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Foreword

The NHSand socialcare systemin West Yorkshireand Harrogate
providescare and treatment to 2.6 million people Everydaywe
work acrossthe whole social spectrum, engagingpeople from
birth to death, headto toe, insideandout. Our 113000 staff are
entrustedwith abudgetapproachingE5bn.

Overthe pastdecadewe canbe proud of how our healthandcare
teams have made major improvementsto services The NHSis
treating more peoplethan ever before, providingservicedaster,
more safelyandin better environments Researctand innovation
is deliveringworld leading new treatments at the forefront of
technology Our integration & LJA 2 y&8eSohagiup health and
care Our seven vanguards have been leading the way in
developingnew modelsof carethat better meetLJS 2 Lifecishna
carehomes hospitalsandlocalcommunities

This history of improvementand innovation in public servicesis
supported by a thriving third sector, excellent universities and
engaged businessestoo. Increasingly,we have been working
together to ensurewe can make the biggestchangeswe canto
the lives of local people We have done this with a keen eye on
localvariationin populations needsandservicedelivery.

In 2016 we facethe most significantchallengedor a generation

We know that we must keepinnovatingand improvingif we are
to meet the needsof our populationin a tough financialclimate

Demandfor servicess growingfaster than resources Servicesn

some placesare not configuredto meet modern standards And
local people want thingsto be better, more joined up, and more
aligned to their needs This is clear from the continuous
engagementwe have with local people, as well as the changing
world we livein.

Overthe past six months, the leadershipand staff of West Yorkshire
and Harrogate health and care organisationshave been working
together on how we respondto these challenges We have been
combining existing plans and seeing how we deliver ambitious
improvements for people in Bradford, Calderdale,Kirklees, Leeds,
HarrogateandWakefield In doingso,we wantto closethe healthgap
that persists between communities the care gap that leads to
unwarrantedvariatiors and the financialgapthat we see openingup
in future. In doing so we will delivertour contribution to the national
& C AeaForward Views.

Thisdocumentsetsout our high level proposals Theseare built on

the ongoingwork that has been taking place locally through Health

andWellbeingBoardsandlocalpartnerships Theymeananemphasis
on prevention, supported self care and joined up services in

communities Theymeana genuinefocuson peopleandtheir mental,

physical and social care needs They mean better cooperation
between hospitalsto deliver good carethat is safesized Theymean

changedo the commissioningf servicesto be muchmore joined up

so that we maximisethe power of our finances Theymeana much

better compactwith localpeopleandlocalthird sectororganisations;

changingthe dealwith our communitiesto build on their assets And

they meanmakingWest Yorkshireand Harrogatea placepeoplewant

to workandinnovate

Over the next six months we will keep engagingwith staff and the
public, to further develop our plans and build on engagement
activities to date, ensuringthe involvement of everyonein future
conversationaroundproposaldor change

RobWebster
Onbehalf of the leadershipof West Yorkshireand Harrogate
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Our health and care economy
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A vision for health and care in West Yorkshire and
Harrogate

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

of this vision:

A Everyplacewill be a healthy place focusing
on prevention, early intervention and
Inequalities

A We will work with local communitiesto build
community assetsandresiliencefor health

A Peoplewill be supported to self-care, with
peer support and technology supporting
peoplein their communities

A Care will be person centred, simpler and
easierto navigate

A Therewill be joined-up community services
acrossmental & physical health and social
care including close working with voluntary
andcommunitysector

A Acuteneedswill be met through serviceghat
ared & laTAg @itR &n acutecentrein every
major urban area, connectedto a smaller
number of centres of excellence providing
specialistcare

A

In some areaslocal serviceswill evolveinto
accountablecare systemsthat collaborateto
keeppeoplewell

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

We will share back office functions and
estate where possibleto drive efficiencieso
enableinvestmentin services

West Yorkshire & Harrogate will be great
placesto work

We will always actively engage people in
planning,designanddeliveryof care

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



Leadership and guiding principles: a new way of
dZ2NJAYIXD

This STP has been created through @allectiveleadership. Ouaim is to achieve the
best possible outcomes f@eople throughdelivery of the Five Year Forward View

We haveguidingprinciples that shape everything we do as we build trust and delivery
A We will beambitious for the populations we serve and the staff we employ

A TheWest Yorkshire and Harrogate S3fongs tocommissioners, providers, local
government and NHS

A We willdo the work onceg duplication of systems, processes and work should be avoided
as wasteful and potential source odnflict

A We will undertakeshared analysi®f problems and issues as the basis of taking action

A We will applysubsidiarityprinciples in all that we dq with work taking place at the
appropriate level and as near to local as possible

These are critical common points of agreement that bind us together



Our approach is built on the prlnC|pIe that we do the

62NJ) | a Ot 2a

West Yorkshireand Harrogatehassignificantpockets
of deprivationand affluence Populationswith higher
levels of deprivation continue to experiencehealth
inequalitiesand achieveworse outcomes We havea
large populationof childrenand youngpeoplewith 1
in 5 growing up in poverty and parts of the region
suchas Harrogate& Rural District and Cravenhave
populationsof older people growing faster than the
nationalrate.

Our region has densely populated urban areas
around the cities of Bradford, Leedsand Wakefield
and large towns of Huddersfieldand Halifax Large
rural areasclusteraroundthe district of Craven

Ourdifferent diversityof geographyandcommunities
makes West Yorkshire and Harrogate a diverse
footprint and becauseof this it is important that we
plan our health and care servicesto meet the needs
of these different communities The best way to do
thisis by planningand deliveringserviceswith andas
closeto theselocalpopulationsaspossible

To support us in this process,we have strong local

S G2 f 20! f

relationshipsthrough our six Health and Wellbeing
Boards and most of our transformation work is
plannedand deliveredat this local level ¢ basedon
LJS 2 LJe8deand circumstances This work is a
collaboration of commissioning and provider
organisationsacross physical and mental health,
social care, voluntary and community sector and
Healthwatchin theselocal areasof Bradford District
and Craven CalderdaleHarrogateand RuralDistrict,
Kirklees] eedsand Wakefield

There are some areaswhere we need to work
on a biggerscalein order to be successfulWe
applythree teststo determinewhento work at
this levet

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

A Tosharebestpracticeand reducevariation

A To achieve better outcomes for people
overall

LJ



Relationship between the West Yorkshire and Harroga
f SR ¢62NJ LINPINIYYSaE | VR

The connection between the West
Yorkshireand Harrogate levakork
AOUNBFYAa YR GKS aAE_ WL

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

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




From vision to impact

Local IMPACT ON 3 GAPS

KGreater focus on

VISION

K Prevention and earlh

APPROACH

KPlanned and deliverem

intervention;
Community assets;
Supported self care,
Integration across
mental and physical
health;

Working with our
population »
Acuteservices safe sized,;
Specialist care centres 0
excellence

New commissioning
arrangements

Sharing of back office
functions and estate
Innovation and best/

practice

Regional

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

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

Work planned at West
Yorkshire and Harrogate
level¢ connected to the

delivery

six places for local

"

prevention, turning the
trend major killers and
long term conditions

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

Greater resilience of
acute services; improved
guality safety and
reduced variation
Efficiencies through
standardisation of good
practice, lower cost of
estate and back office




There are a number of commaoactions to drive
impactin2 dzZNJ LJ | OS oF aSR LX Iy

i wProgrammes focused on locally relevant challenges with most
Prevention and early
. . areas prioritising areas such as obesity, smoking, cardiology,
Intervention respiratory, mental wellbeing and frailderly.

wEvidence based, persarentred approaches, which support
people to take greater control and management of ldagm
health conditions. Trainingf the workforce to facilitate this
elevated level of independence

Supported self care

wincreasing access to primary care in hours and out of hours
Primary and Community through primary care at scale and new models of care in the
community. A new compact with the voluntary and community
care sector. Commitmento implement the GP and Mental Health
Forward ViewsManaging demand for acute services.

wA variety of models and options for integrating services to make
- - them more efficient and better aligned to traelivery of
Joined up services LIS2 L) S04 KSItdGK FyR 6SttoSAy3
care.




And we have identified the following priorities for
g2NJ Ay3 G23SGKSNI d 2S3ai

Cancer services We work together
Urgent and emergency care because of the need for
Specialist services "~ critical mass

Stroke (hyperacute and acute rehab)

Standardisation of commissioning
policies We work together to

Acutecollaboration reduce variation and share
i : - best practice
Primary and community services

Mental health We work together to
Prevention at scale achievegreater benefits




The evolution of these plans is built on previous work
YR FdzidzNB LI FyyAy3 LINROS

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

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

Local plans
supported by
collaborative

priorities at regional
planning level

Two year operational
plans detailing how
proposals will start

to be delivered

The development of a West  As part of the current 2 year

Yorkshire and Harrogate planning process ,

collaborative programme organisations will develop

after application of the detailed plans for delivery in

WiKNBS (S4aidaQodyears?2and3of the 5 year
STP time line

Nine programmes planned at

West Yorkshirand

Harrogate leveand delivered

locally.




Section 2: The tripl@aim




The triple aim: Closing the gaps

There are three gaps outlined in the

Five Year Forward View these relate to
health and wellbeing, care and quality
of services and finance and efficiency.

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

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

Health and
Wellbeing

Care and quality

Finance and
efficiency




Health and wellbeing gap: Our challenges

Deprivation across Wet Yorkshire and

We have made significant progress on many _
Harrogate STP footprint

health and wellbeing indicators of recent
decades but there are still major challenges.

Whereyou livestill has a significant impact
on your lifechances andealth and care
outcomes, for example:

PATELEY BRIDGE
SETIILE

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

YEARON:

BTNt Sy
A There is a 10.2 year variation in life N
expectancy for females across Calderdale h IRAE 2
A We have higher than average rates of
adult obesity e
A We have higher than average rates of e o
smoking, including maternal smoking at
delivery.

Il Most deprived quintile in England [ Sustainability and Transformation Plan area
Il Second most deprived " "' Lower Tier Local Authority
[ Average deprived [ Upper Tier Local Authority

Second least deprived [ Clinical Commissioning Group

Least deprived quintile in England

© Crown Copyright and database rights 2016, Ordnance Survey 100016969




Health and wellbeing gap: Our aspirations

THEME ISSUE ASPIRATION

e . . )
18.6% of our population smoke. This is higher thanTo reduce smoking rates to 13% by 2@20

Smoking average and is the main preventable cause of approximately 125,000 fewer smokers compared to
_ cancer. 201516.

J

/ - . 4 ; ; ;
8 of 11CCG#ave significantly higher than average There are 226,000 people at risk of diabetes in Wes
Obesity childhood obesity levels. 1.3 million people (50% Yorkshire and HarrogateéOur aspiration is that 50%

of these are offered diabetes prevention support,
A_with a 50%succesdy 2021. )

(" . . . Y A\
There are around 455,000 binge drinkers in West To reduce alcohol related hospital admissibg00 a
Alcohol Yorkshire and Harrogate. This has major health year and achieve a 3% reduction in alcohol related

L of population) are overweight.

consequences and adds significant burden on servicS 5. non-elective admissions.
\ y

VT 7\

Increase in survival rate to 75% by 2@20) with
the potential to save 700 lives each year.
AL J

e i . . 2 N
Mental Z\:% Z%Vi:sz;g:jn%rzvﬁileag? tﬁ;ﬁ”{;ﬁ% désgﬂ?géi A zero suicide approach to prevention, aspiring
Health P 9 9 a 75% reduction in numbeby 202621

rate.
. AN J

e _ §
CVD & All West Yorkshire Authorities have significantly worse Reduce cardiovascular events by 10% by 2P0
Stroke rates for CVD mortality in under 75s when compared to e.g. in Bradford District & Craven this will mean a

L England reduction in cardiovascular events for 600 peopl

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




Care and quality gap: Our challenges

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

A Performanceagainst key standards has dipped in recent times and patient experienc
for some services remains bel@verage, for example:

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

Delayed transfers of cam@e a problem for patients and the system. They are one
of the biggest challenges for acute providers in terms of performanceyjaabky.
Without action this position will deteriorate further.

There still differential experiences amabrse outcomedor those people with
mental health issues when compared to others

t S2 LY SQa ShealbSndc&e/sérdcevariesnsiderably by service and
community.

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



Care and quality gap: Our aspirations

THEME ISSUE

ASPIRATION

The urgent and emergency care system is
complex and difficult to navigate. A&E
performance is deteriorating.

Pathways are often unnecessarily
complicated.

Urgent and
Emergency care

4 I
To deliver the 95% 4 hour A&E standard in

March 2017, and consistently thereafter
30% all calls to 111 transferred to a clinical

an unsustainable burden on the acute system
leading to a deterioration in the referral to
\_treatment standard.

Planned care

(" The increasing demand for planned care is pla

advisor in Marci2017.
- /
g

~ [ N
CT

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

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

Patient

experience .

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

: |

p
Cancer

services

\against these standards are variable.

There are currently a number of access standa
cancer services depending on pathway. Perform

“65% of people investigated for cancer symptoms

-
rﬂiﬁ’belivera new 28days to diagnosis standard for

People with mental health concerns are better
in the community rather than through A&Eyet A
use is still relatively high.

Mental Health

often placed many miles away from home.

\_

s
&

:

People needing acute mental health care are still

A 40% reduction in A&E attendances for
people with mental health issues by 2620
Elimination of out of area placements by e

92017

@




Finance and efficiency gaghefinancial challenge

A Resources across the health West Yorkshire STPThe Scale of the Challenge
sector grow from £4.2bn to "Do Nothing" Scenario
£4.7bn by 20221. This is lower 900,000
than the national average, and is | 2%
far outstripped by the demand for | s00.000 m Commissioners

services over the same period 288888 = Providers
300,000 = NHS Total

Demand for and cost of services, | 200.000 =LA
. . . 100,000
if unmanaged will drive a gap of )
£107bn by 2021 for hea|th and 2016/17 2017/18 2018/19 2019/20 2020/21
social care; based on a bottom

up analysis built up and owned by
the individual organisations.

"Do Nothing" Scenario by placeEm in 20/21

¢KAA KIa OF LJi dzNB

b2 KAYy3IE OKIftfSy

to 2020/21 which equates to

£809m for the NHS plus a further

£265mfor social care and public

health. _ | l N | |

Bradford Dist Calderdale Harrogate  Kirklees Leeds Wakefield
& Craven




Finance and efficiency ga@ursolutions by 2020/21

Our solutions are developed as part of the
place based planningwith WestYorkshire
and Harrogatgprogrammes supporting local
delivery. The high level position for 2020
is as follows:

A

The total value of our solutions iI983m
across health and social care by 220
each of which requires some further
development tostrengthenconfidence.
We arefactoringin £78mof STF monies
in 202021 towards closing thgap, and
£94m for the cost of change.

Our overall position is a deficit 801 m,
made up of an NHS surplusfzf3m and
a gap of £35min social care.

Localauthoritiesare statutorily required

to breakeven and were working
together to understand how this pressure
can be mitigated.

|Do Nothing | (1,075)
Solutions

1. Operational Efficiencies:

Provider efficiencies: Carter programme - Estates 8

Provider efficiencies: Carter programme - All other 93

Provider efficiencies: Non-Carter 329

Primary medical care (GP) 7

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

2. Activity Moderation Efficiencies:

Specialised commissioning QIPP 30

Urgent and Emergency Care (UEC) 10

New Care Models (NCM) 34

RightCare 36

Self Care 1

Prevention 31

Low value interventions 1

3. Social Care 131

4. West Yorkshire Programmes & Opportunities 93

Gross Solution Total 906

less STF used to deliver change (95)
Net Solution Total (as visible in the template) 811

STF Monies 172

Total 983

Residual Do Something Surplus / (Deficit)

NHS 43
LA (135)
Total (91)




Finance and efficiency gap: Our approach

A We recognis¢he needto work collaboratively towards a West Yorkshire and Harrogate control
total and are exploring how best to dm and manage our collective opportunities and risks.

Due to ourgrowth and the underlying financial position of some of otganisationsthe scale
and scope of our transformation neetts be early and radical, angequiressignificant revenue
and capitainvestment in the early years.

There is an assumption that organisations collectively will deliver their control totals in
2016/17, which would bring significant risk to the outer years if these aracoeved.

Transformational capital is required to enable the service reconfiguratiorbankl office
efficiencygains of our providesector, to deliver financial sustainability atatklethe long
term structuralchallenges.

Releasef Transformation Funds the early years will enable daster implementatiorof our
solutions and bring them forward from the later to the earlier years of our STP plan.

In order to deliver the proposals in this document, our preferred approach is that the available

transformation resourcedor our footprint are devolved for management at a West Yorkshire
and Harrogate level. This would give us the ability to plan ahead collectively, deploy
transformation fundstowards our greatest opportunities an@&nable rapidchange




Our NHS Position in 2017/18

A ThechallengefacingWest Yorkshire A We believethis positionwill improve asthe discussions
and Harrogate in 201718 is around control totals continue and through receipt of
significant Theability to deliverthe transformationfunding
financial position in 201617 will
havea materialimpacton our plans

headinginto 2017 18. WY STP NHS Position 2017/18

The current STPplan forecasts a
£4m surplus for CCGshpefore any
investmentin the GP5YFVand the
MH 5YFVThisis broadlyin line with
nationalexpectations

The provider position is currently

£36m from breakeven(prior to any l

transformation  funds being
received) This means a further - - - —

£30m would be requiredto achieve e ot bt e commatod " ot
the control totals that have been
setby NHSmprovement
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Place based plans: Our approach

The foundation of our proposalsis the six hdzng ar B Lu@:

placebasedhealthandwellbeingstrategies O ®
West Yorkshireand Harrogatehas a diverse Bradford District and
populationwith a rangeof healthand social Craven
care needs We believe that for the
majority of care and services,these needs Calderdale
can be best met by developing and
delivering plans locally through local Harrogate and Rural
partnership working ¢ rather than a top- District
down approach :

EEES
Thefollowing slidesprovide an overview of
each place basedplan. Theseplans have Leeds
stronglocal buy-in and havebeenapproved

by the relevantHealthand WellbeingBoard Wakefield

0SaQ




Bradford District & Craven: Overview of place and plans

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

face videoconsultation.

/ High level overview of plans \
A Preventionand early interventiorat the first point of contact witla specific focus ochildren, obesitytype 2

diabetes CVDg¢ancey respiratory andnentalwellbeing

A Creating sustainable, high impact primary care through our primary medical care commisstoatiegjes
and commissioning social prescribing interventions

A Supported seltare and preventiotry maximising our community assets to support individuals and train ot
workforce toempowerandfacilitate independence

support services.

A Delivering population health outcomes and person centred care through new contracting, payment and
incentives in line with accountable care models elsewhere. This includes specific interventions that trans
services to address the physical, psychological and social needs of our population, reducing inequalities
addressing the wider determinants of health.

r

A Provision of high quality specialist mental health services for all ages and early intervention mental wellbeing

forn
and

Q[)eveloping a sustainable model for 24/7 urgent and emergency care services and planned care./




Bradford District & Craven: The triple aim

A
A

A

Health and Wellbeing

By2020/21 we will:

Reduce childhood obesity by 5%
Reduce smoking prevalence b
5%

Train 10% of the workforce to
support people to better self
care

Preventcardiovascular events
for 600 people

Screen an additional 5500
women for breast cancer
Screen an additional 1500
people for bowel cancer
Screen an additional 500
women for cervicatancer
Recognise and value peoples
mental wellbeing and take an
early action to maintain their
mental health (indicators as p
the mental wellbeing strategy

\20162021).

Care and Quality

By2020/21 we will:

A
A
A

Save 150ives by reducing variatio

in care

Reduce norelective admissions b
4%

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

Commissiorprimary medical care
that ensures seven day access
achieved for 100% of population
Have allage MH liaison teams in
place in all acut@rovidersand meet
iKS &/ 2NB Hné a
90% of people who access
Psychological Therapies will engage
through direct selreferral.

\Ensure 70% of people with diabetds

experience the 8 care processes

/ Finance andafficiency\

By 2020/21 we will have implemented

plans to close the £221m gap as follo

A £106.7m of provider and
commissioner efficiencies,
transforming care programmes in
acute and community service areas

A Utilising £18.1m of Sustainability ang
Transformation Funding (STF)

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

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

I | YRI NRa

hrough our transforming care
programmes we will seek to mitigate th
£50m pressuren social care.

\_




Bradford District & Craven: Progress and next steps

Progress so far
A In 2016/17 we established provider alliances, including primary medical care at scale, and together with the commitaimesara
progressingo our ambition of improving populatiohealth outcomes and person centred care.

A Addressing the holistic needs of patients with multiple comorbidities through complex care models across the patch. pisv@es site and
has seen a 2% reduction in netective admissions. We are a Vanguard @ehancinglealth in Care Homes) and are evaluating video
consultation in caréomes and the Gold Line service for patients at the end of life.

A Developing oufirst population health outcomes type of contract for Bradfoatcountablecare accelerator programme in AWC designing
new contracting models

A Alignedour three CCGs undsingle accountable officer and chief finance officer with further shaagdngements over the next twelve
months.

A Ensured the shift of secondary to primary care activity over the last ten years have been mainstreamed through the PN®ngsiels
improvements in primary care access

A Ourcrisis care concordat and first response services have received national recognition and we have had no mental healtmout of
placements in over gear.

A We have a nationally recognised digital shared care record across health anadaazial

A We have a big lottery funded programme Better Start Bradford aimed at improving life chances for children through a«mn'npreh/

Kprogramme of interventions and activities which will improve outcomes.

Next steps

A Buildingon the transformation of complex and enhanced primary care programme, AWC will move to a shadow accountable care systet@id with a
w32 tA0SQ LAY 2F ! LINAE HAawmy
Structuredcollaboration for Bradford out of hospital clinical and social care mooleimencedn September 2016 with intention to create a new contractirjg
model in 2017
Procurementof a new model of care for diabetes awarding one outcotmesed accountable care contrantApril 2017.
We aim for a total population coverage of accountable care by 2021.
Sign off of our mental wellbeing strategy including the ChildrgAiR |, 2 dzy 3 t S2LJ SQa aSydlt 1 St GK ¢ NIOWASF $ NI
Develop a sustainable care market anslistainable model of planned and emergency/urgent care that meets clinical and constitutional standards inclpdin
seven day services in ttieur priority areas as aninimum for Bradford and Craven that takes account of the Weskshire and Harrogaicute
collaboration work, workforce challenges and quality standards. Programme scope agreed by Autumn 2017.
Review investment in Public Health expenditure by December 2016 for implementation with effect from March 2017
Workforcestrategy for the health and care system Becember2016.

As part of the ongublic estate programme we will have an estates stratiegyhe healthandcare system barch2017.
\A Digital technology strategfpr the healthandcare system bylune2017. /




Calderdale: Overview of place and plans

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

/ Highlevel overview of plans \

A Our system is oveeliant on emergency unplanned hospital activity compared to the rest of the countfy
GAOK KAIK fSOSt a 2£0m aNbida@elaBnissionS@r annBnY. A 8 A A 2 YV &

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

A Our workforce is getting older and we have difficulty retaining and recruiting in some professions.

A By focusing on preventative services, ®alfe and early intervention, and providing interventions in the
community, and using community assets, we can reduce the public need to visit hospitals and contribute
to the triple aim

A By pursuing our dual aim of changes to hospital based care and changes to primary and communityf base

\ care we aim to improve care and quality of services for the people of Calderdale




Calderdale: The triple aim

/ Health and wellbeing \

10% fall in mortality from causes
considered preventable by 2020
Increase number of physically
active adults by 10% by 2020,
equal to >9000 people

Reduce health inequalities by
focussing action with vulnerable
communities. Right Care data
suggests we can save 43 lives b
working together on this.
National benchmarks suggest we
can add 16€15 years to the lives
of people with long termnmental

health needs

-

Care and quality

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

Reduce number of people admitted to
hospital with a treatable or preventabl
condition within the community by 709

to 1,695 admissions by 2021.

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

Halving the number of patients who haye
extended LOS in hospital of between
100+ days (reduction from current 157 fto
79 per quarter from Q1 16/17 baseline

[ Finance ancefficiency

A Deliver the Calderdale STP solution
to reduce the financial gap for
Calderdale in 2020/21 frofd79mto
£56m.

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

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

A Work with partners across West
Yorkshire and Harrogate create a

balanced financial plan for West
Yorkshire and Harrogate




Calderdale: Progress so far and next steps

/ Progress so far \

A We have engaged and consulted on large scale hospital change

A Communityand primary care with other partners developing a fully integrated locality approach

A Created Calderdale Vanguard new caredel

A Wehave a full value assessment/logic model of taee closeto homemodel including prevention and self
care management

A Through the Better Care Fund we have an integrated Gatewlg#aithand SocialCare, an integrated team
managing transfer of care from hospital, an agreed approach to transforming care for people with learnin
difficulties, use of the NHS number as a single identifier across our system, an agreed approach to integratin

\our monitoring and performance management.

/ Next steps \

A Strengthening our primary care delivery plan for Calderdale in the light of development Gktteral Practice
FV¢ Ongoing

A Consultation on future provision hospital and community healthe@@€G decision to progress October 2016

A The first point of contact for health and social care will be delivered by Spring 2017

A Roll out of integrated community services through the implementation of 5 localities by Spring 2017

A Full implementation of new care model in community and primary care by 2018.

J




Harrogate & Rural District: Overview of place and plan

Within the districtthere are pockets of deprivation angssues relating to rural isolation. We have an aging
population ¢ 10 years ahead of the national aging curve with 1 in 5 people aged over 65. There is likely to
an increase in the number of people who have a limiting letggm iliness and the number living with

be

dementia by 20200ur population use more elective and non elective services than peer CCGs and have a

positive experience of care.

/ Highlevel overview of plans \
A Self care, preventioand earlyintervention, specififocus onevidence based lifestyle preventiservices,

fallsprevention, stroke prevention and mental health and wellbeing

A Supportingndividual and community resilience through our Stronger Communities and My
Neighbourhood programmes, and social prescribing interventions.

A Integrated expanded communitp 8 SR GSFya OF LI oftS 2F &dzZLlLJ2 NI A
includingphysical mental health and social needs. Persmamtred and led care, optimised through
proactive management, with people supported to manage their conditions in the way that suits them 3
are enabled to seltare.

A Redesigningout of hospital care- primarycareand community services, with enhanced access and
primary care workingt scale.

A Systemapproach to reducing demand and variation in elective care.

A Developing a sustainable 24/7 urgent care system.

A Stabilising the care markeimprovingavailability andjuality.

A Developingnew approacheso personal care at home to address challenges facing us now, including ar

y 3
nd

joining the profession.

ageing workforce, increase in demand for care and the complexity of this care, and a shortage of peo
\Qedesigning the way care is commissioned.

hle



Harrogate & Rural District: The triple aim

/ Health and wellbeing \

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

A 72.2% of people with a longerm
condition feel supported to manage
their condition in 2016/17

A Increasdn the number of people
with diabetes diagnosed less than a
year who attend a structured course
(national av. currently 5%).

A Increasing the proportionf people
using social care who receive self
directed support and those using
direct payments.

A Increasing the numbeof people
using personal healthudgets,
focusing initially on learning
disabilities, mental health and
childrenand young people with long
term healthcareconditions.

A Reduce of children aged 10 or 11
(Year 6) who have excesgight.

/ Care and quality \

A Develop affordable model for
planned care that supports delivery
of NHS constitutionatandards

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

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

A Longterm support needs met by
admission to residential and nursing
care per 100,000 population aged
65+ reduces year on year

A Increase&of newcases of cancer
diagnosed at stage dnd 2.

A Increase %f people whose blood
pressure is controlled t@50/90.

/ Finance and efficiency

A Delivery of all organisational contr
G2drfa Ay GKS f
organisations in 16/17 is expected
There are recognised pressures in
the system at a local level. There is
currently £3.1m unmitigatedsk
Deliveryrequired of £38.9m
SFFTAOASYOASa | 3l
trajectory (assumes no in year in
risks materialise)to contribute
towards delivery of financial
balance across the wider system b
2020/21.

Currentt 2 OF f WR?2
identifies £17.6m 20/2ap
Reductionn A&E attendances by
11% by 2018/19

Reductionn emergency admissions
by 16% by 2020/21.

a2




Harrogate & Rural District: Progress so far and next
steps

Progress sdar
A Implementationof2 dzZNJ bSg /I N3 a2RSfY W2 KI G al (G5 N@Gomiuity take ems, &

covering the wholdistrict, aligned to clusters of GitacticesJinked to adult social care services, ten additional community
to support dischargedrom hospital and to prevent avoidable admissions and an Acute Response and Ov@emigbe

A Use ofCalderdaldramework to assesskills neededvithin the new care modelA clinicalskills traineris enabling staff to bring
new skills into their repertoire and provide more holistic and coordinated care.

A Wehave engaged with our population on the design and delivery ofribdel.

A Weare using Right Care methodology, the Elective Care Rapid Testing Programme (100 day challenge) and work on clirfical
thresholds to reduce elective demand and variation

A We are working with our GP Federation and 17 practices on the GP Forward View Transformation Plan to deliver extended
and primary care at scale.

A We have discussed and agreed our local plan within our Harrogate Health Transformation Board and &gesatandum of
Understanding.

A We are exploringrganisational forms and contractuaptions and having early discussiamsintegrated health and socialj

commissioning and deliveryodels.

Next steps \

ReferralManagementService with clinical reviewn place (January 2017).

Roltout of diabetes preventioprogramme (during 2017/18)

Evaluation of our New Care Model during 2017/18 to ensure it is delivering the rightlpdaed solution of integrated care.
Agreementon scope of Integrated Health and Social Care Commissioning arrangements (Q4 2016/17

Development of Out Of Hospital Strategto includePrimary and community estate strategy to meet changes in
demography and demand for healthcare services (2017/18).

Evaluatiorand decision on organisational form and affordability of new cacelel.

Local Digital Roadmap implementation. /

~

To To Do T Do To Do

-




Kirklees: Overview of place and plan

Kirkleeshas a diversgopulation thatincludesboth urban and rural areas. The population is ethnically diverse, with some areas
experiencing high levels of deprivation. There is variatiorhealthcareoutcomes. The two Kirklees clinical commissioning groups:
North Kirklees and Greater Huddersfield are within a single local authoittytprint. Each CCG sharesmain acute provider with
another CCG in a different local authority; this adds complexity to the syste®ome peoplan Kirklees wait too long to be seen for
RAF3Iy2ara YR UNBFGYSyids adle Ay Kz2aLWAdlft F2NJ G422 f2y3 FyR
Whilst we face many challenges locally we are a forward thinking amubvative area.Our focus has been on driving integration

across health and social care services and our first big step change in this was through the commissioning of an integrdébd m

for community services across Kirklees providing a care closer to home model.

Highlevel overview of plans

A Early Intervention and Prevention Programme including the development of a thriving voluntary and
community sector;
A Implement and build on the Healthy Child Programme;

A Development of an adult wellness model in Kirklees;

A Improving the capacity and quality of primary careludingGP Forward View):

A Making social care provision more sustainable and more effective, including the development of vibrant ano
diverse independent sector;

A Development of business models to encourage providers to maximise independence;

A Change the configuration of acute services to improve quality and create efficiencies through the
implementation of RCRTRP, Meeting the Challenge and Healthy Futures plans (UEC, Cancer, Specialist M
acute strokeetc.);

A New approach/model for how to support people with continuing healthcare needs;

A Implementation of the Transforming Care Programme for people with learning disabilities;

A Changes to the commissioner landscape, including more integrated approaches; and

A Changes to the provider landscape to move towards adopting new models of care across health and gocial
care and developing alliances.




Kirklees: The triple aim

/ Health and wellbeing \

A Improve independence of
vulnerable adults and yeam-
year gains in self reported QOL
for adults and carers in receipt
of adult social care
Childhood Immunisations
continue to achieve the-8years
childhood Immunisation target
of 95%.

NCMP¢ 86.2% Reception
children measured.

Maximising Independence: 86%
reported confidence in
managing own condition on exi
from our therapy services whick

exceedsth@®2 YYA a3 aAz2y
of 80%.

\_

Care and quality

-

A 19% reduction in hospital admission

A 95% of patients demonstrate a
maintained or improved level of
functioning on exit from therapy
services

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

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

A Work with partners across the syster
to Reduce NEA back to 2014/15 lev
(focus on care homes, frailty and LT

A Increase the number of people who

N2 & gidiifh thel sreferred place

A Increase screening rates across all
cancers to national average

/ Finance ancefficiency

A ws2 y2iKAy3Q 3|

A Programmes in place to close
that gap include the re
configuration of acute service
delivery Rght CareTime Place),
second stage development of
community services (Cafdoser
to Home) and implementation of
the primary care strategy.
¢KS 2dziaidl yRAYH
NHS gap by 20/21 is £40m.

A Reduce number of emergency
presentations for cancer

Subject to CCG decision we
expect implementation of Right
Care Time Place in 21/22 woul
significantly reduce that gap.
NHS and LA are working on th
WYAN] € SSa LI Y
remaining social care gap.




Kirklees: Progress so far and next steps

Progress so far
A Early Intervention & Prevention model agreed, based on complex, targeted and community plus levels, and programme
Yeat 3 ONRGAOFE LI NI 2F AKATO (2 WbSg [/ 2dzy OAf Qo
A Healthy Child Programme in procurement phase.
A Model for an adult wellness model across Kirklees has been developed. Links to diabetes prevention.
A Both CCGs have-gmoduced primary care strategies. Plans are in development to produce local GPFV delivery plans.
A Models developed to deliver primary care at scale through a hub and spoke approach.
A CCG resources are being targeted at supporting practices to collaborate and be stronger together through federations.
A Kirklees Vision for Social Care agreed. Commitment to single approach to supporting the independent care sector.
A Strengths based social care practice training underway.
A Public consultation around changes to acute services at CHFT undertaken. Decision regarding neesigpOct 2016.
A Partners across the MYHT health economy are mobilising the final year of the planned changes to acute services. Some
are already in place to rationalise/centralise.
A Number of workstreams identified to manage demand, promote recovery and longer term sustainability at MYHT.
A Joint Chief Officer post is being piloted across NKCCG and Kirklees Council. A similar arrangement is also beingssitbeed
acute interface in North Kirklees.
A Procurement and mobilisation of an integrated community model across Kirklees

Next steps \

A Decisiorto proceed to Full Business Case on Citieife changetaken inOctober 2016

A Local delivery plans for the GPFV in place by December 2016

A Meeting the Challenge Year 3 changes to be made by April 2017 (pending further evaluation of system risk)
A Implementation of new Early Help Model for Children and families (2017/18)

A Models to deliver primary care at scale to be worked up (2017/18)

A Implementation of Healthy Child Programme (April 2017)

A New domiciliary care contract in place (April 2017)

A Roll out of new Frailty Model in North Kirklees (2017/18)




Leeds: Overview of place and plan

Leeds is ambitious: we want to be the Best City in the UK by 203@islamistha®’[ SSRa gAftf oS | KSIFHfGdKe FyR O
gK2 INB (KS LIR22NBad ¢Af fWehaveiNPpebfle, fakrierships daddlatedsd vaiuesSo stidceedi S a G Q @

Wewill be the place of choice in the UK to live, to study, for businessesést,for people to come anavork,andas theregional hub for specialist
health care.

Ourda SNIAOSa gAff LINPOARS | YAYAYdzY WdzyA@SNHEIf 2 F7FSNIeae deld stétemerits, ini I A
one of the most challenging environments for health and care in living menvdgneed to do more to change the way we have conversations across
the city and develop our infrastructure and workforce to be able to respond to the challenges aWleat.will depend on changg the relationship
between the public, workforce anl SNIDA OS&a s | yR Sy adzNRy 3 { KWeénegd$o edcaualje gieaiek résilighceliny Ry 2 (
communities so that more people are able to do more themselves. This will reduce the demands on public services andidwtiseisyr resources

to help those most at need. We recognise that we will have to continue to change the way we work, becoming more entdnpniging,in new service
delivery models and working more closely wthblic, partnersandworkforce in Leeds, and across the region, to deliver shared priorities.

High-level overview of plans

A Investing more in prevention, targeting those areas that will reap the greatest reward.

A Building on our 13 integrated neighbourhood teams, we will develop new models of working, increasing and integraiimyasyiand community
offer for out-of-hospital health and social care, providing proactive care and rapid response in a time of crisis: Self MatregdPactive Care,
Efficient and Effective Secondary Care, Urgent Care / Response.

A Increasing sustainabilitgnd transformation of general practice as the cornerstone for New Models of Care (NMC) designed around GP regis
lists.

A Using existing estate more effectively, ensuring it is fit for purpose, and disposing of surplus estate.

A Reviewing our procurement practices and top 100 supplier organisation spend to ensure that we get best value in spehdihgdds £, and are
benefitting from economies of scale.

A Engaging®ne Workforc&i 2 g2 NJ O2fft I 02NFX dA@Ste& yR LINRY23S | Wg2NJAy3a 6A0K
to provide high quality seamless services to support the delivery of new models of care to meet the population needs.

A Work collaboratively across the system to attract recruit, retain, develop the workforce through leading edge innovatdogaibn and optimise
the use of new roles, apprentice and skills mix.

Al @Ay3a yIaGA2ylrffe LA2YSSNAY3I AYyiSaINIGSR RAIAGEE OFLIOAfTAGASE

A Digital capabilities and consistent information to support effective discharges, referrals, transfessletmd assisted carand integrated intelligenc
to inform better wholesystem operational and strategic decisions.

A Use our high qualitgducation, innovation and research to strengthen service delivery amdiitomes.

A/ NBFGAY3 I OAG@6ARS Odzf 1dzNB 2F &aKINBR NBALRYyaAoAt Aang thooGgh dearS y
communications and engagement.




Leeds: The triple aim

A

/ Health and wellbeing \

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

/ Care and quality

A

A

Reduce smoking rates from 21% to 13%jay A

2020/21 (for adults aged 16 years +)

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

Bowel cancer screening: increase uptake
by 3% by 2020

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

Support2880 people who have been
identified to be at risk of developing
diabetes to attend the NHS National
Diabetes Prevention Programme by
2019/20

A

A

Ensure 60% on Severe Mental lliness
(SMI) registers undergo a physical hea
check each year

Eliminate acute mental health owff-
area placements by 2020/21

Deliver of the Emergency Care Standa
Reduce the numbers of patients
admitted as emergency cases for bed
based care

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

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

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

Ensure that 80% of people with a
diagnosis of dementia will have been
offered information and support to live
with the condition, and a named contac

with a 'care navigator' role, by ZOD

[ Finance ancefficiency \

k A Our forecast for 2020/21 across Health

and Social Care isS#R®22 YS (i KA y 3
deficit of cE46m.

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




Leeds: Progress so far and next steps

Progress sdar
ﬁ A number of NewModels of Cargestbed sites across the city3 Integrated Neighbourhood Teams and Discharge t%
launched.

A W/ K 2[2S3SSR as@ctotrdtcryiitment campaign ongoing with events supported collaboratively across the seven Leeds
LI NOYSNET W/ AG@6ARS 2 2 NhlthandDde Asddamly pldnsiirttitedS a 4 6 f A a KSR

A 1dentified opportunities to pilot a One Workforce approach across the Health and Social Care system.

A Leeds Care Record in place, with ongoing developments to link to other health and social care record systems

A Plans underway to align workforce engagement with the wider culture change ambition.

A Phased estates review underway and early recommendations for sitenfégurations being taken forward.

A Citywide Procurement review covering transport, utilities, agency staffing, stationery, catering and security underway.

A NationalDiabetes PreventioRrogramme (NDPP) pilot commenced July 2016 with 66 practices recruited so far and refefrals
commenced.

A Significant progress on the informatics agenda through the national Pioneer informatics network, led by Leeds

A Successful bid for innovation monies for projects such as digital literacy in the workforce, health coaching, development of
providergovernance tooland evaluation of the proactive telecare pilot (approx. £200Kk).

QDigital discovery workshogeeld on Prevention and House of Care; and Rapid response at time of ebis)Bet in the

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

Next steps
ﬁNational Diabetes Prevention Programme pilot: GP practices have access to referrals pf@ciedser 2016. \
A Integrateddischarge service live from Janu@g17.
A Expand Leeds role as a centre of excellence for precision medicine durind 20iduding the launch of the Centre for
Personalised Medicine and Health in February 2017.
A New models of care pilot: Interim evaluation report and recommendatip8sptember 2017.
A Phased Communications plan completed and enacted by December 2017.
A Early Implementer of 7 day services (LTHT site)-2@1and roll out of extended access to Primary Care in 2018/19 and
201920.
A Furtherdevelopment of integrated out of hospital care basedMMCwork to date exploring potential new community
contract models.
A LeedsGeneralnfirmary,significant site redevelopment.Jt | Y SR (G2 & dzLJLI2 NI Y I 22 NJ ( NI dzY |
\hospital as part of development of the Leeds innovation district. )




Wakefield: Overview of place and plan

Ouraspiration for 2020/21 is that we want people in Wakefield to have healthier, happier and longer lives with less inequality.
Wakefield continues to have significant health issues despitech progress being mad®©ur JSNA reaffirms to us that our
Health and Wellbeing Board priorities of early years (with a focus on childhood obesity, and maternal smoking at delivary), |
term conditions (including diabetes, respiratory and circulatory diseases), Mental Health (including dementia and self harm)
and older people (including reducing social isolation and falls) will address the health and wellbeing gap for Wakefield. We
need to continue totackle variation in care and to reduce health inequalities across the districonstitutionalindicators such

as Referral to Treatment and A&E waiting timakso will have asignificant focus over the next five years to ensure we provide
the best quality of care to our patients.

Highlevel overview of plans

A Continue to implement our reconfiguration of hospital services acros$/ideYorkshireHospital footprint through the Meeting th
Challenge programme, working towards delivery of seven day services for all acute care.

A Building on Meeting the Challenge, further transformihg provision of acute care at the regional or sub regional level

A Develop a local network of urgent Health and Social Care Provision including out of hours provision, walk in and mésor inju
emergency departments, ambulance services, hyper acute centres and effective utilisation of 111 services

A Further collaborative working witWid-YorkshireHospital to develop a demand management approach to our planned care cofort

A Collaborate with practices and Health and Social Care providers to develop and deliver high quality, evidence baseostal offh
services including advanced diagnostic testing, maternity care, specialists doctors, nurses and therapists and viathesalke

A Deliver a collaborative approach to working across the health and social care sector to ensure integrated care acrosangrim
community providers.

A Preventionand early intervention with a specific focus on obesity, smoking prevalence, cardiology, respiratory, mental health
frail elderly working towards a collective prevention resource across the health and social care system.

A Implement a newMulti-SpecialityCommunity Provider led Accountable Care System in Wakefield.

A Develop an ambitious eowned strategy for ensuring safe and healthy futures for children and young people.

A Develop a new business model for the provision of corporate functions and corporate services across Wakefield, inclteging
workforce and digital.

A Ensurepersoncentred primary care through our deliver of the the GP Forward View.
Deliver a collaborative approach to self care




Reduce Smoking prevalence by 2.4% by
20/21 bringing it lower than the current
West Yorkshire and Harrogate average
Reduction of physical inactivity in adults
from a baseline of 29.8% (2015) by 4.8%
20/21 bringing it below the current Englar
average.

Reduce premature mortality from CHD to

42 per 100,000 by 20/21.

Reduce premature mortality from COPD
19.5 per 100,000.

By April 2017 to achieve access standar
for Early Intervention Psychosis service o
>50% of people with a first episode of
psychosis receiving treatment within 2
weeks, 75% referred to IAPT being treate
within 6 weeks and 95% within 12 weeks,
By 2020/21 to have reduce Injuries from
falls in people aged 65 and over to 1827
per 100,000 population.

By 2017 we will reduce our percentage o
young people who are Not in Education,
Employment or Training (NEET) to 4.5%.
As part of the Integrated Pioneer
programme, roll out a workplace wellnes
check service for 1,000 Wakefield Syste
employees per year from January 2017.

Wakefield: The triple aim

/ Health and wellbeing
A

Care and quality

A Working collaboratively across MYHT,
the LA and the CCG to redun&oC by
3.5%.

Increase and maintain dementia
diagnosis to 67% by 2020.

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

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

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

Agreedwith MYHT, norflaceto-face
telephone appointments as the default
booking approach for followp
appointments, with defined exceptions
to this, with effect from 1st October
2016.

From 1st October 201&greement with
MYHT fore-consultation to be the
default option for GPs to access
outpatient care, via specialist advice
and opinion, in Cardiology, and then
Gastroenterology; Ear, Nose and

\Throat, and Pain Management. /

Finance and efficiency

A Delivery of £229m efficiencies against
WR2 y20KAY3IQ GNI 2
balance across the Wakefield system
2020/21. Local contribution estimated
£185m and with additional measures a
WestYorkshire & Harrogatievel.

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

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

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

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

In addition, delivery of financial
opportunities includindRightCare
partnerships with public health making
savings through better health and
wellbeing outcomes, care home
vanguard, Urgent and Emergency care
redesign and planned care reform

through a collaborative approach to
demand management.




Wakefield: Progress so far and next steps

Progress so far

A We have centralised surgery and paediatrics as part of the ongoing Meeting the Challenge programme of service recorifiguigtion
YorkshireHospital Trust.

A Wehave developed the Wakefield Connecting Care Integrated Workforce Framework to support our transformation work. J

A We have successful care home and MCP vanguards that have brought both commissioners and providers together to supptgoihagr
committee for our MCP.

A Our new model of integrated care has been comprehensively evaluated and has highlighted that 96% of our patients fejtweaeth
treated with kindness and compassion.

A Our five GP Federations are working in partnership with us to execute the Five Year Forward View and are fully aligelegruedénf an
Accountable Care System.

A We have developed strong governance and accountability through our Health and Wellbeing Board supported by our STPaleaictiness
of accountability

A We are better at meeting the needs of some of our most vulnerable patients having commissioned Mental Health workersfitheach
Connecting Care Hubs.

A We have commissioned Mental Health Navigators in collaboration with Wakefield District Housing to support their tenamisidétiiariety
of mental health needs.

A Working with West Yorkshire Police we have been successful in securing £140k funding to implement a Street Triage s¢heiihe whic
provide better support both to patients and police and lead to less patients inappropriately being held in s136 or custednsigetting
timely support.

A We have maintained a focus on our children and young people through our Children and Young People IAPT programme arimur futu

ind programme.

Next steps \

ByJanuary 2017 we will have an operational plan which is aligned to activity and interventions with clear lines of acdguntabili

Development of a Joint Committee in across commissioners and providers for our MCP by d@hédao/support the development of an Accountable Carg
System.

Final business case approval for the MCP October 16.

Engagement process for MCP starting Oct 16 and market engagemefhDec

DevelopAccountableCareOrganisationby 2020/2021 bringing provision and integrated commissioning together to improve quality of delivery for commjunit
care.

Business case for integrated support services through Local SeBdeed 2017.

Full implementation of the Meeting the Challenge reconfiguration of services to deliver 7 day services for all acut®0&e by /




Section 4. WesYorkshire &
Harrogateproposals




Prevention at Scale

379,836 455,000 1.3 m

binge overweight
smokers drinkers

/
4 Reduce smoking wReduce alcohol wReduce the number

related admissions related admissions ] of people currently
and demand on of those placing at high risk of
Services disproportionate diabetes from going

wSystematic demand on A&E on to develop
implementation of and hospital beds diabetes and reduce
NICE guidelines in wSystematic future demand on
acute and MH implementation of services

Services hospital based wSystematic early
w Effective alcohol liaison identification and

communications services, irreach by intervention

across multiple community alcohol wAnnual review and

media to support services and access to healthy

quit attempts assertive outreach living services
including intensive
lifestyle behaviour
change programmes

Workforce and prevention

To enhance the health and social care workforce contribution to place based preventative care and
lifestyle behaviouralchange

A 9Y0SRRAY Fvel) &dnact ¥ Hzyitd €¥eryday practice

A BEmbedthe principles and standards of Health Promotitgspitals




Preventionat Scale

Key milestones and decisions

A Nov 2016Workforceworkshop
to work up priorities & plan

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

A Nov 2016Calderdale,
Wakefield, Kirklees NDPP bid
submitted

A March2017Followup on
Alcohol Care team Review with
partners to identify next steps

A March2017Review alcohol
related A&E data to understand
barriers to implementing
Cardiff model

A Summer2017Workforce
regional conference with'3
sector, emergency services

A Summer 201 Newe-learning
resource to suppormMECC

A 2017Harrogate to be @ wave
NDPP

A NICE guidance on smoking:

A Mid 2017Communications and
marketing

A End 2017mplementation
community /MH Trusts

A End 2018mplementation
Hospital Trusts

Impact

Health and wellbeing

SHSNSNSNS

Care and quality

<<FIFTF L

Financeand efficiency

@

Alcohol related mortality reduced

Reduce smoking prevalence from 18.6% to 13% by 2020 (or by 105,000 smokers)
Reduce cardiovascular mortality

Reduce cancer mortality

Reduce numbers of high risk of developing diabetes b§®a by 2020

Reduce alcohol related hospital admissions (narrow & broad measure) by 3%
Reduce smoking attributable admissions in people over 35yrs

Increase successful quit rates at 4 weeks per 100,000 smokers

Increase numbers of identified at high risk of diabetes by 20% from baseline
Numbers of attending NDPP programme and number of referred to Health Living Service
Progress on meeting Health Promoting Hospitals standards
Increased numbers of staff trained in Making every contact count

Aninvestment of £825k for five Alcohol Care Teams would lead to a reduction of 500 alcq
related admissions a year, resulting in a £3.17m ROI per year (Note: does not account fg
current serviceg that is variable)

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

Diabetes cost between £11@7£2836 per year. West Yorkshamed Harrogate haan

estimated 226,000 people at high risk of diabetes, if 50% attend and 50% do not go on t(
diabetes the savings are £62.5r8160m over 5 years.
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Primary andcommunity services

It is fundamentalthat primary careis locallyplannedand deliveredto best
meet the needsof local populationsand deliverthe commitmentsof the
GPand MH ForwardView documents(as set out in our six placebased
plans) By working at a West Yorkshireand Harrogatelevel we can add
valuethrough

A Sharingbestpracticeandinnovation
A Collectivelydeterminingwhat goodcarelookslike
A Agreeingsharedprinciplesand operatingto these

In West Yorkshireand Harrogatewe considerprimary careto encompass
wide range of services supporting the health and wellbeing of the
population, this includesgeneral practice, community provisionto meet
physicalhealth, mental health and socialcare Many servicesdeliveredby
Councilsand the third sector sit firmly within our definition of primary
care

We have defined these principles with representativesfrom general
practice, community services, mental health services, social care,
voluntaryand communityservicesvith Healthwatch

Leadershipfor this work is provided through two Chief Executivesof
community provider organisations,our RCGPAmbassadorfor West
Yorkshireand HarrogateSTPand Medical Advisor(PrimaryCareStrategy,
NHSEnglandYorkshire& Humber) chairingthe primary and community
workforcegroupfor WestYorkshire& Harrogate

Nextsteps

The transformation of hospital care
Is predicatedon the ability for all of
primary careto work differently and

collaborativelywith LJ- (0 A Begds & Q

at its heart

We must focus our energy in the

right placesand this meansdefining
a few areasof focusin collaboration
with our acute providers These
areaswill be definedby:

a) good quantitative evidence at
West Yorkshireand Harrogate
levelthat this is a materialissue
and candeliverbenefit.
evidenceon a West Yorkshire
the population's

b)

level that

healthcare needs can

be

addressed in the community

both
sustainably

effectively

and



Primary and community services

Our principles for high quality primary care in Webrkshire and Harrogate:

A
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We will deliver good quality integrated primary care to local populations, with 24/7 services that meet the needs pf
GKFG f20Ff LIRLMzZEFGA2Yy S Syadz2NAy3I GKIFG aSNBAOSaEA | NB| 2N
population size 0€.30,000¢ 50,000(locally determined) wittall resources focused on thelistic and community
oriented care of that population.

We will be bold in the adoption of the prevention at scale transformation to create a systdniR S Wt STl aKA FaJQ |
philosophy which will mean a fundamental move to enabling people to-sate and stay well for longer

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

People will be partners in their care and engaged and involved at every lhrelcould mean the scaling of health
coaching and or asset based approaches to care

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

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

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

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

We must bebold in rationalising our estate where thmautually agreed and evidence shows that this in the interest
patient care and integrated working, ensuring that more public sector estate is utilised cohesively and to best vdlue.




Mental health

The providers of mental health services,working with commissionersand partners, are developinga Shared OutcomesModel to
reducevariationin quality,improveoutcomesanddrive efficiencyto ensurethe sustainabilityof services

Collectivesystemambitionsand outcomesinclude delivery of 7-day services reducingout of area placements,ensuringpeoplein
crisisget the multiagencycare they need, more care deliveredin the community and full systempathway integration Alsokey to
achievingthis ambition will be sharedmodelsfor supportservicese.g. workforce planningand IT. Additionalclinicalareashavebeen
identified asareas to be plannedand developedat a West Yorkshireand Harrogatelevel these are; ADHD Autism, eating disorders
and perinatal services The delivery of the Five YearForwardView for Mental Health is through interconnectingplans of the West
Yorkshireand Harrogatelevel programmesand the six placebasedplans The focus of this programmeis the delivery of acute/in
patientservicesspecialistserviceghat canbe deliveredovera largerfootprint or wherethe pathwayrequiresa full system approach

Shared Outcomes Model

Reduction of Reduction of || Avoidance of Increased Increased
unnecessary | S136 place of|| unnecessary | Reduction of access/joined access high
MH A&E safety emergency Suicides up care quality
attendance episodes responses pathways CYP | secure care

. o Low /
Dell_very Bed MH Liaison Emergency Services SU'C'd.e CAMHS T4 Medium
Projects Management Prevention Secure

MH Programme Steering Group

Elimination
Ambitions of OOA
placements

t N2AINBaa az2 7Tl NX

V A new SafeHavenhasbeen establishedn Bradfordfor people experiencingmental health crisis,with work underwayto evaluate
andinform roll out of similarmodelsin other partsof West YorkshireandHarrogate

V SaferSpacegilot for childrenand youngpeoplewhichwill be rolled out to other parts of West Yorkshireand Harrogate ensuring
that youngpeoplerequiringcrisiscaredo not endup in policecellsor A&E

V Introducinga modelthat placesmental health nursesin policecontrol roomsto establisheffectivewaysof ensuringpeoplein crisis
receivethe appropriatementalhealthsupportthey need

V Mental health screeningtool and approachto mental health training acrossacute wards as an in-reach approachto driving a
coherent mtegratedand comprehenswenentalhealth assessmenllor all patientsisin development




Mental health

Keymilestones and decisions

Quarter 4 2016/17:

A Businesgase for control room MH
nurses

A MH Liaison service proposal
developed

A Suicidestrategy and plan developed

A Businessase for safer community
spaces for adults anchildren

A Target operating model developed for
provider trust support services

Quarter 1 2017/18:

A Plan developed CYP in patient units
(integrated with locapathways)
eliminatinginappropriateplacements

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

Quarter 24 2017/18:

A Bedmanagement proposal developed
to support reduction irout of area
placements

A Proposal developed for standard
approach to commissioning acute
mental health services acroggest
Yorkshire & Harrogate

A Provider alliance governance to be
formalised

Impact

Health and wellbeing

@
@

Care and quality
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Finance
V
V

Reductionin mortality rates for mental iliness

A zero suicide approach to prevention, aspiring to a 75% reduction in

numbers by 20221

Reduction in local variation of quality in services

Eliminationof out of area placements for non specialist acute care
within 12 months

50% reductiorof S136 PoS episodes both police and health base
places ofafety

40% reductionn unnecessanA&Eattendance

Deliver waiting time standard for CYP eating disorder service
Deliver EIP target across West Yorkshird Harrogate

Increased access rates to IAPT services

Increased access to 24/7 urgent and emergency mental health
services for CYP

Increased access to specialist perinatal mental health healthcare

and efficiency
Delivery of the 5YFV for MH will require investment in services.

Thisprogramme will support the delivery afystem and provider
cost improvemenprogrammes reinvested in mental health care

|-




Cancer

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

Definethe characteristics of
high quality primary care
servicesn support of the
cancerambitions

Improvementin treatment

Delivering the pledgéo on Services S| @t VEIEIer Agree protocols for MDT Develop and pilot more
in practice andoutcome,

recovery package : workingto release clinical strategicapproaches to
7 . . based on best available : s .
interventions and risk resourcewithout commissioning and provision

stratified follow-up by 2020 iﬁfggiﬁgfgg;?: f?rrs]t compromisingyuality. of cancercare.

instance

t N2PINB&aa a2 7T NX

V  Reestablishment of local system leadership, securing stakeholder agreement for a chief extmlithigance Board reflecting
multi-disciplinary and geographic diversity at a senior le&elupporting programme infrastructure with strong executive iy
Secured agreement for the Alliance Board to develop a single delivery plan for cancer fofofssire and Harrogateith a
dual emphasis on delivery of the clinical priorities in the national cancer strategy and the system behaviours and retgtipemen
facilitate this through more collective, strategic approaches to provision and commissioning.
Successfuln bidding to host two pilot sites for multidisciplinary diagnostic centres and a 28 day standard test site.
Cross system deep dive to agree local priorities April 2016, baseline inventory of activity against the 96 Cancer Taskforce
recommendations.




Cancer

Key milestones & Decisions
2016/2017

A

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

2017/2018
Sign off Alliance Delivery Plan (April) including 5 yegrHealth and wellbeing

A

A

A

A

diagnostic capacity building plan.

Commit to local action plans to deliver Recovery
Package & risk stratified peseatment pathways

by 2020

Produce option appraisal for service model for
strategic diagnostic growth. Agree preferred model.
Develop and agree to pilot new strategic approache
to commissioning and provision of cancer care.

2018/19

A

A
A
A

Implementation planning for new diagnostic models
including consultation as necessary.

Roll out new protocols for MDT working.
Agree implementation plans for delivery of 28 day
Faster Diagnosis Standard.

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

2019/20

A All cancer patients to have tailored support to live welf

and as independently as possible beyond diagnosis.

2020/21

A

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

o7

Impact

Focus of the Cancer Programme is on spending the West Yor&skire
Harrogate pounds cost effectively as possible to deliver the highest possigle
outcomes and experience.

@

™

™

Care and quality

s

Vv

Finance and efficiency

@

s

Reduce adult smoking rates from 18.6% to 13% resulting in ¢105,00
fewer smokers and c11,250 averted admissions.

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

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

Increased % of patients formaltyitedto feedback to improve services
over and above CPES (targ&cC)

Deliver the 28 days to diagnosis standard for 95% of people investigg
for cancer symptoms to deliver faster diagnosis for ¢5,000 people
currently diagnosed with cancer through RTT pathways

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

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

ted
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Stroke

Considerableprogresshas been made to improve outcomesfor stroke patients acrossWest Yorkshireand Harrogate Variation
continuesto existin outcomesand quality of services Our work focuseson the whole stroke pathwaywith stroke preventionand
communityrehabilitationand supportdeliveredin localplacesto meetthe needsof the specificpopulations theseelementswill be
locally planned with a consistentapproachdetermined by cliniciansand stakeholdersacrossWest Yorkshireand Harrogateto
reducevariation 2 S Q#&r&adyworked together on preventativemeasuresto detect and treat atrial fibrillation. In West Yorkshire
and Harrogate future sustainabilityand patient flow requiresthat we focuson hyper-acute stroke servicesand acuterehabilitation
togetheron aregionalbasisto deliverthe bestpossibleoutcomesfor those peopleaffectedby stroke.

Hyperacute Acute rehab Community
stro.ke I — support and
services rehab

Prevention
of stroke

West Yorkshire and Harrogate plannimg services

We currently have five hyper-acute stroke units in West Yorkshireand we know that this is not sustainablefor the future. The
StrategicClinicalNetwork has producedan in-depth blueprint which details servicemodelsto ensuredelivery of the best clinical
outcomesfor patients who need hyperacute stroke care Thisindicatesthat we will need to reducethe number of hyperacute
stroke units acrossWest Yorkshireand Harrogate,so that our servicesare safeand resilient In doing so, we will savemore lives,
reduceongoingdisabilityand ensurebetter careand quality of servicefor patients,includingprovisionof a consistentserviceover
sevendays

Ourplan:

A Workwith keystakeholderdo understandthe optionsfor deliveringstrokeservices; ¢ S Qsaedthis process

A Formalconsultationwith our populationon the configurationof hyper-acuteandacuterehabilitationof services

A Becauseof our geography,g S ®é Viorking closelywith our colleaguesacrossthe wider Yorkshireand Humber footprint to

ensurehighquality, sustainablenyperacutestroke servicedor all.




Stroke

Key milestones & Decisions

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

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

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

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

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

End December 2017Stage 3
Assurance Consultation outcome
and recommendation considered by
HF Collaborative Forum (Subject to
NHSE Stage 1 and 2 approvals)
End February 2018Stage 4
Assurance Delivery Plan prepared
and signed off

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

Impact

Improving access to high quality, safe, sustainable and resilient emergency & urgent stroke c
patients across the West Yorkshaed Harrogate footprinin line with agreed vision fatroke:

To reduce the incidence of stroke and avoidable deaths due to stroke, across theYaksthire
and Harrogatehealth economyminimising the long term effecteind improving the quality of
life for survivors. This will be achieved by providing consistently high quality care that is
responsive to individual needs and through encouraging healthier lifestyles and reducing
inequalities in risk factors of stroke

Health and wellbeing

@ Under 75 mortality rate fron€CVD NUMBERS
@ Reduce hypertension QOF prevalence all ages national / West Yorkstir¢arrogate CCG
© Reduce premature mortality from stroke

» @ Reduce incidence of stroke (e.g. anticoagulant treatnggfior every 25 patients with AF

receiving an anticoagulant, we can avoid one stroke every 18 months)

Care and quality

© Reduce median time between clock start and thrombolysis

i Increase proportion of stroke patients assessed by a stroke specialist consultant physicig
nurse trained in stroke management within 24 hours of clock start

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

i Increase proportion of patients scanned within 12 hours

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

*Increase from Blueprint SSNAP performance data (@ztc 2015)

are f
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Urgent and emergency care

Ourvisionfor Urgentand EmergencyCareis for:

A
A

Ourwork is focusedon:

A

adultsand childrenwith urgent care needs we shouldprovide a highlyresponsiveservicethat deliverscareascloseto homeas
possible minimisingdisruptionandinconveniencdor patients,carersandfamilies

thosepeoplewith more seriousor life-threateningemergencycareneeds we shouldensurethey are treated in centreswith the
right expertise processeandfacilitiesto maximisethe prospectsof survivalanda goodrecovery

Hear Seeand Treat ¢ delivery of a ClinicalAdvice Service(CAS)jntegration of 111 and out of hours services,working on a
Yorkshireand Humberbasisto integrate 999 with 111 servicesgdevelopingthe ambulanceserviceto provide atreatment service
rather than conveyancdunctiononly by March2017. Sothat peopleget the right accesgo the right peopleat the right time
PrimaryCarec buildingon the localdevelopmentand deliveryof primaryand communitynew caremodelsto managethe urgent
needsof patientsin communitysettings- the deliveryof direct bookingfrom 111 extendingfrom out of hoursto extendedand
in-hours services Deliveryof a PharmacyUrgent RepeatMedication service(PURMs)acrossWest Yorkshireand Harrogatein
partnershipwith communitypharmacies

Designationg developanddeliverplansfor configurationof servicesacrossWestYorkshireand Harrogate

7 day services - work collaborativelyto deliversustainable7 day servicesacrossthe clinicalpriority areas(VascularStroke,Acute
Paediatricand Cardiology)

Technology/interoperability ¢ improvedaccessto a LIl i A Sigimia®yaare record with an increasingamount of information
available Remoteworkingfacility for CASlinicians Deliveryof a carerecordfor 999 staff. Directbookingtechnology

t NPANBaa az2 7T NX
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Out of hoursbooking facility improved. Hours booking tested with EMIS. Remote access tested. SCR access improved for 111 staff.
Pilotin hours booking of appointments from NHS 111518s due to go live imminently with further rollit in Quarter 4 2016/17.
PharmacyJrgent Repeat MedicatiorenablingNHS 111 to direct callers to logdlarmacylive

Strong engagemerin the Hear, See & Treptogramme with facdo face sessions in hospital and GP practice waiting rooms; meetings with

voluntary and community ground attendance at sports days, colleges and care holveseceived 2,585 completed surveys either via
face to face engagement activities or social media advertising. The results show us that the majority of people thatdesppodethe
proposals. The engagement work reached over 300,000 people inYXWedsthire and Harrogate.



Urgent and emergencgarec Acceleration Zone
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2016. We have developed some proposals (awaiting approval) which build on our existing work with thedageieve 95% 4 hour A&E target

and 30% 111 calls transferred to a clinical advisor in March 201 7rajbetory will be dependent oresourcesavailable which are yet to be
confirmed

Pre-hospital Care

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

Streaming and
Ambulatory Care

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

Flow and Discharge

Improve flow through

hospital anddischarge
from hospitalto reduce
length of stay

Primary care :Increase access to primary care out of hours

111 : Mobilisation of enhanced clinical advisory (mental health, palliative care, pharmacy and generic
advice) and homevorking; drect booking proof of concept to 20 GP practices; Wiskshire and
Harrogatemarketing campaign to promote 111

999: Continuationof Ambulance Respongerogramme pilot; call centre access to A&E consultant
Care homes (major 999 userd)11 and telemedicine in care homes
Mental health: Pilot high volume service user team in Leeds

Streaming:Pilot NHS Pathways Receptior2 A y i o da. £ I O1 LI22f Y2RSt &0 0
implement trust scheme® deliver primary carstreamingat EDswithout 111RPpilot online NHS
Pathways ap@at EDswithout 111RP

Ambulatory Care:Implement trust scheme® increaseaccess to ambulatory care pathways (aiming for 12
hours 7days)

Mental health: Increase acceds mental health liaison as part of MH Vanguard

SAFER wardémplement SAFER bundieross all trusts: early senior review; red/green day and afternoon
huddle

Dischargeimplement trustschemes to deliveDischarge to Assess and Truste$essqrrollout pharmacy
discharge and readmissioravoidance

Care homesPurplebag scheme in care homes and trusts; end of life care plans; daily bed state



Urgent andemergency care

Key milestones &Decisions

October 2016 Definingand
delivery of the WY UEC
Acceleratiorzone in the four key
areas

January 2017Agree outline
approach to designation

March 2017

A 30% of calls transferred to a
clinical advisor through NHS
111 by March 2017

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

A Meet the four priority
standards for 7 day services

A Pilot direct booking from 111
in 22 GP practices-imours
and further roltout

Ongoingwork: 2016/17 and
2017/18

A Significanimprovements in the
development of the clinical
advice service which supports
NI—I|IS 111, 999 and owof-hours
calls

A Reconfiguratiorof services,
priority pathways and wider
STP work

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

Impact
Healthand wellbeing

@

Care and quality

e e PR

Finance and efficiency including planned savings and planned investment
required
V' The Vanguard ROl is expected to be £12m by 2020/21 (excluding the

Reducing mortalityates

Improvepatient experiences substantially, including patient choice
Provision of higlyuality and safe care across all seven days of the week
Reduceambulance conveyances to ED by 12% by 2021 (23,033)
Reduce avoidable emergency admissions by 3% by 2021 (1,693)

Management of demand and expected growth of ED attendancesuce
ED attendances by 4% B921

Reduction in average length of stay
Reduction in avoidable readmissions

Imaging Collaborativdpcused on the eight elements of integrated urgen
care (IUC)

Integratedurgent and emergency care services that manage demand n
effectively have the potential to be significantly more ceffective than
existing arrangements

~—+

or




Spemahsed commissioning

Our approachto specialiseccommissioningand provisionof
\ specialistserviceds two-fold. Firstlyto managethe demand
for specialistservicese.g. reducethe increasingdemandfor
bariatric surgerythrough consistentpreventativeapproaches
to tackle obesity and implementation of consistentweight
managementservicesacrossWest Yorkshireand Harrogate
Thisis primarily beingplannedand deliveredby local places
in line with the needsof their local population The second
elementis the provisionof specialistservicesand how this is
' plannedanddeliveredto ensureservicesare sustainableand
fit for the future. Thiswill mean serviceswill be provided
through a networked approach To do this we must plan

Prevention
/ managing
demand for
specialist
care

Specialist

treatment

Consistent local West Yorkshire and Harrogate | collaboratively at a West Yorkshire and Yorkshire and
prevention strategies planning of services Humberlevel
Impact

AWest Yorkshire and Harrogate Specialigstvices Steering Group (CCGs, Cancer Alliance Board reps, Providers and NHSE Specialised
Commissioners) has been established to take forward collaborative approaches to planning and transforming servioeks en20v6/17 has
already commenced on:

A CAMHSTier 4 Beds, aim toimprove outcomes for CAMHS patients and reduce out of pl@esements- West Yorkshirand Harrogate
Reviewto commence early 2017

A Vascularg implementthe optimum model of service provision acré&srkshire & Humbethat best meets the needs @iatients and improves
patient outcomesaddresses inequality of access and ensures quality of service provisionviitliribe national specification Clinical Senate
Review Nov 2016

A Complex Neurerehab¢ developand agree & orkshire & Humbewide collaborativestrategyfor specialised rehabilitation for adults with
acquired brain injury (ABI) which is intended to address wpdevision of level 1 or 2&acilities. This will improve patient experience and
reduce delays. Service review completed Q3 2016/17

A HIV¢reviewarrangements to ensure future resilience and sustainability ofgrdVision and improve patient access.

A Specialist weight managementidentification and implementation of transformational opportunities for services and pathways prior to efitry
to tier 4 services set in the context of plalbased obesity strategies.




Acute Collaboration

Clinical
standardis
ation for
efficiency

A
Pathology
Strategy

Workforce
planning at
scale

Aw/ SyiNBa 2F SEOSTt f
acuity specialties eliminating avoidable
cost of duplication and driving
standardisation

Awystandardised operating procedures arffd

Sl fheladingspetlisO

LIA LISt Ay S
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improved productivity

services and
integrated IT
platform

F8cusedi §@Buring the  Inclusive of:

2 A PFBdiﬁelﬁent}' 2 NJ
A UAI Ebtates I8 fadRlities
management

pathways. Building on current best practige

and using GIRFT to drive out variation in
quality as well as operational efficiency.

AElectivecentres to increase quality,
maximise efficiency and reduce cost

AOperational clinicatetworks and alliances
as a vehicléor sustainable services (e.g
HAShead and neck cancer, vascular,
pathology and radiology)

Aworkforce planning at scaknd managing
workforce risk at system levedupporting
free movement of bank and agency staff
under single shared Bamkrangements.

ADeliver economies of scale in corporate
services e.g. procurement, pathology
services, estates & facilities managemen
informatics and other infrastructure

A Finance

Progress to date:

V Consultation orCHF Btrategycompleted

V Phase 2 of MYHT reconfiguration implemented

V Diagnostiand case for collaboratiointly
commissioned bWYAAT

V Established working groups for Estates & Facilities,
Finance ProcuremenHR &NVorkforce
WYAAT Radiology Collaboratestablished
Collaborative strategy and supporting programme
infrastructurein development
Proposedperating modefor WYAARIternative
servicedeliverymodels indevelopment
Establishing Committee @dommon

A HR
A Informatics

Thedefault position

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




Acute Collaboration

Keymilestones and decisions
October 2016
ACommence development of Case for

change for Pathology & Corporagervices

ACHFTeconfiguration
December2016

ABusiness Case for Acute Collaboration
programme

December 2016

AAcute collaboration decision making
Framework

AMarch 2017
AEstablistprogrammeinfrastructure

APathology and Corporate Service plan
agreed

May 2017
AFnal phase of MYHT implementation
June 2017

AClinicalstandardisation plan and
Timescalesleveloped

ALGI masterplan for specialist services
AASDMor corporate servicesstablished
20172021

A3 year programme for clinical amadn-
clinicaltransformation with milestones
agreed to 2021

Impact

There are significantchallengesin the acute sector and through collaborative
working, standardisationand operational networks acute providerswill reduce
variation and improve resilience Delivering efficiencies will require
standardisationin the wider system of out of hospital care focusingon an
integrated approachto demand and patient flow (DelayedTransfersof Care)

Theimpact of the acute collaborativestrategyand wider systemalignmentwill

be to fundamentallyunderpin our ambitionsto closethe three gapsin West
Yorkshireand Harrogate including

A Consistentelivery of
constitutional targets

A Improved patient

experience

A Improved safety in services
by consistent adoption of
good practice

A Ensuring services in West
Yorkshireand Harrogate are
more resilient

A Reduce reference cost
variation

A Underpin delivery of acute |
provider cost improvement Corporate Services
programmes




Standardisation of commissioning policies

This work supports our ambition to reduced unwarranted variation and standardise cIiniTI t NPINBaa az 7

practice across West Yorkshire and Harrogate. We will utilise RightCare methodology,
commissioning for value data and evidendmaked clinical thresholds which will enable usfo

commission to ensure: V  Agreed collective approach at
A Maximum health gain from each intervention a WestYorkshire and

A Consistency of access and outcomes Harrovgatefootprint -
A Delivery of the constitutional Referral to Treatment Time (RTT) standard V. [20Ff WwWtfl OSQ |

CKAZ 62N] GAEE FEt2s dza 08 ASBRONS yRIZNIIAGS ééﬁjpﬁ\%ssﬁ‘é}ﬁj@ﬁfﬁ%é@g}v
our acute provider network. This supports the acute collaboration approach to clinical Be[tter gealth o elective
standardisation. The programme is divided into four key workstreams covering elective OF NBQ AY | F NNE3
hospital based care, followps and prescribing. The prescribing workstream is focused o District CCG)

reduced both costs in relation to waste medicines and prescribing. It will cover over the

counter medicines, primary care and hospital based prescribing costs. Agreement of consistent
implementation acros§Vest

Yorkshire and Harrogate by

‘ Health and wellbeing thresholds 2020/21

Provider and commissioner
chief executive SROs in place

Commenced discussion with

‘ Clinical thresholds and policies Healthwatch and in some

local communities
Approach to health

optimisation and reduction in
‘ FO”OVV'Up management variation supported by NHS
England

Identified resources to
support programme work
plan development and
delivery




Standardisation of commissioning policies

Key milestones and
decisions

Dec 2016WC A N& (
procedures signeoff
by Healthy Futures
Collaborative Forum

Jan 2017Final
agreement of future
phasing of rolout and
scope of interventions

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

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

Impact

gl 2SQ

V' Support delivery of the West Yorkshaed Harrogate targets
relation to smoking
and obesity

V' Support delivery of Referral to Treatment Time (RTT) standards

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

iy Clarity for patients and the public
, Improved cost effectiveness in prescribing
@ Reduced variation in eligibility

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

er

in




Section 5: Enabling workstreams




Context

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

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

Engage our communities meaningfully ingroducing services and
making difficult decisions

Using technology to drive change and create & &ntury NHS

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

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




Workforce
Challenges

70-80% of the West Yorkshir& Harrogateresource is spent on workforce. Every one of our Sudtkstreamshas workforce
implications

KIS Ay p &St

Actions

Establishment ofWest Yorkshire and Harrogate STBcal Workforce Action Board
Chair:Dr Ros Tolcher (Chief Executive, Harrogate and District NHS Foundation Trust)
Cochair: Mike Curtis (Health Education England)

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

Primary and Registered workforce Nonregistered Prevention at Scale Workforce flexibility
community care, and initiatives workforce initiatives and enablers
public health
Dr Andrew Sixsmith Philip Marshall Sandra Knight Dr lan Cameron Jo Carr



Workforce

Programme Primary Care, Community Care and  Registered Workforce Nonregistered Prevention at scale Workforce flexibility
outlines Public Health Initiatives workforce initiatives and resilience
enablers
Vision Plan and secure a transformed Plan for foreseeable demanc Plan for foreseeable  All sections of the health ~ Optimise the
workforce for Primary and for registered workforce demand for non and careworkforce efficiency of HR
Community care. Make Every capacity. Transform existing registered workforce contribute to the processes through
Contact Count. roles and influencenew capacity. Transform  prevention agendaasa  standardisation;
Working with the Primary Care & training programmes and existing roles and priority for future reduce the cost of
Community Services Group supplyfor advanced practice ensure supply of new workforce gaps
andnew roles. training programmes
Core outputs A A Primary and Community care A Quantify demandor A Proposal for A MakingEvery Contact A Savings from
workforce strategy registered nursing and career escalator Count Framework and internal agency
A Quantify demand for future ACPs and secure right A Developmeniof a Plan folWY&H. A Savingdrom
workforce & investment required capacity of training to WYExcellence A Health Promoting standardisation
A Specify adaptation requirements achieve a jpeline of Centre Trusts proposal (TBC)
for primary and community care ACPs for all sectors A Optimise use of A Workforce
to deliver new ways of working A Quantify and address apprenticeship development strategy
gaps in OPD workforce levy for prevention
A Strategy for medical priorities.
specialty shortages
Workstreams  Primary Car&Vorkforce working in  ACP supply Developmentof the Development of aisTP Development of
to be General Practiceworkforce analysis West Yorkshire Prevention at Scale plan  Internal Agency
developed Excellence Centre
Investment plarg, for wider rolesin A ODP function supply A Pathway for B# A Priorities TBC (Nad8)  Workforce passports
primary care (adaptation and A Endoscopists A Support to the A Workforce
innovative roles) nurses, A Physicias Associates primary care development of all Improvequality and
pharmacists, advanced practitioners, A Social workers workstream prevention priorities. value for money of
physicians associates, clinical A Working with A MECC GP locum market
support workers, care navigators Advanced A Health Promoting
Nurse recruitment strategies Training Practices Hospitals/Health and ~ Standardisation of
New Care Models, new ways of at WY&Hlevel Care (TBC) HR processes &
working A Support and links to streamlining
primary care
Support for self care, expert patients Adoptionof digital &
& volunteers technology solutions



Digital and interoperability

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

economy and support our overarching aims, including: In addition, the digital support

is fundamental to delivery of
Development Record Sharing technology across West our transformation plans in
Yorkshireand Harrogateto ensureaccessto A Y RA @A Rdz (7702 places and to our
health and care information across all care settings collaborative workstreams.

improvingsafety,experienceandclinicaleffectiveness .
P Jsatety.exp Some of this work has already

Technologyto support knowledge, education and self- started and further priorities
care to ensure people are empowered to managetheir will be identified as the draft

own health and wellbeing proposals for our workstreams

_ _ » are further developed.
Technologyimplementation to support clinical models

e.g. clinical advice hub, direct booking, telehealth /
telecare

Progress to date

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

Established digitaleadershipwith director leadership from commissioner and provider organisations and GP sponsor

Designinga data sharing architecturéhis as a priorityworkstream with sigrup from all our acute providers. Weave also
formally secured the input from NHS Digital to this at a senior level. This work underpins anything that we will need to do
around integrated and shared records, capabilities such as-orgssisational appointment booking etc.

Themesacross @.ocal Digital Roadmapsnder review to identify consolidategpportunities to use technology to support
STRielivery

UECvanguard- A full technology work programme ispaceand opportunities reviewed as part of the Acceleration Zone
Technology tassist the implementation of Carter efficiencies




Harnessing the power of communities

We will establisha new relationshipwith our communitiesbuilt around goodwork on the co-production of

servicesand care Our proposalsto supportpeopleto seltcare, preventill-health, implementthe GP5YFV
and join up community servicesrequire a new relationshipthat seespeople as assetsnot issues Theyare

fundamentally linked to building resilience through community assets,local populations and the large

numbersof thriving voluntaryand communitysectororganisationsacrossWest Yorkshireand Harrogate

We are already seeing this in the digital space with the

developmentof the mHealthhabitatprogramme out of mental
health, sponsorshipof the #YHDigitalcitizeprogrammeand the

PeopleDrivenDigitalmovement Theseare alsoreflectedin local
vanguards and the AHSNis sponsoringa developing social
movement through our Digital Health & Wellbeing Ecosystem
Thisis a platform for health and socialcare, academic,industry,
the voluntary sector and patient organisationsto collaborateto

increasethe uptakeof digital healthtechnology Thiswill enhance
patient care and participate in shared learning across the

ECHAlliancinternationalPermanentNetworkof Ecosystems

We alreadyrely on the involvementof the wider VCSn strategy
development,leadership,engagementand servicedelivery We
will form new relationships,supportinnovativewaysof working,
andthe developmentof communitycapacitybuilding Thiswill be
supportedby new compactwith the 3" sector

people
drive
digital

YORKSHIRE & HUMBER
ACADEMIC HEALTH SCIENCE NETWORK

European Health Futures Forum




Harnessing the power of communities

Principles

A We will worktogether on @V y 2

A

A

& dzN1JINdsia &hd et out a
realistic case for change at
both a local and regional level.
Our emerging plan draws on
existinginsightand local
intelligence We want to build
on the engagement and
consultation work already
underway and consider what
we have already been told.
Startingconversationwith the
public about their role in
managing their owrtare
Securepolitical and public
buy-in through a compelling
case for change

Nurture our partner,
stakeholder relationships and
develop new to achieve our
ambition together.
Engagingur health and social
care workforceis critical if we
are to reach realistic improved
outcomes

We willformally consult
wherethere is a proposal for
significant service change

Progress to date

Vv

Vv

Vv

Every local placbased plan has been built up from a wealth of information which locg
people have told us about local services

Local plans have been developed and approved by local Health and Wellbeing Boarfls (or

equivalent structures)

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

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

A strategic communications and engagement lead has been emptoysgpport
engagement and communication with all our stakeholders across the STP. This role
embedded within the STP Programme Management Office and works closely with tf
Lead
This role is supported by astablishednulti-agency communications and engagement
regional network teensure the approach is embedded in@ljanisations and existing
communication channels are used to full effect.

Sharing our proposals

A

Localplacebased plans have been designed and apprduedll locaHealth and
Wellbeing Board§HWB) orequivalent and are in the publdomain. Council leaders
and Chairs of thélWB meebn a regionalevel

We are fully committed to sharing all proposalgh our population andwill publishour
plan and public summary during the week commencing 31 October 2016

Sharing our proposals witart aseries ofpublicengagemengctivities.

enge

S
e STF




Harnessing the power of ourommunities

In line with our principles,we havereviewedour recentengagementctivity acrossour CCGootprints whichis identified below. This
information hasinformed the developmentof our plansto date and will supportusin identifyingwhere further engagementork is
requiredwith populationson someof our proposals Thiswill be afundamentalpart of our developingproposaldurther.

Prevention

Primary and community
services

Mental Health
Stroke
Cancer

Urgent& Emergency care

Specialised commissioning

Acute reconfiguration

Standardisation

Airedale, Wharfedale , Craven

Ul Bradford City

oOm

mom

om Iull Bradford District

omOom

Ul Calderdale

oOm

moO m

Ul Greater Huddersfield

oOm

maom

(@BUN Harrogate and Rural District

[lUB Leeds North

Ul Leeds South and East

[UB L eeds west

Ul North Kirklees

mao m

(@RUE \WVakefield

Key themes

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

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

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

Improvements to Stroke Services, Reconfiguration of Services, patient surveys

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

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

Eating disorders, Specialised Mental Health

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

Patient Transport, Talk Health, IVF, Stop Before your OP, Medicines Management, Gluten Free, OTC
medicinesQ 2 gniiliOntolerance




Innovation and best practice

Our ambition is to become an international destination for health innovation

Experiments Infrastructure Impact

Seven -
Vanguards Innovation infrastructure

Three
ploneers The STP will need a vehicle for
sharing andNurturingtalent
with change labs and new
Reasr?:mh accelerators:
clinical A Harnessing assets of our
innovation universities and health and
care institutions
A/ NBFGAY3a GSKA
Urgent & e 7 & . .
Emergency Centre of v y GSNHEUA 2 )f -
Care Excellence Se(_:tor -
Acceleration (workforce) A Using AHSN and similar

£one Capacity

Adoption

CaseStudy
Airedalehasbeenworking successfullyor severalyearsacrosshealth and socialcareto developan integrated health record which

enablesmore seamlessarefor the population Thisprovidesan integratedworkflow acrossprovidersandimprovesthe experiences
of peopleaccessingervicesensuringinformation is collectedfrom people only once Thisalsosupportsreducedduplicationas set

out in the Gettinglt RightFirst Time(GIRFTprogrammeand CarterReview We are talkingto Connectedyorkshirg(LeedsUniversity)
to see how we can use our data to understandour population health and bring the biggestbenefit through health and care

interventions




Section6: Creating the infrastructure
for delivery







