensure high quality, sustainable hyper-acute stroke services for all.



Stroke
Key milestones & Decisions

End December 2016 - Stage 1 NHSE 
Assurance - Strategic Case for 
Change  (SCfC) assurance and  sign 
off

End January 2017 - Stage 1 NHSE 
Assurance  - SCfC sign off by NHSE 

End April 2017 - Stage 2 NHSE 
Assurance – Outline Business Case 
sign off (subject to Stage 1 NHSE 
approval to proceed)

End May 2017 - Stage 2 NHSE 
Assurance – OBC sign off by NHSE 
and approval to proceed to Formal 
Consultation

End September 2017 - Stage 3 
Assurance – Formal Consultation 
completed (Subject to NHSE Stage 2 
approval)

End December 2017 - Stage 3 
Assurance – Consultation outcome 
and recommendation considered by 
HF Collaborative Forum (Subject to 
NHSE Stage 1 and 2 approvals)

End February 2018 - Stage 4 
Assurance – Delivery Plan prepared 
and signed off

2018/19 Mobilisation to commence 
subject to completion of all of above 
& dependent on procurement 
approach.

Impact 
Improving access to high quality, safe, sustainable and resilient emergency & urgent stroke care for 
patients across the West Yorkshire and Harrogate footprint in line with agreed vision for stroke:

To reduce the incidence of stroke and avoidable deaths due to stroke, across the West Yorkshire 
and Harrogate health economy, minimising the long term effects and improving the quality of 

life for survivors. This will be achieved by providing consistently high quality care that is 
responsive to individual needs and through encouraging healthier lifestyles and reducing 

inequalities in risk factors of stroke.

Health and wellbeing 
↓ Under 75 mortality rate from CVD NUMBERS

↓ Reduce hypertension QOF prevalence all ages national / West Yorkshire and Harrogate / CCG

↓ Reduce premature mortality from stroke 

↓ Reduce incidence of stroke (e.g. anticoagulant treatment – for every 25 patients with AF 
receiving an anticoagulant, we can avoid one stroke every 18 months)

Care and quality 
↓ Reduce median time between clock start and thrombolysis 

↑ Increase proportion of stroke patients assessed by a stroke specialist consultant physician and 
nurse trained in stroke management within 24 hours of clock start  

↑ Increase proportion of patients given swallow screen within 24 hours of clock start 

↑ Increase proportion of patients scanned within 12 hours 

 Implementation of 7 Day Standards (2, 5, 6 and 8) for stroke services 

*Increase from Blueprint SSNAP performance data (Oct – Dec 2015) 



Urgent and emergency care
Our vision for Urgent and Emergency Care is for:

• adults and children with urgent care needs, we should provide a highly responsive service that delivers care as close to home as
possible, minimising disruption and inconvenience for patients, carers and families

• those people with more serious or life-threatening emergency care needs, we should ensure they are treated in centres with the
right expertise, processes and facilities to maximise the prospects of survival and a good recovery

Our work is focused on:

• Hear, See and Treat – delivery of a Clinical Advice Service (CAS), integration of 111 and out of hours services, working on a
Yorkshire and Humber basis to integrate 999 with 111 services, developing the ambulance service to provide a treatment service
rather than conveyance function only by March 2017. So that people get the right access to the right people at the right time

• Primary Care – building on the local development and delivery of primary and community new care models to manage the urgent
needs of patients in community settings - the delivery of direct booking from 111 extending from out of hours to extended and
in-hours services. Delivery of a Pharmacy Urgent Repeat Medication service (PURMs) across West Yorkshire and Harrogate in
partnership with community pharmacies.

• Designation – develop and deliver plans for configuration of services across West Yorkshire and Harrogate

• 7 day services - work collaboratively to deliver sustainable 7 day services across the clinical priority areas (Vascular, Stroke, Acute
Paediatrics and Cardiology)

• Technology/inter-operability – improved access to a patient’s summary care record with an increasing amount of information
available. Remote working facility for CAS clinicians. Delivery of a care record for 999 staff. Direct booking technology.

Progress so far…
 Out of hours booking facility improved. In-hours booking tested with EMIS. Remote access tested. SCR access improved for 111 staff.

 Pilot in hours booking of appointments from NHS 111 to GPs due to go live imminently with further roll-out in Quarter 4 2016/17. 

 Pharmacy Urgent Repeat Medications enabling NHS 111 to direct callers to local pharmacy live 

 Strong engagement in the Hear, See & Treat programme with face to face sessions in hospital and GP practice waiting rooms; meetings with 
voluntary and community groups and attendance at sports days, colleges and care homes. We received 2,585 completed surveys either via 
face to face engagement activities or social media advertising. The results show us that the majority of people that responded support the 
proposals. The engagement work reached over 300,000 people in West Yorkshire and Harrogate. 



Urgent and emergency care – Acceleration Zone 

Programmes Main Projects

Pre-hospital Care

Increase availability of 
primary care, 111 and 
other alternatives to avoid 
A&E attendances

Primary care :  Increase access to primary care out of hours 

111 :  Mobilisation of enhanced clinical advisory (mental health, palliative care, pharmacy and generic 
advice) and home-working; direct booking proof of concept to 20 GP practices; West Yorkshire and 
Harrogate marketing campaign to promote 111

999: Continuation of Ambulance Response Programme pilot; call centre access to A&E consultant 

Care homes (major 999 users): 111 and telemedicine in care homes

Mental health: Pilot high volume service user team in Leeds

Streaming and 
Ambulatory Care

Increase access to 
alternatives to A&E and 
access to ambulatory care 
once patients attend the 
emergency department

Streaming: Pilot NHS Pathways Reception Point (“Blackpool model”) at Dewsbury and Bradford EDs; 
implement trust schemes to deliver primary care streaming at EDs without 111RP; pilot online NHS 
Pathways app at EDs without 111RP

Ambulatory Care: Implement trust schemes to increase access to ambulatory care pathways (aiming for 12 
hours 7days)

Mental health: Increase access to mental health liaison as part of MH Vanguard

Flow and Discharge

Improve flow through 
hospital and discharge 
from hospital to reduce 
length of stay

SAFER wards: Implement SAFER bundle across all trusts: early senior review; red/green day and afternoon 
huddle

Discharge: Implement trust schemes to deliver Discharge to Assess and Trusted Assessor; rollout pharmacy 
discharge and re-admission avoidance 

Care homes: Purple bag scheme in care homes and trusts; end of life care plans; daily bed state 

West Yorkshire and Harrogate has been identified as the only urgent and emergency care ‘acceleration zone’  nationally in September 
2016. We have developed some proposals (awaiting approval) which build on our existing work with the target to achieve 95% 4 hour A&E target 
and 30% 111 calls transferred to a clinical advisor in March 2017. The trajectory will be dependent on resources available which are yet to be 
confirmed. 



Urgent and emergency care 

Impact 
Health and wellbeing 

↓ Reducing mortality rates

Care and quality 

 Improve patient experiences substantially, including patient choice

 Provision of high quality and safe care across all seven days of the week

↓ Reduce ambulance conveyances to ED by 12% by 2021 (23,033)

↓ Reduce avoidable emergency admissions by 3% by 2021 (1,693)

↓ Management of demand and expected growth of ED attendances - reduce 
ED attendances by 4% by 2021

↓ Reduction in average length of stay 

↓ Reduction in avoidable readmissions 

Finance and efficiency – including planned savings and planned investment 
required

 The Vanguard ROI is expected to be £12m by 2020/21 (excluding the 
Imaging Collaborative) focused on the eight elements of integrated urgent 
care (IUC)

 Integrated urgent and emergency care services that manage demand more 
effectively have the potential to be significantly more cost-effective than 
existing arrangements

Key milestones & Decisions

October 2016: Defining and 
delivery of the WY UEC 
Acceleration Zone in the four key 
areas

January 2017: Agree outline 
approach to designation 

March 2017 
• 30% of calls transferred to a 

clinical advisor through NHS 
111 by March 2017

• System delivery of the 95% 
A&E 4 hour standard across 
Acute providers

• Meet the four priority 
standards for 7 day services

• Pilot direct booking from 111 
in 22 GP practices in-hours 
and further roll-out

Ongoing work: 2016/17 and 
2017/18
• Significant improvements in the 

development of the clinical 
advice service which supports 
NHS 111, 999 and out-of-hours 
calls

• Reconfiguration of services, 
priority pathways and wider 
STP work

• Ongoing benefits realisation 
work & ROI working with YHEC 
and the AHSN



Specialised commissioning 

Prevention 
/  managing 
demand for 

specialist 
care

Specialist 
treatment 

West Yorkshire and Harrogate  
planning of services

Consistent local 
prevention strategies

Our approach to specialised commissioning and provision of
specialist services is two-fold. Firstly to manage the demand
for specialist services e.g. reduce the increasing demand for
bariatric surgery through consistent preventative approaches
to tackle obesity and implementation of consistent weight
management services across West Yorkshire and Harrogate.
This is primarily being planned and delivered by local places
in line with the needs of their local population. The second
element is the provision of specialist services and how this is
planned and delivered to ensure services are sustainable and
fit for the future. This will mean services will be provided
through a networked approach. To do this we must plan
collaboratively at a West Yorkshire and Yorkshire and
Humber level.

Impact
A West Yorkshire and Harrogate Specialised  Services Steering Group (CCGs, Cancer Alliance Board reps, Providers and NHSE Specialised 

Commissioners) has been established to take forward  collaborative approaches to planning and transforming services and  work in 2016/17 has

already commenced on: 

• CAMHS Tier 4 Beds – aim to improve outcomes for CAMHS patients and reduce out of area placements - West Yorkshire and Harrogate 
Review to commence early 2017

• Vascular – implement the optimum model of service provision across Yorkshire & Humber that best meets the needs of patients and improves 
patient outcomes, addresses inequality of access and ensures quality of service provision in line with the national specification - Clinical Senate 
Review Nov 2016

• Complex Neuro-rehab – develop and agree a Yorkshire & Humber wide collaborative strategy for specialised rehabilitation for adults with 
acquired brain injury (ABI) which is intended to address under-provision of level 1 or 2a facilities. This will improve patient experience and 
reduce delays. Service review completed Q3 2016/17

• HIV – review arrangements to ensure future resilience and sustainability of HIV provision and improve patient access.

• Specialist weight management - identification and implementation of transformational opportunities for services and pathways prior to entry 
to tier 4 services set in the context of place-based obesity strategies. 



Acute Collaboration

Clinical 
standardis-

ation for 
efficiency

WY 
Strategy 

Corporate 
Services

Workforce 
planning at 

scale

WY 
Pathology 
Strategy

• ‘Centres of excellence’ approach to higher 
acuity specialties eliminating avoidable 
cost of duplication and driving 
standardisation 

• WY standardised operating procedures and 
pathways. Building on current best practice 
and using GIRFT to drive out variation in 
quality as well as operational efficiency. 

• Elective centres to increase quality, 
maximise efficiency and reduce cost

• Operational clinical networks and alliances 
as a vehicle for sustainable  services (e.g. 
HAS, head and neck cancer, vascular, 
pathology and radiology)

• Workforce planning at scale and managing 
workforce risk at system level supporting 
free movement of bank and agency staff 
under single shared Bank arrangements.

• Deliver economies of scale in corporate 
services e.g. procurement, pathology 
services, estates & facilities management , 
informatics and other infrastructure 

Inclusive of: 
• Procurement 
• Estates & facilities 

management
• Finance
• HR 
• Informatics

The default position 
for these services is 
collaboration. This is 
being explored with 
other providers in 
order to increase scale 
/ economies of scale.

Focused on securing the 
pipeline of ‘fit for 
purpose’ staff and 

improved productivity

Including specialist 
services and 
integrated IT 

platform  

Progress to date:
 Consultation on CHFT strategy completed
 Phase 2 of MYHT reconfiguration implemented
 Diagnostic and case for collaboration jointly 

commissioned by WYAAT
 Established working groups for Estates & Facilities, 

Finance Procurement, HR & Workforce
 WYAAT Radiology Collaborative established
 Collaborative strategy and supporting programme 

infrastructure in development 
 Proposed operating model for WYAAT alternative 

service delivery models in development 
 Establishing Committee in Common



Acute Collaboration
Key milestones and decisions

October 2016

• Commence development of Case for 
change for Pathology & Corporate Services

• CHFT reconfiguration

December 2016

• Business Case for Acute Collaboration 
programme   

December 2016

• Acute collaboration decision making 
Framework 

• March 2017

• Establish programme infrastructure

• Pathology and Corporate Service plan 
agreed

May 2017

• Final phase of MYHT implementation

June 2017

• Clinical standardisation plan and 
Timescales developed

• LGI masterplan  for specialist services  

• ASDM for corporate services established

2017-2021

• 3 year programme  for clinical and non-
clinical transformation with milestones 
agreed to 2021

Impact
There are significant challenges in the acute sector and through collaborative
working, standardisation and operational networks acute providers will reduce
variation and improve resilience. Delivering efficiencies will require
standardisation in the wider system of out of hospital care focusing on an
integrated approach to demand and patient flow (Delayed Transfers of Care).
The impact of the acute collaborative strategy and wider system alignment will
be to fundamentally underpin our ambitions to close the three gaps in West
Yorkshire and Harrogate, including:

Specialist 
Services

Clinical Networks 
and 

Standardisation

Clinical Support

Corporate Services

• Consistent delivery of 
constitutional targets 

• Improved patient 
experience 

• Improved safety in services 
by consistent adoption of 
good practice

• Ensuring services in West 
Yorkshire and Harrogate are 
more resilient 

• Reduce reference cost 
variation 

• Underpin delivery of acute 
provider cost improvement 
programmes 



Standardisation of commissioning policies
Progress so far…

 Agreed collective approach at 
a West Yorkshire and 
Harrogate footprint 

 Local ‘Place’ and CCGs 
progressing earlier (e.g. 
‘Linking Prevention and 
Better Health to elective 
care’ in Harrogate & Rural 
District CCG)

 Agreement of consistent 
implementation across West 
Yorkshire and  Harrogate by 
2020/21

 Provider and commissioner 
chief executive SROs in place 

 Commenced discussion with 
Healthwatch and in some 
local communities

 Approach to health 
optimisation and reduction in 
variation supported by NHS 
England 

 Identified resources to 
support programme work 
plan development and 
delivery

Health and wellbeing thresholds

Clinical thresholds and policies

Follow-up management 

Prescribing

This work supports our ambition to reduced unwarranted variation and standardise clinical 
practice across West Yorkshire and Harrogate. We will utilise RightCare methodology, 
commissioning for value data and evidenced-based clinical  thresholds which will enable us to 
commission to ensure: 

• Maximum health gain from each intervention

• Consistency of access and outcomes 

• Delivery of the constitutional Referral to Treatment Time (RTT) standard

This work will allow us to ensure our elective capacity is ‘right-sized’ and sustainable across 
our acute provider network. This supports the acute collaboration approach to clinical 
standardisation. The programme is divided into four key workstreams covering elective 
hospital based care, follow-ups and prescribing. The prescribing workstream is focused on 
reduced both costs in relation to waste medicines and prescribing. It will cover over the 
counter medicines, primary care and hospital based prescribing costs. 



Standardisation of commissioning policies 

Impact

 Support delivery of the West Yorkshire and Harrogate targets in 
relation to smoking

and obesity 

 Support delivery of Referral to Treatment Time (RTT) standards 

 Dovetail with the development of acute, mental health and provider 
collaborations to secure improvements in service delivery

↑ Clarity for patients and the public

↑ Improved cost effectiveness in prescribing

↓ Reduced variation in eligibility 

↓ Planned savings of £50m delivered through consistent reduction in 
low value clinical procedures and interventions and ensuring 
patients are optimised for surgery

Key milestones and 
decisions

Dec 2016: ‘First wave’ 
procedures signed-off 
by Healthy Futures 
Collaborative Forum  

Jan 2017: Final 
agreement of future 
phasing of roll-out and 
scope of interventions 

2017 – 2021: Quarterly 
rolling process of 
development, 
agreement and 
implementation of 
commissioning policies 

2021: Standardisation 
of commissioning 
policies in place across 
West Yorkshire and 
Harrogate footprint 



Section 5: Enabling workstreams



Context

All of our proposals are about improvement and change. To do this we must:

• Create the right workforce, in the right place with the right skills, to 
deliver services at the right time, ensuring the wellbeing of our staff  

• Engage our communities meaningfully in co-producing services and 
making difficult decisions 

• Using technology to drive change and create a 21st century NHS

• Place innovation and best practice at the heart of our collaboration 
ensuring that our learning benefits the whole population

• Ensure we have effective commissioning structures to push through the 
change. 



Workforce 

70-80% of the West Yorkshire & Harrogate resource is spent on workforce. Every one of our STP workstreams has workforce 
implications

90% of the workforce we will have in 5 years’ time already work for us 

Insufficient 
integration 

across sectors

Concerns for 
staff wellbeing 

Variation in 
team 

productivity

Affordability of 
current pay bill 

– high locum 
and agency 

spend

Development of 
new skills to 
deliver new 

ways of 
working

Longstanding 
shortages of 
clinical and 

support staff

Establishment of West Yorkshire and Harrogate STP Local Workforce Action Board
Chair: Dr Ros Tolcher (Chief  Executive, Harrogate and District NHS Foundation Trust)

Co-chair: Mike Curtis (Health Education England) 

Vision: West Yorkshire and Harrogate will have an affordable, skilled and resilient workforce providing sustainable health and care 
Mission: To ensure that the workforce is a positive enabler and not a constraint to achieving the ambitions of the West Yorkshire 

and Harrogate STP

Workforce flexibility 
and enablers 

Jo Carr 

Prevention at Scale 

Dr Ian Cameron

Non-registered 
workforce initiatives

Sandra Knight

Registered workforce 
initiatives 

Philip Marshall

Primary and 
community care, and 

public health
Dr Andrew Sixsmith

Actions

Challenges



Workforce 

70-80% of the West Yorkshire STP resource is spent on workforce. Every one of our STP work steams has workforce implications

90% of the workforce we will have in 5 years’ time already work for us 

Insufficient 
integration 

across sectors

Concerns for 
staff wellbeing 

Variation in 
team 

productivity

Affordability of 
current pay bill 

– high locum 
and agency 

spend

Development of 
new skills to 
deliver new 

ways of 
working

Longstanding 
shortages of 
clinical and 

support staff

Establishment of West Yorkshire STP Local Workforce Action Board
Chair: Dr Ros Tolcher (Chief  Executive, Harrogate and District NHS Foundation Trust)

Co-chair: Mike Curtis (Health Education England) 

Vision: West Yorkshire will have an affordable, skilled and resilient workforce providing sustainable health and care 
Mission: To ensure that the workforce is a positive enabler and not a constraint to achieving the ambitions of the West Yorkshire 

STP

Workforce flexibility 
and enablers 

Jo Carr 

Prevention at Scale 

Dr Ian Cameron

Non-registered 
workforce initiatives

Sandra Knight

Registered workforce 
initiatives 

Philip Marshall

Primary and 
community care, and 

public health
Dr Andrew Sixsmith

Actions

ChallengesProgramme 
outlines 

Primary Care, Community Care  and 
Public Health

Registered Workforce 
Initiatives

Non-registered 
workforce initiatives

Prevention at scale Workforce flexibility 
and resilience 

enablers

Vision Plan and secure a transformed 
workforce for Primary and 
Community care.  Make Every 
Contact Count.
Working with the Primary Care & 
Community Services Group

Plan for foreseeable demand 
for registered workforce 
capacity. Transform existing 
roles and influence new 
training programmes and 
supply for advanced practice
and new roles. 

Plan for foreseeable 
demand for non-
registered workforce 
capacity. Transform 
existing roles and 
ensure supply of new 
training programmes 

All sections of the health
and care workforce 
contribute to the 
prevention agenda as a 
priority for future 

Optimise the 
efficiency of HR 
processes through 
standardisation; 
reduce the cost of 
workforce gaps

Core outputs • A Primary and Community care 
workforce strategy

• Quantify demand for future 
workforce & investment required 

• Specify adaptation requirements 
for primary and community care 
to deliver new ways of working

• Quantify demand for 
registered nursing  and 
ACPs and secure right 
capacity of training to 
achieve a pipeline of 
ACPs for all sectors

• Quantify and address
gaps in OPD workforce

• Strategy for medical 
specialty shortages

• Proposal for 
career escalator

• Development of a 
WY Excellence 
Centre

• Optimise use of 
apprenticeship 
levy 

• Making Every Contact 
Count Framework and 
Plan for WY&H.

• Health Promoting 
Trusts proposal (TBC)

• Workforce 
development strategy 
for prevention 
priorities.

• Savings from 
internal agency 

• Savings from 
standardisation 

Workstreams 
to be 
developed

Primary Care Workforce working in 
General Practice - workforce analysis 

Investment  plan – for wider roles in 
primary care (adaptation and 
innovative roles) nurses, 
pharmacists, advanced practitioners, 
physicians associates, clinical 
support workers, care navigators

New Care Models, new ways of 
working

Support for self care, expert patients 
& volunteers

ACP supply

• ODP function supply
• Endoscopists 
• Physicians Associates
• Social workers

Nurse recruitment strategies 
at WY&H level 

Development of the 
West Yorkshire 
Excellence Centre
• Pathway for B1-4
• Support to the 

primary care 
workstream

• Working with 
Advanced 
Training Practices

Development of an STP 
Prevention at Scale plan

• Priorities TBC (Nov 16)
• Workforce 

development of all 
prevention priorities.

• MECC
• Health Promoting 

Hospitals/Health and 
Care (TBC)

• Support and links to 
primary care

Development of 
Internal Agency 

Workforce passports

Improve quality and 
value for money of 
GP locum market

Standardisation of 
HR processes & 
streamlining 

Adoption of digital & 
technology solutions



Digital and interoperability 

Progress to date 

 CIOs Group – Establishing a group of Chief Information Officers across CCGs, local authorities and NHS providers and 
expanding to form a network of Clinical Chief Information Officers (CCIOs)

 Established digital leadership with director leadership from commissioner and provider organisations and GP sponsor 

 Designing a data sharing architecture this as a priority workstream with sign-up from all our acute providers. We have also 
formally secured the input from NHS Digital to this at a senior level. This work underpins anything that we will need to do 
around integrated and shared records, capabilities such as cross-organisational appointment booking etc.

 Themes across 6 Local Digital Roadmaps under review to identify consolidated opportunities to use technology to support 
STP delivery 

 UEC Vanguard - A full technology work programme is in place and opportunities reviewed as part of the Acceleration Zone 

 Technology to assist the implementation of Carter efficiencies 

Technology to support knowledge, education and self-
care to ensure people are empowered to manage their
own health and wellbeing

Development Record Sharing technology across West
Yorkshire and Harrogate to ensure access to individuals’
health and care information across all care settings
improving safety, experience and clinical effectiveness

Technology implementation to support clinical models
e.g. clinical advice hub, direct booking, telehealth /
telecare

Building on the six Local Digital Roadmaps, there are some key themes where 
we know digital solutions can drive change across our health and social care 
economy and support our overarching aims, including:  

In addition, the digital support 
is fundamental to delivery of 
our transformation plans in 
local places and to our 
collaborative workstreams. 
Some of this work has already 
started and further priorities 
will be identified as the draft 
proposals for our workstreams 
are further developed. 



Harnessing the power of communities

We are already seeing this in the digital space with the
development of the mHealthhabitat programme out of mental
health, sponsorship of the #YHDigitalcitizen programme and the
People Driven Digital movement. These are also reflected in local
vanguards and the AHSN is sponsoring a developing social
movement through our Digital Health & Wellbeing Ecosystem.
This is a platform for health and social care, academic, industry,
the voluntary sector and patient organisations, to collaborate to
increase the uptake of digital health technology. This will enhance
patient care and participate in shared learning across the
ECHAlliance International Permanent Network of Ecosystems.

We already rely on the involvement of the wider VCS in strategy
development, leadership, engagement and service delivery. We
will form new relationships, support innovative ways of working,
and the development of community capacity building. This will be
supported by new compact with the 3rd sector.

We will establish a new relationship with our communities built around good work on the co-production of
services and care. Our proposals to support people to self-care, prevent ill-health, implement the GP 5YFV
and join up community services require a new relationship that sees people as assets not issues. They are
fundamentally linked to building resilience through community assets, local populations and the large
numbers of thriving voluntary and community sector organisations across West Yorkshire and Harrogate.



Harnessing the power of communities 

Progress to date 

 Every local place-based plan has been built up from a wealth of information which local 
people have told us about local services

 Local plans have been developed and approved by local Health and Wellbeing Boards (or 
equivalent structures) 

 Healthwatch is a key partner in our STP and provide leadership, assurance and challenge 
acting as the voice of the patient and has supported our Vanguard engagement e.g. 
reaching over 300,000 on our Hear, See and Treat proposals 

 We will always fulfil our legal duties to consult and we are already consulting formally 
with our populations on some of our proposals e.g. reconfiguration of hospital and 
community services in Calderdale and Huddersfield

 A strategic communications and engagement lead has been employed to support 
engagement and communication with all our stakeholders across the STP. This role is 
embedded within the STP Programme Management Office and works closely with the STP 
Lead

 This role is supported by an established multi-agency communications and engagement 
regional network to ensure the approach is embedded in all organisations  and existing 
communication channels are used to full effect.

Principles 
• We will work together on a ‘no 

surprises’ basis and set out a 
realistic case for change at 
both a local and regional level.

• Our emerging plan draws on 
existing insight and local 
intelligence. We want to build 
on the engagement and 
consultation work already 
underway and consider what 
we have already been told. 

• Starting conversation with the 
public about their role in 
managing their own care 

• Secure political and public 
buy-in through a compelling 
case for change

• Nurture our partner, 
stakeholder relationships and 
develop new to achieve our 
ambition together. 

• Engaging our health and social 
care workforce is critical if we 
are to reach realistic improved 
outcomes

• We will formally consult 
where there is a proposal for 
significant service change  

Sharing our proposals

• Local place-based plans have been designed and approved by all local Health and 
Wellbeing Boards (HWB) or equivalent and are in the public domain. Council leaders 
and Chairs of the HWB meet on a regional level

• We are fully committed to sharing all proposals with our population and will publish our 
plan and public summary during the week commencing 31 October 2016

• Sharing our proposals will start a series of public engagement activities.



Harnessing the power of our communities
In line with our principles, we have reviewed our recent engagement activity across our CCG footprints which is identified below. This
information has informed the development of our plans to date and will support us in identifying where further engagement work is
required with populations on some of our proposals. This will be a fundamental part of our developing proposals further.
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Key themes

Prevention E E E E E
C

E E E E E
C

Care Closer to Home, Vanguard, Bowel Cancer, Smoking, Personal Health Budgets, Long Term Conditions 
Care Planning, Self-Care, Early Intervention and Prevention, Winter Health Strategy Consultation, Autism 
Strategy for North Yorkshire, Learning Disabilities Strategy Consultation, Healthy Weight, Healthy Lives 
Strategy Consultation, Shared Decision Making  

Primary and community 
services

E E
C

E
C

E
C

E
C

E E E E E E Care Closer to Home, Right Care, Right Time, Right Place, Our Street, Unplanned Care, Walk in Centres, 
GP services - extended hours/changes/closures and access (including enhanced access), NHS Dentist, 
Care Homes, Winter Campaigns, What Matters to us, Integrated Care, Community Equipment Services, 
Enhanced Care, Access to primary care for people with a learning disability, Scribble live, Anti-
coagulation, Closure of GP practice, Endoscopy and Gynaecology services, PMS and PBSR, ENT, 
Ophthalmology, Discharge, Connecting Care, IAPT, Primary Strategies, APMS, Adult Hearing Services, 
Gynaecology, ENT, Year of Care, Single point of access 

Mental Health E E
C

E
C

E E E E E E E E Children and Young people (CAMHS), Crisis Intervention, Section 136, SWYFHT Transformation, Mental 
Health strategies, The Future in Mind, Autism, bereavement services

Stroke E E E
C

E E Improvements to Stroke Services, Reconfiguration of Services, patient surveys

Cancer E E E E E E Breast, Gynaecological, Prostate, Colorectal, Childhood and Young Adults services, Cancer Services CHFT, 
living with and beyond cancer project, surviving cancer

Urgent & Emergency care E E E E
C

E
C

E E E E E
C

E
C

Urgent and Emergency Care Strategy, Right Care, Right Time, Right Place, Meeting the Challenge, What 
Matters to us, Urgent Care Transformation Programme

Specialised commissioning E E Eating disorders, Specialised Mental Health

Acute reconfiguration E E E
C

E
C

E
C

E
C

Meeting the Challenge, Right Care, Right time, Right Place, Accountable Care

Standardisation E
C

E
C

E E E E E E E Patient Transport, Talk Health, IVF, Stop Before your OP, Medicines Management, Gluten Free, OTC 
medicines, cows’ milk intolerance



Innovation and best practice
Our ambition is to become an international destination for health innovation  

Case Study
Airedale has been working successfully for several years across health and social care to develop an integrated health record which
enables more seamless care for the population. This provides an integrated workflow across providers and improves the experiences
of people accessing services ensuring information is collected from people only once. This also supports reduced duplication as set
out in the Getting It Right First Time (GIRFT) programme and Carter Review. We are talking to Connected Yorkshire (Leeds University)
to see how we can use our data to understand our population health and bring the biggest benefit through health and care
interventions.

Seven 
Vanguards

Three 
pioneers

AHSN
LAHP

Centre of 
Excellence 
(workforce)

Urgent & 
Emergency 

Care 
Acceleration 

Zone

Innovation infrastructure 

The STP will need a vehicle for 
sharing and Nurturing talent 
with change labs and new 
accelerators:
• Harnessing assets of our 

universities and health and 
care institutions

• Creating vehicles for “one 
conversation” with the 
sector

• Using AHSN and similar 
Capacity

Digital 
innovation

Research 
and 

clinical 
innovation

Adoption

Diffusion

Innovation 

Experiments Infrastructure Impact



Section 6: Creating the infrastructure 
for delivery



Creating an infrastructure to deliver

These proposals require a different way of working across organisations in West Yorkshire and
Harrogate.

There are a number of components to this:

 Establishing appropriate governance arrangements to allow us to work more closely and take
decisions collectively across commissioners, providers, health and social care

 Evolving our current commissioning arrangements so that there is a great emphasis on place
and a stronger infrastructure at a West Yorkshire and Harrogate level

 Rapidly expanding capacity and resources to do the work through realignment of existing roles
and functions, both at local organisation and Arms Length Body (ALB) level

The following section sets out our proposals for taking this forward.



Strategic commissioning 

A West Yorkshire & 
Harrogate wide 
commissioning / 

contractor function 
dealing with acute and 
some specialist services 

and…

A place based 
commissioner bringing 
together the functions 
of LAs CCGs and NHS 

England (primary care) 
commissioning  

And / or…

A local ‘commissioning’ 
function embedded 
within ACO models 

• Design of evidence based pathways and service 
standards

• System wide outcomes and payment incentives
• Extension / formalisation of the CCG joint committee 

arrangements
• Identification of services that need to be 

commissioned on a WY basis 

• ACOs working to a capitated budget will need to make 
decisions about how resources are used to best meet 
population needs.  

• Therefore some ‘commissioning’ competencies 
required aligned to strategic function of organisation. 

• Organisations collaborate on a defined geographic 
footprint – collective accountability

• Essential that we maintain ‘connection’ between West 
Yorkshire and Harrogate and place based commissioning

WEST YORKSHIRE & HARROGATE
• Low volume, high cost, high risk 

planned care
• Emergency centres and co-

dependencies
• Specialised & tertiary services
• Inpatient mental health services
• ‘Hard Pressed’ specialties
• Specialised diagnostics
• High volume, low cost, low risk 

planned care

LOCAL
• Diagnostics
• Primary and community care
• Social care
• Long term conditions 

management
• Frailty services
• Community Mental Health 

Shared view of strategic 
intent and planning 

Example services 



Governance and decision-making 

• Health and Wellbeing Boards are the key mechanism for taking decisions on place based 
proposals at local level. Alongside our partnership with Local Authorities, this will continue to 
be an important way of ensuring our proposals represent the views and interests of local 
people.

• We have developed an approach based on collaboration and partnership – leadership group, 
steering group, CCG forum and clinical forum.  These have been important vehicles to move 
the STP forward – but they have not been tested in terms of challenging decisions and they do 
not go far enough given the expectations placed on the STP as a planning area. 

• The arrangements are therefore changing in line with the increased responsibilities placed on 
STP areas.  Over the course of the next 12 months we will move to more formal joint decision 
making arrangements within sector in order to support collective decision making. 

• Beyond that, we recognise that closer working and decision making across traditional sector 
boundaries will become increasingly important as we take decisions that put place over 
organisation.  As a leadership group we are considering mechanisms to facilitate place based 
governance and decision making.  

• The following slide illustrates this journey.  



Moving forward we intend to formalise the current 
arrangements and move towards joint decision making 

Current State 2016/17 Future state 2018/19? Medium-term 2017/18

Joint 
Committee 

of CCGs

Mental 
health / 

community 
Trusts

WYAAT
Joint 

decision-
making 
function

• Single statutory 
organisations

• Some groupings / informal 
collaboration of providers 
and of commissioners 

• Formalised collaborative 
structures of 
commissioners and 
providers to support 
collective decision-making

• Run new commissioning 
model in shadow form 

• Joint decision-making function 
where appropriate, or in the best 
interests to do so representing 
commissioners and providers 
joint-decision making function 

• Supported by formal 
collaborative structures 
established in 2017/18 

Local 
authorities



Section 7: Conclusion



Conclusion 

We are committed to delivering the vision set out in this document. The STP sets out the 
strategic context in West Yorkshire and Harrogate and high-level proposals for how we 
might get there. 

Our focus now shifts to building on conversations we have already had with our 
communities to developing meaningful coproduction for turning these high-level 
proposals into more detailed implementable plans. 

Our next important milestone is the two-year operational NHS planning process through 
which we will translate into delivery.



Annex



Annex A: Glossary 1

Item Description

ABI Acquired Brain Injury

ACO (also ACS) Accountable Care Organisation /
System. ACOs are an approach to 
population-based commissioning for 
outcomes as opposed to activity.

ACP Advanced Clinical Practitioner

ADHD  Attention Deficit Hyperactivity 
Disorder

AF Atrial Fibrillation

AHSN Academic Health Science Network. 
AHSNs are organisations which link 
different parts of the health system to 
ensure that health improvement 
initiatives are considered and 
evaluated using proven methodology.

ASDM Alternative Service Delivery Model

AWC Airedale, Wharfedale and Craven

A&E Accident and Emergency [department]

BD&C Bradford District and Craven

Item Description

CAMHS Child and Adolescent Mental Health 
Service

CAS Clinical Advice Service

CCG Clinical Commissioning Group. CCGs 
are organisations that commission 
most of the hospital and community 
NHS services in the local areas for 
which they are responsible. 

CCIO Chief Clinical Information Officer

CHD Coronary Heart Disease

CHFT Calderdale and Huddersfield NHS 
Foundation Trust

COPD Chronic Obstructive Pulmonary 
Disease

CPES Cancer Patient Experience Survey

CVD Cardiovascular Disease

CYP Children and Young People

DToC Delayed Transfer of Care



Glossary 2

Item Description

ED Emergency Department

EMIS A supplier providing electronic patient 
record systems to primary care

ENT Ear, Nose and Throat

FYFV Five Year Forward View. This national 
document, published in October 2014, 
sets out a new shared vision for the 
future of the NHS based around new 
models of care. 

GP General Practice / Practitioner

GPFV General Practice Forward View. This 
national document, published in April 
2016, setting out intentions to 
improve general practice.

GIRFT Getting it Right First Time

HAS Hyper-acute Stroke

HFCF Healthy Futures Collaborative Forum.  
A collaborative meeting of all the 11 
CCGs across the West Yorkshire and 
Harrogate STP.

Item Description

HIV Human Immunodeficiency Virus

HWBB Health and Wellbeing Board. Hosted 
by local authorities, these boards bring 
together the NHS, public health, adult 
social care and children's services, 
including elected representatives and 
Local Healthwatch, to plan how best to 
meet the needs of the population.

IAPT Improving Access to Psychological 
Therapies

IUC Integrated Urgent Care

IVF In Vitro Fertilisation

JSNA Joint Strategic Needs Assessment 

LA Local Authority

LTC Long Term Condition

LTHT Leeds Teaching Hospitals NHS Trust

LOS Length of Stay



Glossary 3

Item Description

MCP Multispecialty Community Provider.
This is a new model of care focusing 
on bringing together services 
operating in the community. 

MDT Multi-disciplinary Team

MYHT Mid Yorkshire Hospitals NHS Trust

MECC Making Every Contact Count

MH Mental Health

MHFV Five Year Forward View for Mental 
Health. This national document, 
published in February 2016, sets out 
59 recommendations of the Mental 
Health Taskforce aiming to improve 
Mental Health service provision.

NCMP National Child Measurement 
Programme

NEET Young people who are “Not in 
Education, Employment of Training”

NHS National Health Service

Item Description

NHSE NHS England

NICE National Institute for Health and Care 
Excellence

OBC Outline Business Case

ODP Operating Department Practitioner

OP Outpatient

OTC Over the Counter

PBSR Practice Based Services Review 

PMS Personal Medical Services [contract]

PoS Place of Safety

PURMs Pharmacy Urgent Repeat Medication 
service

QOF Quality and Outcomes Framework

QOL Quality of Life



Glossary 4

Item Description

ROI Return on Investment

RTT Referral to Treatment Time (a national 
legal right to start non-emergency NHS 
consultant-led treatment within a 
maximum of 18 weeks from referral, 
unless a patient chooses to wait longer 
or it is clinically appropriate that they 
wait longer.)

SCfC Strategic Case for Change 

SCR Summary Care Record

SSNAP Sentinel Stroke National Audit 
Programme

STF Sustainability and Transformation Fund

STP Sustainability and Transformation Plan.
Every health and care system in 
England will produce a multi-year 
Sustainability and Transformation Plan 
(STP), showing how local services will 
evolve and become sustainable over 
the next five years.

Item Description

SWYPFT Also; SWYFT / SWYFHT – South West 
Yorkshire Partnership NHS Foundation 
Trust

UEC Urgent and Emergency Care

Vanguard Vanguards are a group of organisations
and partnerships which will take a lead 
on the development of new care 
models which will act as the blueprints 
for the NHS moving forward, piloting 
new models of care identified in the 
Five Year Forward View. 

WYAAT West Yorkshire Association of Acute 
Trusts

WY&H West Yorkshire and Harrogate

YAS Yorkshire Ambulance Service

YHEC York Health Economics Consortium 



West Yorkshire & Harrogate STP

A partnership between, health services, clinical 
commissioning groups, care providers, local 

councils, and Healthwatch

westyorkshirestp@nhs.net

https://exchange.this.nhs.uk/owa/redir.aspx?C=neYbVDTZICFkNw5b8F4GajdJnMNZ4Nc_1A9rYCiP4zwwvxScr_nTCA..&URL=mailto%3aWestyorkshirestp%40nhs.net
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Person presenting the paper: Anthony Deery, Director of Nursing,
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TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item:

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives 

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements

Agenda Item

10.1
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To be taken in private session (Part B)
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is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

This is a summary of the Integrated Quality and Performance Report for
Quarter 2 2016/17.

What this is about in detail:

This is a summary of the Integrated Quality and Performance Report for
Quarter 2 2016-17.

The Trust has met all its National Health Service Improvement (formerly
MONITOR) targets for Q2.

The report contains a high level overview of Trust performance data for
Quarter 2 2016/17. Information is presented in line with the Care Quality
Commissions Key Lines of Enquiry and are headed under the following
headlines:-

Summary (what we are talking about):
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 Safe
 Caring
 Effective
 Responsive
 Well-led.

The Council is asked to:
 Receive the report
 Provide comments on its content and format

Recommendations (what we are asked to agree):
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This report has been prepared at the request of the Council of Governors; it contains information from the Integrated Quality and Performance Report

for Quarter 2, 2016 – 2017. This information is presented in line with the Care Quality Commissions Key Lines of Enquiry. The full version of the

report remains available to Governors on request.

Key: Achieved the highest standard Target achieved Below the target No target

PERFORMANCE HEADLINES:

SAFE

As a Trust we met the target of having contact with 95.6% of people who have been discharged within 7 days. This is a slight decrease

from last quarter but LYPFT still continue to achieve the target.

93%

94%

95%

96%

97%

Target Achieved

Seen in 7 days
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As a Trust we have a target of 95% of all service users receiving a crisis plan within 24 hours - We achieved 99.5 this quarter.

No-one developed a Healthcare Acquired Infection in our Care.

More than 95% of people who use our services experience harm free care according to the NHS Safety Thermometer. For quarter 2,

we achieved 98.7%. This measures the number of patients that are ‘harm free’ from pressure sores, falls, urine infections (in patients with a

catheter) and venous thromboembolism.

We know some harms are preventable and should NEVER happen. LYPFT had no Never Events this quarter

Mental Health Safety Thermometer: For quarter 2, 84% of patients experienced Harm Free Care. This measures the number of patients

that are harm free from self harm, violence or aggression, medical omission, psychological safety and restraints. There is no set target for this

indicator.

CARING

We should have less than 7.5% of people staying in hospital if they are well enough to leave. For quarter 2, we achieved 3.4%.

Admissions to inpatients services had access to the Crisis Resolution/Home treatment team. We need to check that coming into

hospital is the right thing for a person who needs our help before we admit them. Again, this happened for 100% of admissions.
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People’s plan of care should be up to date and we should review them within 12 months for 95% of people. 96% of people had their

Care Plan reviewed within the planned timescales.

Friends and Family Test. The Trust has been participating in the FFT since 2014 as per the requirements of the CQUIN. The question asks

service users “How likely they are to recommend our service to friends or family if they needed similar care or treatment.” There are a range of

responses from “Extremely likely”, “Likely” to “Extremely Unlikely”. In quarter 2, we achieved 93% of “likely” and “extremely likely” to

recommend (40 out of 43 responses).

93%

94%

95%

96%

97%

Target Achieved

CPA 12 months review

Target Achieved
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EFFECTIVE

We use clustering in mental health services to support people to get the right care. 80% of clusters should be reviewed within the

agreed times. In quarter 2 we achieve 69.3%

Waiting times for Community Mental Health Teams for face to face contact within 14 days – Target 80%. Quarter 2 attainment is

74.9%. The Trust has developed an action plan, which has been agreed with Leeds CCG, to support the Community Teams to achieve this

target in the coming quarters.

60%

65%

70%

75%

80%

85%

Target Achieved

Review Clusters in time
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Memory service - Referral to diagnosis – target for Q2 is 60% within 8 weeks. Quarter 2 attainment is 14.8%. Care Services continues to

implement the action plan to support the memory service to achieve this target.

Timely access to a mental health assessment by the ALPS team based within the LTHT Emergency Department – Target 90% within

3 hours. The current attainment is 78.7%. The reason for this non-attainment is due to demand on the service. The trust will continue to look

at ways in which it can improve processes to meet the target on a regular basis. In September the total was 88%.

70%

80%

90%

100%

Target Achieved

3 hour access to ALPS

Target Achieved
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RESPONSIVE

We should provide training to or staff so that they are able to respond to people who need to access our services but also use

alcohol or other substances. We were below the 80% target for Dual Diagnosis which we achieved 71.9%. An action plan has been put in

place to improve and maintain this target.

We should provide training to or staff so that they are able to respond to people who need to access our services who are on the

autistic spectrum. We have achieved the 80% target for the Autism Awareness training achieving 89.5%

66%

69%

72%

75%

78%

81%

Target Achieved

Dual Diagnosis

75%

80%

85%

90%

95%

Target Achieved

Autism Awareness
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We should listen to the stories people tell us about their experiences with us, and respond to them.

Source: Patient Opinions Website: October 2016

Thank you for taking the time to post your comments regarding the care you have received at Aire Court and in particular, with your

support worker/OT. Your story is really encouraging to read and I am pleased to hear that staff have demonstrated how committed

they have been to you. You have clearly highlighted that with the right care and support in place, this had a real positive impact on

your overall experience. I have shared your kind words directly with the staff on the unit as it is very satisfying for staff to hear how

they have made such a difference.

Receiving feedback is really important to them.

Thank you again for taking the time to share your experiences with us and I wish you well for the future.

Kind regards.

After another swift response from my OT in relation to a query I felt I had to come on here and say my piece! Never before

have I had a support worker/OT who has had the ability to judge a particular situation and understand my behaviour so

damn quickly. To my OT thanks for listening to my experiences and for the continuously helping me to retain control I am

absolutely terrified of losing. Your commitment, knowledge, advice and practical tips on coping strategies are second to

none. Please know you really do make a difference. Also, thanks to everyone else in the team…I have always has

fantastic support.
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WELL-LED

We should provide our staff with an appraisal every year. At least 90% of our staff should have an in-date Appraisal. Only 77.9% had

an appraisal which although doesn’t meet the target there has been an improvement on quarter 1. There is an action plan in place to support

managers and staff to achieve and maintain this target.

We should support our staff to complete the training which our Trust says is compulsory. At least 90% of our staff should be up to

date with all their Compulsory Training. We currently stand at 87.3%. This is an increase from the previous quarter and the Trust are

committed to improving this further.

PLEASE NOTE: Following agreement at the extended ET on 18th October the Trust target for compulsory training and appraisals will be reduced

to 85%. This is to take account of the CQC’s standard of a minimum 75% compliance rating and to acknowledge the fact that some areas still

have a challenging vacancy position. This is also consistent with the targets applied by other Mental Health Trusts in the region.

70%

75%

80%

85%

90%

95%

Target Achieved

Appraisals

84%

86%

88%

90%

92%

Target Achieved

Compulsory Training
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It is good for a large organisation to have movement amongst its staff. Our turnover should be less than 15%. Our turnover was

32.2%. This figure is calculated over 12 months and includes staff within the York Services that transferred to TEWV in October 2015,

therefore will not appear in the next quarterly report. If we removed these staff the percentages would be around 11%, which is within the

target.

 We should support our staff with health and well-being. Our sickness absence rate should be less than 3.7%. Our sickness / absence

rate has dropped to 5.0%.The trust has a very ambitious target of 3.7% for sickness absence. It is currently strengthening its approach to

supporting staff to remain at work through engagement in the national CQUIN schemes, introducing Health and Well Being initiatives for staff.

This is in addition to the initiatives previously reported such as the First Care absence reporting system and quicker referrals to occupational

health.

0%

5%

10%

15%

20%

25%

30%

35%

Target Total Trust Trust without York and
Junior doctors removed

Staff Turnover
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Safe staffing levels report

Date of the meeting: 16 November 2016

Person presenting the paper: Anthony Deery
Director of Nursing, Professions and Quality

Paper written by: Linda Rose
Assistant Director of Nursing

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item:

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives

G2 People experience safe care 

G3 People have a positive experience of their care and support

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services 

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item
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STATUS OF PAPER 

To be taken in the public session (Part A)


To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

This is a retrospective report to comply with the national requirement for all NHS
Trusts to publish information about the number of Registered nurses (RN) and
Health support workers (HSW) on duty per shift on their wards. The data included is
for the 1st July 2016 to the 31st July 2016 and 1st August 2016 to 31st August 2016.
This paper has been presented to the Board.

What this is about in detail:
This report enables the Trust to clearly identify where our staffing challenges are and
put plans in place to make improvements. It is shared with Associate directors and
care group risk forums to ensure local understanding, ownership of staffing issues
and any follow up required. The paper notes that the care groups are currently
undertaking a review of their staffing levels. In the absence of an agreed accredited
mental health safe staffing tool services are applying professional/clinical judgment
and taking account of the Number of Beds; Planned Staffing Numbers each shift; RN
ratio by shift; HSW ratio by shift; Skill mix; New roles; vacancy and recruitment
factors; Strengths and areas of concern.

The Care groups have been asked to demonstrate how they have considered the
factors that affect acuity levels on the wards and in addition to this asked to ensure
any planned changes are agreed via clinical, operational, management and

Summary (what we are talking about):Summary (what we are talking about):
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professional group governance structures. Any changes to proposed nursing
structures must be agreed by the Director of Nursing, Professions and Quality.

 Receive the report and discuss any issues raised by the content.

Recommendations (what we are asked to agree):
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Report to the Board of Directors
27 October 2016

Safer Staffing
(July – August)

1. Background

All hospitals are required to publish information about the number of Registered
Nurses (RN) and Health Support Workers (HSW) on duty per shift on their inpatient
wards.

This initiative is part of the NHS response to the Francis Report which called for
greater openness and transparency in the health service.

Full details of staffing levels are reported to public meetings of our Board of Directors
and made accessible to the public (via the Unify Report) at NHS Choices website.
Safer staffing information is also accessible to the public via the Trust’s own website.

In addition to this the Trust is required to openly display information for patients and
visitors in all of our wards that shows the planned and actual staffing available at the
start of every shift.

2. Purpose of this report

The purpose of this report is to provide assurance to the Board of Directors and the
public that the Trust maintained safe staffing levels across its inpatient services for
this reporting period.

This report period covers 1st July 2016 to the 31st July 2016 and the 1st August 2016
to the 31st August 2016.

Details of any notable exceptions to the planned staffing levels are discussed as
contributory factors and mitigation.

In addition to the individual exception reports, dashboard information is included for
the six inpatient wards that are members of the Trust’s Safer Staffing task and finish
group. (See appendices A (Key to metrics and dashboard) and B (Unify report).

3. Updates

3.1 Review of Staffing Levels
All wards are currently undertaking a review of their staffing levels. In the absence of
an agreed accredited mental health safe staffing tool services are applying
professional/clinical judgment and taking account of the Number of Beds; Planned
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Staffing Numbers each shift; RN ratio by shift; HSW ratio by shift; Skill mix; New
roles; vacancy and recruitment factors; Strengths and areas of concern.

The Care groups have been asked to demonstrate how they have considered the

factors that affect acuity levels on the wards and in addition to this asked to ensure

any planned changes are agreed via clinical, operational, management and

professional group governance structures. Any changes to proposed nursing

structures must be agreed by the Director of Nursing, Professions and Quality.

3.3 Estate issues
Wards 1 and 2 at The Mount underwent refurbishment during this reporting period
and have now reopened. As part of this the wards switched location Ward 1 is now
male dementia and Ward 2 is now female dementia.

3.4 The e-Rostering team business case.

The pilot for the safe staffing submission is to being expanded to include an

additional 6 areas. From November 2016 the report will include Ward 3 Becklin,

Asket House, Ward 2 Mount, Ward 1 Newsam, Ward 2 Newsam (male) and Ward 2

Newsam (female). It is anticipated that the e-Rostering team will have the structure

and resource available in the team to be able to report on all inpatient areas early in

2017.

4. Exception reports against Planned and Actual staffing

Any incidence of planned staffing levels reported at less than 80% or exceeding a

120% fill rate is considered an ‘exception’. Where this is the case an explanatory

note is provided.

4.1 Leeds Mental Health Care Group

4.1.1 Ward 1 Becklin Centre (Adult acute mental health female service)

During July and August there was an overfill of Health supporter worker (HSW)

hours during the day.

Contributory factors and mitigation
Skill mix was adjusted to compensate for x4 Registered Nurse (RN) band 5

vacancies and short term sickness. The vacancies have been recruited to and are

awaiting start dates. Activity levels also required extra staffing to provide escorts and

ECT.

Q - Was the ward safely staffed throughout this period?
A – During July and August, there was 1 shift where only 1 RN was on duty. The

staffing escalation procedure was followed on both occasions; however other

inpatient wards and bank/agency were unable to cover. Ward 1 also provided

support to other wards in the acute inpatient service which had an impact on the

number of RNs on duty.
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4.1.2 Ward 3 Becklin Centre (Adult acute mental health male)

During July and August there was an overfill of HSW hours during the day.

Contributory factors and mitigation
Skill mix was adjusted to replace RN hours and in response to observation activity.
There were no shifts with less than 2 RNs on were duty.

Q - Was the ward safely staffed throughout this period?

A - This ward did not escalate any staffing concerns.

4.1.3 Ward 4 Becklin Centre (Adult acute mental health male)

During July and August there was an underfill of RN hours during the day and an

overfill of HSW hours during the day.

Contributory factors and mitigation

Skill mix was adjusted to compensate for vacancies of 3 RN band 5 vacancies and 1

RN band 6 vacancy. Long term sickness absence of 3 RNs and 1 HSW also affected

staff availability.

Q - Was the ward safely staffed throughout this period?
A – This was a very difficult time for the ward but staff have shown a huge amount of

dedication and commitment in keeping the ward safe. Some staff have now returned

from sickness leave and 3 preceptees are now in post working as HSWs whilst

awaiting their PIN numbers. This brought some stability back to the team. As part of

the inpatient unit other wards have also supported continuity of care by providing

staffing.

4.1.4 Ward 5 Becklin Centre (Adult acute mental health women’s service)

(This ward is a member of the safer staffing task and finish group, for which
dashboard data is available at Appendix A).

During July and August there was an underfill of RN hours during the day and an

overfill of HSW hours during the day and night.

Contributory factors and mitigation

Ward 5 has 22 beds and is part of the women’s service.

In July and August skill mix was adjusted to compensate for 4 RN band 5 vacancies

which have been recruited to but awaiting start dates. There is also 1 RN band 6

vacancy and short term sickness absence also contributed to staff unavailability.

Acuity in terms of escorts and observation levels also affected an increase in the use

of HSWs.

The dashboard data shows some improvement in skill mix from July to August and a

reduction in Preceptees and vacancies. The filled substantive staff hours dropped

slightly and appears to have had an impact on the slight increase in the use of bank
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and agency staff. The incidents for this ward demonstrate a number of violence

related incidents and substance abuse.

The workforce review identifies staffing levels of 5 (early),5 (late) 4 (night), with a

ratio of 3 RNs to 2 HSWs during the day and 2 RNs to 2 HSWs during the night.

Clinical leadership is a key safety strategy in this service particularly during a period

of high vacancies. The service aims to have a band 6 clinical lead on most shifts

although the current band 6 complement does not allow for this to be consistent. As

part of the women’s service strategy to enhance the leadership team, the service

also had a band 7 nurse clinical lead who is undertaking non-medical Approved

Clinician training.

Q - Was the ward safely staffed throughout this period?

A- The vacancy factor during August dropped from 4.7 WTE to 3.8 though the
current outstanding post is 1 band 6 nurse. During August there were 3 day shifts
with only 1 RN providing cover. The escalation procedure was followed, but the
other wards, bank and agency were unable to cover. Support was provided by other
wards on the unit to ensure breaks were able to be taken.

There is a clear focus on clinical leadership in the service and in addition staff are
supported with reflective forums led by psychology. Senior leads have progressed a
culture which encourages staff to move around the service as the need arises to
ensure that safe skill mix and staffing levels are maintained though there is clear
work to do in terms of enabling a reduction in clinical incidents. The recruitment of a
Practice development lead nurse in the service is part of a planned approached to
addressing the confidence and capability of staff who work in particularly challenging
environments.

4.1.5 Ward 1 Newsam Centre (Psychiatric intensive care unit)

During July and August there was an overfill of HSW hours during the day and night.

Contributory factors and mitigation

Levels of observation are the causative factors going above the established

numbers. The levels of clinical need and activity are high. Although funded to provide

care for 10 Leeds residents it often had 12 Leeds patients requiring this level of care.

This has been addressed in the adult acute inpatient workforce service review.

Q - Was the ward safely staffed throughout this period?
A – This ward did not escalate any staffing concerns though acuity is high.

4.1.6 Ward 4 Newsam Centre (Adult acute mental health male)

During July and August there was an underfill of RN hours during the day. In July

there was an overfill of HSW hours during the day and night and in August the HSW

hours showed an overfill of hours during the day.



5

Contributory factors and mitigation

In July and August skill mix was adjusted to compensate for the shortfall in RN

hours.

The reason for staff unavailability was due to sickness absence and 3 RN vacancies

which have been appointed to but have start dates in October 2016. This ward

utilised the prospective new RNs as HSWs whilst they were awaiting PIN numbers to

familiarise themselves with the ward and team and to complete some aspects of

compulsory training.

Q - Was the ward safely staffed throughout this period?
A – During July, there were 5 shifts where 1RN was on duty despite following the

staffing escalation procedure. Bank, agency and other wards were unable to provide

cover. Similar to Ward 4, Becklin Centre, this was a very difficult time for the ward

but the staff remained committed and continued to provide safe care with support

from other wards at the Becklin and Newsam Centre.

4.1.7 Ward 5 Newsam Centre (Locked rehabilitation and recovery)

During July there were no exceptions to report. In August there was an overfill of

HSW hours during the day and night.

Contributory factors and mitigation

Skill mix was adjusted in August to compensate for RN hours due to 2 RN band 5

vacancies and to support increased observations.

Q - Was the ward safely staffed throughout this period?
A- This ward did not escalate any staffing concerns.

4.1.8 Ward 1 The Mount (OPS dementia male)

On the 1st July Ward 1 closed to allow refurbishment and staff and service users

moved to Ward 4 until the 24th August 2016. The data shows that during July there

was an underfill of RN hours during the day and an overfill of HSW hours during the

day and night. August data shows that there was an underfill of RNs during the night

and an overfill of HSWs during the day and night.

Contributory factors and mitigation

The RN hours show an underfill as the roster was set up to have 2 RNs on a night

shift but the service functioned safely with 1 RN on a night shift. Skill mix was

adjusted where required to meet the shortfall and during August observations levels

required an increase in staffing levels. There were 2 RN band 5 vacancies and 1.4

HSW band 3 vacancies. Availability was also affected by sickness absence and

compassionate leave.

Q - Was the ward safely staffed throughout this period?
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A – Ward 1 reopened as the male dementia ward on the 24th August 2016 when
refurbishment for this area was completed. Additional shifts were created for RNs
and HSWs on 24th August to accommodate the ward move/reopening.

4.1.9 Ward 2 The Mount (OPS dementia female)

During July and August there was an underfill of RN hours during the day and an

overfill of HSW hours in August during the night.

Contributory factors and mitigation

On the 20th July, Ward 2 transferred to Ward 1 (remaining the male dementia ward)

allowing refurbishment to take place on Ward 2 which therefore remained empty until

the 24th August when Ward 2 reopened as the female dementia unit.

Q - Was the ward safely staffed throughout this period?
A-The ward was subject to movement of patients and staff but this was managed
accordingly. Data for this ward was adjusted to take refurbishment and movement of
the service into account.

4.1.10 Ward 3 The Mount (OPS mental health mixed sex)

(This ward is a member of the safer staffing task and finish group, for which
dashboard data is available at Appendix A)

During July there were no exceptions to report and in August, there was an overfill of

HSWs at night.

Contributory factors and mitigation

The additional HSW hours at night are attributed to providing care for a patient on

‘within eyesight’ observations.

The dashboard shows a vacancy rate of 1.7 WTE and poor skill mix though the

larger amount of duties were filled by substantive staff. Whilst there was a low

incidence of violence related incidents and slips, trips and falls the work required to

prevent these from happening in this service create a high level of nursing

intervention.. A multidisciplinary Older Peoples Service working group has oversight

of these incidents and provides advice and recommendations to improve clinical

practice and the experience of service users.

The workforce review refers to high bed occupancy and an increasing need for staff

to provide physical care interventions due to an increasingly aged and frail

population of service users. The review suggests that an additional RN is factored

into the early shift and an additional HSW is factored into the late shift. A Band 7

Practice Development Nurse has also been created to support the (OPS) service in

addition to the Associate practitioners whom are well embedded within the OPS

service.
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Q - Was the ward safely staffed throughout this period?
A- This ward did not escalate any staffing concerns.

4.1.11 Ward 4 The Mount (OPS mental health female)

During July there was an underfill of RN hours during the day and night and in

August, there was an underfill of RN hours during the day.

Contributory factors and mitigation

RN hours show as under the required hours. Cover was provided by amalgamation

with ward 1. Other staff unavailability was attributed to 2 HSW vacancies, 1.9 RN

band 5 vacancies, sickness absence and a career break. There were a number of

patients who required ‘within eyesight’ observations.

Ward 4 had a shared budget/booking with ward 1 Mount until the 24th August.

Q - Was the ward safely staffed throughout this period?
A – During July not all duties were covered with 2RNs and skill mix was adjusted to

manage observation acuity. Functional and dementia patients were being cared for

on the ward throughout July and up to the third week of August. Staffing was

adjusted to respond to appropriate care needs.

4.1.12 Asket House Inpatient Unit (Rehabilitation and recovery)

During July and August there was an overfill of HSW hours during the day and

during August there was an overfill of HSW hours during the night.

Contributory factors and mitigation

Additional planned HSW hours were used to care for a service user with physical

health needs.

Q - Was the ward safely staffed throughout this period?
A - The unit did not escalate any staffing concerns.

4.1.13 Crisis assessment unit
During July and August there was an overfill of HSW hours during the night.

Contributory factors and mitigation
Skill mix was adjusted to compensate for 2 RN vacancies and sickness absence also

affected availability. Observation levels have also contributed to the increase in HSW

hours. The service had successfully recruited to the team but were waiting start

dates.

Q - Was the unit safely staffed throughout this period?

A- This unit did not escalate any staffing concerns.
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4.2 Specialist and Learning Disabilities Care Group

4.2.1 Bluebell Ward (Forensic female mental health)

During July there was an overfill of HSW hours during the day and night. During
August there was an underfill of RN hours during the day and an overfill of HSW
hours during the night.

Contributory factors and mitigation
Skill mix was adjusted to compensate for the shortfall in RN hours due to vacancies

of 3.4 band 5 RNs. The ward also had a patient on ‘within eyesight’ observations.

Long-term sickness and maternity leave also contributed to staff unavailability.

Q - Was the ward safely staffed throughout this period?
A- The vacancies for nursing staff means that the proposed ratio of 2 RNs and 2
HSWs isn’t possible for each day shift so instead the ward is running on 1 RN and 3
HSWs. No changes have been made to staffing in the workforce review but an
additional member of staff was relocated from another ward to the team.

4.2.2 Riverfields (Forensic low secure male mental health treatment,
continuing care and rehabilitation).

During July and August there was an overfill of HSW hours during the day and an
underfill of HSW hours during the night.

Contributory factors and mitigation
The underfill of HSW hours during the night is related to the ongoing agreement

where Riverfields and Westerdale alternate in the provision of an extra HSW who

works between the two wards. The overfill is attributed to annual leave cover.

Q - Was the ward safely staffed throughout this period?
A - Riverfields always had at least one HCA on nights and this is considered safe.

They have 2.9 band 5 vacancies and 1 band 2 vacancy. No changes were made to

staffing in the workforce review but a member of staff was relocated to Rose ward to

increase staffing availability there.

4.2.3 Rose Ward (Forensic low secure female assessment, treatment and
rehabilitation)
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During the month of July there was an overfill of HSW hours during the day and
during July and August there was an overfill of HSW hours during the night.

Contributory factors and mitigation

The overfill of HSW hours is in relation to acuity as they had increased observations.

Q - Was the ward safely staffed throughout this period?
A- An additional member of staff was relocated from Riverfields to Rose Ward to

increase substantive staff availability. The ward had the following vacancies- 3.7

band 5; 1 band 3 and 1 band 2. There is an ongoing difficulty in recruiting

experienced band 5 staff in the forensic services. No changes were made to the

establishment in the workforce review.

4.2.4 Westerdale (Forensic low secure male mental health admissions,
assessment and rehabilitation)

(This ward is a member of the safer staffing task and finish group, for which
dashboard data is available at Appendix A)

During July and August there was an overfill of HSW hours during the day and
during the night. During August, there was an underfill of RN hours.

Contributory factors and mitigation

Skill mix was adjusted to compensate for the shortfall in RN hours due to vacancies.

The shifts were covered by bank temporary staffing or by the Forensic Nurse in

Charge.

The dashboard shows that the majority of duties are completed by substantive staff

but that the skill mix is poor.

Westerdale is a 13 bedded ward.

The workforce review for this service shows staffing levels as (early) 2 RN and 2

HSW (10-6) 1 RN; (late) 2 RN and 2 HSW and (night) 1 RN and 2 HSW.

High staff usage is due to high acuity, and staff confidence in managing the acuity.

Roster management has also been highlighted as an area requiring improvement

and is being closely monitored by the management team and supported by the

erostering team, though at the point of review there were still 1 band 6 vacancy and

3.4 band 5 vacancies.

Clinical incidents show that fire /smoking and violence assault are of concern.

In terms of supporting staff, the service is now part of the CQUIN reducing restrictive

interventions group and the wider trust wide group where the management of
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challenging behaviour and de-escalation have been identified as priority areas. The

service also recruited a substantive Matron to provide leadership support.

Q - Was the ward safely staffed throughout this period?

A- All shifts were covered with an RN or by the Forensic Nurse in charge where

required. The service is now also being supported by a Matron. No changes have

been made to the establishment in the workforce review.

4.2.5 YCPM (WARD 40 LGI Liaison psychiatry)
(This ward is a member of the safer staffing task and finish group, for which
dashboard data is available at Appendix A)

During the month of July and August there were no exceptions to report. The

dashboard shows a vacancy level of 7.3 WTE staff and a slight drop in August of

substantive staff availability. The dashboard also features medication incidents.

Q - Was the ward safely staffed throughout this period?
A- This area did not escalate any staffing concerns or made any changes to its
establishment in the workforce review.

4.2.6 Ward 2 Newsam Centre (Forensic assessment and treatment male)

During July and August, there was an overfill of HSW hours during the day.

Contributory factors and mitigation

Skill mix was adjusted to compensate for the shortfall in RN hours due to 2 RN

vacancies which have been recruited to and are awaiting start dates. Other staff

unavailability was due to maternity leave and short term sickness absence.

Q - Was the ward safely staffed throughout this period?

A - The staffing escalation procedure was activated and other wards were contacted

for support to ensure activity continues without any disruptions.

The use of bank RMNs and Agency staff was mostly restricted to during the night

where possible and in mitigation regular bank nurses are employed to ensure that

delivery of care is continuous. In addition the Forensic nurse in charge rota provides

further night cover which can impact on day shift clinical lead coverage. There were

no changes were made to the establishment in the workforce review.

4.2.7 Ward 2 Newsam Centre (Forensic female)

During the month of July there was an underfill of RN hours during the day. In July
and August there was an overfill of HSW hours during the day.
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Contributory factors and mitigation
Skill mix was adjusted during the day and extra HSW hours were booked in for 5

days shifts at the end of July to escort contractors completing anti ligature works

across the service. In August extra hours were used to accommodate an increase in

observation levels. This ward had 2.6 band 5 vacancies.

Q - Was the ward safely staffed throughout this period?
A- There were no changes made to the establishment in the workforce review but a
member of staff has been relocated to Bluebell ward to support service safer staffing.

4.2.8 Ward 3 Newsam Centre (Treatment and recovery)

During July and August there was an underfill of RN hours during the day and an
overfill of HSW hours during the day.

Contributory factors and mitigation

Skill mix was was adjusted to compensate for 3 RN vacancies. Other staff

unavailability was due to 2 RN secondments, 1 HSW on Maternity leave and

1 HSW vacancy. Two vacant RN posts have been recruited to and will be filled in
September and October. HSW long term sickness absence also contributed to staff
unavailability.

Q - Was the ward safely staffed throughout this period?
A. - On occasions the ward operated with 1 RN on duty with 3 HSWs due to RN
unavailability. The escalation procedure had been activated and staff from other
wards provided cover to facilitate breaks and activities. Where the ward found it
necessary to use bank and agency staff every effort was made to ensure they were
familiar to preserve continuity of care. There were no changes made to the
establishment in the workforce review.

4.2.9 Ward 6 Newsam Centre (Eating disorders)

During July and August there was an overfill of RN hours during the night and an
overfill of HSW hours during the day. In August there was an overfill of HSW hours
during the night.

Contributory factors and mitigation
Staff unavailability is due to 5.5 wte RN vacancies, 2 HSW vacancies and maternity
leave. Skill mix was djusted to compensate for unavailability and to provide staffing
for observation levels.

2.5 wte RNs are due to start in September and October.

Q - Was the ward safely staffed throughout this period?
A- Unavailability due to vacancies required additional bank and agency staff to be

used in this area. In mitigation, the ward used substantive RNs on day shifts and

bank Agency RN cover consistently on a night.
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Staffing pressures is recorded on the local risk register.

4.2.10 Ward 5 Mount (Perinatal)
(This ward is a member of the safer staffing task and finish group, for which
dashboard data is available at Appendix A)

During July and August, there was an overfill of HSW hours during the day and
during the night.

Contributory factors and mitigation
Skill mix was adjusted to compensate for unavailability of vacant RN posts. An RN
had been recruited and due to start in October. Two members of staff were on
maternity leave.

Annual leave was high in August as some annual leave had been honoured for a

new starter that had been approved by a previous employer.

The dashboard shows a low vacancy factor as those recruited were in post. As a

consequence of this, the dashboard also highlights nearly a third of duties being

filled by bank and agency staff. The incidents demonstrate that throughout July and

August smoking related issues and security were a challenge to the service. The

smoking incidents were linked to one service user who is no longer on the unit and

the security issues were related to estates issues which have now been resolved. In

terms of violence and assault incidents, these were clinical issues and again related

to one service user who required transfer to another more appropriate service.

Q - Was the ward safely staffed throughout this period?

A- The ward is commissioned to work with 2 RNs per shift but this is not always
achievable. Where backfill had been used to replace RN shifts, regular bank and
agency familiar with the unit and service users are used.

4.2.11 Parkside Lodge (LD acute assessment and treatment)-see appendix
(This ward is a member of the safer staffing task and finish group, for which
dashboard data is available at Appendix A)

During July there was an overfill of HSW hours during the day and during the night.
In August, there was an overfill of RN hours during the night and HSW hours during
the day.

Contributory factors and mitigation

During July there was an increased number of HSW staff to respond to ward acuity

and use of the seclusion room appropriately. Staffing was also increased to support

the supernumerary period of 5 new HSW workers.
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In August, RN hours have been increased at night in response to Parkside lodge

being a standalone unit. This was achieved by utilising bank staff for the extra nurse

on night shifts.

The dashboard shows poor skill mix and a high use of bank and agency staff. The

vacancy factor increased in August to 8.6 WTE. The incidents are showing the

challenging areas as violence and infrastructure.

Q - Was the ward safely staffed throughout this period?

A- The service responded to concerns about Parkside being a standalone unit and

night time staffing levels. It has increased the availability of RNs at night in its

workforce review.

4.2.12 No 2 Woodland Square (LD respite for complex physical health)

During the month of July there was an underfill of HSW hours during the day and

during August there were no exceptions to report.

Contributory factors and mitigation
The underfill was due to vacancy and lower bed occupancy during some weeks.

Q - Was the ward safely staffed throughout this period?
A -This unit did not escalate any staffing concerns.

4.2.13 No 3 Woodland Square (LD continuing care and rehabilitation / health
respite)

During the month of July there was an underfill of HSW hours during the day and an
overfill of HSW hours during the night. There were no exceptions to report in August.

Contributory factors and mitigation

The underfill of HSW hours was a combination of lower occupancy for respite care
and annual leave. The overfill is attributed use of bank staff. There were no
exceptions to report in August.

Q - Was the ward safely staffed throughout this period?
A - This unit did not escalate any staffing concerns.

4.2.14 Mill Lodge (CAMHS)

During July and August there was an underfill of RN hours during the day.

Contributory factors and mitigation
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This unit had 6 RN band 5 vacancies and this had been ongoing situation since May.

Recruitment had been a particular issue for this service though 5 of the 6 vacancies

are now filled.

Q - Was the ward safely staffed throughout this period?

A- During the summer block bookings of agency band 5 RN were made to ensure

that care could continue to be provided safely particularly at night. The unit also

depended on staff goodwill to ensure continuity of care and filled vacant shifts

though overtime.

5. Conclusion

Recruitment remains an ongoing concern but the 6 monthly reviews and exception
reports are providing assurance that the care groups are engaged in coordinating an
overview of any staffing issues and are putting contingency plans in place to address
any occurring issues.

7. Recommendations

 Receive the report and note the contents.

 Discuss any issues raised by the content
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Key to metrics and dashboard reports:
As part of the Safe Staffing Task and Finish Group a number of metrics were discussed with clinical colleagues to define what safe staffing should look like
in Mental Health Trusts. These metrics are described below.

The chart demonstrates:
The combined RN and HCA hours per day broken down by fulfilment type (Local/Bank/Agency) – The bar chart shows the actual RN and HCA hours
against the total RN and HCA hours identified as required per day (shown as a black line)
The metric is designed to demonstrate whether the unit is staffing the agreed/budgeted daily demand on the unit.
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Skill Mix:

The percentage of RN/HCA in post on the unit over that roster period.
Poor skill mix on the unit can mean that the unit has too few Registered Nurses available or too few
HCAs available to support services users. Each unit should have a balanced overview for the acuity
type on that unit.

Newly Qualified Mix:

The percentage of Newly Qualified RNs in post on the unit over the roster period.
Too many Newly Qualified staff may present a risk to service users due to a lack of experience on
the unit and no availability to complete preceptorships effectively.
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Bank and Agency hours:

The percentage of hours fulfilled by Substantive, Bank or Agency staff.
Ideally units should be staffed with a high percentage of substantive staff for the purposes of
continuity of care and familiarity with the unit/local procedures. Whilst high levels of temporary
staffing usage does not directly indicate that the unit is unsafe it should be included in our safety
metrics.

Vacancy Factor:

Indicates the number of vacancies the unit is carrying in the RN and HCA grade types.
High vacancy factors on the unit may lead to the inability to staff the unit adequately and a reliance
on temporary staffing.
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Appendix A Trust Dashboards:
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Appendix B Unify report: July 16
HospitalName HospitalSiteCode WardName Type PlannedRegHoursDay ActualRegHoursDay PercentRegDay PlannedRegHoursNight ActualRegHoursNight PercentRegNight

HCW 1,337 1,727.33333333 129.19% 1,023 1,211 118.38%

Nursing 1,070 1,145.5 107.06% 682 682 100.00%

HCW 622.5 1,019 163.69% 682 737 108.06%

Nursing 1,246.5 1,004 80.55% 682 671 98.39%

HCW 698.5 810.5 116.03% 713 1,007.25 141.27%

Nursing 713 696.25 97.65% 690 560.5 81.23%

HCW 714 1,296.25 181.55% 682 781 114.52%

Nursing 957.5 955.75 99.82% 682 682 100.00%

HCW 774 1,263 163.18% 682 715 104.84%

Nursing 1,171 803.5 68.62% 682 682 100.00%

HCW 757.5 1,332 175.84% 682 935 137.10%

Nursing 1,266.5 989.7 78.14% 682 671 98.39%

HCW 639 1,265.16666667 197.99% 664.33 708.29999991 106.62%

Nursing 816 686 84.07% 321.6 312.78333343 97.26%

HCW 702 983.5 140.10% 664.33 514.39999999 77.43%

Nursing 792 661.8 83.56% 332.32 332.21666677 99.97%

HCW 744 912.5 122.65% 664.33 1,067.3833333 160.67%

Nursing 774 736.5 95.16% 332.32 321.5000001 96.74%

HCW 586.5 1,591.5 271.36% 664.33 1,170.11666667 176.13%

Nursing 793.5 711.18333333 89.63% 332.32 332.21666676 99.97%

HCW 616.5 523.75 84.96% 315 336 106.67%

Nursing 973.5 932.91666667 95.83% 651 651 100.00%

HCW 1,288.5 2,760 214.20% 682 2,533 371.41%

Nursing 1,270.5 1,228 96.65% 638 612.5 96.00%

HCW 867 1,343.5 154.96% 666.5 698.75 104.84%

Nursing 790.5 661 83.62% 333.25 322.83333333 96.87%

HCW 894 1,197.5 133.95% 664.75 664.75 100.00%

Nursing 879 702.91666667 79.97% 333.25 333.25 100.00%

HCW 825 1,144.66666667 138.75% 655.75 666.75 101.68%

Nursing 847.48 559.98333333 66.08% 333.25 333.66666667 100.13%

HCW 696 1,487 213.65% 671 924 137.70%

Nursing 1,260 757.5 60.12% 660 627 95.00%

HCW 1,465.5 1,447.5 98.77% 682 814 119.35%

Nursing 951 805.5 84.70% 638 640 100.31%

HCW 797.35 1,210 151.75% 640.5 703.75 109.88%

Nursing 843 794.5 94.25% 325.5 462.75 142.17%

HCW 1,608.25 2,336 145.25% 1,302 1,428 109.68%

Nursing 1,261.5 1,318 104.48% 294 642.75 218.62%

HCW 665.5 466.5 70.10% 325.5 325.5 100.00%

Nursing 661 582.5 88.12% 325.5 325.5 100.00%

HCW 892.5 705 78.99% 325.5 441 135.48%

Nursing 649.5 610 93.92% 325.5 325.5 100.00%

HCW 406.5 559.5 137.64% 341 572 167.74%

Nursing 778.5 809.41666667 103.97% 473 484 102.33%

HCW 1,046.5 1,330 127.09% 989 849.25 85.87%

Nursing 1,065.5 763.25 71.63% 333.25 311.75 93.55%

HCW 920.5 1,102.5 119.77% 612.75 838.5 136.84%

Nursing 636.5 498 78.24% 236.5 204.25 86.36%

HCW 1,258.75 1,416.08333333 112.50% 682 800.25 117.34%

Nursing 824.75 789 95.67% 341 330 96.77%

HCW 1,268.75 1,239.16666667 97.67% 682 714.25 104.73%

Nursing 840 488.33333333 58.13% 319 229.91666667 72.07%

HCW 1,345.5 1,522.83333331 113.18% 682 759 111.29%

Nursing 1,400.84 1,056.75000002 75.44% 682 709 103.96%

ASKET HOUSE RGDAP Asket Inpatient Unit

BECKLIN CENTRE RGDBL

Becklin Ward 1

Becklin Ward 2 CR

Becklin Ward 3

Becklin Ward 4

Becklin Ward 5

Clif ton House RGDT5

York - Bluebell

York - Riverfields

York - Rose

York - Westerdale

LEEDS GENERAL INFIRMARY RGD03 YCPM LGI

NEWSAM CENTRE RGDAB

New sam Ward 1 PICU

New sam Ward 2 Forensic

New sam Ward 2 Womens Services

New sam Ward 3

New sam Ward 4

New sam Ward 5

New sam Ward 6 EDU

PARKSIDE LODGE RGDPL Parkside Lodge

ST MARY'S HOSPITAL RGD17

2 Woodland Square

3 Woodland Square

THE MOUNT RGD05

Mother and Baby The Mount

The Mount Ward 1

The Mount Ward 2a

The Mount Ward 3a

The Mount Ward 4a

York - Mill Lodge RGDVE York - Mill Lodge
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Appendix B(i) Unify report: August 16
HospitalName HospitalSiteCode WardName Type PlannedRegHoursDay ActualRegHoursDay PercentRegDay PlannedRegHoursNight ActualRegHoursNight PercentRegNight

HCW 1,321.5 1,874.75 141.87% 1,023 1,342.5 131.23%

Nursing 1,078.5 1,144.25 106.10% 682 683 100.15%

HCW 565.5 1,094.5 193.55% 682 770 112.90%

Nursing 961.5 907.5 94.38% 682 682 100.00%

HCW 713 814 114.17% 713 916 128.47%

Nursing 713 608.5 85.34% 713 586.5 82.26%

HCW 724 1,243 171.69% 682 761 111.58%

Nursing 1,009 950.25 94.18% 671 662 98.66%

HCW 689.5 1,340.5 194.42% 660 760 115.15%

Nursing 1,287 845.5 65.70% 682 671 98.39%

HCW 744 1,425 191.53% 682 902 132.26%

Nursing 1,226 899.5 73.37% 682 672.5 98.61%

HCW 674.5 1,126.3 166.98% 664.33 701.36666657 105.58%

Nursing 831 567.08333333 68.24% 332.32 331.5000001 99.75%

HCW 678 1,050 154.87% 653.62 493.96666667 75.57%

Nursing 804 706.5 87.87% 332.32 332.21666677 99.97%

HCW 753 898 119.26% 653.62 1,243.13333338 190.19%

Nursing 810 686 84.69% 332.32 311.56666676 93.76%

HCW 663 1,105.55 166.75% 664.33 803.74999994 120.99%

Nursing 828 502.5 60.69% 332.32 332.21666677 99.97%

HCW 432 382.75 88.60% 325.5 325.5 100.00%

Nursing 970.5 929.5 95.78% 640.5 609 95.08%

HCW 1,330.5 2,454.5 184.48% 671 1,884 280.77%

Nursing 1,269.5 1,217 95.86% 671 593 88.38%

HCW 894 1,347 150.67% 666.5 785.25 117.82%

Nursing 822 696 84.67% 311.75 322.5 103.45%

HCW 881.5 1,383.58333333 156.96% 666.5 741.75 111.29%

Nursing 850.5 693 81.48% 333.25 322.5 96.77%

HCW 789 1,123.66666666 142.42% 623.5 677.25 108.62%

Nursing 850.5 539.16666667 63.39% 322.5 322.5 100.00%

HCW 748.5 1,409.8 188.35% 682 803 117.74%

Nursing 1,276.5 776 60.79% 660 638 96.67%

HCW 1,248 1,507.91666666 120.83% 682 878 128.74%

Nursing 821.5 864.33333333 105.21% 627 661 105.42%

HCW 782 1,358.25 173.69% 651 987 151.61%

Nursing 846.5 727 85.88% 325.5 399 122.58%

HCW 1,635.25 2,242.66666667 137.15% 1,270.5 1,367.75 107.65%

Nursing 1,127 1,218.75 108.14% 325.5 674.25 207.14%

HCW 683.5 585 85.59% 325.5 325.5 100.00%

Nursing 613.5 506.5 82.56% 325.5 325.5 100.00%

HCW 869 948.5 109.15% 325.5 388.5 119.35%

Nursing 564.5 501.5 88.84% 325.5 283.5 87.10%

HCW 414 574.5 138.77% 341 726 212.90%

Nursing 790.5 837.75 105.98% 363 386 106.34%

HCW 1,756 2,157.5 122.86% 999.75 1,785.5 178.59%

Nursing 864.5 859.5 99.42% 645 333.25 51.67%

HCW 1,057 1,247.33333334 118.01% 967.5 924.5 95.56%

Nursing 1,078 861.5 79.92% 333.25 311.75 93.55%

HCW 1,247 1,479.91666667 118.68% 682 991 145.31%

Nursing 845.48 805.25 95.24% 341 341 100.00%

HCW 1,261.7 1,207.25 95.68% 682 704 103.23%

Nursing 837.75 566.33333333 67.60% 341 285.33333333 83.68%

HCW 1,333.5 1,305.91666663 97.93% 671 738 109.99%

Nursing 1,360.5 962.56666667 70.75% 682 672 98.53%
York - Mill Lodge RGDVE York - Mill Lodge

THE MOUNT RGD05

Mother and Baby The Mount

The Mount Ward 1 New (Male)

The Mount Ward 2 New (Female)

The Mount Ward 3a

The Mount Ward 4a

PARKSIDE LODGE RGDPL Parkside Lodge

ST MARY'S HOSPITAL RGD17

2 Woodland Square

3 Woodland Square

LEEDS GENERAL INFIRMARY RGD03 YCPM LGI

NEWSAM CENTRE RGDAB

New sam Ward 1 PICU

New sam Ward 2 Forensic

New sam Ward 2 Womens Services

New sam Ward 3

New sam Ward 4

New sam Ward 5

New sam Ward 6 EDU

Clif ton House RGDT5

York - Bluebell

York - Riverf ields

York - Rose

York - Westerdale

ASKET HOUSE RGDAP Asket Inpatient Unit

BECKLIN CENTRE RGDBL

Becklin Ward 1

Becklin Ward 2 CR

Becklin Ward 3

Becklin Ward 4

Becklin Ward 5



1

Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Complaints Report

Date of the meeting: 16 November 2016

Person presenting the paper: Anthony Deery (Director of Nursing, Professions and
Quality)

Paper written by: Clare Blackburn (PALS, Complaints & Claims
Manager)

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item:

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives 

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing



SO2 We work with partners and local communities to improve health and lives 

SO3 We value and develop our workforce and those supporting us 

SO4 We provide efficient and sustainable services 

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

10.3
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STATUS OF PAPER 

To be taken in the public session (Part A)


To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

The report provides activity and performance information about complaints, PALS,
compliments and claims received during September 2016.

What this is about in detail:

Complaints Management training has now been in place since May 2015, with a total
of 14 sessions having been delivered to date. A further three training sessions have
been scheduled for 2016 with dates for 2017 now scheduled. Uptake of training
continues to rise and a total number of 124 staff have now been trained (with a
further 18 staff booked on future training). Training is evaluated after each session
with positive comments being received.

Feedback from the Complaints Management training highlighted the need for
additional customer service training for front-line support staff (bands 2 to 5). As a
result, a Customer Services training package has been developed. A total of eight
training sessions have been scheduled for 2016 with the first training session held on
1 July 2016. Training is evaluated after each session with positive comments being
received.

Summary (what we are talking about):
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Our next complaints review panel meeting, made up of people with lived experience
of mental health services, is scheduled for November 2016. The purpose of these
meetings is to quality assess a random selection of final response letters
(anonymised). Panel members will review the complaints and our final responses,
and comment on their view of the impact of the response (have we demonstrated
compassion, warmth, responsiveness, openness to learning?). This is a significant
new development, aiming to improve the quality of complaints responses. In our
second meeting we heard positive comments about the structure of the letters and
how wording could be changed in our acknowledgement letters to be more
personable (less corporate). We will feed learning from these sessions into
complaints training, and where appropriate capture learning in the CLIP report.

The Council of Governors is asked to receive and note this report

Recommendations (what we are asked to agree):
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PALS and Complaints Summary Report: October 2016 (based on September 2016 data)

This report provides data on activity and performance information about complaints, PALS, compliments and claims for September 2016.

1. Total number of complaints received within the month
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Total Number of Complaints Received within the Month

In September 2016, the Trust received 15 formal complaints.

A weekly complaints tracker is sent to Care Groups, providing a summary of
open complaints with timeframes for completion. The complaints team pro-
actively monitors progress to ensure complaints are on track to achieve
timeframes. Extension of timescales can only be granted once the
complainant and the PALS, Complaints & Claims Manager have agreed the
reasons for an extension; and an appropriate extension period.

2. Severity Ratings of complaints received within the month
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Severity ratings of complaints received within the month

Severity 1 Severity 2 Severity 3 Severity 4 Severity 5

There were two complaints received, rated as a Severity 4, in September
2016.

i. The complainant is unhappy with the care and treatment being
provided. The complainant feels they need to see a doctor for their
injured body. Complainant also felt the need to call the police following
an incident with another individual.

ii. Complainant is unhappy with the number of injuries her husband has
sustained whilst an inpatient.

Updates

 The investigation into the outstanding Severity 4 rated complaint received
in July 2016 is still ongoing. This complaint has been addressed within a
Serious Incident investigation. Once the report has been signed off, it will
be shared with the family.

 The Severity 4 complaint received in August 2016 is to be investigated as
part of a Serious Incident investigation into the service user’s death aimed
at identifying any root causes.
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3. Total number of re-activated complaints received within the month
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There have been no re-activated complaints received during the last four
months.

In line with the Complaints Management Procedure, should a complainant
remain dissatisfied following a reinvestigation of their complaint, we provide
details of how they can access further independent help, including the
Parliamentary and Health Services Ombudsman.

4. Number of complaints closed within the month that met the standard 30
working day timescale (by Care Group)
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Number of Complaints Closed within the Month thatmet the standard30 WorkingDay
Timescale (by Care Group)

Leeds Care Services Specialist Services Corporate

Of the 13 complaints closed in September 2016, four were responded to within
the standard 30 working day timescale.

The remaining nine complaint responses were overdue by between 31 and 57
working days. The delays were attributed to:-

 Two complaint responses involved third party agencies. The delay was
attributed to waiting for the third party agency responses. Although the
Complaints team are still waiting for these responses, it was agreed that
the Trust responds to the concerns relating to the Trust and send a
separate response. Once the responses have been received from the
third party agencies, these will be forwarded to the complainants.

 Six complaint responses were delayed waiting for the Associate Director to
approve the draft response.

 One complaint was delayed due to obtaining further information from the
investigation who was annual leave.

The weekly complaints tracker which is sent to each Associate Director
provides a summary of open complaints for their Care Group, with timeframes
for completion. In addition the PALS, Complaints & Claims Manager e-mails
investigators of open complaints each week, routinely drawing their attention
to any deadlines approaching in the next two weeks.
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5. Number of complaints overdue at month end
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Number of overdue complaints at month end

As of the 3 October 2016, there are six overdue complaints. Five complaints
are currently with the Associate Director for approval. One complaint is still
with the investigator to compile their draft response.

The Complaints team regularly prompt investigators and Associate Directors
for progress updates on all complaints; but there are still occasions when
capacity issues within care services result in delays. The interim Chief
Operating Officer has confirmed that she is made aware of any delays through
the weekly tracker and intervenes as necessary to prevent delays.

6. Outcome of complaints closed within the month
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Upheld Partially Upheld Not Upheld Withdrawn

Of the 13 complaints closed during September 2016, seven were not upheld,
three were partly upheld, two were upheld and one was withdrawn.

The upheld and partly upheld complaints related to the following issues:

 During the investigation, it was ascertained that an appointment at a
neighbouring Trust was taken down incorrectly and therefore, caused the
service user unnecessary time away from the ward. This issue has been
addressed with the Ward Manager.

 The investigation identified that a prescription for a service user had been
left with the wrong GP by mistake. The staff member offered their sincere
apologies to the service user for this error.

 It transpired that a staff members shared details of the service user with a
third party agency in the context of a referral. However, it appeared that
the service user used to work with the third party agency although the
member of staff did not know this. This has been fed back to the team in
order to mitigate a repeat of this scenario.

 Following a telephone referral from a GP to the clinical team, there
appeared to be a miscommunication within the system and the referral was
not passed on to the Consultant. This complaint will be discussed in the
team meeting in order to mitigate a repeat of this scenario.

 Following the investigation, staff were reminded that although bingo is a
useful activity, it is a group which can be interrupted if visitors do arrive
onto the ward.

A robust process is in place to ensure all issues identified in complaints are
identified and responded to; and that actions identified are robust and
proportionate. Complaint actions are discussed within Care Group Risk
Forums. The PALS, Complaints & Claims Manager attends these meetings to
provide updates and to answer any queries in relation to complaints.

Care Group Risk Forums are the owners of their action plans, with the
Complaints Team monitoring actions to completion.
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7. Themes of complaints received within the month
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Themes of complaints received in September 2016

Categories used to capture complaints themes are devised by NHS England for
reporting purposes; they are very broad and do not support learning.

Through the ‘Learning to Improve’ process we are now categorising actions
arising from complaints; claims; serious incidents (SIs); CQC MHA visits; and
safeguarding; to identify more meaningful cross-cutting trends and themes.

The rationale for considering themes from agreed actions is that these will
always relate to areas where we have identified learning and improvement
actions required.

Main actions identified from complaints closed in September:

 Teams to reflect on complaints feedback to ensure a repeat of each
scenario.

Themes from complaints are reported to each Care Group, via the CLIP
(Complaints, Litigation, Incidents and PALS) report, for their actions. Themes
from actions will also be included in future CLIP reports.

8. Training

Complaints Management Training

Complaints Management training has now been in place since May 2015, with a total of 14 sessions having been delivered to date. A further three training
sessions have been scheduled for 2016 with dates for 2017 now scheduled. Uptake of training continues to rise and a total number of 124 staff have now been
trained (with a further 18 staff booked on future training). Training is evaluated after each session with positive comments being received (reproduced as written):

 “This training has been informative and I do feel in a position to proceed with a complaints investigation”.
 “Informal and enjoying. Didn’t feel laborious. Feel much better informed regarding the complaints process”.
 “Found trainers very supportive in their approach”.
 “Facilitators are warm, friendly and approachable and made a dry topic fun”.

 96% of attendees felt that the topics covered in the training course helped them to understand the complaints process better.
 99% of attendees felt that the content of the training course was organised and easy to follow.
 88% of attendees felt more confident in investigating a complaint.

Names of those who have completed the training are forwarded to Associate Directors to assist with capacity planning for investigations.
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Customer Services Training

Feedback from the Complaints Management training highlighted the need for additional customer service training for front-line support staff (bands 2 to 5). As a
result, a Customer Services training package has been developed. A total of eight training sessions have been scheduled for 2016 with the first training session
held on 1 July 2016. Training is evaluated after each session with positive comments being received (reproduced as written):

 “The training was well prepared and relevant to my role. Made it fun and re-enforced expectations.”
 “Best presentation and interaction during this training than I have experienced for a long time, well done.”
 “Thank you for the consideration you have given to frontline staff – it’s a welcome change and I hope it continues”.
 “Really enjoyed the training. Would recommend as mandatory for all support staff.”

9. Learning from complaints

Our next complaints review panel meeting, made up of people with lived experience of mental health services, is scheduled for November 2016.

The purpose of these meetings is to quality assess a random selection of final response letters (anonymised). Panel members will review the complaints and our
final responses, and comment on their view of the impact of the response (have we demonstrated compassion, warmth, responsiveness, openness to learning?).
This is a significant new development, aiming to improve the quality of complaints responses. In our second meeting we heard positive comments about the
structure of the letters and how wording could be changed in our acknowledgement letters to be more personable (less corporate). We will feed learning from
these sessions into complaints training, and where appropriate capture learning in the CLIP report.

Learning from complaints is disseminated through the CLIP report, via Clinical Governance Councils. Learning can also be shared through Lessons Learned
bulletins, or through Ward Managers and Community Managers Forums and the Consultants Committee, where appropriate.

Feedback from complainants is actively pursued and each response letter is accompanied by a feedback form, with a self-addressed envelope. The format of
the complaints feedback questionnaire has been revised in line with national best practice. Since April 2015, 34 responses have been received. Feedback
broadly indicates that complaint responses are easy to understand; however 66% of responses to date indicated a lack of confidence that the Trust will learn from
the complaint. Improving feedback remains a key priority for the PALS & Complaints Manager and we continue to explore ways of improving feedback rates.
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10. Number of PALS enquiries received
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Number of PALS enquiries received

During September 2016, records indicate that there were 175 PALS enquiries.

11. Method of PALS enquiries received
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Method of PALS enquiries received - September 2016

The PALS team continuing to visit clinical areas across the Trust in order to
raise the profile of the team.

12. Themes of PALS enquiries received
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Themes of PALS enquiries received - September 2016

Of 175 PALS enquiries recorded in September 2016, enquiries that make up the “other” category include: callers wanting telephone numbers for third party
agencies; information on the referral process; arranging meetings with ward staff; and general chats regarding their health.
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The PALS team liaise directly with services as soon as issues are raised, to secure speedy resolution. As part of our review of data collection and reporting we
plan to develop a methodology for routinely capturing whether PALS contacts are meeting service user requirements.

13. Compliments Received

Staff often receive compliments by letter or card, verbally or via a gift. They are thanked for treatment, care and support, or complimented on the environment,
atmosphere, and cleanliness of the ward. We now have the functionality within DATIXWeb to formally record all of our compliments. There is a link on the
Staffnet site (under QuickLinks) where staff are able to report all compliments received (either written or verbally) as well as being able to attach any cards/letters.

Compliments are a key measure of patient experience and we would therefore like to be in a position to consider compliments alongside complaints, aiming to
create a stronger patient focus and further develop a culture that learns from feedback.

Since April 2016, 211 compliments were formally recorded in DATIXWeb.
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Compliments Received (by Care Group) - April 2016 to September 2016

The Complaints team will continually remind all staff to formally record all compliments. This will be done via Trust-wide email communication and through
Clinical Governance meetings etc.

Examples of compliments received during the month are:

 A relative has reported to staff that she is very happy with the care that her husband is receiving, she feels that he is being cared for in the way that she
feels he should be and that she is happy he is here and can tell that he is much happier here also.

 To be given encouragement that you are getting better. Having someone listen who understands how you feel. To realise you are not going mad and you
have a condition that is recognised.

 Thank you. Those words seem so insignificant, yet you are the ones who finally helped me after 2 years of constant pain...You taught me how to be open,
honestly and truthfully - and you talked to me and reassured me; you were so very kind to me. I'll always remember your kindness and will try and remind
myself of your words on tougher days. It sounds like a cliché but I really do believe you have saved my life"
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14. Patient Opinion/NHS Choices Postings

The following patient ‘stories’ have been either published on the Patient Opinion website, NHS Choices or received directly by our staff. Patient stories relating to
LYPFT can be found at http://www.patientopinion.org.ukor www.nhs.uk. The Trust continues to promote feedback and are committed to using the experiences of
our service users and carers to further improve our services.

Author Story: (Posted on Patient Opinion 1 September 2016)

“I was an inpatient at the Yorkshire Centre for Eating Disorders for around three months in 2015. I can honestly say that this place saved my life. Before
my admission I was surviving, but all the life I once had within myself had been cruelly stolen from me by this illness. I was not living, I was merely
going through day to day motions which caused both me and my family constant worry, heartache and arguments.

Throughout my stay I was listened to, cared for and involved in my care - I was constantly the centre of my own care, and it was something that was
appreciated to a great extent. I was helped and aided in my recovery by an excellent team of professionals who eventually discharged me to a
wonderful community team (which I have since also been discharged from) and I have gained so much more life back.”

LYPFT Response: (Posted on 7 September 2016)

Dear CE13

Thank you for taking the time to post your comments regarding the care you have received from the Yorkshire Centre for Eating Disorders team.

It is really encouraging to read that you have had such a positive experience, both whilst an inpatient and in the community, during what must have
been a difficult and distressing time for both you and your family. It is reassuring to know that the team have provided you with a high level of care
and understanding. This support has clearly had a real positive impact on your overall experience.

I have shared your kind words directly with the staff on the unit as it is very satisfying for staff to hear how they have made such a difference.
Receiving feedback is really important to them.

Thank you again for taking the time to share your experiences with us and I wish you well for the future.

Kind regards
Clare Blackburn
PALS, Complaints & Claims Manager
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Author Story: (Posted on Patient Opinion 1 September 2016)

“at the becklin centre leeds, there is no recycling facilities a in the therapy suite. we throw so much paper away it seems such a shame that this can not
be recycled, in fact all the offices and printing locations should have recycling facilities for patients, visitors and staff.”

LYPFT Response: (Posted on 26 September 2016)

Dear geramaya

Thank you for sharing your feedback on Patient Opinion.

The PFI facilities provider is responsible for the collection and disposal of household and recycling waste. Whilst, as a Trust, we do not segregate
waste at source ie, by using two different bins particularly in the therapy suite, the waste collector (BIFFA) does operate a waste sorting process in
the large waste recycling plant.

They are compliant with their (and the Trust’s) obligations to reduce land fill waste and in this plant, they separate the various types of waste into
their component recycling streams ie paper, aluminum, glass etc.

There are many ways in which recycling occurs – this is just one, segregation at source is another. Please be assured that recycling does happen
and the Trust and its agents are obliged by statute to do this.

Kind regards
Clare Blackburn
PALS, Complaints & Claims Manager
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15. Claims Received

A summary of all open claims is shared via the care group CLIP reports to Clinical Governance Councils. Clinical Directors and Associate Directors are informed
of any new claims.

Claims scorecards are provided by the NHSLA and are split into coloured zones based on the volume and value of the claims. It is important to note that for this
latest scorecard the reporting period is between 1 April 2011 and 31 March 2016.

Clinical Claims Scorecard (data correct at 31 August 2016)

The scorecard shows the number of clinical negligence claims relating to the
period 1 April 2011 and 31 March 2016. Nine clinical claims were received in
this reporting period, all of which fell into the high volume, low value category.
High value is considered at over £1m and high volume over three claims in a
specialty.

In total the number of claims for the Trust is nine, with a total value of
£791,008. The claim for £28,400 is in relation to a pressure ulcer risk
assessment and not mental health provision.

Nr Value Nr Value

(blank) 0 -£ (blank) 0 -£

GrandTotal 0 -£ GrandTotal 0 -£

Nr Value Nr Value

ClinicalTreatment 1 28,400£ CommMentalServs 4 93,910£

GrandTotal 1 28,400£ Psychiatry/MentalHealth 4 668,698£

GrandTotal 8 762,608£
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Non-Clinical Claims Scorecard (data correct at 31 August 2016)

The scorecard shows the number of non-clinical claims relating to the period 1
April 2011 to 31 March 2016. The majority of non-clinical claims (by value)
were high volume, low value. High value for non-clinical claims is considered
at over £25k. High volume is three claims or over of this value.

In total there have been 56 claims, with a total value of £747,411.

Nr Value Nr Value

Manual Handling 1 42,487£ (blank) 0 -£

Slip or Trip 2 56,177£ Grand Total 0 -£

Assault 2 263,000£

Grand Total 5 361,663£

Nr Value Nr Value

Manual Handling 2 36,000£ Workplace (Health, Safety and Welfare) Regulations7 45,511£

Lifting/Loading/Unloading 1 15,000£ Hit by Object 3 4,674£

Electric Shock 1 3,850£ Defective Tools/Equip 4 30,500£

Unlawful Detention 2 -£ Assault 21 149,049£

Breach of DPA 1 17,277£ Slip or Trip 6 63,186£

Directors and Officers Liability Claims 1 13,412£ Grand Total 41 292,919£

Sharps Injury 1 7,289£

Breach of COSHH 1 -£

Grand Total 10 92,829£V
al

ue
(L

ow
to

H
ig

h)



1

Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Trust Incident Review Group, Lessons Learnt Report
following the TIRG meetings held: Trust Incident
Review Group Meeting Held: 14 September and
12 October 2016

Date of the meeting: 16 November 2016

Person presenting the paper: Anthony Deery, Director of Nursing, Professions and
Quality

Paper written by: Samantha Marshall, Serious Incident Administrator /
Legal Support Manager

TYPE OF PAPER(please tick)

Strategic item:

Performance item: 

Governance item:

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives 

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing



SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services 

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item
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STATUS OF PAPER 

To be taken in the public session (Part A)



To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

The attached paper is a briefing for the Council of Governors following the Trust
Incident Review Group meetings held 14/09/2016 & 12/10/2016.
The purpose of this paper is to provide the Council with information relating to new
incidents that are subsequently categorised as Serious Untoward Incidents (SUI)
and highlight any learning from the monthly Trust Incident Review Group meetings.

What this is about in detail:

The attention of the Council is drawn to the following highlights within the report:

 Progress with reporting and investigating serious incidents
 From 8 reports reviewed, 0 root causes and 0 contributory factors were

determined.
 Learning from investigations:

- Transition through services.
- Substance misuse interventions
- Working with the Police
- Safeguarding

Summary (what we are talking about):
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- Family Feedback
- Out of area bed management

 Serious Incidents in progress

Serious incidents are a key source of learning within the Trust to ensure we improve
the quality of care provided to our service users.

The Trust Incident Review Group promotes the Trust’s duty of candour and
commitment to learning from experience.

Recommendations (what we are asked to agree):

 Receive the content of the report for information.
 Be assured that the actions in respect of the lessons

learnt are being progressed appropriately through the
group (or organisation).



Leeds and York Partnership NHS Foundation Trust

Following the Trust Incident Review Group Meeting Held: 14/09/2016 & 12/10/2016

Part A:

Serious Untoward

Incidents Update
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1 Purpose

The purpose of this paper is to provide the Council of Governors with information relating

to new incidents that are subsequently categorised as Serious Untoward Incidents (SUI).

2 Executive Summary

The paper details the following information:

 TABLE 1 – Breakdown of Serious Untoward Incidents – June & July 16

 TABLE 2 – Overview of Serious Untoward Incidents by Directorate June & July 16

 TABLE 3 – Number of Final reports of STEIS (Strategic Executive Information

System) incidents submitted to TIRG within 12 week

 TABLE 4 – Schedule of cases to be presented to Trust Incident Review Group

3 Background

The following table shows a brief flow of action: from incident occurring to presentation at

the Trust Incident Review Group (TIRG).

All incidents that are agreed as Serious Untoward Incidents and STEIS reported are

presented at TIRG.

Following review of the fact find information, a Root Cause Analysis Investigation can be

required even though the incident is not STEIS reported. In these cases the report is

presented to TIRG at the discretion of the Care Group and TIRG Chair.

Final Report to the Trust Incident Review Group

The report is submitted to TIRG within 45 working days. Once agreed the report is sent to Leeds West Clinical
Commissioning Group for final review and closure.

Incident agreed as Serious Untoward Incident

Incident is reported via STEIS and a full Root Cause Analysis Investigation is commenced.

Review by Risk Management

Risk Management reviews the information on the fact find and agrees the level of investigation with the Deputy
Director of Care Services.

Incident Occurs - Incident Report Completed

Due to the severity rating /type of incident a Fact Find report is completed.
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TABLE 1 – Breakdown of Serious Untoward Incidents (SUI)

TABLE 2 – Overview of SUI’s by Care Group

Care Group
Incident

Date
Incident Type Incident Number Severity Rating Service

Leeds 01/08/2016 Death WEBINC-17796 5 WNW CMHT

Leeds 02/08/2016 Self-Harm WEBINC-17706 3 ENE CMHT

Leeds 16/08/2016 Fundamentally Defective - Section 3* WEBINC-18141 3 W4 Newsam

Leeds 26/08/2016 Death by hanging WEBINC-18428 5 ENE CMHT

Leeds 27/08/2016 Death by suffocation WEBINC-18658 5 WNW CMHT

Leeds 05/09/2016 Death - Fall from height WEBINC-18833 5 SSE CMHT

Specialist 09/09/2016 IG Breach* WEBINC-18914 3 Chronic Fatigue

o *Serious Incident requiring concise RCA investigation – 2 incidents (as bold text).

Leeds Care Group
Specialist and LD

Care Group
TOTAL

NUMBER OF INCIDENTS REPORTED VIA

STEIS AUGUST 2016
5 0 5

NUMBER OF INCIDENTS REPORTED VIA
STEIS SEPTEMBER 16

1 1 2
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TABLE 3 – Number of Final reports of STEIS incidents submitted to TIRG within 12 week

Period: Sept 2015 – Sept 2016 Leeds Care Group
Specialist and LD

Care Group

York
North Yorkshire

Care Group
TOTAL

NUMBER OF REPORTS DUE FOR
THIS PERIOD Aug 2015 – Aug 2016

21 1 4 26

NUMBER OF REPORTS SUBMITTED
ON DUE DATE

(Aim 100%)
4 (19%) 1 (100%) 0 (0 %) 5 (19%)

OVERDUE 1 MONTH 4 0 0 4

OVERDUE 2 MONTH 3 0 0 3

OVERDUE 3 MONTH 3 0 2 5

OVERDUE 4 MONTH 1 0 0 1

OVERDUE 5 MONTHS + 1 0 2 3

NUMBER OF REPORTS STILL
OUTSTANDING FOR THIS PERIOD

Aug 15 – Aug 16
5 0 1 6

TOTAL NUMBER OF REPORTS FOR
THE CARE GROUP IN PROGRESS

INCLUDING THOSE OUTSTANDING
18 0 1 19
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TABLE 4 – Schedule of Serious Incidents in progress

SUMMARY KEY FOR TABLE BELOW

Care Group

A.

Presented to TIRG and agreed

subject to amendments.

Awaiting amended version

B.

Number of Comprehensive in

progress

C.

Number of Concise in

progress

D.

With Director for sign off Total number of Reports

(Columns A,B,C & D)

Leeds 2 18 1 0 21

Specialist 0 0 0 0 0

York 0 1 1 0 2

STEIS ref
(Care Group)

SI ref Type Category *60 Working
Days Target

Actual
Working Days
(incl. 60 Days)
as of 12.10.16

TIRG Investigator Status

2015/26578
(York)

15-15.16 Concise Property Damage 03/11/2015 299 N/A Andy Weir Draft Report completed – sent to
Andy Weir for
agreement/comment.

2016/1947
(Leeds)

36-15.16 Comprehensive HOMICIDE 18/04/2016
Extension
approved

January 2017

185 Dec EXTERNAL –
Phil Robertson

Extension agreed until January
2017.
November IRG and December
TIRG

2016/3384
(Leeds)

37-15.16 Comprehensive Unexpected Death 03/05/2016 175 N/A Janet Johnson Report presented to TIRG and
agreed subject to amendments.
Emailed author and Guy
Brookes for update on 16/09/16.

2016/6002
(Leeds)

46-15.16 Comprehensive Suspected suicide 31/05/2016 156 Oct Tim Richardson October TIRG

2016/6769
(Leeds)

48-15.16 Comprehensive Self-Harm 08/06/2016 150 Nov Tom Mullen/Sharon
Prince

October IRG and November
TIRG

2016/13008
(Leeds)

08-16.17 Comprehensive Self-harm 08/08/2016 107 N/A Community Links Action Plan received – to
discuss with Director as no
actions for LYPFT evident.

2016/13888 11-16.17 Comprehensive Death - Overdose 15/08/2016 102 N/A Nicky Needham Report presented to TIRG and
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(Leeds) agreed subject to amendments.
Amended report received – sent
to Chair for sign off.

2016/10341
(York)

18-16.17 Comprehensive Suspected suicide 12/07/2016 126 Oct Neil McAdam Email received 05/10/16 – Dr
Wright progressing.

2016/17552
(Leeds)

19-16.17 Comprehensive Self- Harm 22/09/2016
Extension
approved

22/10/2016

75 Oct Gareth Flanders October TIRG

2016/17861
(Leeds)

20-16.17 Comprehensive Jump from bridge 27/09/2016
Extension
approved

27/10/2016

72 Oct Pamela Hayward-
Sampson

October TIRG

2016/18063
(Leeds)

21-16.17 Comprehensive Death 28/09/2016
Extension
approved

30/11/2016

71 Nov Pamela Hayward-
Sampson

Extension requested and
approved. October IRG and
November TIRG

2016/18159
(Leeds)

22-16.17 Comprehensive Death - Hanging 29/09/2016
Extension
approved

29/12/2016

70 Dec Pamela Hayward-
Sampson

Extension requested and agreed
November IRG and December
TIRG

2016/19236
(Leeds)

23-16.17 Comprehensive Attempted Murder 11/10/2016
Extension

approved 30
January 2017

62 Jan Rona Pickles External
Investigator

December IRG and January
TIRG

2016/19393
(Leeds)

24-16.17 Comprehensive Attempted Suicide 12/10/2016 61 N/A Pamela Hayward-
Sampson

Request to delog sent to CCG
on 29/09/16.

2016/19419
(Leeds)

25-16.17 Comprehensive Death - Hanging 13/10/2016 60 Nov Steven Dilks October IRG and November
TIRG

Not STEIS
reported
(Leeds)

35-16.17 Comprehensive Death – Jumped
from height

N/A N/A Oct Pamela Hayward-
Sampson

Reported externally by
Manchester. Out of area bed
incident - October TIRG

2016/20897
(Leeds)

36-16.17 Comprehensive Unexpected Death 31/10/2016 48 Nov Paul Exley and Pamela
Hayward-Sampson

October IRG and November
TIRG

2016/20943
(Leeds)

37-16.17 Comprehensive Self-Harm 31/10/2016 48 Nov Pamela Hayward-
Sampson

October IRG and November
TIRG

2016/21215
(Leeds)

38-16.17 Comprehensive Death by hanging 02/11/2016 46 Nov Janine Spencer/PH-S October IRG and November
TIRG

2016/23023
(Leeds)

39-16.17 Comprehensive Death by hanging 22/11/2016 32 Dec Janine Spencer November IRG and December
TIRG
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**NHS England - Serious Incident Framework, Supporting learning to prevent recurrence: “single timeframe (60 working days) has

been agreed for the completion of investigation reports.”

2016/23407
(Leeds)

41-16.17 Comprehensive Death by suffocation 25/11/2016 29 Dec Janine Spencer November IRG and December
TIRG

2016/23895
(Leeds)

42-16.17 Comprehensive Death – Fall from
height

02/12/2016 24 Dec Pamela Hayward-
Sampson

November IRG and December
TIRG

2016/25894
(Leeds)

43-16.17 Concise IG Breach 28/12/2016 8 N/A Risk Management N/A
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Following the Trust Incident Review Group Meeting Held: 14/09/2016 & 12/10/2016

Part B:

Serious Untoward Incidents

Lessons Learnt
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1 Purpose

 Summary of lessons learnt from Serious Untoward Incidents.

 Sharing of good practice highlighted from reports.

 Conclusions of any thematic reviews undertaken.

 Results of any trend analyses.

 Summary of major actions that have been implemented.

2 Executive Summary

Learning from experience is critical to the delivery of safe and effective services

in the NHS. To avoid repeating mistakes organisations need to recognise and

learn from them, to ensure that the lessons are communicated and shared and

that plans for improving safety are formulated and acted upon. The findings and

learning from any adverse event within the Trust may have relevance and

valuable learning for the local team and also other teams and services. This

paper outlines the identified lessons learnt following the Trust Incident Review

Group meeting 14/09/2016 & 12/10/2016.

3 Background

The purpose of the Trust Incident Review Group is to review the investigation

reports to ensure that all serious untoward incidents have been investigated

thoroughly, to agree recommendations and action plans that are relevant and

achievable, to oversee the implementation of those action plans and to identify

trends and patterns of untoward incidents that may require further investigation.

This activity supports LYPFT to be an organisation with a memory, to assist

learning from incidents and to continue the drive towards safer therapeutic care

for all service users.

Findings from the meetings held: 14/09/2016 & 12/10/2016

8 Serious Incident Review reports were reviewed by the group with the following
findings agreed:

Root Causes 0

Contributory Factors 0

Incidental Findings 24

Family Questions 0
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4 Outline of Lessons Learnt from Serious Untoward Incidents

Transition through services

The group discussed a service user’s pathway through services and acknowledged
that at illness relapse there was a decision to treat the service user in ICS and that
in comparison with inpatient care, where he would have had a full review and a
seven day follow up upon discharge, this did not happen when discharged from
ICS and the only follow up was by telephone. The group noted that the service
user went from 3 visits per week to nothing. The group considered whether the
service user was well held by services or if presumptions were made on based the
existing knowledge of him.

The group requested that the recommendations resulting from SI reviews are
studied to highlight those that cite communication between teams as an issue.
Once this data has been collated a decision can be made regarding work streams
and organisation learning.

Substance Misuse Intervention

A review highlighted lots of attempts at interventions regarding a service users
substance misuse - the service user had talked about being willing to engage but
didn’t take the next step. The group considered how much we leave people to do
alone and how much we check on.

To what extent do we take responsibility to motivate engagement to
encourage change?

The group agreed that with regards self-referral to Forward Leeds, there should be
contact with a linked worker and the group agreed with the report recommendation
that self -referrals to Forward Leeds should be checked by the Care Coordinator
prior to discharging a patient, to check whether engagement has commenced.

The group noted that a request for a review regarding links with Forward Leeds and
mental health services has been raised with the Commissioners.

Working with the Police

The group discussed the delay in investigating due to Police investigation and
agreed that this should not happen in the future as the SI Framework 2015 details
that wherever possible, serious incident investigations should continue alongside
criminal proceedings but this should be considered in discussion with the police.
The reviewer clarified that with this case the police had requested we did not
investigate and that communication was poor from them.

The group acknowledged that the Trust had recently completed a document
regarding working with the Police and that this issue could feed into this work
stream.
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Serious Incidents in progress

The group reviewed the serious incidents in progress and requested that the
Clinical Directors note what has been agreed and support Risk Management to
fulfil the agreed timescales.
The group noted that Table 4 will be circulated to the Care Groups weekly to
ensure they have sight of this information and ensure compliance.

The group agreed that an extra column in the report showing the working days
overdue would be beneficial.

Safeguarding

Communicating with other agencies

A review detailed that on reflection, staff confirmed they had perceived that the
safeguarding issues for a service user’s daughter were under the jurisdiction of
another agency. However, there was no communication between the CMHT,
LYPFT safeguarding team, nor the allocated social worker in order to ensure each
part of the care provision for this family were aware of the risk behaviour of the
daughter, or the effect of the daughters behaviour on the service user’s mental
wellbeing.

In addition, there was no communication with the daughter’s social worker to alert
and ensure that the “Vulnerable Missing Persons Team” were aware of the
daughter’s absconding behaviour.

The reviewer confirmed that all practitioners are up to date with their child and adult
safeguarding training and the group agreed with the action for staff to ensure they
liaise with other services that may be providing safeguarding activity to ensure
robust communication and agreed roles.

Training

The group discussed if staff are applying in practice the safeguard training they
receive. The group agreed that the Trust must review the application and
implementation of safeguarding practice. The Head of Safeguarding agreed to
facilitate this with the support of the Clinical Director of Leeds Care Group.

Family Feedback

A review highlighted very insightful comments from a service user’s husband
regarding his perception of the care afforded to his wife.
The service user’s husband said that the difference between the two experiences
of services in 2011 compared with 2014 was like ‘night and day’. He further
commented that there should be ‘more memory in the system’.

The group commented that the family had a clear comparison of what they
perceived good care and poor care. The review concluded that the family
members were not excluded but neither were they actively included. The family
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expressed frustration that they did not know if they were doing the ‘right thing’ or
not and the only information shared with him was through a leaflet.

The group agreed that the team reflect on this review and in particular the voice of
the family. This facilitated discussion will develop the required action to support
change.

Out of area bed management

A review highlighted issues regarding a service user placed in an out of area bed

The group agreed that a number of actions are completed in relation to this matter:

 Review the process for when leave is agreed out of area for a service user
to return back into our locality.

 Guidance on what care coordinators are required to do for out of area
service users in terms of contact and information sharing.

 Ensure bed management team adhere to procedure and an audit is
undertaken.

5 Areas of Good Practice

Engagement with service user

The support and interventions provided by a community psychiatric nurse were of a

high standard, with many, assertive attempts made by him to visit or contact the

service user by phone. This also involved the nurse taking the service user to

appointments with other agencies as well as visits at his home.

Family Feedback

 The wife of a service user reported to the Serious Incident investigator that
she felt her husband had received good care whilst on Ward 2, The Mount.

 The work of two Doctors from September 2011 through to the end of 2013
was greatly appreciated by family who believe that this contributed to a
period of stability which was a positive time in the service user’s life. They
commented that the compassionate approach both doctors took with the
service user made her feel valued and understood.

Supervision

Staff ensured effective use of clinical supervision when a service users risk was
seen to be escalating; the CMHT and CAS practitioners accessed senior staff
advice, and followed the advice provided.

Recommendations
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The Council of Governors is requested to:

 Note the content of the report

 Be assured that the actions taken in respect of the lessons learnt are being

progressed appropriately through the organisation.
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GLOSSARY OF DEFINITIONS

The following definitions are of relevance to this document:

Definition Meaning

Case Conference Meeting to discuss complex cases that are very serious or have a multi-

agency aspect and that may include criminal offences and possible

organisational failures.

CAS Crisis Assessment Service

CPA Care Pathway Approach

CPN Community Psychiatric Nurse

CCG Clinical Commissioning Group (replaced PCT’s)

Department of

Health

The Department of Health (DH) helps people to live better for longer. We
lead, shape and fund health and care in England, making sure people have
the support, care and treatment they need, with the compassion, respect and
dignity they deserve.

DH is a ministerial department, supported by 29 agencies and public bodies.

DHR Domestic Homicide Review

Duty of Candour As a direct response to the Francis Inquiry report, a statutory duty to be open,
transparent and candid has been introduced for health and care providers.
This is called the Duty of Candour and is set out in CQC’s Regulation 20.

Goddard Inquiry Independent Inquiry into Child Sexual Abuse which will investigate whether
public bodies and other non-state institutions have taken seriously their duty
of care to protect children from sexual abuse in England and Wales

ICS Intensive Community Services

Incident For the purpose of the Trust’s incident reporting system, an incident is

defined as: -

‘Any event, untoward or unusual, which is a deviation from the normal pattern

of activity or therapeutic well-being or smooth running of the workplace (e.g.

ward/ department, client’s home, etc.), which involves service users and/or

staff and/or visitors, and which may adversely affect their health and/or safety

and/or welfare and/or confidentiality then or later’.

LYPFT Leeds and York Partnerships Foundation Trust

MDT Multi-Disciplinary Team - A group composed of members with varied but

complimentary experience, qualifications, and skills that contribute to the

achievement of the specific objectives.

NCISH The National Confidential Inquiry into Suicide and Homicide by people with
mental illness

NHS England NHS England is an executive non-departmental public body of the
Department of Health. NHS England oversees the budget, planning, delivery
and day-to-day operation of the commissioning side of the NHS in England
as set out in the Health and Social Care Act 2012

OBSERVATION Observation and engagement is a key clinical activity requiring a commitment
from all health care staff, through a shared approach, involving assessment,
care planning, risk management, clinical review and evaluation.

Types of observations: General, Intermittent, Within Eyesight and Within
Arm’s
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PARIS Electronic patient information record system.

RCA Root Cause Analysis.

Risk A risk is characterised by both the likelihood/probability of harm or

information security breach actually occurring (e.g. low, medium or high) and

the impact/severity of the harm (e.g. slight injury, major injury, death).

The level of risk to health increases with the impact/severity of the hazard

and the duration and frequency of exposure to the hazard.

SAMP Safety Assessment and Management Plan

SAR Safeguarding Adults Return

SCR Serious Case Review

Section 17 Leave Section 17 of the Mental Health Act 1983 makes provision for patients who

are liable to be detained under various other sections of the Act to be granted

leave of absence.

Section 17 applies to patients who are detained under ss.2, 3, 37, or 47 of

the Act.

Serious Untoward

Incident (SUI)

A serious untoward incident is defined as ‘any accident or incident where a

service user, member of staff (including those in the community), or member

of the public suffers serious injury, major permanent harm or unexpected

death, (or the risk of death or injury), on hospital, other health service

premises or other premises where health care is provided, or where actions

of health services staff are likely to cause significant concern’.

STEIS Strategic Executive Information System

This is the Trust’s mechanism for reporting serious untoward incidents to the

Clinical Commissioning Group.

TIRG Trust Incident Review Group

MEWS Modified Early Warning System

CAMHS Child and Adolescent Mental Health Services

CQUINN Commissioning for Quality and Innovation
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Increasing Employment Opportunities for People with
Learning Disabilities

Date of the meeting: 16 November 2016

Person presenting the paper: Susan Tyler, Director of Workforce Development

Paper written by: Caroline Bamford, Head of Diversity and Inclusion

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item:

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives

G2 People experience safe care

G3 People have a positive experience of their care and support

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives 

SO3 We value and develop our workforce and those supporting us 

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements
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STATUS OF PAPER 

To be taken in the public session (Part A)


To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

As requested at the September Council of Governors meeting the paper provides an
update on progress to increase employment opportunities for people with learning
disabilities within the Trust.

What this is about in detail:

A time limited task and finish group has been established in October 2016 to support
the development of an employment pathway model and implementation plan.

The final implementation plan will be developed by January 2017 and details of
proposed draft actions are detailed within the attached paper.

Summary (what we are talking about):
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The progress paper is for information only.

Recommendations (what we are asked to agree):
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Increasing Employment Opportunities for People with Learning

Disabilities/Learning Difficulties

Update Paper for Council of Governors

1. Purpose

The purpose of this paper is to provide the Council of Governors with progress in

implementing actions to increase employment opportunities for people with learning

disabilities within the Trust.

2. Current Progress

A time limited task and finish group was established in October 2016 to support the

development of an employment pathway model and implementation plan. Membership

includes two governors with expertise and knowledge within the learning disabilities and

employment field.

A phased approach to implementation has been agreed, consisting of an early

implementer service or team to ensure a consistent approach to the development of the

pathway model.

It was agreed that the scope of the first phase would include;

 Developing opportunities for people with learning disabilities but with additional

focus on support for people with learning difficulties and people on the autistic

spectrum or with ADHD;

 Employment pathway model to include volunteering; work placement and

apprenticeship opportunities for example through the Department of Work and

Pensions Work Choice programme, as direct and fully supported routes to

accessing employment within the Trust.

3. Next Steps

Further work to support the development of the implementation plan is currently being

undertaken by the members of the task and finish group.

The final implementation plan will be completed by January 2017; a first draft is attached

at Appendix A.
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Appendix A

Increasing Employment Opportunities for People with Learning Disabilities within the Trust

Implementation Plan- Draft 1

Action Task/Milestone Achievement Date

Establish Project Group  Group established  October 2016

Identify best practice from other NHS
organisations

 Meeting with Maggie Graham, NHS England
Improving Lives Team held

 December 2016

Develop and implement internal
communications plan

 Communication plan developed and
implementation commenced

 December 2016

Scope opportunities for working in
partnership with Jobcentre Plus and
local specialist learning disabilities
employment support organisations

 Scoping meeting held with Jobcentre Plus
and Tenfold

 Links established with local specialist
learning disabilities employment support
organisations

 Support and vacancy/vocational opportunity
arrangements agreed with local specialist
learning disabilities employment support
organisation/s

 December 2016

 December 2016

 January 2017

Work with partner agencies to
understand the range of career goals
for people with learning disabilities

 Scoping meeting held with Jobcentre Plus
and Tenfold

 Contact established with local universities to
identify the number of current students and

 December 2016

 December 2016
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support structures for students with learning
disabilities

Identify early implementer service/team
within the Trust

 Engagement with Trust service managers
within targeted occupational areas ( to be
identified through engagement work with
partner agencies)

 Vocational opportunities identified and support
structure through employment support
organisation agreed

 February 2017

 March 2017

Identify and undertake actions to
support any development needs of the
early implementer service/ team

 Training needs analysis undertaken with
service/team

 Development programme delivered in
partnership with employment support
organisation

 March 2017

 April 2017

Recruit onto programme  Role profiles developed with support from
employment support organisation

 Recruitment and interview process
developed with support from employment
support organisation

 Role profiles publicised through
employment support organisation

 Assessment centre interview process
completed

 Programme commenced

 April 2017

 April 2017

 May 2017

 June 2017
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Update on the action taken in regard to the Mazar’s
report including an update on the Trust’s Mortality
Review Group

Date of the meeting: Tuesday 16 November 2016

Person presenting the paper: Anthony Deery – Director of Nursing , Professions and
Quality

Paper written by: Tony Gray – Interim Head of Clinical Governance

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item:

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing



SO2 We work with partners and local communities to improve health and lives 

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

12



2

STATUS OF PAPER 

To be taken in the public session (Part A)


To be taken in private session (Part B)
If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals
Matters exempt under the Freedom of Information Act (quote section
number)

The current and potential future position within Leeds and York Partnership NHS
Foundation Trust in respect of the Reporting, Investigation, Reviewing and Learning
from deaths of patients in receipt of care, or who have had historic contact with the
Trust.

The opportunity to share our learning and standardise our approach to this work with
8 other Trust’s in the Northern Alliance.

What this is about in detail:

The Mazars report into the care and treatment afforded to patients at Southern
Health NHS Foundation Trust, identified weaknesses in family involvement for
investigations of deaths and also in their systems of reflection and learning, but also
highlighted that Trusts have different approaches to how they report and investigate
deaths, whilst still complying with the Serious Incident Framework. It also highlighted
the need for assurance to Boards and that they have detailed oversight of all
incidents of deaths in the organisation.

The CQC are expected to publish further guidance in the autumn around what
organisations are expected to do.

Summary (what we are talking about):

Recommendations (what we are asked to agree):
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To receive an update in 6 months time following publication of the Care Quality
Commissions – Deaths Review.

Introduction

The purpose of this report is to give the Council of Governors an update on the
current position of managing and reviewing the activity relating to deaths that occur
within Trust Services, or where members of staff have had contact with patients
before death. The report will also give the background and context into the reasons
for the Care Quality Commission’s Deaths Review which is due to report in
December 2016, the outcomes of which will be managed through the Trust’s
Mortality Review Group.

The 254 page report is contained here

Background and Context

Mazars is an international audit, tax and advisory firm, they were commissioned by
NHS England to review the culture of reporting and investigation of deaths within
Southern Health NHS Foundation Trust - clinical services following concerns
identified after an independent investigation into the death of Connor Sparrowhawk
who drowned in a bath at an in-patient unit in July 2013. The review of deaths
covered the period April 2011 – March 2015 and was published in December 2015.

The report highlighted a number of recommendations which are summarised as
follows:-

Provider Recommendations
 Board leadership and oversight
 Monitoring mortality and unexpected deaths / attrition
 Thematic reviews
 Reporting and identifying deaths
 Timeliness of investigations
 Involvement of families
 Multi-agency working
 Deaths in detention and in-patient deaths
 Information management

Commissioner Recommendations ( in relation to Mental Health and Learning
Disability Providers)

 Incidents are reported / notified to STEIS in a timely manner ( within 2
working days)

 Incidents are investigated and shared with Commissioners within 60 working
days.
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 The quality of the report is of an acceptable standard and in line with the
Serious Incident Framework 2015.

 There are systems to review and reflect on all unexpected deaths and a
consideration to report as a serious incident.

Current Position

The Trust has considered its own governance arrangements in respect of the
publication of the Mazars report, and the detailed work carried out is highlighted in a
report produced previously at Appendix 1. All of these systems continue and the
Mortality Group continues to meet on a weekly basis.

The Risk Management Team oversees the process, and all decisions relating to the
outcomes of the Mortality Group are recorded against each death.

To support this current work there is a wider review under way to review the
approach taken to the investigation, review and learning of all serious incidents
within the organisation. This review will be supported and managed through the
Trust Incident Review Group. Once this review has been completed and agreed, the
Trusts Incident / Serious Incident Policy will be re-written and circulated for
consultation. This will need to be in parallel with the forthcoming outputs from the
Care Quality Commission Deaths Review , and any subsequent update of the NHS
Improvement – Revised Serious Incident Framework.

Northern Alliance

Following publication of the Mazars report a number of Trusts have been meeting
and working closer together to see if they can agree a framework across the
organisations, which would lead to standardisation of investigation and reporting of
deaths. Mazars has been facilitating this and the Chief Executives of the Northern
and Humber area have now agreed for them to formally support the 9 Trusts, to
meet regularly and agree a plan of work moving forward.
Initially this plan will cover the outputs of the Care Quality Commission Review of
Deaths, but if this work is successful this may lead to more co-working across the
organisations.
The work so far has covered the following areas:-

 Terms of Reference for Mortality Groups and membership
 Serious Incident Processes and Learning
 Reporting and collating of deaths through the Trust’s Electronic Clinical

Record and the relationship to the activity in the Trust’s Risk Management
System (attrition rates)

 Experiences of Trusts who have been inspected by the Care Quality
Commission.

The 9 Trusts who are currently working together are:-
Bradford District Care NHS Foundation Trust
Cumbria Partnership NHS Foundation Trust
Humber NHS Foundation Trust
Leeds and York Partnership NHS Foundation Trust
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Northumberland, Tyne & Wear NHS Foundation Trust
Rotherham, Doncaster and South Humber NHS Foundation Trust
Sheffield Health and Social Care NHS Foundation Trust
South West Yorkshire Partnership NHS Foundation Trust
Tees, Esk & Wear Valleys NHS Foundation Trust
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Appendix 1

Leeds & York Partnership NHS Foundation Trust response to the

MAZAR report

Purpose

The purpose of this paper is to detail the Trusts response following review of the

MAZAR report, Independent review of deaths of people with a Learning Disability or

Mental Health problem in contact with Southern Health NHS Foundation Trust April

2011 to March 2015.

Background

The Trust Incident Review Group (TIRG) reviewed the Mazar’s report on 13th April
2016 and discussed key questions in relation to the findings of the report. It was
agreed at this meeting that following TIRG, the Directors of Nursing and Medicine
would discuss the process in detail and allocate the leads for the required actions.

The discussions detailed in the TIRG minutes 13th April 2016, have been reported to
the following forums within the paper Serious Untoward Incidents Update and
Lessons Learnt following the Trust Incident Review Group meetings held: 09/03/16 &
13/04/16, author Samantha Marshall, Serious Incident Administration/Legal Support
Manager, Lead Director Jim Isherwood, Medical Director.
:

 Meeting of the Board Of Directors – 28th April 2016
 Meeting of the Council of Governors – 12th May 2016

The TIRG minutes will also be submitted for information to the Quality Committee
meeting to be held 19th July 2016.

Current Position

On the 8th April 2016 the following staff attended a meeting as a result of the agreed
action at TIRG: agree process in detail and allocate action leads.

- Anthony Deery, Director of Nursing, Professions and Quality
- Dr Jim Isherwood, Medical Director
- Melanie Hird, Head of Clinical Governance
- Christine Woodward, Head of Risk Management
- Samantha Marshall, Serious Incident Admin/Legal Support Manager

The agreed actions (in bold) are listed below with the questions that were generated
by the findings of the report:
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1. Is there a wide picture of mortality across Trust areas that uses a variety of

information? (Health Needs Assessment). What information is needed to provide

a broader perspective? What are the gaps with what we have and how should

we fill it?

An additional set of questions have been added to the incident reporting
system DATIX form in relation to deaths (please see screen shot):

 When was the Trust’s last contact with service user?
 List details of the current care plan

o Was the care plan adhered to?
o When was the care plan last reviewed?
o Was the care plan appropriate to meet the needs of the service

user?
 Current diagnosis.
 Is there anything we could have done better?
 Would it have made a difference?
 Do you have any other concerns?
 Who is the service user’s registered GP/Practice?
 Has the service user’s family been contacted?
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The information from DATIX will be reviewed at a newly assembled group that
will meet weekly: Mortality Review Group.

The attendees of this group are as follows:

- Christine Woodward, Head of Risk Management CHAIR
- Dr Gopi Narayan
- Linda Rose, Assistant Director of Nursing JOINT CHAIR
- Safeguarding representative
- Sam Marshall, Serious Incident Admin/Legal Support Manager

2. Are Trusts able to use the information to ensure that they have assurance that

appropriate identification, reporting and investigation is happening? (Mortality

Review Groups). How do you know you are investigating the right death

incidents?

TIRG was assured of the process regarding Serious Incidents however, the
implementation of the weekly Mortality Group was agreed to ensure that all
deaths are reviewed and appropriate action is taken. This new step will be
incorporated into the current review and reporting process and will provide
an extra “safety net”:
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3. Is there Board oversight and what should this look like? (Board and Executive

leadership). How do Boards discharge their responsibility?

Information from the weekly Mortality Review Group will be reported to
TIRG and included within the Board and Council of Governors reports.
TIRG agreed that the addition of this “triage” step will provide more
assurance for the Board and enhance the Trust’s commitment to learning
from incidents.

4. Are investigations of the right quality and focus? (Quality of investigation and

review processes) - Effective processes with content driven by curiosity?

TIRG agreed that the Trust had implemented the actions suggested
following the NCISH review of its management of Serious Incidents and has

Death Occurrs

Incident Form completed -
(additional form added to DATIX to

capture key information)

Weekly Mortality Review Group
reviews all deaths (including those

reported as Serious Incidents)

Incident requires no futher
action

Action required by the Trust

Local Review
Report as a Serious

Incident

Action required by external
agencies
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also had received no complaints from HM Coroners regarding the quality of
our investigations.
The new process (as question 3) was also suggested as appropriate for
inclusion within the scope of internal audit. Christine Woodward, Head of
Risk Management has requested that this is included in the planned Risk
Management audit.

5. Family involvement (Duty of Candour). How do you involve families?

TIRG was assured that the current process is effective for serious incidents
and the additional section “duty of candour” which has been added to the
fact find template will ensure that we clearly document the actions taken in
this regard.

6. How do we demonstrate learning from all this information and effort? (making
changes and improving services)

TIRG debated this topic and agreed that we can evidence when an action is
completed but there is less assurance that the changes or interventions
have been effective.

It was noted that the new Learning to Improve Group, which amalgamates
the actions and learning (following serious incidents, complaints, Mental
Health Act reports and safeguarding incidents) is now identifying themes
for the Care Groups/Trust to develop remedial actions and quality
improvements.

The group discussed how learning is fed back to staff and it was suggested
that a summary of the important lessons following serious incidents be a
standing item at the quarterly Ward Managers’ meeting.
All agreed it was important to use existing processes and not add to them.



1

Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Patient Experience Report

Date of the meeting: 16 November 2016

Person presenting the paper: Anthony Deery, Director of Nursing, Professions and
Quality

Paper written by: Andrew Howorth, Head of Patient Experience

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item:

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives

G2 People experience safe care

G3 People have a positive experience of their care and support

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing



SO2 We work with partners and local communities to improve health and lives 

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

13



2

STATUS OF PAPER 

To be taken in the public session (Part A)


To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

This paper is designed to enable the governors to have an overview of current trends
around patient experience in both the Leeds Care Group and the Specialist Services
Care Group. This information is also shared with the clinical governance councils for
both services to provide a flavour of the feedback provided via PALS and Patient
Opinion/NHS Choices I have included samples from September 2016.

What this is about in detail:

1. INTRODUCTION

Patient experience is monitored in a number of ways, via complaints and
compliments and contact made via PALS, through postings on Patient Opinion/NHS
Choices website, via the Friends and Family Test and the Patient Related
Experience Measure. Complaints are reported separately to the Council.

2. PALS CONTACTS

During September 2016, the PALS office received 175 enquiries of which 66%
related to Leeds Care Services. 17% specialist services. The majority of these
enquiries were people wanting to have a general chat about their care as well as
raising concerns with poor general care being received.

Summary (what we are talking about):
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 1 person accounted for 10%, and another for 9% of enquiries made to PALS.

3. PATIENT OPINION/NHS CHOICES

Patient Opinion and NHS Choices are an online web-based platform where the
public can post feedback about the Trust; and we are able to respond.

All of the postings received are shared with the most appropriate member of staff for
their review and action. Feedback is also shared with the Board of Directors,
Commissioners and the Council of Governors through the Integrated Quality &
Performance report.

The following are postings (copied verbatim) during September 2016:-

Aire Court LADS Service

Posting

I have recently had an assessment by the Leeds Autism Diagnostic Service. I self
referred for the assessment through the common access point, but referrals can also
be made by health professionals. I was very impressed by all the members of staff
with whom I had contact. This process is by its very nature stressful, but all staff
were friendly, calm, reassuring and professional. This is an outstanding example of
an adult autism assessment service and is active in research and development of a
relatively new area of service provision.

Response

Thank you very much for taking the time and trouble to post this. It is always
encouraging to hear when things go well, and people receive the service they are
expecting. We have passed your comments on to the LADS team, and they are very
encouraged to read your post.

I hope that you continue to get the support that you are looking for and that you are
able to achieve all your goals.

With very best wishes
Andrew Howorth (Head of patient experience)

CMHT (area not disclosed)

Posting

Without my consent, I was given a home visit. I explained the situation, and the
response were an immediate attempt to diagnose. I was asked leading questions,
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and I was spoken to as If a child. I was not taken at face-value, even though they'd
no prior knowledge of my case before that day. I would give a zero if I could, and fire
the staff who visited me

Response

Thank you for taking the time to post your experience, I am sorry your experience
was far from positive. Nevertheless, I am grateful that you have raised these issues.

It is difficult to respond comprehensively on this site but if you would like to discuss
your concerns further then please do so. This can be arranged through the PALS
service who can be contacted on 0800 0525790 or e-mail pals.lypft@nhs.net

Kind regards
Clare Blackburn
PALS, Complaints & Claims Manager

Limetrees CAMHS

Posting

When limestree was open i was treated so badly the at one point due to the bmi
health they would left me in a room isolated whiles others at school,im deaf, i couldnt
hear as my implant broke and they wouldnt let me wear a hearing aid!

Forced medication for nothing, no therapy no 1-1 just threat threat THREAT! Wasnt
allowed outside, not alowed phone ( txting my family was a no no) thankfully as soon
section over my mum pulled me out of this utterly HELL!!

Please to say im alive and now a qualified climbing instructor, being nature nd
outdoor is the best therapy

Never and will never recommend anyone to go to your place , disgusted

Response

I am so very sorry to hear that this was your experience whilst being a patient at
Limetrees. This is most definitely not the experience that we would want anyone to
receive from our services. I will pass on your comments to the clinical manager, and
we may well respond via this site again. I was pleased to read that you are in a much
better place now, and that you are enjoying your qualification in climbing. You may
well be aware that major changes have taken place at Limetrees and I would hope
that people would not have a similar experience to you.

If you wish to discuss your particular experience further, you may email me directly
as head of patient experience, or contact PALS on 0800 052 5790.



5

Thank you for taking the trouble to share your experience.

Andrew.howorth@nhs.net

Aire Court

Posting

To day I had appointment with AC and I got say after my appointment I walked out
feeling positive and there is a a light of end of tunnal and to see the postive's about
my life. What i learnt by my Therapist you have to give and accept the help thats
been giving instead of pushing it under carpet and take every opportunity you get out
of every session to let go clear you mind even if good or bad as theres no judgeing
and there very good understanding.Walked out feeling 100% as befor my
appointment I was anoxius nervous but you get the welcome feeling as soon your
foot steps in the door from the recpition staff and others and offered refreshment
from the volunteers. Im so pleased with the therapist I have and when I do over
come the issuess im having in my life now and past I owe u a massive thank you.

Response

Thank you for taking the time to post your comments regarding your experience of
using services at Aire Court.

I am pleased to read that you felt your whole experience to be a positive one, not just
with your therapist but with the reception staff and volunteers.

I am glad that staff have been able to help you in a positive way.

It is always encouraging to hear that there has been a positive impact from our
services.

I have shared your kind words directly with the staff on the unit as it is very satisfying
for staff to hear how they have made such a difference.

Receiving feedback is really important to them.

Thank you again for taking the time to share your experiences with us and I wish you
all the best in continuing your recovery journey.

Kind regards
Clare Blackburn
PALS, Complaints & Claims Manager

4. COMPLIMENTS
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Compliments are a key measure of patient experience. There were 7 formally
recorded compliments in September 2016 for the Leeds Care Group and 12 formally
recorded for Specialist services and 7 for Corporate Services.

5. FRIENDS AND FAMILY TEST 6 MONTHS REPORT

This test is carried out on discharge and transfer, and patients are asked voluntarily
to complete this and post it back to Quality Health in Sheffield, an independent
company who manage the formatting of the responses. The returns are
disappointing in number and cannot be described as reflecting the thoughts of all the
people using our services. The Patient Related Experience Measure (PREM) in
house and will produce a generic “customer satisfaction questionnaire” that will be
managed by each clinical service. These are the results for the last 6 months:

Of the people completing the survey:

92% felt that their views were taken into account when their care was being planned
58% said that they had been offered a copy of their care plan
97% felt that staff had treated them with respect and dignity
95% felt that they had had help to achieve their goals
95% said that they felt safe with us
96% said that they felt listened to by our staff
88% said that they felt genuinely cared for by us
87% said they would recommend the service to their family and friends.

These figures need to be read with a number of factors in mind. This is a very small
number of returns, average around 10/15 people per month.

Nationally there are lower reported figures for the number of people recommending
mental health services to Family and Friends.

6. TELL US WHAT YOU THINK POST CARDS

A postbox in reception at all the units gives people an opportunity to post
anonymously what they think about the services they are receiving. Comments
received over the last 6 months include:

 Additional nursing staff would be beneficial to patients so that more 1-1
sessions can take place

 Great staff and good food, what more could anyone ask for!
 I am very annoyed at the way staff are treated, other than that I am

very happy at the way I am cared for, thank you
 Could there be more 1-1s with violent and aggressive patients as they

frighten rehabilitators
 Very pleased with service, staff are pleasant and kind
 Everything is very good, I believe this service to be excellent
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 Reception staff at Aire Court are friendly, understanding and the best
 The Dr didn’t listen to me and my problems were not warranted
 Thank you so much for teaching me compassion; I never knew how to

be nice to myself before coming here. Forever grateful and long may
you continue to help others.

Governors are asked to receive this report for information and assurance

Recommendations (what we are asked to agree):
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Minutes from the Appointments and Remuneration
Committee meeting held 8 November 2016

Date of the meeting: 16 November 2016

Person presenting the paper: Carol-Ann Reed – appointed governor for Tenfold

Paper written by: Cath Hill – Head of Corporate Governance

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item: 

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives 

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

14
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STATUS OF PAPER 

To be taken in the public session (Part A) 

To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

The Terms of Reference for the Appointments and Remuneration
Committee state that the minutes of the meeting must go to a Council of
Governors’ meeting.

The attached are the minutes from the meeting held on 8 November
2016.

What this is about in detail:

The Appointments and Remuneration Committee met on the 8
November and discussed the proposal for the next Deputy Chair of the
Trust and the process and timetable for the appointment to the next non-
executive director vacancy.

The proposal for the appointment of the next deputy chair is dealt in

Summary (what we are talking about):
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agenda item 15, and the process and timetable for the next non-
executive director appointment is to be taken in the private meeting of
the Council of Governors as this is a matter which is still under
discussion and as such is not yet in the public domain.

The Council of Governors is asked to receive and note the minutes of
the Appointments and Remuneration Committee for the meeting held on
8 November 2016.

Recommendations (what we are asked to agree):
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LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST

Minutes of the Appointments and Remuneration Committee
Held on 8 November 2016 – Meeting Room 1&2, Trust Headquarters,

2150 Century Way, Thorpe Park, Leeds LS15 8ZB

Present: Mr F Griffiths Chair of the Trust and Chair of the Committee
Mr S Howarth Leeds: Public Governor
Mrs J Raven Elected governor Carer York and North Yorkshire
Mrs CA Reed Appointed governor for Tenfold

In attendance: Mrs C Hill Head of Corporate Governance (minutes)
Mrs S Tyler Director of Workforce Development

The meeting started at 14:45 pm and Mr Griffiths welcomed everyone.

Action
16/026 Apologies (agenda item 1)

Apologies were received from Mrs N Swan: Public Rest of
England and Wales; and Miss C Woodham: Leeds Service
User.

16/027 Committee members’ conflict of interests in any agenda
item (agenda item 2)

No governor declared a conflict of interest in any item on the
agenda.

16/028 Minutes of the meeting held on 5 July 2016 (agenda item
3.1)

The committee agreed the minutes of the meeting held on 4
May 2016 as an accurate record of that meeting.

16/029 Matters Arising (agenda item 4)

There were no matters arising.

16/030 Cumulative Action Log (agenda item 5)

The committee noted there were no actions outstanding.
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16/031 Appointment of the Deputy Chair of the Trust (agenda
item 6)

Mrs Hill presented a paper which made a proposal as to who
the Council should invite to be the next Deputy Chair. Mrs
Hill outlined to the committee the steps that had been taken
by the Chair to identify a non-executive director for this
developmental post and noted that Julie Tankard had been
proposed.

The committee considered this proposal and agreed to
recommend to the Council that Mrs Tankard be appointed for
a period of one year commencing 6 February 2016.

16/032 Proposal for consideration of the process and timescale
for the appointment to a forthcoming NED vacancy
(agenda item 7)

See confidential appendix.

16/033 Agreement as to the governor who will present the
minutes (agenda item 8)

It was agreed that Mrs Reed would represent the minutes of
the meeting to the Council of Governors.

16/034 Any other business (agenda item 9)

There were no items of other business.

The meeting was closed at 15:00 and the chair thanked members for attending.
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APPOINTMENTS AND REMUNERATION COMMITTEE
ACTION SUMMARY

Meeting held 8 November 2016

MINUTE ACTION SUMMARY LEAD

No actions
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Appointment of the Deputy Chair of the Trust

Date of the meeting: 16 November 2016

Person presenting the paper: Cath Hill – Head of Corporate Governance

Paper written by: Cath Hill – Head of Corporate Governance

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item: 

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives 

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

15
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STATUS OF PAPER 

To be taken in the public session (Part A) 

To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

It is the responsibility of the Council of Governors to appoint the Deputy
Chair of the Trust.

The position of Deputy Chair is a developmental post and a Non-
executive director is appointed to the post for one year. The Council is
asked to take account of the recommendation made by the Chair of the
Trust when making this appointment.

What this is about in detail:

It is the responsibility of the council of Governors to appoint the Deputy
Chair of the Trust.

The position of Deputy Chair is a developmental post and a Non-
Executive Director is appointed to the post for one year and the Council
is asked to take account of the recommendation made by the Chair of

Summary (what we are talking about):
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the Trust as to who should be appointed into the role.

The Chair of the Trust has considered the NED team as a whole; those
who have already served as Deputy Chair of the Trust; those who have
been newly appointed and may need more experience in the
organisation before being invited into the role; and those who have not
yet served as a Deputy Chair and who have the necessary level of
experience.

Having made this consideration the Council is asked to note the
recommendation of the Chair and appoint Julie Tankard as the Deputy
Chair for a period of one year with effect from 6 February 2017, which is
when Margaret Sentamu will come to the end of her Deputy Chair
appointment.

The Council of Governors is asked to appoint Julie Tankard for a period
of one year with effect from 6 February 2017.

Recommendations (what we are asked to agree):
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Draft minutes from the Strategy Committee
meeting held 2 November 2016

Date of the meeting: 16 November 2016

Person presenting the paper: Frank Griffiths – Chair of the Trust and Chair
of the Strategy Committee

Paper written by: Cath Hill – Head of Corporate Governance

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item: 

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives 

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

16
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STATUS OF PAPER 

To be taken in the public session (Part A) 

To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

The Council of Governors is required to receive the minutes from its sub-
committees and as such it is now presented with the minutes from the
Strategy Committee meeting that took place on 2 November 2016.

What this is about in detail:

The Council of Governors is required to receive the minutes from its sub-
committees and as such it is now presented with the minutes from the
Strategy Committee meeting that took place on 2 November 2016.

The main items for discussion were:

 An update on the Trust Strategy refresh and the work undertaken
to date by the strategy development group

 The Operational plan mid-year report and the progress against our
objectives within our 2016/17 Operational Plan

Summary (what we are talking about):
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 The Strategic planning cycle for 2017 – 2019, the new planning
guidance and the revised timescales.

The Council of Governors is asked to receive for information the minutes
of the Strategy Committee from its meeting on the 2 November 2016.

Recommendations (what we are asked to agree):
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LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST

Minutes of the Strategy Committee
Held on Wednesday 2 November 2016

Training Room 2, Becklin Centre, Leeds, LS9 7BE

Present: Frank Griffiths
Jo Sharpe
Claire Woodham
Niccola Swan
Ann Shuter
Peter Webster
Ruth Grant

Chair of the Trust (Chair of Committee)
Public Governor (York and North Yorkshire)
Service User Governor (Leeds)
Public Governor (Rest of England and Wales)
Service User Governor (Leeds)
Public Governor (Leeds)
Staff Governor (Non-Clinical)

In
attendance:

Lynn Parkinson
David Brewin
Richard Wall
Rose Cooper

Interim Chief Operating Officer
Assistant Director of Finance
Associate Director, Strategy and Partnerships
Governance Assistant (Committee Secretariat)

Action
16/019 Welcome and introductions (agenda item 1)

Mr Griffiths welcomed everyone to the meeting.

16/020 Apologies for absence (agenda item 2)

Apologies for absence were received from: Andrew Johnson,
Andy Bottomley and Brian White.

16/021 Minutes from the meeting held on 14 April 2016 (agenda item
3)

Mrs Swan queried whether the vacant post within the Leeds
Clinical Commissioning Groups (CCGs) for the mental health and
learning disability strategic lead (mentioned on page 3 of the
minutes) had been filled. Mr Wall informed the Committee that
this position has developed into a joint post with the Leeds North
CCG and Leeds City Council, now titled the Deputy Director of
Integrated Commissioning, and that they are currently shortlisting
candidates for this appointment.



2

The Committee accepted the minutes as a true record.

16/022 Matters arising (agenda item 3)

The Committee did not discuss any matters arising.

16/023 Cumulative action log – outstanding actions from previous
meetings (agenda item 3)

Ms Cooper presented the cumulative action log noting that there
were no outstanding actions.

The Committee received and noted the action log.

16/024 Update on Trust Strategy Refresh (agenda item 4)

Mr Wall presented the paper and gave an overview of progress
made with the development of the new Trust strategy. He
highlighted the work undertaken to date by the strategy
development group, and how this has led to the creation of new
values and behaviours and emerging objectives. He explained
the next steps in the development of the strategy, and the context
specific to this year’s planning guidance and Sustainability and
Transformation Plans (STPs), are also detailed. Mr Wall
requested the Strategy Committee note the progress to date,
proposed next steps and actions.

Mrs Parkinson informed the Committee on progress to date with
the clinical services strategy, following a workshop involving
clinical staff held in September and the Board workshop held at
the end of October. She explained that this would sit alongside
the broader strategy refresh work, and was being produced with a
significant amount of engagement from clinical leads. This
process encouraged clinicians to consider service impact across
West Yorkshire and realise the potential benefits of collaborating
with South West Yorkshire Foundation Trust (SWYFT) and
Bradford District Care Foundation Trust to create solutions more
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widely to problems such as bed shortages. She also noted that
several sites across the Trust were piloting New Models of Care.

It was agreed it would be useful for Mrs Parkinson to circulate to
the governors the service provision diagram from the Developing
our Clinical Strategy document, taken to the Board of Directors’
workshop.

Ms Sharpe asked how efforts to minimise silo working were
informing the clinical strategy. Mrs Parkinson noted that during
the course of the wider workshop she had seen a significant shift
in attitudes of clinical staff to moving away from silo working and
the realisation that working styles needed to change and become
more joined in order to improve and progress. Ms Sharpe added
that if clinicians continue to work in silo the Trust is more
vulnerable to the changes brought about by the STPs.

Mrs Swan noted the lack of reference to ‘recovery’ in the
documentation and an absence of staff structures and references
to commissioner priorities and Mrs Parkinson acknowledged this.
Ms Woodham also noted that by addressing the shortfalls of
working in silo and actively working to reduce this could improve
communication between services, care for patients and help to
establish a more holistic approach to treatment.

LP

The Committee received and noted the update on refresh of the
Trust Strategy.

16/025 Operational plan mid-year report (agenda item 5)

Mrs Parkinson introduced the report and provided a summary of
the Trust’s progress against its objectives within the 2016/17
Operational Plan (Trust business plan), and the strategically
significant projects monitored via the Programme Management
Office. She went on to explain that they are currently half way
through a significant programme of work to improve services,
which is being closely monitored by the Programme Management
Office and that at the end of quarter two all of the schemes
detailed within the 2016/17 Operational Plan are underway or
completed.
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Mrs Parkinson highlighted certain key areas rated red or amber
and informed the Committee that, following agreement from the
Board, the trajectory for Compulsory Training had been reduced
to 85%, making the Trust now compliant at 87%. She added that
the target for appraisals was also reduced to 85%, but
emphasised that work towards achieving this was still a priority
and was being managed operationally.

She also drew attention to the reduced likelihood of the CAMHs
Tier 4 inpatient service being retendered; suggesting
commissioners may be considering an alliance approach with
other Trusts to deliver this service, and also noted the current
Cost Improvement Plan (CIP) shortfall.

Mr Brewin then provided a finance update, relating to section 3 of
the report. He explained the quarter 2 CIP position was £250k
behind plan, equating to a 22% shortfall. Mr Brewin then notified
the Committee that since the writing of this paper there had been
a commissioning commitment of two extra perinatal beds which
would act as a one-off benefit to the Trust. He explained this
would amount to £200k per year, which almost halves to the
£250k shortfall, and would provide some improvement to the
Trust’s bottom line.

Mr Wall then explained the virtual Recovery College concept led
by Converge mentioned on page 2 of the report. He informed the
Committee that a Programme Lead had now been appointed and
explained that this programme is not being funded but would be
self-sustained by the universities themselves.

Mrs Parkinson added that it would be useful to hear more about
IGEN’s role in developing the Recovery College in York as this
new undertaking in Leeds is currently only a small part of the
recovery and rehabilitation pathway and needs to expand care
services-wide. Mr Griffiths requested that progress updates
continue to be provided on this.

Mrs Swan asked for further details on the new primary care
mental health initiative mentioned on page 3. Mrs Parkinson
explained that the primary mental health care gap was putting
extreme pressure on the health care system across Leeds and
also contributing to the increasing out of area patient transfer
challenge. To help alleviate this £350k of non-recurrent funding

RW
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was secured from commissioners in Leeds. This money created
six posts which have been recruited to and distributed across the
three CCG areas. Their primary function is to ease the pressure
in CMHTs through capacity development and signposting, linking
to social prescribing initiatives, and provide an interface with
IAPT.

The Committee noted the progress made against our
Operational Plan priorities at the end of quarter two 2016/17.
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16/026 Strategic planning cycle 2017 – 2019 (agenda item 6)

Mrs Parkinson explained the new timescales outlined in the
planning guidance. The planning guidance asks that providers
compile a draft Operational Plan for submission to NHS
Improvement on Thursday 24 November and a final version
ready for submission on Friday 23 December 2016. When
producing the plan the Trust is required to take into account the 5
Year Forward View for Mental Health, the STPs (both Leeds and
West Yorkshire) and the delivery of the control total target.

Mrs Parkinson explained that the clinical strategy will inform the
plan and that much of the financial detail is still to be developed.
She informed the Committee that an option does exist for the
control total to be rejected by the Board, but that there would be
consequences for doing so. Mr Wall explained the set of annexes
that form part of the planning guidance which the Trust is
required to respond to, one of which takes targets from the 5
Year Forward View for Mental Health and remarked on the
prescriptive nature of the guidance. Mr Brewin added that the
contracts with commissioners would also need to be signed
within the tight timeframe.

Mrs Swan expressed concern that there had been no opportunity
for governors to have significant input in the process so far, and
asked for direction on what influence they could have. Mr Wall
explained the Council of Governors will receive the first draft of
the Operational Plan before it is submitted at the next meeting of
the Council of Governors but emphasised that the more
meaningful work is being done through the clinical strategy. Mr
Brewin explained that the flexibility and autonomy associated with
being a Foundation Trust was being greatly diminished in this
process.

The Committee noted the revised planning timetable and
financial position.

16/027 Decide which Governor should present the minutes of 2
November 2016 Strategy Committee at the next Council of
Governors meeting on 16 November 2016 (agenda item 7)
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It was agreed that Jo Sharpe would present the minutes of the
meeting to the next Council of Governors meeting.

16/028 Any other business (agenda item 8)

There were no items of any other business.
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STRATEGY COMMITTEE ACTION SUMMARY
Meeting held 2 November 2016

MINUTE ACTION SUMMARY (PUBLIC MEETING) LEAD

16/024 Update on Trust Strategy Refresh (agenda item 4)

It was agreed it would be useful for Mrs Parkinson to
circulate to the governors the service provision diagram
from the Developing our Clinical Strategy document, taken
to the Board of Directors’ workshop.

LP

16/025 Operational plan mid-year report (agenda item 5)

Mr Griffiths requested that progress updates continue to
be provided on the implementation of the Recovery
College prototype with Converge, Leeds Mind and Leeds
Universities.

RW
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Governor non-attendance

Date of the meeting: 16 November 2016

Person presenting the paper: Cath Hill – Head of Corporate Governance

Paper written by: Cath Hill – Head of Corporate Governance

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item: 

Information item:

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives

G2 People experience safe care

G3 People have a positive experience of their care and support

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements

Agenda Item

17
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STATUS OF PAPER 

To be taken in the public session (Part A)

To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

What this is about in detail:

Annex 6, Paragraph 3.7 of the Constitution states that if a governor fails
to attend two formal meetings in any financial year this is reason to
terminate the office of a governor unless they can demonstrate that the
absences were due to reasonable cause, and the governor will be able
to resume attending meetings again within a reasonable period of time.
The Terms of Reference of the Council show that it is for the Council to
determine what course of action is appropriate.

Governors are reminded that there is an expectation that they will
endeavour to attend all formal Council meetings but it is recognised that
it is not always possible for them to be at every meeting due to personal
and other business commitments. It should also be noted that whilst
governors are not always able to attend individual meetings there are

Summary (what we are talking about):
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other ways in which they carry out their role and despite absences
remain committed to the role and attending future meetings.

The Trust is also committed to supporting its governors and ensuring
that where they are finding it difficult to attend meetings methods of
support are discussed with individuals to determine what if anything
would be helpful.

In relation to this particular report, within the financial year 2016/17 there
have been two governors who have not found it possible to attend formal
Council meetings on two occasions: Carol-Ann Reed and Claire
Woodham. The Chairman received apologies from each of these
governors for the meetings they were not able to attend and has
determined that these were valid reasons for the absences. It has also
been noted that whilst they have not been able to attend formal
meetings they have both been active during the period in other areas
and have carried out governor duties in particular in relation to the
appointment of our new non-executive directors.

It is therefore recommended that the Council notes these absences and
agrees that no further action should be taken and also to note that both
governors remain committed to the role and attending future meetings.

The Council of Governors is asked to note the absences and to agree
that no further action is required in relation to the absences of these two
particular governors.

Recommendations (what we are asked to agree):
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Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Minutes of the meeting of the Board of
Directors held 28 July and 15 September 2016

Date of the meeting: 16 November 2016

Person presenting the paper: Frank Griffiths - Chair of the Trust

Paper written by: Cath Hill – Head of Corporate Governance

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item:

Information item: 

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives 

G2 People experience safe care 

G3 People have a positive experience of their care and support 

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people
and promotes recovery and wellbeing

SO2 We work with partners and local communities to improve health and lives

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

18
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STATUS OF PAPER 

To be taken in the public session (Part A) 

To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

The Council of Governors receives the minutes of the public meetings of
the Board of Directors for information. These are attached to this paper.

What this is about in detail:

Under the Health and Social Care Act 2012 the Board of Directors is required
to provide the minutes of the meetings to the Council as soon as is
practicable.

The minutes for the Board of Directors, which are attached to this paper,
contain a summary of the discussion of each item and a record of any actions
required. They also show challenge from non-executive directors to the
executive directors on how the Trust has performed. This provides evidence
that the NEDs are holding the executives to account for the performance of
the Board.

These are presented to the Council of Governors for information.

Summary (what we are talking about):
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The Council of Governors is asked to receive the minutes of the Board
of Directors for information.

Recommendations (what we are asked to agree):
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AGENDA ITEM 4.1

LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST

Minutes of the Public Meeting of the Board of Directors
held on held on Thursday 28 July 2016

in Meeting Room 1&2, Trust Headquarters, 2150 Century Way, Thorpe Park,
Leeds, LS15 8ZB

Board Members Apologies Voting
Members

Ms J Copeland Interim Chief Executive 
Mr A Deery Director of Nursing 
Mr F Griffiths Chair of the Trust 
Mrs D Hanwell Chief Financial Officer and Interim Deputy Chief Executive 
Dr J Isherwood Medical Director 
Mrs L Parkinson Interim Chief Operating Officer 
Mrs M Sentamu Non-executive Director (Deputy Chair of the Trust) 
Mrs J Tankard Non-executive Director 
Dr G Taylor Non-executive Director (Senior Independent Director) 
Prof C Thompson Non-executive Director 
Mrs S Tyler Director of Workforce Development 
Mr K Woodhouse Non-executive Director 
Mr S Wrigley-Howe Non-executive Director 

In attendance
Mrs C Hill Head of Corporate Governance (secretariat)
Ms R Cooper Governance Assistant (minutes)

Action

Sharing Stories (taken in private prior to the public meeting)

As part of the Board’s on-going programme of ‘People’s Stories’ being
shared with the Board directors welcomed Jenny who spoke about her
experience of caring long-term for her son, and the frustrations that she has
felt when clinical staff fail to recognise her as a partner in the care plan.

Jenny’s story highlighted the need for a closer working relationship between
clinical teams and carers, who often feel excluded from opportunities to
influence care and whose interventions are frequently misinterpreted by
clinicians.

Jenny made a number of suggestions about how carers might be included in
future and expressed an interest in being part of the Triangle of Care project,
which is currently being implemented across the organisation.

The Chairman thanked Jenny for her candidness and the honesty with which
she told her story.
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The Chair opened the public meeting at 13.00 and welcomed members of
the Board of Directors and members of the public.

16/118 Apologies for absence (agenda item 1)

There were no apologies for absence.

16/119 Declaration of change in directors’ interests and any conflict of
interests in respect of agenda items (agenda item 2)

It was noted by the Board that there were no changes advised by any
director in respect of their declarations of interest and that no director
present at the meeting had any conflict of interest in respect of any agenda
item to be discussed.

16/120 Opportunity to receive comments / questions from members of the
public (agenda item 3)

Mr John Mason, a member of the public, presented a job opportunity to the
Board. The Board noted his comments.

16/121 Minutes of the meeting held on 23 June 2016 (agenda item 4.1)

The minutes of the meeting held on 23 June 2016 were received and
agreed as a true record of the meeting.

16/122 Matters arising: Update on the non-clinical claim case (minute 16/098)
(agenda item 5.1)

Mr Deery noted that a query had been raised at the last Board meeting
about the apparent large value of a claim. He then informed the Board this
has been raised with NHSLA who have apologised for the error on their part
as the £12,000,000 figure should have read £12,000. It was noted that the
NHSLA had adjusted the Trust’s risk score accordingly.

Mr Woodhouse noted that this highlights the importance of proof-reading
papers before they are submitted.

16/123 Actions outstanding from the public meetings of the Board of Directors
(agenda item 6)

Mrs Hill presented the action log which showed those actions previously
agreed by the Board at its public meetings, those that had been recently
completed and those that were still outstanding. Mrs Hill provided the Board
with an update on those items where the position had changed since the
agenda papers were circulated and invited the Board to note the action
outstanding and to be assured of progress.

With regard to item 201 Mrs Hill asked the Board to agree that this item be
removed from the log as this had been included in the matters arising
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agenda item. She also noted actions 202 and 204 have also been
completed.

The Board received and noted the agreed actions from previous public
meetings that were still outstanding and noted progress.

16/124 Integrated Quality and Performance (IQP) Report and quarter 1
monitoring returns / self-certification (agenda item 7)

Mr Deery presented the IQP for quarter one and reported that the Trust is
fully compliant with the NHS Improvement (NHSI) quarter one KPI targets;
however, he noted that some commissioner targets have not been met. He
then outlined some of the work being undertaken to look at what the Trust is
doing in regard to these exceptions. Mr Deery drew attention to areas of
under-performance including compulsory training and appraisals and noted
that local commissioners are satisfied with progress being made with against
the current action plans. Mr Deery also noted that in quarter 1 the Trust’s
financial position is showing a Continuity of Service Risk Rating of ‘3’.

Mr Deery then asked the Board to note the introduction of two new
performance indicators, namely the Friends and Family Test and the Mental
Health Safety Thermometer and explained that from August 2016 a new
format for the IQP is to be introduced.

Mrs Tankard queried whether the ambitious 90% target for recording the
ethnicity of service users had been set by the Trust. Mr Deery responded
that the target for recording inpatient ethnicity was set nationally at 90%, but
that the target of recording it across all services in the Trust was set locally
by the CCG. Mr Deery explained that the locally set targets are negotiable.
Mrs Sentamu asked whether the issue is staff not having the capacity or
process knowledge to record ethnicity correctly. Mr Deery responded that it
was likely to be a capacity issue.

With regard to data collection Mr Woodhouse asked whether more
administrators could be employed to support clinical staff in collating this
information and help to ensure clinical staff are not carrying out work outside
of their remit. The Board agreed that it is not effective for clinical staff to be
doing administrative tasks. Mrs Parkinson noted the findings of the admin
review which took place last year highlighting the issue of clinical staff
carrying out admin tasks and acknowledged some pressure points at large
reception areas with high levels of outpatient appointments. She assured the
Board that these issues can be resolved by reconfiguring the current admin
resource.

Prof Thompson expressed concern that June reports 100% patients had
harm-free care within a monthly period. He asked how a Trust of this kind
can deliver care without creating harm when adverse events have likely
taken place. Mr Deery responded that these results are taken at one point in
time and that the thresholds are high but agreed to take this away for further
consideration and better triangulation with other data.

AD
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Mr Wrigley-Howe drew attention to several sharp drops in performance,
notably the percentage of people in settled accommodation; those likely or
extremely likely to recommend the Friends and Family Test; and timely
access to mental health assessment under Section 136.

Mr Deery responded that the first may be the result of a recording issue and
this needs to be examined carefully as they should have accurate data
following the CPA review. Mr Deery then explained that participation in the
Friends and Family Test had fallen as a result of the complicated paper-
based system. He noted that this had now been revised and simplified and
that it was hoped that response rates would increase. Mrs Tyler requested
that the results of the quarterly staff Friends and Family test be included
going forward. Dr Taylor asked for more context to be added to the results of
the Friends and Family Test in terms of comparing the level of response
received to the number of people asked. Mr Deery agreed to look at these
suggestions.

With regard to Mr Wrigley-Howe’s final point Mrs Parkinson responded that
national discussions were being held but that no target had been set as yet;
however she indicated that it was expected to be set at between 4 and 6
hours. Mr Deery also noted the request by Mr Wrigley-Howe for the data to
be made available to the Board on how often Section 136 is used, how often
it is used within our 136 suite and how often it is used externally.

Mrs Tankard and Mr Woodhouse both felt that their time spent on service
visits had indicated that better IT facilities are required in some clinical
areas. Mr Deery assured the Board that significant work had been done to
identify areas needing further resources. However, Mrs Hanwell agreed to
look into this further and acknowledged there may be a discrepancy
between what is being communicated to the executive team regarding
access to good quality IT equipment and what actually exists. She also
agreed to investigate whether the resetting of passwords can be done over
the internet. Mrs Hanwell did note that the resource on the IT help desk
facility had been increased, that the quality and quantity of Trust mobile
phones was being increased emphasising that resolving the remaining IT
issues is a priority.

Ms Copeland asked for assurance regarding the significant drop against the
Memory Service target. Mrs Parkinson explained the new target is 8 weeks
from referral to diagnosis and acknowledged the figure is low but that it
should improve in quarter 2 when changes to the pathway have taken effect.
Mrs Parkinson added that the CCG recognises this is a challenging target.

With regard to financial performance Mrs Hanwell outlined to the Board the
Trust’s current position and emphasised that it is heavily impacted by OATS
overspend. The Board went on to discuss how this financial position is
effected by the requirement to include a quarter of the STP funding in the
final figure the Trust submits. Mrs Hanwell also notified the Board that from
quarter 2 the metrics the Trust will be assessed against will be changing.

Prof Thompson remarked that the Trust’s CIP performance this quarter is

AD

AD

DH
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17% below planned indicating that achieving our target for the year is
unlikely. Dr Taylor agreed that this posed a problem and highlighted that the
ability to find the efficiency savings the Trust has set and managing the
OATs spending are two of the Trust’s biggest financial risks.

Mr Griffiths asked whether the OATs overspend could be better controlled.
Mrs Parkinson explained that the issue is being unable to discharge patients
in a timely manner owing to onward packages of care not being immediately
available. She informed the Board that the Trust will be participating in a
rapid improvement event with NHSI in September, to look at both the
internal and external procedures.

Mr Woodhouse requested that a holistic approach be taken to staffing in the
Trust and asked that recruitment to vacant posts be initiated at the soonest
possible point to avoid delays in filling vacancies. The Board then discussed
options for the Trust’s capital funds and the pending requirement to make
back-office savings. The Board agreed the importance of making choices
that best sustain services and felt this should be discussed in the context of
a future workshop.

The Board discussed the signing of the declaration and Mr Woodhouse
asked for assurance that by signing this document the Trust is not
compromising on financial rules. Mrs Hanwell assured Mr Woodhouse that
as it stands our tolerance under a risk rating of 3 is strong.

The Board considered the position against both non-financial and financial
targets and was assured regarding both current performance and future
trajectories. It confirmed that it anticipates maintaining a continuity of
service risk rating of at least 3 over the next 12 months, and that the
declarations should be signed by the Chair and Chief Executive. The Board
confirmed that it is satisfied that the plans in place are sufficient to ensure
on-going compliance with all existing targets (after the application of
thresholds) as set out in Appendix B of the Compliance Framework and
there is a commitment to comply with all known targets going forward and
agreed to sign the declaration. Finally the Board confirmed that there are
no matters arising in the quarter requiring an exception report to NHSI which
have not already been reported and that the appropriate declaration should
be signed.

16/125 Serious untoward incidents update and lessons learnt following the
Trust Incident Review Group (TIRG) meeting held on the 8 June 2016
(agenda item 8)

Dr Isherwood presented a paper which outlined the lessons learnt from the
various incidents investigated. He noted there are a series of cases which
involve system issues and miscommunication with Leeds Teaching
Hospitals Trust, particularly with regard to unclear use of language in care
instructions. Dr Isherwood informed the Board that two serious incident case
investigators have been appointed which should help improve the quality
and speed of the process of investigation.
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Dr Taylor noted the recurring themes in the report and asked that progress
made against these themes and their corresponding actions be displayed in
the future.

Dr Isherwood added that discussions at the meeting had highlighted that
some clinicians felt that areas of clinical training is being compromised by
the Trust’s compulsory training requirements. He noted that he is planning a
visit to a neighbouring trust to see how this balance is managed elsewhere.
Prof Thompson and Mrs Sentamu agreed that this review should be a
priority area. Mrs Tyler advised against considering new systemic training
packages before identifying individual development needs.

Mr Griffiths informed the Board that the Council of Governors had expressed
some interest in the mortality review process, which had also received
praise from CQC and had suggested a paper be brought to a future Council
of Governors’ meeting.

JI

The Board received and noted the content of the report and was assured
that the actions in respect of lessons learnt are being progressed
appropriately within the Trust.

16/126 Safer Staffing Report (agenda item 9)

Mr Deery presented the safer staffing report for the month of May and
highlighted four areas that are not meeting the standards expected. He
explained the causes for these exceptions and assured the Board that
mitigations were in place in all other areas to ensure safe and adequate
staffing.

Mr Deery noted that during the CQC inspection an information request was
made regarding which services had in excess of 20% bank and agency staff
making up the required workforce. Mr Deery assured the Board that where
the Trust is in excess of this 20% figure they are members of staff who have
worked on the particular ward in the past and so are familiar with the
services and service users, adding that use of ad-hoc bank and agency staff
is only 3.2%.

Mr Deery noted that work is continuing on developing an improved acuity
tool for the organisation and added that he had received ethical approval to
share the Trust’s data with the University of Leeds to help take this forward.

The Board received the safer staffing report and noted the exceptions and
the reasons for these occurring.
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16/127 Complaints Summary Report (agenda item 10)

Mr Deery presented the complaints summary report, noting that the majority
of responses continue to be sent within the agreed timescales.

The Board received the complaints summary report and noted the progress
being made.

16/128 Responsible Officer and revalidation annual report April 2015 – March
2016
(agenda item 11)

Dr Isherwood introduced the report and asked the Board to consider
whether the information provides assurance that there is effective
governance in place in the Trust to support medical revalidation. Dr
Isherwood also asked that having considered this the Board agrees that the
Chair of the Trust sign off the statement of compliance for submission to
NHS England on their behalf.

The Board considered the information, was assured by the process and
confirmed that the Chair of the Trust should sign off the statement of
compliance.

16/129 Operational plan implementation report quarter 1 (agenda item 12)

Mrs Parkinson presented the quarter one report on progress with the
Operational Plan, noting that it is provided in summary format to highlight to
the Board any challenges, areas of achievements, strategic risks and overall
progress against our agreed annual priorities.

Mrs Parkinson outlined to the Board the key achievements, in particular the
successfully implemented in-house extended pharmacy service. With regard
to the areas of challenge Mrs Parkinson highlighted the following areas:
appraisals and compulsory training; staff engagement with the development
of the intranet active directory; allocating ‘care clusters’ as part of the Mental
Health Payments System; and the delivery of the cost improvement plans as
part of the Finance and Contracting scheme.

With regard to delayed transfers of care Mr Woodhouse asked if the Trust
had a service model agreement with the local Council, and if it would be
possible to negotiate a position whereby some of the pressure, and
therefore the risk, is shared with them. Mrs Parkinson responded that this
subject is often raised with the Council and that it had been suggested that
penalties are applied when the risk falls with Adult Social Care. She
informed the Board that they are currently reviewing the Section 75
agreement with the Council to include KPIs.
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Dr Taylor highlighted the effect the 40% budget cuts to Social Care are likely
to have elsewhere, adding that the financial situation requires a system-wide
solution and a shift to investing more in preventative models.

Prof Thompson commented on some of the language used to describe the
Trust’s CIP position and asked for a more joined up presentation of
information with that of the IQP, and more clear and realistic financial
forecasting.

The Board noted the progress made against our Operational Plan priorities
at the end of quarter one 2016/17; was assured of progress made and
noted the areas where the Trust will be seeking to improve and review.

16/130 Trust Strategy Refresh (agenda item 13)

Ms Copeland presented a paper which provided an overview of the process
and journey to date of the strategy refresh project and what has been learnt
from the online Crowdsourcing events carried out between April and June.
Ms Copeland asked the Board to consider the proposed vision, values and
behavioural framework and also consider the emerging strategic objectives
and how these may align with the implications of the Sustainability and
Transformation Plans (STPs).

Ms Copeland informed the Board of the comments made by the Council of
Governors on 26 July 2016 noting that it had been suggested that the vision
and values could say more about the importance of working in partnerships
with others as well as more about improving outcomes for service users. In
terms of language used in the behaviours section it was thought “kind tone
of voice” needed reviewing. Dr Taylor agreed our commitment to working
with partners needed to be better emphasised.

Ms Copeland explained the final version of this document will feed back
through the Crowdsourcing platform for agreement of the vision, values and
behaviours. She advised that defining the strategic objectives be deferred
until further clarification regarding the STPs had been received and to allow
for broader consideration of the strategic direction of the Trust; therefore,
she noted that the final objectives are unlikely to be presented at the Annual
Members’ Day on 20 September.

The Board complimented Ms Copeland on the process and the outcomes so
far, particularly the decision to have three Trust values. Mr Woodhouse
asked for reassurance that this work will not lose momentum and Ms
Copeland explained that Clever Together will train members of staff in order
to build capacity within in the organisation so we can continue to
communicate in this way.
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The Board considered the proposed vision, values and behavioural
framework, taking into account the views of the Council of Governors and
approved the document subject to those amendments.

16/131 Verbal report from the chair of the Audit Committee for the meeting
held on 21 July 2016 (agenda item 14)

It was noted that the Audit Committee meeting was cancelled therefore no
report was presented to the Board.

16/132 Verbal report from the chair of the Quality Committee for the meeting
held on 19 July 2016 (agenda item 15)

Mr Wrigley-Howe provided a verbal report of the Quality Committee which
was held on 19 July 2016. He reported on the following matters:

 Assurances received that the quality impact ratings against proposed
CIPs were thoroughly examined.

 Suggested OATs data, currently reported through Mental Health
Legislation Committee, might be better placed going to Quality
Committee so it can be analysed from a quality perspective.

The Board received the verbal report and noted the matters discussed at
that meeting.

16/133 Verbal report from the chair of the Finance and Business Committee
for the meeting held on 21 July 2016 (agenda item 16)

Dr Taylor provided a verbal report of the Finance and Business Committee
which was held on 21 July 2016. In particular she reported on the
Partnership Benchmarking Update Report discussed at the meeting noting
that this detailed matters of quality. She indicated that this will form part of
the clinical strategy workshop in October.

The Board received the verbal report and noted the matters discussed at
that meeting.

16/134 Verbal report from the chair of the Mental Health Legislation
Committee for the meeting held on 22 July 2016 (agenda item 17)

Mr Wrigley-Howe provided a verbal report of the Mental Health Legislation
Committee which was held on 22 July 2016. He reported on the following
matters:
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 Assurance received on the progress made regarding effective
detentions.

 Notification that a paper was being developed regarding Mental
Health Act managers training in light of the judicial review.

The Board received the verbal report and noted the matters discussed at
that meeting.

16/135 Outcome and action plan for the Well-led Governance Review and next
steps (agenda item 18)

Mr Deery presented the paper and advised the Board of the outcome of the
Well-led Governance Review conducted by Ernst and Young and proposed
next steps.

Prof Thompson asked that the full cost of the review be included in the
Trust’s Annual Report. Dr Taylor asked what action is being taken as a
result of the recommendations and Mrs Hill explained a factual accuracy
check has already taken place and now work will begin with senior
managers and the relevant executive directors to pull together a response
and action plan. She also noted that NHS Improvement will receive a high-
level update.

The Board noted the content of the report and supported the assurance
that will be provided to NHS Improvement that there are no major
governance concerns.

16/136 Ratify the Terms of Reference for the Remuneration Committee
(agenda item 19)

The Board ratified the Terms of Reference for the Remuneration
Committee.

16/1
16/137

Chair’s report (agenda item 20)

Mr Griffiths noted there were no matters to report to the Board at this point.

16/138 Chief Executive’s report (agenda item 21)

Ms Copland presented the Chief Executive’s report noting that this is for
information. She highlighted the following matters:

 Initial feedback from the CQC had been positive and their inspection
report is likely to be published in October.

 Amendment to Section 9 of the Board of Directors’ Scheme of
Delegation had been approved outside of the meeting.
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 The Trust’s participation in the Next Steps Graduate Programme.
 The Trust was ranked 4th in the country in the recent General Medical

Council medical trainees survey.
 Mrs Parkinson is completing further work setting out the implications

of the Five Year Forward View for Mental Health.

The Board received and noted the Chief Executive’s report.

16/139 Draft minutes of the Infection Prevention and control and Medical
Devices Committee (agenda item 22)

The Board received and noted the report minutes from the Infection
Prevention and Control and Medical Devices Committee meeting held on 25
May 2016.

16/140 Northern School of Child and Adolescent Psychiatry (NSCAP) Annual
Report 2015/16 (agenda item 23)

Dr Isherwood informed the Board of NSCAP’s clinical developments and
explained that as it becomes increasingly involved in providing care its
governance requirements will shift towards the operational directorate.

The Board noted NSCAP’s contribution to research, its continuing success
and development and recognised Barry Wright role in this.

The Board received and noted the content of the Northern School of Child
and Adolescent Psychiatry (NSCAP) Annual Report 2015/16.

16/141 Use of the Trust’s seal (agenda item 24)

The Board noted that the seal had not been used since the last meeting.

16/142 Any other business (agenda item 25)

As this was her last meeting as Interim Chief Executive Mr Griffiths thanked
Ms Jill Copeland for her hard work whilst in this role and thanked Prof Carl
Thompson for his contribution to the Board as this was his final meeting as
Non-Executive Director.
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16/143 Further Questions or Comments from the Public (agenda item 26)

Mr John Mason discussed the quality of service provided by the charitable
limited companies set out in the Chartered Institute of Housing manual. He
also discussed the idea of the Trust introducing a service whereby
independent governors would be assigned to very unwell patients to assist
them with activities of daily living and financial affairs according to their level
of need. He added that this would reduce pressure and paperwork for
clinical staff.

At the conclusion of business the Chair closed the public meeting of the Board of Directors of Leeds
and York Partnership NHS Foundation Trust at 15:37 and thanked members of the Board and

members of the public for attending.
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AGENDA ITEM 4.1

LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST

Minutes of the Public Meeting of the Board of Directors
held on held on Thursday 15 September 2016

in Meeting Room 1&2, Trust Headquarters, 2150 Century Way, Thorpe Park,
Leeds, LS15 8ZB

Board Members Apologies Voting
Members

Prof J Baker Non-executive Director  
Mr A Deery Director of Nursing 
Mr F Griffiths Chair of the Trust 
Mrs D Hanwell Chief Financial Officer and Interim Deputy Chief Executive 
Dr J Isherwood Medical Director 
Dr S Munro Chief Executive 
Mrs L Parkinson Interim Chief Operating Officer 
Mrs M Sentamu Non-executive Director (Deputy Chair of the Trust) 
Mrs J Tankard Non-executive Director 
Dr G Taylor Non-executive Director (Senior Independent Director) 
Mrs S Tyler Director of Workforce Development  
Mr K Woodhouse Non-executive Director 
Mr S Wrigley-Howe Non-executive Director 

In attendance
Mrs C Hill Head of Corporate Governance (secretariat)
Ms R Cooper Governance Assistant (minutes)

Action

The Chair opened the public meeting at 11.00 and welcomed members of
the Board of Directors and members of the public.

16/144 Apologies for absence (agenda item 1)

There were apologies for absence from Mrs Susan Tyler, Director of
Workforce Development and Mr John Baker, Non-executive Director.

16/145 Declaration of change in directors’ interests and any conflict of
interests in respect of agenda items (agenda item 2)

Mrs Hill noted that a declaration of interest form had been completed by Prof
Baker and that he had declared one interest, that of being a professor at the
University of Leeds. Mrs Hill noted that Prof Baker had also declared that
his partner was a CBT therapist with Pennine Care NHS Foundation Trust.
The Board noted these declared interests.

It was also noted that no other director had a change in their declared
interests and that no director present at the meeting had a conflict of interest
in respect of any agenda item to be discussed.
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16/146 Opportunity to receive comments / questions from members of the
public (agenda item 3)

There were no questions from the public.

16/147 Minutes of the meeting held on 28 July 2016 (agenda item 4.1)

The minutes of the meeting held on 28 July 2016 were received and agreed
as a true record of the meeting.

16/148 Matters arising (agenda item 5.1)

Dr Taylor raised a general point about findings from the Sharing Stories
sessions enlightening and valuable. She indicated that these are valuable
and enlightening for the Board and that it could get greater value from these
sessions in terms of the learning or changes in policy or practice if follow-up
reports were made to the Board.

Dr Munro agreed that this would be very useful and it was agreed that Mrs
Parkinson would pick up the issues identified in the cases and bring back
any learning and action points.

Dr Isherwood requested that patient information be used with caution in any
public documentation and asked that discussion be kept to broad learning
points. This was agreed by the Board

LP

The Board agreed that follow-up reports would be brought back to the Board
outlining any points of learning or actions in regard to the Sharing Stories
sessions.

16/149 Actions outstanding from the public meetings of the Board of Directors
(agenda item 6)

Mrs Hill presented the action log which showed those actions previously
agreed by the Board at its public meetings, those that had been recently
completed and those that were still outstanding. Mrs Hill provided the Board
with an update on those items where the position had changed since the
agenda papers were circulated and invited the Board to note the action
taken and to be assured of progress.

With regard to actions 205, 206 and 207 Mrs Hill asked the Board to note
that these would be updated in the next Board meeting as part of the
Integrated Quality Performance report agenda item. She also requested
action 208 be closed as a Board action. This was agreed by the Board.
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The Board received and noted the agreed actions from previous public
meetings that were still outstanding and noted progress in regard to this.

16/150 Chief Executive’s report (agenda item 7)

Dr Munro advised the Board of some of the things that she had been doing
in her first weeks at the Trust, noting that visibility and engagement were her
key focus at this time. She also noted that to support this she had
implemented weekly Trust-wide email communications to all staff and that
‘Meet the Chief Executive’ sessions had been arranged out in the services.

Mrs Tankard asked Dr Munro for her first impressions of the Trust. She
responded by saying that she had seen at first hand the strong values held
by staff, demonstrated by how often they go over and above their core role
and how they were able to give examples of where they are sharing their
learning and knowledge with others.

Dr Munro indicated that one of the biggest challenges she had observed
was the need for a clear steer from the Board on the direction for the
organisation in order to provide reassurance to staff as to what future
relationships might look like and how might affect the way in which services
are provided so they can continue to build appropriate relationships with a
degree of confidence.

Dr Munro also noted the need to develop a robust estates strategy detailing
where future investment will be, linked to clinical and commissioning
strategies.

In relation to his stepping down as outlined in the report Dr Isherwood
reminded the Board Dr Wendy Neil, Deputy Medical Director, would be
taking on additional responsibilities to support the Board and the Trust in
fulfilling its statutory responsibilities and in maintaining senior medical
leadership and expertise at executive and Board level. Dr Isherwood
indicated that these additional duties would include being the Responsible
Officer, the Caldecott Guardian, attending Board meeting and also attending
executive team meetings. This was also noted by the Board.

The Board noted that Dr Wendy Neil, Deputy Medical Director, would take
on additional responsibilities to support the Board and the Trust in fulfilling
its statutory responsibilities and in maintaining senior medical leadership and
expertise at executive and Board level including being the Responsible
Officer and Caldecott Guardian.

16/151 Integrated Quality and Performance (IQP) Exceptions Report (agenda
item 8)

Mr Deery presented the IQP exceptions report for the month of July and
explained that the report gives information regarding the position in relation
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to targets as at July 2016 alongside the actions being carried out to address
any areas of poor performance. He noted the targets reported were
appraisals; ethnicity reporting; adult acute bed occupancy; acute liaison
psychiatry access times; Trigger-to-Board events; and patients being
assigned to a cluster. He assured the Board that none of the areas reported
impact on the regulatory KPIs; noting that these were on track to be
achieved for the end of quarter 2.

Mr Deery noted that all the exceptions reported had been reported to the
Board previously and provided a brief update of the action being taken to
address these and improve performance. With regard to bed occupancy
levels in relation to out of area treatments Mr Deery advised the Board that a
Rapid Improvement Event was scheduled for the end of September which
would look at what can be changed in the local system to improve bed
occupancy, noting that an update will be brought back to the Board.

Mrs Hanwell presented the financial update report. She noted that the
Sustainability and Transformation Plan (STP) funding had been received
monthly, although the Trust had assumed this would be received in month
12. She advised the Board that the effect of this was to show the Trust as
being ahead of it forecast plan, which this was not the case due to receiving
this funding on a different pattern of phasing. Mrs Tankard expressed
concern that the Trust was having to accrue the STP funding.

Mrs Hanwell responded to the concerns raised by Mrs Tankard and agreed
that the absence of clear guidance had led to confusion. She explained that
creating a plan at the start of financial year which had not taken account of
the income being received on a monthly basis had been of benefit and also
noted that it is unlikely that the Trust will have to repay the funding already
paid to it. Mrs Tankard suggested there be a separate set of reports is
produced so the position can be tracked accurately. Mr Woodhouse
suggested that the receipt and treatment of this income be discussed with
the external auditors. Mrs Hanwell agreed to do this.

Mr Wrigley-Howe asked about the information provided as part of the
Trigger-to-Board data around defective detentions, noting that these had
been clustered in one week in July and yet it was only now that the Board
was being advised on them. He also noted that that there was a lack of
detail regarding the impact of the cases and any lessons learnt. Mr Deery
provided some background to the Trigger-to-Board events and the actions
being taken, noting that this did not constitute a cluster but was a
coincidence that they happened in this way due to the differing nature of
each of the cases. He did agree to pick up the timeliness of how these are
reported with Oliver Wyatt and the Mental Health Act legislation team.

Mrs Sentamu welcomed the reporting of ethnicity but added that she felt
more consideration was needed in how the Trust utilises these statistics.
She added that she would like to see the position of the workforce race
equality action plan strengthened in business plans in its own right. Mrs
Tankard added that she thought it would be beneficial to see the ethnicity
data alongside the demographics of the Trust’s workforce to see if there
were any gaps along with how these would be addressed. Dr Taylor

LP

DH

AD
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supported this also. Mr Deery noted that there would a seminar to look at
how the Trust can make clinical pathways more ethnically sensitive.

Dr Munro added that as part of the work to develop the clinical strategy she
would expect to see consideration of areas where service users with
protected characteristics are over or under represented, what their
experience is and for this to be fed back into service improvement. Dr Munro
agreed to discuss with Mrs Tyler how this can be incorporated into the
Trust’s strategies.

Dr Taylor asked about clustering, noting that it was not clear what the level
of underperformance is and whether this is getting better or worse. She also
noted that the action plan in the report was ‘transactional’ but did not
indicate the difference the actions would make. Dr Taylor asked that future
reports give some indication of scale to allow for better monitoring of
progress. Mr Deery and Mrs Parkinson will discuss the action plans in the
paper and consider this for the next quarterly report.

Mr Woodhouse asked about the cost improvement plans and how likely it
was that these would be achieved. Mrs Hanwell acknowledged that the
report could be more explicit in regard to the Trust’s ability to deliver the
2.1% savings. However, she emphasised that it was the responsibility of the
Executive Team to ascertain how the Trust can become a more efficient
organisation recurrently and suggested a key part of this is investment in
things such as estates and technology.

Dr Munro agreed to speak with Prof Baker and Mr Wrigley-Howe regarding
how the reporting of Trigger-to-Board events can be managed more
effectively through the Quality Committee, so there is sight of the impact on
service users of these events. Mr Wrigley-Howe noted that the mental
Health Legislation Committee would be looking at the systems and
processes in place and their effectiveness.

SM

AD / LP

SM

The Board noted the actions being taken to address the targets where the
agreed target is not being attained and noted that, with the exception of
triggers to board, there are Remedial Action Plans in place which have been
agreed with the commissioners.

16/152 Serious untoward incidents update and lessons learnt following the
Trust Incident Review Group (TIRG) meeting held on the 13 July and 10
August 2016 (agenda item 9)

Dr Isherwood presented a paper which outlined the lessons learnt from the
various incidents investigated in July and August. Dr Isherwood noted the
improved timeliness of the reporting process, aided by the two new
investigators who are supporting clinical staff in carrying out investigations.
He also provided an update on the Never Event relating to the failure of a
collapsible rail, noting that on further consideration both internally and
externally the rail had not failed and therefore this should be de-logged as a
Never Event and the outcome of this is still awaited.
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The Board received and noted the content of the report and was assured
that the actions in respect of lessons learnt are being progressed
appropriately within the Trust.

16/153 Safer Staffing Report (agenda item 10)

Mr Deery presented a report which covers the staffing data for the month of
June.
He gave an update on discussions had with CQC on what constitutes safe
staffing levels and Mr Wrigley-Howe asked whether there was a standard
methodology that could help to ensure alignment between what the CQC
perceive to be safe staffing levels and what staffing levels the Trust aims to
have in place.

Mr Woodhouse noted there are several wards where the skill mix is
inappropriate and linked this to retention of staff. Mr Deery acknowledged
the pressures on staff and explained there was currently a review of existing
staffing levels being undertaken across all inpatient wards with a view to
addressing inappropriate staffing and skill levels for both day and night
shifts.

The Board received the safer staffing report and noted the exceptions and
reasons for these occurring.

16/154 Complaints Summary Report (agenda item 11)

Mr Deery presented the complaints summary report. He informed the Board
that several feedback panels had been arranged to inform the process and
help make the responses more sensitive and personalised and to assist with
the delivering of complaints training.

Mr Deery explained that there was an increase in August of delays in
responding to complaints within the 30 day timeframe but assured the Board
that this should be back on track soon. Mrs Sentamu suggested the spike in
delayed response time during August and December be managed by
sending an initial letter to the complainant explaining that response time will
be longer in this period due to staff shortages.

The Board noted the high number of compliments received and commented
on that the format of the report was much better.

The Board received the complaints summary report and noted the progress
being made.
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16/155 Implementing the Five Year Forward View for Mental Health (agenda
item 12)

Mrs Parkinson introduced the paper and highlighted the key statements and
assertions made within it. She noted with some concern the assumption
made in the document that the funding was already within clinical
commissioning baselines, and that this could cause potential funding gaps.
The Board noted her concern regarding the financial risk of affordability. Mrs
Parkinson assured the Board that she and Mrs Hanwell had raised
questions with the Clinical Commissioning Groups in Leeds.

The Board considered the information provided in the report and were
assured that “Implementing the 5 Year Forward View for Mental Health” will
be factored into the development of the Clinical Services strategy.

16/156 Update on the Sustainability and Transformation Plan (STP) (agenda
item 13)

Mrs Parkinson presented an update report and explained the purpose of this
paper was to update and summarise the process that has taken place to
date. She highlighted areas relating to the clinical implications of the STPs,
with specific reference to Mental Health and Learning Disabilities; the issues
related to back office and supporting infrastructure requirements; the
financial challenge facing both the health system and the Trust; and the
implications and issues this entails.

Dr Munro urged the Board not to lose focus in this process and to support
the workforce to providing quality services.

Mrs Sentamu questioned the timescales for delivery. Mrs Parkinson
explained the next submission of the STP to NHS England was 21 October
2016, and acknowledged this timescale was tight and noted that clear
structure for implementation still unclear.

The Board noted the updated position and endorsed the three key
principles set out for the Trust.

16/157 Chair’s report (agenda item 14)

Mr Griffiths noted that following the conclusion of the elections several new
governors had joined the Trust and were welcomed to their first Council of
Governors’ meeting on 6 September 2016.

The Board received and noted the Chair’s report.
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16/158 Division of Duties between the Chair and Chief Executive (agenda item
15)

The Board noted that the document has been signed by the Chair and Chief
Executive and was assured that each understands their respective roles.

16/159 PALS and Complaints Annual Report 2015/16 (agenda item 16)

The Board received the report and noted its contents.

16/160 Draft minutes from the Quality Committee meeting held 19 July 2016
(agenda item 17)

The Board received and noted the minutes from the Quality Committee
meeting held on 19 July 2016.

16/161 Draft minutes from the Finance and Business Committee meeting held
21 July 2016 (agenda item 18)

The Board received and noted the minutes from the Finance and Business
Committee meeting held on 21 July 2016.

16/162 Draft minutes from the Mental Health Legislation Committee meeting
held 22 July 2016 (agenda item 19)

The Board received and noted the minutes from the Mental Health
Legislation Committee meeting held on 22 July 2016.

16/163 Minutes from the Council of Governors’ meeting held 26 July 2016
(agenda item 20)

The Board received and noted the minutes from the Council of Governors’
meeting held on 26 July 2016.

16/164 Use of the Trust’s seal (agenda item 21)

Mr Griffiths noted that the Trust seal had been used on one occasion since
the last meeting:
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 Log number 94 signed on 10 August 2016; wayleave agreement for
new IT infrastructure.

The Board noted that the seal had been used once since the last meeting.

16/165 Any other business (agenda item 22)

As it was Dr Isherwood’s final meeting as Medical Director for the Trust Mr
Griffiths thanked him for his contribution to the Executive Team and Board of
Directors, noted his role as Chair of the Trust Incident Review Group in
greatly improving the meeting’s efficiency, effectiveness and means of
reporting and also his involvement in the Trust’s Sign up to Safety. Dr
Isherwood explained he will be continuing with his clinical duties as an
employee of the Trust, thanked colleagues and praised the learning culture
that has developed in the organisation over recent years.

16/166 Further Questions or Comments from the Public (agenda item 23)

Mr John Mason, a member of the public, encouraged the Board to examine
the financial gains that could be had in developing teaching and training
schemes as part of a charitable limited company.

At the conclusion of business the Chair closed the public meeting of the Board of Directors of Leeds
and York Partnership NHS Foundation Trust at 12:56 and thanked members of the Board and

members of the public for attending.



`

Leeds and York Partnership NHS Foundation Trust

Council of Governors

Name of paper: Membership Report and Analysis

Date of the meeting: 16 November 2016

Person presenting the paper: Anthony Deery, Director of Nursing, Professions
and Nursing

Paper written by: Andrew Howorth, Head of Patient experience and
Scharna Lewis,

TYPE OF PAPER (please tick)

Strategic item:

Performance item: 

Governance item:

Information item: 

IMPACT ON THE TRUST’S STRATEGIC GOALS (please tick relevant box)

G1 People achieve their agreed goals for improving health and improving lives

G2 People experience safe care

G3 People have a positive experience of their care and support

IMPACT ON THE TRUST’S STRATEGIC OBJECTIVES (please tick relevant box)

SO1
We provide excellent quality, evidence-based, safe care that involves people and promotes

recovery and wellbeing


SO2 We work with partners and local communities to improve health and lives 

SO3 We value and develop our workforce and those supporting us

SO4 We provide efficient and sustainable services

SO5 We govern our Trust effectively and meet our regulatory requirements 

Agenda Item

19



STATUS OF PAPER 

To be taken in the public session (Part A)


To be taken in private session (Part B)
If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

This report provides an update on the membership figures for the last quarter.
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Membership and Development Committee Report June 2016

Introduction

Part A of this report provides an overview of current governor membership engagement activity and list future events and
opportunities.

Part B will contain the information and data that this committee requires to have providing assurance that our membership reflects
the community we represent, this is required by Monitor.

PART A

The current membership stands at 17,739 members including staff, service user, carer and public constituencies (-55).

This is the number of active members within our membership, the number has continued to reduce following the recent mail out of
‘Imagine’ (Deceased (24), moved (67), opt outs (20), duplicates (1) left employment (10), total reduction = 122

Recruitment Events

We have a number of events in the pipeline over the coming months. The events listed below.

July

5 Everything You Need to Know event Leeds Carriageworks 6

13 Future Me 2026 Leeds Oxford Place 6

28 Building Your Trust event Leeds Arch Café 3



September

22 Annual Members' Day event Leeds Carriageworks

October

5 Love Arts Festival Launch Leeds Corn exchange 4

10 World Mental Health Day Leeds Becklin Centre 5

November

15 Tenfold Meeting Leeds St Georges' Centre

December

1 Touchstone Annual Celebration event Leeds Sri Guru Nanak Sikh Temple

16 This is Me at Christmas campaign event Leeds Leeds Market Event space

Members from Leeds Community Healthcare 0

Returned sign up forms 57

Staff to public 97

Signed up online 20



Feedback from the Annual Members Day event on 20th September 2016 Leeds Carriage Works

1. FEEDBACK FROM ANNUAL MEMBERS DAY

The Annual members day gives us an opportunity to meet with many different people engaged with our Trust. Following an
evaluation of the event on the 20 September, we received the following feedback :

 Didn’t have time to see the stalls at lunch.
 Keep up the teaching operations
 Excellent event, good venue, well done.
 Didn’t have time to visit the workshops.
 Keep up the good work – great day.
 Unsure about recommending anyone to become a member as I’m a new member and still learning.
 Enjoyed meeting the governors.

Annual Members’ Meeting:
 Enjoyable day but some of the business could have been cut down e.g finance – synopsis?

Catering:
 Maybe more than a box of salad leaves for people with food allergies/intolerances.

Venue:
 More accessible venue ie. the internal arrangement.
 Better venue with easier access for the disabled.
 Room for stalls too small – difficult to speak to anyone on the stalls.

Afternoon Performance:
 Excellent performance.
 Enjoyed the performance in the afternoon, very informative!!
 What I feel works is the whole group interaction rather than small groups/workshops as you feel more involved.

These comments will be taken into account when planning next years



Membership recruitment by Governors: The Membership Team regularly send out invitations and requests for help at events. This
is an overview of last quarter for governor recruitment activity.

Governors
Those who have helped at membership

events
Signed members up

Steve Howarth

Niccola Swan

Andrew Bottomley

Alan Procter

Julia Raven

Evrett Buckle

Ann Shuter

Claire Woodham

Andrew Johnson

Les Frances

Peter Webster

Brain White

Anita Garvey

Andrew Bright

Jo Sharpe



Ruth Grant

Dominik Klinikowski

If governors are distributing membership forms, please add your name somewhere on the form so that
we can track back who signed up the member

Governors are regularly equipped with membership forms and are encourage to recruit new members,
these can be recruited from family, friends, colleagues, social contacts and community partners.

If there are community events that governors are regular attenders/members and you think that a
speaker would be welcomed please speak to our Membership team.

PART B

This section provides assurance data that demonstrates how we are maintaining a representative membership
base

The current membership stands at 17,739 members including staff, service user, carer and public constituencies

Current membership breakdown

Below is a breakdown of the current membership. A more detailed report will be provided to the committee on an
annual basis or can be produced upon request



Public Patient Staff Total NY&York

Age 13,098 1,230 3,411 17,739 1,738

0-16 0 0 0 0 0

17-21 185 17 15 217 76

22-29 2,726 107 427 3,260 313

30-39 2,360 161 836 3,357 270

40-49 1,520 197 839 2,556 288

50-59 1,492 220 782 2,494 333

60-74 1,161 226 244 1,631 208

75+ 437 91 3 531 44

Not stated 3,217 211 265 3,693 206

Gender 13,098 1,207 3,411 17,739 1,738

Unspecified 12 1 0 17 5

Male 4,849 398 997 6,241 486

Female 8,228 827 2,414 11,468 1,246

Transgender 9 4 0 13 1

Ethnicity 13,098 1,230 3,411 17739 1,738

White - English, Welsh, Scottish, Northern Irish, British, gypsy, Irish
traveller

11,053 1,046 2,706 14,805 1,547

Mixed -Any other white background White and Black Caribbean,
African

220 23 48 291 21

Asian or Asian British: Indian; Pakistani; Bangladeshi; any other Asian
background

590 52 193 835 33

Black or Black British: Caribbean; African; any other Black background 345 30 325 700 10

Other Ethnic Groups: Arab: Chinese; any other ethnic group 100 11 18 129 14

Not stated 790 68 121 979 113

Total 13,098 1,230 3,411 17,739 1,738



Carer and Service User members

We are still working closely with the Service User Involvement Leads to continue the growth of patient member
representation.

Constituency Members Difference

Service User Total 712

Leeds resident 611 0

York & North Yorkshire 101

Carer Total 406

Leeds resident 355 0

York & North Yorkshire 51

Service User and Carer combined Total -3

Service User and Carer Rest of England and Wales 112

Total number of patient members: 1,230 (-3)



Additional information

 Since December 2010, we have to collect data detailing sexual orientation. So far the data we have
received is as follows:

Gay/lesbian 320
Bisexual 153
Heterosexual 2719
Asexual 6

The government estimate that 5-7% of the general population are LGB. Currently our membership
database shows a 17.3% average.

 Since February 2011, we have collect data regarding disability. So far when asked ‘do you consider
yourself to have a disability or long term health condition’ we have received the following responses:

Yes 694
No 2131

19% of the working age population are registered disabled (www.dlf.org.uk). Currently our membership
database shows a 24.1% average.



Leeds- Brian White, Les France, Peter Webster, Steve Howarth, Evrett Buckle and Anita Garvey

Leeds Public

Age 9,274
0-16 0
17-21 66
22+ 6,564
Not stated 2,644

Gender 9,274
Unspecified 6
Male 3,569
Female 5,697
Transgender 2

Ethnicity 9,274
White 7,711
Mixed 167
Asian or Asian British 454
Black or Black British 292
Other Ethnic Groups 74
Not stated 576

Total membership 9,274



North Yorkshire & York- Jo Sharpe.

North Yorkshire & York Public
Age 1,738
0-16 0
17-21 76
22+ 206
Not stated 1,456

Gender 1,738
Unspecified 5
Male 486
Female 1,246
Transgender 1

Ethnicity 1,738
White 1,547
Mixed 21
Asian or Asian British 33
Black or Black British 10
Other Ethnic Groups 14
Not stated 113

Total membership 1,738



Rest of England & Wales- Niccola Swan

Rest of Public England & Wales Public
Age 1,999
0-16 0
17-21 43
22+ 1,600
Not stated 356

Gender 1,999
Unspecified 1
Male 760
Female 1,232
Transgender 6

Ethnicity 1,999
White - British 1716
Mixed 29
Asian or Asian British 102
Black or Black British 43
Other Ethnic Groups 12
Not stated 97

Total membership 1,999



Carer Leeds – Andrew Bottomley, Andrew Bright & Alan Proctor

Carer Leeds Patient
Age 357
0-16 0
17-21 2
22+ 282
Not stated 73

Gender 355
Unspecified 0
Male 92
Female 263
Transgender 0

Ethnicity 355
White - British 308
Mixed 10
Asian or Asian British 12
Black or Black British 15
Other Ethnic Groups 4
Not stated 6

Total membership 355



Carer North Yorkshire & York- Julia Raven

Carer North Yorkshire & York Patient

Age 49
0-16 0
17-21 2
22+ 42
Not stated 5

Gender 49
Unspecified 0
Male 7
Female 42
Transgender 0

Ethnicity 49
White 47
Mixed 0
Asian or Asian British 0
Black or Black British 0
Other Ethnic Groups 0
Not stated 2

Total membership 49



Service user and Carer - Rest of England & Wales

Service User/Carer Rest of England and Wales Patient

Age 112
0-16 0
17-21 4
22+ 89
Not stated 19

Gender 112
Unspecified 0
Male 40
Female 70
Transgender 2

Ethnicity 112
White 97
Mixed 1
Asian or Asian British 8
Black or Black British - Caribbean 2
Other Ethnic Groups 0
Not stated 4

Total membership 112



Service user Leeds- Ann Shuter & Claire Woodham

Service User Leeds Patient

Age 610
0-16 0
17-21 2
22+ 504
Not stated 104

Gender 610
Unspecified 1
Male 231
Female 376
Transgender 2

Ethnicity 610
White 499
Mixed 11
Asian or Asian British 32
Black or Black British 12
Other Ethnic Groups 4
Not stated 52

Total membership 610



Service user North Yorkshire & York-

Service User North Yorkshire & York Patient
Age 102
0-16 0
17-21 7
22+ 85
Not stated 10

Gender 102
Unspecified 0
Male 28
Female 74
Transgender 0

Ethnicity 102
White 94
Mixed 1
Asian or Asian British 0
Black or Black British - Caribbean 0
Other Ethnic Groups 3
Not stated 4

Total membership 102



Out of trust area 90
Clinical staff Leeds, North Yorkshire and York - Andrew Johnson

Service User North Yorkshire & York Patient
Age 2,718
0-16 0
17-21 10
22+ 2,490
Not stated 218

Gender 2,718
Unspecified 0
Male 817
Female 1,901
Transgender 0

Ethnicity 2,718
White 2107
Mixed 35
Asian or Asian British 156
Black or Black British - Caribbean 298
Other Ethnic Groups 16
Not stated 106

Total membership 2,718



Non-clinical staff Leeds, North Yorkshire and York – Dominik Klinikowski & Ruth Grant

Service User North Yorkshire & York Patient
Age 693
0-16 0
17-21 5
22+ 641
Not stated 47

Gender 693
Unspecified 0
Male 180
Female 513
Transgender 0

Ethnicity 693
White 599
Mixed 13
Asian or Asian British 37
Black or Black British - Caribbean 27
Other Ethnic Groups 2
Not stated 15

Total membership 693
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STATUS OF PAPER 

To be taken in the public session (Part A) 

To be taken in private session (Part B)

If the paper is to be taken in the private session please indicate which criterion
is applicable:

Legal advice relating to legal proceedings (actual or possible)
Negotiations in respect of employee relations where they are of a
confidential nature
Procurement processes and contract negotiations
Information relating to identifiable individuals or groups of individuals

Matters exempt under the Freedom of Information Act (quote section
number)

The paper seeks to provide assurance to the Council that all the non-
executive directors have declared their interests, have declared
themselves to be ‘fit and proper’ and have been deemed to be
independent by the Board of Directors.

What this is about in detail:

Declarations of Interest

In accordance with the NHS Act 2006 and the Trust’s Constitution, on
appointment, annually, and on an ongoing basis members of the Board
of Directors are required to declare any outside interests they may have
whether or not these pose a direct conflict of interest. Declaration of
Interest forms are issued to directors at least annually and when
completed they are received and filed by the Head of Corporate

Summary (what we are talking about):
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Governance; a report is then made to the Board of Directors. A report is
also made to each Board meeting and Directors are given the
opportunity to advise of any changes which will be recorded.

Attached at appendix 1 is a list of the interests as declared by the Board
of Directors and the Council is asked to note in particular those declared
by the non-executive directors.

Fit and Proper Person’s Test

With effect from 27 November 2014 the CQC (under Regulation 5 of the
Health and Social Care Act 2008 (Regulated Activities) Regulations
2014) requires all healthcare providers to ensure that anyone appointed
to a Board level position is ‘fit and proper’. The Provider Licence
likewise requires a test for ‘fit and proper’ to be applied, as does the
Trust’s Constitution. Clear criteria are set down in of the above against
which to test.

To test against each of the criteria the Trust has in place a full check of
all criteria on appointment, an annual self-declaration process and a
three-yearly independent check against a number of the set criteria.

The Council is asked to note that the attached makes assurances that all
directors, in particular the non-executive directors are fit and proper
based on those checks.

Independence of Non-executive Directors

The Code of Governance requires the Board to determine if each of the
non-executive directors is independent, and sets down the criteria
against which they will be judged.

The process includes: a self declaration form with the Code of
Governance criteria against which directors must declare; an
assessment of the declarations by the Chair of the Trust, the Chief
Executive and the Head of Corporate Governance; and further
consideration and confirmation by the Board.

The Council is asked to be assured that the Board has deemed each of
its non-executive directors to be independent.
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The Council of Governors is asked to note:

 The declarations of interest made by each of the directors, in
particular the non-executive directors

 That each of the non-executive directors has declared that they
are fit and proper in accordance with the criteria laid down in
legislation and guidance

 That each of the non-executive directors has been found to be
independent by the Board of Directors.

Recommendations (what we are asked to agree):



Appendix 1
Declaration of Interests for members of the Board of Directors

Name Directorships,
including Non-
executive
Directorships, held in
private companies or
PLCs (with the
exception of those of
dormant companies).

Ownership, or part-
ownership, of private
companies, businesses
or consultancies likely
or possibly seeking to
do business with the
NHS.

Majority or controlling
shareholdings in
organisations likely or
possibly seeking to do
business with the NHS.

A position of authority
in a charity or voluntary
organisation in the field
of health and social
care.

Any connection with a
voluntary or other
organisation
contracting for NHS
services.

Any substantial or
influential connection
with an organisation,
entity or company
considering entering
into or having entered
into a financial
arrangement with the
Trust, including but not
limited to lenders or
banks.

Any other commercial or
other interests you wish to
declare.
This should include political
or ministerial appointments
(where this is information is
already in the public domain
– this does not include
personal or private
information such as
membership of political
parties or voting
preferences)

Declarations made in respect of
spouse (where living together) or
co-habiting partner / close family
member / close friend or
associate

EXECUTIVE DIRECTORS

Sara Munro
Chief Executive

None. None. None. None. None. None. None. None.

Anthony Deery
Director of Nursing,
Professions and
Quality

None. None. None. None. None. None. None. None.

Dawn Hanwell
Chief Financial
Officer and Deputy
Chief Executive

None. None. None. None. None. None. None. Director / owner of
Whinmoor Marketing Ltd.

Wendy Neil
Deputy Medical
Director

None. None. None. None. None. None. None. None

Lynn Parkinson
Interim Chief
Operating Office

None. None. None. None. None. None. None. Civil Servant at HMRC.

Susan Tyler
Director of
Workforce
Development

None. None. None. None. None. None. None. None.



Name

Directorships, including
Non-executive
Directorships, held in
private companies or
PLCs (with the
exception of those of
dormant companies).

Ownership, or part-
ownership, of private
companies,
businesses or
consultancies likely or
possibly seeking to do
business with the NHS.

Majority or controlling
shareholdings in
organisations likely or
possibly seeking to do
business with the NHS.

A position of authority
in a charity or
voluntary organisation
in the field of health
and social care.

Any connection with a
voluntary or other
organisation
contracting for NHS
services.

Any substantial or
influential connection
with an organisation,
entity or company
considering entering into
or having entered into a
financial arrangement
with the Trust, including
but not limited to lenders
or banks.

Any other commercial or
other interests you wish to
declare.
This should include political
or ministerial appointments
(where this is information is
already in the public domain
– this does not include
personal or private
information such as
membership of political
parties or voting
preferences)

Declarations made in respect of
spouse (where living together) or
co-habiting partner / close family
member / close friend or
associate

NON-EXECUTIVE DIRECTORS

Frank Griffiths
Non-executive
Director

Chair of IGEN
Trust
The charity aims to
solve the root
causes behind
unemployment and
help people back to
work.

None. None. Mental Health
Network Board
Member
The Mental Health
Network is a
network group of
the NHS
Confederation (the
voice for NHS
funded mental
health and
learning disability
service providers
in England).

None. Trustee of Action
Zambia
Supports Chainama
Hills Hospital,
Lusaka with
infrastructure
support and patient
amenities.

None. Chair of Holocaust
Survivors Friendship
Association.

Prof John Baker
Non-executive
director

None. None. None. None. None. Professor of
Mental Health
Nursing
University of Leeds

None Cognitive Behavioural
Therapist for Pennine
Care NHS Trust

Margaret
Sentamu
Non-executive
Director

Non-executive
Director
Traidcraft PLC
Fights poverty
through trade,
practising and
promoting
approaches to
trade that help poor
people in
developing
countries transform
their lives.

None. None. President
Mildmay
International
Pioneering HIV
charity delivering
quality care and
treatment,
prevention work,
rehabilitation,
training and
education, and
health
strengthening in
the UK and East
Africa.

None. None. None. None.

Julie Tankard
Non-executive
Director

None. None. None. None. Director, Group
Contract
Management BT
PLC
BT is a major IT
network company.

None. None. None.



Name

Directorships, including
Non-executive
Directorships, held in
private companies or
PLCs (with the
exception of those of
dormant companies).

Ownership, or part-
ownership, of private
companies,
businesses or
consultancies likely or
possibly seeking to do
business with the NHS.

Majority or controlling
shareholdings in
organisations likely or
possibly seeking to do
business with the NHS.

A position of authority
in a charity or
voluntary organisation
in the field of health
and social care.

Any connection with a
voluntary or other
organisation
contracting for NHS
services.

Any substantial or
influential connection
with an organisation,
entity or company
considering entering into
or having entered into a
financial arrangement
with the Trust, including
but not limited to lenders
or banks.

Any other commercial or
other interests you wish to
declare.
This should include political
or ministerial appointments
(where this is information is
already in the public domain
– this does not include
personal or private
information such as
membership of political
parties or voting
preferences)

Declarations made in respect of
spouse (where living together) or
co-habiting partner / close family
member / close friend or
associate

Gill Taylor
Non-executive
Director

None. None. None. Board member of
the Manningham
Housing
Association
A specialist
housing
association
providing mainly
large family
accommodation
for the diverse
minority ethnic
communities of
Bradford.

None. None. None. None.

Sue White
Non-executive
Director

None None. None. None. None. None. None. None.

Steven Wrigley-
Howe
Non-executive
Director

Non-executive
Director of the
Rehab Group
An independent
international group
of charities and
commercial
companies which
provides training,
employment, health
and social care,
and commercial
services for over
80,000 people
each year in
Ireland, England,
Wales, Scotland
and Poland.

None. None. Non-executive
Director of the
Rehab Group
An independent
international group
of charities and
commercial
companies which
provides training,
employment,
health and social
care, and
commercial
services for over
80,000 people
each year in
Ireland, England,
Wales, Scotland
and Poland.

None. None.

.

None. Dentist Humanby Dental
Practice.



Declarations pertaining to directors being a Fit and Proper Person under the CQC Regulation 5 and meeting all the criteria in the Provider
Licence and the Trust’s Constitution to be and continue to be a director

Each director has been checked in accordance with the criteria for fit and proper persons and have completed the necessary self-declaration forms to show that they do
not fit within any definition of an “unfit person” as set out in the provider licence, the Health and Social Care Act 2008 Regulated Activities (2014), Regulation 5 or the
Trust’s constitution; and that there are no other grounds under which I would be ineligible to continue in post.

Executive Directors Non-executive Directors

SM AD DH WN LP ST FG MS JT GT JB SW SWH

a) Are they a person who has been adjudged bankrupt
or whose estate has been sequestrated and (in either
case) have not been discharged?

No No No No No No No No No No No No No

b) Are they a person who has made a composition or
arrangement with, or granted a trust deed for, any
creditors and not been discharged in respect of it?

No No No No No No No No No No No No No

c) Are they a person who within the preceding five
years has been convicted of any offence if a
sentence of imprisonment (whether suspended or
not) for a period of not less than three months
(without the option of a fine) being imposed on you?

No No No No No No No No No No No No No

d) Are they subject to an unexpired disqualification
order made under the Company Directors’
Disqualification Act 1986?

No No No No No No No No No No No No No

e) Do they meet all the criteria for being a fit and proper
person as defined in the Health and Social Care Act
2008 Regulated Activities (2014), Regulation 5?

Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
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