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To: All Members of the Health & Wellbeing Board

Members:

Non-voting member:

Observers:

Other appropriate officers
Press and Public

Dear Member

Dr lan Orpen (Member of the Clinical Commissioning Group), Councillor
Vic Pritchard (Bath & North East Somerset Council), Ashley Ayre (Bath
& North East Somerset Council), Bruce Laurence (Bath & North East
Somerset Council), Jo Farrar (Bath & North East Somerset Council),
Councillor Tim Warren (Bath & North East Somerset Council),
Councillor Michael Evans (Bath & North East Somerset Council),
Morgan Daly (Healthwatch Representative), Diana Hall Hall
(Healthwatch Representative), John Holden (Clinical Commissioning
Group lay member) and Tracey Cox (Clinical Commissioning Group)

Nikki Luffingham (NHS England — Bath, Gloucestershire, Swindon &
Wiltshire Area Team)

Councillors Tim Ball and Eleanor Jackson

Health & Wellbeing Board

You are invited to attend a meeting of the Board, to be held on Wednesday, 22nd July, 2015
at 2.00pm in the Community Space, Keynsham - Market Walk, Keynsham.

The agenda is set out overleaf.

Yours sincerely

David Taylor

Committee Administrator

This Agenda and all accompanying reports are printed on recycled paper




NOTES:

Inspection of Papers:

Any person wishing to inspect minutes, reports, or a list of the background papers relating
to any item on this Agenda should contact David Taylor who is available by telephoning
Bath 01225 394414 or by calling at the Guildhall Bath (during normal office hours).

Public Speaking at Meetings:

The Partnership Board encourages the public to make their views known at meetings.
They may make a statement relevant to what the meeting has power to do. Advance
notice is requested, if possible, not less than two full working days before the meeting (this
means that for meetings held on Wednesdays notice is requested in Democratic Services
by 4.30pm the previous Friday).

Recording at Meetings:-

The Openness of Local Government Bodies Regulations 2014 now allows filming and
recording by anyone attending a meeting. This is not within the Council’s control.

Some of our meetings are webcast. At the start of the meeting, the Chair will confirm if all
or part of the meeting is to be filmed. If you would prefer not to be filmed for the webcast,
please make yourself known to the camera operators.

To comply with the Data Protection Act 1998, we require the consent of parents or
guardians before filming children or young people. For more information, please speak to
the camera operator

The Council will broadcast the images and sound live via the internet
www.bathnes.gov.uk/webcast An archived recording of the proceedings will also be
available for viewing after the meeting. The Council may also use the images/sound
recordings on its social media site or share with other organisations, such as broadcasters.

Details of Decisions taken at this meeting can be found in the draft minutes which will
be published as soon as possible after the meeting, and also circulated with the agenda
for the next meeting. In the meantime details can be obtained by contacting David Taylor
as above. Appendices to reports (if not included with these papers) are available for
inspection at the Council's Public Access Points:

o Guildhall, Bath;

o Civic Centre, Keynsham;

o The Hollies, Midsomer Norton;

o Public Libraries at: Bath Central, Keynsham and Midsomer Norton.
Substitutions

Members of the Board are reminded that any substitution should be notified to the
Committee Administrator prior to the commencement of the meeting.

Declarations of Interest

At this point in the meeting declarations of interest are received from Members in any of
the agenda items under consideration at the meeting.

(a) The agenda item number in which they have an interest to declare.

(b) The nature of their interest.

(c) Whether their interest is a disclosable pecuniary interest or other interest (as
defined in Part 2, A and B of the Code of Conduct and Rules for Registration of Interests)



Any Member who needs to clarify any matters relating to the declaration of interests is
recommended to seek advice from the Council’s Monitoring Officer or a member of his
staff before the meeting to expedite dealing with the item during the meeting.

7. Attendance Register:
Members should sign the Register which will be circulated at the meeting.

8. Emergency Evacuation Procedure

If the continuous alarm sounds, you must evacuate the building by one of the designated
exits and proceed to the named assembly point. The designated exits are sign-posted.

Arrangements are in place for the safe evacuation of disabled people.



Health & Wellbeing Board

Wednesday, 22nd July, 2015
Community Space, Keynsham - Market Walk, Keynsham
2.00 - 4.00pm

Agenda

1. WELCOME AND INTRODUCTIONS

2 EMERGENCY EVACUATION PROCEDURE
3.  APOLOGIES FOR ABSENCE

4 DECLARATIONS OF INTEREST

At this point in the meeting declarations of interest are received from Members in any of
the agenda items under consideration at the meeting.

(a) The agenda item number in which they have an interest to declare.
(b) The nature of their interest.

(c) Whether their interest is a disclosable pecuniary interest or other interest (as
defined in Part 2, A and B of the Code of Conduct and Rules for Registration of
Interests)

Any Member who needs to clarify any matters relating to the declaration of interests is
recommended to seek advice from the Council’s Monitoring Officer or a member of his
staff before the meeting to expedite dealing with the item during the meeting.

5. TO ANNOUNCE ANY URGENT BUSINESS AGREED BY THE
CHAIR

6. PUBLIC QUESTIONS/COMMENTS
7. MINUTES OF PREVIOUS MEETING

To confirm the minutes of the previous meeting held on Wednesday 25" March 2015 as
a correct record

8. UPDATE ON YOUR CARE, YOUR WAY

A verbal report/presentation will be made at the meeting by the Project Lead Officer for
Adult Care

9. HEALTH PROTECTION BOARD ANNUAL REPORT

The Board is recommended to note the Annual Report and the priorities for the Health
Protection Board for 2015/16



10.

11.

12.

13.

14.

SEXUAL HEALTH BOARD ANNUAL REPORT
The Board is requested to consider and approve the contents of the Annual Report

LSCB ANNUAL REPORT 2014-15 AND BUSINESS PLAN
2015-18

The Board is requested to (1) note the Annual Report and Business Plan; (2) raise any
queries or concerns on safeguarding activity; and (3) recommend areas on which the
LSCB should give consideration

B&NES ECONOMIC STRATEGY REVIEW

The Board is requested to agree that the delivery of the wider economic strategy review
action plan should be supported

JOINT HEALTHWATCH AND HEALTH AND WELLBEING
NETWORK UPDATE

The Board is requested to agree that the approach taken (1) fulfils the expectations of
how local Healthwatch will integrate with the Health and Wellbeing Network; and (2)
complements the aims of the Joint Health and Wellbeing Strategy

TWITTER QUESTIONS/STATEMENTS

The Committee Administrator for this meeting is David Taylor who can be contacted by
telephoning Bath 01225 394414
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Agenda Item 7
Bath and North East NHS Bath and

Somerset Council North East Somerset

HEALTH & WELLBEING BOARD

Minutes of the Meeting held
Wednesday, 25th March, 2015, 10.00 am

Dr lan Orpen Member of the Clinical Commissioning Group
Ashley Ayre Bath & North East Somerset Council
Councillor Simon Allen Bath & North East Somerset Council

Bruce Laurence Bath & North East Somerset Council
Councillor Dine Romero Bath & North East Somerset Council

Jo Farrar Bath & North East Somerset Council

Diana Hall Hall Healthwatch representative

John Holden Clinical Commissioning Group lay member
Tracey Cox Clinical Commissioning Group

Co-opted Non-Voting Member:

75  WELCOME AND INTRODUCTIONS
The Chair welcomed everyone to the meeting.
76 EMERGENCY EVACUATION PROCEDURE

Democratic Services Officer drew attention to the evacuation procedure as listed on
the call to the meeting.

77  APOLOGIES FOR ABSENCE

Councillor Paul Crossley and Morgan Daly had sent their apologies. Ronnie Wright
was a substitute for Morgan Daly.
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78

79

80

81

82

DECLARATIONS OF INTEREST

Councillor Simon Allen (Cabinet Member for Wellbeing) declared an “other” interest
as an employee of Sirona Care & Health Community Interest Company.

Dr lan Orpen declared an “other” interest in item 8 of the agenda as a part share
holder of Bath Pharmacy.

TO ANNOUNCE ANY URGENT BUSINESS AGREED BY THE CHAIR
There was no urgent business.

Dr lan Orpen expressed his sincere thanks to Councillor Simon Allen on behalf of
the Board members, officers and external partners, for his tremendous contribution,
support and commitment during his term as the Health and Wellbeing Board Chair.

PUBLIC QUESTIONS/COMMENTS
There were none.
MINUTES OF PREVIOUS MEETING

The minutes of the previous meeting were approved as a correct record and signed
by the Chair.

The Chair informed the meeting that he had agreed to move forward agenda item
‘Better Care Fund Section 75 agreement’, as the next item on the agenda.

BETTER CARE FUND (BCF) SECTION 75 AGREEMENT (15 MINUTES)

The Chair invited Jane Shayler (Director of Adult Care and Health Commissioning)
to introduce the item.

The Chair thanked the Council and the CCG BANES for work they have put into the
plan.

John Holden had asked if the BCF existing 3.5% target reduction, that has been
included in the plan, would be maintained over the life of agreement.

Jane Shayler and Tracey Cox responded that September 2014 submission of the
plan had had a revision to the reporting metrics; this was the introduction of the
metric of reductions of total emergency admissions with the national ambition of a
3.5% reduction in 2015 against a 2014 actual baseline. As the BCF was not new
money, much of it would have to be re-invested from existing NHS services.

Through the CCG’s 2015/16 operational planning process there has been the
opportunity to review the BCF existing 3.5% target reduction that was included in the
BANES BCF plan. This has allowed BANES to review actual 2014/15 activity and
aligned its BCF plan reductions with the CCG operational plan and associated QIPP
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83

(Quiality, Innovation, Productivity and Prevention) schemes that sit within or
alongside the BCF.

It was RESOLVED to:

e Note the financial summary of BCF schemes and the 2015/16 funding
transfers;

e Support the changes to the target for reductions in emergency admissions;
and

e Agree entering into the draft section 75 agreement with delegation to the Co-
chairs of the Health and Wellbeing Board and CCG’s Chief Officer for
agreement of the final agreement before signing.

BATH AND NORTH EAST SOMERSET PHARMACEUTICAL NEEDS
ASSESSMENT 2015-18 (15 MINUTES)

The Chair invited Paul Scott (Public Health) to give a presentation to the Board.
Paul Scott highlighted the following pints in his presentation:

Purpose of the Pharmaceutical Needs Assessment (PNA)
Who uses a PNA?

Governance

Pharmaceutical Services provided in B&NES

Location map

Key findings

Next steps...

A full copy of the presentation is available on the Minute Book at Democratic
Services.

Members of the Board welcomed the report and presentation from Paul Scott.

The Board also welcomed that they would be required to keep a map up to date of
the provision of NHS pharmaceutical services within the area.

The Board acknowledged that ‘upon receiving a pharmacy application (to amend or
open a pharmacy premises), NHS England would notify interested parties of the
application and the Board would be included as part of this. NHS England would
require written representation to be made within 45 days of circulation of the
application.

The Board agreed that option 2 in the report, for responding to such notifications,
should be preferred option.

Option 2 —

A board member, such as the Director of Public Health, be given delegated authority
for coordinating application responses back to NHS England, on behalf of the
B&NES Health and Wellbeing Board.
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As part of this process, Public Health will be responsible for circulating applications
electronically within 7 days of receipt to representatives from the below teams for
their input and feedback before preparing any response:

- Public Health team

- Research and Intelligence team

- Strategy and Plan team

- Ward councillor(s) impacted by application

- BaNES NHS CCG

- Healthwatch B&NES

As part of this process, all those consulted will be required to highlight any potential
conflicts of interest which may arise in response to an application.

If a clear response cannot be easily identified and agreed electronically, the above
group will be invited to meet to discuss and co-ordinate a response.

Members of the Board noted that location map of B&NES pharmaceutical providers
and location of premises had had a gap in the middle.

The Board also noted that there has been a gap in the provision of easily accessible
local community pharmaceutical services that serve the Chew/Keynsham GP cluster
in the evenings after 18:30 Monday to Saturday, and on Sundays.

It was RESOLVED to:

1) Adopt the key findings set out in the Bath and North East Somerset
Pharmaceutical Needs Assessment 2015-18;

2) Agree the proposed arrangements for maintaining and keeping the PNA up to
date, including an annual PNA Steering Group review meeting;

3) Agree that representatives of the Health and Wellbeing Board meet with the
Avon Local Pharmaceutical Committee through an informal intelligence-
sharing meeting;

4) Adopt option 2 for responding to notifications of hew pharmacy applications
from NHS England.

84 REFRESH OF THE HEALTHY WEIGHT STRATEGY (15 MINUTES)
The Chair invited Jameelah Ingram (Public Health) to give a presentation.
Jameelah Ingram highlighted the following points in her presentation:

Why is obesity an issue?
Obesity harms communities
Key facts — healthy weight
Vision for discussion

Aim and objective

3 Levels of Action
Prioritising Need

Monitoring Outcomes

Local Governance
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86

¢ What can action on obesity lead to
e Initial Consultation Plans
e Next Steps

A full copy of the presentation is available on the Minute Book at Democratic
Services.

Councillor Romero welcomed the Strategy and commented that the Council should
take some action in terms of healthy eating. Councillor Romero suggested that the
Board should receive an update in near future with information on what was stopping
people changing their lifestyle and what dialogue took place with families and
individuals on this issue. Councillor Romero also said that the Council could not
control what children, who have been in academies, have in their school meals.

Dr lan Orpen also welcomed the strategy though people should not necessarily think
that an increase in exercise would help them lose weight. People should control
what they eat and control consumption of high caloric food and drink.

Jo Farrar also welcomed the strategy and added that ‘Fit For Life’ Strategy has been
also designed to help people live healthy lifestyle. Jo Farrar also suggested that the
Board could invite partners within Fit for Life Partnership and hear their views on
increasing number of mass participation events aimed at engaging new people,
promoting positive messages and providing education about sport and physical
activity.

It was RESOLVED to:

1) Approve the strategy subject to public consultation;

2) Agreed with the governance of the strategy;

3) Receive a feedback in 6 months timer,

4) Invite and hear from partners within Fit for Life Partnership.
DEMENTIA WORK PROGRAMME UPDATE (15 MINUTES)

The Chair invited Laura Marsh (CCG representative) to introduce the report.

It was RESOLVED to note the work undertaken to date and support the delivery of
the work programme.

DIABETES CARE PATHWAY REDESIGN (15 MINUTES)
The Chair invited Laura Marsh (CCG representative) to introduce the report.

The Chair commended the work in this area and suggested that Healthwatch could
get involved in the pathway redesign.

The Board welcomed new approach and emphasises on prevention.

It was RESOLVED to note the project work undertaken to date and to support the
development and delivery of the new pathway.
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88

89

BATH AND NORTH EAST SOMERSET JOINT HEALTH AND WELLBEING
STRATEGY (25)

The Chair invited Helen Edelstyn (Strategy and Plan Manager) to give a
presentation.

Helen Edelstyn highlighted the following in her presentation:

Introduction

The JHWS

Changing how we work

Preventing ill health by helping people to stay healthy
Improving the quality of people’s lives

Tackling health inequalities by creating fairer life chances
Delivery

A full copy of the presentation is available on the Minute Book at Democratic
Services.

The Board welcomed the report and presentation. Members of the Board felt that it
was important that priorities should stay the same. Members of the Board also
welcomed the format in which the Strategy had been presented to the community.

It was RESOLVED to adopt the refreshed B&NES Joint Health and Wellbeing
Strategy.

HEALTHWATCH BATH AND NORTH EAST SOMERSET UPDATE (10 MINUTES)
The Chair invited Ronnie Wright (Healthwatch) to introduce the report.

It was RESOLVED to note the feedback received through issues and concerns and
through the Network, including an update on a research project conducted by
Healthwatch within the Royal United Hospital; and to note the proposal for a model
of Healthwatch work which maximises resources available within the overall
Healthwatch project and local partners.

TWITTER QUESTIONS
There were no questions from Twitter.

The Chair thanked Board members and officers involved for their service and input
over the past four years.

The Chair wished the new Board (membership to be known post May 2015
elections) continued success.

The Board thanked Councillor Allen for his contribution to the Board including his

extremely effective leadership qualities, his guidance and direction and sense of
fairness.
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The meeting ended at 12.10 pm

Chair

Prepared by Democratic Services
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Agenda Item 9

Bath & North East
Somerset Council

NHS

ht{;aatll.]tallrllgorutlgag Bath and North East Somerset
Somerset Clinical Commissioning Group

MEETING B&NES HEALTH AND WELLBEING BOARD
DATE 22/07/2015
TYPE An open public item
Report summary table

Report title B&NES Health Protection Board Annual Report
Report author Anna Brett, Health Protection Manager 01225 394069
List of Appendix 1: B&NES Health Protection Board Annual Report
attachments 2014/15

Appendix 2: B&NES Health Protection Board Terms of Reference
Background N/A
papers
Summary In April 2013 the Health and Social Care Regulations changed the

statutory responsibility for health protection arrangements. B&NES
Council acquired new responsibilities with regard to protecting the
health of their population. Specifically the Director of Public Health
(DPH), on behalf of the local authority has to assure himself that
relevant organisations have appropriate plans in place to protect the
population against a range of threats and hazards and to ensure
that necessary action is being taken.

The Health Protection Board was established in November 2013 to
help fulfil this role.

This annual report documents the progress made by the Health
Protection Board and identifies priorities for the next 12 months.

Recommendations

That the B&NES Health & Wellbeing Board notes this annual
report and the following priorities for the Health Protection Board
for 2015/16.

1. Ensure that Local Health Resilience Partnership/Local
Resilience Forum plans are effectively operationalised for
B&NES by;

a) Sign-off the B&NES Health Protection Incident Control Plan
to agree roles and responsibilities, identify gaps and
practical solutions to ensure preparedness and response.

b) ldentify lessons learned from outbreaks and incidents and

Printed on recycled paper
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implement actions plans.

2. Help to ensure resilience of Health Emergency Planning in
B&NES

3. Support the development of Air Quality Action Plans (AQAPS)
for Saltford & Keynsham.

4. Improve the uptake in all childhood immunisation programmes.
5. Improve the uptake of flu vaccinations in target groups.

6. Continue to monitor performance in specialist areas, identify
risks and ensure mitigation is in place and escalate as
necessary.

Rationale for
recommendations

The priorities have been jointly agreed by all Board members as
key issues that need to be addressed in order for the DPH, on
behalf of the local authority to be assured that suitable
arrangements are in place in B&NES to protect the health of the
population. This is systematically carried out by monitoring key
performance indicators, maintaining a risk log and through
intelligence, debriefs of outbreaks and incidents and work plans of
the Local Health Resilience Partnership & Local Resilience Forum
which are based on Community Risk Registers.

The recommendations contribute to the delivery of these
outcomes in the Joint Health and Wellbeing Strategy:

Theme 1 - Helping people to stay healthy: Create healthy and
sustainable places, by improving the air quality in B&NES.

Theme 3 — Creating fairer life chances by increasing the resilience
of people and communities, by ensuring preparedness for outbreaks
of diseases and environmental incidents and hazards as well as
ensuring individuals immunity to a number of diseases through
immunisation and protect the wider population through herd
immunity.

Resource None
implications
Statutory This is a statutory role of the Director of Public Health acting on

considerations
and basis for
proposal

behalf of the Secretary of State.

A number of the priorities will help to address health inequalities.
In particular improving uptake of flu vaccination in at risk groups
and improving coverage of MMR immunisation.

Improving air quality in B&NES will directly impact and health and
inequalities, sustainability and the natural environment.

Consultation

Dr Bruce Laurence, Director of Public Health B&NES Council
Becky Reynolds, Consultant in Public Health B&NES Council
ClIr Vic Pritchard, Cabinet Member Adult Social Care & Health
Ashley Ayre, Strategic Director: People & Communities

Printed on recycled paper
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Department B&NES Council

Richard Morgan Chief Financial Officer nominated representative
B&NES Council

Maria Lucas, Monitoring Officer, B&NES Council

Risk management | A risk assessment related to the issue and recommendations has
been undertaken, in compliance with the Council's decision
making risk management guidance.

THE REPORT

See Appendix 1.

Please contact the report author if you need to access this report in an alternative format
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B&NES HEALTH PROTECTION BOARD

ANNUAL REPORT 2014/2015

Specialist Health Protection Areas:

Sexual Health Healthcare Associated

KPls: chlamydia diagnoses, HIV & Infection (HCAI)
under 18 conceptions KPlIs: MRSA / C.difficile

Communicable Disease
Control & Environmental
KPls: national screening Hazards
programmes & uptake of universal
immunisation programmes

Screening & Immunisation

KPls: private water supplies / air
quality management areas

Substance Misuse Health Emergency Planning

KPlIs: hep B vaccination, opiates & KPIs: Civil Contingencies Act
non-opiates requirements
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Executive summary

What’s gone well?

Across the full scope of the specialist work streams commitment to the Board
has been demonstrated and assurance has been sought. There are no
significant concerns about performance in any area.

Performance monitoring, identifying risks, ensuring mitigation is in place and
escalation processes have worked well.

A full work plan has been agreed and a number of successful workshops have
been held to test the health protection arrangements in a number of
scenarios.

The Board has established a B&NES immunisation sub-group.

Outbreaks and incidents have been handled well, full debriefs have taken
place and lessons identified are being fully implemented.

What are the challenges & recommendations?

The Board is committed to improving all work streams and has recommended 6
priorities to be addressed in order for the Director of Public Health, on behalf of the
local authority, to be further assured that suitable arrangements are in place in
B&NES to protect the health of the population.

1. Fully operationalise health protection plans in B&NES

2. Help to ensure resilience of health emergency planning in B&NES

3. Support the development of Air Quality Action Plans (AQAPs) for Saltford
& Keynsham

4. Improve uptake in all childhood immunisation programmes

5. Improve the uptake of flu vaccinations in target groups

6. Assurance: Continue to monitor performance of specialist areas, identify

risks, ensure mitigation is in place and escalate as necessary
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1. Introduction & background

In April 2013 the Health and Social Care Regulations changed the statutory
responsibility for health protection arrangements. B&NES Council acquired new
responsibilities with regard to protecting the health of their population. Specifically
Directors of Public Health (DPHs) need to be assured on behalf of their local
authority that relevant organisations have appropriate plans in place to protect the
population against a range of threats and hazards and to ensure that necessary
action is being taken.

The Health Protection Board was established in November 2013 to help fulfil this
role. It provides a forum for professional discussion of health protection plans,
performance, risks and opportunities for joint action and ensures strong
relationships between all agencies are maintained and developed to provide a
robust health protection function in B&NES.

The Board’s responsibility covers residents and non-residents who visit or work in
B&NES and includes the following health protection areas:

a) Vaccination & immunisations

b) Infection prevention and control (IPC) related to healthcare associated
infections

c) Drugs and substance misuse

d) National screening programmes

e) Sexual health

f) Communicable disease control including tuberculosis, blood-borne viruses,
gastro-intestinal (Gl) infections, seasonal and pandemic influenza

g) Emergency preparedness, resilience and response

h) Environmental hazards and control, biological, chemical, radiological and
nuclear, including air and water quality, food safety, contaminated land

The following officers and organisations are members of the Board:

e Director of Public Health (Chair) B&NES Council

e Consultant in Public Health B&NES Council

e Cabinet Member for Adult Social Care & Health B&NES Council

e Health Protection Manager B&NES Council

e Public Protection & Health Improvement Manager B&NES Council

e Substance Misuse Commissioning Manager B&NES Council

e Emergency Planning Manager B&NES Council

e Director of Nursing & Quality NHS BaNES CCG

e Consultant in Communicable Disease Control Public Health England
e Senior Health Protection Practitioner Public Health England

2
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e Screening & Immunisation Lead BGSW Area Team
e Head of Public Health BGSW Area Team

2. Terms of reference

The Terms of Reference for the Board were signed off during the March 2014 Board
meeting. Please see Appendix 1.

3. Purpose of the report

This annual report documents the progress made by the Health Protection Board
since it was established and highlights key performance indicators, risks, challenges
and priorities for the next 12 months in each specialist area.

4. Performance, risks, challenging & priorities in each specialist area
4.1 Infection prevention & control - health care associated infection (HCAI)
4.1.1 Context

The Director for Quality & Nursing attends the Board for NHS Bath and North East
Somerset Clinical Commissioning Group (CCG). CCGs are groups of general
practices that work together to plan and design local health services in England.
They do this by commissioning (buying) health and care services including: planned
hospital care, urgent and emergency care, maternity and mental health services.

The CCG has a statutory responsibility to support NHS England improve the quality
of primary medical care. Quality includes patient safety, patient experience and
clinical effectiveness of provided services.

The CCG assures itself that Infection Prevention & Control is in place in provider
organisations through:

1. Quality schedules - zero tolerance of MRSA & minimise rate of Clostridium
difficile (C.Diff).

2. Commissioning for Quality and Innovation (CQUIN):

3. Site visits of major providers

4.1.2 Key performance

The CCG monitors the number of cases of healthcare acquired MRSA & C. diff
infection as part of their contract with providers.
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4.1.3 MRSA blood stream infections

Staphylococcus aureus (S. aureus) is a bacterium that is present on the skin and is
the most common cause of localised wound and skin infections. MRSA is a strain of
S. aureus that is resistant to commonly used antibiotics, for instance, Flucloxacillin.

In 2013/14, the government set the challenge of demonstrating zero tolerance of
healthcare acquired MRSA through a combination of good hygiene practice,
appropriate use of antibiotics, improved techniques in care and use of medical
devices, as well as adherence to all best practice guidance.

In 2014/15 B&NES failed to deliver zero cases of MRSA in all CCG patients, as 2
cases were reported. However this is an improvement of 4 cases in 2013/14 and
robust action has been taken by the commissioners and providers to minimise the
risk of future cases arising.

4.1.4 Clostridium difficile infection

A C.diff infection is a type of bacterial infection that can affect the digestive system. It
most commonly affects people who have been treated with antibiotics.

In 2014/15 the national target for C. diff infection was 49 cases for all B&NES CCG
patients. The total number of cases of C. diff was 61 compared to 56 cases in
2013/14.

The number of cases of C. diff infection was highlighted on the Health Protection
Board’s Risk Log throughout the year and the BaNES HCAI collaborative are taking
actions to reduce C. diff infections, including focussing on appropriate anti-microbial
prescribing and stewardship.

BaNES CCG is also actively monitoring C. diff cases with providers and in primary
care and is participating in a Bath Gloucestershire Swindon & Wiltshire (BGSW)
Area Team pilot. The purpose of the pilot is to ascertain if there are common themes
arising within the community acquired C. diff cases in BaNES. To date, no common
themes have been identified with the small number of cases found and further work
is planned.

4.2 Communicable disease & environmental hazards
4.2.1 Context

The Public Health England (PHE) South West, Health Protection South West North
team work in partnership with external stakeholders including the Public Health and
Public Protection & Health Improvement teams based at B&NES Council, NHS
England, acute care, general practitioners and community nursing to deliver an
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appropriate co-ordinated response to infectious disease cases, outbreaks and
incidents. PHE produce quarterly surveillance reports for the Board to monitor the
incidence of different infections and diseases.

PHE reported that in B&NES there were 365 confirmed cases of infectious disease
during 2014 that required significant investigation, we have highlighted below some
examples of outbreaks or incidents where a multi-agency response and co-
ordination was required.

4.2.2 Tuberculosis (TB)

TB is a disease that mainly affects the lungs and is curable with a full course of
treatment. Around 8,000 people develop TB in England and Wales each year and
predominantly in urban areas.

B&NES is a low incidence area for TB and it is relatively difficult to catch, however
the summer of 2014/15 saw 2 significant TB incidents in a B&NES primary school
and a Somerset factory which employed a significant number of B&NES residents.

A total of 74 children from three different classes in the primary school were
screened for TB following a confirmed case of TB in a member of the school
community. Seven children had positive screening tests, undertook further clinical
assessment and were treated accordingly.

Following 2 confirmed cases of TB in the factory, screening was offered to
everyone who worked there. Approximately 350 people were screened and extra
clinics were put on at the Royal United Hospital (RUH) to clinically assess the 90 or
so people who screened positive, provide advice and support and provide
appropriate treatment.

The two outbreaks are not known to be connected and this was the first time that a
multi-agency incident control team had been tested on such a large scale under the
new health system in B&NES. Both outbreaks were managed very well, support and
advice was given to all those affected and a lot of learning has been collated through
debriefs should a similar incident occur in the future. Both incidents were managed
by different Consultants in Communicable Disease Control (CCDCs) / PHE teams
working together and the Sirona School Nursing Service were applauded for their
efforts in screening the children during the Sirona Awards for Excellence, they were
awarded Team of the Year 2014. Funding was agreed between the Council’s Public
Health Department and the CCG for screening and treatment.
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4.2.3 Scarlet Fever

In 2014/15, in keeping with the rest of AGW, B&NES experienced high levels of
scarlet fever including a school outbreak.

Scarlet fever tends to be more common in the winter and spring and peaks around
end of March/early April. It is mainly a childhood disease and is most common
between the ages of two and eight years. It is usually treated with antibiotics and
children need to be excluded from their childminder, nursery or school to help
minimise spreading the infection.

As a response to the increase in scarlet fever the following public health
interventions were put in place:

e Raising awareness with local clinicians, schools and child care establishments
to ensure prompt reporting.
¢ Increased sampling of suspected cases

Scarlet Fever Notifications: B&NES
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4.2.4 Campylobacter

On 22 December 2014, a member of public telephoned the Council’s Public
Protection services to report that she was suffering from chronic stomach cramps
and diarrhoea, as were five of her colleagues from work following a meal out in Bath.

It transpired that 10 workmates attended a Christmas meal at a relatively new
restaurant in Bath city centre on the evening of 15 December. Six of the diners
subsequently developed food poisoning symptoms. All of the six people had eaten
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chicken liver parfait as a starter, providing strong circumstantial evidence that the
restaurant had poisoned these customers. The six people all submitted a clinical
specimen, but laboratory results were yet available. Due to the circumstantial
evidence, the number of people potentially at risk and it being the Christmas season,
an unannounced inspection of the restaurant took place that lunchtime.

The business, part of a small chain, had recently started trading and had previously
been inspected in November 2014. The facilities were very good, practices appeared
to be good, but they needed to formulate a food safety management system (FSMS)
and a letter was written to this effect. The new business was awarded a Food
Hygiene rating of 4 — Good.

The inspection on 22 December found evidence of poor hygienic practice in the
method used for the production of batches of chicken liver parfait and there was
confusion between management and staff of the correct methods. These exemplified
the shortcomings identified in November as there was no effective food safety
management system. Food samples were taken including chicken liver parfait, high
risk foods were removed from the menu and legal Hygiene Improvement Notices
were served requiring effective implementation of a FSMS. The Food Hygiene rating
was immediately reduced to 1- Major Improvement Necessary which resulted in a lot
of social media activity and speculation (something of a twitter storm)

The six people presenting symptoms all subsequently tested positive for
Campylobacter. However it transpired that five ate at another venue the next
lunchtime (16 December), all were in constant contact during working hours during
the incubation period, the restaurant despite failings in processes had good
traceability of product and of the 240 covers served on 15 December and the 40
servings of chicken liver parfait there were no other reported cases of iliness. All of
the food samples tested were negative.

With no direct evidence to link the cases to the restaurant and an absence of any
other cases outside the group of work colleagues this investigation did not pass the
evidential tests require by the Council Enforcement Policy to proceed to prosecution.
However the Food Safety team did invoke the “Business Support Remediation
Model”, the managers of the company were called into the Council Offices and after
some frank exposure to the evidence gathered, possible consequences and options
for the future relationship with the enforcement team, an action plan agreed to attain
the highest levels of good practice. Three months later the business was awarded a
rating of 5 - Very Good.
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4.2.5 Air Quality Management Areas

B&NES Council is legally required to review air quality and designate air quality
management areas if improvements are necessary under Part |V of the Environment
Act 1995 and the Air Quality Management regulations. Where an air quality
management area is designated, an air quality action plan describing the pollution
reduction measures must then be put in place in pursuit of the achievement of the Air
Quality Strategy and objectives in the designated area.

B&NES Council have declared 3 Air Quality Management Areas (AQMASs) in Bath,
Keynsham and Saltford.

An air quality action plan for Bath has been in place for some time. A multi-
departmental group in the Council led by the Public Protection & Health
Improvement team have recently been identifying potential actions in Keynsham and
Saltford.

Although this work was delayed due to the elections and has been on the Board’s
risk log, the action plan will go out to public consultation this year and be complete
by December 2015.

Based upon a good body of international evidence which demonstrates a link
between air pollution and certain health outcomes, the group working on this area
will make a recommendation that the Council accepts the position that air pollution
does contribute to poor health. If this is accepted then further exploratory work could
include:

¢ Identify the most effective methods of reducing air pollution (e.g. through a
literature review)

¢ |dentify whether there are any physical locations within the 100m buffer zones
of the Air Quality Management Areas where people are more vulnerable to
the negative effects of poor air quality may congregate (e.g. care homes,
sheltered housing, nurseries/pre-school, general practices) and work with
them to look at how they can reduce their exposure to poor air quality.

4.3 Health Emergency Planning

A wide range of events can cause health emergencies, including natural hazards,
accidents, outbreaks of disease and terrorist attacks. Emergencies can be minor
events that threaten the health and lives of local communities or major events that
affect the whole population.
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As much as possible, we try to prevent these emergencies. But it's important that we
are able to respond quickly if they do happen, to reduce their impact on people’s
lives and to stop lives being lost.

In order to ensure the best emergency planning, preparedness and response it is
essential that all organisations in the health community work together in a
coordinated way.

4.3.1 Local Health Resilience Partnership

Local Health Resilience Partnerships (LHRPs) have now been established for over
two years in order to deliver national Emergency Preparedness Resilience and
Response (EPRR) strategy in the context of local risks. This forum brings together
the health sector organisations involved in EPRR at the Local Resilience Forum
(LRF) level and is a partnership for coordination, joint working and planning for
emergency preparedness and response by all relevant health bodies. It offers a
coordinated point of contact with the LRF and reflects a national, consistent
approach to support effective planning of health emergency response.

4.3.2 Review of local health protection arrangements for responding to
incidents & outbreaks

During the spring of 2014 the LHRP carried out a review of local health protection
arrangements for responding to incidents and outbreaks as part of a national audit.
In B&NES a number of capabilities and gaps in funding and resources were found.
As a result the LHRP produced a strategic document entitled ‘Communicable
Disease Incident Outbreak Control Plan’ and an operational plan with a directory of
response activities identifying which organisation has lead responsibility and
resources and skills to deliver each activity.

To help inform the operation plan a series of scenario based workshops have been
held, where all partners came together to discuss very practical issues. A number of
debriefs from real incidents or outbreaks have also been used.

4.3.3 The Council’s Emergency Planning Department

The Council’'s Emergency Planning Department is represented on the Board and
supports local health emergency planning preparedness and response by providing
the Council’s first line of contact out of hours, maintaining the Council’s community
risk register and Major Incident Plan, organising training and exercises and video
advice and expertise. During 2014/15 the Council’s Customer Services Dept.
restructured bringing together the Emergency Management team, CCTV and the
Contact Centre to form the Communications Hub.

Due to the re-organisation and recruitment the inability to plan/exercise and the
inability to respond to emergencies long term was on the Board’s risk log. The matter
9
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was escalated and one of the results was that a Design Group was established to
have a Council wide overview of emergency planning, keep up-to-date with the latest
guidance and developments, agree roles and responsibilities, discuss risk, review
incidents and identify and implement lessons learned.

An internal audit of the Communications Hub recently took place. It was assessed as
level 3 (Satisfactory) and all actions accept one have now been completed. The
outstanding action to have a silver control senior manager rota is currently being
considered.

There is no formal out of hours provision for the Council’s Public Protection & Health
Improvement department. This has been included on the Board’s risk log. To
mitigate against this the Public Protection Manager's and senior manager’s contact
details are on the Council’'s emergency contacts list and a cascade ‘best endeavour’
approach has been adopted. This system was recently tested out of hours when
Protection officers were needed to investigate a potential case of Legionnaires
disease.

4.3.4 Ebola

Since March 2014, there has been an outbreak of the Ebola Virus Disease (EVD)
affecting several countries in West Africa.

EVD is a rare and infectious disease caused by the Ebola virus and is spread
through human populations through direct contact with the blood and bodily fluids of
an infected person.

The risk of Ebola to the UK remains very low. While the UK might see cases of
imported Ebola, there is minimal risk of it spreading to the general population due to
the health care system within England with robust infection control systems and
processes and disease control systems in place.

The DPH and LHRP have been working hard to ensure that local response plans are
as robust as possible. Local workshops and planning exercises have been held, to
work through plans in detail, with all organisations involved. This is to ensure that if
an Ebola situation were to arise in B&NES, all agencies are ready and prepared to
respond effectively and rapidly.

4.3.5 Near evacuation of Bridgemead Residential and Nursing Home

On 24 December 2013 and following an assessment of the likelihood and impact of
flooding, Bridgemead Care Home in Bathwick took steps in preparation for a full
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evacuation of its premises. The incident was deemed to be a local incident and a
number of health system and multi-agency partners were involved in preparatory
actions, some at the scene, others working remotely to support the premises and
ensure the safety of service users and staff. The decision was eventually taken to
keep residents on the premises.

Following ‘stand down’ of this incident, a debrief was conducted in order to identify
any lessons arising.

The following actions were identified:

e Share documentation pertaining to evacuation
e Confirm local (B&NES) transport options and contact numbers
e Bridgemead to develop existing plans to include:

Clarity around roles and responsibilities for on-site incidents (including
accountability for decisions to evacuate)

Route for escalation if encountering difficulties (to commissioners)
Potential roles for emergency services responding to flooding at the
premises

Plans to be shared with commissioning organisations (Local
Authority/Clinical Commissioning Group) and other organisations with
response role.

Use learning from Bridgemead incident as basis for on call staff training:

e Threshold -activating telecom for involved parties

e Threshold-setting up coordination hub and when to request multi-agency
Incident Coordination Centre via Local Authority

e Review risks (short to long-term).

e Ensure plans are in place for these risks

11
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4.4 Sexual Health

4.4.1 The Sexual Health Board

The Sexual Health Board was re-launched in Spring 2014, aiming to promote good
sexual health amongst the population of B&NES. The Board has three main
purposes:

1.

2.

To oversee the development and delivery of a strategic plan for sexual health
in B&NES.

To influence the commissioning and delivery of high quality sexual health
promotion, clinical provision and sexual health-related social care, ensuring
equitable provision according to need.

To ensure effective partnership responses are developed and delivered in
respect of all sexual health services for B&NES residents.

Sexual health is a broad topic and the following areas are included within the Board’s

scope:

NO Ok ON =

Sexually transmitted infections

Unintended pregnancy and safe termination of pregnancy

Young people’s sexual health; and relationships and sexual health education
Psychosexual issues

Promotion of safe sexual experiences

Teenage pregnancy

HIV

Other areas such as rape, sexual violence and sexual exploitation, fertility, sexual
dysfunction and gynaecological issues, whilst linked to the area are out of direct
scope, although linkages with these areas will be developed where required

4.4.2 Sexual Health Needs Assessment (SHNA)

The new SHNA completed in March 2015 provided useful information in a number of
areas relating to health protection:

B&NES is a low prevalence area for HIV (0.66 infections per 1,000 population
aged 15-59 years), compared to 2.1 per 1,000 in England. 25% of people
living with HIV locally receiving treatment and care are Black African. If HIV is
diagnosed early it can be successfully treated and people with HIV can live to
near-normal life expectancies in good health. Early diagnosis also means that
the risk of HIV being passed on as a result of people being unaware of their
HIV status is reduced. As can

12
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be seen in the chart, in B&NES and in the UK just under half the people
diagnosed with HIV between 2011 — 2013 were diagnosed late. B&NES Council
has signed up to the national Halve It campaign to promote early diagnosis.

People presenting with HIV at a late stage of
infection (%)
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Source: Public Health Outcomes Framework

o B&NES is a low prevalence area for gonorrhoea (27 per 100,000 in B&NES
compared to 55 per 100,000 in England), genital herpes (38 per 100,000 in
2013, compared to 60 per 100,000 in England) and genital warts (123 per
100,000 compared to 137 per 100,000 in England)

e 1In 2013, B&NES had a very low incidence of syphilis, consistent with the
national picture (5 per 100,000 compared to 6 per 100,000 in England)

e There were relatively small numbers of people with chronic hepatitis B virus
diagnosed year on year from 2010 — 2013 (10 or less per year). There were
also relatively small numbers of new diagnoses of hepatitis C diagnosed from
2010 — 2012 (average of 63 per year)

¢ Achieving a higher chlamydia detection rate reflects improved control of
chlamydia infection; identifying and treating more infections means individuals
will have reduced risk of serious consequences from the infection and will no
longer be infectious to others. Although data is limited due to some data
coding issues in the testing laboratories, it appears chlamydia detection rates
in B&NES are below the recommended rate of 2,300 chlamydia diagnoses
per 100,000 15 to 24 year olds, averaging 1,607 per 100,000 in 2013
compared to 1,907 per 100,000 in the Avon, Gloucestershire and Wiltshire
PHE centre area and 2,016 per 100,000 in England

e B&NES has a low number of under 18 conceptions each year (generally
between 50 and 55 pregnancies). The under 18 conception rate in 2013 was
17 per 1000 women aged 15-17, and this is significantly lower than national
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rates. Maintaining this low rate will continue to be a priority for partners on the
Sexual Health Board

Following the sexual health needs assessment recommendations will be addressed
from 2015/16 through a strategy and action plan under five themes:

Strengthening intelligence and research
Strengthening sexual health service provision
Strengthening prevention and promotion
Working with recent technologies
Strengthening training and development

ok wN =

4.5 Substance Misuse
4.5.1 Context

The aim of this programme is to coordinate the local response to the treatment and
prevention strand within HM Government’s National Drug Strategy (2010) ‘Building
Recovery: Supporting People to Live a Drug Free Life’ by commissioning effective
substance misuse services for B&NES residents who are affected by drug and/or
alcohol problems. The key objective is to improve the take up of, and outcomes
from, its drug and alcohol misuse treatment services. This is achieved through the
delivery of recovery and outcome focussed integrated services. Nationally, for every
£1 spent on drug treatment and recovery £2.50 is gained in benefits. It is evidenced
in the Local VFM tool that benefits accrued to B&NES are considerably higher, with
£3.43 gained in benefits for every £1 spent on the local treatment system (2012-13).

4.5.2 Drug and alcohol performance

The main substance-misuse related indicator in the public health outcomes
framework (PHOF) relates to improving client outcomes through increased
successful completions from treatment and prevention of re-presentations (through
relapse). The table below shows performance for opiate clients and non—opiate
clients. Opiate clients’ outcomes in B&NES are higher than the national comparators
(10.8% compared with 7.7%), with non —opiate clients’ outcomes similar to national
comparators (39.6% compared with 38.3%).
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Indicator* Year to end Oct | Year to end Oct
2014 - BaNES - England

Treatment completion and non- 10.8% 7.7%

representation (% opiate clients)

Treatment completion and non- 39.6% 38.3%

representation (% non-opiate clients)

*Source: NDTMS

Improving outcomes has been the greatest achievement of 2014/15. For opiate
users, outcomes are considerably above 2013/14 performance and the baseline of
6.7% set in 2010. For non-opiate users, outcomes are also considerably above
2013/14 performance and the baseline set of 21% in 2010.

The treatment services have been innovative in meeting increased demands for
alcohol misusers and with high client successful completions as shown in the
following chart:

Key indicators of your alcohol treatment system
Clients waiting over 3 weeks to start Successful completions as a proportion of
treatment all in treatment
Local National Local National
Comparison to England: Comparison to England:
HBelow Similar MAbove HBelow Similar MAbove

Finally, the national indicator in the government’s Health Premium Incentive Scheme
has been confirmed as ‘successful completion of drugs treatment’ (with combined
data for opiate and non-opiate users), which will give an additional local focus to this
area of work.

4.5.3 Blood Borne Viruses

Hepatitis B (HBV) and Hepatitis C (HCV) are blood-borne viruses (BBVs),
transmitted via infected blood and are known to be the leading cause of liver disease
worldwide.

Injecting drug use continues to be the most important risk factor for people in the UK
who have chronic HCV infection.
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B&NES treatment services are effective and proactive at supporting appropriate
clients to be tested for HCV. During 2014/15, 93% of injecting drug users in B&NES
(engaging in drug treatment) had been tested for HCV. This is substantially above
the national performance (71%).

4.5.4 Hepatitis B project

A briefing by Public Health England in 2013 stated that HBV prevalence dropped
from 44% in 1990 to current 20% due to increased immunisation. Department of
Health Clinical Guidelines recommends offering HBV immunisation to all drug users,
and recommends immunisation of priority groups (such as injecting drug users).

During 2014/15 the B&NES Substance Misuse Commissioning Manager undertook a
study to look at how to increase drug misusers’ uptake of HBV immunisation and to
implement processes to ensure continued high performance.

The main findings and what worked in B&NES:

e Appropriate targeting of priority groups

e Task focussed BBV nurse on-site

o Offering BBV at start of treatment when motivation is highest, and with rapid
follow up of boosters

¢ Promote BBV at needle exchange & steroid clinics

¢ Risk flow-chart (& process) identifying who is responsible for follow up

¢ Obtaining & recording accurate data is challenging e.g. from prisons/GP
practices/out-of-area providers

B&NES continues to perform substantially above national performance for HBV
immunisation.
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4.6 Immunisations
4.6.1 Context

Responsibility for commissioning all universal immunisation programmes was
passed to NHS England Area Teams as a seconded function from the Department of
Health and Public Health England provide the public health and system leadership
capacity in the way of seconded / embedded workforce (Screening and
Immunisation Teams, SIT). All B&NES universal immunisation programmes are
commissioned by NHS England South (South Central), formally the Bath,
Gloucestershire, Swindon and Wiltshire (BGSW) NHS England Area Team
supported by the PHE Centre Health Protection South West North. The programmes
commissioned are part of the Section 7a agreement between the Secretary of State
for Health and NHS England, all programmes are commissioned against a national
Service Specifications (Part c of the S7a), subject to local agreements on
appropriate additional initiatives.

These changes have meant that there have been a number of challenges, and the
screening and immunisation public health leadership and its commissioning has
been nationally acknowledged as one of the key risks. Some of these risks relate to:
access of appropriate, timely and reliable data specifically enabling small area
analysis; clarity of roles and responsibilities on incident management; working
arrangements across NHS England and PHE; staff feed-back. Specifically the
Screening and Immunisation Team have faced some additional challenges including:
relatively late formation, lack of capacity, and lack of admin support; however by the
end of 2014/15 these challenges have been largely addressed.

The Screening & Immunisation team provide the Board with quarterly performance
reports and briefings.

4.6.2 B&NES Immunisation Sub-group

The Health Protection Board has recognised the above challenges and has set-up a
B&NES Immunisation Sub-group which will meet for the first time on 22 July 2015.

It is necessary to have one operational group with the responsibility for taking a
system-wide overview of organisations and other stakeholders contributing to
B&NES immunisation programmes with the aim to protect the health of the local
population, reduce health inequalities and minimise and deal promptly with any
threats that may occur.

The group will provide a structured approach to monitoring, identifying & mitigating
risks and updating action plans relating to immunisation programmes. It will work
collaboratively to exchange information, share knowledge; good practice and provide
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practical solutions and ideas to for the purpose of improving and strengthening local
immunisation programmes.

The group will also aim to seek assurance that immunisation services in B&NES are
compliant with the Department of Health guidelines and ensure that all national and
local immunisations programmes are delivered safely, effectively and in a timely
manner to all B&NES residents.

4.6.3 Immunisation programmes
4.6.4 Childhood immunisation programmes

The COVER (Cover of Vaccination Evaluated Rapidly) programme evaluates
childhood immunisation by collating immunisation coverage data from child health
systems for children aged one, two and five years of age. Data is evaluated against
the World Health Organization (WHO) targets of 95% coverage annually for each
antigen (except MenC) by two years of age.

Pre-school booster vaccinations (DTaP/IPV and MMR 2" dose at 5 years) are
consistently not reaching the national target of 95%, however B&NES is still slightly
higher than the England average.

Hib/MenC booster, PCV booster and MMR 1st dose coverage at 2 years are also
higher than the England average but are generally lower that the nation target of
95%, although considerable improvement was seen for PCV booster and MMR 1
dose coverage at 2 years in the last quarter of 2014/15.

One of the first priorities of the B&NES Immunisation Group will be to discuss the
performance of the childhood immunisations programmes to see what can be done
to make improvements.

4.6.5 Adolescence and school based immunisation programmes

School aged immunisation programmes (HPV, school leaver booster and MenC
booster) are provided by the school nursing service and as necessary by general
practice.

85.3% of all 12-13 yr old girls attending a B&NES school were given 3 doses of HPV
in 2013/14 academic year, this compares against a national target of 90% and was
lower than the England average of 86.7%. The Area Team is working with the
provider to try and improve uptake for HPV during the next academic year

There are a number of changes to the adolescence and school based immunisation
programmes which have recently taken place are or currently taking place.
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e From September 2015, the number of doses of HPV vaccine that is given to
teenage girls will be reduced from three to two

e From 2014/15 academic year Td/IPV and MenC will be given to pupils in both
Yr 9 and Yr 10 and in 2015/16 to Yr 9 only

¢ Meningococcal C adolescent booster: From June 2013 the second dose
(given to infants at 4 months of age) of MenC was removed from the routine
schedule and an adolescent booster dose to be given to school year 10
children was introduced for the academic year 2013 -14. The school nursing
service was commissioned to deliver the MenC booster alongside the existing
school leaver booster for the 13/14 academic year.

e The Men C programme is expected to change for the 2015/16 academic year
to incorporate Men ACWY into the adolescent schedule.

¢ MenC fresher’s vaccination programme: this was an opportunistic programme
offered to first time university students (17 — 25 year olds) who have received
notification from Universities and Colleges Admissions Service (UCAS).
Students were signposted to their own GP. The programme was effective
from 1 April — 31 March 2015. All practices in B&NES agreed to provide this
programme to their registered population. The programme has been extended
for 2015-16. Information will be cascaded about future plans for the Men C
schedule when this information is received from DH however it is anticipated
that the MenC vaccine will be replaced with the Men ACWY vaccine in
response to the increasing number of MenW cases.

4.6.6 Adult immunisation programmes

Adult immunisation programmes (Shingles, Pneumococcal and Pertussis) are
provided by general practice.

a) Shingles vaccination programme:

The shingles vaccination programme was launched on 1 September 2013, with a
view of to reduce Shingles transmission and preventing associated long term
conditions. The routine programme delivers a single vaccination of Zostavax® to
those aged 70 with a catch up programme for those aged 79, both delivered by
general practice.

Both programmes continued in 2014/15, with the second year commencing on 1
September 2014. The routine programme is for patients aged 70 as of 1 September
2014, with the catch up programme for patients aged 78 or 79 years on 1 September
2014.

The B&NES Shingles programme performs above the England average.

b) Pneumococcal vaccination programme:
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This is a single dose vaccine that is only required once in a lifetime. Coverage is
calculated using the percentage of people aged 65 and over who have received the
pneumococcal vaccine anytime up to 31/3/2014. In 2014 coverage in B&NES was
72.5%, 2.8% higher than the Bath, Gloucestershire, Swindon and Wiltshire area
team average of 69.7%.

c) Pertussis (whooping cough) vaccination programme:

Pertussis is a vaccination programme for pregnant women. The temporary

programme introduced in October 2012 was extended for 2014/15. In July 2014 it
was announced that the programme will continue for a further five years. All
pregnant women will be invited to their GP practice for a single dose of the vaccine.

This chart shows that performance is above the England average.

Indicator: Target July | August | September | October | November | December
(%) 2014 | 2014 2014 2014 2014 2014
(%) | (%) (%) (%) (%) (%)
Pertussis
m None | 62.3 | 63.0 62.5 64.8 67.1 70.9
pregnancy
(BGSW)
England None | 53.5 | 556 55.6 58.0 60.6 62.3
Source: PHE

4.6.7 Seasonal Flu vaccination programme

During the 2014/15 flu season free vaccinations were offered to the following ‘at risk’
groups of people through general practice:

e 2,3 &4 yearsolds
e Pregnant women

e Those aged 65 or over
e Carers
e Under 65 year olds with certain medical conditions
e Those living in long stay care.

In addition to these target groups, all employers had a responsibility to maximise
vaccination rates in their front line health and social care staff. Increasing uptake
amongst these groups can effectively help to reduce the pressures on health and
social care services during the winter months.
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a) Childhood flu programme:

The flu vaccination programme for all children aged 2 and 3 years was introduced for
the 13/14 flu season. Delivered in general practice all children were offered a single
dose Fluenz®.

The 2014/15 programme was extended to 4 year olds. In 2015/16 this will be
extended to include all children in school years 1 and 2.

Performance

Indicator: | Target | B&NES BGSW | England | B&NES | BGSW | England
Flu
vaccine (%) 2013/14 | 2013/14 | 2013/14 | 2014/15 | 2014/15 | 2014/15

coverage
1/9/13- 1/9/13- 1/913- 1/9M14- | 1/9/M14- | 1/9/14-

311114 | 311114 | 31/1/14 | 31/1/15 | 31/1/15 | 31/1/15

(%) (%) (%) (%) (%) (%)
Children: | None 42.6 46.6 42.6 46.8 43.9 38.5
2 years

Children: | None |40.1 432 39.5 483 46.2 413
3 years

Children: | None ) ) ; 398 359 32.9
4 years

Source: PHE

e 100% of eligible children should be offered the vaccination. A target between
40% - 60% has been set for all age ranges in the childhood programme.

e B&NES achieved the highest uptake in all three age groups in the childhood
programmes across BGSW.

e BGSW increased uptake for 3 year olds by 3% compared to the overall uptake
for last year. B&NES increased by 8.2% compared with last year.

e There has been an overall decline across BGSW with the 2 year olds
programme by 2.7%. However, B&NES increased by 4.2% compared with
uptake last year.

e Uptake for 4 year olds across BGSW was 35.9%. Uptake in B&NES was
39.8% which was 6.9% above the England average.

e Further communication and liaison with Health Visiting Services and GP
practices is planned for this season, to increase awareness and uptake for the
childhood flu programme.
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b) Adult flu programme:

This programme is delivered between September and January each year and the
data is broken down into a range of population groups all of which are eligible for a

flu vaccination. These groups are:

e Aged 65 and over

e Atrisk individuals from age six months to under 65 years, e.g. patients with
diabetes or chronic heart disease

e Pregnant women

Performance

Indicator:

Target
(%)

B&NES
2013/14
1/9-
311
(%)

B&NES
2014/15
1/9-
31/1
(%)

BGSW
201314
1/9-
311
(%)

BGSW
2014/15
1/9/-
31/1
(%)

England

201314

1/9-31/1
(%)

England

2014/15

1/9-31/1
(%)

Flu
vaccination
coverage
(aged 65 and
over)

75.0

73.6

72.9

73.6

73.7

73.2

72.8

Flu
vaccination
coverage (at
risk
individuals
from age six
months to
under 65
years)

48.0

45.4

51.1

48.3

52.3

50.3

Flu vaccine
coverage:
Pregnant
women

39.7

45.7

39.7

449

39.8

441

Source: PHE

¢ Planning and preparation for the 2015/16 flu season will continue throughout
the year. A planning workshop which includes local authorities and CCG’s
took place at the end of April. Meetings will continue on a monthly basis
throughout the season.

e There is a proposal to run workshops for practices prior to the start of the
season to discuss the priorities of the flu plan and provide an overall update

on flu vaccination

e The annual flu letter and flu plan for 2015/16 has been published. The target
for the over 65’s remains 75%
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No set target for the under 65’s at risk and pregnant women although an
improvement on 2014/15 season is required particularly for those who are at
highest risk of severe disease or mortality. This includes those with chronic
liver and neurological disease and people with learning disabilities.

Uptake for the under 65’s at risk declined slightly this year. BGSW uptake
was 48.3%, an overall decrease of 2.8% compared with last year. This is also
below the England average of 50.3%. B&NES decreased by 2.6% from last
year. Improving uptake in this group will be one of the main focuses for
2015/16.

Communication and liaison with maternity services will continue for the
2015/16. Further updates for midwives will be arranged to ensure that
midwives are updated to enable them to discuss flu vaccination with women.
Uptake for pregnant women increased both nationally and across BGSW.
B&NES increased by 6.0% for 2014/15.

For the upcoming 2015/16 flu season the offer for Health Care workers has
been set at 100% which has changed from last year. A 75% uptake target
remains
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4.7 Screening programmes

There are six NHS England national screening programmes. The NHS Screening
Timeline is a new visual representation of all national screening programmes,
particularly focusing on the adult and cancer programmes.

NHS
NSC wm NHS Screening Timeline Screening Programmes
a )

Ly

>
Z S
Bowel Cancer Screening
S Offered to men and women
aged 60 to 74 every 2 years
Those aged 75+ can
" Gobo 707 soa0 Y """

e~

Age 75

AAA Screening
Abdominal aortic aneurysm
Offered to all men in their
65th year. Men over this age
are able to self-refer

Breast Screening
Offered to women aged
50 to 70 every 3 years
Women aged 70 or over
can self-refer

Cervical Screening
Offered to women aged
25 10 49 every 3 years

& to women aged 50 to 64
every 5 years

newbom screening
screening tests need

tenatal and newbormn timeline
for full details of the optimum times for testing

Visit http/icpd.screening.nhs.uktimeline

* Linked Antenatal and Newborn Sickle Cell
and Thalassaemia

* Infectious Diseases in Pregnancy

* Down's Syndrome and Fetal Anomaly
Ultrasound Screening

* Newborn Hearing

* Newbomn and Infant Physical Examination

* Newbom Blood Spot

www.screening.nhs.uk/england
Version 4, May 2014
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4.7.1 Bowel screening

The Bowel Screening Programme invites all men and women aged 60-74 years, who
are registered with a GP to complete a faecal occult blood test in the form of a home
testing kit every two years. Those patients found to have abnormal tests are then
referred to their local Screening Centre for further assessment and if necessary to
have further investigation with a colonoscopy.

The Bath Swindon and Wiltshire bowel screening programme (based at Salisbury
Foundation Trust) provides bowel screening for the registered populations of
Wiltshire, Swindon and B&NES. B&NES residents are offered colonoscopies and
follow up care at the RUH.

This is a fairly new screening programme. Uptake (the percentage adequately
screened (last 6 months) out of the subjects who were sent a letter) is around 60%
each quarter. Recently the programme has experienced some challenges trying to
ensure that there is enough capacity to ensure all patients are offered colonoscopy
within 2 weeks.

Bowel scope screening is an addition to the existing NHS Bowel Cancer Screening
Programme and is currently being rolled out as a one off for all 55 year olds. Bowel
scope screening is an examination called 'flexible sigmoidoscopy" which looks inside
the lower bowel. The aim is to find any small growths called 'polyps', which may
develop into bowel cancer if left untreated.

4.7.2 Breast screening

The Breast Screening Programme is a national programme that invites all eligible
women aged 50-70 years registered with a GP for mammographic (X-ray) screening
every three years. Women aged 47-49 years and 71-73 years may also be invited as
part of the national age extension study. Women over 70 years of age can request
screening but are not routinely invited. Women identified with abnormal changes in
breast tissue on screening (about 4 in 100 women) are referred for further
assessment. Of these, one will be found to have cancer and offered treatment by the
breast cancer service at their local acute hospital. The Independent Review of the
Harms and Benefits of Breast Cancer Screening estimates that early detection and
treatment of breast cancer by screening can reduce the risk of dying of breast cancer
by 20%.

The programme is well established and there are no concerns about the
programme’s performance which is good.
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4.7.3 Cervical screening

The Cervical Screening Programme invites all eligible women registered with a GP
aged between 25 to 64 years for a cervical screen every three or five years
(depending on age). Screening primarily takes place in GP practice and women with
an abnormal test may be referred directly to colposcopy for further investigation
and/or treatment. Some samples will be tested for the presence of high-risk Human
Papilloma Virus types before either being returned to call/recall or referred to
colposcopy.

The programme is not meeting the 80% target for the percentage of women
screened within 5 years and we know that women aged 25-29 are least likely to have
a test. This is in line with the national trend.

Uptake of women under 35 is 30% and strongly linked with deprivation. This is
particularly concerning because the incidence of cervical cancer is also strongly
linked to deprivation and so it is those most likely to be at risk of the disease who are
not taking advantage of the programme. There are also known issues with access
for Black and Minority (BME) groups. The next two graphs demonstrate this issue. A
working group is being set up to look at ways of increasing uptake.

GP Cervical Screening Rates against GP Index of
Multiple Deprivation (IMD) Rates for B&NES 2014/15
100
£ 90
3 T R
o 20 & 3 * o
g i
£ 70 * <
T
()
& 60
2
[
g 50 *
40 T T T T 1
5 10 15 20 25 30
IMD (Multiple Deprivation) Avon Score

Source: South West Commissioning Support Unit
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GP Cervical Screening Rates against GP Index of
Multiple Deprivation (IMD) Rates for B&NES 2014/15
Excluding Lowest Screening Rate and Highest IMD

(outliers)

100
4
3 90
> ®» ¢
o o € °® o o
® ¢ *
S L 4
= 70 L o
=
T 60
c
8 so
[
2 40 T T T T T 1
° 5 7 9 11 13 15 17

IMD (Multiple Deprivation) Avon Score

Source: South West Commissioning Support Unit

4.7.4 Diabetic Eye screening

The UK National Screening Committee recommends a systematic population
diabetic screening programme with the aim of significantly reducing the prevalence
of sight loss through the prompt identification and effective treatment of the diabetic
retinopathy. Each local programme invites diabetics (Type 1 and 2) who are
registered with a GP and 12 years or older for annual screening and where required
more frequent monitoring or referral to the Hospital Eye Service for further
assessment and treatment.

The Bath programme, based at the RUH provides a service for patients registered
with a B&NES, North West Wilts and Mendip GP practice. Screening takes place at
multiple venues mainly GP practices.

The programme has recently experienced significant challenges with recruitment;
training and sourcing sufficient rooms for screening etc. a number of serious
incidents have also taken place, but they have been handled well.

The resilience of the programme is on the Health Protection Board’s risk log and the
Board has been assured that things are under control. The RUH are reviewing the
capacity of the programme on an on-going basis to identify extra resources required
to ensure resilience and are utilising a national capacity tool to analyse their capacity
and highlight any gaps. The programme has recruited a Screener Grader on a fixed
term 12 month contract to address immediate capacity issues and has a training
programme in place for newly appointed members of staff. This risk and mitigating
actions is discussed at quarterly screening board meetings. Currently the grader
staffing situation has improved.
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4.7.5 Abdominal Aortic Aneurysm screening

The Abdominal Aortic Aneurysm Screening Programme is a national screening
programme that invites all men in England aged 65 who are registered with a GP to
be screened for an abdominal aortic aneurysm. If the aneurysm is beyond a certain
size it is prone to rupture, leading to an acute surgical emergency and risk of death.
One in 25 men aged 65-74 have an abdominal aortic aneurysm and there are
approximately 6,000 deaths each year across England and Wales as a result of
rupture. Women are at a lower risk and therefore not included in the programme.

B&NES residents are offered screening by the Bristol, Bath and Weston AAA
Screening Programme provided by University Hospitals Bristol, service users are
invited to attend their local GP practice for screening.

Performance of this programme is generally good, although recently there have been
some problems with surgical capacity to see everyone on time.

4.7.6 Antenatal and Newborn screening

The Antenatal Screening Programme is a series of three screening programmes
offered to women during pregnancy. These programmes are:

¢ NHS Foetal Anomaly Screening Programme which incorporates the Down’s
Syndrome (Trisomy 21) screening between10+0 - 20+0 weeks gestation and
the Foetal Anomaly Scan at 18+0 — 20+6 weeks gestation

¢ NHS Infectious Diseases in Pregnancy Screening which offers screening for
four viral diseases — HIV, Hepatitis B, Syphilis and Rubella so that appropriate
intervention can be provided to protect and / or treat the mother and foetus

NHS Sickle Cell and Thalassaemia Screening Programme which offers screening for
Sickle Cell Disease and other Haemoglobinopathies within the first trimester to allow
parents of potentially affected foetuses to undergo further testing and genetic
counselling regarding their pregnancy outcome. Screening is determined by the
prevalence of Sickle Cell Disease and Thalassaemia in the area and the completion
of a Family Origin Questionnaire, ideally by 10 weeks gestation, is used to support
laboratory interpretation of blood test results and the identification of women and
their partners who are then offered additional tests.

A recent quality assurance visit found the programmes to generally be performing
well with some areas for improvement needed. An action plan will be signed off by
the programmes screening board.

28

Page 49



5. Recommendations

These recommended priorities have been jointly agreed by all Board members as
key issues that need to be addressed in order for the DPH, on behalf of the local
authority, to be further assured that suitable arrangements are in place in B&NES to
protect the health of the population.

The process on reaching the priorities has been systematically carried out by
monitoring key performance indicators, maintaining a risk log and through
intelligence, debriefs of outbreaks and incidents and work plans of the LHRP & LRF
which are based on Community Risk Registers.

1.

Ensure that Local Health Resilience Partnership/Local Resilience Forum
plans are effectively operationalised for B&NES by;

a) Sign-off the B&NES Health Protection Incident Control Plan to agree
roles and responsibilities, identify gaps and practical solutions to ensure
preparedness and response.

b) ldentify lessons learned from outbreaks and incidents and implement
action plans

Help to ensure resilience of Health Emergency Planning in B&NES

Support the development of Air Quality Action Plans (AQAPs) for Saltford &
Keynsham.

Improve the uptake in all childhood immunisation programmes.
Improve the uptake of flu vaccinations in target groups.

Continue to monitor performance in specialist areas, identify risks and
ensure mitigation is in place and escalate as necessary.
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Appendix 1: B&NES Health Protection Board Terms of Reference (see attached
document)
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Bath & North East
Somersel Council

wWorking together for health & wellbeing

Bath and
North East Somerset

Bath and North East Somerset Health Protection Board

Terms of Reference

Reporting to:

Bath and North East Somerset Health and
Wellbeing Board

Health Protection Group authorised by:

Bath and North East Somerset Health and
Wellbeing Board

Responsible Directorate:

Public Health Directorate, Bath and North East
Somerset Council (B&NES)

Approval date of TOR:

June 2014

Review date of TOR:

Dec (6 month review)

Document history (author)

Draft Version (JG):

July 18"

Draft version (comments incorporated prior to
first meeting of HP Board) JG

October 29™ 2013

Draft version 2 (comments included from Nov
4™ HP Board and subsequent formatting and
collating some functions listed in section 2) BR,
JG

Dec 12™ 2013 and Feb 13" 2014

Draft version (BR) Amends made following
changes agreed at previous Board meeting

Jun 9™ 2014
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1. Purpose

From April 2013 the Health and Social Care Regulations change the statutory responsibility
for health protection arrangements. Upper tier and unitary local authorities acquired new
responsibilities with regard to protecting the health of their population. Specifically local
authorities are required, via their Directors of Public Health (DPH), to assure themselves
that relevant organisations have appropriate plans in place to protect the population against
a range of threats and hazards and to ensure that necessary action is being taken.

Following the introduction of multiple new NHS commissioning organisations and agencies
involved in health protection, it is necessary to have one Board with the responsibility for
coordinating the health protection responsibilities of those bodies locally. Thus threats to
local health in Bath and North East Somerset (B&NES) should be minimised and dealt with
promptly. This responsibility will be with the Health Protection Board, whose membership
consists of commissioners, regulators and other organisations as described below.

The Board will take a system-wide overview of organisations and other stakeholders
contributing to health protection in B&NEs and provide a whole system overview.

The purpose of the Health Protection Board would be to provide assurance, to B&NES local
authority and the Health and Wellbeing Board, in regard to the adequacy of prevention,
surveillance, planning and response with regard to the health protection issues that affect
B&NES residents. It would also provide a route should there be specific health protection
concerns, from a variety of stakeholders.

a. The purpose of the Health Protection Board is to ensure co-ordinated action across
all sectors to protect the health of the people of B&NES from health threats,
including major emergencies.

b. It supports the Director of Public Health (DPH) to carry out statutory responsibility to
protect the health of the community through effective leadership and coordination,
ensuring appropriate capacity and capability to detect, prevent and respond to
threats to public health and safety.

c. The Health Protection Board will provide strategic direction and assurance on
matters relating to health protection policy, risks and incidents.

d. All agencies will work collaboratively to exchange information and share knowledge
and work together for the purpose of protecting the public’s health.

2. Functions

a. To provide a forum for professional discussion of health protection plans, risks and
opportunities for joint action

b. To ensure that effective arrangements are in place and are implemented, to protect
B&NES people, whether resident, working or visiting B&NES.

c. To ensure effective health protection surveillance information is obtained, assessed
and used appropriately so that appropriate action can be taken where necessary.

d. To ensure that public health threats requiring local intervention are identified,
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analysed and prioritised for action to protect public health.

To ensure that systems are in place for cascading major health protection concerns

outside of this meeting.

To ensure that health threats are prevented through implementation of relevant

local and national guidance and regulations to protect public’s health.

To ensure that appropriate plans and policies exist to coordinate responses to public

health activities, emergencies and threats in relation to the scope identified in

section 4.

To ensure appropriate response to environmental hazards and control, biological,

chemical, radiological and nuclear, including air and water quality, food safety,

contaminated land incidences.

To agree relevant risks and performance measures that will be overseen by the

Board.

To ensure appropriate governance for all health protection activities and

programmes.

To establish local health protection assurance system and support organisations to

deliver against the health protection outcomes (part of public health outcomes

framework).

To receive reports that demonstrate compliance with, and progress against, health

protection outcomes.

. To ensure appropriate response to service challenges, major incidents and outbreaks

— although the Board would only need to be alerted to serious incidents, such as

mismanagement of a programme, closure of a ward due/MRSA.

To provide health protection (including emergency preparedness, resilience and

response (EPRR)) assurance on regular (to be determined) basis to B&NES Health

and Wellbeing Board and any other relevant local bodies via the Director of Public

Health.

To ensure strong relationships between all agencies are maintained and developed

to provide a robust health protection function in B&NES.

To quality-assure and risk-assure health protection plans on behalf of the local

authorityi and provide recommendations regarding the strategic and operational

management of these risks.

To ensure health protection intelligence is integrated into the Joint Strategic Needs

Assessments e.g. individual reports and annual report.

To enable / ensure systems are fit for purpose in achieving the desired outcomes,

especially in managing the interdependencies between organisations and

programmes.

To manage emerging health protection risks in delivering effective commissioning

and provision of health and social care.

Reporting progress and forward planning:

- Toreview quarterly performance monitoring against agreed outcomes and
standards

- Toidentify risk and mitigation of those risks in review of progress and action to
be taken. Escalate to the Health & Wellbeing Board, as appropriate.

- To produce an annual report for the Health & Wellbeing Board

- To produce an annual work programme to ensure effective health protection risk
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review
Relation to other areas for cross-boundary issues
Relationships are in place with other areas for cross-boundary issues. Areas that do not have
Health Protection Boards will be developing structures that can be linked in the future if
required.

3. Accountability

a. The Health Protection Board will report to B&NES Health and Wellbeing Board
(HWBB).

b. The DPH is accountable to the Chief Executive of B&NES Council for discharging
health protection duties of the local authority.

4. Scope

The scope of the Health Protection Board is to minimise hazards to human health, and to
ensure that any threats are promptly dealt with. Geographically, the scope covers the
population of B&NES resident and non-residents who visit (links will be established with
professionals in other areas as appropriate). Thematically, the scope covers the following
health protection areas in the Health Protection Assurance Framework for B&NES:

a. Vaccination & immunisations
Infection prevention and control (IPC) related to healthcare associated infections
Alcohol, drugs and substance misuse
National screening programmes
Sexual health
Communicable disease control including TB, blood-borne viruses, gastro-intestinal
(Gl) infections, seasonal and pandemic influenza
Emergency preparedness, resilience and response
Public health advice regarding the planning for and control of pollution
Sustainable environment
Environmental hazards and control, biological, chemical, radiological and nuclear,
including air and water quality, food safety, contaminated land
k. New and emerging infections, including zoonoses but not animal health

"m0 ooCT

— = _IQ’Q

The scope of the Board would not be limited to those mentioned above.

It is anticipated that each of the health protection programme areas is likely to have its own
programme board, already, but this may not be the case in all areas. These programme
boards will be monitoring the commissioned services and performance managing the
providers, as well as dealing with challenges and risks that arise. It is anticipated that the
chair or other representative from those boards would attend the Health Protection Board
as part of the assurance process.
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5. Strategic Linkages: to receive minutes and/or update from relevant committees/groups

a. Local Health Resilience Partnership

b. Joint Commissioning Group: for drugs and substance misuse in relation to hepatitis
and HIV/AIDS

c. Public Health England: for surveillance data and outbreak control

d. Infection Control Collaborative meeting on relation to infection prevention and
control re health care associated infections

e. Local Strategic Committee for Vaccination and Immunisation (this is not been

formed yet but is being considered)

NHS England: Local Screening Committees

Environmental Health Liaison group

Seasonal flu planning

Sexual Health Programme Board

Any other groups whose work remits are linked to the health protection assurance

framework.

— > @

—

6. Membership of Health Protection Group

DPH/Public Health Consultant Health Protection lead - (Chair)

b. B&NES Council Cabinet Member for Wellbeing
Public Health England: Health Protection - Consultant in Communicable Disease, or
their representative

d. Area Team Head of Public Health Commissioning or their representative

e. Area Team Consultant for Screening and Immunisation or their representative

f. Area Team Director of Operations and Delivery who is Deputy Co- Chair Local

Resilience Forum, or their representative

Emergency Planning Officers Group in B&NES: Emergency Planning lead

Environmental Health lead for Air and Water Quality and Food or their

representative

i. CCG Director of Nursing and Quality (Director of Infection Prevention and Control-
DIPC)

j. Representative from Substance Misuse Joint Commissioning Group

k. Representative from Sexual Health Programme Board

|. Representative from other groups/programme areas, where needed, to make sure
all areas of risk represented

m. Representative from health and wellbeing board —a committee member not the

chair

Q

> o

It is expected that core members will attend all meetings and representation will be from
the appropriate senior level. Where they cannot, an appropriately competent deputy, with
the relevant skills and delegated authority, should attend in their place.

Attendance of core members to board meetings will be monitored and reported in the
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annual reports of the Board.

7. Co-option of members

Other Leads of health protection elements maybe co-opted as and when appropriate.

8. Declarations of Interest

If any member had an interest, pecuniary or otherwise, in any matter and is present at the
meeting at which the matter is under discussion, he/she will declare that interest as early as
possible and shall not participate in the discussion. The Chair will have the power to request
that member to withdraw until the Health Protection Board has given due consideration to
the matter.

All declarations of interest will be minuted.

9. Deputising

All members must make every effort to attend. If members are unable to attend they must
send formal apologies, otherwise they will be recorded as ‘did not attend’. Deputies should
attend only when necessary.

10. Quorum

Chair or Deputy; and at least 3 other members from different agencies.

11. Frequency of meetings

3 monthly.

12. Agenda deadlines

Iltems to be received two weeks prior to meeting.

Agenda to be circulated one week prior to meeting.

13. Minutes

Minutes will be circulated within two weeks of the meeting.
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Minutes will be circulated to all members of the Health Protection Board.

14. Urgent matters

Any urgent matters arising between meetings will be dealt with by Chair’s action after
agreement from three other members of the group.

15. Administration

Health Protection Manager and Secretarial support. Directorate of Public Health, B&NES.

16. Attendance

Members (or their nominated deputies) are required to attend a minimum of 3 out of 4
meetings annually.

17. TOR review

TOR will be reviewed at 12 months usually, but at 6 months in first 2 years.
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THE REPORT

1

BACKGROUND AND CONTEXT

1.1 This annual report details the work overseen and completed during 2014/15 by

the B&NES Sexual Health Board by providing background and context to the
board; a brief overview of sexual health in B&NES; details of some of the key
work overseen and completed; successes and challenges; and priorities for
2015/16

1.2 The B&NES Sexual Health Board was re-established in June 2014 following the

appointment of a new Public Health Commissioning Manager for sexual health,
and new Consultant in Public Health, with the lead for sexual health.

1.3 The terms of reference and role of the Sexual Health Board were redefined and

agreed in June 2014. The Sexual Health Board agreed that its purpose was to
oversee the development and delivery of a strategic plan for sexual health in
B&NES; to influence the commissioning and delivery of high quality sexual
health promotion, clinical provision and sexual health-related social care,
ensuring equitable provision according to need; and to ensure effective
partnership responses are developed and delivered in respect of all sexual
health services for B&NES residents

1.4 The Sexual Health Board agreed that its scope would cover sexually transmitted

infections (STls), unintended pregnancy and safe termination of pregnancy;
young people’s sexual health including relationships and sexual health
education; psychosexual issues; the promotion of safe sexual experiences;
teenage pregnancy; and HIV. Other areas such as rape, sexual violence and
exploitation, sexual dysfunction and gynaecological, whilst linked, are outside of
the scope of the board, although linkages are made and developed where
required and appropriate

1.5 The Sexual Health Board then agreed a number of key functions which are:

¢ To identify the sexual health needs of the population of Bath and North
East Somerset

¢ To take a strategic, collaborative and co-ordinated approach to the
implementation of national sexual health and related strategies and
programmes

e To ensure collaboration between the various commissioners of sexual
health services including Clinical Commissioning Groups (CCGs) and
NHS England (NHSE)

¢ To ensure the work of the teenage pregnancy partnership continues by
providing leadership to the programme as necessary and where
appropriate incorporating planning into the wider sexual health
programme
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e To agree a set of priorities that will inform future sexual health
commissioning intentions in line with national guidance

¢ To refresh the Bath and North East Somerset sexual health and HIV
strategy and action plan

¢ To initiate and agree the aims of sexual health working groups that support
the delivery of the action plan

¢ To lead continuous improvement within available resources in the quality,
range, consistency and accessibility of sexual health services across the
partnership by receiving from relevant commissioners and considering an
overview of provider activity and quality measures, making
recommendations as necessary

e To ensure that expert clinical input is available to provide direction to the
commissioning and improvement of local sexual health services

¢ To tackle inequalities, stigma and discrimination that have a negative
impact on sexual health

1.6 As a result of changes brought about by the Health and Social Care Act 2012,
sexual health services are commissioned by a range of different organisations.
Part of the ethos of the Sexual Health Board was to recognise these splits with a
view towards bringing the various commissioners and providers of services
together to try and minimise the potential for fragmentation

1.7 The membership of the board is comprised of senior managers from a range of
sectors including public health; social care; children and young people’s services
and education. In addition there are senior managers and clinicians from primary
care; genitourinary medicine; contraception and sexual health services; Public
Health England; Sirona Care and Health; NHS England and the voluntary sector

1.8 The Sexual Health Board meets quarterly and is directly accountable to the
Health and Well Being Board, reporting annually

2 SEXUAL HEALTH IN B&NES

2.1 The sexual health of B&NES residents is generally better than the national
average by most indicators

2.2 In terms of STls, B&NES is a low prevalence area for gonorrhoea, genital herpes
and genital warts. It appears that chlamydia diagnostic rates amongst 15 to 24
year olds are also lower than the national average, and the regional average, as
detailed in the table below; however this is tempered by historical issues of data
quality, so it may be that chlamydia testing needs to be increased across B&NES
to better understand the extent of infection:
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2.3 In terms of HIV B&NES is a low prevalence area for HIV infection, with 0.66
infections per 1,000 population aged 15 to 59 years, compared to 2.1 per 1,000
in England

2.4 B&NES has reduced its level of teenage conceptions from a rate of 29.0 per
1,000 women aged 15 to 17 years in 1998 to a rate of 17.0 in 2013, as detailed
in the chart below:
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This rate is lower than our statistical neighbours (21.7) and the England rate
(28.0)

2.5 Abortion rates in B&NES are also lower than the regional and national rates. In
B&NES 12.7 per 1,000 women aged 15-44 accessed an abortion during 2013,
compared to 14.0 in the South of England and 16.1 across England

3 KEY WORK OVERSEEN AND COMPLETED

3.1 With the re-establishment of the Sexual Health Board a number of work streams
were identified and subsequently completed

3.2 As a result of a significant gap from previous meetings of the Sexual Health
Board to the re-establishment of the board in June 2014, the board initially spent
some time scoping , identifying the roles and influence required to comprise the
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board and gaps in our collectively knowledge. Some of these gaps included an
awareness of the full range of commissioned sexual health services
commissioned, and an awareness of the full range of data and intelligence
sources available to understand outputs and outcomes. These issues were
identified and actioned early to ensure that all board members had the same
level of understanding. As a further action, each board meeting now features a
standing item where a specific sexual health issue or service is focused on to
further aid understanding

3.3 The Sexual Health Board has established an indicator set to help the board
assesses and understand progress against key sexual health outcomes. The
indicator set currently comprises of three outcomes all of which are also Public
Health Outcomes Framework (PHOF) indicators. They are: the under 18
conception rate per 1,000 women aged 15 to 17 years; the rate of chlamydia
diagnoses per 100,000 young people aged 15 to 24 years; and the percentage
of adults newly diagnosed with HIV. The indicator set is reported to the board
quarterly and our expectation is that the indicator set will develop over time to
include other key outcomes specifically identified as importance to the sexual
health outcomes of B&NES residents

3.4 The Sexual Health Board supported two major procurements of sexual health
services during 2014/15: the procurement of the Contraception and Sexual
Health (CaSH) service and the HIV support service (jointly commissioned by
Adult Social Care). The CaSH service procurement was a lengthy exercise of
approximately one year and the procurement panel including representation from
Sexual Health Board members. The HIV support service procurement was a
shorter exercise but also had a procurement panel that included representation
from including representation from Sexual Health Board members. In addition
the Sexual Health Board assisted both procurement panels by identifying and
engaging with service users representatives so their views could be heard and
taken account of

3.5 The Sexual Health Board also developed the first in-depth rapid sexual health
needs assessment (SHNA) for B&NES since 2008. Although a brief SHNA was
carried in August 2013 this lacked any sub-district analysis, broader stakeholder
views, and analysis of sexual health service activity data. The Sexual Health
Board established a SHNA subgroup which was the project team for the SHNA,
which included members of the Sexual Health Board. The purpose of the SHNA
was to:

e Provide a more detailed understanding of the sexual health needs of the
population of B&NES, especially those with greater risk of poorer sexual
health outcomes

¢ |dentify barriers to access and opportunities for overcoming them
e Enable greater understanding of need and demand
¢ Improve closer working between sexual health and related services

The information gained from the SHNA will be utilised to improve the sexual
health of the population of B&NES, and inform the development of an updated
sexual health strategy and action plan. In future, it will also support future service
commissioning, service planning and service design
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3.6 In terms of service provision, findings from the SHNA provide evidence that we
have a variety and range of sexual health services that are effective in meeting
the needs of our diverse communities in B&NES. That being said, the SHNA
also highlighted a number of actions to review and improve service provision
including:

¢ Reviewing service opening times and location to increase the numbers of
young people attending services

¢ Reviewing the marketing, availability and delivery of the C-card scheme as
a result of a decline in uptake

e Examining the potential for an increased service mix of centrally-based and
outreach-based appointment and walk-in clinics

¢ Improved signage at existing services

3.7 The re-establishment of the Sexual Health Board has also shaped the re-
development of the Sexual Health Stakeholders Group. The Stakeholders Group
was established three years ago and comprises of professionals “at the coal
face” who directly deliver sexual health services to service users. Its aim is to
provide a forum for service providers to discuss service developments and
policy, and helps ensure quality within service delivery, supports the delivery of
local and national sexual health targets and helps ensure the service user focus
is maintained. Its re-development means that it now sits under the Sexual Health
Board, has an expanded membership, and has additional objectives to make
recommendations to the Sexual Health Board in terms of improving service
provision, and to consider priorities set by the board and explore how those
priorities can be actioned and achieved in a practical way.

4 SUCCESSES

4.1 There have been a number of successes for the Sexual Health Board during
2014/15. The board has been fully re-established and has proven to be a
popular and purposeful group amongst its members. The re-alignment of the
Sexual Health Stakeholders Group has also ensured that a wide range of
stakeholders have meaningful involvement in the development and delivery of
sexual health work streams at both strategic and practical levels

4.2 The completion of the rapid SHNA has also been a milestone for the Sexual
Health Board. The previous SHNA did not contain the level of detail or analysis
required to support the development of strategic and commissioning plans for
sexual health. The completion SHNA has made over 40 recommendations
around strengthening intelligence and research; strengthening service provision;
strengthening prevention and sexual health promotion; strengthening training
and development; and working with recent technologies (such as social media,
apps and how these might both improve and cause difficulties to sexual health
outcomes)

4.3 The Sexual Health Board also oversaw the development of two papers for the
Wellbeing Policy Development and Scrutiny Panel on progress against reducing
teenage conceptions and HIV in B&NES. Both papers were well received by the
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Scrutiny Panel and the HIV in B&NES paper led to a referral to full council over
the adoption of the HIV Halve It principles across the Council. Halve It is a group
working with national government and the NHS to reduce the proportion of
people undiagnosed, and diagnosed late, with HIV through policy reform and
good practice. The subsequent full council meeting led to the adoption of the
Halve It principles across the council

4.4 As a result of the completion of the rapid SHNA the Sexual Health Board is now
in the process of drafting a B&NES sexual health strategy and action plan which
will further shape the work of the board and its subgroups. The strategy will set
the overall direction and context for sexual health in B&NES and establish goals
for sexual health outcomes. The action plan will set out the specific details
required to enable the strategic direction to be followed, and progress against
the outcomes made. There is scope and enthusiasm for further subgroups of the
board to be developed specifically to strategic and action planning objectives as
required

5 CHALLENGES

5.1 The rapid SHNA has been one of the biggest projects the Sexual Health Board
has overseen during 2014/15. The SHNA was due to report by November 2014
but was significantly delayed and did not finally report until March 2015. Although
this did not affect the procurement and commissioning of services it has meant
that the subsequent developments of the sexual health strategy and action plan
(of which the SHNA is a key informant for both) have also been delayed and are
not likely to be completed until June 2015

5.2 The procurement of the CaSH service was another significant challenge faced
by the board during 2013/14. Due to a number of complex issues arising during
the procurement process the original commencement date for the service was
put back from September 2014 to January 2015 to March 2017. Following
discussions between the proposed new provider of the service and
commissioners, it was subsequently agreed that the existing provider of the
CaSH service would continue to deliver the service from January 2015. The
process created a great deal of uncertainly for both providers involved and
commissioners of the service before it was resolved with the agreement of all
parties

6 PRIORITIES FOR 2015/16

6.1 There is a clear need to ensure that the development of positive sexual health
outcomes is supported by a wider sexual health strategy that involves all key
stakeholders across B&NES. The strategy is currently being drafted with an
expectation of completion in June 2015 and is expected to detail: the local
context of sexual health in B&NES; gaps in provision and knowledge; a vision for
sexual health and related outcomes to be attained; and how governance and the
reporting of progress will be managed

6.2 As identified above, to help support the sexual health strategy and needs
assessment recommendations, there is a need to establish a sexual health
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action plan. The action plan is expected to detail: specific recommendations (as
informed by the SHNA); specific actions; identified leads; and an indicator of
priority and urgency. It will also set out how the reporting of progress will be
managed — expected to be directly to the Sexual Health Board

6.3 With the potential for increasing financial pressures it is likely the Sexual Health
Board will need to consider how services can be appropriately developed and
commissioned to meet needs in a more restrictive financial climate. Discussions
around this issue can only be commenced once the local government
administration has settled and set its own priorities

7 RECOMMENDATIONS
7.1 The Health and Wellbeing Board consider the contents of this report

7.2 The Health and Wellbeing Board approve the contents of this report

Please contact the report author if you need to access this report in an alternative format

Printed on recycled paper Page 68 8




B&NES Health and Wellbeing Board

24" June 2015

APPENDIX 1 — Risk Assessment for
Item 3: Sexual Health Annual Report

Proposed recommendation(s) of report:

o The Health and Wellbeing Board consider the contents of the
Annual Report

e The health and wellbeing board approve the contents of the
Annual Report

Risks relating to proposed recommendation(s)
No significant risks identified

Risks of not taking proposed recommendation(s)

The risks of not taking the proposed recommendations are that the Sexual
Health Board will lack approval of the Health and Wellbeing Board for its
actions delivered during 2013/14 and for its proposed priorities for 2015/16.

Without the approval of the Health and Wellbeing Board the direction and
forward planning of the Sexual Health Board will have to be reoriented.

Actions to manage risks of not taking proposed recommendation(s)

Further discussions with the Health and Wellbeing Board around proposed
direction and priorities for 2015/16.

Contact person Paul Sheehan,

Public Health Development and Commissioning Manager
Public Health Team

People and Communities Department
paul_sheehan@bathnes.gov.uk; 01225 394065
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Agenda Item 11

Bath & North East
Somerset Council

NHS

Bath and North East Somerset
Clinical Commissioning Group

healthwatch

Bath and North East
Somerset

MEETING B&NES HEALTH AND WELLBEING BOARD
DATE 22/07/2015
TYPE An open public item
Report summary table
Report title Local Safeguarding Childrens Board Annual Report 2014-15 and
Business Plan 2015-18
Report author Lesley Hutchinson - Lesley hutchinson@bathnes.gov.uk /
(01225) 396339
List of Attachment 1: LSCB Annual Report 2014-15 and Business Plan
attachments 2015-18
Background None
papers
Summary The Local Safeguarding Childrens Boards Annual Report 2014-15

highlights the work of the Board during the period and the
safeguarding case activity and outcomes information. The Business
Plan sets out the outcome priority areas for 2015 - 18. The Business
Plan is routinely monitored and reviewed with new actions included
as required. The final detail of the Business Plan is being agreed at
the September LSCB meeting and can be shared with the Health
and Wellbeing Board if requested.

Recommendations

The Board is asked to:
¢ Note the Annual Report and Business Plan
¢ Raise any queries or concerns on safeguarding activity
e Recommend areas you would like the LSCB to give
consideration to.

Rationale for
recommendations

The LSCB is a Statutory Board and has a clear remit as set out in
the Childrens Act 2004, Regulation 5 of the LSCB Regulations
2006 and the LSCB Terms of Reference (June 2015). The work of
the Board clearly contributes to the Joint Health and Wellbeing
Strategy in the following ways and would welcome a stronger
emphasis on the welfare of children when the strategy is reviewed:

Theme one: Helping People Stay Healthy
Particularly around the area of improved support for families with
complex needs.

Theme three: Creating Fair Life Chances
Particularly in relation to improving skills, education and
employment and reducing the health and wellbeing consequences
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of domestic abuse

Resource The LSCB is funded through multi-agency partners; the budget is

implications set out in Appendix 5 of the report. There are no additional
resource implications for the Health and Wellbeing Board to
consider at this time.

Statutory Three reasons can be considered in terms of the statutory basis

considerations
and basis for
proposal

for this report being shared for information with the Health and
Wellbeing Board.

1.

Safeguarding the welfare of children is everyone’s business
and the LSCB would like the Health and Wellbeing Board to
consider the information in the report on this basis

The LSCB has set out in its Terms of Reference (June
2015) the requirement for the LSCB Annual Report to be
presented to the Health and Wellbeing Board (see section
6.4 and 7.7). By delivering this presentation the LSCB is
meeting its responsibilities and raising awareness of
safeguarding concerns

Although the Council is responsible for establishing the
LSCB, the Board is not accountable to the Health and
Wellbeing Board — it is independent. Therefore the
relationship between the Boards is one of mutual challenge
and scrutiny. It is also on this basis the LSCB would like to
present its work. The work of the LSCB will be further
scrutinised by a new arrangement coming in this year with
the formulation of a separate Scrutiny Panel (Terms of
Reference section 6.5).

Consultation

The LSCB has consulted all partners on the content of the Annual
Report 2014 — 15 and Business Plan 2015-18 at its meeting in
June 2015. The partners have included their activity in Appendix 7
of the Report.

Risk management

A risk assessment related to the issue and recommendations has
been undertaken, in compliance with the Council's decision
making risk management guidance.

The LSCB will be developing its own Risk Register in 2015-16
which will be available to share with the Health and Wellbeing
Board if requested.
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THE REPORT

1.1 The Health and Wellbeing Board are asked to consider the information provided in
the LSCB Annual Report 2014-15.

1.2 The Report is written in a new format and the LSCB has tried to consider the
difference its work has made during the period and has asked itself the question
‘so what?’ throughout.
1.3 The Report looks at the following areas;
¢ the current context for B&NES and how safe children and young people are

¢ an update on changes to national and local policy frameworks

¢ the Boards governance arrangements and relationships with other Boards
and Committees

e the work of the sub-groups and the achievements during the year

¢ the support and case activity that has taken place during the year and
compares this with national data where this is available

e delivery of the 2014-15 work programme (Appendix 9) and priorities for
2015 - 18.

1.4 The Report also contains an Executive Summary (pages 5 to 6) written by the
Board Chair Reg Pengelly.

Please contact the report author if you need to access this report in an alternative format

Printed on recycled paper Page 73 3




This page is intentionally left blank

Page 74



~0
LSCB

Bath & North East Somerse t
Local Safeguarding Children Board

Annual Report 2014 — 2015
and

Business Plan 2015 - 2018

Page 75






| am delighted to present this, my second report as the
Independent Chair of Bath and North East Somerset Local
Safeguarding Children Board.

The year 2014 to 2015 has been one of significant change for the
Board in the way that it operates and one of substantial challenge
to our member agencies. The Board has undertaken an ambitious
programme of improvement. Member agencies have continued to
perform within a context of tightening financial pressure as well as
the implementation of new legislation and guidance. | am pleased
to report that the Board and its members have risen well to these
challenges.

It needs to be said that children as well as those adults in need
of care and support, will always be at risk from abuse, predation
and neglect. Most of this abuse takes place behind closed doors
and owing to the need for confidentiality, is rarely evident to
communities. Historically, public awareness of safeguarding arrangements usually occurs on
those occasions when something goes wrong, often resulting in a Public Inquiry. The reality is
that here and elsewhere, an outstanding multi-agency team of professionals, work tirelessly to
ensure that such tragedies are rare and that the lives of children blighted by abuse are turned
around.

It is important to remember though, that protection always starts with somebody raising a
concern in the first place. The “somebody” | refer to here might be a professional such as a
health visitor or a school but could equally be a neighbour or a friend or relative. Safeguarding
children and adults should be considered everybody’s business and not the select province of
a handful of professionals. This is an important message and one which our Communications
Sub Group endeavours to drive home at every opportunity.

Multi-agency safeguarding arrangements exist to coordinate our collective workforce in the
early identification of such risks and to respond to them collaboratively and effectively. A large
part of the process of doing so is founded in good information sharing between agencies and
at the time of writing, we are working with partners to develop a Multi — Agency Information
Sharing Hub in which we hope the process of information sharing will be conducted more
effectively than ever before.

What is very clear to me is tangible evidence of improvement in preventative activity, which

is delivering positive outcomes for those children in most need. The LSCB business plan is
geared to support prevention through early help and support, as a priority and for the purpose
of driving improvements effectively, has been extended to continue into 2018.

This year has seen the implementation of the Care Act 2014. The Act principally improves
things for adults but it includes improvements for children, especially those with special
educational needs and disability. In particular, the Care Act places the Safeguarding Adults
Board on a similar legal footing to the LSCB. We believe that this legislative alignment now
presents a unique opportunity to explore closer collaboration between both Boards. To that end
we have held a joint Development Day and are now planning to implement some exciting new
approaches. Closer collaboration across both Boards should at least strengthen the “Think
Family” ethos in which professionals consider the wider implications of an individuals needs in
the context of risk implications for other members of their family.
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The challenges facing the LSCB into 2015 to 2016 are outlined later in this report. On the basis
of the achievement of an ambitious programme of change undertaken during the past year,

| feel confident of our ability to squarely meet these challenges into the next. In particular,

| would like to commend the members of B&NES LSCB, its sub groups and our thoroughly

professional workforce for their continued efforts in keeping children and young people safe in
B&NES.

Reg Pengelly
Independent Chair
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Context

B&NES LSCB is a statutory body established under the Children Act 2004 and the Local
Safeguarding Children Board Regulations 2006. It is independently chaired and consists of
senior representatives of all the principal stakeholders working together to safeguard children
and young people across the area.

There are just over 180,000 residents in the B&NES area. The 2011 Census shows that 16.7%
(29,577) of the population are 15 years or under, and that 6.3% (11,211) are 16 -19 year olds.

2014 - 15 has been a period of substantial legislative change and new guidance. This has
taken place in the context of financial challenges for all of our member agencies.

Child Protection

There has been a 25% rise nationally in Child Protection (CP) activity over the past five years.
In B&NES the increase from 2010 up to 2014 was over 56%. However during 2014 — 15
B&NES have seen a 13% reduction.

Over the past year there has been a reduction in the percentage of CP cases that are re-
referred into the Authority within 12 months of a previous case closure. In April 2014 this

rate of re-referral was 24.6% (against the statistical neighbour percentage of 24.5% and the
national percentage of 24.9%). By December 2014 this percentage had reduced to 21%. The
reduction in this percentage indicates that although the length of our Children In Need (CIN)
interventions might be longer than that of other areas, the longer duration has allowed a better
quality of intervention and assisted in a more sustained improvement for families.

Prevention and Safeguarding

There is evidence that the Early Help service, and the strengthening of links between Early
Help and Social Work teams has had a positive impact on their ability to work with families at
an earlier stage and to also work effectively with families when they are subject to a CP plan.
This approach has led to a 13% reduction in plans since April 2014. (From 125 in April to 109
in March 2015).

The prioritisation of Early Help has contributed to a sustained reduction in the numbers of
young people coming into care (Looked After Children), over the past 12 months. In April 2014
there were 145 young people in care. This figure has since reduced to the current figure of 131
(a reduction of just under 10%).

Within this cohort of Looked After Children, and in common with the national picture, there
has been a considerable rise in the number of 10 -15 year old children and young people
that were accommodated. This age group now comprises almost half (48%) of the Looked
After population, which is significantly higher than both statistical neighbours (37.1%) and the
national average (37%).

It is always a challenge to evidence the impact of assessment and subsequent planned
intervention but from what has been returned to the Integrated Working Team, 69% of the
information evidences improved outcomes to some extent.

Over the past two years we have seen a consistent figure of between 8 -10% of Common
Assessment Frameworks appropriately progressing to a child in need or child protection
assessment by the Children’s Services Duty team. More tangible outcomes such as improved
morning or bedtime routines have also been reported as positive outcomes.
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The B&NES Connecting Families initiative (launched nationally as Troubled Families)
completed the phase one targets in August 2014. This meant that the targets for reaching
215 families were met 7 months early and confirmed the local initiative as one of the best
performing in the UK. This has led to an increased focus on the impact of workless-ness and
homelessness as issues that contribute to poor outcomes for young people.

The Work of the Board

The LSCB has undergone a significant programme of change in the past year. This includes
a change to the format of Board meetings to allow a themed discussion of each of our key
work-streams at each meeting and effective challenge between members. A review has been
completed of the tasks and focus of all of the sub-groups, and two new groups, (CSE sub-
group, and the Communications sub-group) have been established.

Links between the LSCB and the LSAB have been strengthened through the appointment of a
joint Head of Safeguarding and Quality Assurance, a joint Independent Chair (from June 2015).

The LSCB continues to be an active and influential participant in the work of the Children’s
Trust and Health and Wellbeing Boards. It provides information and challenge throughout
the year to influence the priorities and work of both Boards. This report provides evidence
that the LSCB has prioritised its work according to local issues and demands and set clear
improvement priorities that are incorporated into a delivery plan to improve outcomes

A Learning and Improvement Framework has been agreed. There is strong evidence in this
report that opportunities for learning are effective and properly engage all partners. A culture
of learning and continuous improvement appears to be embedded within key agencies.

The delivery of training consistently meets high standards and work is underway to further
strengthen the way that the Board evaluates the impact of training to support improved
outcomes for children and families.

The LSCB and its members face a number of current and future challenges/areas for
development. Resourcing and financing of the Board remains tight and pressured. The
interface with schools requires improvement. To that end, the LSCB has recently recruited both
a primary and secondary head teacher to join the LSCB and they will join in June 2015.

Business Plan

This year the LSCB have developed a three year business plan. The priorities for 2015 -16 are
as follows:

Receive progress reports on the development of Multi-agency Information Sharing Hub
Monitor the delivery of the Child Sexual Exploitation and Missing Action Plan

Monitor the implementation of Prevent and Channel responsibilities (radicalisation)
Gather assurance on e-safety arrangements

Continue to improve practice through multi-agency audits and agency audits

Continue to ensure the voice of the child and parent / carer is heard

Induct new lay members, school representatives and housing professionals to the LSCB

Progress against the actions is monitored routinely.
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1.1

1.2

1.3

1.4

1.5

1.6

Bath and North East Somerset (B&NES) is a Unitary Authority with just over 180,000
residents. The 2011 Census shows that 16.7% (29,577) of the population are 15 years or
under, and that 6.3% (11,211) are 16 - 19 year olds.

The area has a predominantly White and White British ethnic population, with 93%
defining themselves as such. The largest minority ethnic groups in the area are those
who define themselves as mixed heritage (4%) and Black (2%).

Bath is the largest urban settlement in the area, acting as the commercial and
recreational centre. It is home to approximately 50% of the population and is one of the
few cities in the world to be named a UNESCO World Heritage Site. Keynsham lies to
the west of Bath, a traditional market town with a population of almost 9% of the total
population of B&NES. Midsomer Norton and Norton Radstock are small historic market
towns, located in the south of the area with approximately 12% of the total population
split between them. They both have a strong heritage of mining and industry stemming
from the North Somerset Coalfield. The rest of the district consists of 69 diverse rural
communities of varying sizes and characteristics, including a line of villages along the
foothills of the Mendips, the Chew Valley and Cotswolds villages around Bath.

The area has a mix of affluent and deprived areas, with 5 small areas being in the most
deprived 20% nationally according to the 2010 Indices of Deprivation. An estimated 12%
of children live in poverty, compared to 17% in the UK. Rates vary significantly within
local authority wards, with levels ranging from 5% to 34%.

The Department for Education (DfE) estimates that nationally around 7% of children have
a disability as defined by the Equalities Act 2010. In B&NES we have an estimated 2,228
children, 6.2% of the total population of children and young people between the ages of
0 and 19 who are identified as disabled.

Whilst B&NES schools perform well overall, with a higher than average number of pupils
locally attending good or outstanding schools and authority-wide attainment measures
in the top quartile nationally, the poorer educational performance for children on Free
School Meals means the attainment gap is significant and narrowing this gap is a shared
local priority to improve the equality of life chances for our children and young people.

2.1

2.2

Nationally there has been a 25% rise in Child Protection (CP) case activity since 2010.
Like many other Local Authorities (LAs), in B&NES we have also seen a rise in CP
activity; the increase from 2010 up to 2014 was over 56% (71 children and young people
on CP plan in 2010, 109 on a CP plan on 31st March 2015). However with the continued
investment in Early Help and Connecting Families and the strengthening of links between
our Early Help services and Social Work teams there has been a positive impact on our
ability to work with families at an early stage and to also work effectively with families
when they are subject to a CP plan. This approach has enabled us to make a 13%
reduction in CP plans since April 2014. (From 125 in April 2014 to 109 in March 2015).

Over the past year we have also seen a reduction in the percentage of cases that are
re-referred into the LA within 12 months of a previous case closure. In April 2014 this
rate of re-referral was 24.6% (with thepztggsé'gal Neighbour figure of 24.5% and the
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national figure of 24.9%) whilst in December 2014 we had reduced this figure to 21%.
The reduction in this figure is suggests that although the length of our Children In Need
(CIN) interventions might be longer than other LAs, the longer duration has allowed a
better quality of intervention and assisted in a more sustained improvement in the family
situation.

The prioritisation of Early Help has also contributed to a sustained reduction in the
numbers of young people coming into care over the past 12 months. In April 2014 we
had 145 young people who were Looked After. Over the past year we have been able

to gradually bring this figure down to the current figure of 131 (a reduction of just under
10%). The rate per 10,000 population, a figure which is commonly used for comparison
purposes puts B&NES at 40.5 which is just below our statistical neighbour average
(41.5). Within this cohort of Looked After children, and in common with the national
picture, we have seen a considerable rise in the number of 10 - 15 year old children and
young people that we accommodated. This age group now comprises almost half (48%)
of our Looked After population, which is significantly higher than both our statistical
neighbours (37.1%) and the national average (37%). It will be important that we continue
to develop services such as our R2K (a respite service for foster carers) and our In Care
Council to support this age group and ensure that outcomes for this group are monitored
closely. In Care Council is a group of Children in Care facilitated by Off the Record,
providing a voice for Looked After young people, it also provides some scrutiny of our
services and the pledge to children in care.

B&NES LSCB has undergone considerable change over the past 2 years. The
appointment of a new chair has allowed us to review the way the Board works and to
ensure its work reflects the emerging priorities within Safeguarding as well as ensuring
that the LSCB was able to develop closer working links with the adult safeguarding
agenda and the LSAB. Of particular importance has been the development of a
stronger multi-agency position in relation to Child Sexual Exploitation. In the last year,
we have commissioned awareness raising training for all agencies, and developed and
launched the LSCB Child Sexual Exploitation Strategy. This is now being developed
further through the recruitment to a multi-agency “virtual” team of practitioners who have
skills in engaging with hard to reach young people. These staff work alongside though
independently of, the lead professional, offering advice and undertaking some of the key
face-to-face work with the young person.

The LSCB has also:

a) Changed the format of Board meetings to allow a themed discussion of each of
our key work-streams at each meeting.

b)  Reviewed the tasks and focus of all of the sub-groups, and established two new
groups (CSE sub-group, and the Communications sub-group).

c)  Further strengthened the links between the LSCB and the LSAB through the
appointment of a joint Head of Safeguarding and Quality Assurance, a joint
Independent Chair (from June 2015) and the continued work of the joint LSCB and
LSAB Interface Group.

d)  Appointed lay members to the LSCB; we recognise that maintaining a consistent
and sustained contribution from lay members can be difficult and we are currently
recruiting more lay members.

e)  Undertaken a full section 11 audit of all contributing agencies looking at 2013 - 14
information. This audit demonstrated a good level of engagement from partners
and a clear commitment to the SS;%%ugﬁding agenda. We have agreed four themed
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mini audits with the sub regional LAs for 2014 - 15; these are in progress.

Organised the annual stakeholder event in November 2014. The focus was on
“The contribution of Early Help towards Safeguarding”. In addition to this we
launched the CSE Strategy and the LSCB has continued to organise development
workshops for all partners on a six monthly basis. We also held a “Vision Day” to
allow partners to critically review the goals, values and objectives of the LSCB to
ensure that all members remain in agreement about the measures of success for
the LSCB. This has resulted in the development of a document that sets out the
vision and goals of the LSCB.

Developed a short document for all front-line professionals which sets out some
of the key tasks undertaken by the LSCB. This has been completed by the
Communications sub-group. This group intends to strengthen an already good
level of engagement between the LSCB and partner agencies.

Continued to undertake multi-agency audits. The Professional Practice sub-

group now takes a themed focus and cases are debated by a range of agencies/
professionals. Learning is shared with managers and good practice is recognised
through letters of appreciation to individuals who have contributed to positive
outcomes. The Chair of this group is an independent consultant from Barnardos.

Developed a stronger “challenge” culture, evidenced in the challenges set to the
Children’s Trust Board which have involved discussion of how the following areas
are being addressed by partners:

i) Early Help

i) Provision of parenting support in addition to those services provided by the
Connecting Families Team

i) Raising staff awareness of Child Sexual Exploitation

iv) Transition arrangements for vulnerable adults

v) The development of resilience in young people

”

Developed, launched and implemented a “Learning and Improvement Framework
for staff in accordance with the requirements of Working Together 2013.

Re-launched the Threshold Document. Training on thresholds is now included in
the LSCB induction training for all staff of LSCB agencies.

Undertaken a detailed audit of Safeguarding arrangements in schools and
colleges including those with independent and academy status. This was
launched by the LSCB in October 2014, and the findings have been reported back
to each establishment and an overview report is being presented to the LSCB in
June 2015.

Approved a 360 degree feedback system for the performance of the Independent
Chair with an annual multi-agency ‘Challenge and Review’ Panel. This will be
implemented in 2015 - 16.

The LSCB faces a number of current and future Challenges/Areas for Development:

a)

In accordance with other LSCBs the resourcing and financing of the Board remains
tight and pressured. All partner agencies experience similar pressures on funding,
and therefore it will be important to ensure that funding is proportionate and fair. In
the last year we have reviewed and re-confirmed the pooled funding arrangements
of the B&NES LSCB and how its historical carry-forward will be used.
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b)  Along with six other LAs and in conjunction with the Avon and Somerset Police and
the Police & Crime Commissioner we have successfully bid to the Home Office
Innovation Fund to assist in the recruitment of two regional posts that will provide
additional capacity to support the collation and sharing of key information and
victim profiling. These posts will commence in June 2015 and are funded for two
years.

c)  The engagement between the LSCB and schools requires improvement. We have
recently recruited both a primary and secondary head teacher to join the LSCB
and they will join in June 2015.

d)  We welcome the current Ofsted focus on the quality of LSCBs and their role in
challenging partner agencies to work more closely when addressing Safeguarding
issues. However the emergence of CSE and “Missing from Home/Care” as
key areas of strategic and practice development bring with them considerable
expectations and at present there appears to be little recognition that the
investment in the development of responses to these issues will bear a significant
cost, or divert resources away from other priorities.

e)  Governance arrangements and further alignment of the Childrens Trust Board,
Health and Wellbeing Board and the Local Safeguarding Adults Board.

3.1

3.2

12

Appendix 1 lists the relevant and most significant Acts, guidance and reports provided
by Ofsted, Department of Health (DH) and the Department for Education (DfE) that
shape our work in safeguarding children and young people. Section 3 sets out new
guidance and reports published during the reporting period.

The Children and Families Act 2014 received royal assent in March 2014. Although
published just before this reporting period, it is relevant to note as it introduced new
arrangements that came into force during 2014 and into 2015. Significant changes
include:

o Child Arrangements Orders (which amended section 8 of the Children Act 1989),
replacing Contact and Residence Orders. The Court can decide whom the child
is to live and spend time or have contact with and when this will take place. The
residency element can be in place until a child reaches 18 years; the contact
aspects (with whom) ceases to have effect when the child reaches 16 years unless
the court says otherwise.

o Enabling children and young people to stay with foster carers if they wish until 21
years.

o The extension of support until the age of 25 for children with special educational
needs and disabilities (SEND).

o The requirement for Court proceedings for care and supervision applications to be
completed within 26 weeks.

DfE produced a Young Persons Guide to the Children and Families Act 2014 in
September 2014.
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3.4

3.5

3.6

3.7

Public Law Outline: Guide to Case Management in Public Law Proceedings came
into effect on 22nd April 2014. It sets out streamlined case management procedures for
dealing with public law children’s cases and the aim is to identify and focus on the key
issues for the child; making the best decisions for the child within the timetable set by
the Court and avoiding the need for unnecessary evidence or hearings. It sets out the
requirement to complete cases within 26 weeks.

The statutory inspection and regulatory framework changed during the period and the
following was introduced - Framework and evaluation schedule for the inspections of
services for children in need of help and protection, children looked after and care
leavers. Reviews of Local Safeguarding Children Boards (Ofsted June 2014, various
amendments made through-out the year). This document sets out the current single
inspection framework. Inspections are conducted under section 136 of the Education
and Inspection Act 2006 and focus on the effectiveness of local authority services

and arrangements for child protection, children that are ‘looked after’ and care leavers
including permanency.

What local authorities need to do to place a child under 13 in a secure children’s
home, and guidance on when it is appropriate to do so (DfE February 2015) sets out
step by step guidance about how to make such a placement and the criteria that need to
be met.

Young Carers’ (Needs Assessment) Regulations (March 2015) came into force on
the 1st April 2015 and sets out what needs should be considered and the skills and
experience of the person carrying out the assessment.

Working Together to Safeguard Children: a guide to inter-agency working to
safeguard and promote the welfare of children March 2015 — replaces the 2013
statutory guidance and sets out,

...the legislative requirements and expectations on individual services to
safeguard and promote the welfare of children; and

a clear framework for Local Safeguarding Children Boards (LSCBs) to monitor the
effectiveness of local services.’ (p6)

Early help has been emphasised in the guidance and LSCBs are encouraged to
monitor training and ensure this is included. The guidance focuses on awareness
raising, involvement of universal services, assessments and lead professional and
commissioning responsibilities.

The guidance makes reference to the new Young Carers’ (Needs Assessment)
Regulations 2015 which requires local authorities to look at the needs of the whole
family when carrying out a young carer’s needs assessment (p17). It also refers to the
Local Authority’s new duty to establish Channel panels (from 12th April 2015) as part of
the Counter-Terrorism and Security Act 2015 and in response to children (not least the
recent case of three teenage girls from Bristol) being radicalised.

On page 22 of the guidance the assessment framework has been retained along with
the focus on outcomes and timeliness, with assessments needing to be completed in

no longer than 45 days. The CP process is also the same with the minimum requirement
for Police, Health and Social Care to be involved in strategy discussions, for the initial
case conference to take place within 15 working days, develop the CP plan, the core
group to meet within 10 working days of the conference and the review conference to be
convened within three months.
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3.9

3.10

3.11

3.12
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The document makes reference to the principles set out in Freedom to Speak Up report
written by Francis (February 2015) and about the need to ensure cultures of openness
and learning.

There is a new requirement for ‘new to post’ designated officers in the local authority
coordinating allegations against staff or volunteers working with children and young
people to be qualified social workers (p54). The term LADO is no longer specified.

The publication clarifies notifiable incidents involving the care of a child and defines
‘serious harm’ for the first time.

“Seriously harmed” ...includes, but is not limited to, cases where the child has
sustained, as a result of abuse or neglect, any or all of the following:

e a potentially life-threatening injury;

e serious andjyor likely long-term impairment of physical or mental health or
physical, intellectual, emotional, social or behavioural development.

This definition is not exhaustive. In addition, even if a child recovers, this does not
mean that serious harm cannot have occurred. LSCBs should ensure that their
considerations on whether serious harm has occurred are informed by available
research evidence.’ (p76)

Young Person’s Guide to Working Together to Safeguard Children (March 2015)
sponsored by DfE but produced by the Office of the Children’s Rights Commissioner is a
new guide for children and young people.

Keeping children safe in education: schools and colleges (March 2015) and Keeping
children safe in education: schools and colleges for staff (Part 1) (March 2015)
replaces 2014 guidance and sets out what schools and colleges must do to safeguard
and promote the welfare of children and young people under the age of 18.

Information Sharing: advice for practitioners providing safeguarding services
to vulnerable children, young people, parents and carers (March 2015) replaces
previous guidance from 2008. New advice setting out the legal and professional
guidance on information sharing and is intended to:

‘...support frontline practitioners, working in child or adult services, who have to
make decisions about sharing personal information on a case by case basis.6
The advice includes the seven golden rules for sharing information effectively
and can be used to supplement local guidance and encourage good practice in
information sharing. * (Working Together to Safeguard Children 2015 p13)

Promoting the health and well-being of looked-after children: Statutory guidance
for local authorities, clinical commissioning groups and NHS England (March 2015)
published by DfE and DH sets out what each agency must do when supporting looked-
after children. New arrangements are set out.

Modern Slavery Act 2015 was passed in March. The Act applies to children and adults
and sets out the circumstances in which it applies (including trafficking) and the range
of responses and penalties. This issue has been on the political agenda for some time
and the Government raised awareness and focus during the nationwide campaign it
launched in July 2014.
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4.2

4.3

4.4

4.5

4.6

4.7

The section outlines a number of non-statutory guidance reports published during the

period to help practitioners, commissioners and LSCBs. It is not an exhaustive list. The
LSCB await the outcome of the Government announcement in July 2014 regarding the
Independent Inquiry into Child Sexual Abuse in England and Wales.

Female genital mutilation: multi-agency practical guidelines (DfE and Home Office
July 2014 revised from 2011) — provides guidelines to support frontline staff including

teachers, health and social care professionals and the Police in safeguarding children
and adults from the abuse associated with this. This document along with those listed
below is part of the Governments declaration on FGM.

Estimating the Cost of Child Sexual Abuse in the UK written by Aliya Saied-Tessier
and published by the NSPCC in July 2014 reports the cost and impact of child sexual
abuse.

Independent Inquiry into Child Sexual Exploitation in Rotherham 1997 - 2013
written by Alexis Jay OBE was published in August 2014. The Inquiry estimated that
approximately 1400 children were sexually exploited over the Inquiry period and in just
over a third of the cases the children were previously known to services because of CP
and neglect issues. The report described the

...appalling nature of the abuse that child victims suffered. They were raped by
multiple perpetrators, trafficked...abducted, beaten and intimidated....doused in
petrol and threatened with being set alight, threatened with guns...Girls as young
as 11 were raped by large numbers of male perpetrators.’ (p1)

The Inquiry sets out the failings of the Police, Council, Councillors and other agencies
to respond to information, which it describes as clear in its description of the situation
in Rotherham. It highlights that the Safeguarding Childrens Board was weak as it rarely
checked whether strategies, policies and procedures had been implemented and were
working. Jay made 15 recommendations for improvement.

The Thematic Inspection of The Sexual Exploitation of Children: It Couldn’t Happen
Here, Could It? (Ofsted November 2014)

‘The report draws on evidence from inspection and case examination in eight

local authorities and from the views of children and young people, parents, carers,
practitioners and managers. In addition, themes from the aligned inspections of 36
children’s homes and the collation of findings from the 33 published inspections

of services for children in need of help and protection, children looked after and
care leavers and reviews of Local Safeguarding Children Boards contributed to the
findings.’ (P1)

It sets out a number of recommendations for LSCBs, Services and practitioners on how
to improve the response.

Safeguarding Pressures Phase 4 (November 2014) was published by the Association
of Directors of Children’s Services. This report sets out the current national position
regarding safeguarding children showing an increase in child protection referrals but a
decrease in the ‘revolving door’.

Serious Case Review into Child Sexual Exploitation in Oxfordshire: from the
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4.9

4.10

experiences of Children A, B, C, D, E, and F (Oxfordshire Safeguarding Children Board
February 2015). This SCR report followed Operation Bullfinch. The SCR findings are that

there was a lack of understanding of CSE. The review report identified approximately 330
victims and makes national and local recommendations.

What to do if you’re worried a child is being abused: advice for practitioners (DfE
March 2015) is a non-statutory advice document which sets out the different types of
abuse and neglect. It helps practitioners recognise the types, explains what to do and
what will potentially happen. It replaces the previous version of What to do if you’re
worried a child is being abused, published in 2006, and complements Working
Together to Safeguard Children (March 2015) statutory guidance.

Commissioning services to support women and girls with female genital mutilation
(DH March 2015) sets out what to consider in relation to FGM, the multi-agency response
and what to commission in terms of effective support services. This document was
published at the same time as Female Genital Mutilation Risk and Safeguarding
Guidance for Professionals. The latter document replaces previous guidance.

Deaf and Disabled Children Talking About Child Protection written by Julie Taylor,
Audrey Cameron, Christine Jones, Anita Franklin, Kirsten Stalker, Deborah Fry from
the University of Edinburgh and published by the NSPCC in March 2015 sets out the
findings from 10 in-depth interviews of children and young people who are deaf and
disabled and their experience of child protection.

5.1

16

There have been two unexpected child deaths during the period which have tested the
effectiveness of partnership working and multi-agency processes. For both deaths the
Critical Incident Protocol was invoked and the Child Death Overview Panel has been
informed in accordance with Working Together to Safeguard Children 2013.

o In the case of the secondary school aged boy who died in November 2014 the
Serious Case Review sub-group considered whether a Serious Case Review
(SCR) was required however following an initial review it was agreed by the LSCB
Independent Chair that the situation did not meet the criteria.

o In February 2015 there was the unexpected death of a four year old child and
three adults following a tipper truck driver losing control of the vehicle. The incident
IS subject to a police investigation and the outcome is expected later in the
year. Multi-agency partners provided swift support to the family, school and the
community due to the wider impact of this traumatic event. The LSCB particularly
want to commend the Weston All Saints Church of England Primary School and
Snapdragons Nursery for their handling of the situation. The circumstances
surrounding the death did not meet the criteria for a SCR however the partners
have agreed to look at how the incident was managed to ensure any improvements
can be identified. The outcome of this will be noted in the next report.
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6.2

6.3

The work of the LSCB is complementary to and coordinated alongside those of other
bodies within the responsibility of B&NES Council including the following:

° Children’s Trust Board

o Health and Wellbeing Board
o Local Safeguarding Adults Board
o Responsible Authorities Group (Community Safety Partnership)

In addition to this the LSCB and Council present papers to the Councils Early Years,
Children and Young People Scrutiny Panel.

The Children’s Trust Board (CTB) is responsible for delivering outcomes for children
and young people as outlined in the Children and Young People’s Plan 2014 - 2017
(www.bathnes.gov.uk/cypp)

As part of their complementary work to drive improvements in the safeguarding of
children and young people, the LSCB issued a set of ten challenges to the CTB for 2014-
2015, including:

o To identify Early Help priorities and launch of the Early Help Strategy;

o The provision of appropriate parenting support, including but not limited to that
offered through the Connecting Families Service;

o The effective co-ordination of planning for the safeguarding of vulnerable
individuals, particularly at times of transition, including the transition from
childhood to adulthood;

o Evidencing progress in reducing the inequality in life chances of more vulnerable
groups of children;

o To further develop the positive wellbeing and resilience of children and young
people so that they recognise, value and meet their physical, emotional health and
wellbeing needs.

The CTB has been able to evidence progress on all of the challenges. Most are ongoing
priorities which will continue to be reviewed as part of the mutual challenge process
between the two boards.

The LSCB works in partnership with the Health and Wellbeing Board and Local
Safeguarding Adults Board (LSAB) to make sure that vulnerable children, young people
and adults at risk of harm are protected and kept safe.

Both the LSCB and LSAB share their annual reports and business plans with the
Health and Wellbeing Board. There is also shared membership amongst the Boards
which ensures a joint and seamless approach to delivering health and wellbeing and
safeguarding priorities.

The current Health and Wellbeing Strategy is being refreshed and will be published later
this year and the LSCB is seeking to influence this. The existing strategy is available here
- http://lwww.bathnes.gov.uk/services/neighbourhoods-and-community-safety/working-
partnership/health—and—vvelIbeing—boq{,gge 91
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The LSCB has continued during the year to develop and strengthen its relationship with
the Local Safeguarding Adults Board (LSAB), please see http://www.bathnes.gov.uk/
services/adult-social-care-and-health/safeguarding-adults-risk-abuse

The Independent Chairs of the LSCB and LSAB have met regularly throughout the year
and in December 2014 presented a scoping paper to each Board which moves the
collaboration further. The paper set out the following:

... to propose the implementation of a number of opportunities for joint working
between the Bath and North East Somerset (B&NES) Local Sateguarding Children
and Adults Boards. During the early months of 2014, the Independent Chairs of
both Boards have met on several occasions to identify these opportunities and
subsequently, a framework for future working has been shared with Sub Group
Chairs and Business Managers who have suggested several refinements.

(Reg Pengelly and Robin Cowen, December 2014)

The areas identified and approved for collaboration included:
J Communications

o Quality Assurance

o Training

o Policies and Procedures

o Exchanging Information

The LSCB at its Development Day in February 2015 started to develop shared vision and
values in preparation for its joint development session planned with the LSAB in April
2015 (this will be reported in the 2015-16 Annual Report).

The LSAB continues to receive routine updates on the work of the LSCB as a standing
item on its agenda and hears reports on the progress of the Multi-agency Information
Sharing Hub project. The scope of this has been approved by both Boards and the
Responsible Authorities Group and includes developing an information sharing hub
for low and moderate safeguarding and domestic abuse concerns for children, young
people and adults.

Of significant note is that in October 2014 the LSAB interviewed and approved the
appointment of Reg Pengelly to become the LSAB Independent Chair in June 2015.
Having the same Chair for both Boards will facilitate the development of the shared
agenda.

Links between safeguarding, community safety (overseen by the Responsible
Authorities Group) and the Council’s wider preventative agenda have again been
strengthened this year. The work of the RAG can be found here - http://www.bathnes.
gov.uk/services/neighbourhoods-and-community-safety/crime-prevention-and-
community-safety

The Council’s Head of Safeguarding and Quality Assurance and the Divisional Director
for Children’s Specialist Services have played a key role in this through attendance at the
RAG Group (Community Safety Partnership) and impacts on working groups such as the
Interpersonal Violence and Abuse Strategic Partnership (IVASP) and its sub-groups; the
Partnership Against Hate Crime (PAHC); the MARAC Steering Group; and the Prevent
Steering Group.

These relationships have built on existing projects and have developed more integrated
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and effective services. Service redesign workshops have mapped the process of
tackling domestic abuse, with a view to ensuring more focused services for victims. Our
Public Services Board received a Draft Business Case based on this work which focuses
on earlier intervention and better data sharing. This has led to the following:

o The commissioning and delivery of the “IRIS” programme to create a clear referral
pathway for domestic violence for GP surgeries. Initial costs have been jointly
funded by the Police and Crime Commissioner and Clinical Commissioning Group.

o Joint working on the Multi-agency Information Sharing Hub (MISH) project to
explore new ways of working, and information sharing, drawing on the experience
of the Information Sharing Centre of Excellence. Our Community Safety Partnership
has received regular updates on the work of this project and is represented on the
MISH Project Board.

o Widening of the Independent Domestic Violence Advisor (IDVA) roles to include
‘medium” and “low” risk victims and exploring co-location of IDVAs with Avon and
Somerset Constabulary and Curo Group.

Of particular note over the past year has been the role of the RAG in identifying key
emerging issues and ensuring that systems and processes are in place for delivery. As
well as being kept updated on our CSE Strategy, the RAG has received a report from the
Anti-Slavery Partnership. B&NES has actively participated in the work of this Partnership,
shaping both future direction and operational projects such as problem-profiling.

The RAG has also worked with a wide range of Council services to highlight the new
statutory duty relating to Prevent. As a result, a “smart” approach to engagement with
key professionals on this agenda has been adopted. Opportunities for sharing training
and development on this and related agendas across partners and with neighbouring
partnerships have also been explored.

In relation to the wider Health and Wellbeing agenda, the Health and Wellbeing Board
established a task-and-finish group to further progress its priority relating to loneliness
and isolation. The Campaign to End Loneliness has awarded B&NES its “Gold” standard
for this theme and the Village Agents project and now operates in 20 parishes and
undertakes “Roadshows” at local village halls as well as home visits. The task-and-finish
group involves health and social care commissioners as well as local groups and is
considering how best to further develop this work including use of new technology and
local volunteering.

Presentations made to Early Years Children and Young People Scrutiny Panel:
safeguarding issues have been regularly scrutinised by the panel during 2014 - 15,
Over the past year officers have needed to present reports to members on the following
Safeguarding issues:

o Update of the re-structuring of Children’s Centres and Early Years services (April
14 and June 14)

o Update on Children in Care (June 14)

o Update on progress with Child Sexual Exploitation Strategy and local action plan
(November 14 and March 15),

o The regional Peer Challenge process (January 15)

o Safeguarding and Schools — outlining the work that is taking place across the area
(January 15)
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7.1 B&NES LSCB is a statutory body established under the Children Act 2004 (Section
13) and the Local Safeguarding Children Board Regulations 2006. It is independently
chaired and consists of senior representatives of all the principle stakeholders
working together to safeguard children and young people across the area. The Terms
of Reference are set out in Appendix 2 and are due for review in 2015 — 16. The
membership for the LSCB and sub-groups during 2014 - 15 is set out in Appendix 3.

7.2  B&NES Council is responsible for establishing the LSCB; the LSCB Independent Chair
meets the Chief Executive of the Council on a quarterly basis to discuss the work of the
Board and to raise any concerns on the Board’s behalf. The Strategic Director for People
and Communities along with the Lead Member for Children & Young People are the key
points of professional and political accountability and are joint responsibility for ensuring
the effectiveness of the Board and are members.

7.3 The Board’s statutory objectives as set out in the Children Act 2004 (Section 14) are:

a) To co-ordinate what is done by each person or body represented on the Board for
the purposes of safeguarding and promoting the welfare of children in the area;

b)  To ensure the effectiveness of what is done by each person or body for those
purposes.

7.4 The functions in relation to the above objectives are described in Regulation 5 of the
Local Safeguarding Board Regulations 2006, set out in Appendix 4

http://www.legislation.gov.uk/uksi/2006/90/contents/made

7.5 The LSCB structure is set out below and the work of the sub-groups is articulated in
Section 8 of the report.

group
Young
| - Peapies
P Equalities
Group
Brofessional
Practice sub group
Children in Care
Quality
Assurance
group

7.6 The LSCB have not undertaken any SCRs during the period; however the Chair has
considered recommendations from the SCR sub-group for two cases it believed did not
meet the SCR criteria.
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7.7 Inline with the statutory requirement, the LSCB has in place a Learning and
Improvement Framework. This framework is intended to facilitate how the learning
from reviews takes place and is embedded into practice which in turn should lead to
improved outcomes for children and young people.

7.8 During the period covered by this report, the LSCB was fortunate to have two very
able and committed lay members, each with a unique and valuable perspective
on safeguarding children. Their work positively influenced decisions of the Board.
Membership as a Lay Member is a significant commitment and regrettably owing to
changes in personal circumstances both were obliged to resign during the course of
2014. The Board is in the process of recruiting new lay members at the time of this report
with interviews scheduled in early May 2015.

7.9 The LSCB budget is monitored throughout the year and presented in the Annual Report
in Appendix 5. The allocation of the budget was reviewed in September 2014, this
revision was implemented in January 2015.

8.1  The LSCB has six sub-groups as set out in section 7.5 above. The Terms of Reference
for each of the sub-groups is available on the LSCB web page; see http://www.bathnes.
gov.uk/services/children-young-people-and-families/child-protection/local-safeguarding-
children-board . Each sub group reports progress on the Board’s Business Plan on a
quarterly basis and contributes to the Chair's Agenda Setting meeting. Each sub-group
has a duty to challenge practice within the partnership where it identifies issues of
concern.

Child Sexual Exploitation (CSE) and Missing sub-group

The CSE and Missing sub-group was established in June 2014 and was tasked with drafting
a CSE Strategy and Protocol on behalf of the LSCB. Since this time the sub-group has met
on eight occasions to drive forward the work. The CSE Strategy was brought to the Board

in September 2014 for sign-off. The LSCB Missing from Home and Care Protocol was also
presented and agreed at the same Board meeting. The sub-group has good multi-agency
attendance and includes GP and schools representation as well as other key partners.

Key achievements

a)  The drafting of the B&NES CSE Strategy, which was launched at a multi-agency
event in early November 14. Please see http://www.bathnes.gov.uk/sites/default/
files/sitedocuments/Children-and-Young-People/ChildProtection/final_banes_cse_
strategy.pdf

b) The sub-group has also drafted and distributed the CSE Protocol and workflow
documents (January 2015) as well as drawing up and agreeing an Action Plan for
the sub-group that covers the next 18 months

c) The sub-group has played a key role in the development and setting up of the
‘Willow Project’, a multi-agency group of practitioners who have key skills in
engaging with young people at risk of CSE and Missing. These workers will be
assigned to work with young people identified as being at risk of CSE as well
undertaking ‘Return Home’ interviews

d)  The sub-group has also been instrumental in re-focusing the previous Risk
Management Panel into the CSE MARAC which should ensure a sharper focus
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on CSE and Missing cases and allow for the co-ordination of resources and
interventions

Outcomes — What difference have achievements made in relation to outcomes?

a)  The work of the sub-group on re-launching the CSE MARAC and defining its Terms
of Reference has enabled the collation of accurate data on CSE referrals and data
on Missing children

b)  Commissioning arrangements with Barnardos have enabled swift referrals for
therapeutic interventions for vulnerable young people

c)  Thelaunch of the ‘Willow Project’ is ensuring that young people are being seen
promptly when they have been missing and we are beginning to engage with
young people at risk of CSE to establish meaningful relationships and provide
support

Challenges Faced in Delivering the Agenda

a)  The key challenge in this area of work over the coming year will be to ensure that
the progress that we have made over the previous 12 months and the protocols
that we have put into place continue to take root within the practice of all agencies

b)  One key element in this process of embedding awareness of CSE in all of our
practice will be the accurate recognition and identification of what constitutes a
concern in this area and who to contact in regard to this

Priorities for CSE and Missing sub-group

a) Further recruitment to the pool of workers for the ‘Willow Project’, and to review the
effectiveness of interventions

b)  To re-launch the CSE Protocol, following some amendments and additions to the
workflow of referrals

c)  Continued training for all agencies and newly recruited staff

d)  Strengthen the strategic links with key partners and initiatives such as Schools,
and with the Sexual Health agenda

e) Deliver the action plan

Professional Practice Group (PPG)

The PPG is a quality assurance group; it meets nine times a year and audits the records of
at least four children at each meeting. PPG has looked at the functioning of child protection
conferences as well as focussing on the following themes:

a) Cases that moved between Early Help and Social Care
b)  Disabled children in Safeguarding processes
c)  Voice of the Child in Safeguarding processes

Key achievements

PPG saw good progress in the following areas:

a) Cases that moved between Early Help and Children’s Specialist Services showed
good use of step up processes from Common Assessment Framework when
concerns about a child’s safety increased
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b)  Voice of the Child in safeguarding processes. PPG looked at this twice during the
year and saw good improvements, particularly increased use of advocacy in child
protection conferences, better use of observations of young children to understand
what their lives are like and recognition of children as individuals as well as being
part of a sibling group

Outcomes — What difference have achievements made in relation to outcomes?

PPG has seen ongoing improvements in the way that Child Protection Conferences work.
Social Work and other agency reports have improved

Listening to and responding to the voice of the child has a crucial impact on the safety of
children in child protection processes. The improvements that PPG has seen will support
these improvements

Challenges faced in delivering the agenda
a) Ensuring full engagement from all schools in B&NES in child protection processes
b)  Ensuring full participation from GPs in child protection processes

C) Recognising that some families make positive improvements for their children but
then support ends without confidence that those changes will be sustained. There
is a need for community based, lower level but ongoing support

Priorities for Professional Practice Group
a) Ensuring the correct category of abuse is used in child protection conferences
b)  Oversight of responses to young people affected by child sexual exploitation

c)  Auditing themes from LSCB Business Programme

Communications sub-group

The Communications sub-group was set up in March 2014 to ensure that key messages

that needed to reach staff of all partner agencies were disseminated effectively and in a co-
ordinated manner, preventing repetition and duplication. Since this time, the group has met
regularly and has produced a number of documents and guidance for staff across the LSCB.

Key achievements

a)  The sub group has drafted and agreed a Terms of Reference which sets out key
tasks and goals

b) It has commissioned the design of the new LSCB logo

c)  The group has drafted and disseminated the ‘10 things’ document that sets out in
an easy to read format what the LSCB does on behalf of partner agencies

d)  We have also adapted the ‘10 things’ document into a handy book-mark that will
be distributed to staff

e) The group has begun the process of developing a new web-site that will be easier
to access and will link with the B&NES LSAB. This should be concluded towards
the end of 2015

Outcomes — What difference have achievements made in relation to outcomes?

a)  The group has produced the LSCB Members hand-book that forms part of the

induction pack/process for all new members of the LSCB
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b)  The distribution of the book-marks promotes the awareness of the role and function
of the LSCB

Challenges in Delivering the Agenda

With the prospect of closer working relationships with the LSAB it will be vital that the LSCB
Communications group links closely with its counterpart in the adult world to ensure that where
possible key messages are delivered with one voice and at the same time.

Priorities for Communications sub-group
a)  The completion and launch of the new web-site

b)  Improved engagement and links with the B&NES ‘e-teams’ (groups of young
people that have a focus on equalities issues) who can work with the group to
ensure that the materials we produce are written clearly and make sense to young
people

c) To strengthen the links with the Communications group of the LSAB to ensure
key messages about safeguarding, such as the ‘Think Family’ approach are
communicated jointly and with maximum impact

d)  Dissemination of Working Together 2015 to all agencies and children and young
people where relevant

Training and Workforce Development sub-group

This sub-group is responsible for ensuring that single agency and inter agency training on
safeguarding and promoting the welfare of children is provided in order to meet local needs.
The group will also examine safeguarding workforce development issues across agencies.

Key Achievements

a)  Substantial inter-agency training programme offered to the workforce, responding
to local need and national and local agenda

v 59 Inter-agency training courses offered

v 1161 inter-agency training places made available
v 1028 inter-agency training places filled

v 1199 days of inter-agency training attended

v 781 professionals trained

b) A 3year training strategy has been produced to provide a strategic and dynamic
framework for training and development and this has been adopted by LSCB.
The strategy includes a framework for members of LSCB to identify gaps in
workforce knowledge and skills and to propose new training to address these gaps
and also includes the learning outcomes expected in single agency training

C) The sub group is responsible for evaluating the training which it provides in order
to ensure that it meets the LSCB’s statutory duties and to respond to national and
local issues. All inter-agency courses advertise the learning outcomes and pre
and post scales are used to measure confidence (see Appendix 6)

Outcomes — What difference have achievements made in relation to outcomes?

a) The strategy provides a robust framework for how we ensure that the workforce is
provided with the relevant training to safeguard children and young people

b)  Feedback from course attendance is used to inform future training
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Challenges faced in delivering the Agenda
a) Incomplete training needs analysis from section 11

b)  Issues around representation, continuity of attendance and capacity of sub group
members to undertake tasks

Priorities for the Training and Workforce sub-group

a) Develop the quality assurance of single agency training & provide train the trainer
training and support

b)  Develop communication within LSCB and sub groups to ensure that training
programme is informed by workforce issues and needs analysis

C) Develop processes to measure transfer of learning to be used by member
organisations of LSCB

d)  Develop standardised tool to evaluate competency

e) Further develop the potential of the electronic booking system, to provide data for
deeper analysis

f) Explore alternative methods of teaching and learning

g)  Contribute to the standardisation of domestic violence and abuse training across
B&NES

h) Review terms of reference for sub group

i Explore opportunities to work with LSAB training sub group to share and learn

Serious Case Review sub-group

The Serious Case Review sub group was set up in August 2013 and has met four times during
the period. Terms of Reference were approved in June 2014. The group is responsible for:

a)  Considering cases which may meet the threshold for a SCR

b)  Overseeing reviews of cases which do not meet this threshold and ensuring a
proportionate response is adopted whilst enabling lessons to be learned and
shared

C) Monitoring SCR or other review action plans

d)  Linking with the Child Death Overview Panel as required
Key achievements
During the period the sub-group has:

a) Monitored the multi-agency SCR action plan and reported progress against this.
The plan is now signed off with the exception of one item which the group is
progressing

b) Monitored the single-agency SCR action plans to ensure agencies are delivering
their improvement and lessons learned actions

c) Considered two SCR applications and recommended to the Chair that they do not
meet the SCR threshold

d)  Kept abreast of Operation Brook in Bristol
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e)

Written the SCR process which was approved by the LSCB

Outcomes — What difference have achievements made in relation to outcomes?

a)

b)

Assurance to the LSCB that SCR actions have been progressed and changes
made to service delivery

Assurance to the LSCB and partners that cases have been appropriately
considered in terms of meeting the SCR threshold

Challenges in Delivering the Agenda

a)

b)

The group has had three different Chairs since it was established, this has affected
the progress of the group; it has also had mixed attendance

One outstanding action from the SCR action plan remains; it was hoped this would
be completed in February 2015 however further work is needed and the support of
the Multi-agency Self Harm and Suicide group required before this is achievable

Priorities for Serious Case Review sub-group

Ensure the SCR final action is completed and signed off by the LSCB and Multi-
agency Self Harm and Suicide group

Three cases have been identified for review at the time of the report; the group will
ensure the Learning and Development Framework is used to progress these

Reinvigorate the group, review the Terms of Reference, develop a set agenda
which includes partners identifying SCRs or other reviews for consideration

Policy, Procedure and Performance sub-group (PPPG)

This sub-group has the responsibility for reviewing policies and procedures operated by LSCB
and South West Child Protection Procedures and monitoring their effectiveness and ensuring
agency compliance with them. The sub-group also develops and monitors performance
indicators relevant to LSCB business focusing on analysing data that will inform improving
performance.

Key achievements

a)

Further developed data and performance reporting and scrutiny, to support the
identification of children and young people who may be at risk of specific harm
and to evidence the LSCB’s impact and pro-activity

The group now routinely reviews Police data alongside LA data, to ensure
triangulation where appropriate

Improved section 11 format and mechanisms, introduced themed audits

Approved a range of policies and procedures, including Learning and
Improvement Framework, SCR Process, Missing from Home and Care Protocol, CP
Conference Complaints Procedure, Unborn Baby Protocol, Managing Allegations
Protocol, Forms for reports to CP conferences, CP policies for schools and
community groups, Single Assessment Protocol

Outcomes — What difference have achievements made in relation to outcomes?

26

a)

Ensured clearer arrangements for following up Missing Children and thereby
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helped to ensure relevant risks are assessed and managed

b)  Numbers of unborn babies on CP plans has increased, suggesting the protocol is
being effective and that unborn babies at risk are better safeguarded

c)  SCR Process followed when considering potential SCR cases — providing sound
audit trail to demonstrate LSCB’s effective decision-making

d)  Data challenge on CP Plan categories leading to audit and action plan which has,
for example, improved the focus of CP plans by ensuring the appropriate category
is used

Challenges faced in delivering the agenda

a) Availability of further data, e.g., workforce data, of suitable quality and timeliness to
be of value

b)  Capacity of sub-group members to undertake tasks
c)  Section 11 audits — co-ordinating approach across multiple LAs

d)  Section 11 audits — compliance of agencies in responding

Priorities for PPPG

a) Develop more systematic approach to review of policies and procedures and
monitoring effectiveness/compliance

b)  Development of workforce data/reporting

c)  Exploration of joint working with equivalent LSAB sub-group(s) and opportunities to
learn from them and/or share expertise and capacity

9.1

Engagement with Children and Young People: The Communications sub-group
currently provides a link with the Young People’s Equalities Group (YPEG). Safeguarding
is a standing item on their agenda for meetings. Its membership is wide ranging and
includes young people who are care leavers, disabled, LGBT, CAMHS users, young
carers, from Black and minority ethnic communities and / or representatives from School
Equalities teams. The B&NES Strategic Participation Officer oversees this group and

is also a member of the Communications sub-group. This ensures young people’s
views on safeguarding inform the work of the LSCB. Children and young people have
been actively engaged with the recruitment of the Chair, lay members and the Business
Manager roles. Two young people also spoke at the November 2014 stakeholder event.

In early 2014 the then Principal Social Worker undertook a significant piece of research
which looked at the engagement and participation of Looked After children and young
people in their reviews. The research highlighted a number of areas of good practice by
Social Workers in terms of how they ensure the best possible engagement with young
people in care. The research also highlighted areas for development such as direct work
tools that Social Workers might use with young people to improve engagement even
further. The findings were discussed at the June LSCB meeting and the paper was also
published in a national journal.
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Child Death Overview Panel (CDOP): throughout 2014 - 15 B&NES has held the Chair
of the West of England CDOP. The number of child and infant deaths has dropped
slightly in this calendar year, the first reduction for three years. Emerging themes from the
monthly meetings have been:

o The need to ensure good interpreting support for families during emergency
hospital admissions. This also reflects the growing diversity of families across the
West of England.

o The need to continue to provide families with clear advice about the dangers of co-
sleeping with very young babies in bed. In particular, the dangers of this increase
considerably when one or both parents has taken alcohol. This continues to be
a significant and all too common theme in a proportion of child deaths that are
brought to the panel.

o There is also an emerging correlation between the number of families in poor
housing accommodation, of migrant backgrounds and child deaths. A high and
dis-proportionate number of the child deaths seen at the CDOP come from families
in over-crowded, rented accommodation with poor heating.

The LSCB is assured that all child deaths are reported as required.
The CDOP reports annually to the LSCB on its findings and actions taken as a result.

Private Fostering: this has been an area which the LSCB has sought to highlight and
develop in 2014 - 15. We have produced new guidance and advertising materials for
distribution to key establishments such as GP surgeries and nurseries. These materials
had been in need of a re-fresh and the profile of Private Fostering across the area has
needed to be raised. During this year the Strategic Director for People and Communities
(holding the DCS role) has also written to all independent and Language Schools in the
area to remind them of their responsibilities to self-report any arrangements that might
constitute Private Fostering with ‘host’ families.

Children Placed ‘At Distance’. The LSCB has defined children placed ‘at distance’ to
constitute those young people who are in foster placements or residential establishments
that are more than 20 miles away from the B&NES boundary. The March 2015 LSCB
highlighted the needs of young people placed ‘at distance’ within its discussion of young
people in special circumstances and used the opportunity to discuss and highlight the
importance of good communication and the co-ordination of such support services as
Health Visiting and CAMHS for many of these young people. The LSCB also receives
the Independent Reviewing Service’s Annual Report which identifies actions to ensure
this cohort of children and young people are kept safe. Further supporting information is
set out in section 11.

Connecting Families: the B&NES Troubled Families initiative (known as Connecting
Families) completed the phase one targets in August 2014. This meant the targets for
reaching 215 families were met 7 months early and confirmed the initiative as one of the
best performing in the UK. As a consequence of this, the team was asked to become

an ‘early adopter’ of the phase two initiative. This has led to an increased focus on the
impact of workless-ness and homelessness as issues that contribute to poor outcomes
for young people and some interesting and potentially productive links with other parts of
the Council and the voluntary sector.

The LSCB has had a number of guest speakers during the year including:

o CAFCASS - setting out its work and areas of focus
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o South West Ambulance Trust — outlining its commitment to safeguarding and the
welfare of children

o Counter Terrorism Intelligence Unit — raising awareness of Prevent
o iHop Service — regarding its service to children and families of offenders
o CAMHS research into suicide and young people

Presentations have been informative and led to further actions such as considering
how to raise awareness of the risks of low level ligatures, this is being discussed with the
Suicide and Self Harm group and the scoping of a task and finish group to consider how
B&NES can improve support to families of offenders

Since December 2014, the LSCB has allotted a significant portion of its meeting time to
a more focused review of particular themes in safeguarding — Thematic Reviews. This
allows for a more in — depth analysis and debate about the provision and coordination of
services, more effective challenge between partner agencies and offers the potential to
identify improvements.

o At the December meeting we examined the multi — agency child protection
process and learned much about the categorisation of abuse, the work of
conference chairs and the level of commitment to these important activities from
professionals. It is clear that every member of the Board learned a great deal
about the overall process as well as how they might improve upon the activities of
their own agencies.

o At the March 2015 meeting, we took up the theme of children with particular care
needs such as those in the lawful care of the Local Authority, Foster Children and
children subject to Private Fostering arrangements. We considered the particular
risks pertaining to children placed outside of the Authority’s geographical remit
and how these were managed. We also considered the means by which such
children’s healthcare needs were met.

The LSCB has received the annual reports from the Child Protection Chairs and the
Independent Reviewing Service and identified a number of actions and priorities. These
are monitored through the following years report. Some of the activity information is also
presented later in the report.

The Local Authority Designated Officer reported on activity during 2013 - 14 and the
first half of 2014 - 15 during this period as well. The full year 2014 - 15 report will be
considered in June 2015. There has been a sharp increase in enquiries and referrals
from 49 in the whole of 2013 - 14 to 44 for the six months from April to end of September
2014. Police were involved in 11 cases during 2013 - 14. Physical abuse is the main
category of allegation. A significant number of enquiries and referrals are from schools
and the Deputy Safeguarding Lead (who undertakes the role of LADO) provides support
and advice to LA schools, Academies and the independent education sector. The report
highlights a lack of referrals from health care providers, the Acute Trust and Avon and
Somerset Constabulary and the LADO has followed this up with the relevant agencies.

The analysis of the 2013 - 14 Section 11 Audits was presented to the LSCB in June 2014.
The report highlighted that undertaking the audit generates a significant amount of work
for agencies, therefore it was recommended to the LSCB that the next Section 11, for
2014 - 15, should be a ‘mini’ audit focusing on four themes highlighted in the report as
needing additional progress. These themes were identified as training, safer recruitment,
CSE and Missing, and the voice of the child. The first themed audit ‘training’ was
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circulated to members in Spring 2015. It was agreed that the next full Section 11 audit
would be undertaken in 2016, in partnership with North Somerset, Somerset, Bristol and
South Gloucestershire. This will allow for a more ‘joined up’ approach and for more work
to be developed with our neighbouring authorities in relation to the Section 11 process.
(This will be of particular benefit to agencies who work in a co-terminus capacity across
those areas).

A school safeguarding audit was also undertaken in October 2014, initial feedback was
reported to the Board in March 2015 and a full report is being presented in June 2015.
Early analysis of the self assessments indicates that most schools are compliant with
safeguarding requirements as detailed in Keeping Children Safe in Education (April
2014) https://www.gov.uk/government/publications/keeping-children-safe-in-education.
However it is important that schools continue to: prioritise early interventions and follow
through with the CAF process; make referrals to the Council; and prioritise multi-agency
training for staff.

The Board has also monitored the way safeguarding is considered as part of the
transition process from children’s to adult services. A number of actions have been
identified and these are monitored.

The LSCB has received regular update reports on the progress of the Multi-agency
Information Sharing Hub (B&NES are scoping this model rather than a MASH). A
multi-agency task and finish Board has been established and reports into the LSCB,
LSAB, RAG and the overarching Programme Board which is coordinated by Avon and
Somerset Constabulary.

The LSCB holds two Development Days every year. The purpose of these half—day
events is to explore the mechanisms by which the Board undertakes its business and
to identify improvements to our effectiveness. In 2014, the first Development Day was
held in April. The purpose was to consider a proposal to redesign the way that our
Board Meetings are conducted so that at each meeting, a significant proportion of time
is focused on a particular theme relevant to delivery of the Board’s priorities. A number
of important principles were agreed and the first of these themed LSCB meetings took
place in December at which multi-agency child protection processes and outcomes
were explored in some detail (as described above). At the October Development Day,
members of the Board reviewed the mission, vision and values of the LSCB as well as
opportunities for collaboration with the LSAB. Importantly, there was consensus over
the need for defined agency commitment to the work of the Board and further work is
underway to develop a process of formal agreement across all agencies.

The LSCB identified a common theme for a number of member agencies who were
having difficulties in accessing interpreting and translation services. Following work

to ascertain the levels of demand across agencies, a tender process was undertaken
to jointly commission a Translation, Interpretation and British Sign Language
Interpretation Service for employees dealing with residents and workers in Bath &
North East Somerset and a 3 year spot purchase framework contract was put in place
in December 2014 with Language Empire Ltd on behalf of Bath & North East Somerset
Council, NHS Bath & North East Somerset Clinical Commissioning Group, Royal United
Hospital, Sirona Care & Health and Avon & Wiltshire Partnership Mental Health Trust.

Awareness in relation to safe restraint of young people: this is an issue that continues
to be of high importance and one on which we must remain vigilant. During the course
of 2014 - 15 there were a small number of incidents where young people’s behaviour

pbecame dangerous to themselves and those around them. These incidents were dealt

with calmly and with the use of proportionate response. However it will be vital to ensure
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that all staff at all levels have an understanding of how to deal with aggressive behaviour
and have sufficient training with which to deal with this confidently.

9.17 The activity of the Youth Offending Team and the Youth Justice Board are reported to the
LSCB on an annual basis.

10.1 Local arrangements fulfil the requirements set out in Working Together to Safeguard
Children 2013 and will be reviewed during 2015 - 16 in light of the 2015 update.

10.2 B&NES LSCB is one of the 13 members of the South West Safeguarding Child Protection
Procedures group and uses these procedures to direct its safeguarding duties

WWW.SWCPP.org.uk

10.3 All multi-agency policies and procedures the LSCB approves are placed on the public
website. We are aware that we need to ensure these are disseminated in a wide and
timely way and are implemented and this will be an area of focus in the new business
plan. We are mindful that poor oversight and assurance of implementation was a failing
in the Rotherham Inquiry.

10.4 The Council delivers its statutory duty through its Children’s Specialist Service and
Children and Young People Strategy and Commissioning Service. The Child Protection
Chairs and Independent Review Service sit within the commissioning side of the
Directorate whilst operational teams such as the Children and Families Assessment
and Intervention Team, who provide the first point of contact for anyone wishing to talk
about a child or young person, sit within the Children’s Specialist Service area. If a child
is disabled the Disabled Children Team located at the Royal United Hospital provides
contact, referral and initial response services for the hospital and for disabled children.
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11.1 All partners have a responsibility to act when they identify that a child, young person and
/ or their family needs support. The following diagram sets out changing needs and how
the level of multi-agency support and assessments corresponds to this.

Level of support can change in line with level of need

Common
assessment
framework
sits here

Eligibility for statutory
assessment e.g social
care, mental health

Consider early
common assessment

Child or young
person

at the centra

Assess, consult and act if risk of significant harm suspected

11.2 The information provided in this section of the Annual Report details the activity that has
taken place during the reporting period to support children and young people identified
in need. It starts with the offer of ‘early help’ and the Common Assessment Framework
(CAF) (level 2 and 3 above); this is what we do collectively to prevent and reduce
problems escalating and moves through Level 4, providing details on the number of
children and young people we are supporting through child protection arrangements
and the number of children the Local Authority brings into the care to protect and keep
them safe. Note through-out this section percentages have been rounded to the nearest
whole number.

11.3 Early Help - In order to meet its duty to safeguard and promote the welfare of children
in need, as set out in the Childrens Act 1989, B&NES Council works closely with local
agencies to ensure that help is offered at the earliest point where children and young
people’s additional needs are emerging. In many cases, the common assessment (CAF)
is the multi-agency assessment tool which is used; 501 CAFs were completed in 2014
- 15. There is a wide spread of agencies and services initiating common assessments
across B&NES including health, early years services/setting and schools initiating the
majority of assessments. There is also strong engagement from the voluntary sector and
commissioned services.
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11.4

Early help is also offered via family assessments completed by the Connecting Families
team (Troubled Families initiative) and through Youth Connect ‘One’ assessments.

Diagram 1: Number of Common Assessments (CAFs) by Year and Quarter
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As indicated in the diagram above in the table below there has been a year on year increase in
the number of assessments undertaken.

11.5

11.6

11.8

Table 1: CAFs undertaken 2011 - 15:

Year CAFs undertaken | % increase
2011 -12 163 n/a

2012 - 13 360 121%

2013 - 14 454 26%

2014 -15 501 10%

Overall, early years services, health visitors and schools continue to initiate the greatest
numbers of common assessments, and there is a growing trend for jointly completed
assessments giving a holistic view of a child’s strengths and needs. The need for
parenting support, along with parental mental health needs which impact on children,
feature most strongly as reasons for initiating the common assessment.

It remains a challenge to evidence the impact of assessment and subsequent planned
intervention but from what has been returned to the Integrated Working Team, 69% of
the information evidences improved outcomes. However educational outcomes feature
strongly such as improved behaviour at school, improved attendance and punctuality,
smooth transitions between stages or schools, and improved attainment. Over the past
two years we have seen a consistent figure of between 8 -10% of CAF’s appropriately
progressing to a CIN or CP assessment by the Children’s services Duty team. More
tangible outcomes such as improved morning or bedtime routines have also been
reported as positive outcomes.

It isn’t possible at the current time to compare the number of children we support through
the CAF with other areas as this data is not collected by the DfE however ADCS are
looking into this and are considering how they can collect and share it. Some data has
already been shared between the ADCS but it is not for this period. Early help continues
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11.9

to remain a focus with the development of the Multi-agency Early Help Strategy.

Contacts and Referrals to B&NES Council Childrens Specialist Services — This Service is
responsible for receiving and processing contacts when there is a concern about a child
or young person. They assess the information according to the threshold matrix and
decide whether the contact reaches the threshold for a referral into Childrens Specialist
Services for action. The diagram below sets out the activity per month.

11.10 Diagram 2: Number of Contacts per Month 2013 — 15
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11.11 It will be important to note the change in the total numbers of contacts that begins in

April 2014, with an apparent drop in numbers of contacts. This results from changes

in the manner in which contacts and referrals were being counted. Prior to this time

any number of contacts from agencies in relation to the same incident were being
counted separately, rather than as different information on the same incident. Whilst
direct comparison between the different methods of counting is difficult, work has been
undertaken with Police colleagues to compare numbers of contacts and referrals over
the period, and these have remained steady.

Diagram 3: Number of Referrals per Month (contacts which progress to single assessment)
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11.12 The recording of referrals was also changed in April 2014. Prior to this date, new
information or incidents on some already open cases were often being recorded as
referrals. This was felt to be distorting figures and also creating considerable, additional
work for the duty team. Therefore, from this date any new information on already open/
allocated cases was recorded straight to the file and passed to the allocated Social
Worker. The two spikes in referrals seen in July and then again in October could be
linked with schools passing on information about young people prior to the school
summer holidays, and then picking up on emerging issues once the schools had re-
started in the autumn. The steady increase in the use of CAF’'s and promotion of early
help will also have impacted on the overall numbers of referrals. Childrens Specialist
Services and the Children and Young People Strategy and Commissioning team of
the Council are monitoring this and have undertaken an audit of threshold in regard to
section 47 enquiries this is being reported to the Policy, Procedures and Performance
sub-group in May 2015.

11.13 Data for the preceding year (2013/14) allows us to make a rough comparison on the
numbers of referrals we undertake, in comparison with both statistical neighbours and
the national average. In 2013 - 14, B&NES undertook 319.6 referrals per 10,000 of the
population. The statistical neighbour figure is 422.5 per 10,000, and the national figure is
573 per 10,000.

11.14 During the period 64.5% of the referrals gave safeguarding concerns as the presenting
issue. The diagram below described the % of referrals by presenting issue.

Diagram 4: Percentage of Referrals by Presenting Issue
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This indicates that the community and partners are raising safeguarding concerns
appropriately. This figure has been consistently at around this figure for the majority of
2014-15, and does indicate that thresholds are understood by partners. Of note however
is that just over 17% of records at the time of this information being provided is not
available, however this problem was identified earlier in the year and since quarter 4 it
has become a mandatory field. Quarter 4 data shows that just over 80% of presenting
issues are recorded as safeguarding concerns.

11.15 Given the changes in the way in which contacts and referrals have been recorded the
Policy, Procedures and Performance sub-group has been monitoring who has made
referrals and compared this year’s information with last years. There has been a slight
reduction in referrals from Schools, Avon and Somerset Constabulary, other Social
Care teams, other education settings and the acute hospital which are consistent with
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the decrease generally; however there has been a more marked reduction from family
members and carers which again may be as a result of being engaged at an earlier
stage through the CAF and from GPs. Conversely however there has been an increase
in referrals from external social care agencies (none Council services) and from housing
providers and primary care such as Health Visitors (albeit these were small) which is
encouraging.

11.16 During the period Childrens Specialist Services has managed to reduce the percentage
of cases that are re-referred within 12 months of closure. In 2013 - 14 this stood at
24.6%. Over the past year, this has reduced to an average of 21.8%. A report from
Ofsted setting out 2013 - 14 data identifies the re-referral rate as 23% nationally and our
statistical neighbours is 22.3%. The re-referral rate will continue to be monitored carefully
as this will be an important measure of the quality of our interventions with vulnerable
families.

11.17 Children in Need and Child Protection Interventions - the number of Children in Need
(CIN) that are open to Children’s Specialist Services is between 480 and 550 at any one
time.

Compared to other Local authorities B&NES does appear to keep more CIN cases open
during the initial months of intervention, than occurs with both our statistical neighbours
and the national average. The percentage of CIN cases that are closed at the 0-3 month,
3-6 month and 6-12 month period are significantly lower than our statistical neighbours
and the national average. However, given the drop in our rate of re-referrals, CP numbers
and children being accommodated, it possible to see a correlation between the quality
of interventions, planning and duration of intervention and a reduction in re-emerging
concerns.

11.18 Strategy Discussions- the table below sets out the number of strategy discussions
that were held during the year and the length of time before an Initial Chi