West Yorkshire & Harrogate
Health and Care Partnership
Report of findings
Public panel stakeholder
workshop
April 2018

Contents

Page

1. Purpose of the report

3

2. Background and purpose of the workshop

3

3. Principles of engagement

3

4. Methodology

4

5. Public panel stakeholder workshop

4

6. Findings from the workshop

6

7. Equality and diversity

14

8. Overall findings and key messages

15

9. How the findings will be used

16

Appendices
Appendix 1: Key drivers and legal obligations

17

Appendix 2: Invitation

18

Appendix 3: Presentations

19

Appendix 4: Email

81

Appendix 5: Data capture form

82

Appendix 6: Panel question form

85

Appendix 7: Workshop evaluation form

86

Appendix 8: Activity 1 table discussions raw data

88

Appendix 9: Evaluation form raw data

93

Appendix 10: Equality monitoring form

101

Appendix 11: Equality monitoring form raw data

103

2

1.

Purpose of the Report

The purpose of this report is to present the findings from the first West Yorkshire and
Harrogate (WY&H) Health and Care Partnership (HCP) public panel stakeholder workshop
which took place on Tuesday 17 April at St. Georges Centre in Leeds.
This report describes the journey so far, the purpose of the workshop, the content of the
workshop and the feedback we received from patient and public panel representatives
from across West Yorkshire and Harrogate.
The report also sets out the legal obligations for engagement and the principles by which
WY&H Heath and Care Partnership want to engage, which is in line with the partnerships
strategy.

2.

Background and purpose of the workshop

There is currently a lay member assurance group for the Joint Committee of the 9 Clinical
Commissioning Groups (CCG) with a primary purpose of assuring the 9 West Yorkshire
and Harrogate CCG Governing Bodies through their respective patient and public
involvement work. This is an important part of our priority programmes, which includes
cancer, urgent care, mental health and stroke.
However, we want to build on this work and develop our public involvement much wider
with the aim of having a West Yorkshire and Harrogate public involvement panel working
more closely with all partners. The panel will help to co-produce a robust governance
structure which can offer assurance on all engagement and consultation work of the West
Yorkshire and Harrogate Partnership across all sectors, i.e. hospitals, Local Authorities,
CCGs. It will also act as an advocate and constructively challenge the Partnership and
ensure that public involvement is at the heart of all decision making.

3.

Principles for Engagement

Our draft communications and engagement strategy sets out our principles for
communications, engagement and consultation and our approach to working with local
people. Engaging and communicating with partners, stakeholders and the public in the
planning, design and delivery is essential if we are to get this right. We are committed to
transparency and meaningful engagement in our work.
We are also committed to meaningful conversations with people, on the right issues at the
right time. We believe that this approach informs the ambitions of our partnership - to work
in an open and transparent way with communities.
The strategy can be found at http://www.wyhpartnership.co.uk/get-involved and sets out
what the public can reasonably expect West Yorkshire and Harrogate Health and Care
Partnership to do as part of any engagement activity and the process required to preserve
these principles to ensure public expectations are met.
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Key drivers and legal obligations can be found in appendix 1.

4.

Methodology

West Yorkshire and Harrogate Health and Care Partnership held a workshop for chairs of
patient and public panels from across West Yorkshire and Harrogate on Tuesday 17 April
at St. Georges Centre in Leeds.
The workshop was the first of its kind across WY&H which was to start conversations with
the chairs of patient and public panels. The aim of the workshop was to:
•
•

To build on work to date
Start to co-produce a robust governance structure which can offer assurance on
engagement and consultation work across all sectors in WY&H

This workshop was an essential part of our commitment to engage with all sectors which
included a range of people who chair patient and public panels across WY&H;
organisations included;
•
•
•
•
•

Lay members from NHS Clinical Commissioning Groups
Governors from NHS Foundation Trusts
Lay members from GP Patient Reference Groups
Chairs from Voluntary and Community Sector organisation such as; Mesmac and
Bradford’s Peoples Board
Healthwatch

The workshop provided an opportunity for people to find out what exists locally and for
chairs of the patient and public panels to come together and start to have conversations as
part of table discussions and deliberate how to co-produce a robust governance structure
which can offer assurance on all engagement and consultation work of the West Yorkshire
and Harrogate Partnership across all sectors, i.e. hospitals, Local Authorities, CCGS.

5.

Public panel stakeholder workshop

West Yorkshire and Harrogate Health and Care Partnership were delighted to announce
our first patient and public representative workshop that took place on Tuesday 17 April at
St George’s Centre in Leeds from 1pm till 4pm. The content and delivery of the workshop
is described below in more detail.
The Chairs of patient and public panels were invited by invitation (see Appendix 2) and
through this invitation were asked to nominate representatives to attend the workshop.
This was to ensure there was representation from across West Yorkshire and Harrogate.
5.1

Presentations

The workshop was delivered as part presentation and part discussion. The presentations
were as follows:
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•
•
•
•
•

•
•
•
•
•

Hello and welcome presented by the Head of Communications and Engagement for
the WY&H HCP
Work of the partnership presented by the Director of WY&H HCP
Public involvement presentation by the Participation Strategy Lead, Public
Participation Team (PPT), NHS England
Activity 1
Joint Committee of the 11 Clinical Commissioning Groups and Role of lay members
presented by the Independent Chair of Joint Committee of the Clinical
Commissioning Groups (CCGs) and the Chair of CCG Lay Member Assurance
Group
Hospital Governors presented by the Company Secretary of Calderdale and
Huddersfield Foundation Trust
Working with communities presented by Leeds City Council
Activity 2
National Voices presented by the CEO of National Voices
Close and next steps presented by the Head of Communications and Engagement
for the WY&H HCP

The presentations used are included in the report (see appendix 3).
5.2

Gathering views

There were 6 tables around the room with various chairs of public panels from different
organisations such as Healthwatch, Hospital trust governors, CCG lay member
representatives, GP patient reference groups and VCS organisation such as Mesmac and
Bradford’s people’s board.
Following the presentations there were two activities planned; activity one was planned
after the first three presentations were shown and activity two was planned after the sixth
presentation was shown. And final presentations which were National Voices, next steps
and close being shown at the end of the workshop. Due to the rich conversations being
had in the room from the first activity a decision was made not to progress with the second
activity on the day.
In order to ensure people were still able to contribute to the second activity it was agreed
an email would be sent with a data capture form for people to complete with their views
and comments and return back to us. Also agreed to send were;
• presentations,
• evaluation form
• invitation for people to let us know if they would be interested in getting involved in
the design and shape of a future involvement network and to be part of a working
group
See appendix 4 for copy of email.
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Following the first three presentations we asked participants as part of the table
discussions to think about the following;
•
•
•

What panel/group/committee do you chair, where and what is its purpose?
What is the one tip you would share?
How do you think this could fit into the work of WY&H?

Participants had an opportunity throughout the morning to be part of a table discussion.
There were facilitators on each of the tables and a scribe to capture conversations. The
scribe was provided with a data capture form (see appendix 5) to record table discussions.
Participants were also asked if they would like to write comments on a post it note as part
of a facilitated table discussions.
Panel question forms were also provided for people to make a note of any questions they
wanted to ask each of the presenters (see appendix 6).
An evaluation form (see appendix 7) also gathered people’s views at the end of the
workshop, and provided a final opportunity for participants to tell us anything they thought
we should know.
Other information provided on the tables and around the room were,
• Agenda
• List of people and organisations in the room
• Equality monitoring form
• Twitter information
• Post it notes for people to make comments or ask questions
The findings from the workshop are captured below and include all the feedback received
from the table discussions and evaluation form.

6.

Findings from the workshop

The public panel workshop took place on Tuesday 17 April 2018 at St George’s Centre in
Leeds from 1pm till 4pm. In total approximately 44 people attended the workshop.
Findings from each of the table discussions for activity 1, feedback received via the data
capture form for activity 2 and the evaluation form can be found below.
See section 9 for themes and overall findings and key messages from this workshop.
6.1 Activity 1 table discussions
Q1: What panel/group/committee do you chair, where and what is its purpose?
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Out of the 44 public panel representatives that attended the workshop there was a mixture
of people in the room the represented groups such as;
•
•
•
•
•
•

Hospital governors
Youth forums
Patient networks i.e. Bradford
Stakeholder forums i.e. Mid Yorkshire Hospital
LGBT groups i.e. Mesmac
Campaigning organisations i.e. Women’s Institute

Of those people some were members of the public who have a keen interested in being
part of these groups and others were paid members of staff from a variety of organisations
such as Healthwatch and the public sector.
The common purpose for all the groups that people were representing were to share ideas
and information, share examples of good and bad practice and learn from these. And
ensuring the voices of people are heard, gathering their views and listening to peoples
experiences.
Q2: What is the one tip you would share
There were many tips given from all participants in the room; below is the one top tip that
was feedback to the whole room from each of the six tables following their table
discussions:
•
•

•
•
•

•

Coproduction, all people need to be involved from the start. It should begin with a
blank piece of paper
Need honest conversations. Stop asking people what they want and be clearer
about what the options are. Need to feed back to people. Need to show what
differences have been made.
It’s important to involve carers and friends. It’s important to mental health. If we
want to hear from young people – go to the schools.
Honest feedback
Relationships with Trusts. The Governors are the conduit but there is no forum for
them to come together across West Yorkshire and Harrogate. Relationship with
acute trust needs to be open and fair conversations
Communication is route to good engagement and consultation. People don’t do it
and don’t know how to communicate feedback. Good communication can save
time, patient stories, feedback – how do we do this? If involved its easy but not if
consulting everyone, media don’t help the cause
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Common themes that came out of this discussion for each table were;
•

Engagement and consultation fatigue about being asked what they think but don’t
feel they are told what difference has been made or feel they have been listened to
as no feedback is given to close the loop. Investing in meaningful continuous
engagement to build relationships not just ‘one off’ events and ensuring we are
talking and listening to the right people, diverse groups, young people, carers
recognising people have different interests and needs.

•

Being honest, open and transparent about the reality of what’s affordable, why the
NHS has to change and what people can actually influence and being genuine
about what the choices are.

•

Using simple language and make jargon more accessible by using plain English

Q3: How do you think this could fit into the work of WY&H?
Only one table managed to discuss this question, they told us;
• It’s a campaigning organisation
• STP could link with WI to gather views and consider issues
• Virtual network
• Have a feedback mechanism to groups and hold to account
• Ask for patient stories – use at beginning of meetings
• No one model /event fits all – various forms
• Health and wellbeing boards – use that mechanism
• Remember the political agenda
See appendix 8 for the raw data from each table discussion
6.2 Activity 2 data capture form
Two people responded to the email request for feedback for activity 2. See replies below
Q1. If we had a West Yorkshire and Harrogate group/panel/committee across the
sectors and partnership – what would this look like?
Feedback from person A)
If this is to be meaningful it must have clear function, role and aim. Too many talk shops
exist with no action plan or outcomes. Also for people / organisations to participate their
goals etc. must align. Might consider specialist “seldom heard” liaison / outreach work?
The lay members are there to challenge the board therefore any group must have a
different purpose, for example, specific topic focus group, document review group, locality
group.
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Expressions of interest and areas of expertise / interest from individuals should be
explored. However, as some individuals may also be active within their GPs’, PPG or
locality CCG the same message may be being heard – beware self-validation. Look to
included leaders, for example, VCS, to use their networks to influence and inform.
Feedback from person B)
Patient and service user group
WY&H partnership wide governor / lay member forum
Q2. What would we need to do to get there?
Feedback from person A)
WYH HCP need to work out what it needs from such group(s) and align them with the
current / future work plans. For example, look at care pathways, over the whole “footprint”
and by place, and use patient and public involvement (PPI) to inform and validate future
proposals – buy in.
PPI needs to be continuous in terms of information – monthly updates at least – and needs
dedicated support.
Feedback from person B)
Create and discuss with governors, trusts, CCGs, membership councils structures
facilitative of partnership wide governor/oversight forum within WY&H, perhaps one or two
representing individual trust’s, membership council - perhaps reporting to and back from
partnership to individual trust/CCG/etc. Perhaps a revolving lead chair facilitating from one
of the partnership trusts? Initially as a working prototype or interim partnership, governor
forum/council to allow for necessary ongoing adjustment.
6.3 Panel questions (questions form, questions from around the room and post it
notes)
Questions from the form provided
Presentation 2: Work of the partnership
• What form did the “public scrutiny” take? How did it influence collaboration with
whom?
Presentation 3: Public Involvement
• Positive spin on things for CCGs - How do we ensure we get the “down and dirty”
version?
Presentation 4: Role of Clinical Commissioning Groups Joint Committee and Lay Member
Assurance group
• How does “clinical outcome” sit with involvement and the “how”. Scientific models
and rationales tend to ignore the experience of people using services.
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Presentation 7: National Voices
• The things that are hard to measure are the human so the medical/rational/scientific
take priority? Advice to organisations re these measures
Questions and comments from around the room
Table 1:
• Comment/Question: Require clarification. I’m a publically elected Governor. Did I
hear correctly NHS England don’t help you to improve things as this was followed
NHS England focus on improvement?
• Comment: It used to be around person centred. The system won’t work unless it’s
designed around the individual. Patient centre must always be at the forefront.
Need to ensure organisations and system drivers don’t take priority over patient
centred. Last minute events being put on can cause difficulties for the public to
attend.
• Comment: I have been talking to colleagues across the patch around models of
engaging with young people.
Table 2:
• Comment: We’re only hearing apple pie statements. Not hearing actual hard
process and structure. There needs to be an accountable structure.
• Question: What’s happened over the last 20 years around partnership working?
Table 3
• Comment/Question: I’ve spent 20 years in public engagement hearing the same
thing year after year. I want to know when our comments are going to take effect?
A&E figures are getting worse. You are not delivering so people will stop telling you
what they want as it’s a waste of time.
• Comment/Question: Admire the work of Lay Members and Governors. However,
after three years do they really represent the views of their communities or do they
lack objectivity as they become more corporate?
• Comment: Be wary of carer fatigue. It’s harder to access services. We have got
grudging carers – not professional carers. Not enough input for carers e.g. GPs
flagging carers. Carers are abused, used, ignored and forgotten.
Table 4
• Comment: I have worked with the largest health organisation in the world. I think
you are setting yourself up for huge expectations. We want to see what’s going to
change on the ground. It’s not about structures.
• Comment/Question: Any suggestions to CCGs of measuring human aspects?
Doesn’t focus on human impact to services delivering in a kind way verse a sterile
way.
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Table 5
• Comment/Question: I am a Governor and I mix with people who are very concerned
around issues in the NHS. There has been six years of constant reorganisation.
Fast pace of change. I’m just getting used to the terminology – how can we expect
the public to keep up? The public feel they are not being told the truth or being
honest with. There’s a feeling things on the ground are getting much worse. We
need to be told the real truth if it’s around finance etc. We need the honest truth.
• Comment: Have own boundary issues in East Lancs. 28,000 patients use Airedale
Hospital and then return to East Lancs. Think about interlocking with the Pennine
System. See all problems with social care not working with primary and secondary
care and this is failing people. A collaborative way of working will improve the
service for people. It’s up to us to help the system.
Table 6
• Comment/Question: The Joint Committee doesn’t hold the CCG to account – they
are not there for that. More is needed around “we said – we did”. You’re two years
into a 5 year strategy. How is this being qualitative assessed to check its going in
the right direction and if it’s then how can that be changed?
• Comment: When carers need help from social care it’s very difficult. This is an
opportunity for partnership working with health and social care. Patient Experience
is at the forefront but statistics are not showing as going up. Lots of changes afoot
that will make an impact.
Table 7
• Comment/Question: I’m in my 7th year as a Governor. It takes a while to get a
handle on things, then get stroppy and hold the organisation to account. It’s a big
task and needs time to get to the nub of it. The Governors don’t sit and nicely
agree. Do we need to hold to account or should we be working forward together
and not retrospectively holding organisations to account?
Questions using Post It Notes
What work is being done to engage with Carers? While all this is being talked about, they
are usually left caring 24/7 for people with long term health conditions
6.4 Workshop evaluation form
Each person who attended the workshop was asked if they could complete an evaluation
form (see appendix 9 for raw data). Of the 44 people who attended the workshop 14
people completed or partially completing an evaluation form at the event. There were 4
replies via email following the request after the workshop, 3 forms were completed and 1
person feedback in an email rather than completing the form. Findings from the evaluation
form can be found below;
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Presentations
Participants were asked to rate each presentation (including the content and presenter)
and if the information was presented in a way that they could understand? By circling an
appropriate number - 1 being no understanding at all and 10 being completely understand.
Participants were asked to rate each presentation (including the content and presenter)
and if the information was presented in a way that they could understand? By circling an
appropriate number - 1 being no understanding at all and 10 being completely understand.
The most prevalent score for the presentations was 8 and participants said:
• Presentation 6) couldn’t see some of the presentation (it wasn’t clear) but what the
presenter from Leeds Council had to say was clear and understandable. Also the
Engagement Plan/Learning was an example of good practice
• The demographic info isn't best practice
• I appreciated being asked to take part enabling me to bring forward some of the
"silent voices"
• Unfortunately, I had to leave early so didn’t see all the presentations. I have put
crosses against the items I saw.
• I also think that next time you to have a room with more space as we were very
cramped and it was extremely hot in there.
One person was unable to open the evaluation form and did not give ratings to the
presentations, activities, venue or registration. However, they gave a written review
detailed later in this section.
Group Activities
Participants were asked to rate each activity (including the facilitators) and if they felt they
were able to fully contribute, tell us everything they wanted to and felt that they had been
listened to? By circling an appropriate number - 1 being no not at all and 10 being yes
completely.
Activity 1 - From the 14 responses 5 people did not provide a scoring. Of the 9 people that
did provide a scoring they all rated as 7 or above.
Activity 2 – This activity was not completed on the day however, people were given the
opportunity to complete activity 2 after the event and to email their comments. On the day
2 people did score activity 2 with 1 person rating this as a 7 and the other person rating
this as 8. There was also a rating via email after the event and they scored this activity as
9.
There was no response where delegates were asked “is there anything else you would like
to tell us?”
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Registration
From the 14 completed evaluations 8 people rated registration as very good, 1 rated it as
good and 5 did not provide a scoring.
Venue
When ask about the venue, 6 people did not complete this section. The most prevalent
scoring rated the venue as good with a further two people citing the venue as very good
and two others scored it as poor.
Delegates were asked – “Is there anything else you would like to tell us?”
One person commented
• Venue) Room small for amount of tables in it. I have an ear impairment and the
sound was not great - did miss some of what the "softer" speakers had to say.
Health & safety issue re trying to get out of the room if there was an emergency
One person commented
• The room was too small for the number of people and tables were too close
together
People were also asked if they had any other general comments.
One person noted
As ever the balance between presentations and discussions time has a little too skewed
towards a fixed agenda of presentations – but valiant efforts to involve everyone.
A delegate gave the following written response as they were unable to open the evaluation
form that was emailed to them.
Unfortunately neither version of the evaluation forms are interactive on any of the apps on
my iPad so I have written my evaluation below.
I understood every presentation.
Did not need to do a somewhat lengthy input between speakers and we did not need
‘jollying up’ and a linking commentary, we did need more time for questions and
particularly for group discussion and we were running over. A quick introduction to each
speaker would have done.
I appreciate the need to set out the aspirations of the WY&H HCP and NHS England, but
at this stage I agreed with the questioner who said it all sounded like hopes and ‘apple pie’
with no substance. It really did appear in contradiction to ‘the patient at the centre’. It was
top-down at the start of the session.
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We only began to engage when the other speakers began to speak, an indication of this
were the rounds of applause that were given at the end of these presentations.
It would have been better if we had been provided with real clear examples of good
practice happening for patients right now, here or elsewhere, that illustrates the direction of
travel that the WY&H HCP wants to achieve through cooperation. This would have given
substance and context to the first two presentations as these would then have illustrated
how WY&H HCP can support and promote more patient centred health services plus its
ongoing successes in gaining initiatives and finance to make it begin to happen. We want
to see things happening on the ground and to identify our roles in these and be inspired to
act.
The subsequent speakers were very well received and we wanted to know more. The last
speaker from National Voices was excellent and but as the session was overrunning we
did not have time to discuss the issues. This seemed to emphasise the top-down
approach, we needed this earlier. It was somewhat familiar as formerly in our trust
meetings the patient story was at the end of the agenda so was either rushed or not
addressed if time ran out. We changed it to become the first item.
At the end of the session I was informed but not fully engaged. Lots of issues raised but I
did not really have much to take away other than we need to make more use of our
membership in terms of consultation but we already knew that.
7.

Equality and Diversity

Each person who attended the workshop was asked if they could complete an evaluation
form (see appendix 11). Of the 44 people who attended the event 9 people completed or
partially completing an equality monitoring form and 1 person returned the form vial email.
Findings from the evaluation form can be found below;
The majority of attendees reflected as their post code as Bradford and Halifax. Harrogate,
Leeds and Wakefield areas were also represented.
8 female and 2 males completed the form with an age range from 31 – 68 and all cited as
the country they were born in as either England or the UK.
When asked do you belong to any religion, the responses were 4 Christianity, 3 no
religion, 2 preferred not to say and 1 Buddhism.
Respondents were asked what their ethnic group is. The majority said they were
English/Welsh/Scottish/Northern Irish/British with 1 person being Caribbean, 1 Irish and 1
person who didn’t provide a response.
5 people considered themselves to be disabled due to the following impairments; physical
or mobility impairment, sensory impairment, mental health condition, physical or mobility
14

impairment. 4 people did not consider themselves to be disabled and 1 person preferred
not to say.
When asked if people considered themselves to be a carer, 3 people said yes and 7
people said no.
No-one was pregnant or had given birth in the last six months.
When asked about their sexual orientation the majority stated they were
heterosexual/straight/opposite sex. 1 person said they were gay (same sex) and 1 person
said they were lesbian (same sex). 1 person preferred not to say.
The majority of respondents said they were not transgender. 1 person said they were and
3 chose not to respond to that question.
Equality monitoring raw data can be found in appendix 12.

8.

Overall findings and key messages

There was a mixture of views within the room around the wider work of the Partnership
and views relating to building on work to date to further developing a potential public panel
network.
It is clear from the themes that came out of the workshop discussions that there is further
work needing to be done to develop a public panel network and what it would look and
indeed what we need to do to get there.
We also need to consider views received about the wider work of the partnership.
Key messages from the public panel workshop are summarised below and are in no
particular order;
There was a strong focus from people in the room about the need to be honest, around
needing to be honest, open and transparent.
Have meaningful continuous engagement; people want to feel that they are being listened
to. There was also a strong reference to making sure feedback happens and the loop is
closed.
Ensure that we are talking and listening to diverse groups of people such for example;
young people and carers etc. and recognise that people have different needs and
interests.
Use simple language and make jargon more accessible by using plain English.
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Be clear what we are trying to achieve and recognition of potential engagement fatigue
and duplication.

9.

How the findings will be used

This report of findings will be shared with people who attended the workshop and
uploaded to the West Yorkshire & Harrogate Health and Care Partnership website.
Findings from this report and through continued meaningful conversations with our
stakeholders will help inform the next stages of this work to co-produce a robust
governance structure for West Yorkshire and Harrogate Health and Care Partnership.

16

Appendix 1 – Key drivers and legal obligations
Health and Social Care Act 2012
The Health and Social Care Act 2012 makes provision for Clinical Commissioning Groups
(CCGs) to establish appropriate collaborative arrangements with other CCGs, local
authorities and other partners. It also places a specific duty on CCGs to ensure health
services are provided in a way which promotes the NHS Constitution – and to promote
awareness of the NHS Constitution.
Specifically, CCGs must involve and consult patients and the public:
•
•

•

In their planning of commissioning arrangements
In the development and consideration of proposals for changes in the
commissioning arrangements where the implementation of the proposals would
have an impact on the manner in which the services are delivered to the individuals
or the range of health services available to them, and
In decisions affecting the operation of the commissioning arrangements where the
implementation of the decisions would (if made) have such an impact

The Act also updates section 244 of the consolidated NHS Act 2006 which requires NHS
organisations to consult relevant Overview and Scrutiny Committees (OSCs) on any
proposals for a substantial development of the health service in the area of the local
authority, or a substantial variation in the provision of services.
The Equality Act 2010
The Equality Act 2010 unifies and extends previous equality legislation. Nine
characteristics are protected by the Act: age; disability; gender reassignment; marriage
and civil partnership; pregnancy and maternity; race; religion and belief; sex; and sexual
orientation. Section 149 of the Equality Act 2010 states all public authorities must have
due regard to the need to a) eliminate discrimination, harassment and victimisation, b)
advance ‘equality of opportunity’, and c) foster good relations. All public authorities have
this duty and will need to be assured that “due regard” has been paid.
The NHS Constitution
The NHS Constitution came into force in January 2010 following the Health Act 2009. The
constitution places a statutory duty on NHS bodies and explains a number of patient rights
which are a legal entitlement protected by law. One of these rights is the right to be
involved directly or through representatives:
•
•
•

In the planning of healthcare services
The development and consideration of proposals for changes in the way those
services are provided
In the decisions to be made affecting the operation of those services
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Appendix 2 – Invitation
To: All Chairs of public, patient and involvement groups across West Yorkshire &
Harrogate (apologies if you have received this more than once)
Invitation to attend patient and public involvement workshop
West Yorkshire and Harrogate Health and Care Partnership would like to invite you to
attend a workshop to find out more about the work we do and to ask whether you would
like to get involved further. You can find out more about the Partnership at
www.wyhpartnership.co.uk
The session will take place on Tuesday 17 April 2018
1pm – 4pm at St George's Centre, Great George Street, Leeds, LS1 3DL
There is currently a lay member assurance group for the Joint Committee of the 11 Clinical
Commissioning Groups (CCG) with a primary purpose of assuring the 11 West Yorkshire
and Harrogate CCG Governing Bodies through their respective patient and public
involvement work. This is an important part of our priority programmes, which includes
cancer, urgent care, mental health and stroke.
However, we want to build on this work and develop our public involvement much wider
with the aim of having a West Yorkshire and Harrogate public involvement panel
working more closely with all partners. The panel will help to co-produce a robust
governance structure which can offer assurance on all engagement and consultation work
of the West Yorkshire and Harrogate Partnership across all sectors, i.e. hospitals, Local
Authorities, CCGS. They will also act as advocates and constructively challenge the
Partnership and ensure that public involvement is at the heart of all decision making. We
also have some great guest speakers, including Jeremy Taylor from National Voices, Ian
Holmes, West Yorkshire and Harrogate Health and Care Partnership, Olivia Butterworth
from NHS England and Paul Bollom from Leeds City Council.
We would very much appreciate your involvement - please can you confirm your
attendance by email to jannine.clark@wakefieldccg.nhs.uk or by calling 01924 317659.
Your views are very important to us and we hope you are able to attend this event.
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West Yorkshire
and Harrogate
Health and Care
Partnership
Public Panel
Workshop

April 2018

Hello and welcome
Karen Coleman
Communications and engagement
Karen.coleman2@wakefieldccg.nhs.uk
@wyhpartnership

What we are going to be talking
about?
•
•
•
•
•
•
•
•
•

Housekeeping
Ok to take photos please?
Follow us @wyhpartnership #WYHinvolve
Who is in the room?
What do West Yorkshire and Harrogate Health and Care
Partnership do?
Want to increase public awareness
Why is involving you so important to us?
Various ways to involve people in change and regardless of
terminology this event it is all about community having a
voice the first of its kind for the partnership
Importantly want to hear your ideas and views……

Lots of people to hear from –
including you….
Item

Lead

Time

Hello and welcome

Karen Coleman WY&H HCP

1.15pm-1.25pm

Work of the partnership

Ian Holmes/Anthony Kealy WY&H HCP

1.25pm-1.40pm

Public involvement

Fiona Weir, NHS England

1.40pm

Group activity

All

2.15pm-2.35pm

The Joint Committee of and role of lay members

Marie Burnham/Fatima Khan-Shah,
2.35pm-2.50pm
Joint Committee of the 11 Clinical Commissioning Groups

Hospital Governors

Vicky Pickles, Calderdale and Huddersfield Hospital

2.50pm-3.00pm

Working with communities
Panel questions

Paul Bollom, Leeds City Council

3.00pm-3.10pm

Group activity

All

3.20pm-3.40pm

National Voices

Jeremy Taylor, National Voices

3.40pm-4pm

Close, next steps and thank you

Karen Coleman, WY&H HCP

4pm-4.15pm

–

Panel questions
Break 2.00pm – 2.15pm

1.50pm

Hello my name is Ian…

Ian Holmes
Director
West Yorkshire and Harrogate Health and
Care Partnership

Context – WY&H patch…
• 2nd largest STP in the country in terms of population – 2.6m
people, over £5bn of health and care funding.
• 6 ‘places’ – mirroring local government boundaries
• Strong leadership - but not a strong track record of partnership
working
• Significant track record for innovation and good practice
• Very diverse demographics and socioeconomics – e.g. 10 year
variation in life expectancy across Leeds. Pockets of high
affluence and high deprivation.
• Mixed performance: some significant finance and performance
issues.
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Leadership aims and principles
Our collective leadership
aim is to achieve the best
possible outcomes for the
population through
delivery of the Five Year
Forward View

We have Guiding principles that shape everything we do as
we build trust and delivery
• We will be ambitious for the populations we serve and the staff
we employ
• The WY&H STP belongs to commissioners, providers, local
government, NHS and communities
• We will do the work once – duplication of systems, processes
and work should be avoided as wasteful and potential source of
conflict.
• We will undertake shared analysis of problems and issues as the
basis of taking action
• We will apply subsidiarity principles in all that we do – with work
taking place at the appropriate level and as near to local as
possible

These are critical common points of agreement that bind us together
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What might be different…
National Policy Drivers

WY&H partnership

• Organisation is king

• System and place

• Mixed priorities and regulatory
requirements
• Competition
• Financial mechanisms skewed
towards acute care
• Performance focus on access
targets

• Aligned shared ambition
between partners
• Collaboration
• Greater financial control to
invest upstream
• Prioritisation of wellbeing and
outcomes

Delivery model…
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We identified the following priorities for working
together at a West Yorkshire & Harrogate level…
WY&H Priorities

National Priorities
•
•
•
•
•

Cancer services
Urgent & Emergency
Care
Mental Health
Maternity
Primary and
Community Care

•
•
•

•

Stroke (hyper-acute &
acute rehab)
Prevention at scale
Elective Care and
Standardisation of
commissioning policies
Acute Care
Collaboration

Enablers
•
•
•
•
•
•

Best Practice and
Innovation
Workforce
Digital and
Interoperability
Harnessing the power
of communities
Capital and Estates
Business Intelligence
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Successes to date…

• The West Yorkshire A&E acceleration zone, supported by national
transformation funding delivered an 10% improvement in A&E
performance in Q4 2016-17
• Our Cancer Alliance Board is a national exemplar – and has attracted
£14m in funding to transform cancer diagnostics
• We have developed a strategic case for change for stroke from prevention
to after care, our communication / engagement which took place in spring
was commended by national bodies
• We have streamlined management of CCGs (11 to 6) and established a
Joint Committee of CCGs and Committee in Common for acute trusts and
agreed for MH trusts
• We have secured £32m revenue funding and £38m capital funding for
A&E, cancer, CAMHS, mental health, learning disabilities and diabetes.
• Strengthened partnerships with local government – built from ‘place’
• Published a ‘one year on’ document in February

11

The evolution of the partnership

PHASE 1:

PHASE 2:

Mobilising and producing
draft proposals

Consolidating, building
capacity, governance and
infrastructure

(May to Dec 2016)

(Jan to Sep 2017)

PHASE 3:
Mutual accountability–
towards ‘ICS’
(Oct 17 to Apr 18)

Towards ‘integrated care systems’…
The terminology is not particularly helpful, but the opportunity is significant…
We want:
• Greater autonomy from
conflicting regulatory regimes

In return for:
• Progress on delivery of national
priorities

• Upfront transformation funding
and capital – and flexibility for
how we deploy it

• Collective leadership weight
behind the partnership priorities

• Access to capacity, expertise and
support so that we can move
faster

• Moving towards a ‘self governing
system’, with first line
responsibility for oversight of
system performance

Some ‘live issues’ as we work to strengthen
collaboration
• Moving onto the ‘next phase’ – mutual accountability, single control
total: trust and system leadership
• Diversity of places – scale, challenges, what they want from WY&H.
Holding the partnership together.
• ‘Sector working’ versus system working
• Winter – maintaining momentum on the longer term stuff while
delivering in the short term
• ACS / ACO / ACP – range of interpretation of what this means, at place
and at WY&H level – toxicity of brand. Local Government dynamic
• Relationship with the regulators – conflicting priorities and behaviours

Thank you…
T: 01924 317659
E: ian.holmes@wakefieldccg.nhs.uk
www.wyhpartnership.co.uk
Follow us: @wyhpartnership
Tweet: @ianholmeswyh

Public
Involvement
West Yorkshire and
Harrogate Health and
Care Partnership
Public Panel Workshop
17/4/18
Fiona Weir
Participation Strategy
Lead, Public Participation
Team (PPT)

Everyone is committed to better public
engagement…
“Making progress on our priorities and addressing the challenges
the NHS faces over the next two years cannot be done without
genuine involvement of patients and communities. Nationally, we
will continue to work with our partners, including patient groups and
the voluntary sector, to make further progress on our key priorities.
“Locally, we will work with patients and the public to identify
innovative, effective and efficient ways of designing, delivering and
joining up services”.
(Next Steps to the Five Year Forward View)
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Engagement leads are planning and
running engagement, something like
this…
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Enfield CCG Engagement Plan

And increasingly, everyone is realising
that…

https://www.youtube.com/watch?v=X8fCXNTCWig

The key to good engagement is not just
the WHATs but also the HOWs.
19

We need to change relationships
and work with people
and communities
as equal partners
in health and care transformation

20

Working in more engaging and coproductive ways.
Image from Coproduction Wales

http://www.resilience.org/stories/2014-07-15/co-production-creating-better-public-services-through-empowerment/
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What you can do to support this shift (with a
bit of help from NHS England PPT) (1)
• Use information, guidance and good practice on the
Involvement Hub:
https://www.england.nhs.uk/participation/ - including new
legal guidance on engagement in the context of
collaboration.
• Find out about our networks and pilot work to widen and
deepen engagement, particular reaching those most
marginalised.
• Get bespoke support with engagement to STPs/ICSs (with
the Transformation Group) and extending our rota support
to STPs/ACSs.
• Continue shifting focus to place-based working.
• Join new regional learning networks for sharing learning,
peer-to-peer support – new workshops, training and
webinars – watch this space…
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What you can do to support this shift (with a
bit of help from NHS England PPT) (2)
• Join online sharing of resources and forums for support on
Futures NHS (formerly Kahootz):

https://future.nhs.uk/connect.ti/NHStransformation/grouphome.

• Talk to lay members and non-executives about their role as
change leaders in strategic transformation.
• Support improvement in CCGs – encouraging them to share their
IAF engagement assessment results at STP/ICS level and work
together to improve.
• Help us ‘crowd-sourcing’ knowledge about asset-based and coproductive working with people and communities, from those
who are doing it.
23

Helping you turn your vision into reality…

24

For further information or support, contact
england.nhs.participation@nhs.net
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Activity 1 Table Discussion (20
mins)
• Facilitator and note taker
• On your table please discuss
• What panel/group/committee do you chair, where and
what is its purpose?
• What is the one tip you would share?
• How do you think this could fit into the work of WY&H?

• Feedback what the table feels is the one most
important point that needs to be raised

Marie Burnham
Independent Chair of Joint Committee of the
Clinical Commissioning Groups (CCGs)
Fatima Khan-Shah
Chair of CCG Lay Member Assurance Group

Joint Committee of the Clinical
Commissioning Groups - Marie
• The work of the Joint Committee of the Clinical
Commissioning Groups (CCGs) – why is it
important?
• The work plan
• Importance of meeting in public

Role of CCG lay member group Fatima
• The role of the CCG Lay Members Assurance Group
– what do we discuss?
• What difference is it making on a WY&H level?

So what IS a Foundation
Trust Governor…?
Victoria Pickles
Company Secretary

What is a Foundation Trust?
• Foundation Trusts first introduced in April 2004
• Independent legal entities and have unique
governance arrangements.
• Accountable to local people, who can become
members and governors.

Each NHS foundation trust has a duty
to consult and involve a board of
governors – including patients, staff,
members of the public, and partner
organisations – in the strategic
planning of the organisation.

Who is the Trust accountable to?

CHFT
Members
Regulation and Inspection:
e.g. NHS Improvement
Care Quality Commission

Council of
Governors (CoG)

Commissioners:
e.g. Clinical Commissioning Groups (CCGs)
Specialised Services Commissioning (NHS
England)

Where does the CoG fit in?

Exec Board

CoG

Decides, governs, assures
Responsible for all
aspects of performance

Talks to the Community
Holds the NEDs to account
for performance of Board

Chair responsible for ensuring
the two bodies work effectively
together

Composition of Council of Governors
6 stakeholder governors
- Calderdale Council
- Kirklees Council
- Locala CIC
- HealthWatch
- Uni of Huddersfield
- SWYPFT

6 staff governors
- 1 doctor
- 1 Ancillary
- 2 Nurses
- 1 Admin
- 1 Therapy

16 public governors
Reflect Council
wards across
Calderdale and
Kirklees

Governors’ Formal Powers
Many formal powers, including:
• Holding the non-executive directors to account for the
performance of the board
• Representing the interests of members and the public
• Approving (or not) the appointment of the trust’s chief
executive
• Appointing, removing and deciding upon the terms of
office of the chair and non-executive directors of the trust
• Determining the remuneration of the chair and nonexecutive directors
• Jointly approving changes to the trust’s constitution with
the board

A Day in the Life of a Governor…
Board Sub-committees

Divisional Reference
Groups (DRGs)

CoG meetings
Food tasting
Interview panels

Patient surveys
Regional/national
governor conferences

Walk about Tours

Senior staff interviews

PLACE inspections

How do Governors hold us to account?
• Is this in the best interests of patients and the
community?
• How does this issue affect patients/staff?
• How does this affect our performance/obligations
(quality, cost, activity)?
• Issues and progress?
• Is this in line with our four pillars, values, style, goals?
• What are the risks with this? How will they be dealt
with?
• How will you communicate this internally, externally?
• What process will you put in place to deal with this?

• Thanks for listening
• Any questions?
• Quiz time…

Here’s our lead governor Brian testing food at this year’s PLACE inspection
But what’s he eating?
[Clue: Brian, a southerner, had never tried this Yorkshire delicacy before]

Working
with…communities…
Paul Bollom

17th April 2018

St Georges : Public Panel W’shop

Get it right and there is a
small round of applause

Better conversations: A whole city approach to working with people
Focus on
‘what’s strong’
rather than
‘what’s wrong’

Build on the
assets in
ourselves, our
families & our
communities

Be
‘restorative’.
Offer high
support and
high challenge

In Leeds we believe wellbeing starts
with people: The connections,
conversations and relationships
between services and citizens and
between people in their families and
communities have a huge impact on
us all.

Put people at
the centre of
all decisions

Working
‘with’ means…
Actively listen
to what
matters most
to people

Work as
partners to
achieve
individual
goals
Quality conversations make a
difference, especially when used
positively by services to work ‘with’
people to find solutions rather than
things being done ‘to’ people or ‘for’
them.

Start with
people’s lived
experience

Our commitment to working with
people is about bringing these beliefs
to life, by developing the skills and
mind-set across Leeds’ health and
care workforce to use solutions that
work with people wherever it is safe,
appropriate and the right thing to do.

The Leeds Left Shift
Episodic illness
Healthy at higher risk of developing health and social care needs
Living with frailty
Living at end of life

Preven
tion

Self
Care

Primary Care

Secondary Care

Future
emphasis of
resources
and focus

Shift as a
society we
need to make

Current
emphasis of
resources
and focus

Stages of health and
wellbeing people tend to be
within at a point in time

Healthy

Prevention

Self Care

Primary Care

Secondary Care

Leeds Health and Care Plan

Draft version 4 – 16/11/2017

By 2021, Leeds will be a healthy and caring city for all ages, where people who are the poorest improve their health the fastest
A plan that will improve health and wellbeing for all ages and for all of Leeds which will…

Protect the vulnerable and reduce inequalities

Improve quality and reduce inconsistency

Build a sustainable system within the reduced resources available

Our community health and care service providers, GPs, local authority, hospitals and commissioning organisations will work with citizens, elected members, volunteer, community and faith sector and our workforce to design solutions bottom up that…
Have citizens at the centre of all decisions and change the conversation around health and care
Build on the strengths in ourselves, our families, carers and our community; working with people, actively listening to what matters most to people, with a focus on what’s strong rather than what’s wrong
Invest more in prevention and early intervention, targeting those areas that will make the greatest impact for citizens
Use neighbourhoods as a starting point to further integrate our social care, hospital and volunteer, community and faith sector around GP practices providing care closer to home and a rapid response in times of crisis
Takes a holistic approach working with people to improve their physical, mental and social outcomes in everything we do
Use the strength of our hospital in specialist care to support the sustainability of services for citizens of Leeds and wider across West Yorkshire
What this
means for
me…
Key actions
that will be
undertaken:

Prevention

Self-Management and Proactive Care

Optimising Secondary Care

Urgent Care and Rapid Response

“Living a healthy life to keep myself well”

“Health and care services working with me in my
community”

“Go to a hospital only when I need to”

“I get rapid help when needed to allow me to return to
managing my own health in a planned way”

1. We will give every child the “Best Start” in life,
specifically the crucial period from pregnancy to
the age of two through early identification and
targeted support.
2. We will ensure that people understand the
benefits of being physical active. We will create
environments that encourage people to build
physical activity into their everyday life.
3. We will ensure that people who smoke and/or
drink harmful amounts of alcohol are identified
and supported to stop smoking and reduce their
alcohol intake.
4. We will have a new single, easy-to-access service
in place by October 2017 to support people to
live healthier lifestyles with a specific focus on
those at high risk of developing respiratory,
cardio-vascular conditions.
5. We will have a new “Better Together” service in
deprived neighbourhoods. It will use a
community development approach to work with
individuals, groups and communities to address
issues that lead to poor health, such as poverty,
unemployment, relationships and housing.

1. We will increase the number of people living with
frailty able to live a fulfilling and active life for
longer in their own homes. To achieve this,
services will work together in communities in new,
more efficient ways through a focus on individual
and community strengths.
2. We will increase the numbers of people who are at
high risk of developing diabetes and those living
with diabetes accessing education and support
programmes by 25% from 2017/18 to 2018/19.
The aim of this is increase their knowledge about
their risks and their conditions and their ability to
manage these better.
3. We will enhance local services that improve you
and your family’s ability to manage your health.
We will focus initially on people with muscle and
joint problems and test out a new approach by
March 2019. We will expand the approach to other
services where it works well.
4. We will increase the number of people with
diabetes and breathing difficulties who are
supported by their healthcare professional to set
and meet personal goals about their health and
mental wellbeing. We will expand this approach to
other people where it works well too.

1. We will work with health professionals to reduce
the number of unnecessary routine appointments
for patients, both before and after hospital
treatments.
2. We will improve the way in which we provide
care for people with mental health conditions by
reducing the number of people sent outside
Leeds to have treatment, and through increasing
provision within the Leeds community.
3. We will work to ensure that money spent on
prescribed medicines is evidence-based, clinically
appropriate and consistent through better
working with patients, health professionals and
all providers.
4. We will provide more advice from consultants to
the patient’s GP (and primary care team) so they
can manage more of the patient’s needs in the
community.

1. We will provide clearer information on how to
access the urgent healthcare available to support
patients and professionals to make good choices
from a comprehensive range of high-quality
services.
2. We will review all the locations and services
where patients presenting with an urgent care
need are assessed. This will support the move of
care from a hospital to a community-based
setting.
3. We will review all our urgent and non-planned
care pathways to optimise patient care, promote
self management and manage crisis.
4. We will change the way we organise services by
connecting all urgent health and care services
together to meet people’s mental, physical and
social needs, ensuring that people can use the
right services at the right time.

5. Whilst maintaining the quality and safety of care
for all patients, we will work to reduce their
length of stay in hospital by ensuring processes
and systems are better streamlined whilst still
meeting their needs.
6. We will improve the ways in which we test for
cancer, provide treatment and offer support to
patients after they have had a cancer diagnosis.

Together these actions will deliver a new vision for community services and primary care in every neighbourhood. These will be supported by…
Working as if we are one organisation and growing our own workforce from our
diverse communities, supported by leading and innovative workforce education,
training and technology.
Using existing buildings more effectively, ensuring that they are right for the job

Making Leeds a centre for good growth becoming the place of choice in
the UK to live, to study, for businesses to invest in, for people to come and
work
Using our collective buying power to get the best value for our ‘Leeds £’

Having the best connected city using digital technology to improve health
and wellbeing in innovative ways

Political / Public Engagement - Learning
•
•
•
•
•
•
•
•

What we discuss has to be human scale
Populations – AND populations of service users
Repetition, eg 10 area committees two conversations
Robust, real and rolling
Diverse engagement
Political and non political
Documenting change as you go – a conversation not an
endpoint
Strategy AND service change detail AND statutory
requirements

Activity 2 Table Discussion (20
mins)
• Facilitator and note taker on each table
• On your table please discuss:
• If we had a West Yorkshire and Harrogate
group/panel/committee across the sectors and
partnership – what would this look like?
• What would we need to do to get there?

• Feedback what the table feels is the one most
important issue to be raised.

Patient and public
involvement
A National Voices view
Jeremy Taylor
CEO National Voices
17 April 2018

@NVTweeting @JeremyTaylorNV
www.nationalvoices.org.uk

National Voices

We are the coalition of charities in England that
stands for people being in control of their health and
care. We have 160 member organisations.
We care about:
•
•
•
•

The person not just the illness
Living well with long term conditions
Working with people not doing things to them
The things that contribute to health and wellbeing

What we do
• Speak up about what matters to people
• Influence national policy & system design
• Work with commissioners, providers, professional
groups
• Support our own sector and the people they
represent

Some things we helped make
happen
• A duty of patient engagement in law (2012) – and guidance
around it
• Guidance on care and support planning
• A vision for integrated care adopted nationally
• Chapter 2 of the NHS Five Year Forward View – “a new
relationship with patients and communities”
• Building the evidence base for person centred care
• Roll out of personal health budgets
• A structure for shared health records
• A shared definition of quality in primary care

What matters to people in health,
care, wellbeing?
• Access – getting through, getting an appointment,
timeliness, waiting, cost, transport
• Effectiveness – quality, safety, coordination,
efficiency, lack of waste
• Relational aspects – communication, involvement,
empathy, dignity, cultural sensitivity, emotional
support
• Quality of life – independence, control, housing,
practical support, employment, purpose, social
connections

I work with
my team to
agree a care
and support
plan…

I am
supported
to achieve
my goals….

A vision of good
I have the
Information
I need…

“I can plan my care with people who
work together to understand me and my
carer(s), give me control,
and bring together services
to achieve the outcomes important to
me.”

The professionals work as
a team.
I always know who is
coordinating my care…

I’m involved
as I want to be
in decisions…

When I move
between settings
there is a plan in
place….

Trends

Care planning
Little evidence of personalised
care and support planning

Carers
Family
involvement is
not central, and
most carers do
not get much
support.

Care coordination
Coordination
of care is not
measured.
The best
indicators we
have show poor
results.

Groups with less good experiences
(on various measures)
•
•
•
•
•
•
•
•

people with long-term conditions
people aged over 75
people with dementia
young people with complex health needs
children with physical disabilities
people with both physical & mental health needs
people with a learning disability
people detained under the Mental Health Act or with
mental health conditions
• people subject to deprivation of liberty safeguards
• people from some BME communities
• people who are LGBT

Engaging
individuals in
their health and
care
Working with
communities,
volunteers,
voluntary sector

A landscape
of
involvement

Engaging relatives
and carers

Working with
groups of people
– eg to redesign
services

Working to reduce
inequalities

A ladder of involvement

The value of involvement
People involved
in own care:
£150 return on
£100 invested
People powered
health:
£4.4 bn pa

Volunteers
Quarter of
all adults

Informal
carers:
Over 6m
people
1.5m full time
£132 bn pa

Voluntary
sector:
160,000
organisations

£24 bn pa
£12.2 bn GVA

Involving people: what to
invest in
• shared decision making
• personalised care and support planning
• health coaching
• education and support for self-management
• peer support
• group activities
• asset based approaches
• experience based co-design
• co-production

Involving people: values &
behaviours
• What matters to people as the goal for
healthcare
• Treating people as people
• Listening
• Working collaboratively
• Reaching out, being inclusive
• Letting go/sharing power
• Balancing the medical/technical with the human
• Being and feeling accountable

Questions for lay participants

•
•
•
•
•
•
•
•
•
•

What matters to people locally? – how do we find out?
Who are “we”? Can we multiply and diversify?
How can we help give other people a voice?
How well are services doing? – how do we find out?
What kind of conversations and relationships do we want
with the decision makers?
How can we inform them?
How can we help them?
How can we partner with them?
How can we hold them to account?
How can we hold ourselves to account?

Questions for lay participants
on accountability
• Who is accountable?
• What are they accountable for?
• To whom are they accountable?
• How can we hold them to account?

Some sources
National Voices evidence summaries
https://www.nationalvoices.org.uk/publications/our-publications?combine=+&tid=101

NHS England guidance on involving people in health and care
www.england.nhs.uk/participation/involvementguidance/

Resources from Realising the Value Programme
https://improvement.nhs.uk/resources/realising-value-person-and-community-centred-approacheshealthcare/

Six principles for engaging people and communities
https://improvement.nhs.uk/resources/Six-principles-for-engaging-people-and-communities/

Nice guideline: Community engagement: improving health and wellbeing and reducing
health inequalities
www.nice.org.uk/guidance/ng44

PHE: guide to community-centred approaches for health and wellbeing
www.gov.uk/government/uploads/system/uploads/attachment_data/file/417515/A_guide_to_communit
y-centred_approaches_for_health_and_wellbeing__full_report_.pdf

Thanks for listening and
engaging!

Jeremy Taylor
@NVTweeting @JeremyTaylorNV
www.nationalvoices.org.uk

Next steps, thank you and close

Further information
• Event report will be shared / published
• T: 01924 317659
• Visit www.wyhpartnership.co.uk
• Weekly blog www.wyhpartnership.co.uk/blog
• ‘Our Next Steps’ www.wyhpartnership.co.uk/next-steps
• Follow: @wyhpartnership
• Get in touch at karen.coleman2@wakefieldccg.nhs.uk

Appendix 4 – Email
Dear all
Many thanks for attending the West Yorkshire and Harrogate Health and Care Partnership
(WY&H HCP) Chair of Public Panel Workshop on Tuesday 17 April 2018. As promised
please find attached presentations from the day.
As agreed, please find attached two feedback forms that we would be most grateful if you
would please complete and return at your earliest convenience.
1.
2.

Evaluation Form
Equality Monitoring Form

These forms help to inform future events so they are very important to us.
Also, please find attached the template for activity two that we didn’t manage to
complete at the workshop. Please can you complete and return as your views need to be
taken into account.
Also as discussed, we are now looking at the next steps and design and shape for future
involvement work and would really value your input as part of a working group. Please let
us know if you would be interested in getting more involved. We would really value your
input.
If you have received this email on behalf of someone else i.e. lay representative / governor
please forward to the person who you are representing.
Please can all responses and forms be sent to susan.woodward9@nhs.net by Friday
27 April 2018.
We look forward to hearing from you.
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Appendix 5 – Data capture form
Date

Tuesday 17 April 2018

Venue

St George’s Centre, Leeds

Event

Public Involvement Workshop – WY&H HCP

Time

1pm till 4pm

Table number and number
of people on the table
Table Facilitator
Scribe

Instructions:
•

This template is used to report key outcomes in a standard way; the table scribe is
responsible for taking notes on the day, either directly into this template or by
transposing their notes into this format later. If you are using this to record points on the
day please expand the boxes to allow for notes.

•

Note taking should focus on summary points and agreements rather than providing a
verbatim transcription – please follow the above reporting note to record the expressed
sentiment to allow for

•

The role of the table facilitator is to keep the discussions ‘on task’ and to move the
discussions on if it becomes stuck on one point or the discussion is being dominated by
one (or two) individuals. Encourage quieter members to contribute by asking them
directly for their opinion, but do not push if they do not wish to participate.

•

For those who are not keen to participate – remind participants they can complete the
evaluation form or write comments on a post it note
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Activity 1 Table discussions
•

What panel/group/committee do you chair, where and what is its purpose?

•

What is the one tip you would share?

•

How do you think your panel/group/committee could fit into the work of WY&H HCP

What panel/group/committee do you chair, where and what is its purpose?

What is the one tip you would share?

How do you think your panel/group/committee could fit into the work of WY&H HCP?
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Activity 2 Table discussions
•

If we had a WY&H panel/group/committee across the sectors and partnership –
what would this look like?

•

What would we need to do to get there?

If we had a WY&H panel/group/committee across the sectors and partnership – what
would this look like?

What would we need to do to get there?
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Appendix 6 – Panel question form
Questions for the presenters
Public involvement workshop Tuesday 17th April 2018, St George’s Centre, Great George Street,
Leeds, LS1 3DL
Name & Organisation (Optional) ......................................................................
Presentations

Questions

Presentation 1 – Hello and welcome
(Karen Coleman)

Presentation 2 - Work of West Yorkshire
and Harrogate Health and Care Partnership
(Ian Holmes/Anthony Kealy)

Presentation 3 - Public Involvement, NHS
England
(Fiona Weir)

Presentation 4 - Role of the Clinical
Commissioning Groups Joint Committee
and Lay member assurance group
(Marie Burnham/Fatima Khan-Shah)

Presentation 5 - Hospital Trust Governors
(Vicky Pickles)

Presentation 6 - Working with
communities
(Paul Bollom)

Presentation 7 - National Voices
(Jeremy Taylor)

Presentation 8 - Next steps
(Karen Coleman)
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Appendix 7 – Workshop evaluation form
s pl ay ed.
m

Evaluation form

Public involvement workshop – Tuesday 17th April 2018
St George’s Centre, Great George Street, Leeds, LS1 3DL
Name & Organisation (Optional) ......................................................................
Presentations (including content and
presenter) – Was the information presented in
a way that you could understand?

Please rate by circling the appropriate number 1 being no understanding at all and
10 being completely understand

Presentation 1 – Hello and welcome (Karen

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

Presentation 3 - Public Involvement, NHS
England (Fiona Weir)

1

2

3

4

5

6

7

8

9

10

Presentation 4 - Role of the Clinical
Commissioning Groups Joint Committee and
Lay member assurance group

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

1

2

3

4

5

6

7

8

9

10

Coleman)

Presentation 2 - Work of West Yorkshire and
Harrogate Health and Care Partnership
(Ian Holmes/Anthony Kealy)

(Marie Burnham/Fatima Khan-Shah)

Presentation 5 - Hospital Trust Governors
(Vicky Pickles)

Presentation 6 - Working with communities
(Paul Bollom)

Presentation 7 - National Voices (Jeremy
Taylor)

Presentation 8 - Next steps (Karen Coleman)
Is there anything else you would like to tell us?
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Activities (including facilitators) – were you
able to contribute fully, tell us everything you
wanted to and feel that you where listened
to?

Please rate by circling the appropriate number 1 being no not at all and 10 being yes completely

Group activity 1 – Table discussions

1

2

3

4

5

6

7

8

9

10

Group activity 2 – Table discussions

1

2

3

4

5

6

7

8

9

10

Is there anything else you would like to tell us?

Please rate the following by ticking the
appropriate box

Very
good

Good

Poor

Very Poor

Registration
Venue
Is there anything else you would like to tell us?

Any other general comments?

Thank you for taking the time to complete this form
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Appendix 8 – Activity 1 table discussions raw data
Table 1
Chair of Patient Network in Bradford which is about coming together to share ideas and
have guest speakers to dissipate information.
People are saturated with this. Feel this is frustrating, once again in this situation. It’s
about patient centred work.
Chair of NHS Airedale Governors. There are 24 governors and also have staff and
stakeholder governors.
New to NHS
How do we breakdown the problem. Could have a project/pilot. Would be good to work
with all parts of the system. Start small and make it work then broaden that out. Use
examples of good/bad practice and learn from these.
The baby gets thrown out with the bath water through so many changes.
Youth Forum. Healthwatch is about getting the voice of young people. Listen to their
experience and involve them overtime in health and social care.
Young lives - Work with 50 young people per month from various groups. Work across
Wakefield district. Run by volunteers at youth clubs. Use idea trees and have buckets to
park things. Done a big piece of work on mental health. From one survey received 1500
replies. Our engagement is around consistency.
Chair of Patient and Public Experience and Engagement at Calderdale CCG. Also chair
the Calderdale Health Forum and co-chair the Patient Experience Group.
Have a lot of contact with real people.
Been included in hospital reconfiguration.
People talk about co-production. Do people know what this is? Should be a blank piece of
paper that two or more people add to.
Tired of consultation that has been pre-determined.
A lot of what has been said is jargon to most people. Slides too much information and
couldn’t read them. Not sticking to NHS guidance.
Room not good for hearing impairment. Create a better environment for engagement.
When running an event think about physical space. Follow good practice guide. Need to
make people feel comfortable.
Gathering people’s views is Healthwatch’s day to day work.
Have done work with partnership around stroke and have reps on various workstreams.
Have different ways of gathering views. Did local plan work in Bradford and talked to over
900 people.
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Table 2
People in the room understand a bit about how things are changing but there is a lot of
jargon to try and understand. Many people would not understand any of this. They need to
understand in plain English why it is happening and what the benefit to them will be.
Table 3 – take name out and put job titles
• Stakeholder Forum Members – Mid Yorks Trust stakeholder forum
• Airedale Business Development Manager
• Harrogate Mental Health Service User Involvement Group
• Head of Regional Health Partnerships - West Yorkshire and Harrogate Health Care
Partnership Representative (RL)
• Director West Yorkshire and Harrogate Health Care Partnership
Table 4
• Bradford – chair of PPG, member of OSC and peoples board
• Members of PRG
• Trustee on board of LGBT group Mesmac – Yorkshire and North of England,
national and better working group with minorities previously been involved in how to
improve hospitals – patient monitoring
• Member of Bradford H&SC OSC, Well North Bradford – look at different groups i.e.
healthy eating and exercise
Table 5
• Lead Governor Airedale NHS Foundation Trust
• Bradford Foundation Trust
• Head of Patient Experience Leeds – Leeds and York Partnership Foundation Trust
• Publicity Elected Governor – Calderdale and Huddersfield NHS Foundation Trust
• Service User and Development Worker (also and carer) – Bradford District Care
Trust
• Stakeholder forum – Mid Yorks
Table 6
•
•
•
•
•
•
•
•
•
•
•

FT membership – problems communicating
Trust wide inv group – Quality Board – Board
Bulleting every two weeks – opportunity – patient rep
WI – campaigning organisation
Trans issues got interested when surgery held due to funding. Filmed transgroup
“Tramsmission” support group. Need to try different ways to find a way forward –
not cost effective.
CHFT – collaboration is increasing. Developing a group culture. Everything comes
from the group up
Share staff ideas
Look at models to share best practice and good ideas
Trust wide involvement group (BDCT) have a robust process to involve patients
and service users. Bulletin sent out via FT membership fortnightly
Not always able to give feedback
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Q2: What is the one tip you would share?
Table 1
• Go to people – don’t expect them to come to you. People can face barriers of time
and transport.
• Manage what expectations are in the consultation events.
• Have events for young people – let them help organise it. Go out to existing
groups.
• Ask people what’s in it for you or the people around them.
• Often come away thinking what’s going to happen.
• Need to know something has happened with feedback given.
• Get consultation fatigue if we don’t make a difference or feel being listened to.
People switch off.
Table 2
• Need to reach a wider more diverse group of people
• Need to ensure all the right people are included and involved
• There are a lot of trust ‘members’ that are not engaged with in decisions
• Need to get the balance right as services are delivered across borders.
• People have engagement fatigue as they are asked what they think and are not told
about the difference them engaging has made – people need feedback and to close
the loop or they will disengage.
• “I want to hear about what will change to make a difference to the people that need
it.”
• People want honesty and to be shown they are being listened to
• People need to understand the reality of what’s affordable
• Let people know – we have this much money and this is the proposal of the
different ways we could spend it – engage on reality
• A lack of action is always blamed on a lack of money so gives the wrong message
• People want different things as they are all different – people have different
priorities according to what is happening in their lives – we can’t all have everything
we want
• As things stand people will never be happy until they can choose their own care
package
• People expect a Swedish service with a 42% tax system with our 20% tax system
• Don’t use glib phrases like co-production without being clear about what this is and
doing it right if choosing that option
• We need a loose masterplan that we can ask people about – something that is
possible with options
• You will never be able to resolve the fact that GPs are self-employed and they want
to make money – they are not part of the NHS. People need to understand this.
• Need to have an on-going dialogue with people and then you will know what they
think – not just repeated, time limited consultation. If you build relationships, alk and
listen to people you will know what they think.
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•
•
•
•
•
•
•
•
•
•

“We consult people to death”
Need more honesty in the system
“We want honesty and fair distribution to a minimum standard”
The NHS are scared of telling people what to do and they need to be more realistic
“Need to focus on what we can change”
Involve people in practical things that they can influence
Need to consider the needs of carers, listen to them and ensure they are carer for
People will have different levels of interest but it’s still important to engage with
them as certain things will spark their interest
Barriers in organisations are frustrating and we need to resolve this e.g. governors
vs CCG lay members – the barriers stop people from talking to each other
Leaders need to sit down and talk to each other

Table 3
• Important to gather individual experience on specific issues (e.g. cancer, celiac), not
just aggregated voice.
• Use digital approaches - Apps etc - to engage children and young people. Use
schools to communicate and encourage participation.
• On MH, we only get a partial picture if we consult with people who are well. Carers
and friends are a great source of information on the wider determinant of health –
housing, employment etc. But need to be aware of data protection issues.
• KISS – keep it short and simple. Critical to effective engagement. Don’t ask
questions if not going to do anything with the answers. Feedback loop essential.
• Only provide choices if there are genuine choices available. A mature relationship
requires honesty about the agenda.
• Acknowledge that funding is constrained. Effective PPI is needed to make sure that
we make the best use of the resources that are available.
• Always feed back – ‘you said, we did’
• Use simple language, patient and person centred. ‘Back to basics’
• Invest in a continuous relationship, not ‘one off’ events and consultation exercises.
•

Wakefield patient reference group has successfully brought together reps from 40
practices. A model that could be replicated elsewhere.

Table 4
• To make engagement work – attitudes are different, expectations and realities of
staff, training with staff, feedback loop is lacking, everywhere is different – very local
view of attitude to engagement
• Allow things to be embedded before change happens, many NHS projects over the
years before up and running properly, new systems are but in place – all the time
and energy is wasted. Chaired stroke patient group to improve services work very
hard and successes were pinderfields group worked with all stroke survivors and
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•
•

carers but has now disbanded – PCT-LA-Public Health wouldn’t ring fenced the
money and no support for a room to meet.
Need to really listen not just hear what people are saying – neighbourhood renewal
good community network and not working in silos was true partnership working
Need to be person centered outcome focused about people and individuals and
communities – black hole doesn’t seem to be about the patient or communities

Table 5
• Involve people earlier
• Provide opportunities for governance PPI reps to share and learn (good practice.
Also provide opportunities for reps to identify barriers in care across boundaries.
• Clearly define the role of governors
• Clearly outline the difference we (governors) have made. “you said - we did”
• Make jargon more accessible – plain English. If we can’t understand it how are the
public meant to get involved
• Make sure the wider view of the public is shared (even if they are not physically sat
in the room)
• As a governor – what is my role? (toothless tigers)
• How do we harness the patient story to actually influence care
• Representation from Acute Trust
• Meet and co-host events
• Energy developing trust and relationships
• Utilise clinical leadership – make their role clearer
• Develop PPG involvement with WYH network and involve
Table 6
• Collaboration
• Ideas – ground up – staff
• Look at other models – share
• Act on what people say – How do we let people know
• Action and case studies from other organisations (CHFT)
• Power of narrative and story
• Strength comes from the room
• Use governors to interview patients to gather ideas
• Look at ways to let people know what changes have been made
Q3. How do you think this could fit into the work of WY&H?
Only table 6 completed this question
• It’s a campaigning organisation
• STP could link with WI to gather views and consider issues
• Virtual network
• Have a feedback mechanism to groups and hold to account
• Ask for patient stories – use at beginning of meetings
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•
•
•

No one model /event fits all – various forms
Health and wellbeing boards – use that mechanism
Remember the political agenda

Other comment:
• Teflon and silent voices
• Contact for an issue but never get to the person you need e.g. clinic appointment
went missing – not on clinic list – CCG not his problem – GP
• Essential – good clear communication

Top Tips – Feedback
Table 1
Coproduction. Have all people involved from the start. It should begin with a blank sheet
of paper.
Table 2
Need honest conversation’s. Stop asking people what they want and be more clear about
these are the options. Feed back to people. Need to show what differences have been
made. Swedish Health System.
Table 3
It’s important to involve carers and friends. It’s important to mental health. If we want to
hear from young people – go to the schools.
Table 4
Honest feedback
Table 5
Relationships with Trusts. The Governors are the conduit but there is no forum for them to
come together across West Yorkshire and Harrogate. Relationship with acute trust, open
and fair conversations
Table 6
Communication is route to good engagement, consultation. People don’t do it and don’t
know how to communicate feedback. Good communication can save time, patient stories,
feedback – how do we do this? If involved easy but not if consulting everyone, media
don’t help the cause
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7
7
7
7
8
Presentation 8 – National Voices

Presentation 7 – National Voices

Presentation 6 – Working with Communities

8
Presentation 5 – Hospital Trust Governors

Presentation 3 – Public Involvement
Groups Joint Committee and Lay Member Assurance
Group

Presentation 1 – Hello and Welcome
Presentation 2 – Work of West Yorkshire and Harrogate
Health and Care Partnership

Presentation 6)
Couldn’t see some
of the
presentation (it
wasn’t clear) but
what Paul Bollom
had to say was
clear and
understandable.
Also the
Engagement
Plan/Learning was
8
Very Good

Venue

Registration

Is there anything else you would like to tell us?

Group Activity 2 - table top discussion
Q1) If we had a WY&H panel/group/committee across the
sectors and partnership - what would this like ?
Q) What would we need to do to get there?

Is there anything else you would like to tell us?
p
y
p
Q1) What panel/group/committee d you chair, where and
what is its purpose
Q2) What is the one tip you would share
Q3) How do you think your panel/group/committee could
fit into the work of the WY&H HCP?

Venue) Room
small for
amount of
tables in it. I
have a ear
impairment
and the
sound was
not great did miss
some of
what the

Any other general comments?

Is there anything else you would like to tell us?

Appendix 9 – Evaluation form raw data
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an example of
good practice

10

4

8

7

8

7

6

10

8

9

7

10

10

10

10

8

7

9

9

10

10

The demographic
info isn't best
practice

8

10

10

"softer"
speakers had
to say. H &
safety issue
re trying to
get out of
the room if
there was an
emergency

I appreciated
being asked to
take part enabling
me to bring
forward some of
the "silent voices"
Unfortunately, I
had to leave early
so didn’t see all
the presentations.
I have put crosses
against the items I
saw.
I also think that
next time you to
have a room with
more space as we
were very
cramped and it
was extremely hot
in there.
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Unfortunately
neither version
of the
evaluation
forms are
interactive on
any of my apps
on my iPad so I
have written my
evaluation
below.
I understood
every
presentation.
Did not need to
do a somewhat
lengthy input
between
speakers and we
did not need
‘jollying up’ and
a linking
commentary,
we did need
more time for
questions and
particularly for
group discussion
and we were
running over. A
quick
introduction to
each speaker
would have
done.
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I appreciate the
need to set out
the aspirations
of the WY&H
HCP and NHS
England, but at
this stage I
agreed with the
questioner who
said it all
sounded like
hopes and
‘apple pie’ with
no substance. It
really did
appear in
contradiction to
‘the patient at
the centre’. It
was top-down
at the start of
the session.
We only began
to engage when
the other
speakers began
to speak, an
indication of this
were the rounds
of applause that
were given at
the end of these
presentations.
It would have
been better if
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we had been
provided with
real clear
examples of
good practice
happening for
patients right
now, here or
elsewhere, that
illustrates the
direction of
travel that the
WY&H HCP
wants to
achieve through
cooperation.
This would have
given substance
and context to
the first two
presentations as
these would
then have
illustrated how
WY&H HCP can
support and
promote more
patient centred
health services
plus its ongoing
successes in
gaining
initiatives and
finance to make
it begin to
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happen. We
want to see
things
happening on
the ground and
to identify our
roles in these
and be inspired
to act.
The subsequent
speakers were
very well
received and we
wanted to know
more. The last
speaker from
National Voices
was excellent
and but as the
session was
overrunning we
did not have
time to discuss
the issues. This
seemed to
emphasise the
top-down
approach, we
needed this
earlier. It was
somewhat
familiar as
formerly in our
trust meetings
the Patient
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Story was at the
end of the
agenda so was
either rushed or
not addressed if
time ran out.
We changed it
to become the
first item.
At the end of
the session I
was informed
but not fully
engaged. Lots of
issues raised but
I did not really
have much to
take away other
than we need to
make more use
of our
membership in
terms of
consultation but
we already
knew that.
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Appendix 10 – Equality Monitoring Form
Equality Monitoring Form
In order to ensure that we provide the right services and that we avoid discriminating against any section
of our community, it is important for us to gather the following information. No personal information will
be released when reporting statistical data and data will be protected and stored securely in line with
data protection rules. This information will be kept confidential. Please try to answer all the questions.

1. What is the first part of your postcode?
Example
Yours

HD6

Prefer not to say
2. What sex are you?
Male

Female

6. What is your ethnic group?
Asian or Asian British:
Indian
Pakistani
Bangladeshi
Chinese
Other Asian background (please specify)

Prefer not to say
3. How old are you?
Example
Yours

42

Black or Black British:
Caribbean
African
Other Black background (please specify)

Prefer not to say
4. Which country were you born in?

Prefer not to say

Mixed or multiple ethnic groups:
White and Black Caribbean
White and Black African
White and Asian
Other mixed background (please specify)

5. Do you belong to any religion?
Buddhism
Christianity
Hinduism
Islam
Judaism
Sikhism
No religion
Other (Please specify in the box below)

Prefer not to say

White:
English/Welsh/Scottish/Northern
Irish/British
Irish
Gypsy or Irish Traveller
Other White background (please specify)

Other ethnic groups:
Arab
Any other ethnic group (please specify)

Prefer not to say
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Please turn over the page
7. Do you consider yourself to be
disabled?
Yes

No

9. Are you pregnant?
Yes

No

Prefer not to say

Prefer not to say

Type of impairment:
Please tick all that apply
Physical or mobility impairment
(such as using a wheelchair to get
around and / or difficulty using their
arms)
Sensory impairment
(such as being blind / having a serious
visual impairment or being deaf /
having a serious hearing impairment)
Mental health condition
(such as depression or schizophrenia)
Learning disability
(such as Downs syndrome or dyslexia)
or cognitive impairment (such as
autism or head-injury)
Long term condition
(such as cancer, HIV, diabetes, chronic
heart disease, or epilepsy)

10. Have you given birth in the last 6
months?
Yes

No

Prefer not to say

11. Please select the option that best
represents your sexual orientation?
Bisexual (both sexes)
Gay (same sex)
Heterosexual/straight (opposite sex)
Lesbian (same sex)
Other
Prefer not to say
12. Are you transgender?
Is your gender identity the same gender you
were assigned at birth?
Yes

No

Prefer not to say

Prefer not to say
8. Are you a carer?
Do you look after, or give any help or
support to a family member, friend or
neighbour because of a long term physical
disability, mental ill-health or problems
related to age?
Yes

No

Prefer not to say
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Do you belong to any religion?

Are you pregnant?

Have you given birth in the last 6 months?

Prefer not
to say

not provided

Prefe
r not
to say

Are you a carer?

Englan
d

n/a

Ye
s

No

No

Gay (same sex)

No

HX2

F

68

Englan
d

No religion

English/Welsh/Scottish/Norther
n Irish/British

No

n/a

No

No

No

Heterosexual/straight/opposit
e sex

No

HX2

F

62

UK

No religion

English/Welsh/Scottish/Norther
n Irish/British

Yes

Physical or mobility
impairment
Learning disability

Ye
s

No

No

Lesbian (same sex)

Ye
s

LS7

F

49

UK

Christianit
y

Caribbean

Yes

Sensory
impairment

No

No

No

Heterosexual/straight/opposit
e sex

No

HG2

F

54

Englan
d

Prefer not
to say

English/Welsh/Scottish/Norther
n Irish/British

Yes

Mental health
condition

No

No

No

Heterosexual/straight/opposit
e sex

No

Type of impairment

Transgender?

Which country were you born in?

53

Sexual orientation?

How old are you?

M

Do you consider yourself disabled?

What sex are you?

HX1

What is your ethnic group?

What is the first part of your postcode?

Appendix 11 – Equality monitoring raw data
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Heterosexual/straight/opposit
e sex

BD1
7

M

63

Englan
d

Christianit
y

English/Welsh/Scottish/Norther
n Irish/British

No

n/a

Ye
s

No

BD1
3

F

67

Englan
d

Christianit
y

English/Welsh/Scottish/Norther
n Irish/British

No

n/a

No

No

No

Heterosexual/straight/opposit
e sex

Christianit
y

English/Welsh/Scottish/Norther
n Irish/British

Yes

Physical or mobility
impairment
Long term
condition

No

No

No

Prefer not to say

LS24

F

57

Englan
d

WF1

F

66

UK

Buddhism

Irish

Yes

Sensory
impairment

No

No

No

Heterosexual/straight/opposit
e sex

BD1
0

F

31

Englan
d

No religion

English/Welsh/Scottish/Norther
n Irish/British

No

n/a

No

No

No

Heterosexual/straight/opposit
e sex

No

No
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Contact details
Tel: 01924 317659
Email: Westyorkshire.stp@nhs.net
Visit: www.wyhpartnership.co.uk

This information was published April 2018

