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Useful Information

Meeting details:
This meeting is open to the press and public.

Directions to the Civic Centre can be found at:
http://www.harrow.qgov.uk/site/scripts/location.php.

Filming / recording of meetings

The Council will audio record Public and Councillor Questions. The audio recording will be
placed on the Council’s website.

Please note that proceedings at this meeting may be photographed, recorded or filmed. If
you choose to attend, you will be deemed to have consented to being photographed,
recorded and/or filmed.

When present in the meeting room, silent mode should be enabled for all mobile devices.

Meeting access / special requirements.

The Civic Centre is accessible to people with special needs. There are accessible toilets
and lifts to meeting rooms. If you have special requirements, please contact the officer
listed on the front page of this agenda.

An induction loop system for people with hearing difficulties is available. Please ask at the
Security Desk on the Middlesex Floor.

Agenda publication date: Wednesday 12 July 2017
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AGENDA - PART |

1. ATTENDANCE BY RESERVE MEMBERS
To note the attendance at this meeting of any duly appointed Reserve Members.
Reserve Members may attend meetings:-

0] to take the place of an ordinary Member for whom they are a reserve,

(i) where the ordinary Member will be absent for the whole of the meeting; and

(i)  the meeting notes at the start of the meeting at the item ‘Reserves’ that the
Reserve Member is or will be attending as a reserve;

(iv) if a Reserve Member whose intention to attend has been noted arrives after
the commencement of the meeting, then that Reserve Member can only act
as a Member from the start of the next item of business on the agenda after
his/her arrival.

2. APPOINTMENT OF VICE-CHAIR

To note the appointment of the Chair of the Harrow Clinical Commissioning Group
as Vice-Chair of the Board for the 2017-18 Municipal Year.

3. DECLARATIONS OF INTEREST

To receive declarations of disclosable pecuniary or non pecuniary interests, arising
from business to be transacted at this meeting, from:

(@)  all Members of the Board;
(b)  all other Members present.

4.  MINUTES (Pages 7 - 10)

That the minutes of the meeting held on 11 May 2017 be taken as read and signed
as a correct record.

5. PUBLIC QUESTIONS, PETITIONS AND DEPUTATIONS

To receive any public questions received in accordance with Board Procedure Rule
14.

Questions will be asked in the order notice of them was received and there be a
time limit of 15 minutes.

[The deadline for receipt of public questions is 3.00 pm, 17 July 2017.
Questions should be sent to publicquestions@harrow.gov.uk

No person may submit more than one question].
6. PETITIONS

To receive petitions (if any) submitted by members of the public/Councillors under
the provisions of Board Procedure Rule 13 (Part 4B-1 of the Constitution).
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10.

11.

12.

13.

14.

15.

16.

DEPUTATIONS

To receive deputations (if any) under the provisions of Board Procedure Rule 13
(Part 4B-1 of the Constitution).

INFORMATION REPORT - OVERVIEW OF SECTION 7A IMMUNISATION
PROGRAMMES IN HARROW 2016/17 (Pages 11 - 80)

Report of NHS England

INFORMATION REPORT - A REVIEW OF FEMALE GENITAL MUTILATION IN
HARROW (Pages 81 - 108)

Report of the Director of Public Health

TERMS OF REFERENCE FOR HEALTH AND WELLBEING BOARD (Pages 109
- 118)

Report of the Director of Legal and Governance Services
INFORMATION REPORT - OFSTED REPORT ON THE INSPECTION OF
SERVICES FOR CHILDREN IN NEED OF PROTECTION, LOOKED AFTER
CHILDREN AND CARE LEAVERS (Pages 119 -176)

Report of the Corporate Director People.

INFORMATION REPORT - SUSTAINABILITY AND TRANSFORMATION PLAN
UPDATE (Pages 177 - 192)

Joint report of the Corporate Director People, Harrow Council, and Interim Chief
Operating Officer, Harrow Clinical Commissioning Group.

INFORMATION REPORT - BETTER CARE FUND (BCF) UPDATE QUARTER 4
2016/17 AND 2017/18 (Pages 193 - 204)

Joint report of Corporate Director People, Harrow Council, and Interim Chief
Operating Officer, Harrow Clinical Commissioning Group

INFORMATION REPORT - HARROW CLINICAL COMMISSIONING GROUP
ANNUAL REPORT AND ANNUAL ACCOUNTS 2016/17 (Pages 205 - 330)

Report of the Harrow Clinical Commissioning Group

INFORMATION REPORT - REVENUE AND CAPITAL OUTTURN 2016/17
(Pages 331 - 398)

Report of the Corporate Director People
ANY OTHER BUSINESS

Which cannot otherwise be dealt with.

AGENDA - PART Il - NIL
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* DATA PROTECTION ACT NOTICE
The Council will audio record item 4 (Public Questions) and will place the audio recording on the
Council’s website, which will be accessible to all.

[Note: The questions and answers will not be reproduced in the minutes.]
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Aaenda Item 4

(hages, 710 10,0,

LONDON

—_

HEALTH AND WELLBEING
BOARD

11 MAY 2017

Chair: * Councillor Sachin Shah
Board * Councillor Simon Brown Harrow Council
Members:
Councillor Janet Mote Harrow Council
Councillor Varsha Parmar  Harrow Council
Councillor Mrs Christine Harrow Council
Robson
Dr Amol Kelshiker (VC) Chair of Harrow CCG
* Dr Shahla Ahmad Harrow Clinical
Commissioning Group
* Julian Maw Healthwatch Harrow
Dr Genevieve Small Clinical Commissioning Group
Non Voting T Bernie Flaherty Director of Adult Harrow Council
Members: Social Services
* Carol Foyle Representative of Voluntary and
the Voluntary Community
and Community Sector
Sector
* Andrew Howe  Director of Public Harrow Council
Health
*  Paul Jenkins Interim Chief Harrow Clinical
Operating Officer Commissioning
Group

1 Rob Larkman Accountable Officer Harrow Clinical
Commissioning

Group
Jo Ohlson Director of NW London NHS
Commissioning England

Operations
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Chief Borough Metropolitan Police

Superintendent Commander,
Simon Ovens Harrow Police
T Chris Spencer  Corporate Director, Harrow Council
People
In * Sarah Crouch  Public Health Harrow Council
attendance: Consultant
(Officers)
* Carole Furlong Public Health Harrow Council
Consultant
*  Gary Griffiths Deputy Chief Harrow Clinical
Operating Officer Commissioning
Group
* Visva Head of Adult Harrow Council
Sathasivam Social Care

204. Attendance by Reserve Members

RESOLVED: To note the attendance at this meeting of the following duly
appointed Reserve Members:-

Ordinary Member Reserve Member
Dr Shaheen Jinah Dr Shahla Ahmad
Mina Kakaiya Julian Maw

205. Declarations of Interest

RESOLVED: To note that there were no declarations of interests made by
Members.

206. Minutes

RESOLVED: That the minutes of the meeting held on 2 March 2017, be
taken as read and signed as a correct record.

207. Public Questions, Petitions and Deputations

RESOLVED: To note that no public questions, petitions or deputations had
been received at this meeting.

RESOLVED ITEMS
208. Future Joint Strategic Needs Assessments (JSNA) in Harrow
The Board received a report on the Joint Strategic Needs Assessment which

proposed changes on how it could be delivered in the future so that it was
responsive and more easily managed.
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An officer introduced the report, detailing the three options: a single JSNA
produced once every three to five years, a thematic annual report, or a virtual
JSNA.

In response to questions arising from the requirement for the webpage to
become more functional in order to achieve a virtual JISNA, it was noted that:

o the date of posting for each item and for any subsequent update would
be displayed;
o the ability to respond to requests for further information would be

dependant on officer capacity. Responses to previous questions would
be available in a separate section;

o a matrix would track progress and the Board would periodically receive
updated information. Each report would have a key messages section
to enable the capture of issues;

. the JSNA and Health and Wellbeing Strategy had been funded by
Public Health. However, its funding had been reduced and any funding
opportunities from the CCG would be welcomed to take the initiative
forward,

. the need for all reports to be downloadable and with the opportunity to
bring in manageable links was recognised.

RESOLVED: That option 3, a rolling virtual JSNA, be supported.
209. INFORMATION REPORT - Health and Wellbeing Strategy Update

Consideration was given to a report which set out progress made against the
nine actions which the Board had committed to for 2016/17 to implement the
Harrow Health and Wellbeing Strategy.

An officer introduced the report and drew particular attention to the good
progress in the Children and Adolescent Mental Health Service transformation
plan. It was noted that the Council had signed the ‘Time to Change’ Employer
Pledge at a public event earlier that day.

A Member referred to the review of the Early Intervention Service and
suggested a review after a year of implementation of the redesigned model of
service delivery.

It was noted that there would be no further updates in relation to a specific
Harrow Health and Wellbeing Strategy action plan. Instead it was proposed
that the updates would come as a result of collaborative discussion around
local implementation of the North West London Sustainability and
Transformation Plan.

A CCG representative informed the Board that the Harrow Health app would

have a second phase of publicity in May. Approximately 14,000 people had
used the app to date including a significant number of people aged over 50.
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RESOLVED: That the report be noted.
210. Child Poverty and Life Chances Strategy and Action Plan

The Board received the Child Poverty and Life Chances Strategy which
brought together the actions currently being undertaken by Harrow Council
and partners that would help mitigate the impact of child poverty in Harrow.

It was noted that the strategy for Harrow was to focus support and
interventions on the eight areas in the borough where the disparity between
income and health was higher compared to other ward counterparts.

Members were informed that officers were trying to identify funding
opportunities and opportunities to work with partner organisations. A Capable
Communities Grant had been obtained.

RESOLVED: That

(1) the Child Poverty and Life Chances Strategy and action plan be
supported;

(2)  averbal report on key issues be presented to the Board in six months
and an annual report be submitted.

211. INFORMATION REPORT - Better Care Fund (BCF) Update Quarter 3
2016/17 and 2017/18 Planning

A report was received which set out progress on the Better Care Fund (BCF)
in the third quarter of 2016/17. Extracts from the Quarter 3 report indicated
Harrow’s position in relation to the plan and supplied data in narrative form to
provide an indication of the estimated end position. It was noted that NSE
England feedback on progress was positive

A CCG officer drew particular attention to additional resources for extended
primary care access to primary care which was currently 8 am to 8 pm
weekdays and access at weekends, and that April 2017 had seen the first
time in twelve months that there were zero delay transfers of care related to
health..

The Board was informed that the Council and CCG were making progress on
the negotiation on the 2017/18 plan and an update would be submitted to the
Board meeting in July.

RESOLVED: That the report be noted.

(Note: The meeting, having commenced at 12.35 pm, closed at 1.20 pm).

(Signed) COUNCILLOR SACHIN SHAH
Chair
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Aaenda Item 8
Pages 11 to 80

HEALTH AND
WELLBEING BOARD

Date of Meeting: 20 July 2017

Subject: INFORMATION REPORT -
Overview of Section 7A Immunisation
Programmes in Harrow 2016/17

Responsible Officer: Kenny Gibson, Head of Public Health
Commissioning, NHS England London

Region
Exempt: No
Wards affected: All

Enclosures:

Immunisation programmes in Harrow 2016/17, June 2017
Public Health : Screening External Assurance Report, June 2017

Section 1 - Summary

This report sets out the 2016/17 position with coverage and uptake within Harrow for
the following programmes ~

1. NHS immunisation uptake

2. Cervical, bowel and breast cancer screening

3. Diabetic eye & abdominal aneurysm screening

4. Antenatal & new born screening

Each report will contextualise Harrow’s position against national targets and
aspirations. The reports will then go on to note local actions plans and
recommendations for improvement for Harrow residents.

FOR INFORMATION

(Harroutooncir)
” arroaCOUNCIL

LONDON



Section 2 - Report

As per the two listed reports.

Section 3 - Further Information
No further relevant information

Section 4 - Financial Implications
There are no financial implications for LB Harrow

Section 5 - Equalities implications

Was an Equality Impact Assessment carried out?

No, since there is no requirement under the term of NHS England’s
commission of these programmes.

Section 6 - Council Priorities

The Council’s vision:
Working Together to Make a Difference for Harrow

Please identify how the report incorporates the administration’s priorities.

o Making a difference for the vulnerable
o Making a difference for communities
o Making a difference for families

STATUTORY OFFICER CLEARANCE
(Council and Joint Reports

Not required

Ward Councillors notified: NO

Section 7 - Contact Details and Background

Papers
Contact: Kenny.Gibson@nhs.net

Background Papers: None
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NHS

England

Report to Health and Well-
Being Board on Section 7a
Immunisation Programmes in

Harrow 2016/17
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OFFICIAL

Report on Section 7a Immunisation Programmes in London
Borough of Harrow

Prepared by: Miss Lucy Rumbellow, Immunisation Commissioning Manager for North
West London and Dr Catherine Heffernan, Principal Advisor for Commissioning
Immunisations and Vaccination Services

Presented to: Health and Wellbeing Board.

Classification: OFFICIAL

The NHS Commissioning Board (NHS CB) was established on 1 October 2012 as an
executive non-departmental public body. Since 1 April 2013, the NHS Commissioning Board
has used the name NHS England for operational purposes.
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OFFICIAL

1 Aim

The purpose of this paper is to provide an overview of Section 7a
immunisation programmes in the London Borough of Harrow for 2016/17. The
paper covers the vaccine coverage and uptake for each programme along
with an account of what NHS England (NHSE) London Region are doing to
improve uptake and coverage.
Section 7a immunisation programmes are universally provided immunisation
programmes that cover the life-course and the 17 programmes include:

o Antenatal and targeted new-born vaccinations

o Routine Childhood Immunisation Programme for 0-5 years

o School age vaccinations

o Adult vaccinations such as the annual seasonal ‘flu vaccination
Members of the Health and Well-Being Board are asked to note and support
the work NHSE (London) and its partners such as Public Health England
(PHE) and the local authority are doing to increase vaccination coverage and
immunisation uptake in Harrow.

2 Headlines for London

London performs lower than national (England) averages across all the
immunisation programmes.

London faces challenges in attaining high coverage and uptake of
vaccinations due to high population mobility, increasing population, increasing
fiscal pressures and demands on health services and a decreasing workforce.
Under the London Immunisation Board, NHSE and PHE seek to ensure that
the London population are protected from vaccine preventable diseases and
are working in partnership with local authorities, CCGs and other partners to
increase equity in access to vaccination services and to reduce health
inequalities in relation to immunisations.

The London Borough of Harrow (Harrow) on average performs well across the
vaccination programmes.

3 Antenatal and New-born Vaccinations

3.1 Pertussis (Whooping Cough) vaccination for Pregnant Women

In 2012, a national outbreak of pertussis (whooping cough) was declared by
the Health Protection Agency. In 2012, pertussis activity increased beyond
levels reported in the previous 20 years and extended into all age groups,
including infants less than three months of age. This young infant group is
disproportionately affected and the primary aim of the pertussis vaccination
programme is to minimise disease, hospitalisation and death in young infants.
In September 2012 The Chief Medical Officer (CMO) announced the
establishment of the Temporary programme of pertussis (whooping cough)
vaccination of pregnant women to halt in the increase of confirmed pertussis
(whooping cough) cases. This programme was extended for another 5 years
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OFFICIAL

by the Department of Health (DH) in 2014. Since its introduction, Pertussis
disease incidence in infants has dropped to pre2012 levels.
There are seasonal patterns with the winter months of November and

December each year reporting the highest proportion vaccinated whilst there’s
a drop between April and July

o Difference attributed to pertussis given with seasonal ‘flu vaccination
during November and December

Whooping cough vaccine uptake is reported monthly by PHE. The latest
available data for Harrow is March 2017. It can be seen Harrow performs
below London and England averages — 58.9% in March 2017 compared to
London’s 61%. The gap in the graph is due to data not being calculated
nationally for November 2016.
However, the first three months of 2017 demonstrate higher percentage
uptake than any other year (see figure 2). This has been replicated in Harrow.

Figure 1
Monthly uptake rates of pertussis vaccine during pregnancy for Harrow CCG
compared to London and England for April 2014 — March 2017
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Source: PHE (2017)
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Figure 2

Comparison of annual update rates of pertussis vaccination for London
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What are we doing to improve uptake?

NHSE (London) has been implementing a service level agreement with
maternity units across London which will enable women to be vaccinated by
maternity staff. This will increase patient choice and access to the vaccine.
NHSE (London) has recently undertaken a study of women’s experiences of
being offered the whooping cough vaccine, including participants from Ealing.
The results of this study, along with work being done by research partners in
London School of Hygiene and Tropical Medicine, is being used to help plan
the future commissioning of maternity vaccination services and to improve the
information and advice received by pregnant women about the vaccine.

3.2 Universal BCG vaccination

The BCG vaccine is offered to neonates (up to one year) to protect them
against progression to severe disease if exposed to TB.

Since April 2015, NHSE (London) has been rolling out a 100% offer of BCG
vaccine to all babies up to the age of one year across London. This action
had been recommended by the London TB Board and the London
Immunisation Board in 2014. This offer is commissioned to be given in all
maternity units in London with a community offer for those parents who
missed out on the vaccine in maternity hospitals or who have recently moved
into London.

However, in April 2015, a global shortage of the BCG vaccine resulted in
vaccine supply issues within Europe. As a result, the roll-out of the universal
offer of BCG was temporarily stalled in London. Once stock was made
available again in October 2015, NHSE (London) continued to work with
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providers across London to deliver the universal offer. A catch up programme
was also implemented for those infants who missed out on a vaccine due to
the shortage. As per PHE guidance, infants most at risk were prioritised.

The global shortage has continued into 2016 and in June 2016, PHE national
team procured InterVax, a BCG vaccine from Canada. This vaccine is
unlicensed in the UK and as a result has to be offered under a Patient Specific
Directive (PSD), i.e. to named patients. Stock supplies are also restricted.
Within London about 20 maternity and community providers are able to order
one box of vaccine per fortnight (each box contains about 200 doses).
Throughout July and August, NHSE (London) team have held fortnightly
teleconference calls with these providers to support them to deliver BCG
vaccine to those babies up to the age of 3 months who are most at risk of TB
meningitis, i.e. those babies living with parents or grandparents from high risk
countries.

At the end of August 2016, NHSE (London) team audited the stock situation
and delivery process and developed an interim London Intervax BCG protocol
that has been in operation in London since November 2016. This sets out the
referral process and eligibility criteria for BCG, mainly a universal offer in
maternity units with a targeted follow up by community providers covering the
named priority groups in the Section 7a BCG service specification.

Harrow babies who are birthed at London North West, Barnet and Imperial
hospitals should all be offered BCG vaccination at birth. For those babies who
fit the criteria as set out in the London Intervax BCG protocol and not
immunised at birth, Central London Community Healthcare NHS Trust (CLCH)
are providing a community clinic.

The shortage of BCG vaccine is likely to continue for some time and NHSE
(London) would like to thank the HWBB for their continued support of
providers.

3.3 Neonatal Hep B vaccination

The aim of the immunisation is to prevent babies born to mothers with
hepatitis B, from contracting the disease at delivery or in the first year of life.
Babies born to mother who are Hepatitis B positive should receive a course of
4 doses of Hepatitis B vaccine and a serology/dried blood test by 12 months of
age. Mothers are identified through the antenatal screening programme and
babies are followed up through primary care in Harrow. At risk babies are
monitored by the London Immunisation Team with monthly reports to the
NHSE Quality, Safety and Performance Group.

Since April 2017, delivery of neonatal Hep B immunisation programme is
provided through GP practices. Work has been ongoing with the Harrow CCG
to have Harrow practices enabled to deliver the 2", 3" and 4™ doses with
dried blood spot (DBS) testing or serology. From August 2017, GP practices
will only need to focus on the 2" dose and 4™ as the new 6-in- 1 programme
that is replacing the 5-in -1 vaccine in routine childhood immunisation
programme will mean all children will receive Hep B vaccine.

There is no available data for Harrow as the numbers are too small and so the
data has been suppressed (usually when numbers are less than 5).
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What are we doing to ensure protection?

Prior to 2017, London had five models of Hepatitis B vaccine delivery - GP,
hospital based, community based or combination models and following the
inclusion of payment for delivery in GMS contract of neonatal Hep B
immunisations, NHSE has been working to mobilise the 11 boroughs who do
not have a primary care model onto GP practice delivery. Failsafes have been
commissioned from the CHIS hubs to track infants, including the unregistered,
and to ensure completion of the course are being commissioned to support
this model of delivery. The new pathway and model is in line with national
guidance and directives and its development being monitored by the internal
Quality, Safety and Performance Committee in NHS England (London) and by
the London Immunisation Board. Following the agreement of a pharmacy with
a wholesale licence ordering and stocking the DBS kits for GP practices, the
protocol will be released on July 1% 2017 for consultation.

4 Routine Childhood Immunisation Programme (0-5 years)

4.1

‘COVER’

The routine vaccinations in COVER protect against:
o Diphtheria, Tetanus, Pertussis (whooping cough), Polio, Haemophilus
influenza type b (give as the ‘5 in 1” DTaP/IPV/Hib vaccine)
o Pneumococcal disease, (PCV)
o Meningococcal group C disease (Men C) and
o Measles, mumps and rubella (MMR)

Cohort of Vaccination Evaluated Rapidly (COVER) monitors immunisation
coverage data for children in UK who reach their first, second or fifth birthday
during each evaluation quarter — e.g. 1% January 2012 to 31% March 2012, 1
April 2012 — 30™ June 2012. Children having their first birthday in the quarter
should have been vaccinated at 2, 3 and 4 months, those turning 2 should
have been vaccinated at 12/13 months and those who are having their 5"
birthday should have been vaccinated before 5 years, ideally 3 years 3
months to 4 years.

London has in recent years delivered significantly poorer uptake than the
remainder of the country. Reasons provided for the low coverage include the
increasing birth rate in London which results in a growing 0-5 population and
puts pressure on existing resources such as GP practices, London’s high
population mobility, difficulties in data collection particularly as there is no real
incentive for GPs to submit data for COVER statistics and large numbers of
deprived or vulnerable groups. In addition, there is a 20-40% annual turnover
on GP patient lists which affects the accuracy of the denominator for COVER
submissions, which in Harrow’s case inflates the denominator (i.e. number of
children requiring immunisation) resulting in a lower uptake percentage. Like
many other London boroughs, Harrow has not achieved the required 95%
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herd immunity (i.e. the proportion of people that need to be vaccinated in order
to stop a disease spreading in the population).

Figure 3 illustrates the comparison of Harrow to other North West London
boroughs using quarterly COVER statistics for the uptake of the six COVER
indicators for uptake. The primaries (i.e. completed three doses of
DTaP/IPV/Hib) are used to indicate age one immunisations, PCV and
Hib/MenC boosters and first dose of MMR for immunisations by age 2 and
preschool booster and second dose of MMR for age 5. Quarterly rates vary
considerably more than annual rates but are used here so that Quarter 3 data
from 2016/17 (the latest available data) could be included.

Unfortunately due to changes to the business analytics system within NHSE,
the usual time trend graphs for Harrow versus London and England averages
could not be computed for this report but will be available again in the future.
However, throughout 2011/12 to 2015/16, London has consistently performed
below national on all COVER indicators by ~4% for the age 1 vaccinations,
~6% for age 2 vaccinations and ~10% for the age 5 vaccinations. Like for
Harrow, the rates dipped at the start of 2013/14 but have since increased to
the pre-dip levels.

When looking at ‘COVER’ rates, it is important to look at coverage and drop
out rates. Vaccine coverage is the proportion of eligible children receiving all
doses of the recommended schedule — e.g. both doses of MMR. Drop-out
rate measures the perceived quality of services. For Harrow, 83% of 5 year
children had both doses of MMR with a drop out rate of 10.8%

Figure 3
COVER rates for Age 1, Age 2 and Age 5 cohorts in Harrow (2011-2016)
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What are we doing to increase uptake of COVER?

Harrow like other London boroughs performs below England averages for
completed routine childhood immunisations as indicated by MMR 2" dose and
preschool booster. This is also below the recommended WHO 95%
recommended uptake levels. Improving uptake rates in Harrow is being
undertaken by pan London endeavours as well as local borough partnership
work between CCG, local authority, PHE and NHSE London.

Increasing coverage and uptake of the COVER reported vaccinations to the
recommended 95% levels is a complex task. Under the London Immunisation
Board, PHE and NHSE (London) have been working together to improve
quality of vaccination services, increasing access, managing vaccine incidents
and improving information management, such as better data linkages between
Child Health Information Systems (CHIS) and GP systems. As well as these
pan London approaches, NHSE (London) have been working locally with PHE
health protection teams, CCGs and local public health teams in local
authorities to identify local barriers and vulnerable or underserved groups (e.g.
travelling community) and to work together to improve public acceptability and
access and thereby increase vaccine uptake. These actions take the form of
local immunisation steering groups with local annual action plans and are
accountable to local governance structures.

In June 2016, NHSE (London) and PHE (London) hosted a ‘deep dive’ into 0-
5s immunisations and agreed a nine point action plan to be imbedded over the
next year (see Figure 3 for the infographic).

The London wide Immunisation Plan for 2016/17 included sub-sets of plans
such as improving parental reminders across London, which the evidence
repeatedly states as the main contributor to improving uptake of 0-5s
vaccinations. This resulted in the production of 0-5s best practice pathway
(currently out for consultation) and a call/recall best practice pathway, which is
just about to be released. The London Immunisation Board will be monitoring
the impact of these pathways over the next year.

An evaluation of the 300 practices in London last year in relation to improving
uptake of COVER reported vaccinations, also concluded that practices need
support around information materials to discuss with parents which the NHSE
(London) immunisation team are addressing in conjunction with our PHE
colleagues.

Since April 2017, London’s child health information systems (CHIS) are being
provided by four hubs which feed a single data platform. This has simplified
the barriers previously experienced by London have a large number of
different data systems ‘talking to each other’. Now all CHIS information is on
one system fed by three data linkage systems from GP practices, which in turn
are now on one of three systems. This change should remove many of the
data errors in the past that had led to an overestimation of unvaccinated
children. However, London continues to have a large proportion of children
vaccinated overseas which often means that children are reported as
unvaccinated when they have been vaccinated but on a different schedule.
Work is underway to help GPs code the vaccinations of these new patients.
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Figure 4

Infographic of action plan for improving 0-5s immunisation uptake in London
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3. We will provide
information. data
and intelligence in
different formats

6. We will continue to use
the Borough Plans to
work in partnership to
improve local uptake

9. We will utilise
social media
campaigns._
particularly for the
underserved peer
groups
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4.2 Rotavirus

Rotavirus is a contagious virus that causes gastroenteritis.

Rotavirus vaccine was introduced into the Routine Childhood Immunisation
Schedule in 2013/14 and is measured monthly. Since June 2014 both London
and England averages for 1* dose have been 90% or over. There is a slight
drop of ~1% for 2" dose (completed course) for England, whilst London drops
to the mid 80s.

The programme has been very successful in reducing incidences of rotavirus
with laboratory reports of rotavirus for July 2013 — June 2014 being 67% lower
than the ten season average for the same period in the seasons 2003/04 to

2012/13.
In Harrow uptake of Rotavirus has consistently been 90% or higher.

4.3 Meningococcal B vaccination

Since September 2015, all infants are offered a course of meningococcal B
(men B) vaccine as part of the Routine Childhood Schedule. Eligible infants
were those babies born on or after 1% July 2015 with a small catch up
programme for babies born on or after 1° May 2015.

There are preliminary data for babies aged 26 weeks for the months of
January - August 2016 (Figure 5). It can be seen that Harrow performs
similarly to London averages. Rates do drop at second dose from 92.7% of
Harrow 12 month olds having had one dose of Men B compared to 87.7%

with two doses.

Figure 5

Uptake of 1% and 2" dose for Harrow CCG for babies aged 52 weeks compared to

London and England 2016
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Source: PHE (2016)
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5 School Age Vaccinations

School age vaccinations are 1) HPV vaccine for 12-13 year old girls and 2) tetanus,
diphtheria, polio booster at age 14 for boys and girls and 3) Meningitis ACWY

5.1 HPV vaccination

e Human papillomavirus (HPV) vaccination protects against viruses that are
linked to the development of cervical cancer

e HPV vaccination has been offered to 12-13 year old girls (Year 8) since the
academic year 2008/09. Originally the course was 3 doses but following the
recommendation of the Joint Committee of Vaccinations and Immunisations
(JCVI) in 2014 is that two doses are adequate.

e Since 2008/09, there has been a steady increase of uptake both nationally
and in London. However the introduction of a two course programme instead
of a three course programme meant that many providers didn’t offer the
second dose until the next academic year. As a result a national average
could not be computed for 2014/15. For 2015/16, London was the only region
to commission both doses to be given within one academic year (hence why
there are two year groups displayed in Figure 6). It can be seen that London’
completed dose schedule has remained stable at 80% since 2013/14, despite
the re-procurement of school age vaccination services across London.

e For Harrow, rates have remained stable around 85% uptake for completed
schedule of HPV for the last two years until end 2015/16. Since then the
provision of these immunisations has been moved from London North West
Healthcare NHS Trust to CLCH.

Figure 6

HPV Uptake by Year Cohort for England &
London (completed course)
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Source: PHE (2016)
Figure 7

Table of completed HPV courses for 2013/14 — 2015/16 for London boroughs

BARKING AND DAGENHAM 49.8 83.5 79.2
BARNET 74.3 72.6 69.5
BEXLEY 81.3 80.5 76.6
BRENT 68.4 81.0 81.1
BROMLEY 80.8 84.5 86.8
CAMDEN 65.2 73.5 77.0
CITY OF LONDON 77.4 85.1 85.4
CROYDON 73.1 79.2 76.4
EALING 67.3 81.3 77.0
ENFIELD 65.7 72.7 68.3
GREENWICH TEACHING 72 79.7 77.6
HACKNEY 78.1 64.1 68.2
HAMMERSMITH AND FULHAM 48.8 75.1 73.3
HARINGEY 77 80.5 76.4
HARROW 76.5 77.6 83.2
HAVERING 75 86.3 86.2
HILLINGDON 87.6 86.7 86.5
HOUNSLOW 77.5 83.5 86.2
ISLINGTON 71.3 84.1 87.1
KENSINGTON AND CHELSEA 47.4 62.6 78.9
KINGSTON 85.1 85.3 81.6
LAMBETH 79.2 78.9 80.9
LEWISHAM 66.7 73.4 82.9
MERTON 84.5 85.4 87.6
NEWHAM 83.5 90.9 92.3
REDBRIDGE 75.9 79.2 69.2
RICHMOND 76 76.0 81.8
SOUTHWARK 84.2 77.3 85.7
SUTTON 88.3 87.7 90.4
TOWER HAMLETS 76.8 74.1 75.6
WALTHAM FOREST 65.6 73.3 86.8
WANDSWORTH 91.9 82.7 79.1
WESTMINSTER 63.1 74.7 77.9

Source: PHE (2017)
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5.2 Men ACWY

This vaccination protects against four types of Meningitis

This is the first year that statistics have been gathered on Men ACWY uptake
in schools. In London, 63.1% of the routine cohort Year 10 were vaccinated
(compared to England’s 77.2%), 76% of routine cohort Year 9 (England had
84.1%) and 55.9% of the catch up Year 11 (compared to England’s 71.8%).
In Harrow the uptake rate was 75.6% for Year 10 and 74.7% for Year 11.

What are we doing to improve uptake?

During 2016/17, NHSE immunisation team are monitoring performance
monthly and there is a deep dive into performance scheduled for June 2017.
The team are also undertaking a study into the service factors impacting
upon school vaccinations uptake in London as well as organising a
‘Hackathon’ for school age vaccinations to take place in the summer.

In Harrow the school age vaccination service was re-procured in 2016, when
the contract moved from LNW to CLCH.

6 Adult Vaccinations

6.1 Shingles

The Shingles vaccination programme commenced in September 2013.
Shingles vaccine is offered to people who are 70 years or 78 years old on 1%
September in the given year (or who were 70 years in 2013/14, 2014/15 and
2015/16). Data on vaccine coverage is collected between 1% September and
31 August. London has excellent reporting rates with 95.8% of GP practices
submitting data returns for 2014/15 (Harrow CCG had returns of 93.1%).
Figure 8 illustrates the percentage uptake by CCG in London for three years of
the programme for the routine age 70 cohort. It can be seen that Harrow CCG
reports uptake rates that are slightly higher than London averages but lower
than England averages.

Nationally and within London, there is no difference between ethnic groups in
terms of uptake.

Figure 8
Table displaying % of shingles uptake for age 70 cohort by CCG in London
% of 70 years age cohort
CCG 2013/14 2014/15 2015/16
Barking and Dagenham CCG 51.9 50.2 47.4
Barnet CCG 56.1 55.9 54.4
Bexley CCG 47 53.1 45.8
Brent 51.8 53.1 52.0
Bromley CCG 55.6 52.5 48.8
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Camden CCG 50.3 47.6 46.4
Central London (Westminster)

CCG 34.6 335 40.2
City and Hackney CCG 43 40.6 35.4
Croydon CCG 55.6 53.6 47.0
Ealing CCG 49.8 42.9 45.7
Enfield CCG 52 51.2 50.2
Greenwich CCG 51.4 46.2 38.4
Hammersmith & Fulham CCG 36.6 33 28.6
Haringey CCG 47.7 47.5 48.2
Harrow CCG 51 50.8 50.8
Havering CCG 54.6 50.8 475
Hillingdon CCG 62 55.8 54.9
Hounslow CCG 44.6 43.2 44.1
Islington CCG 51.2 48 45.3
Kingston CCG 52.6 57.5 50.9
Lambeth CCG 51.2 42.7 41.7
Lewisham CCG 49 48 48.0
Merton CCG 51.1 48.8 48.2
Newham CCG 60.7 56 51.6
Redbridge CCG 51.2 47.6 46.2
Richmond CCG 61.8 53.7 50.5
Southwark CCG 45.5 40.7 42.3
Sutton CCG 56.2 58 58.0
Tower Hamlets CCG 50.9 49.9 46.2
Waltham Forrest CCG 48.7 46.4 48.1
Wandsworth CCG 52 51.1 48.4
West London (K&C & QPP) CCG 42.1 25.6 28.1
London 51.3 48.8 47.1
England 61.8 59 54.9

Source: PHE (2016)
What are we doing to increase uptake?

e Shingles continues to be promoted as part of our London Immunisation Plan.
For 2017/18, we are working with CCGs and GP practices to improve
call/recall as the evaluation of the 2015/16 shingles promotion plan found that
this activity may bring about higher uptake rates.

6.2 PPV

e Pneumococcal Polysachride Vaccine (PPV) is offered to all those aged 65 and
older to protect against 23 strains of pneumococcal bacterium. It is a one
off vaccine which protects for life. This vaccination tends to be given
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alongside the flu vaccination during the flu season as the patient is usually
present at the flu appointment.

e Reporting coverage rates are good — 98.1% of London GP practices report
their rates, 96.7% for England and 100% returns in Harrow. Vaccine uptake
and reporting coverage is published cumulatively. The latest published data is
for 2015/16. Up to and including 31%' March 2016, 66.7% of those aged 65
years and older were vaccinated with PPV in Harrow. This is higher than
London’s average of 65.3% and lower than England’s average of 70.1%.
There is no target for this vaccine as we are aiming for individual protection
not population protection.

e |tis worth noting that the over 65s population are largely protected against
pneumococcal invasive disease and pneumonia from the PCV-13 programme
given as part of the 0 to 5s routine childhood immunisation schedule, because
young children are the main source of spread of these infections. PPV23 is an
additional vaccine to help protect this population from the remaining 13 strains
not covered in the PCV-13 vaccine.

6.3 Seasonal ‘Flu

e Figure 9 illustrates the uptake of seasonal ‘flu vaccine for each of the identified
‘at risk’ groups for Harrow CCG compared to London and England averages
for the winter 2016/17 (September 1* 2016 to January 31% 2017). It can be
seen that London performs lower than England across the groups but that
Harrow CCG performs better than London averages for Over 65’s, at risk
groups and school aged children.

e The child flu vaccine (Fluenz) programme for 2-4 year olds is given in general
practice whilst the school age programme is delivered by community providers
for Years 1-3.

e Uptake of flu vaccine increased this season across the at risk groups including
child flu vaccine groups with London, England and Harrow exceeding the
lower threshold of 40% for uptake for children in the school programmes.
Uptake in preschool children remain low but after a huge audit of poor
performing practices during the summer of 2016 in London with follow up
action plans, London demonstrated a big increase on the previous year.

Figure 9
Uptake of the ‘at risk’ Groups of Seasonal ‘flu for Harrow CCG compared to London

and England for Winter 2016/17 (September 1% 2016 — January 31%' 2017)

47.9 36.5 27.4 29.5 21.6 54 47.6 46.2

Harrow 68.7
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_ 65.1 47.1 39.6 30.3 32.6 24.9 45.8 43.6 42
_ 70.4 48.1 44.8 38.8 41.6 33.8 57.6 55.3 53.3

Source: PHE (2017)

What are we doing to improve uptake?

Following the decline in ‘flu uptake in London during the 2015/16 season and
the continual fall in uptake amongst 2, 3 and 4 year olds, NHSE carried a large
number of evaluations which fed into the London Influenza Vaccination Plan
for 2016/17. This plan was signed off by the London Immunisation Board and
was delivered through a weekly Immunisation business group co-chaired by
PHE London and NHSE London. This group monitored progress against the
plan and operated remedial plans when necessary.

2016/17 also saw the consolidation of the delivery of school age vaccinations
by community providers and the second year of delivery of the child ‘flu
programme has seen increases in uptake across the city.

NHSE London have now commenced the evaluation of this plan with the
intention to improve uptake rates again next ‘flu season (2017/18).

7 Next Steps

A new regional Immunisation Plan was signed off by the London Immunisation
Board in May 2017. This includes closer partnership working across London.
A new immunisation steering group was recently set up and the first meeting
held on the 6™ June. It involves a number of stakeholders including the CCG,
NHS England, PHE Health Protection team, the local maternity unit and
school aged vaccination team.

An evaluation of local partnership arrangements for immunisations is under
way with initial findings presented to the London Immunisation Board and a
final report due in July 2017. NHSE looks forward to implementing the
recommendations with local partners in tackling health inequalities pertaining
to immunisations and new ways of working together as STPs on the
preventive agenda, which includes immunisations.
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Operating Model

From ‘Immunisation and Screening National Delivery Framework & Local Operating Model’, April 2013

. The Health and Social Care Act 2012 creates a new set of responsibilities for the delivery of public health services. In England, although the
local leadership for improving and protecting the public’s health will sit with local government, the reforms provide specific roles for the
National Health Service England (NHS England) and Public Heath England (PHE) for the commissioning and system leadership of the national
screening and immunisation programmes.

. NHS England’s Area Teams will commission these services. Specialist public health staff employed by PHE are embedded in these teams to
provide accountability and leadership for the commissioning of the programmes and to provide system leadership.
. All the arrangements in the Immunisation and Screening National Delivery Framework and local operating framework are set in the context of

accountability to Ministers and Parliament. This is set out in the agreements between the Department of Health (DH) and NHS England,
especially the section 7A agreement on public health functions to be exercised the NHS England, and the partnership agreement between the
NHS England and PHE.

. The national delivery framework and local operating model have been agreed jointly by DH, NHS England, local government and PHE. They
set out how, after 1 April 2013, national, regional, and local operational and governance arrangements for national screening and
immunisation programmes in England will be coordinated.

. Each of the partners (DH, NHS England, Local Government and PHE) has its own responsibilities for which it is accountable. The national
delivery framework and local operating model sets out how effective co-ordination for national screening and immunisation programmes will
operate, addressing coordination at all stages along the delivery chain — formulation of policy, implementation, delivery, monitoring,
reporting and review

. The national delivery framework operationalises these agreements in relation to the roles of DH, NHS England, and PHE for national
immunisation and screening programmes in England.
. The local operating model is a parallel document and sets out the local arrangements by which the NHS England, PHE and local government

will work together to commission and provide system leadership for screening and immunisation services.



Scope of National Screening

Programmes
Each year nationally approximately ¢ NHS Newborn Hearing Screening
11 million newborns and adults will Programme
be invited to participate inan NHS  « NHS Sickle Cell and Thalassaemia
England commissioned screening Screening Programme
programme

Adult Non-Cancer Screening

Programmes:
@ Antenatal and Newborn Screening « NHS Abdominal Aortic Aneurysm
Programmes Screening Programme
NHS Fetal Anomaly Screening « NHS Diabetic Eye Screening
Programme Programme
NHS Infectious Diseases in Cancer Screening Programmes:

Pregnancy Screening Programme NHS Cervical Screening
NHS Newborn and Infant Physical  programme
Examination Programme

NHS Newborn Blood Spot
Screening Programme

* NHS Breast Screening Programme

NHS Bowel Cancer Screening
Programme



GE

Partnerships

NHS England, through its Area Teams will be responsible for the commissioning of all National Immunisation
and Screening Programmes described in Section 7A of the Mandate. In this capacity, NHS England will be
accountable for ensuring that local providers of services will deliver against the national service
specifications and meet agreed population uptake & coverage levels as specified in Public Health Outcome
Indicators and KPIs. NHS England will be responsible for monitoring providers’ performance and for
supporting providers in delivering improvements in quality and changes in the programmes when required.

PHE Specialist National Teams, in addition to the national role as has been described in the national
framework, will support national professional networks for PHE embedded staff in Area Team Screening and
Immunisation Teams.

Local Authorities will provide independent scrutiny and challenge of the arrangements of NHS England, PHE
and providers. This function may be carried out through agreed local mechanisms e.g. local programme
boards for screening and immunisation programmes or using established health protection sub-committees
of the Health and Wellbeing Boards.

CCGs will have a duty of quality improvement and this extends to primary medical care services delivered by
GP practices such as immunisation and screening services. As commissioners of treatment services that
receive screen positive patients, CCGs will have a crucial role in commissioning pathways of care that
effectively interface with screening services, have adequate capacity to treat screen positive patients and
meet quality standards. CCGs will also hold the contracts for maternity services, which are providers of
antenatal & newborn screening.
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Bowel Cancer Screening

Describe the plan, trajectory, aim Describe performance against plan, trajectory, aim
Reduction in morbidity and mortality from bowel cancer through Latest published data for coverage demonstrates performance in
adequately screening a minimum of 52% of the eligible population. ~ Harrow is better than the London average but worse than the

Men and women aged 60-74 years invited every two years. England average (see next slide). In 2016 coverage for Harrow
Coverage is the proportion of the eligible population screened was at 51.9% compared to 57.9% for England and 48.8% for
within the last 2.5 years. London for the same time period.

For the Harrow population the commissioned provider for clinical
bowel screening services (assessment and treatment) is London
Northwest Healthcare NHS Trust. Administration and analysis of
samples is also provided by North West London NHS Trust who

are commissioned to deliver this service pan London. Bowel scope has been fully rolled out to the entire eligible Harrow

population since xx . This compare with only 33% of the entire
London population having access to this service by the end of
Quarter 4 2017/18. There are currently no nationally agreed
targets for bowel scope uptake or coverage as the programme is
only part rolled out.

Activities/impact since last report Future Activities/Reviews

North West London Healthcare NHS Trust is also commissioned
to provide one off bowel scope screening for all 55 year olds to the
Harrow population in line with the national programme.

London Northwest Healthcare NHS Trust has signed up to Future activities: text reminders to non attenders; continuation of
contractual quality improvement schemes to reduce the number of ~ GP endorsement on invitation letters and enhanced reminder
DNAs at assessment appointments and to improve participation letters;

rates in bowel scope screening.

Escalation for action/information

RAG rating

None Green
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Coverage 2015 and 2016
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Breast Screening

To reduce morbidity and mortality caused by breast cancer through adequately screening
a minimum of 70% of the eligible population. Women aged 50 — 70 years old are invited
every three years.

For the Harrow population the commissioned provider for clinical breast screening
services is the North London Breast Screening Service hosted by the Royal Free NHS Trust.
Administration is provided by the London Hub (Royal Free NHS Trust)..

Activities/impact since last report Future Activities/Reviews

Since early 2015 work has been continuing on procuring and mobilising a new service
delivery model with a focus primarily on maintaining business as usual.

All breast screening administration now transferred to the London Administration
Hub: to standardise process and practices including but not limited to round-planning
and Quality Management Systems.

CQINs: Every Contact Counts — promoting all screening programmes throughout NHSE
public health commissioned services. Impact is unknown though a 1-3% increase,
coupled with other promotional activities and standardised practice, could be
realised.

Performance

Harrow CCG meets the national standard for breast screening coverage (70% of eligible
population screened within the previous 36 months). Coverage as at November 2016 in
Harrow CCG was 70.78% (PHOF), higher than the NWL and London averages but lower
than the national average of 58.82%

Twelve practices within the borough achieved the national target, while 14 practices
achieved less than 60% (10% below target

London Hub Website (Phase 1)

Communication and Health Promotion Strategies: Identifying stakeholders and new
ways of working together (practice, CCG, STP level) to improve women's experience's,
service performance and health outcomes

London-wide GP Information Pack: sent to all practices 6 weeks prior to women being
invited (Health promotion)

Escalation for action/information RAG rating

None

Current RAG rating ‘Green’



oy

10

Breast screening Coverage 2010 — 20016
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2010 2011 2012 2013 2014 2015 2016
Period
2010 2011 2012 2013 2014 2015 2016

England 76.9 77.1 76.9 76.3 75.9 75.4 75.5

London 66.9 68.7 69.2 68.6 68.9 68.3 69.2

Harrow 61.8 70.8 73 74.4 75.6 74.5 72.8

Lower CI 61.1 70.2 72.4 73.9 75 73.9 72.3

Upper Cl 62.4 71.3 73.5 75 76.1 75 73.4

Count 13,675 15,905 16,738 17,532 17,876 18,120 18,069
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Cervical Cancer Screening

(65%)

Harrow is consistently below the national and London standard for screening coverage at
The cervical cancer screening programme screens women aged 25-49 years every 3 years 62.3%.
and women aged 50-64 every 5 years.

Performance in Harrow ranges from 54.6% in Headstone Lane Medical Practice to 100% at
For Harrow populations the call / recall function is managed centrally by Primary Care the Brent and Harrow Safe Haven Unit. A full breakdown of practice performance is
Support England (PCSE) and women are invited to attend their GP surgery for a cervical provided on the next slide.
cancer screen. Laboratory and colposcopy services for Harrow patients are provided by
Northwick Park.

Activities/impact since last report Future Activities/Reviews

- Centralised call /recall transferred to PCSE (Capita) from local screening managers, - Roll out of GP-endorsed text reminder project to at least 80% of all London general
transition issues and a backlog on adding GP newly registered patient uploads may practices.
have had an adverse impact on coverage. - Improving screening pathways for forensic inpatient units.

- Funding and service specification for pan-London GP endorsed text reminder service - Specific focus on people living with serious mental iliness to improve screening rates
approved, evidence shows text reminders can improve uptake by up to 6%. among this population, evidence shows people with mental illness are three times

- Link with Jo’s Trust cervical cancer screening roadshows to improve uptake. more likely to die once they receive a cancer diagnosis and late presentation is a key

- Commissioner primary care working with practice staff around sample taker training factor.

and competence.

Escalation for action/information RAG rating

TATs for all CCGs has declined due to increased workload meaning women are waiting - Current RAG rating ‘RED’

longer for results. This is worsened by shortage of cytoscreeners due to planned

introduction of HPV primary screening and consequent reduction in cytology workload. Local Authority, CCG and Practice Performance Dashboards can be accessed at:
Conversion of some work to HPV primary screening early to reduce backlog planned.

Introduction of HPV primary screening for all by April 2019 http://digital.nhs.uk/pubs/cervical screen coverage quarterly

Potential courier issues leading to lost samples between TDL and North Mid being
investigated.


http://digital.nhs.uk/pubs/cervical_screen_coverage_quarterly
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Cervical Screening Coverage
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Nov-15| Dec-15 Jan-16( Feb-16| Mar-16[ Apr-16 May-16[ Jun-16 Jul-16] Aug-16| Sep-16 Oct-16
NHS HARROW Q 62.60%| 62.40%| 62.40%| 62.50%| 62.80%| 62.90%| 62.80%| 63.00%| 62.80%| 62.60%| 62.40%| 62.30%
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Harrow CCG

Coverage by Practice
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Area

Screening & Imms

Cancer screening

Screening

Report name

SAM (Section 7a Assurance Meeting) Report

Local Authority Assurance Dashboard

CCG and Practice Profile Tool

Cancer Screening Coverage and Uptake

Cancer Screening 62 Day Waiting Times

Cervical Screening Turnaround Times

Bowel Scope Screening

Breast Screening KPIs

Bowel Screening KPls

Cervical Screening KPIs

Screening KPI Dashboard - Non Confidential

Screening KPI Dashboard - Confidential

Data available on request

Detail

S7a Public Health report with latest published data for indicators covered in the
S7a Framework, used for the quarterly S7a assurance meetings

Dashboard bringing together the published data for immunisations, screening and
cancer screening programmes to provide assurance for Local Authorities

Provides DCO, CCG and GP practice level data for cancer screening, PHE
immunisation and Unify immunisation data, with timeseries, interactive views and
comparison to similar CCGs.

Breast, bowel and cervical screening uptake/coverage with:

- 12 month rolling timeseries

- gap of number of people needing to be screening to meet the standard (by CCG
and practice level)

Performance against the 62 day waiting times target for treatment after referral
from breast/bowel/cervical cancer screening programme, by provider.

Cervical cancer turnaround times for screening test results (KPI # CS4a) with 12
month rolling timeseries

National bowel scope screening uptake, activity and percentage requiring
colonoscopy, including provider performance against trajectories

Summary of monthly and quarterly breast screening KPI data measures, by
screening centre

Summary of monthly and quarterly bowel screening KPI data measures, by
screening centre (note: quarterly data is London region only until national data
received)

Summary of quarterly cervical screening KPI data measures, by local authority
(coverage data) and screening centre

Provides a high level overview of the quality of screening programmes at key points
on the screening pathway. Covers:

- Antenatal and newborn screening KPIs (ANNB)

- Abdominal aortic aneurysm screening KPls (AAA)

- Diabetic eye screening KPIs (DESP)

Same as non confidential dashboard above, but includes KPIs with small numbers
that are supressed in published data

Frequency

Quarterly

Every 1-2 months

Quarterly

Monthly
(16th of month)

Monthly
(2nd Thursday of month)

Monthly

Monthly

Monthly / Quarterly

Monthly / Quarterly

Quarterly

Quarterly

Quarterly



NHS

England

Adult and young person’s
screening programmes (non
cancer)

Abdominal Aortic

ﬁ)l Aneurysm Screening
®

Diabetic Eye Screening




o

Diabetic Eye
Screening



Service Provision — Programme Geography:
Diabetic Eye Screening (DES)

North Middlesex
University Hospital NHS
Trust

Homerton
University
North Hospital NHS

Centrol london Foundation Trust

Health North East London
Helligence UK

Ltd. North West London

Guys & St
Thomas’s NHS
Foundation Trust

EMIS Care



Diabetic Eye Screening Programme

Exceptions
Exceptions _____________|ImprovementActions

Programme audit schedule plans include a Did not Attend (DNA) audit, to
Borough is meeting the achievable standard for screening uptake  ascertain why people do not attend when invited, during 2017/18 to try to
Concern about the time taken to assess and treat screen improve this further
detected abnormality

Activities/impact since last report Actions Required

* All GP practices have signed up and participating in monthly data extraction Linked treatment centre: Moorfields Northwick Park site, patients incurring
to ensure we know about every person living with diabetes in the borough delay to consultation following referral, due to ‘severe capacity issues’
* GPs uptake ranges from 79 - 92.5%. Average participation in annual Escalated through Programme Board to local CCG commissioner

screening, by GP practice, is 85.5%

Escalation for action/information RAG rating

Timely assessment for treatment needs improving. NHS England commissioners Amber/Green
leading transformation agenda for low risk patients with screen-detected

retinopathy as part of 2017/18 CQUIN, reducing the referral rate from DESP to

hospital by up to 80%
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DES Key Performance Indicators:
Descriptors

Description Minimum Achievable
Standard (%) | Standard (%)

Uptake of routine digital screening
DE1 event > 70.0% > 80.0%

Results issued within 3 weeks of
DE2 screening 2 70.0% 2 95.0%

Timely assessment for R3A screen

DE3 .-
positive

> 80.0%

19
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Key Performance Indicators (National): DES

Diabetic Eye Screening KPI performance (Q2 2016/17) - NHS
England region

100.0
90.0
80.0 -
70.0 -
60.0 -
M England
X 50.0 H North
m South
40.0 -
H Midlands & East
30.0 - M London
20.0 -
10.0 -
0.0 -

DE1 DE2 DE3
KPI
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Key Performance Indicators (London): DES

In 2015/16, a national project ran

to standardise the delivery of the DES KPI data: London & North West London
screening pathway and the

methodology for reporting 122'2

As such accurate, validated 0.0

performance data is only available 700

for quarters 1 & 2 or 2016/17 60.0

Prior to this, NHSE commissioners X 500

were discharging their 40.0

responsibilities through local 30.0

multi-disciplinary performance 20.0

boards, ensuring national KPIs and 10.0

quality standards were being 0.0 @ Car [ @
adhered to, in order to receive the DE1 DE2 DE3
assurance required. ® London 81.5 | 822 97.0 | 983 80.8 | 77.6

= NWL 79.7 | 793 97.5 | 99.7

The National Diabetic Eye Screening programme advised against sharing of locally produced
performance data until the common pathway had been fully rolled out, due to lack of data quality
assurance processes

Q4 data was published but has since been recognised as containing major flaws, caused by database
issues during the period of merger, following London procurement

21



Harrow: Summary of External Quality Assurance visit, 2017

In February 2017, Public Health England’s (PHE) Quality Assurance (QA) team undertook a formal quality
assurance visit and assessment of the North West London Diabetic Eye Screening Programme (NWL DESP). The
visit is peer led and reviews the quality of the service in accordance with both national Key performance
indicators and the nationally defined quality assurance standards.

As a result of the visit, 17 recommendations were made. An action plan has been developed to ensure each
recommendation is addressed and commissioners will hold the Provider to account for delivering the described
actions, in full and to time.

Visit highlights

8 Areas of good practice Opportunities for improvement (themes)
O

Enthusiasm and commitment of all parties during a Ensure clinical and programme governance is clearly documented, both
period of major change which led to the successful within the Provider organisation but also across linked Providers
mobilisation of a new service

Recognition of strengths and weaknesses by the Ensure failsafe responsibilities are up to date and documented in both a
service provider and co-working with the policy and within memorandum’s of understanding, where pathways
commissioners to develop and improve the service cross organisational boundaries

effective organisational structure with a clear local Formalise audit plans and strategies for improving access and uptake
identity

innovative approaches such as the failsafe model Review policies for management of populations in specific ‘sub-groups-

(e.g. those in secure settings and pregnant patients)

good engagement from the hospital eye service leads Risk assessments to ne undertaken for some elements of service
infrastructure (e.g. suitability of grading facilities)

22
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Abdominal Aortic Aneurysm

Programme Exceptions
Exceptions _____________|ImprovementActions

Harrow is a part of the London wide re-procurement of AAA
While uptake is anticipated to fall across NWL for 2017/18, services

by approximately 10%. Harrow is expected to improve its
uptake rate.

Activities/impact since last report Actions Required

In 2016/17, significant gains were made due to a programme of Further actions considered to strengthen uptake and increase
promotional work that was deemed excessive and outside of the participation in the programme following the re-procurement of
scope of the NAAASP, by the national team. Consequently a the service

return to 2015/16 performance is anticipated

Escalation for action/information RAG rating

Confirmed full year uptake data will be available in September Amber
2017

Practice level uptake performance in Harrow currently ranges
from 62.5 to 100% Average GP practice uptake rate in 2016/17
was 70.67%. Despite trends elsewhere in NWL, uptake in
Harrow has improved in 2017/18 and is forecast to close at
approx. 79%



Service Provision — Programme Geography: AAA

Royal Free NHS
Foundation Trust

Barts Health
North
Centrol London

Imperial Cottege North East London

ralthcare ,
North West London

Guys & St
Thomas’s NHS
Foundation Trust

St George’s University Hospitals NHS
Foundation Trust
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AAA Key Performance Indicators:
Descriptors

Description Acceptable Achievable
Standard (%) | Standard (%)

AA1l Completeness of offer 45 50
AA2 Coverage of initial screen 38 42
AA3 Coverage of annual surveillance screen 85 95

AA4 Coverage of quarterly surveillance screen 85 95

26
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Key Performance Indicators (National): AAA

AAA KPI Performance national: Q2 2016/17

100.0

90.0

80.0

70.0

60.0 - M England
H North

50.0 -
= South

40.0 - B Midlands & East
H London

30.0 -

20.0 -

10.0 -

00 - KPI

AAl AA2 AA3 AA4
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Key Performance Indicators (London): DES

National AAA Screening Programme
(NAAASP) introduced 3 new KPIs from Q1
2016/17. Only 2 quarters of currently

reported KPl indicators is available
P KPI performance London& NW London

AAA is a one off screen for the majority of 100.0
the population, as such performance is 90.0
measured cumulatively, throughout the
year (see AA1 and 2) 80.0
70.0
Attendance at surveillance appointments 60.0
falls below achievable standard for < 50,0
reported periods available. As result:
40.0 B London
* Screening office now call every man 200 = NWL
before appointment as a reminder
+ If they fail to attend, the Vascular 20.0 1
Surgeon and Clinical Director write 10.0 |
directly to each man and their GP, 00 -
urging them to attend when invited
* Asaresult, performance is improving
against these two KPIs KPI
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ANNB Screening Programmes

There are six Antenatal and Newborn (ANNB) screening programmes, screening for a total of 30
conditions:

)

Foetal Anomaly Screening Programme (FASP, includes Down’s Syndrome, Edwards’
Syndrome and Patau’s Syndrome screening)

.
Infectious Diseases in Pregnancy Screening Programme (IDPS)

H Newborn and Infant Physical Examination Screening Programme (NIPE)

Newborn Bloodspot Screening Programme (NBBS)

@ Newborn Hearing Screening Programme (NHSP)

-~
~
(

. . .
~ | Sickle Cell and Thalassaemia Screening Programme (SCT)
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Commissioning arrangements for
ANNB Screening

Most elements of ANNB screening programmes are funded wholly or partly within the
Maternity Pathway Payment (MPP) and contracts are within CCGs and CSU contracts
with local providers. Some programme elements are sub-contracted by maternity units.

NHSE directly commission newborn bloodspot laboratory services in London with
samples from the Harrow population being sent to Great Ormond Street Laboratory

Quarterly ANNB Screening Performance and Quality Programme Boards are held,
aligned with STP footprints. The scope of these boards are developing to include
antenatal and newborn immunisations.

The next North West London Board is to be held 22" June 2017 between 1pm and 3pm
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Commissioning arrangements for
ANNB Screening

Most elements of ANNB screening programmes are funded wholly or partly within the
Maternity Pathway Payment (MPP) and contracts are within CCGs and CSU contracts
with local providers. Some programme elements are sub-contracted by maternity units.

NHSE directly commission newborn bloodspot laboratory services in London with
samples from the Harrow population being sent to Great Ormond Street Laboratory

Quarterly ANNB Screening Performance and Quality Programme Boards are held,
aligned with STP footprints. The scope of these boards are developing to include
antenatal and newborn immunisations.

The next North West London Board is to be held 22" June 2017 between 1pm and 3pm
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ANNB Programme Exceptions
Exceptions | ImprovementActions

ST2: London North West Healthcare NHS Trust has improved their performance
with this indicator, although they do not yet meet the acceptable standard.
ID2: Due to small numbers there is greater variation in performance in this KPI
NB1 / NB4: Data quality and completeness has generally improved over the last
4 quarters

NP1 / NP2: LNWHT has been unable to provide data for this KPI

Activities/impact since last report

NB2: LNWHT performs consistently within this indicator and has achieved the
acceptable level for the last 4 quarters. This is a challenging KPI as although
reported by maternity includes the avoidable repeats sample data for eligible
babies up to 1 years of age and therefore is impacted by quality of those
samples taken in other services.

Escalation for action/information

The most common ANNB screening incident theme in Harrow has been related

to the pathway for repeating NBBS samples in older babies (>28 days — 1 year of

age). These are minor in terms of impact but have been repetitive. LNWHT did
hold a task and finish group to address this and developed a joint SOP between
maternity and community services for the NBBS programme however Health
visiting services are now undergoing procurement.

ST2: Improvement plans have been requested and trajectories for Improving
Performance in this KPI have been set for 2017-18, these will be monitored via
the NWL programme Board

1D2: The common theme for reduced performance is non attendance at
appointments and NHS E L is working with providers to produce detailed
exception reporting to further understand this in order to improve performance
NB1 / NB4: NHS E L worked with LNWHT CHRD to improve understanding of KPI
definitions and detailed exception reporting in order to account for 100% of the
eligible population. The eligible population for Harrow will be reported on from
Q1 2017-18 by the recently implemented NWL CHIS Hub and quality of data is
expected to improve

NP2: Reporting the NIPE KPIs is now mandatory, and overall for England there is
now 90.3% completeness of reporting. These are new indicators and data
quality is improving.

Actions Required

NHS E L ANNB commissioning team is planning to undertake some Pan London
work reviewing the NBBS pathway for older babies and those who move into
London and will work with commissioning colleagues and those providing care
to ensure they have robust pathways in place for this cohort of babies in line
with standards and service specifications for newborn screening

RAG rating

Current RAG rating:
e Green — high confidence in improvement — please see above planned work
for the older baby pathway.
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About

Latest update

Data source

Data sharing

Data caveats

Provider changes

Further information

Contact
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Data: ANNB KPlIs

This is an overview of the data for 13 ANNB KPIs for the five London STPs, at provider level. Regional and national summary data is also
provided for comparison.

Quarterly data for 4 quarters up to 2016/17 Q3 (produced 31 May 2017)

PHE Screening
All KPI data has been submitted by local services via the regional Screening Quality Assurance Service (SQAS)

Aggregated totals have been calculated by the National Screening Data and Information Team, PHE Screening

This data is covered by the Memorandum of Understanding between PHE and NHSE. Data can be shared for management purposes only, for
the enhancement of NHS screening programmes. MUST NOT be put in the public domain (this includes communications and minutes of
meetings that may end up in the public domain).

Prior to Q1 2016/17 data for Imperial College Healthcare Trust (QCCH) and Imperial College Healthcare Trust (St Mary's) were reported
together as Imperial College Healthcare Trust. For this reason, KPI data for QCCH is identical to that for St Mary's prior to this point. (See
"Provider Changes" below.)

Changes to providers from Q1 2016/17:

Old code and unit name New code and unit name

RYJ - Imperial College Healthcare NHS Trust RYJ - Imperial College Healthcare NHS Trust (QCCH)
RYJ - Imperial College Healthcare NHS Trust (St Mary's)

Minimum level of performance which programmes are expected to attain to ensure patient safety and programme effectiveness.
Programmes not meeting the minimum standard are expected to implement recovery plans to ensure rapid and sustained improvement. All
programmes are expected to exceed the minimum standard and should aspire towards performance above this level

Level at which the programme is likely to be running effectively; screening programmes should aspire towards attaining and maintaining
performance at this level

OIC Public Health Matrix Group, NHS England England.PublicHealth-Analysis@nhs.net
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ST1: Antenatal sickle cell and thalassaemia screening — coverage

100% -

99% - -——- - ———— -———— ———— ———— ———-

98% -

97% -

96% -

95% -

94% -

93% -

92% - . . . : : : : .

West

Hospitals NHS  Middlesex
University

Hos

99.3%
99.9%
99.9%
99.9%
100.0%
100.0%
99.9%
100.0%

England London Chelsea and Imperial Imperial  London North The Hillingdon
Westminster College College West
Hospital NHS Healthcare  Healthcare  Healthcare  Foundation
Foundation NHS Trust  NHS Trust (St  NHS Trust Trust
Trust (QCCH) Mary's)
2015/16 Q4 2016/17 Q1 2016/17 Q2
England 98.7% 99.1%
London 99.8% 99.8%
Chelsea and Westminster Hospital NHS Foundation Trust 99.9% 100.0%
Imperial College Healthcare NHS Trust (QCCH) 99.9% 100.0%
Imperial College Healthcare NHS Trust (St Mary's) 99.9% 99.9%
London North West Healthcare NHS Trust 100.0% 99.9%
The Hillingdon Hospitals NHS Foundation Trust 99.9% 99.9%
West Middlesex University Hospital NHS Trust 99.9% 99.9%

36

pital NHS
Trust

2016/17 Q3

. 2015/16 Q4

. 2016/17 Q1
2016/17 Q2
2016/17 Q3
Minimum threshold

=== Achievable standard

99.3%
99.9%
99.8%
100.0%
100.0%
100.0%
100.0%
100.0%
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ST2: Antenatal sickle cell and thalassaemia screening —
timeliness of test

80% -
70% -
60% -

50% -
. 2015/16 Q4

40% 1 mm 2016/17 Q1
30% - 2016/17 Q2
20% 2016/17 Q3
10% - Minimum threshold
- - === Achievable standard
0% T T T T T T T 1

England London Chelsea and Imperial Imperial  London North The Hillingdon West
Westminster College College West Hospitals NHS  Middlesex
Hospital NHS Healthcare  Healthcare  Healthcare  Foundation University
Foundation NHS Trust  NHS Trust (St NHS Trust Trust Hospital NHS
Trust (QCCH) Mary's) Trust
2015/16 Q4 2016/17 Q1 2016/17 Q2 2016/17 Q3
England 50.1% 50.9% 53.1% 54.8%
London 29.3% 33.1% 40.1% 39.9%
Chelsea and Westminster Hospital NHS Foundation Trust 7.9% 5.2% 14.0% 13.4%
Imperial College Healthcare NHS Trust (QCCH) 8.3% 11.3% 22.6% 42.0%
Imperial College Healthcare NHS Trust (St Mary's) 8.3% 15.8% 22.9% 13.5%
London North West Healthcare NHS Trust 38.8% 41.8% 44.2% 44.3%
The Hillingdon Hospitals NHS Foundation Trust 7.5% 33.3% 36.3% 28.3%
West Middlesex University Hospital NHS Trust 60.9% 65.6% 50.4% 47.2%
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ST3: Antenatal sickle cell and thalassaemia screening —
completion of FOQ

100% - - = - - - - - - - - - - - - - - - - - - - - -

90% -
80% -
70% -
60% -
50% -
40% -
30% -
20% -
10% -
0% - T T T T T T T !

England London Chelsea and Imperial
Westminster College

Hospital NHS Healthcare  Healthcare
Foundation NHS Trust  NHS Trust (St

Trust (QCCH)
2015/16 Q4
England
London
Chelsea and Westminster Hospital NHS Foundation Trust
Imperial College Healthcare NHS Trust (QCCH) No return
Imperial College Healthcare NHS Trust (St Mary's) No return

London North West Healthcare NHS Trust
The Hillingdon Hospitals NHS Foundation Trust
West Middlesex University Hospital NHS Trust

38

Imperial
College

Mary's)

96.9%
96.8%
95.8%

99.9%
92.9%
99.8%

London North The Hillingdon

West

2016/17 Q1

West

Hospitals NHS  Middlesex
University
Hospital NHS
Trust

Healthcare
NHS Trust

97.0%
95.4%
94.7%
83.9%
94.8%
99.9%
94.9%
99.4%

Foundation
Trust

2016/17 Q2

97.1%
96.5%
96.5%
99.9%
99.9%
100.0%
96.4%
99.9%

2016/17 Q3

2015/16 Q4
2016/17 Q1
2016/17 Q2
2016/17 Q3

Minimum threshold

=== Achievable standard

97.4%
96.8%
97.1%
100.0%
99.0%
100.0%
99.2%
100.0%
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ID1: Antenatal infectious disease screening — HIV coverage

100% -

99% -

98% -

97% -

96% -

95% -

94% -

93% -

Chelsea and
Westminster

England London

Hospital NHS  Healthcare

Foundation
Trust

England

London

Chelsea and Westminster Hospital NHS Foundation Trust
Imperial College Healthcare NHS Trust (QCCH)

Imperial College Healthcare NHS Trust (St Mary's)
London North West Healthcare NHS Trust

The Hillingdon Hospitals NHS Foundation Trust

West Middlesex University Hospital NHS Trust
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Imperial
College West
Healthcare  Healthcare
NHS Trust (St NHS Trust
Mary's)
2016/17 Q1
99.1% 99.3%
99.9% 99.9%
99.9% 99.9%
100.0% 100.0%
100.0% 99.9%
100.0% 99.9%
99.9% 99.5%
99.9% 99.9%

92%_ I I I I I I I .

London North The Hillingdon

West

Hospitals NHS  Middlesex

Foundation

Trust

2016/17 Q2

University

Hospital NHS

99.4%
99.9%
99.9%
99.9%
100.0%
99.9%
99.9%
99.9%

Trust

2016/17 Q3

. 2015/16 Q4

m 2016/17 Q1
2016/17 Q2
2016/17 Q3
Minimum threshold

=== Achievable standard

99.5%
99.9%
99.8%
100.0%
99.9%
100.0%
100.0%
100.0%
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ID2: Antenatal infectious disease screening — timely referral of
hepatitis B positive women for specialist assessment

100%
90%
80%
70%
60%
50%
40%
30%
20%
10%

0%

England

London
Chelsea and Westminster Hospital NHS Foundation Trust
Imperial College Healthcare NHS Trust (QCCH)
Imperial College Healthcare NHS Trust (St Mary's)
London North West Healthcare NHS Trust

The Hillingdon Hospitals NHS Foundation Trust
West Middlesex University Hospital NHS Trust

“4v

1

|

England

London

Chelsea and
Westminster
Hospital NHS
Foundation
Trust

Imperial Imperial
College College West
Healthcare  Healthcare  Healthcare
NHS Trust  NHS Trust (St  NHS Trust
(QCCH) Mary's)
2015/16 Q4 2016/17 Q1
73.6% 81.0%
68.6% 75.3%
75.0% 100.0%
66.7% 28.6%
66.7% 50.0%
86.7% 50.0%
8.3% 100.0%
92.3%

London North The Hillingdon

West

Hospitals NHS  Middlesex

Foundation
Trust

2016/17 Q2

. 2015/16 Q4

. 2016/17 Q1

University
Hospital NHS

Trust

2016/17 Q3
76.4% 81.3%
65.0% 72.8%
50.0% 100.0%

0.0% 100.0%

66.7% No cases identified
66.7% 71.4%
50.0% 100.0%

100.0% No cases identified No cases identified

2016/17 Q2
2016/17 Q3
Minimum threshold

Achievable standard
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FA1l: Down’s syndrome screening — completion of laboratory
request forms

1000% 7 @ —————— e — —
99.0% -
98.0% -
97.0% - . 2015/16 Q4
. 2016/17 Q1
96.0% -
2016/17 Q2
95.0% 1 2016/17 Q3
94.0% - Minimum threshold
=== Achievable standard
93.0% T T T T T T T T 1
England London Chelsea and Imperial Imperial  London North The Hillingdon West
Westminster College College West Hospitals NHS Middlesex
Hospital NHS Healthcare  Healthcare  Healthcare Foundation  University
Foundation ~ NHS Trust NHS Trust (St NHS Trust Trust Hospital NHS
Trust (QCCH) Mary's) Trust
2015/16 Q4 2016/17 Q1 2016/17 Q2 2016/17 Q3
England 96.9% 97.2% 97.3% 97.5%
London 97.9% 98.3% 98.0% 98.3%
Chelsea and Westminster Hospital NHS Foundation Trust 98.7% 98.0% 97.6% 97.7%
Imperial College Healthcare NHS Trust (QCCH) 98.2% 98.0% 97.8% 97.9%
Imperial College Healthcare NHS Trust (St Mary's) 98.2% 97.8% 97.7% 99.0%
London North West Healthcare NHS Trust 97.1% 98.2% 98.7% 98.9%
The Hillingdon Hospitals NHS Foundation Trust 95.7% 97.2% 96.8% 96.8%
West Middlesex University Hospital NHS Trust 98.0% 98.6% 98.3% 98.3%
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NP1: Newborn and Infant Physical Examination — coverage

100% - - e e e e e e e e e e e e e e e e e e e e e e e e e e e = = ———-
90% -
80% -
70% -
60% -
50% -
40% -
30% -
20% -
10% -
O% — T T T T T T T
England London Chelsea and Imperial Imperial  London North The Hillingdon West
Westminster College College West Hospitals NHS  Middlesex
Hospital NHS Healthcare  Healthcare  Healthcare  Foundation  University
Foundation NHS Trust  NHS Trust (St  NHS Trust Trust Hospital NHS
Trust (QCCH) Mary's) Trust
2015/16 Q4 2016/17 Q1 2016/17 Q2 2016/17 Q3
England 94.4% 93.0% 93.3%
London 96.5% 90.4% 89.7%
Chelsea and Westminster Hospital NHS Foundation Trust 98.6% 92.6% 96.2%
Imperial College Healthcare NHS Trust (QCCH) 95.5% 96.8% 94.7%
Imperial College Healthcare NHS Trust (St Mary's) 95.5% 96.1% 96.9%
London North West Healthcare NHS Trust No return 91.1% 92.8%
The Hillingdon Hospitals NHS Foundation Trust 96.7% 97.3% 98.5%
West Middlesex University Hospital NHS Trust No return No return 99.4%
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. 2015/16 Q4

m 2016/17 Q1
2016/17 Q2
2016/17 Q3
Minimum threshold

=== Achievable standard

93.2%
91.0%
94.7%
98.6%
97.7%
91.8%
98.2%
99.2%



NP2: Newborn and Infant Physical Examination — timely

assessment of DDH

€L

. 2015/16 Q4

mmm 2016/17 Q1
2016/17 Q2
2016/17 Q3
Minimum threshold

=== Achievable standard

100% 7 @ ——————— e ———ay ————— g — ——————————— ——
90% -
80% -
70% -
60% -
50% -
40% -
30% -
20% -
10% -
0% -

England London Chelsea and Imperial Imperial  London North The Hillingdon West
Westminster College College West Hospitals NHS ~ Middlesex
Hospital NHS Healthcare  Healthcare  Healthcare  Foundation  University
Foundation NHS Trust  NHS Trust (St  NHS Trust Trust Hospital NHS
Trust (QCcCH) Mary's) Trust
2015/16 Q4 2016/17 Q1 2016/17 Q2 2016/17 Q3
England 48.6% 15.0% 43.6% 50.4%
London 57.1% 10.2% 45.9% 35.2%
Chelsea and Westminster Hospital NHS Foundation Trust No return No return No return No return
Imperial College Healthcare NHS Trust (QCCH) 100.0% No cases identified No return No return
Imperial College Healthcare NHS Trust (St Mary's) 100.0% No cases identified 100.0% No cases identified
London North West Healthcare NHS Trust No return No return No return No return
The Hillingdon Hospitals NHS Foundation Trust 0.0% 33.3% 66.7% 100.0%
West Middlesex University Hospital NHS Trust No return No return No return 100.0%
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NB1: Newborn blood spot screening — coverage (CCG
responsibility at birth)
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2015/16 Q4 2016/17 Q1 2016/17 Q2 2016/17 Q3
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NB2: Newborn blood spot screening — avoidable repeat tests
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NB2: Trajectories
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NB4: Newborn blood spot screening — coverage (movers in)
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NH1: Newborn hearing screening — coverage
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NH2: Newborn hearing — timely assessment for screen referrals
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Harrow Health and
Wellbeing Board

Date of Meeting: 20 July 2017

Subject: INFORMATION REPORT - A
review of Female Genital Mutilation
in Harrow

Responsible Officer:  Dr Andrew Howe,
Director of Public Health

Exempt: No

Wards affected: All

Enclosures: A review of Female Genital Mutilation
in Harrow

Section 1 - Summary

This report sets out the current intelligence on female genital mutilation for
Harrow. It covers prevalence and a range of issues to identify and to reduce
the risk of FGM in young women and girls in Harrow.
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Section 2 - Report

Female genital mutilation (FGM) refers to procedures that intentionally alter or
cause injury to the female genital organs for non-medical reasons. FGM is a
criminal offence — it is child abuse and a form of violence against women and
girls, and therefore should be treated as such. FGM has been illegal in the UK
since 1985, with the law being strengthened in 2003 to prevent girls travelling
from the UK and undergoing FGM abroad.

The attached report will
* Define FGM;
» |dentify the law and guidance on FGM in England;
* Present data on what we know about FGM in Harrow;
» |dentify local actions to raise awareness of FGM;
+ ldentify local actions to protect and safeguard those at risk of FGM,;
» |dentify local actions to support those who have undergone FGM;
» Describe the reporting pathways; and
» Describe the governance arrangements.

Section 3 - Further Information
None

Section 4 Financial Implications

This report includes actions being taken by the council and by partner
organisations. Funding for different elements of the activity is from a variety
of sources including LA children’s services budgets; LA community safety
budget; LA education budget and individual schools’ budgets; the CCG and
provider health organisations primarily London Northwest Healthcare Trust.

Performance Issues

FGM notification is mandatory but there are no targets associated with it. The
reporting system is to address the paucity of knowledge about the rate of
FGM in England.

Ofsted and CQC both take an interest in the work on FGM. The recent Ofsted
report for Harrow children’s services recognised the local work on FGM as
being “well integrated into broader safeguarding work” and there being “an
understanding of the complex dynamics when there are concerns about
abuse or neglect in a particular cultural context. This is apparent in a clear,
effective and well-joined-up approach to the issue of female genital
mutilation”.

Environmental Impact
Not applicable

Risk Management Implications

The identification of young women and girls at risk of FGM is an area of
concern for the council and is part of the safeguarding arrangements. We
have not currently identified specific risks on this topic but will be continuing

D:\moden8 2Data\AgendaItemDocs\O\G\l\AI00109160\$jer1ahdf.d0c



to monitor the number of referrals coming through to MASH to ensure that
those at high risk are identified and supported, if necessary through FGM
prevention orders.

Section 5 - Equalities implications

Was an Equality Impact Assessment carried out?
No. An EQIA will be carried out on the action plan in due course.

Section 6 - Council Priorities
The Council’s vision:

Working Together to Make a Difference for Harrow
This report directly impacts on the health and wellbeing of female children,

young women and adult women from specific ethnic communities. It therefore
contributes to the council priorities

o Making a difference for the vulnerable
o Making a difference for communities
o Making a difference for families

on behalf of the
Name: Anthony Lineker Chief Financial Officer

Date: 4 July 2017

Ward Councillors notified: NO

Section 7 - Contact Details and Background
Papers

Contact: Carole Furlong, Consultant in Public Health, 020 8420 9508
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INTRODUCTION

Female genital mutilation (FGM) refers to procedures that intentionally alter or cause injury
to the female genital organs for non-medical reasons. FGM is a criminal offence — it is child
abuse and a form of violence against women and girls, and therefore should be treated as
such. FGM has been illegal in the UK since 1985, with the law being strengthened in 2003 to
prevent girls travelling from the UK and undergoing FGM abroad.

This report will

e Describe FGM

Identify the law and guidance on FGM in England

e Present data on the prevalence of FGM in Harrow

e |dentify local actions to raise awareness of FGM;

¢ |dentify local actions to protect and safeguard those at risk of FGM
e |dentify local actions to support those who have undergone FGM

e Describe the reporting pathways

PRINCIPLES UNDERPINNING WORK ON FGM

The following principles have been adopted by all agencies in relation to identifying and
responding to those at risk of, or who have undergone FGM, and their parent(s) or
guardians:

e the safety and welfare of the child is paramount;

e all agencies should act in the interests of the rights of the child, as stated in the
United Nations Convention on the Rights of the Child (1989);

e FGMisillegal in the UK;

e FGM is an extremely harmful practice - responding to it cannot be left to personal
choice;

e accessible, high quality and sensitive health, education, police, social care and
voluntary sector services must underpin all interventions;

e as FGM is often an embedded social norm, engagement with families and
communities plays an important role in contributing to ending it; and

e all decisions or plans should be based on high quality assessments (in accordance
with Working Together to Safeguard Children (2015)5 statutory guidance in England,
and the Framework for the Assessment of Children in Need and their Families in
Wales (2001)6).

2|Page
86



WHAT IS FEMALE GENITAL MUTILATION? (FGM)

FGM is a procedure where the female genital organs are injured or changed and there is no
medical reason for this. It is frequently a very traumatic and violent act for victims and can
cause harm in many ways the practice can cause severe pain and there may be immediate
and/or long-term health consequences, including mental health problems, difficulties in
child birth, causing danger to the child and mother and/or death.

The age at which FGM is carried out varies enormously according to the community. The
procedure may be carried out shortly after birth, during childhood or adolescence, just
before marriage or during a woman’s first pregnancy.

TyPes oF FGM
FGM has been classified by the World Health Organisation (WHO) into four types:

e Type 1 - Clitoridectomy: partial or total removal of the clitoris (a small, sensitive and
erectile part of the female genitals) and, in very rare cases, only the prepuce (the
fold of skin surrounding the clitoris);

e Type 2 - Excision: partial or total removal of the clitoris and the labia minora, with or
without excision of the labia majora (the labia are the ‘lips’ that surround the
vagina);

e Type 3 —Infibulation: narrowing of the vaginal opening through the creation of a
covering seal. The seal is formed by cutting and repositioning the inner, or outer,
labia, with or without removal of the clitoris; and is the most severe type

e Type 4 — Other: all other harmful procedures to the female genitalia for non-medical
purposes, e.g. pricking, piercing, incising, scraping and cauterising the genital area.

FGM is a deeply embedded social norm, practised by families for a variety of complex
reasons. It is often thought to be essential for a girl to become a proper woman and to be
marriageable. FGM is believed to be a way of ensuring virginity and chastity. It is used to
safeguard girls from sex outside marriage and from having sexual feelings. Although FGM is
practiced by secular communities, it is most often claimed to be carried out in accordance
with religious beliefs. FGM is not supported by any religious doctrine.

FGM has no health benefits, and it harms girls and women in many ways. It involves
removing and damaging healthy and normal female genital tissue, and interferes with the
natural functions of girls' and women's bodies. Generally speaking, risks increase with
increasing severity of the procedure.

Immediate/short term health problems include severe pain, difficulty passing urine,
excessive bleeding, infection due to the instrument being used in multiple procedures,
wound healing problems, shock and death.

In the long term, women who have suffered FGM may also have some or all of the following
problems:

3|Page
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e Pain: due to tissue damage and scarring that may result in trapped or unprotected
nerve endings.

¢ Infections:

o Chronic genital infections: with consequent chronic pain, and vaginal discharge
and itching. Cysts, abscesses and genital ulcers may also appear.

o Chronic reproductive tract infections: May cause chronic back and pelvic pain.

o Urinary tract infections: If not treated, such infections can ascend to the
kidneys, potentially resulting in renal failure, septicaemia and death. An
increased risk for repeated urinary tract infections is well documented in both
girls and adult women.

e Painful urination: due to obstruction of the urethra and recurrent urinary tract
infections.

e Menstrual problems: result from the obstruction of the vaginal opening. This may
lead to painful menstruation (dysmenorrhea), irregular menses and difficulty in
passing menstrual blood, particularly among women with Type Il FGM.

e Keloid scarring where excessive scar tissue forms at the site of the cutting. Keloid
scars grow lumpy and larger than the wound they're healing

¢ Human immunodeficiency virus (HIV): given that the transmission of HIV is
facilitated through trauma of the vaginal epithelium which allows the direct
introduction of the virus, it is reasonable to presume that the risk of HIV
transmission may be increased due to increased risk for bleeding during intercourse,
as a result of FGM.

e Female sexual health problems: removal of, or damage to highly sensitive genital
tissue, especially the clitoris, may affect sexual sensitivity and lead to sexual
problems, such as decreased sexual desire and pleasure, pain during sex, difficulty
during penetration, decreased lubrication during intercourse, reduced frequency or
absence of orgasm (anorgasmia). Scar formation, pain and traumatic memories
associated with the procedure can also lead to such problems.

e Obstetric complications: FGM is associated with an increased risk of Caesarean
section, post-partum haemorrhage, recourse to episiotomy, difficult labour,
obstetric tears/lacerations, instrumental delivery, prolonged labour, and extended
maternal hospital stay. The risks increase with the severity of FGM.

e Obstetric fistula: a direct association between FGM and obstetric fistula has not
been established. However, given the causal relationship between prolonged and
obstructed labour and fistula, and the fact that FGM is also associated with
prolonged and obstructed labour it is reasonable to presume that both conditions
could be linked in women living with FGM.

e Need for later surgeries: for example, the FGM procedure that seals or narrows a

vaginal opening (type 3) needs to be cut open later to allow for sexual intercourse
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and childbirth (known as deinfibulation). Sometimes genital tissue is stitched again
several times, including after childbirth, hence the woman goes through repeated
opening and closing procedures, further increasing both immediate and long-term

risks;

e Perinatal risks: obstetric complications can result in a higher incidence of infant
resuscitation at delivery and intrapartum stillbirth and neonatal death.

e Psychological consequences: some studies have shown an increased likelihood of
post-traumatic stress disorder (PTSD), anxiety disorders and depression. The cultural
significance of FGM might not protect against psychological complications.

FGM is a complex issue — despite the harm it causes, many women and men from practicing
communities consider it to be normal to protect their cultural identity.

Terms used for FGM in other languages can be found in the multi-agency statutory guidance
on female genital mutilation.

FIGURE 1 COMMON TERMS FOR FGM

Country Term used for Language Meaning
FGM
EGYPT Thers Arshic Dertving froem thie Arabic wiond “tahar meaning io clesn/purity
Khitan Arabic Cincumcision — wsed for both FGM and male ciroumcision
Khitad Arsbic Dertving from the Arabic wond “khaled” meaning bo lower [rarely usad In everyday |lsnguags)
ETHICAA Megraz Amharic Circumcilondcutting
ADELITI Harrarl Narme ghing ritusal
EFITHEA Mekhrishsb Tigragna Circumckloncutting
KENTA Kuter Swahll Cincumcision — used for both FGM and male ciroumcision
Kuteir was ichana | Swanll Cincumacision of gins
MNESERIA g igba The act of cutiing — used for both FGM end male circumctsion
Sunna Mandngo Bellaved bo be & relgious radiiondbigation by some Musims
SERRPALEDOME | Sunna ZoLE=0U Bellavad bo be a elgious tradiiondblgalion by some Musims
Bonao Temenesas Imegral part of en inilation rbe Into aduithood
Mandngo/Limba
BonadoSonde Mendae Imegral part of an inilation rbe Inlo aduithood
SOMALIA Gudiniin Somal Cincumciskon — used for both FGM and male ciroumcision
Halslays Somal Dertving from the Arabic wond “halarl ke, “sanchoned — Impiles purity. Lised by Northem & Arabic
spasking Somals.
Codin Somal SitichingMightening.sawing refars to Infbulsion
SUDAN Khitad Arsbic Diertving from the Arabilc word “khaled” meaning bo lower frarely usad In everyday lenguage]
Tahoor Arabic Dertving from thie Arabilc wond “tahar meaning o purity
CHAD - the Eagne Used by the Sara Madingaye
Mgama
Sara subgroup Gada Adapied fom ‘ganza’ used In the Central African Republc
GUINEA-BISSAL | Fanedu di Mindjar | Kniolu Circurncision of girs’
GAMEA HiEks Mandrka Lierzlly to ‘cut Aweed cleen'
Kuyango Mandnka Mesaning "the afalr' but also the name for the shed bult or Inflales
Musoiula Keroola | Mandnka Mezning *the women's sioe’" that which concemes wormear

Source: Female genital Mutilation Risk and Safeguarding: Guidance for Professionals
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PREVALENCE OF FGM - WHO IS AT RISK OF FGM?

FGM is practiced in a swath of African countries from the Atlantic coast to the Horn of
Africa, in parts of the Middle East, and in some Asian countries like Indonesia.

FIGURE 2. PERCENTAGE OF YOUNG AND ADULT WOMEN AGED 15-49 WHO HAVE UNDERGONE FGM.
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Source: Female genital Mutilation Risk and Safeguarding: Guidance for Professionals

Figure 3 shows the estimated prevalence of FGM in young and adult women aged 15-49 and
amongst girls under 15 in different countries. This data is not complete and has been
gathered from various household surveys in different countries but it illustrates the extent
of the issue and that it is a global problem. Over the past 30 years, there have been huge
efforts to reduce the prevalence of FGM. In many countries, there has been a movement
against FGM and in some countries there have been significant reductions in prevalence —
although not in the countries with the highest prevalence.

Female children and young people from these countries living in the UK are therefore at risk
of FGM. FORWARD UK (Foundation for Women's Health Research and Development)
estimates that as many as 6,500 girls are at risk of FGM within the UK. Estimating the
numbers of girls and young women are at risk in Harrow is not possible as we have no data
on the attitudes of the local communities who have their origins in high prevalence
countries. In the school census, we are able to see that there are over 500 girls and young
women attending schools in Harrow who speak languages of East African countries with
FGM rates of over 80%.
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FIGURE 3 PREVALENCE OF FGM/C AROUND THE WORLD

Percentage of girls and women
aged 15 to 49 years who have
undergone FGM/C, 2004-2015
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Percentage of girls aged
0 to 14 years who have
undergone FGM/C, 2010-2015
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Prevalence data for girls aged 0 to 14
reflect their currant, but not final, FGM/C
status since some girls who have not
baen cut may still be at risk of experi-
ancing the practice once they reach the
customary age for cutting.
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THE LAW IN ENGLAND AND WALES

There are a number of relevant pieces of legislation and guidance that consider FGM.

FEMALE GENITAL MUTILATION ACT

FGM is child abuse and illegal in England and Wales under the Female Genital Mutilation Act
2003". Under section 1(1) of the 2003 Act, a person is guilty of an offence it they excise,
infibulate or otherwise mutilate the whole or any part of a girl’s labia majora, labia minora
or clitoris. Section 6(1) of the 2003 Act provides that the term “girl” includes “woman” so
the offences in section 1 to 3 apply to victims of any age.

Other than in the excepted circumstances set out in section 1(2) and (3), it is an offence for
any person (regardless of their nationality or residence status) to:

e Perform FGM in England or Wales (section 1 of the 2003 Act);

e Assist a girl to carry out FGM on herself in England or Wales (section 2 of the 2003
Act); and

e Assist (from England or Wales) a non-UK national or UK resident to carry out FGM
outside the UK on a UK national or UK resident (section 3 of the 2003 Act.)

Any person found guilty of an offence under section 1, 2 or 3 of the 2003 Act is liable to a
maximum penalty of 14 years’ imprisonment or a fine (or both).

THE SERIOUS CRIME ACT

The Serious Crime Act 2015 strengthened the legislative framework around tackling FGM.
One of the new measures introduced through Section 5B of the 2003 Act’ requires
regulated health and social care professionals and teachers in England and Wales to report
‘known’ cases of FGM in under 18s which they identify in the course of their professional
work to the police (the mandatory reporting duty). However, healthcare professionals are
not expected to investigate or make decisions upon whether a case of FGM was a crime or
not, under the legislation. All cases should be dealt with under existing safeguarding
frameworks, which for children under 18 who have undergone FGM would mean a referral
to Children’s Social Care and the police.

Health professionals and organisations can access a range of support materials, including 2-
page process guide. These can be found at www.gov.uk/dh/fgm.

Other measures were introduced through the Serious Crime Act 2015. This now includes:
e An offence of failing to protect a girl from the risk of FGM;

e Extra-territorial jurisdiction over offences of FGM committed abroad by UK nationals
and those habitually (as well as permanently) resident in the UK;

e Lifelong anonymity for victims of FGM; and

! http://www.legislation.gov.uk/ukpga/2003/31/contents

? http://www.legislation.gov.uk/ukpga/2015/9/part/5/crossheading/female-genital-mutilation
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e FGM Protection Orders which can be used to protect girls at risk.

WORKING TOGETHER TO SAFEGUARD CHILDREN

The Department for Education published statutory guidance in 2013 (updated in March
2015) titled Working together to safeguard children®. This guidance covers:

e the legislative requirements and expectations on individual local authority and
school services to safeguard and promote the welfare of children; and

e aclear framework for Local Safeguarding Children Boards (LSCBs) to monitor the
effectiveness of local services Whilst the guidance does not make specific provision
for safeguarding activities relating to FGM, it sets out requirements around
information sharing which are needed to effectively safeguard against FGM and all
forms of child abuse.

MuLTI-AGENCY GUIDANCE

No single agency can adequately meet the multiple needs of someone affected by FGM. In
2016, the government launched statutory multi-agency guidance on FGM.* This guidance
encourages agencies to cooperate and work together to protect and support those at risk
of, or who have undergone, FGM. The guidance provides information on:

e Identifying when a girl (including an unborn girl) or young woman may be at risk of
FGM and responding appropriately to protect them.

e Identifying when a girl or young woman has had FGM and responding appropriately
to support them, and

e Measures that can be implemented to prevent and ultimately help end the practice
of FGM.

The guidelines make clear that FGM is child abuse and a form of violence against women
and girls, and therefore should be dealt with as part of existing child and adult
safeguarding/protection structures, policies and procedures.

3 www.workingtogetheronline.co.uk

4 N . . . I
www.gov.uk/government/publications/multi-agency-statutory-guidance-on-female-genital-mutilation
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WHAT DO WE KNOW ABOUT FGM LOCALLY?

Prior to 2014/15 there was no collection of data on the prevalence of FGM and so, although
FGM was known to occur, the scale of the issue was unknown. The FGM Prevention
Programme is a programme of work led by the Department of Health to improve the NHS
response to FGM; this includes projects to improve awareness, provision of services and
management of FGM, and the safeguarding of girls at risk. One of the first actions was to
find out the scale of the issue so that the scale of response could be more accurately
measured. It isimportant to note in all of these datasets, that if a patient is identified
through the delivery of care from the NHS as having had FGM, this does not mean that she
had FGM either recently or that the FGM was carried out in the UK or while she was
resident in the UK.

In 2015, Macfarlane et al estimated the prevalence of FGM in two age groups 0-14 and 15-
49. The data was only calculated for 2011. It has been extrapolated to give current (2016)
estimates and estimates for the number of cases in 2021. This extrapolation assumes that in
the absence of any change in FGM, the prevalence grows as the population grows, which is
a solid and reliable assumption. It shows that for Harrow, the number of cases in under 14s
and in 15-49 year olds not expected to change over the next five years but it is expected to
increase in the over 50s. This type of prediction of future prevalence also assumes that
nothing is being done to address FGM so that can be a very reliable benchmark to measure
potential interventions against.

Estimated number of cases of FGM in ‘

Age 2016 2021 ‘

0-14 years 109 107
15-49 years 1190 1087
50+ 511 642

From Macfarland et al (2015)

FGM PREVENTION PROGRAMME

Between September 2014 and March 2015, FGM Prevalence Dataset was collected and
published at the level of acute trusts only. The data was non-identifiable aggregate data
about the prevalence of FGM within the female population as treated by acute NHS trusts in
England. As data was not identifiable, it could not be disaggregated to give numbers at a
local authority level. In this period, 10 cases of FGM were identified at Northwick Park
Hospital and 88 health contacts took place with women identified as having FGM (either
within this year or previously). National data showed that these contacts were most
commonly due to obstetrics, maternity and gynaecology. Due to the lack of personal
identifiers in the data, it was possible for a woman to be identified as a ‘new’ case in more
than one hospital causing over estimation of the number of cases.

An Enhanced Dataset has been introduced which contains a much wider range of data and is
at an individual level. It has also been extended beyond acute trusts and now includes
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mental health trusts, GP practices and community health services. Although it was initially
discretionary, it became mandatory for all acute trusts to collect and submit the FGM
Enhanced Dataset from 1 July 2015 and for all mental health trusts and GP practices from 1
October 2015. The full dataset contains 30 data items including: patient demographic data,
specific FGM information and referral and treatment information. Disclosure control
measures are taken so that individuals cannot be identified. This means that small numbers
are suppressed although zero returns and blank returns are identified.

The women and girls newly recorded in the FGM Enhanced Dataset may have been
previously identified and included in the FGM Prevalence Dataset. However, they will now
be identified as ‘newly recorded’ on their first contact with a health provider. This will
happen only once regardless of how many other health providers they see.

FGM DATA COLLECTION

The data collection records the first time a woman or girl is recorded in the FGM Enhanced
Dataset during the reporting period. They may have FGM and be having treatment related
to their FGM or they may be having treatment for something unrelated to it. In practice,
the vast majority of women identified as having FGM are those accessing antenatal care.

As this information has not been collected previously, the first few years of collection will be
predominantly identifying the prevalent cases in the community.

The second set of data is every subsequent contact that a woman or girl who has FGM has
with the NHS —this includes new and previously recorded cases and women or girls may
have more than one attendance within the data collection period at any number of NHS
organisations. Again, this may be related or unrelated to FGM.

DATA DEFINITIONS

Newly Recorded: = women and girls with FGM are those who have had their FGM
information collected in the FGM Enhanced Dataset for the first time.
This will include those identified as having FGM and those having
treatment for their FGM. ‘Newly recorded’ does not necessarily mean
that the attendance is the woman or girl’s first attendance for FGM and
it does not mean that the FGM is a recent occurrence for her.

Total Attendances: refers to all attendances in the reporting period where FGM was
identified or a procedure for ‘reversal’ of FGM was undertaken. Women
and girls may have one or more attendances in the reporting period.
This category includes both newly recorded and previously identified
women and girls.

DATA QUALITY

Although the collection of data is now mandatory, the quality and completeness of the data
across the country is far from good. The FGM dataset is a relatively new one with only one
year of data so far and, due to missing data and inconsistencies in recording across the
country there are many caveats that must be heeded when trying to interpret the data.
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FGM: NEW CASES

The number of newly recorded cases has been rounded to the closest 5 to prevent
disclosure. Between April 2015 and March 2016, 70 women or girls (i.e. under 18) in
Harrow were identified as having had FGM at some point in their lives. Compared to the
rest of the local authorities in England, Harrow ranks joint 27" highest and joint 19" highest
in London. Nationally, the highest numbers identified were seen in Birmingham, Bristol and
Brent. In London, the highest numbers were seen in Brent and Southwark. Harrow
identified 2.4% of the cases that were identified in London.

NHS Brent CCG IEG_—S 225 (11.2%)
NHS G 290 (10.0%)
NHS Enfield CCG  IEG_—— 215 (7.4%)
NHS Lambeth CCG  EG—— 175 (6.0%)
NHS Ealing CCG N EG_—— 175 (6.0%)
NHS Camden CCG IS 140 (4.8%)
NHS Greenwich CCG NN 130 (4.5%)
NHS Hillingdon CCG  IEEG_—_—_—_—_ (4.1%)
NHS Hammersmith and Fulham CCG IS 100 (3.4%)
NHS Barking and Dagenham CCG WS 95 (3.3%)
NHS Haringey CCG I 95 (3.3%)
NHS Wandsworth CCG IS 95 3.3%)
NHS Newham CCG W 90 (3.1%)
NHS Tower Hamlets CCG NN 85 (2.9%)
NHS Waltham Forest CCG NN 85 (2.9%)
NHS Lewisham CCG  WESS—N 85 (2.9%)
NHS kslington CCG IS 80 (2.7%)
NHS West london CCG I 75 (2.6%)
NHS Redbridge CCG i 70 (2.4%)
NHS City and Hackney CCG I 70 (2.4%)
NHS Harrow CCG S 70 (2.4%)
NHS Central London (Westminster)... Bl 55 (1.9%)

NHS Barmet CCG 50 (1.7%)
NHS Croydon CCG 40 (1.4%)
Kingston cce NHS Bexley CCG 30(1.0%)
cee i NHS Bromley CCG 20(0.7%)
proid o ofnawiy ecocdad FGM NHS Havering CCG = 20(0.7%)
cases (' .ondon in
S
ggucn cr:g’;n brackets) NHS Merton CCG 15(0.5%)
FY 201516 NHS Hounslow CCG 15(0.5%)
B 201325 9% -112%) NHS Sutton CCG  0(0.0%)
N 101-200 (3.5%-6.9%) NHS Richmond CCG  0(0.0%)
I 51-100  (1.8% -3.4%) NHS Kingston CCG  0(0.0%)
5-50  (02%-17%)
0 100 200 300 400

Lessthan 5 (0.0%-0.1%)

No. of newly recorded cases (% of London in brackets)

The small numbers do not allow us to divide the cases into age categories for Harrow but
data is available at Trust level. The data shows that there was a slightly higher proportion of
women in 25-39 age groups than nationally. There were no under 18s identified locally.

Age at attendance

100% I D B e
90% +———— EEE— E— ———— E50+
80% | | — mA4549
70% - " 40-44
60% 1 35-39
50% -

m30-34
40% -

m 2529
30% -

m18-24
20% -
10% m10-17

0% Under 10
England London LNWH

The recording of age at which FGM took place is very poorly recorded nationally and is not
recorded on any cases at London Northwest NHS Trust, so it is not currently possible to say
how many are recent cases, or indeed, if any of them are.
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96



The majority of cases identified in Harrow were Type 1 FGM and 14% were either unknown
or unrecorded. Across England the figure for unknown and unrecorded was significantly
higher and accounted for more than half of all cases.

FGM cases by type - Harrow 2015 FGM cases by type - England 2015

m2or3
ma

B Not known/Not
recorded

FGM: ATTENDANCES WITHIN THE YEAR

Harrow ranks 4" highest nationally in the rate of attendances for women or girls with FGM
i.e. the number of contacts with the health services that any woman previously or
concurrently identified as having FGM.

We do not have data on the reasons for these attendances as again, the data quality is poor
nationally and the attendance type is not recorded in the LNWH dataset. We know
anecdotally, that some/most are maternity cases and will be receiving a number of
antenatal attendances while others may be having treatment for their FGM and other
attendances could be completely unrelated to their FGM. What is clear is that LNWH are
recording all attendances which may not be the cases in other Trusts. As a result, the
number of attendances per new cases identified in LNWH is over 6 compared to only 1 or 2
attendances elsewhere. These figures do not however represent those women newly
identified but also include those previously identified who have attended the hospital. The
following figure attempts to illustrate this in a hypothetical population and their hospital
attendance. It illustrates how the number of appointments can increase despite the
number of “new” cases remaining static or even decreasing.
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FIGURE 4 ILLUSTRATION OF APPOINTMENTS VS NEW CASES
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Total apts |14 66 92
Total "new
cases" 5 11 10
Key

First appointment Maternity/Obs&Gyn
First appontment other
Subsequent appointment (any specialty)

Although caution is advised on interpretation of current data released from the Department
of Health, the current position would indicate that health staff in LNWH are complying with
recording responsibilities. We know that LNWH are a good example of where recording of
FGM has been integrated into hospital services. The safeguarding nurses have ensured that
guestions about FGM are routinely asked as part of the Trust’s safeguarding policy. These
guestions are asked regardless of whether the child or mother are attending accident and
emergency, paediatrics, maternity or a surgical ward. However, the incompleteness of the
data records still needs to be addressed.

REFERRALS TO MASH

Since the introduction of mandatory reporting for certain professions, combined with the
local awareness raising activity, referral figures are increasing. The increased awareness and
emphasis on FGM in Harrow have resulted in more cases being identified and reported than
in other areas of London, with the exception of Brent.

Referral figures to the MASH have risen from an average of 3-4 per year prior to 2015 to 14
in 2015-6. While most of these cases were children identified as potentially “at risk” of
FGM, one case was of a young woman who had already had FGM. This case was
investigated and it was established that she had undergone FGM prior to arriving in the UK.
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FGM AWARENESS AND TRAINING

As part of its on-going commitment to protect young girls from the practice of FGM, the
HSCB ran briefings for staff 