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Executive summary and points for discussion: 
 
In March 2022, the West Yorkshire Partnership Board agreed an approach to refreshing the 
Partnership’s Five-Year Strategy and developing an improvement and delivery framework to 
effect its implementation.  This approach has its foundations in places with the strategy being 
built from the five places’ Health and Wellbeing Strategies. 
 
The strategy refresh has been undertaken using an inclusive approach.  There has been the 
opportunity for all members of the Partnership and the wider system to be involved through a 
networked approach to engagement and open and transparent opportunities to be part of the 
dialogue.  There has been the opportunity for effective challenge, enabling diversity of thought 
and keeping open minds and hearts.  The work has been driven by a strategy design group 
which reflects the broad diversity of the Partnership and who have been working vigorously 
since April to develop ways in which the system can connect itself better and use tools to 
support the embedding of an improvement ethos to ensure delivery of the strategy. 
 
A working draft of the strategy is appended for comment, which is intended to retain the 
continuity of purpose that the Partnership previously set out, whilst recognising the changing 
context we now live and work in.  It is important to note that this draft has been developed in a 
time of significant uncertainty, with budgets and allocations for coming years yet to be finalised 
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ie there is a lack of clarity of funding to support the delivery of the strategy.  The draft strategy 
was supported by the Partnership Board at its meeting of December 6 2022.   
 
In the Integrated Care Board’s Development Session of August 2022, members highlighted that 
there was a need as a Board to consider the boldness the Board may wish to take in delivering 
the strategy, how we understand the population spend, and what might be the phasing of our 
priorities alongside delivering key services.  All these areas will be addressed in the 
development of plans to deliver the strategy. 
 
The next phase of our work is the development of a five-year Joint Forward Plan (guidance 
appended), owned by the Integrated Care Board and setting out delivery of the NHS elements of 
the Integrated Care Strategy.  The Joint Forward Plan needs to meet three principles: 
• Being fully aligned with the wider system partnership’s ambitions 
• Supporting subsidiarity by building on existing local strategies and plans as well as reflecting 

the universal NHS commitments 
• Being delivery focused, including having specific objectives, trajectories and milestones as 

appropriate. 

As we also approach the beginning of the NHS operational planning process, it is important that 
we ensure that the two processes align together and tell the story of how we will deliver the 
Strategy.  The Operational Planning Guidance (appended) places at the centre the role of ICBs 
and systems in overseeing planning and delivery; its requirements are threefold, to continue: 
• The recovery of services post-COVID including urgent care, elective care, cancer and 

primary care 
• To continue to deliver the priorities set out in the NHS Long Term Plan 
• To transform services in support of the above. 

Our approach to the Joint Forward Plan and Operational Planning process will continue to be 
built from place and involve the whole system in its development.  We expect that the place Joint 
Forward Plans will cover the three requirements set out in the Operational Planning Guidance as 
well as responding to local health and wellbeing strategies and the ICB strategy.  We anticipate 
these plans, being developed to late draft by end-March 2023 and published by end-June 2023, 
providing the narrative to accompany the operational plans as well as the longer-term system 
ambitions.  This process has been codesigned by members of the strategy design group and 
NHS England colleagues embedded within the Partnership.  We will continue to bring together 
place and WY colleagues as the plans are developed, this will in turn inform our business 
planning process.  This will determine the WY programme priorities and where there is value in 
working together in delivering the long-term ambitions. 
 
There is a statutory duty placed on ICBs to consult on the Joint Forward Plan with the 
requirement to involve:  
• The group of people that our NHS services have responsibility for - our 2.4m population  
• Any other people we consider appropriate to consult, such as colleagues in health and care 

services. 

The consultation activity will start on the Tuesday 10 January with the publication of these 
papers.  The consultation process will involve a number of different methods across West 
Yorkshire and our five places and include a mixture of online and in person methods.  
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An important element of the strategy work has been to consider evaluation and how we will 
know that we have been successful in its delivery.  Whilst much of the focus to date has been 
around national oversight metrics and those metrics through which we are currently measuring 
progress against the 10 big ambitions (see appended), the strategy design work seeks to 
enhance this further.  It is proposed that moving forward we use an approach where we bring 
these together with a third element ‘the integrated care experience’ to ensure that we are able to 
have a holistic richness to our information and can truly understand what it is telling us about our 
system, the extent to which people feel their care is joined-up and seamless based on their own 
experiences interfacing with multiple teams and organisations, what needs to change and what it 
needs to look like. Our initial work on the Joint Forward Plan consultation will provide a good 
foundation for this work.  The Partnership Board agreed that it would receive an annual update 
on progress against these metrics.   
 
We know that there is already promising practice around gathering this information across the 
Partnership, not least in large scale transformation programmes, places and Local Authorities.  
Our work includes building on and implementing the recommendations from the Independent 
Review of Involvement and Good Governance Institute, where not already in place. This will 
involve where needed, a renewed focus, capacity and investment.  The Integrated Care Board 
are asked to support this approach to the ongoing delivery of the strategy. 
 
The work to refresh the strategy and develop our Joint Forward Plan is the first phase in how we 
will change the way we work together to achieve our vision.  To achieve this vision requires a 
new way of us working together, enabled by an organisational development (OD) function which 
facilitates an improvement ethos.  The strategy and OD functions have been working closely this 
year to develop an approach to build new skills and systems thinking knowledge in the strategy 
design group, which is already being felt in day to day working across the partnership.  Further 
work will be taking place to develop capacity and capability in supporting the wider system to 
embed the approach in the delivery of the strategy’s ambitions. 
 
As part of this approach, work is underway to design a series of quarterly partnership wide 
workshops, providing an opportunity for sharing of promising practice, appreciative inquiry, 
innovation and challenges.  This approach will feed into the annual evaluation and refresh of 
both the strategy and Joint forward Plan to ensure that as a partnership we are able to course 
correct and adapt to ensure that we can deliver our ambitions.  Both the improvement and 
evaluation approaches support us to continue to develop as a listening and learning partnership 
which strives to deliver the best outcomes for the citizens of West Yorkshire. 
 
The work to finalise the draft strategy is still under development, with engagement taking place 
over the coming weeks and months at Joint Health Overview and Scrutiny Committee and place 
Health and Wellbeing Boards.  A final copy of the strategy and late-draft of the Joint Forward 
Plan will be brought back to the Integrated Care Board in March 2023 (with the Joint Forward 
Plan published by end-June 2023).  The next step in the business planning cycle following this, 
will be to consider the resources we have to deliver the strategy and associated plans through a 
check and confirm process, ensuring that we have the right resources in the right places to 
deliver. 
 
Enabling Population Health Management capability  
 
The development and delivery of these plans will require improved Population Health 
Management (PHM) capability. PHM is an approach that looks at health outcomes and 
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inequalities across different population groups to develop and implement targeted interventions. 
For example, healthcare systems experiencing high numbers of admissions with poorly 
controlled childhood asthma from a particular locality could be due to several factors such as 
poor housing, damp environment, lack of education for parents and children about inhaler 
techniques and poor access to primary care for prevention and regular follow-ups. Health and 
care interventions need to take account of all these factors to be successful. 
 
To deliver a PHM approach, we need to be able to link data from across the breadth of our 
partnership. To support this, business intelligence is developing a pseudonymised linked data 
model, the first stage of which is to link GP data with a range of NHS Digital health and social 
care provider datasets. This data will be used to find out which groups of our population are at 
high risk, prevent people needing hospital care unless necessary and identify gaps in services, 
as well as inform service redesigns. To enable this, an application to the Confidentiality Advisory 
Group has been submitted to access primary care data via a Section 251 for non-direct patient 
care. The application has now been approved. 
 
The initiative is being rolled out across our five places. Leeds already have access to primary 
care data following a similar exercise a number of years ago. Wakefield GPs have all signed up 
to the necessary data sharing requirements so data will shortly be available, as have GPs in 
Bradford District and Craven. Both Kirklees and Calderdale are currently in discussion with 
primary care colleagues regarding the work. Primary care data will only be available for analysis 
by the Integrated Care Board Business Intelligence teams within each locality. 
 
All data will be processed in a secure and confidential manner and in strict accordance with legal 
obligations and all our population will have the choice to opt out of having their data shared as 
part of this initiative.  
 

Which purpose(s) of an Integrated Care System does this report align with? 

☒   Improve healthcare outcomes for residents in their system  
☒   Tackle inequalities in access, experience and outcomes  
☒   Enhance productivity and value for money 
☒   Support broader social and economic development 

Recommendation(s) 

The West Yorkshire Integrated Care Board is asked to: 

1. Note the development of the draft Five-Year Integrated Care Strategy and next steps for 
engagement and approval 

2. Discuss and comment on the proposed approach to developing plans to deliver the 
strategy through the alignment of the joint forward plan and the operational plan 

3. Discuss and comment on the proposal of using an OD approach to supporting the 
delivery of the strategy through an improvement framework closely linked to the OD 
network. 

4. Note the approval from the National Confidentiality Advisory Group to link data to enable 
Population Health Management Capability.  

 
Does the report provide assurance or mitigate any of the strategic threats or significant 
risks on the Corporate Risk Register or Board Assurance Framework?  If yes, please 
detail which: 
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The strategy and planning process will be central to addressing our key risks.  Specifically 1.1, 
1.2, 1.3, 1.4, 2.1, 2.2, 3.1, 3.2, 3.3, 3.4, 4.1, 4.2.  
 

Appendices  

Working draft of the West Yorkshire Integrated Care Strategy 
Guidance on developing the Joint Forward Plan 
Priorities and operational planning guidance 
10 Strategic ambitions – Update December 2022 

Acronyms and Abbreviations explained  

1. ICB – Integrated Care Board 
2. OD – Organisational Development 

 
What are the implications for? 

Residents and Communities The Integrated Care Strategy sets out a vision which 
encompasses delivering NHS statutory services and 
local ambitions to provide better outcomes for the 
people of West Yorkshire. 

Quality and Safety Both the Integrated Care Strategy and the Joint 
Forward Plan will have a quality and safeguarding 
focus.   

Equality, Diversity and Inclusion The Strategy sets out how we aim to embed 
equality, diversity and inclusion into all our work. 

Finances and Use of Resources Clear framework for resource management. 

Regulation and Legal Requirements The WY NHS ICB has a statutory duty to develop a 
five-year Joint Forward Plan to deliver the NHS 
elements of the Five-Year Integrated Care Strategy. 
There is a statutory duty for the WY NHS ICB to 
consult with key stakeholders and the public on the 
development of the Joint Forward Plan. 

Conflicts of Interest -  

Data Protection -  

Transformation and Innovation The five-year strategy sets out transformation and 
innovation in health and care over the coming five 
years.  The process being used to develop the 
strategy and the Joint Forward Plan are themselves 
being used to embed a new improvement and 
innovation approach for the partnership and ICB.   

Environmental and Climate Change The five-year strategy has a clear ambition around 
climate change and sustainability and the approach 
to developing the Joint Forward Plan will involve 
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supporting the development of plans with a climate 
change lens. 

Future Decisions and Policy Making The Integrated Care Strategy and Joint Forward 
Plan sets out framework for decision-making to 
support policy objectives. 

Citizen and Stakeholder Engagement The strategy has had full citizen and stakeholder 
engagement as set out on the website here. A full 
programme of citizen engagement and consultation 
is set to begin on the 10 January both at place and 
West Yorkshire as set out on the Health and Care 
Partnership website. 

https://www.wypartnership.co.uk/publications/our-five-year-plan/five-year-plan-refresh-involvement
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Introduction  

Proud to be a partnership 

Our Partnership has existed since 2016.  It was established on the fundamental 

belief that working together towards common goals rather than competition is the 

best way to join up services to meet people’s needs, tackle inequalities and improve 

outcomes.   

We know that only 10-20% of health outcomes are directly influenced by the NHS, 

which is why close collaboration partners such as the voluntary and community 

sector, universities, the West Yorkshire Police, the Combined Authority and the 

housing sector is so important to us.  Our previous strategy was published in March 

2020 and included our 10 big ambitions for health and care, delivery of which are 

dependent on the strength of these relationships.   

During the COVID-19 pandemic we witnessed the best of the health and care 

service.  We rapidly changed working practices so that we could safely treat people 

with COVID-19 whilst supporting peoples ongoing needs; we significantly increased 

capacity to deal with the peaks of infection and severe illness; and we delivered the 

biggest vaccine roll out in our country’s history.  All of our teams across the health, 

care and voluntary and community sector pulled out all of the stops to keep people 

safe and well.  

The demand for health and care has been rising over time, as a result of an ageing 

population and more people with multiple long-term conditions.  The pandemic 

further increased demand for health and care services, as well as disrupting what 

could be safely be provided to the risk of transmission.  This now means the 

pressure on services is higher than ever.  People who need an operation are waiting 

longer than any time in the past 15 years, and the accessibility of services such as 

primary care and urgent care is not as good as we would like it to be.  These 

challenges will be further exacerbated by the significant pressure on funding and 

workforce pressure on the social care sector.   

This is the challenge that our Integrated Care System must now address, by 

focusing on prevention and proactively supporting people to stay well at home; and 

secondly by arranging services in a way so that people receive care from the right 

people in the most appropriate setting.  This will mean multidisciplinary teams 

working together to organise care around people and their families, and professional 

and organisational barriers being broken down.   

Whilst these challenges are significant, we believe that collaboration at all levels in 

the system is the best way of tackling them.  Our Partnership acts as a strategic 

influencing voice at regional and national levels for our populations who live, work or 

study in West Yorkshire in relation to health and wellbeing. This strategy describes 

how we will do this, and the ambitions we hope to achieve. 
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Integrated care partnerships 

The Health and Care Act 2022 introduced new legislative measures that aim to make 

it easier for health and care organisations to deliver joined-up care for people.  As 

part of the new statutory arrangements, the Act describes how ‘Integrated Care 

Partnerships’ (ICPs, for West Yorkshire this is our Partnership Board) will bring 

together a wider range of partners, not just the NHS, to develop a strategy to 

address the broader health, public health, and social care needs of people and 

communities. 

‘Joining up care for people, places and populations’, the government's proposals for 

health and care integration published on 9 February 2022 has signalled the 

importance of integrated ‘place’ level working towards a common set of locally 

agreed outcomes. This is something which is at the heart of our existing plan and the 

way in which we work as a Partnership.  

The Health and Care Act also sets out how ICPs should develop an Integrated Care 

Strategy to set the direction of the system and to show how they intend to deliver 

more joined-up, preventative, and person-centred care for their whole population, 

across the course of their life. 

The West Yorkshire Health and Care Partnership  

West Yorkshire Health and Care Partnership (the Partnership) is a large integrated 

care system (ICS) that supports 2.4 million people, living in urban and rural areas. 

770,000 are children and young people. 530,000 people live in areas ranked in the 

most deprived 10% of England. 20% of people are from minority ethnic communities. 

There are an estimated 400,000 unpaid carers, as many don’t access support. 

Together we employ over 100,000 staff and work alongside thousands of volunteers.  

Our ICS is made up many different organisations and collaboratives across West 

Yorkshire, including our Partnership Board which is the Integrated Care Partnership 

for West Yorkshire. It also contains the NHS West Yorkshire Integrated Care Board 

(WY ICB) which is the statutory NHS organisation responsible for developing a plan 

in collaboration with NHS trusts/foundation trusts and other system partners for 

meeting the health needs of the population.  These are all supported by 

organisations working together across all services. 

Our work begins in the neighbourhoods across West Yorkshire, keeping people, 

families, the health and care teams that support them within local communities at the 

centre of everything we do.  Our five local places (Wakefield, Leeds, Calderdale, 

Bradford and Craven and Kirklees) support this work, coming together as partners in 

the place to meet the needs of local populations.  An infographic of the system sets 

this out below: 

https://www.gov.uk/government/publications/health-and-social-care-integration-joining-up-care-for-people-places-and-populations/health-and-social-care-integration-joining-up-care-for-people-places-and-populations
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Within the Partnership we have many partners working together across the NHS, 

local authorities, the voluntary community social enterprise sector (VCSE), 

Healthwatch, hospices, and wider public sector organisations.  We come together to 

better join up integrate health and care, to tackle health inequalities and to improve 

health and wellbeing for everyone.  

We also come together in partnership with some of our wider partners like the West 

Yorkshire Mayor, the West Yorkshire Combined Authority, Local Resilience Forum 

and universities to maximise resources, for example buildings, skills and expertise 

and to work together for a common purpose of reducing health inequalities we know 

exist. 

The West Yorkshire Health and Care Partnership (our Integrated Care System), 

published ‘Better Health and Care for Everyone: Our Five Year Plan’ in March 2020, 

setting out how we work together to give everyone in West Yorkshire the very best 

start and every chance to live a long and healthy life. 

Since its publication, the context and focus for our work has changed significantly.  

Whilst we have made good progress across a range of areas in our strategy, the 

COVID-19 pandemic and cost of living crisis has meant that our Partnership has 

https://www.wypartnership.co.uk/application/files/6815/8451/9232/Better_Health_and_Wellbeing_for_Everyone.pdf
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necessarily needed to shift its focus away from our long-term ambitions, to more 

immediate operational pressures.  

The scale of challenge has also increased in a number of areas, most notably the 

widening of inequalities, increasing levels of trauma and adversity and mental health 

difficulties and the ongoing impact of poverty. 

Responding to this changing context, we have refreshed our existing five-year 

strategy to develop this new strategy.  Putting people at the heart of the strategy, it is 

built from our Health and Wellbeing Strategies for our five places. These have been 

developed to respond to and are informed by their local Joint Strategic Needs 

Assessments (JSNA). This strategy sets out where there is opportunity and need to 

address an issue at a West Yorkshire level. We do this through our three tests: 

• Sharing good practice across the Partnership 

• Working at scale to ensure the best possible health outcomes for people 

• Working together to tackle complex issues 

 

Our vision 

Our Partnership has an agreed vision for the future of health, care and wellbeing in 

West Yorkshire, where all partners are working together so people can thrive in a 

trauma informed, healthy, equitable, safe and sustainable society. We want to help 

people live well and stay healthy for as long as possible, and if they have mental 

health or physical problems, they can easily access services that meet their needs in 

a safe, sustainable and trauma informed way.   

Places will be healthy. We will work in partnership to prevent ill health by improving 

the physical environment where people live and work. Places will be supportive of 

good health by having access to healthy green and blue spaces that provide safe 

spaces for outdoor activities and exercise and are biodiverse with good air quality. 

We aim for this to be the case for this and future generations. 

You will have the best start in life so you can live and age well and die in the 

place of your choosing. We will work to make sure you are not disadvantaged by 

where you live, your background, gender or ethnicity. We will focus on supporting 

you to stay healthy and prioritise approaches of preventing trauma, adversity and ill 

health, delaying onset of disease and reducing the impact of long term-conditions. 

There will be a culture of prevention across the partnership, making this 

everyone’s business. This will include primary, secondary and tertiary prevention 

alongside the determinants of health and a focus on reducing health inequalities and 

the impacts of climate change. 
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If you have a long-term health condition you will be offered trauma informed 

personalised support to self-care. This will include peer support, technology and 

communities of support from people like you. 

If you have multiple health conditions, you will be in a team with your GP, 

community care staff, social services and voluntary and community 

organisations including community pharmacy working together. This will 

involve you, your family and carers, the NHS, social care and community 

organisations. All working on what matters to you. 

If you need hospital care, it will usually mean that your local hospital, which will work 

closely with others, will give you the best care possible. 

Local hospitals will be supported by centres of excellence for services such as 

cancer, vascular (arteries and veins), stroke and complex mental health. They will 

deliver world class care and push the boundaries of research and innovation. 

All of this will be planned and paid for once between the NHS, local councils and 

community organisations working together and removing artificial barriers to 

care. 

Our people and communities will be involved in the design, delivery and assurance 

of services so that everyone truly owns their healthcare. 
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Our objectives and ambitions  

What we’ve heard from people in West Yorkshire  

Listening to what people and communities tell us is important to them has been 

central to the development of all work, including this strategy.  As a Partnership we 

have a continual dialogue with the people of West Yorkshire, supported by 

Healthwatch partners as set out in our Involvement Framework and the work of our 

local places. 

As part of the development of this strategy, a number of reports summarising what 

people are telling us is their experience of health and care have been produced.  

This includes a Healthwatch Insight Report published in August 2022, a mapping 

report published in May 2022 setting out involvement and consultation activity across 

West Yorkshire and lastly a further mapping report from across the Partnership 

which provides oversight of engagement in all other areas of work.  

There are a number of themes which have been raised over the last year (2022) as a 

result of these discussions in relation to healthcare across West Yorkshire.  The 

changing context has in many cases placed a new emphasis on some of the themes 

and more recently the cost-of-living crisis has been an escalating issue. 

Access to primary care remains a key area of concern.  Primary Care is 

considered the front door to the wider health and care service and many feel let 

down when they can’t access their GP in a way that works for them. There is a deep 

concern that this has a detrimental impact on their health and wellbeing.  

Access to dentistry services continues to be an issue raised for both children and 

adults.  This is both in terms of being able to register with an NHS dentist and access 

to appointments and treatment when registered. It was also raised that access to 

urgent dental care was not as responsive as needed.  

Of increasing concern is the cost-of-living crisis which continues to escalate and 

impact on peoples’ lives. This impacts significantly on the ability to make choices that 

positively impact their wellbeing, such as accessing healthcare, undertaking activities 

that support mental wellbeing, eating healthy nutritious food and being able to live in 

warm, safe housing. These challenges are having a particular impact on those who 

are living with social disadvantage, serious illness, addictions and those people who 

are carers.  We know that suicide rates rise during times of economic recessions and 

financial exclusion is a significant risk factor in suicide deaths.  

There continues to be concern around accessing support for mental health in a 

timely manner, an issue which has increased with the impact of the pandemic. Of 

significant concern is access to support for our children and young people and the 

level of support for children who are waiting for assessment for, or have been 

diagnosed with, autism. Self-harm rates are rising, and the people we are supporting 

https://www.wypartnership.co.uk/application/files/1716/6185/6470/Healthwatch_Insight_Report_WY_Strategy_Refresh_August_2022.pdf
https://www.wypartnership.co.uk/application/files/4816/5106/8796/WYHCP_Involvement_Mapping_Report_May_2022.pdf
https://www.wypartnership.co.uk/application/files/4816/5106/8796/WYHCP_Involvement_Mapping_Report_May_2022.pdf
https://www.wypartnership.co.uk/application/files/1216/6514/8874/Mapping_report_to_support_the_development_of_the_five_year_strategy_refresh_and_forward_plan_-_October_2022_.pdf
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with mental health issues are becoming more unwell, more quickly than they have 

previously. 

We know that the pandemic has led to significant delays in treatment and people 

are telling us that this is causing a deterioration in their physical, mental and 

emotional health. The impact of this is also extending to family members and carers.  

The choice people have in accessing care that is right for them highlighted 

concerns about digital exclusion with many appointments and support moving to 

online. Many of our population do not have access to digital technology or have 

additional challenges in using it. This was particularly a challenge for people with 

learning disabilities 

Negative experiences of quality of care are starting to emerge in some care 

settings.  Whilst it is acknowledged that this is in part due to challenges arising from 

the pandemic in terms of staff shortages, it is still important to be treated with care 

and compassion. We know that children and young people from ethnic minority 

backgrounds and those in more deprived areas with diabetes have consistently 

poorer blood sugar control. We also recognise that there is a variation in access to 

digital technology such as continuous glucose monitoring. 

The four strategic objectives of our Integrated Care System 

Our strategy is centred around our four strategic objectives which set out the core 

purpose of our ICS. These are:
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Our ambitions for the people of West Yorkshire 

Improving outcomes in population health and healthcare 

We will increase the years of life that people live in good health in West 

Yorkshire 

Health inequalities are avoidable and unjust differences between people or groups 

due to social, geographical, biological or other factors. These differences have a 

huge impact, because they result in people who are worse off experiencing poorer 

health and shorter lives. 

To achieve this ambition, we will take a trauma informed whole systems approach, 

that addresses the conditions people live in and recognises the importance of the 

wider determinants on the health and wellbeing of the population.  

This will also require a strong focus on preventing trauma, adversity and ill health by 

addressing the root causes for health harming behaviours - including tobacco, 

alcohol, drugs and gambling, in a joined-up systems approach. 

A focus on reducing health inequalities for the partnership will aim to address some 

of the preventable differences that contribute towards inequalities. Working as a 

partnership we will consider variations in; risk factors for ill health, early diagnosis 

and screening and access to effective support – all of which contribute towards 

inequalities in health outcomes.  

We will aim for early identification of risk factors and long-term conditions so that we 

can act early and, prevent or delay onset or progression of different health 

conditions. We will also focus on key areas that contribute most to the years of life 

lost or lived in ill health, such as cardiovascular and respiratory diseases, cancer and 

suicide. 

The work we are undertaking to mitigate the effects of poverty and the cost-of-living 

crisis will have an impact on quality of life, prevention of ill health and timely access 

to health and care services. 

Access to good quality health and care services continues to be a challenge for the 

population of West Yorkshire as we recover from the pandemic. Whilst our primary 

care services continue to provide more appointments than pre-pandemic we know 

that public satisfaction with access to services has deteriorated significantly.  We 

continue to work collaboratively to provide timely and appropriate services. 

Our hospitals are also working hard to recover from the impact that COVID has had 

on our diagnostic and elective care services.  

By 2024 we will have increased our early diagnosis rates for cancer 

Our work on enabling the transformation of cancer services in West Yorkshire is 

coordinated at a system level, via the West Yorkshire and Harrogate Cancer 
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Alliance, which is hosted by the NHS West Yorkshire Integrated Care Board (WY 

ICB).  Cancer Alliances are non-statutory bodies which bring together clinical and 

managerial leaders from different hospital trusts and other health and social care 

organisations, to transform the diagnosis, treatment, and care for cancer patients in 

their local area.   

Our local Cancer Alliance has an ambition to bring local partners together to deliver 

better outcomes and focusses on being empathetic, being honest and driven, being 

people focussed (including a focus on the cancer workforce) and being role models 

for effective collaboration.  They help to oversee the cancer components of the NHS 

Long-Term Plan and the merger between nationally set priorities for transformation 

and locally derived need.   

They work on a co-production model with patients and service users to ensure that 

our priorities and ways of working are informed by the experiences of people who 

are using cancer services.  This is critical to ensure that patient experience of care is 

treated with parity of esteem around what care is delivered. 

The Cancer Alliance works together with colleagues across all our West Yorkshire 

places, and Harrogate, to ensure that we are taking decisive action across the 

cancer pathway.  This includes improved primary and secondary cancer prevention; 

better population awareness; promoting earlier diagnosis; achieving better treatment 

access including to new therapies and innovations; and adopting a person-centred 

approach both to follow-up, and end of life care where needed.  They also work 

closely with partners involved in delivering the other ambitions, so that our work is 

joined up and connected for the common benefit of the people we serve. 

We are clear why work to transform cancer care is important.  In the future, it is 

estimated that one in two people could be diagnosed with cancer in their lifetimes, 

with four out of ten cancers being avoidable if we can achieve changes to lifestyle 

including healthier weight; safe sun care; reduced tobacco consumption; avoiding 

alcohol and substance misuse; and acting on wider determinants of health status, 

including air quality.  The burden of cancer is one of the most significant faced by the 

West Yorkshire ICB and will be across the duration of this and subsequent planning 

strategies.  Overall, cancer outcomes remain poorer than international comparators, 

and are strongly associated with wider prevailing health inequalities experienced 

across West Yorkshire.   

Progress against our cancer ambition since 2020 has been good but we know that 

the data we have is usually around two years in arrears.   

We know that:  

• The net number of referrals into our local cancer services, including reduced 

volumes during the acute phase of the pandemic has closed.   

• Almost all reduced treatment activity has been recovered on the same 

measure.   
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• The number of patients coming forward and being assessed for cancer 

symptoms has grown significantly since 2018, as has the number of patients 

being treated for cancer.  

We have also made some good progress with our partners on encouraging uptake of 

the bowel cancer screening programme through local awareness raising campaigns 

and the activities of our public health, screening, and primary care network partners.  

Cancers detected via screening programmes are often at an earlier stage (and are 

therefore commonly more treatable).   

We will reduce suicide by 10% across West Yorkshire by focusing on health 

inequalities, achieving a greater understanding of impact of inequality on 

suicide, so that suicide prevention becomes everyone’s business.   

Every death by suicide is devastating and can have a lifelong impact, with each 

death impacting 135 people on average.  Suicide is our biggest killer of both men 

under 50 and young people.  Suicide is one of our partnership’s wicked issues, with 

no easy solution that one person/organisation can complete on their own. 

Office for National Statistics data shows that despite a focus on prevention in recent 

years, suicide rates have not reduced. We need to work together to do something 

differently if we want to change this picture over the next five years. In order to 

achieve our collective ambition on suicide prevention, all partners have a part to 

play.   

Our vision is to collaborate and create a movement for change - this will make 

suicide prevention everyone’s business.  We have adopted a zero-suicide approach 

where we believe that even one death by suicide is one too many. We have 

collaborated on a West Yorkshire suicide prevention strategy, which complements 

place-based suicide strategies and plans and has 13 core evidence-based themes 

on which we’ll focus our work in the coming years: 

We acknowledge that there are national and international factors, some of which are 

beyond our control, which may impact suicide rates.  For example, Government 

policy, the economic climate and worsening poverty, widening inequalities and 

discrimination, harmful content online, the gambling industry and its regulation, and 

the climate crisis each have an impact.  In order to mitigate these impacts, we need 

to: 

• Invest in inclusive and preventative measures locally, including becoming a 

trauma informed system  

• Ensure that suicide prevention is embedded across all organisations, 

eliminating stigma 

• Build everyone’s skills and confidence to recognise and address adversity and 

trauma, which is closely linked to suicide  

• Improve and learn from evidence 

https://suicidepreventionwestyorkshire.co.uk/application/files/8516/4431/6977/Suicide_Prevention_Strategy_2022-2027.pdf
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• Provide inclusive and compassionate support for all people affected by 

suicide  

• Support people with core risk factors for suicide 

West Yorkshire Health and Care Partnership will work together to prioritise suicide 

prevention, creating a paradigm shift that makes suicide prevention everyone’s 

business.  Every organisation in the partnership will take demonstrable action on 

suicide prevention.   

We will achieve at least a 10% reduction in anti-microbial resistant infections 

by 2024 

We know that the Northeast and Yorkshire region has the second highest antibiotic 

rates in England.  All parts of West Yorkshire are prescribing over the national target 

in relation to antibiotic prescribing.  Whilst the number of people presenting with 

infection reduced during the pandemic, data is currently telling us that prescribing is 

now increasing back towards pre COVID 19 rates. 

Whilst the burden of infectious disease is known to disproportionately impact 

vulnerable groups, the evidence base for the burden of antibiotic-resistant infections 

is sparse. However, we do know that rates of prescribing are much higher in highly 

deprived areas. We are working to understand this in order, to develop actions to 

redress this trend. 

A priority for our strategy will be sharing expanding successful work in this area 

across West Yorkshire.  The Leeds ‘Seriously’ campaign to raise awareness of 

antibiotic resistance is a good example of where positive campaigns can have 

success. 

One of the main priorities for our WY Anti-Microbial Resistance Board is to reduce 

Gram-negative bloodstream infections caused by E. coli and reduce inequalities 

related to E. coli bloodstream infections. This work will be set out in our delivery 

plans. 

We will achieve a 50% reduction in stillbirths, neonatal deaths, brain injuries 

and a reduction in maternal morbidity and mortality by 2025. 

The West Yorkshire Local Maternity and Neonates System (LMNS) covers West 

Yorkshire and Harrogate and supports a number of Maternity Voices Partnership 

(MVP) groups across our system to transform our maternity services together. The 

MVPs are a team of women and their families, commissioners and providers 

(midwives and doctors) working together to review and contribute to the 

development of local maternity care. 

The LMNS has already implemented seven of the initial immediate and essential 

actions from the Ockenden Report and each trust is currently being measured 

against these.  The remaining issues raised from the report will be considered 

alongside the Independent Investigation into East Kent Maternity Services report, 

https://www.gov.uk/government/publications/final-report-of-the-ockenden-review/ockenden-review-summary-of-findings-conclusions-and-essential-actions
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with a further set of recommendations expected to be published in the early 2023.  

The actions to address these recommendations will form part of the Joint Forward 

Plan to deliver this strategy.  

We continue to work at place and West Yorkshire to address the workforce 

challenges for maternity and neonatal services. 

Tackling inequalities in outcomes, experience and access 

We will achieve a 10% reduction in the gap in life expectancy between people 

with mental health conditions, learning disabilities and/or autism and the rest 

of the population. 

On average, we know that people with serious mental illness (SMI) live 12-15 years 

fewer than someone without an SMI, and 4 in 5 deaths related to SMI are linked to 

common and preventable or treatable conditions such as heart disease, lung disease 

and cancer. For people with learning disabilities or autism, this gap is even bigger, 

with a difference of around 14-18 years compared to someone without a learning 

disability or autism. These deaths are often also caused by the same conditions.  We 

also know that neurodiverse people and those with diagnosed and undiagnosed 

mental health problems are more likely to take their own lives, and that suicides 

contribute to the remaining gap in life expectancy not explained by those common 

physical health conditions. 

The reasons this gap exists can be divided into two main groups - increased risk of 

physical health conditions because of different risk factors and medications, and 

poorer access to health care when it is needed. This is more simply explained by 

saying that people with SMI, learning disabilities and autism face a range of 

inequalities that negatively impact their health and lives. 

There are many ways that as a Partnership we can start to address this. We can: 

• Listen to the voices of our populations to understand where the biggest 

barriers to good quality health care are across West Yorkshire 

• Use the numeric data we have more effectively to understand what conditions 

we could target to reduce inequalities 

• Work to ensure that as many people as possible can access a high quality, 

meaningful physical health check and any ongoing care that is identified 

• Work with our acute hospitals to ensure that factors such as SMI, learning 

disabilities and autism are taken account of when planning elective care 

We plan to do all the above, and more, to actively work to reduce the life expectancy 

gap for people with SMI, learning disabilities and autism, and reduce the health 

inequalities faced by this population 
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We will address the health inequality gap for children living in households with 

the lowest incomes 

Children and young people who experience adversity and trauma are at higher risk 

of poor physical/mental health and emotional wellbeing and adopting anti-social and 

health-harming behaviours including serious violence, poor attendance/exclusion at 

school and decreased educational attainment.  As a result, WYH&CP and WY 

Violence Reduction Unit (WYVRU) have recognised this as an area where it is 

essential, we work together across the whole system ensuring combined actions to 

address these issues.  

We will do this by working together to prevent and reduce the causes of trauma and 

adversity for children, young people and families who are vulnerable and 

experiencing complex needs, including households living in poverty. 

Ensuring that children, young people and families in WY have access to and receive 

integrated support from a range of professionals across health, mental health, 

education, social care, youth justice, the police and the voluntary sector to ensure 

that their needs are met in a coordinated way. 

We know that we need to ensure that better support is available for children and 

young people with complex needs/special educational needs and disabilities 

(SEND).  In addition, providing consistent and equitable support for managing long 

term conditions and seamless transition into adulthood will be a key element of 

reducing health inequalities and providing the best start in life for our children and 

young people. 

We will have a more diverse leadership that better reflects the broad range of 

talent in West Yorkshire, helping to ensure that the poor experiences in the 

workplace that are particularly high for Black, Asian and Minority Ethnic staff 

will become a thing of the past. 

We see the diversity of all communities and colleagues as a strength to help inform 

the way we plan, design and commission health and care services for people living 

across West Yorkshire. We want to make sure that everyone is treated fairly and 

given an equal chance to access opportunities. Ensuring that we meet the needs of 

everyone to ensure that our population all have good outcomes. 

We recognise and value individual as well as group differences, treating people as 

individuals and placing positive value on the diversity they bring because of a 

protected characteristic or cultural background. 

Our strategy is also focused on making all groups of people feel included and valued 

within their society or community so that there isn’t a negative effect on their health 

and wellbeing. 
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Our plans include delivering the actions for the Integrated Partnership of Sanctuary, 

development of the West Yorkshire health inclusion unit and continuing the great 

work across West Yorkshire led by partners across place. 

Our delivery will value equality, diversity and inclusion at the heart of everything we 

do and through our Involvement Framework we will listen to people to ensure that we 

get this right. 

Our fellowship and allyship programmes continue to be a success in contributing to 

the diversity of leadership across our Partnership.  The fellowship builds on existing 

good practice and complements existing local and regional programmes to make 

sure that we have adequate representation of ethnic minority colleagues in our next 

generation of leaders. We know that there is more to do in embedding this in our 

organisations beyond the fellowship programme itself, supported in part through the 

roll out of the racial inequalities training.  

Enhancing productivity and value for money 

As part of our work to develop this strategy we have taken an approach to ensure 

that we use the process to help create the way we want health and care to look like 

in the future. We have done this by building system leadership through the process, 

ensuring that we can better integrate all our work in a way which enhances 

productivity, value for money and most importantly improves health and wellbeing 

outcomes for our people. 

Through our work we have embedded an improvement ethos, connecting our system 

to more of itself to ensure that we can identify where there are issues in transitions 

and gaps in care.  We know that in developing our plans to deliver this strategy, 

through being connected and integrated in this way, we will be able to use our 

resources to maximise outcomes for our population. 

Our enabling strategies such as finance, people, digital and estates will also support 

the best use of our resources in a way which will support us to deliver this strategy 

collectively ensuring value for money for our population.   

Supporting broader social and economic development. 

We aspire to become an industry leader in responding to the climate 

emergency through increased mitigation, investment and culture change 

throughout our system.  

We are already seeing the impact of climate change on the health and wellbeing of 

our population, with people living with vulnerabilities or living in more deprived areas 

experiencing disproportionate harm. It is also felt through long term health conditions 

such as respiratory and cardio-vascular disease.  Air pollution is currently the 8th 

leading risk factor for death and contributes to approximately 40,000 premature 

deaths per year in the UK. Climate harms are felt first and most keenly by those who 

are already experiencing inequality and vulnerability.  
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We know that excess plastics in the environment have a significant impact on our 

health, as does building antibiotic resistance due to drugs in our watercourses. There 

are also wide-reaching impacts on physical health, mental health and wellbeing as a 

result of significant weather events.   

As a Health and Care system, we need to also adapt to the impact of climate change 

now and in future. This requires a whole system response which includes 

considerations for supply chains, estates, transports, how we deliver care, housing, 

planning of the physical environment – so the whole system becomes resilient which 

is central to tackling health inequalities and enabling our population, including future 

generations, to live well. 

As a partnership we’re committing to making fundamental changes to the way we 

work, through increased investment, mitigation, and culture change throughout our 

health and care system. We want to create the conditions for all organisations and 

individuals across West Yorkshire to be empowered to take action on climate change 

in their day-to-day work. This includes how our staff get to and from work and how 

we support patients in accessing health care, and how we adapt to climate harms.  

This will also support the achievement of the NHS Carbon Zero ambition by 2040. 

(2038 in West Yorkshire in line with our system partners the West Yorkshire 

Combined Authority and the 5 Local Authorities). 

Our ‘all hands in’ campaign was an important step in this work, using a system wide 

approach to behaviour change. The campaign supported our workforce to become 

more aware that their individual actions have a direct impact on sustainability and in 

decreasing carbon emissions, which collectively is a good thing for population health. 

We will strengthen local economic growth by reducing health inequalities and 

improving skills, increasing productivity and the earning power of people and 

our region as a whole. 

We know that economic activity has a significant impact on health and wellbeing. 

Having a purpose and a living wage contribute significantly to a sense of belonging 

and being able to live a life well.  Both the pandemic and the cost of living crisis has 

significantly impacted on this for many people in West Yorkshire. 

As an employer our workforce is our greatest asset and our ambition through the life 

of this strategy is to grow and retain our workforce.  Exploring innovative ways of 

recruiting and training staff and creating new roles to deliver integrated health and 

care.   

Our strategy aligns to the West Yorkshire Combined Authority Economic Strategy 

and its vision: 

‘West Yorkshire to be recognised globally as a great place with a strong, 

successful economy where everyone can build great businesses, careers and 

lives, supported by a superb environment and world-class infrastructure.’ 

https://www.wypartnership.co.uk/get-involved/all-hands-in
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An improving population health strategy 

This strategy is poverty and trauma informed, and demonstrates a commitment 

made by our Partnership.  Both have been strong themes coming out of our 

engagement with partners, staff people and communities.  

Viewing West Yorkshire as a whole population gives us the opportunity to consider 

what action we can take to improve health and wellbeing for people living and 

working here as a partnership on a larger scale. Health status is determined by much 

more than health and care services alone. It is well established that the wider 

determinants of health (housing, work, education, social relationships and the local 

environment) contribute more than three quarters of the impact on our health and 

wellbeing, and direct healthcare less than a quarter. Working as a partnership will 

allow us to work together to more effectively address these wider causes of ill health. 

 

Helping those facing the most inequality 

Our Independent Review to tackle health inequalities for Black, Asian and Minority 

Ethnic Communities and Colleagues, highlighted a number of recommendations 

which are woven through this strategy and our Joint Forward Plan to deliver it. The 

COVID-19 pandemic has highlighted the impact of deep-seated and long-standing 

health inequalities faced by some of our communities.  

What causes these inequalities is the subject of much debate. This can be linked to 

the deeper impact of wider societal inequalities beyond the operation of health and 

social care services. These include broader environmental, social and economic 

factors that exert a profound ability to shape health outcomes for communities. 

Structural racism and the impact that this has is a particular concern and we will 

continue to prioritise our work in this area and embed it throughout our programmes 

of work.  

We are committed to targeting action around the recommendations of the review, 

including how we better support our own workforce, particularly around leadership 

development, reflected in our ambitions. You can see examples of the positive 

difference we are making.  There is still much to do. 

Our most vulnerable people often face the biggest inequalities in health and our 

strategy is focused on trying to mitigate this.  We have approximately 400,000 

unpaid carers across West Yorkshire, many of whom we know don’t access the 

support they may need.  We know children and young people from deprived areas 

have more than twice the level of tooth decay than children from less deprived areas.  

We are working collaboratively with public health and local authority leads to discuss 

oral health provision across West Yorkshire. It is important to recognise the 

challenges our population face around health literacy and literacy in being able to 

plan to support people in the right way to make a change. 

https://www.wypartnership.co.uk/application/files/9216/1582/3153/bame-review-report.pdf
https://www.wypartnership.co.uk/meetings/partnershipboard
https://www.wypartnership.co.uk/meetings/partnershipboard
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Many of our unpaid carers are young carers who can be invisible and are often not 

identified at school or in health settings so do not have access to the support that is 

there to help them. With their help we have developed an app which will help ensure 

they are able to help their loved ones whilst looking after their own physical and 

mental health coupled with working towards a bright and healthy future for 

themselves. 

We know that often those without a voice or advocacy, can experience the most 

inequality, as highlighted in many national reviews over the last year. We have 

worked hard through the pandemic to provide the best support we can, for example 

prioritising those with a learning disability for elective care.  Advocacy for children 

and young people can be even more difficult, we have established a West Yorkshire 

Youth Collective to help influence our top priorities and decision making. We know 

however that there is much more that we can do. 

The people in West Yorkshire who are involved in serious violence, exploitation and 

the criminal justice system are at increased risk of additional social needs, 

inequalities and poor health and wellbeing.  We know that the majority of people in 

the criminal justice system have experienced trauma and adversity, often in 

childhood. 

Working with partners across West Yorkshire including the West Yorkshire Violence 

Reduction Unit, West Yorkshire Policing and Crime Team and NHSE Health and 

Justice team, we will provide support for people when they enter, during and leaving 

the criminal justice system.  We will also provide support for their families and victims 

Our population and demographics continue to change and it is important to listen to 

our place based joint strategic needs assessments in order to plan for them.  It is 

also however, important that our system has the flexibility to be responsive at short 

notice when challenges arise. 

Climate change 

Our world is facing a climate change crisis and as a Partnership we are committed to 

taking collective and individual responsibility to take action against it, and adapt to 

change already taking place.  We will do this through embedding sustainability in 

everything we do and changing the culture in West Yorkshire so that we build 

resilience to climate change across the system.   

We will work towards creating a healthy, equitable and environmentally sustainable 

society and reduce the climate change impacts of healthcare through a high quality, 

equitable and environmentally sustainable health and care system. We will also 

reduce our vulnerability to climate change harms, focusing on prevention by building 

climate resilience among our partners and in our communities. 
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Poverty and cost of living 

We have committed as a partnership to mitigate the impacts of poverty and the 

increased cost of living on the health and wellbeing of our population and workforce, 

including: 

• Supporting people to have good mental health and wellbeing and taking a 

zero-suicide approach, making suicide prevention everyone’s business 

• Enabling the West Yorkshire voluntary and community sector to support 

people and communities most affected by poverty and increased cost of living 

• Preventing serious violence, abuse and exploitation 

• Responding to increasing levels of trauma and adversity 

• Identifying opportunities to influence the increase of welfare/benefits and 

income from employment 

• Working in partnership with our local places Bradford District and Craven, 

Calderdale, Kirklees, Leeds and Wakefield to identify people whose health is 

at greatest risk from poverty and increased cost of living and targeting ways to 

reduce that risk 

A trauma informed approach 

The people in West Yorkshire who are involved in serious violence, exploitation and 

the criminal justice system are at increased risk of additional social needs, 

inequalities and poor health and wellbeing.  We know that the majority of people in 

the criminal justice system have experienced trauma and adversity often in 

childhood. 

Working with partners across West Yorkshire including the West Yorkshire Violence 

Reduction Unit, West Yorkshire Policing and Crime Team and NHSE Health and 

Justice team, we will provide support for people when they enter, during and leaving 

the criminal justice system.  We will also provide support for their families and victims 

As a health and care partnership we are committed to understanding and responding 

to the root causes of serious violence, violence against women and girls and keep 

our communities safe.    

We know that some population groups face multiple complex disadvantages for a 

number of reasons, complicated further by also experiencing poverty or destitution 

and impact of poor air quality and poor housing. These populations groups are often 

referred to as inclusion health groups and include groups who are socially excluded, 

typically experience multiple overlapping risk factors for poor health (such as 

poverty, violence and complex trauma), experience stigma and discrimination, and 

are not consistently accounted for in electronic records (such as healthcare 

databases). These experiences contribute considerably to increasing health 

inequalities and frequently lead to barriers in access to healthcare and extremely 

poor health outcomes, often much worse than the general population.      
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Inclusion health groups include people who experience homelessness, drug and 

alcohol dependence, vulnerable migrants, Gypsy, Roma and Traveller communities, 

sex workers, people in contact with the justice system and victims of modern slavery 

but can also include other socially excluded groups.  

We have a special focus on supporting people experiencing multiple disadvantages 

to attempt to reduce some of the barriers they face and to improve their experiences 

and outcomes relating to healthcare, but also the quality of their lives.  This will 

require working with a wide range of partners across the WY Health and Care 

Partnership to address issues linked to the wider determinants of health (including 

the quality of housing people live in, the places and communities they live in and 

relationships they have, as well as a sense of purpose through giving back to the 

community or being in good quality employment, and having sufficient financial 

resources to meet their needs).  

West Yorkshire is pursuing the status of ICS of sanctuary. In West Yorkshire, we see 

our Migrants, Refugees and Asylum Seeker population as an asset to our cities, 

towns and communities not a burden.  Providing a safe and welcoming place of 

sanctuary for individuals and families should be seen as an opportunity not a threat.  

Improving population health fellowship [example in a text box]  

Our Improving Population Health Fellowship programme is helping to embed this 

work throughout our partnership.  The Fellowship launched in 2021 with 33 equity 

fellows and will continue for a second year expanding to include, trauma, adversity 

and resilience, suicide prevention and climate change fellows. Our fellows are 

receiving training, implementing their learning in work and embedding their thinking 

across the Partnership and in everything we do. 

Health inequalities academy [example in a text box]  

Our Health Inequalities Academy continues to work to bring together partners to 

explore progress and share learning on tackling health inequalities.  Our recent 

celebration of the first year of the academy, highlighted the work taking place to 

improve the lives of the most disadvantaged people living in West Yorkshire. The aim 

of the academy is to support everyone working across the partnership, whatever 

their role, to understand the part we can all play in creating a more equitable system.  

By acting as a forum to raise awareness and bringing people together, the Academy 

provides support and showcases interventions which are being implemented locally 

and can be adapted across the whole of West Yorkshire and beyond. 

Personalised care 

An important part of improving people’s health and wellbeing is through better 

delivery of trauma-informed personalised care, with and alongside them. 

Personalised care means people have choice and control over the way their care is 
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planned and delivered, based on ‘what has happened to them’, ‘what matters’ to 

them and their individual strengths, needs and preferences. 

This happens within a system that supports people to stay well for longer and makes 

the most of the expertise, capacity and potential of people, families and communities 

in delivering better health and wellbeing outcomes and experiences. As a result of 

personalised care, health and care is tailored to what matters to the individual, in the 

context of their whole life, such that personalised care can support programmes and 

systems to address inequalities in access, experience and outcomes. 

Our ambition for personalised care is important in tackling inequalities for 

communities and people, especially those who don’t always know how best to 

access the care and support they need.  For example we know that people with 

learning disabilities die 15-20 years earlier than the general population, as do people 

with complex mental illness. We also know that children and young people from 

ethnic minority backgrounds experience poorer health outcomes, with higher asthma 

rates and obesity.   

We also know that only 55% of adults living with long-term conditions feel they have 

the knowledge, skills and confidence to manage their health and wellbeing on a daily 

basis Our continued approach to patient activation tools (which is a tool that 

assesses an individual's knowledge, skills and confidence to managing their own 

health and healthcare), personal health budgets, community-based support, shared 

decision making, personalised care and support planning all contribute to this. 

How we will work together to achieve this 

Our principles  

 

As a large Partnership, agreeing the way we work together is an important part of 

building on the strong foundations already in place since 2016.  This involves 

building on our common purpose and vision, agreeing values through which we work 

and the behaviours that when demonstrated ensure that we deliver.  It is important 

that we get this right to deliver our strategy.   

 

We have a long history of working together in West Yorkshire to improve outcomes 

for our population which means that the new statutory arrangements are already 

building on a successful way of working. This is demonstrated through some of the 

West Yorkshire work we have undertaken together across the Partnership, for 

example national award winning campaigns such as ‘Root out Racism’, ‘Looking out 

for our Neighbours’ and the ‘Check-in Staff Suicide Prevention’ Campaign. 

 

We have agreed as a Partnership that: 

 

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

https://www.wypartnership.co.uk/get-involved/root-out-racism
https://www.wypartnership.co.uk/campaigns/looking-out-for-our-neighbours
https://www.wypartnership.co.uk/campaigns/looking-out-for-our-neighbours
https://www.wypartnership.co.uk/our-priorities/mental-health/mental-health/suicide-prevention-and-postvention/check-in
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o The Partnership belongs to us all, local government, NHS, VCSE and 

communities. 

o We will do the work once – duplication of systems, processes and work should 

be avoided as wasteful and potential source of conflict. 

o We will undertake shared analysis of problems and issues as the basis of 

taking action 

o We will make decisions as close to individuals as possible – with work taking 

place at the appropriate level and as near to local people and communties as 

possible 

 

Our mission, values and behaviours 

 

The way in which our Partnership will put these principles into action is set out in the 

diagram below: 

 

 

The way we work has been demonstrated in being the Health Service Journal 

Integrated Care System of the year in 2021 and 2022, where leadership values 

across all health and care sectors was highlighted as a success of how we improve 

care for people and communities. 

 

The way in which we organise ourselves to deliver better care for 

all 

 

With the introduction of the new statutory arrangements following the Health and 

Care Act 2022, we have developed a new set of arrangements through which, we 

can ensure that we deliver our work for West Yorkshire people and communities. 

Details of these arrangements are available here. An illustration of how these 

arrangements work and how the different elements of our Partnership fit together is 

shown in the diagram below: 

https://www.wypartnership.co.uk/about
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Building from Neighbourhoods 

Our strategy begins with individuals, families and in the local communities or 

neighbourhoods in which they live.  The ability of integrated neighbourhood teams, 

working together in an increasingly integrated way across the breadth of health and 

care services, to meet the needs of our communities underpins our ambitions to 

improve outcomes and tackle inequalities. We know that in recent years we have 

seen increasing pressure across primary care, community health services, social 

care and within the voluntary sector.  This has been largely due to a combination of 

increased demand for care resulting from factors including an ageing population with 

greater morbidity, changes in the nature of population needs following the pandemic, 

and increased pressures on the primary care and community workforce.  

Since our original strategy was published in 2019, and often in the face of the 

pressures created by the covid pandemic, we have continued to see local teams and 

services within our neighbourhoods work more closely together – for example 

through primary care networks and other related models of community and locality 

working. This is better for our populations in terms of helping provide a more joined-

up experience, more personalised to people’s needs and that helps people stay 

healthier and well at home and close to home. More integrated working also creates 

further opportunities and rewarding roles for our staff. But we know this is an on-

going journey and one that we will need to keep in focus and support together across 

the Partnership over the next five years. 

For example, as we take on responsibility for pharmacy, optometry and dental 

services over the coming year, there is also an opportunity for us to also integrate 

these services further into our integrated neighbourhood model of working. Our 

Voluntary and Community Sector partners are already an integral part of the way we 

work in our neighbourhoods and there is valuable learning as to how other partners 

can integrate their work and their teams.  This will then ensure that we have a 

diverse team representing not just traditional health and care but also wider 
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determinants of health, to wrap around individuals and families providing the support 

they need. 

Our ambition is that our neighbourhood teams will be supported in adopting 

population heath management approaches to proactively identify and support people 

in their communities, helping to prevent ill health, reduce health inequalities, and 

being able to act earlier before people are at risk of poorer health and wellbeing 

outcomes. Our strategy also commits to ensuring that we are able to meet the 

workforce challenges (including investing in expanding and developing 

neighbourhood teams), capital requirements (to help ensure we have high quality 

facilities where teams can work together and further support local communities) and 

digital enablement to support the implementation of this approach. 

Working in local places 

Our Health and Wellbeing Boards have a long history of delivering real change in our 

local places and their representation reflects the breadth of contributors to health and 

wellbeing. They provide the strategic vision for each local place, working closely with 

the Place Based Committees of the ICB to oversee the delivery of the NHS elements 

of our Integrated Care Strategy. 

Many of the Health and Wellbeing Board Strategies have been refreshed over the 

course of this year and they have all informed the development of this strategy.  

They all have a strong focus on tackling health inequalities through a life course 

approach, including giving people the best start in life, living well and having a good 

death.  Many are based on the Sir Michael Marmot Report principles, a review of 

which is available on this website. 

Our Local Health and Wellbeing Strategies are available on local place websites. 

• Wakefield Health and Wellbeing Strategy 

• Kirklees Health and Wellbeing Strategy 

• Calderdale Health and Wellbeing Strategy 

• Bradford Partnership Strategy 

• Leeds Health and Wellbeing Strategy 

Our local places are delivering their Health and Wellbeing Strategies in partnership 

overseen by Health and Wellbeing Boards and their Place Committees of the NHS 

West Yorkshire Integrated Care Board.  Starting with neighbourhoods they are 

bringing teams and staff together to deliver joined up health and care, This includes 

partners such as housing, Police, Fire and Rescue and the Department of Work and 

Pensions.  Sharing learning and scaling up good practice across West Yorkshire is 

key, as is collaborating when it makes sense to deliver joined up health and care 

services between places and always intervening early to prevent poor health and 

wellbeing. 

In many of our places integrated work begins with the leadership teams, with joint 

appointments at a senior management position.  For example in Wakefield our place 

https://www.health.org.uk/publications/reports/the-marmot-review-10-years-on
https://www.wakefield.gov.uk/Documents/health-care-advice/public-health/wakefield-district-health-and-wellbeing-strategy-2022-2025.pdf
https://www.kirklees.gov.uk/beta/delivering-services/pdf/health-strategy.pdf
https://www.calderdale.gov.uk/v2/sites/default/files/Health-and-wellbeing-strategy-2022-2027.pdf
https://www.wypartnership.co.uk/application/files/6216/3974/0474/BDC_System_Strategy_30Nov2021_Narrative.pdf
https://www.leeds.gov.uk/plans-and-strategies/health-and-wellbeing-strategy
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lead also undertakes the role of Adult Social Care Director and Director of 

Community Services in the hospital (Mid Yorkshire Hospitals NHS Trust).  In 

Calderdale Local Authority Chief Executive is also the place lead.  

This approach is also replicated in teams across local places and in some cases has 

been happening for many years.  This has involved commissioning staff working in 

provider organisations and local authorities to ensure rich and varied skills and 

expertise in the planning and delivery of services. This way of working not only leads 

to better integrated care around the person but is also a more effective use of 

resources and a driver for a joined-up partnership culture.      

Often there is additional benefit in providers from across West Yorkshire working 

together as a team across a larger footprint (we call this provider collaboratives) in 

This is in addition to working together with other partners in their local places. 

Working in collaboration at West Yorkshire level  

Most of our work happens in our local places, communities and neighbourhoods, 

taking decisions and delivering integrated services as close to people and families. 

Sometimes however, there is real benefit in providers of services coming together 

(we call this provider collaboratives) across West Yorkshire to collaborate on agreed 

programmes of work. This work is in addition to working in collaboration with other 

partners within their local places. 

West Yorkshire Association of Acute Trusts Provider Collaborative (WYAAT) 

Our acute hospitals have worked together through WYAAT since 2016 providing a 

collaborative, partnership model of integrated acute and specialist healthcare across 

West Yorkshire.  Their vision is to deliver outstanding, high quality acute and 

specialist healthcare for the whole population of West Yorkshire. 
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We know that the pandemic has had a significant impact on hospital services in the 

same way that it has elsewhere in our partnership. There are significant workforce 

challenges which we are seeking to resolve through our WY People Plan and we 

know that people are waiting longer than before the pandemic to receive hospital 

care.  

In addition to the WY People Plan, WYAAT’s developing strategy is aligned to our 

integrated care strategy in ensuring that we can collectively provide the best health 

and care for our population, whilst tackling health inequalities, as well as supporting 

sustainability and broader social and economic development. To ensure WYAAT is 

able to proactively collaborate where it makes sense to do so, the strategy contains 

five pillars: 

• Workforce  

• Service Delivery (clinical and non-clinical)  

• Ways of working 

• Recognising and reducing variation 

• Estates 

There are already a number of ongoing work programmes to deliver the strategic 

vision. For more information, please visit the WYAAT website here 

Mental Health Learning Disabilities and Autism (MHLDA) collaborative 

Our MHLDA Collaborative consists of our four mental health/learning disability trusts 

across West Yorkshire. It is designed to help drive forward the system changes that 

need to be made, remove barriers to integration and ultimately ensure that our 

resident population receive the best care and support that can be offered within finite 

resources.   

Through the Collaborative, providers will share and learn from their experiences, 

including what has not gone well, offer peer support and challenge. Boundaries 

between services, organisations and across the provider/commissioner landscape 

will begin to blur focusing on becoming “one workforce” with a collective ambition. 

We know that the pandemic has had a significant impact on mental health and this is 

now compounded by the cost of living crisis.  As a collaborative much work has been 

undertaken over recent years to transform services and this will continue through the 

delivery of this strategy. 

Community Health Services Provider collaborative  

Our collaborative of Community Services Providers, which formed in 2021, has come 

together work collectively on shared issues that of common interest to the sector, 

such as enabling more healthcare to happen close to home, and where joint 

approaches or shared learning, such as in workforce development and service 

redesign, can add collective value.  

https://workforce.wypartnership.co.uk/application/files/4016/4555/4144/WYHCP_-_People_Plan_-_Workforce_Strategy_2021-2025.pdf
https://wyaat.wyhpartnership.co.uk/
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The collaborative has an important contribution in delivery the strategy through both 

working together and with other partners, ensuring that community services has a 

clear and engaged stake in the direction and decisions 

Hospice collaborative 

In West Yorkshire we have an ambition that people will die well and have a good 

death.  Our Hospice Collaborative is built from a powerful trust base and has strong 

relationships through which, it delivers a manifesto for palliative and end of life care.  

Through our strategy we plan to provide the very best palliative & end of life care for 

the population of West Yorkshire, which will be personalised, holistic, accessible, a 

good life to the end of life & a good death. We will provide Effective and personalised 

support for carers, families & friends and ensure access and inclusion of diverse 

communities across West Yorkshire.  

We want to make sure that hospices are working in a seamless way with the NHS 

and palliative end of life care system, to meet the needs of patients, reduce 

unnecessary hospital admissions and enable patients to be discharged home or to 

the setting of their choice. 

 

Working with NHS England 

Services are planned for and provided at, a range of different footprints and whilst 

this is best carried out as close to the individual as possible, sometimes it is more 

appropriate to be carried out at a much larger footprint. When this is the case, we 

work with NHS England to do this on behalf of our people in areas such as health 

and justice, specialised services, dental, optometry and pharmacy services.   

From April 2023 the NHS West Yorkshire Integrated Care Board will be taking on 

responsibility for the planning and delivery of dental, optometry and pharmacy 

services, details of which will be set out in our delivery plans.   

Specialised Services 

The Specialised Commissioning and Health and Justice Team are responsible for 

commissioning services across a diverse portfolio of care that is provided at 

specialist tertiary centres, within prison settings as well as in specialised inpatient 

mental health units across the region. These services are planned at a regional level 

due to low volume, complexity of the services, and the potential financial risk 

associated with provision. 

Specialised services have an important part to play in the delivery of the long-term 

plan ambitions for Yorkshire and the Humber.  Many of the specialised services 

which NHS England commission are part of broader pathways of care. Working in 

partnership with West Yorkshire ICB, South Yorkshire ICB, and Humber and North 

Yorkshire ICB, specialised commissioning will explore ways to deliver new service 

models to integrate specialised services into care pathways, focussing on population 

https://www.wypartnership.co.uk/application/files/1516/6134/2577/West_Yorkshire_Hospice_Collaborative_Manifesto_for_Palliative_and_End_of_Life_Care_2022.pdf
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health for each ICB.  We will do this through joint collaborative commissioning 

approaches as set out in the Roadmap for integrating specialised services within 

Integrated Care Boards, published in May 2022. We will explore opportunities for 

more advanced integrated arrangements where these will support the delivery of 

outcomes for our population.  

To optimise equity of access for specialised services, while ensuring care as close to 

home as possible, we will build on our current clinical engagement to expand new 

models of service delivery through network approaches, this will ensure that we can 

deliver care for our population while improving clinical governance and oversight.  

These successes will help us to develop networked solutions that are appropriate for 

the population of West Yorkshire. 

Some of the joint priorities for 23/24: 

Healthy Childhood (Maternity and Neonates) 

• Work with the Northern Neonatal Operational Delivery Network (ODN) and 

Local Maternity Systems (LMS) to deliver the 5-year implementation plans for 

the ICS for the national Neonatal Critical Care Review, this will ensure 

delivery in the reduction in neonatal mortality. This will include plans for 

developing neonatal capacity, further developing the expert neonatal 

workforce and enhancing the experience of families through care coordinators 

and investment in improved parental accommodation. 

Cancer 

• Work with providers of Paediatric Radiotherapy Services and Cancer 

Alliances to develop new service model for Y&H that will ensure access to the 

best care and treatments.  

Cardiovascular 

• Review and assure plans for the delivery of mechanical thrombectomy for the 

ICS as set out in the Long-Term Plan and reduce the likelihood of disability 

from stroke. 

• Work with the West Yorkshire Cardiac Network to deliver the national Cardiac 

Improvement Programme to improve patient pathways and quality of care. 

This includes reducing waiting times for Cardiac Surgery and improving the 

pathways for patients with Aortic Stenosis. 

Other 

• Develop an Adult Critical Care Transfer Service that will support best use of 

critical care capacity across the Yorkshire and the Humber patch, particularly 

in times of high demand for services. 

 

https://www.england.nhs.uk/wp-content/uploads/2022/05/PAR1440-specialised-commissioning-roadmap-addendum-may-2022.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/05/PAR1440-specialised-commissioning-roadmap-addendum-may-2022.pdf
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Working with wider partners 

We need to work effectively with partners outside of health and social care in order 

to make the most impact on health and wellbeing, as so much of good health is 

related to wider determinants of health such as employment, technology, policing, 

the economy the climate crisis  

We have a long history of successful working in relation to wider determinants of 

health, for example through our work on health and housing.  In some parts of West 

Yorkshire, we have successfully introduced housing advisors into hospital settings in 

order to ensure that we can begin to address people’s housing needs as soon as 

they are admitted into hospital, therefore supporting the discharge process. We are 

also undertaking an assessment of the housing needs of people with Learning 

Disabilities, Autism and Severe Mental Illness to drive change in future planning 

decisions and ways of caring for people outside of hospital settings. 

There are a significant number of large employers in a broad range of sectors across 

West Yorkshire.  Taking a proactive approach to working with employers on health 

promotion and prevention will be mutually beneficial and more accessible for the 

population. Working with education and early years provisions to support children to 

have the best chances in live and outlook for their future is an important element of 

our wider working.   

As a Partnership we are committed to working with both the West Yorkshire 

Combined Authority and the West Yorkshire Mayor on work which will in turn 

improve the health and wellbeing of our population. We know that employment, 

housing and transport all have an impact on health and wellbeing and are all factors 

of concern in the cost-of-living crisis. We know that this is an issue for both our 

workforce and our population. 

In delivering this strategy we aim to be work more closely with our partners to tackle 

this, placing more focus on the action we can take. The Mayoral Pledges align well 

to this strategy and provide us with a good opportunity to focus our work around 

supporting broader social and economic development working on the factors that are 

important to our communities and our workforce. As a partnership we have 

opportunities to work more joint up with these wider stakeholders. 

Delivering our strategy 

How we involve our people 

Our Partnership is committed to ensuring that our approach to involvement, in all its 

forms meets the needs of people living, working, and caring in West Yorkshire. No 

decision will be made about changes to health and care services that people receive 

without talking with and listening to people receiving those services or who may do in 

the future, about it first. It is important that people have their say to shape and 

improve local services and those provided on a wider geography. 

https://www.westyorks-ca.gov.uk/a-mayoral-combined-authority/mayoral-pledges/
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Engaging with partners, stakeholders and the public in the planning, design and 

delivery of services is essential if we are to get this right. Wherever and whenever 

possible we will include meaningful involvement as part of our work. We want people 

to help us design, develop and improve services by sharing their views and 

experiences.    

We know that the people we listen to and involve need to reflect the communities we 

serve. We know that many people are often not heard in our system and to ensure 

our services / commissioning meet the needs of all people we work creatively and 

accessibly to reach those whose voices / views / opinions are too often ignored or 

not sought. We have agreed principles of how we work together and with people and 

communities. 

Our involvement framework describes our approach to involvement across West 

Yorkshire and how our engagement is helping us to tackle health inequalities. 

Through this approach we are able to ensure that we are putting the people of West 

Yorkshire at the heart of everything we do. We have used the involvement 

framework to guide us in the development of this strategy and this will be especially 

important in the development of our plans to deliver the strategy. 

The way in which the people voice is heard in our system is outlined in the diagram 

below: 

 

How we will develop plans to deliver: our Joint Forward Plan 

To ensure as a Partnership we deliver this strategy, we will develop a Joint Forward 

Plan together which will be overseen and owned by the NHS West Yorkshire 

Integrated Care Board.  This plan will set out how over the next five years we intend 

to deliver the ambitions we have set out in this strategy.  The plan will also include 

national NHS ambitions including: 
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• Continuing to reduce the waiting times for people needing diagnostic or 

planned care (such as cancer treatments and orthopaedic surgery); 

• Continuing to improve access to primary care services; 

• Reducing demand for emergency care; and 

• When people have an emergency or urgent need, they can be seen quickly by 

the most appropriate service. 

In the same way that this strategy will be refreshed from time to time, our Joint 

Forward Plan will be reviewed each year. This will allow us to consider the progress 

made, what people are telling us about their health and wellbeing and how we might 

need to change our plans to respond to this. Using our involvement framework to 

support an ongoing discussion with people in West Yorkshire will be an important 

part of this work and will take place annually. 

Our plans will be developed with a lens which will ensure that everything we do is 

developed and delivered in a way which will support sustainability and tackling 

climate change, mitigate the impact of poverty and respond to trauma. 

We will publish our Joint Forward Plan on our website alongside information each 

year on the progress we have made. Our initial Joint Forward Plan will be published 

in April 2023 and if you would like to be involved in its development, please email 

westyorkshire.ics@nhs.net.   

How we will plan for our workforce  

 

Our people are our greatest resource, we are proud of their commitment to the 

people of West Yorkshire and the resilience they have shown through the Pandemic.  

The resilience shown over recent years in challenging times reflects their strength 

and compassion and as a Partnership we want to make sure that we are supporting 

them in the best way that we can, 

In 2021 we developed our West Yorkshire People Plan which recognises the diverse 

nature of our partnership.  It represents the full range of health and care sectors, 

including universities, those working and volunteering in the voluntary, community 

mailto:westyorkshire.ics@nhs.net
https://workforce.wypartnership.co.uk/application/files/4016/4555/4144/WYHCP_-_People_Plan_-_Workforce_Strategy_2021-2025.pdf
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and social enterprise (VCSE) sector and unpaid carers.  The Plan sets out the 

current challenges which the plan needs to address but also the ambition for our 

people. It sets out what we are doing now and what our future plans will include. 

We know that the pandemic has brought huge challenges for our workforce and we 

continue to both adapt and learn from this to ensure that we can support our 

workforce now; plan to ensure that we grow a workforce for the future; build new 

ways of working and delivering care and build our partnership. 

Equality, diversity and inclusion 

We see the diversity of all communities and colleagues as a strength to help inform 

the way we plan, design and commission health and care services for people living 

across West Yorkshire. We want to make sure that everyone is treated fairly and 

given an equal chance to access opportunities. Ensuring that we meet the needs of 

everyone to ensure that our population all have good outcomes. 

We recognise and value individual as well as group differences, treating people as 

individuals and placing positive value on the diversity they bring because of a 

protected characteristic or cultural background. 

Our strategy is also focused on making all groups of people feel included and valued 

within their society or community so that there isn’t a negative effect on their health 

and wellbeing and so everyone can access the care they need. 

Our plans to deliver will have valuing equality, diversity and inclusion at their heart 

and through our Involvement Framework we will listen to people to ensure that we 

get this right. 

Clinical and professional leadership 

Clinical and professional leadership is central to all of our work, helping us put the 

person at the centre of our decision making.  The West Yorkshire Clinical Forum 

provides clinical leadership and expertise into all programmes of work.  It is 

supported by networks of nurses, allied health professionals, pharmacists and 

medical directors from across the health and care system. The forum also provides 

clinical leadership to dental and optometry services. The development of this 

strategy has been informed by their voice. 

Ensuring our services are of good quality 

Listening to clinical leaders and people’s experience of health and care is an 

effective way of us ensuring that our services across West Yorkshire are of good 

quality.  We also work through our Integrated Care Board System Quality Group to 

ensure that we are delivering our statutory quality functions and strategic objectives 

in a way that secures continuous improvement in the quality of our services. It also 

provides valuable assurance for the delegation of some functions of commissioning. 

https://www.westyorkshire.icb.nhs.uk/meetings/quality-committee
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Listening to our workforce and our people is also central to the way in which we 

design and deliver care and how we transform our services in response to their 

experience of providing and receiving care. 

Safeguarding people 

Our joined-up approach to safeguarding across our Partnership is based on 

arrangements within our five places and the statutory duties that organisations at 

place hold. Our Partnership’s Safeguarding Committee spans these place 

arrangements to facilitate peer support and shared learning and an interface with 

NHS England and lead professional networks.  

How we will use data and intelligence 

In delivering this strategy, we will ensure that our decisions are data and intelligence 

informed.  Much of the data will be built upon the Joint Strategic Needs Assessments 

in each place which look at the current and future health and care needs of local 

populations.  These are designed to inform and guide the planning and 

commissioning (buying) of health, well-being and social care services. 

By bringing together our data alongside what our people and staff are telling us will 

support improving outcomes and reducing health inequalities for the population of 

West Yorkshire. This will not only ensure that we are able to tell a compelling story 

as to how our services are being delivered, but also help us consider where we can 

best focus our efforts on improving them. 

To ensure that we are doing this in the right way, we need to make sure that we 

understand where this intelligence is in our system and how we can ensure that it is 

brought together to help our decision making on an ongoing basis.  We will also 

gather and make sense of the data and intelligence we have, in the right place at the 

right time to ensure that we can improve efficiency and productivity. 

In order to deliver the strategy and achieve our ambitions we will need to grow our 

analytical capacity and capability over the next five years, freeing up time to innovate 

and support our plans.  We will be able to do this through shared learning and 

development and shared resources with an aim of all parts of the West Yorkshire 

system being able to contribute to, access and use, the best possible analysis of our 

information. 

To deliver the strategy and the innovation we need to make a real impact on 

reducing health inequalities, we will look to constantly advance the technology we 

use.  Building on our use of modelling to understand future demand and how we 

might innovate to meet the need. 

Money and resources 

In West Yorkshire, we have worked to a set of guiding values and behaviours which 

have ensured that decisions around how we allocate monies and manage financial 
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risk have been made collectively together. We know that the budgets of all 

organisations within our partnership are going to be challenging over the coming 

years. All of these pressures run alongside the cost-of-living issues that people are 

facing across West Yorkshire, and the unequal impact on poorer communities.  and 

that this will be felt at both system, organisation and individual level.  

We know that demand for services is likely to increase across all ages.  The impact 

on some sectors such as our VCSE has also been noticeable and has threatened 

their sustainability whether through reductions in grant funding or charity donations 

from the public alongside increased demand. 

We have a strong history of working together across organisations and sectors to 

better use our resources to improve health and care.  An example of where we have 

made a difference through our collective action is the deployment of £1million into 

social care providers in 2021/22 to allow the early introduction of the national living 

wage for low-paid employees.  This ensured early action to tackle the cost-of-living 

crisis whilst also supporting a more sustainable care workforce. 

This work has been successful due to the way in which we work together across our 

partnership to a common vision, the level of trust we have and the relationships we 

have built.  We will continue to do this over the lifetime of this strategy to ensure that 

we can use our resources to reduce health inequalities and improve health and 

wellbeing in our population.   

We make our decisions as close to the individual as possible, starting our planning of 

services from places and communities.  Our resources enable the delivery of plans 

at this level, ensuring that they are used effectively, efficiently and in new innovative 

ways where possible. 

Our 2022-2027 Finance Strategy sets out our approach to how we will use our 

resources and make our financial decisions to support deliver of our strategy.  It 

outlines the actions we will take to use our finance and resources in tackling health 

inequalities; managing unwarranted variations in care; using our collective resources 

wisely; and securing the economic and social benefits of investing in health and 

care.  

Buildings and estates 

To deliver joined up health care and new ways of working together we also need to 

look at how we make the most of our buildings (our estates).  The way in which we 

work as organisations together across our Partnership helps us make the most of 

both our buildings and other assets available to us. We will look to use our estates 

effectively as an organisation and support our NHS Trusts to adapt to the new ways 

of working.  Planning for future changes as more and more people become flexible 

and take positive advantages of hybrid working.   

This work begins in our communities, using our estates to support bringing teams 

together to wrap around and support people, unpaid carers, communities and 

https://www.wypartnership.co.uk/application/files/9116/6067/9402/Agenda_and_papers_-_Finance_Investment_and_Performance_Committee_Meeting_on_23_August_2022.pdf


 

37 
 

neighbourhoods.  This extends beyond traditional health and care, looking at how we 

can use our estates across our wider partnership to truly integrate the way in which 

we work together. Our estates are led by the clinical strategy around the services 

that we provide. 

Our capital and estates work are also important in supporting our organisations to 

deliver their services in a safe and effective way.  In order to deliver this strategy we 

need to ensure that we are able to develop and prioritise bids for capital funding to 

ensure that we have high quality buildings which support us to deliver health and 

care safely, collaboratively and in an innovative way. 

Through working together on capital, we been able to successfully bid for NHS 

England capital to support system-wide capital investments over recent years.  This 

has brought an additional £300m into West Yorkshire. We will work with WYCA to 

support investment within the region in economic and workforce development. 

The way in which we will learn and develop 

As a forward-thinking innovative partnership, we continue to develop and deliver 

innovative ideas and solutions to improve the health and wellbeing of the 2.4million 

people living across our area. We do this through working together with 

organisations from industry, universities, and public and VCSE partners, so that we 

can create a culture that uses ‘innovation’ to improve people lives. This helps to 

make sure people have the best start in life and every opportunity to live a long, 

happy, and healthy one. 

Our partnership with the Yorkshire and Humber Academic Health Science Network 

provides us with a valuable opportunity to work with a range of professionals and 

organisations with expertise in a wide range of areas. Through this work we have 

been able to develop an Innovation Hub, one of two across Yorkshire and Humber.   

One of the aims of the Innovation Hub is to support West Yorkshire to develop and 

foster our culture of innovation and improvement whilst highlighting areas of best 

practise and helping us to deliver on the systems innovation goals. Within the 

Innovation Hub, there is also a Digital Primary Care Innovation Hub, which supports 

our understanding and innovative work on issues facing primary care. 

We also work closely with the Yorkshire and Humber Applied Research 

Collaborative which supports people-powered research that aims to tackle 

inequalities and improve health and well-being for our communities. With themes of 

healthy childhood, mental health and multimorbidity, older people and urgent care, 

this work provides us with an opportunity to both learn and commission work in these 

areas to support the delivery of our strategy and ambitions. 

In the development of our plans to deliver our strategy, we will lean from both 

organisations to inform our plans and we also identify opportunities to use their 

expertise to help us understand areas where we have significant challenges. 

https://www.yhahsn.org.uk/
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There is also much we can learn from each other within West Yorkshire.  We know 

that there is good work happening in neighbourhoods, places, providers, 

collaboratives and across West Yorkshire.  We will continue to share and learn in a 

collaborative way to understand where we can implement good practice and 

innovation into our work to improve outcomes for our population.  

The way in which we will use digital and technology 

In West Yorkshire we are embracing technology to empower people to take control 

of their own health and care and continually improve the way we deliver services so 

we can be the best we can be. Our Digital Strategy sets our vision that people will 

have a choice to use digital channels to access services and monitor their own 

health.   

Our Digital Strategy also seeks to ensure that our services are designed using 

evidence from data and that our workforce can work from anywhere in the region 

and access the information that they need to care for the individual person. This will 

support us in our recovery from the pandemic and ensuring that people can access 

health and care and receive diagnoses at the right place and the right time. 

An example of where we have made a difference is through our online GP 

consultation.  Whilst we have continued to deliver face to face appointments over the 

last year, for those who have wanted to and been able to, the opportunity to access 

online GP consultations has been a valuable resource through the pandemic. 

 

 

 

 

 

 

 

 

 

 

 

https://www.wypartnership.co.uk/application/files/4316/5884/7911/WY_Digital_Strategy_on_a_Page_Jan22.pdf
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1. Introduction  

This guidance supports integrated care boards (ICBs) and their partner NHS trusts 

and foundation trusts (referred to collectively in this guidance as partner trusts) to 

develop their first 5-year joint forward plans (JFPs) with system partners. The 

National Health Service Act 2006 (as amended by the Health and Care Act 2022) 

requires ICBs and their partner trusts1 to prepare their JFP before the start of each 

financial year.  

This guidance sets out a flexible framework for JFPs to build on existing system 

and place strategies and plans, in line with the principle of subsidiarity. It also states 

specific statutory requirements that plans must meet.  

It should be read alongside guidance on NHS priorities and operational planning 

which can be found here. Specific JFP supporting resources will be available here. 

1.1 Action required of integrated care boards (ICBs) 
and their partner trusts 

ICBs and their partner trusts have a duty to prepare a first JFP before the start of 

the financial year 2023/23 – i.e. by 1 April. For this first year, however, NHS 

England is to specify that the date for publishing and sharing the final plan with 

NHS England, their integrated care partnerships (ICPs) and Health and Well-being 

Boards (HWBs), is 30 June 2023. We therefore expect that the process for 

consulting on a draft (or drafts) of the plan, should be commenced with a view to 

producing a version by 31 March, but recognise that consultation on further 

iterations may continue after that date, prior to the plan being finalised in time for 

publication and sharing by 30 June. 

ICBs and their partner trusts must consult with those for whom the ICB has core 

responsibility2 and anyone else they consider appropriate. This should include the 

ICP and NHS England (with respect to the commissioning functions that have been 

 
1 The ICB’s partner NHS trusts and foundation trusts are named in its constitution   
2 People who are registered with a GP practice associated with the ICB, or unregistered patients 
who usually reside in the ICB’s area (as described in the ICB constitution). 

https://www.england.nhs.uk/publication/2023-24-priorities-and-operational-planning-guidance/
https://future.nhs.uk/nationalplanning/groupHome
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and will be  delegated to ICBs). A draft JFP should be shared with the relevant ICP 

and NHS England; see section 4.1.  

ICBs and their partner trusts must involve relevant HWBs in preparing or revising 

the JFP. This includes sharing a draft with each relevant HWB, and consulting 

relevant HWB’s on whether the JFP takes proper account of each relevant joint 

local health and wellbeing strategy (JLHWS); see section 4.1. 

ICBs and their partner trusts should agree processes for finalising and signing off 

the JFP. The final version must be published, and ICBs and their partner trusts 

should expect to be held to account for its delivery – including by their population, 

patients and their carers or representatives – and in particular through the ICP, 

Healthwatch and the local authorities’ health overview and scrutiny committees. 

JFPs must be reviewed and, where appropriate, updated before the start of each 

financial year; see section 4.2. 

1.2 Purpose of the joint forward plan 

Systems have significant flexibility to determine their JFP’s scope as well as how it 

is developed and structured. Legal responsibility for developing the JFP lies with 

the ICB and its partner trusts. However, we encourage systems to use the JFP to 

develop a shared delivery plan for the integrated care strategy (developed by the 

ICP) and the JLHWS (developed by local authorities and their partner ICBs, which 

may be through HWBs) that is supported by the whole system, including local 

authorities and voluntary, community and social enterprise partners.  

As a minimum, the JFP should describe how the ICB and its partner trusts intend to 

arrange and/or provide NHS services to meet their population’s physical and mental 

health needs. This should include the delivery of universal NHS commitments3, 

address ICSs’ four core purposes and meet legal requirements4. 

1.3 Relationship with NHS planning 

ICBs and their partner trusts will continue to separately submit specific operational 

and financial information as part of the nationally co-ordinated NHS planning 

 
3 For the purposes of this guidance, universal NHS commitments are those described in the annual 
NHS priorities and operational planning guidance and NHS Long Term Plan. 
4 This includes the National Health Service Act 2006 and the requirements of the Public Sector 
Equality Duty, section 149 of the Equality Act 2010. 
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process. We will work with systems to avoid duplication and ensure alignment 

between NHS planning submissions and the public-facing JFP. 

2. Principles 

Three principles describing the JFP’s nature and function have been co-developed 

with ICBs, trusts and national organisations representing local authorities and other 

system partners.  

Box 1: JFP principles 

Principle 1: Fully aligned with the wider system partnership’s ambitions. 

Principle 2: Supporting subsidiarity by building on existing local strategies and 

plans as well as reflecting the universal NHS commitments. 

Principle 3: Delivery focused, including specific objectives, trajectories and 

milestones as appropriate. 

 

3. Legislative requirements 

Statute describes the purpose of the JFP, the NHS mandate, the integrated care 

strategy, JLHWSs, joint strategic needs assessments (JSNAs) and system capital 

plans. For the relationship between the various requirements, see Appendix 1. 

Appendix 2, Table 1 describes each statutory requirement the JFP must meet.  
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4. Developing the joint 
forward plan 

4.1 Consultation 

Close engagement with partners will be essential to the development of JFPs5. This 

includes working with: 

• the ICP (ensuring this also provides the perspective of social care 

providers)6 

• primary care providers7 

• local authorities and each relevant HWB 

• other ICBs in respect of providers whose operating boundary spans multiple 

ICSs 

• NHS collaboratives, networks and alliances 

• the voluntary, community and social enterprise sector 

• people and communities that will be affected by specific parts of the 

proposed plan, or who are likely to have a significant interest in any of its 

objectives, in accordance with the requirement to consult described below. 

Where an ICB and its partner trusts are developing their JFP or revising an existing 

plan in a way they consider to be significant (see section 4.2 for revision of plans), 

there is a statutory duty to consult: 

• people for whom the ICB has core responsibility: i.e. those registered with a 

GP practice associated with the ICB or unregistered patients who usually 

reside in the ICB’s area (as described in the ICB constitution) 

 
5 This relates to the general duty of ICBs to involve the public (s14Z45 of the NHS Act 2006), the 
duty of NHS trusts to involve the public (s242 of the NHS Act 2006) and the ICB duty to consult with 
the public and other relevant persons when developing the JFP (s14Z54 of the NHS Act 2006). 
6 See guidance on adult social care principles for ICPs; this advises on how ICPs and adult social 
care providers should work together. 
7 This includes the full breadth of primary care services, including general practice, community 
pharmacy, optometry and dental services. 

https://www.gov.uk/government/publications/adult-social-care-principles-for-integrated-care-partnerships/expected-ways-of-working-between-integrated-care-providers-and-adult-social-care-providers
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• anyone else they consider it appropriate to consult: e.g. specific 

organisations with an interest in the plan or whose views it would be useful to 

obtain, and out-of-area patients who receive treatment funded by the ICB.  

The approach should be determined by the ICB and its partner trusts but could 

involve working with people to understand how services can better meet local 

needs, developing priorities for change and gathering feedback on draft JFPs.  

As JFPs will build on and reflect existing JSNAs, JLHWSs and NHS delivery plans, 

we do not anticipate their development will require full formal public consultation, 

unless a significant reconfiguration or major service change is proposed.8 

Previous local patient and public engagement exercises and subsequent action 

should inform the JFP. The ICB and its partners will need to consider how this is 

managed to maximise the benefits from engagement and fulfil these statutory 

duties efficiently. 

The JFP must be reviewed and either updated or confirmed annually before the 

start of each financial year. For consistency and to avoid duplication of effort, we 

recommend ICBs and their partner trusts develop a standard approach to 

consulting on the JFP, while recognising this may need to change over time. 

In developing the JFP, ICBs and their partner trusts should consider other relevant 

duties: e.g. seeking the views of underserved groups (such as inclusion health and 

vulnerable populations) as part of the duty to reduce inequalities. They must also 

show they have discharged their legal duty under the Public Sector Equality Duty 

(s.149, Equality Act 2010). 

ICBs and their partner trusts must include in their JFP a summary of the views 

expressed by anyone they have a duty to consult and explain how they have taken 

them into account. 

Further guidance on public engagement and consultation for ICBs is on our 

website. 

 
8 See also Cabinet Office guidance on consultation principles and Local authority health scrutiny 
guidance (which provides guidance on service reconfigurations and scrutiny by health overview and 
scrutiny committees). 

https://www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/what-are-healthcare-inequalities/inclusion-health-groups/
https://www.england.nhs.uk/get-involved/involvementguidance/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/691383/Consultation_Principles__1_.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/324965/Local_authority_health_scrutiny.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/324965/Local_authority_health_scrutiny.pdf
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NHS England’s role 

We will support ICBs and their partner trusts to develop JFPs – please engage 

early with us. This will be of particular importance, for example, in relation to the 

services that we will delegate in future to ICBs. 

We will review and comment on the draft JFP, and we recommend this is done in 

parallel with the review by HWBs (see below). This will not be a formal assurance 

process but an opportunity to support ICBs and their partner trusts to develop their 

plans. 

Separately we will continue to conduct formal assurance of the information 

submitted in operational planning returns. 

Role of health and wellbeing boards 

In preparing or revising their JFPs, ICBs and their partner trusts are subject to a 

general legal duty to involve each HWB whose area coincides with that of the ICB, 

wholly or in part. The plan itself must describe how the ICB proposes to implement 

relevant JLHWSs.9 

ICBs and their partner trusts must send a draft of the JFP to each relevant HWB 

when initially developing it or undertaking significant revisions or updates. They 

must consult those HWBs on whether the draft takes proper account of each 

JLHWS published by the HWB that relates to any part of the period to which the 

JFP relates. A HWB must respond with its opinion and may also send that opinion 

to us, telling the ICB and its partner trusts it has done so (unless it informed them in 

advance that it was planning to do so)10. 

If an ICB and its partner trusts subsequently revises a draft JFP, the updated 

version should be sent to each relevant HWB, and the consultation process 

described above repeated.  

The JFP must include a statement of the final opinion of each HWB consulted. 

 
9 A joint local health and wellbeing strategy (JLHWS) is defined as a strategy under section 116A of 
the Local Government and Public Involvement in Health Act 2007, as amended by the Health and 
Care Act 2022. 

 
10 We may discuss this opinion with the ICB and its partner NHS trusts and foundation trusts. 
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4.2 Revision of joint forward plans 

Annual updates 

ICBs and their partner trusts should review their JFP before the start of each 

financial year, by updating or confirming that it is being maintained for the next 

financial year. They may also revise the JFP in-year if they consider this necessary. 

We recognise that 2022/23 is a transition year for ICSs and that it will require time 

and extensive engagement to fully develop integrated care strategies. The annual 

refresh of JFPs allows plans to be iterated and provides the opportunity for further 

engagement and collaboration, as well as the opportunity to continue to reflect the 

most appropriate delivery mechanisms and partners’ actions. 

Where an ICB and its partner trusts update the JFP, in a way they consider to be 

significant, the same requirements regarding engagement and consultation apply. 

Available support 
Supporting resources providing further content recommendations will be available 

soon. 

NHS England regional teams can offer support and advice and should be engaged 

early. 

Please direct any technical queries to england.nhs-planning@nhs.net.

https://future.nhs.uk/nationalplanning/groupHome
mailto:england.nhs-planning@nhs.net
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Appendix 1: Legislative 
framework – further detail 

Figure 1 shows the statutory framework relating to the JFP. Please note, it does not 

show interaction with wider system partners. 

Figure 1: Relationship of the JFP with other strategies and plans11 

 

NHS mandate 

The government's mandate to NHS England sets out our objectives, revenue and 

capital resource limits. This informs both our guidance on priorities and planning 

requirements and the integrated care strategy. 

The JFP will address objectives in the government mandate regarding the 

ambitions in the NHS Long Term Plan and NHS planning guidance. It will also 

deliver on the integrated care strategy, which must have regard to the mandate. 

Integrated care strategy 

The Department of Health and Social Care has issued guidance on the 

development of integrated care strategies. 

 
11 In some systems, HWBs’ geography is coterminous (or nearly coterminous) with the system 
footprint and therefore the relationships may be different. 

https://www.gov.uk/government/publications/guidance-on-the-preparation-of-integrated-care-strategies/guidance-on-the-preparation-of-integrated-care-strategies
https://www.gov.uk/government/publications/guidance-on-the-preparation-of-integrated-care-strategies/guidance-on-the-preparation-of-integrated-care-strategies
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The Local Government and Public Involvement in Health Act 2007, as amended by 

the Health and Care Act 2022, requires the ICP to produce an integrated care 

strategy. This should describe how the local population’s assessed needs will be 

met through the exercise of functions by the ICB, local authorities and NHS 

England. It must address integration of health and social care and should address 

integration with health-related services. 

In addition, the ICP must have regard to the NHS mandate in developing the 

integrated care strategy. As such, it should reflect both NHS priorities described in 

the mandate and the local population’s assessed needs.  

The ICB has a statutory duty to have regard to the relevant integrated care strategy 

in exercising its functions. The JFP is expected to set out steps for delivering the 

integrated care strategy.  

Capital plan 

Before the start of each financial year, ICBs and their partner trusts must set out 

their planned capital resource use. We will publish separate guidance on preparing 

capital plans. 

The content of the JFP should be consistent with this capital plan. 

Joint strategic needs assessments (JSNA) 

JSNAs, developed by each responsible local authority and its partner ICBs, assess 

needs that can be met or be affected by the responsible local authority, its partner 

ICBs or NHS England. These include the local community’s current and future 

health, care and wellbeing needs, as well as the wider determinants of health which 

affect those needs, to inform local decision-making and collaboration on 

development of JLHWSs and the integrated care strategy. 

The ICB has a statutory duty to have regard to JSNAs when exercising any relevant 

functions. The JFP is expected to describe delivery plans to meet the population 

health needs of people in the ICB’s area. 

Joint local health and wellbeing strategies  

Each responsible local authority and its partner ICBs will have produced a JLHWS. 

This is a strategy to meet the needs identified in JSNAs and is unique to each local 

area. The ICP is expected to build on the JLHWS, which may be facilitated by 

shared membership across HWBs and the ICP. 
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Each responsible local authority and its partner ICBs are required to consider 

whether JLHWSs need to be updated in response to any new or updated integrated 

care strategy. 

The ICB has a statutory duty to have regard to JLHWSs in exercising any relevant 

functions. The steps that the ICB proposes to take to implement any JLHWS must 

be described in the JFP.
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Appendix 2: Legislative requirements – 
further detail 

Table 1: Summary of legislative requirements 

Legislative 

requirement 

Description Implications for the JFP 

Describing the health 

services for which the 

ICB proposes to 

make arrangements 

The plan must describe the health services 

for which the ICB proposes to make 

arrangements in the exercise of its functions. 

The plan should set out how the ICB will meet its 

population’s health needs. As a minimum, it should 

describe how the ICB and its partner trusts intend to 

arrange and/or provide NHS services to meet the 

physical and mental health needs of their population. 

Duty to promote 

integration 

Each ICB must exercise its functions with a 

view to ensuring that health services are 

delivered in an integrated way and that their 

provision is integrated with that of health-

related or social care services, where this 

would: 

• improve quality of those services 

• reduce inequalities in access and 

outcomes. 

Plans should describe how ICBs will integrate health 

services, social care and health-related services to 

improve quality and reduce inequalities. This could 

include organisational integration (e.g. provider 

collaboratives), functional integration (e.g. non-clinical 

functions), service or clinical integration (e.g. through 

shared pathways, multidisciplinary teams, clinical 

assessment processes).  
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Legislative 

requirement 

Description Implications for the JFP 

This must include delivery on the integration 

ambitions described in the relevant integrated care 

strategy and joint local health and wellbeing 

strategies (JLHWSs).  

Duty to have regard 

to wider effect of 

decisions 

In making decisions about the provision of 

healthcare, an ICB must consider the wider 

effects of its decisions, also known as the 

‘triple aim’ of (a) health and wellbeing of the 

people of England (including by reducing 

inequalities with respect to health and 

wellbeing), (b) quality of healthcare services 

for the purposes of the NHS (including by 

reducing inequalities with respect to the 

benefits obtained by individuals from those 

services) and (c) sustainable and efficient use 

of resources by NHS bodies. 

The plan should articulate how the triple aim was 

considered in its development. It should also describe 

approaches to ensure the triple aim is embedded in 

decision-making and evaluation processes. 

Financial duties The plan must explain how the ICB intends to 

discharge its financial duties 

The plan must describe how the financial duties 

under sections 223GB to 223N of the NHS Act 2006 

will be addressed. This includes ensuring that the 

expenditure of each ICB and its partner trusts in a 

financial year (taken together) does not exceed the 

aggregate of any sums received by them in the year, 
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Legislative 

requirement 

Description Implications for the JFP 

and complying with NHS England financial objectives, 

directions and expenditure limits. 

It should also set out how the efficiency and 

productivity of NHS services will be improved in line 

with the core purpose to ‘enhance productivity and 

value for money’.  

This should include the key actions the ICB will take 

to ensure that the collective resources of the health 

system are used effectively and efficiently. This could 

include specific plans to support the effectiveness of 

financial governance and controls; address 

unwarranted variation; strengthen understanding of 

the cost of whole care pathways; maximise 

consolidation and collaboration opportunities across 

corporate services; unlock efficiency through capital 

investment; and improve use of NHS estate. 

Implementing any 

JLHWS 

The plan must set out the steps that the ICB 

proposes to take to implement any JLHWSs 

to which it is required to have regard under 

section 116B(1) of the Local Government and 

Public Involvement in Health Act 2007. 

The plan must set out steps the ICB will take to 

deliver on ambitions described in any relevant 

JLHWSs, including identified local target outcomes, 

approaches and priorities. 
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Legislative 

requirement 

Description Implications for the JFP 

Duty to improve 

quality of services 

Each ICB must exercise its functions with a 

view to securing continuous improvement in:  

• the quality of services provided to 

individuals for or in connection with the 

prevention, diagnosis or treatment of 

illness 

• outcomes including safety and patient 

experience.  

The plan should contain a set of quality objectives 

that reflect system intelligence. It should include 

clearly aligned metrics (on processes and outcomes) 

to evidence ongoing sustainable and equitable 

improvement. Quality priorities should go beyond 

performance metrics and look at outcomes and 

preventing ill-health, and use the Core20PLUS5 

approach to ensure inequalities are considered. Plans 

should align with the National Quality Board 

principles. 

Duty to reduce 

inequalities 

Each ICB must have regard to the need to (a) 

reduce inequalities between persons with 

respect to their ability to access health 

services and (b) reduce inequalities between 

patients with respect to the outcomes 

achieved for them by the provision of health 

services. There is also a duty to have regard 

to the wider effects of decisions on 

inequalities. 

The duty to promote integration requires 

consideration of securing integrated provision 

across health, health-related and social 

The plan should set out how the ICB intends to 

deliver on the national vision to ensure delivery of 

high-quality healthcare for all, through equitable 

access, excellent experience and optimal outcomes. 

ICBs must also be mindful of, and comply with, the 

requirements of the Public Sector Equality Duty, 

section 149 of the Equality Act 2010. 
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Legislative 

requirement 

Description Implications for the JFP 

services where this would reduce inequalities 

in access to services or outcomes achieved. 

Duty to promote 

involvement of each 

patient 

Each ICB must promote the involvement of 

patients, and their carers and representatives 

(if any), in decisions that relate to (a) the 

prevention or diagnosis of illness in the 

patients or (b) their care or treatment. 

The plan should describe actions to implement the 

Comprehensive model of personalised care, which 

promotes the involvement of each patient in decisions 

about prevention, diagnosis and their care or 

treatment. 

Duty to involve the 

public 

ICBs and partner trusts have a duty to involve 

people and communities in decisions about 

the planning, development and operation of 

services commissioned and provided. 

The plans should describe how: 

• the public and communities were engaged in 

the development of the plan 

• the ICB and partner trusts will work together to 

build effective partnerships with people and 

communities, particularly those who face the 

greatest health inequalities, working with wider 

ICS stakeholders to achieve this 

• activity at neighbourhood and place level 

informs decisions by the system and how 

public involvement legal duties are met and 

assured. 

https://www.england.nhs.uk/publication/comprehensive-model-of-personalised-care/
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Legislative 

requirement 

Description Implications for the JFP 

Duty to patient choice Each ICB must act with a view to enabling 

patients to make choices with respect to 

aspects of health services provided to them. 

The plan should describe how ICBs will ensure that 

patient choice is considered when developing and 

implementing commissioning plans and contracting 

arrangements, and delivering services. The plan 

should also describe how legal rights are upheld and 

how choices available to patients are publicised and 

promoted. 

Duty to obtain 

appropriate advice 

Each ICB must obtain appropriate advice to 

enable it to effectively discharge its functions 

from persons who (taken together) have a 

broad range of professional expertise in (a) 

the prevention, diagnosis or treatment of 

illness and (b) the protection or improvement 

of public health. 

The plan should outline the ICB’s strategy for seeking 

any expert advice it requires, including from local 

authority partners and through formal governance 

arrangements and broader engagement. 

Duty to promote 

innovation 

Each ICB must promote innovation in the 

provision of health services (including in the 

arrangements made for their provision). 

The plan should set out how the ICB will promote 

local innovation, build capability for the adoption and 

spread of proven innovation and work with academic 

health science networks and other local partners to 

support the identification and adoption of new 

products and pathways that align with population 

health needs and address health inequalities. 
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Legislative 

requirement 

Description Implications for the JFP 

Duty in respect of 

research 

Each ICB must facilitate or otherwise promote 

(a) research on matters relevant to the health 

service and (b) the use in the health service 

of evidence obtained from research. 

The plan should set out how the ICB will facilitate and 

promote research, and systematically use evidence 

from research when exercising its functions. This 

could include considering research when 

commissioning, encouraging existing providers to 

support and be involved in research delivery, 

recognising the research workforce in workforce 

planning, and supporting collaboration across local 

National Institute for Health and Care Research 

(NIHR) networks. Plans should address the research 

needs of the ICB’s diverse communities. 

Duty to promote 

education and 

training 

Each ICB must have regard to the need to 

promote education and training12 so as to 

assist the Secretary of State and Health 

Education England (HEE)13 in the discharge 

of the duty under that section.  

The plan should describe how the ICB will apply 

education and training as an essential lever of an 

integrated workforce plan that supports the delivery of 

services in the short, medium and long term. 

The plan should articulate the role of education and 

training in securing healthcare staff supply and 

 
12 This duty relates specifically to persons mentioned in section 1F(1) National Health Service Act 2006. They are “persons who are employed, or who are 
considering becoming employed, in an activity which involves or is connected with the provision of services as part of the health service in England”. 
 
13 Subject to the parliamentary passage of the required Regulations, it is intended that HEE will merge with NHS England in April 2023. 
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Legislative 

requirement 

Description Implications for the JFP 

responding to changing service models, as well as 

the role of trainees in service delivery. 

Duty as to climate 

change, etc 

Each ICB must have regard to the need to (a) 

contribute towards compliance with (i) section 

1 of the Climate Change Act 2008 (UK net 

zero emissions target) and (ii) section 5 of the 

Environment Act 2021 (environmental 

targets), and (b) adapt to any current or 

predicted impacts of climate change identified 

in the most recent report under section 56 of 

the Climate Change Act 2008. 

The plan should describe how the ICB and its partner 

trusts will deliver against the targets and actions in 

Delivering a ‘Net Zero’ NHS , including through 

aligning the JFP with existing green plans. 

Addressing the 

particular needs of 

children and young 

persons 

The plan must set out any steps that the ICB 

proposes to take to address the particular 

needs of children and young persons under 

the age of 25. 

This could include using data and gathering insights 

to ensure the plan identifies and sets steps for 

delivery of the longer-term priorities and ambitions for 

the ICB’s population of children, young people and 

families. 

Addressing the 

particular needs of 

victims of abuse 

The plan must set out any steps that the ICB 

proposes to take to address the particular 

needs of victims of abuse (including domestic 

and sexual abuse, whether children or 

adults). It must have due regard to the 

This should include related health inequalities and 

access to, and outcomes from, services. The plan 

should also cover the needs of staff who are victims 

of abuse. 

https://www.england.nhs.uk/greenernhs/publication/delivering-a-net-zero-national-health-service/
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Legislative 

requirement 

Description Implications for the JFP 

provisions of the Domestic Abuse Act 2021 

and accompanying statutory guidance, and 

relevant safeguarding provisions. 

This should include the use of data and lived 

experience to ensure the plan identifies and sets out 

steps for the delivery of longer-term priorities and 

ambitions for supporting victims, tackling perpetrators 

and the prevention of abuse, including through the 

commissioning of services.   
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Other content 

Table 2: Other recommended content 

  

Content Brief description 

Workforce Evidence-based, integrated, inclusive workforce plans that ensure the right workforce with 

the right skills is in the right place to deliver operational priorities aligned to finance and 

activity plans. 

Performance Specific performance ambitions with trajectories and milestones that align with NHS 

operational plan submissions and pay due regard to the ambitions of the NHS Long Term 

Plan, as appropriate. 

Digital/data Steps to increase digital maturity and ensure a core level of infrastructure, digitisation and 

skills. These actions should contribute to meeting the ambition of a digitised, interoperable 

and connected health and care system as a key enabler to deliver more effective, 

integrated care. This could include reducing digital inequity and inequalities and supporting 

net zero objectives. 

Estates Steps to create stronger, greener, smarter, better, fairer health and care infrastructure 

together with efficient use of resources and capital to deliver them. This should align with 

and be incorporated within forthcoming ICS infrastructure strategies. 

Procurement/supply chain Plans to deliver procurement to maximise efficiency and ensure aggregation of spend, 

demonstrating delivery of best value. This could include governance and development of 

supporting technology and data infrastructure to align or ensure interoperability with 

procurement systems throughout the ICS. 
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Content Brief description 

Population health management The approach to supporting implementation of more preventative and personalised care 

models driven through data and analytical techniques such as population segmentation 

and financial demand modelling. This could include: developing approaches to better 

understand and anticipate population needs and outcomes (including health inequalities); 

using population health management approaches to understand future demand and 

financial risk; support redesign of integrated service models based on the needs of different 

groups; and putting in place the underpinning infrastructure and capability to support these 

approaches. 

System development How the system organises itself and develops to support delivery. This could include: 

governance; role of place; role of provider collaboratives; clinical and care professional 

leadership; and leadership and system organisational development. 

Supporting wider social and 

economic development 

How the ICB and NHS providers will support the development and delivery of local 

strategies to influence the social, environmental and economic factors that impact on 

health and wellbeing. This could include their role as strategic partners to local authorities 

and others within their system, as well as their direct contribution as planners, 

commissioners and providers of health services and as ‘anchor institutions’ within their 

communities. 
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Version Number Date Details of change 

V1 24 December 2021 Initial version 

V2 14 January 2022 Page 22 under community care models, a sentence 

about those living with frailty has been amended. The 

change is highlighted. 

Page 22 community care models- information about 

virtual wards has been amended to read 40-50 virtual 

beds per 100,000 population. The change is 

highlighted. 

Page 29, a date has been corrected and the change is 

highlighted. 

V3 22 February 2022 Page 13 Elective care ambitions updated to reflect 

the ‘Delivery plan for tackling the Covid-19 backlog of 

elective care’ (Feb 2022). Three changes are 

highlighted. 

 

Page 21 NHS111 clinical capacity within the clinical 

assessment service has been amended to read 

>50% of calls received having clinical input. The 

change is highlighted. 
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Dear colleague 

Thank you to you and your teams for your continued extraordinary efforts for all our 

patients.  

At the end of January, we will mark two years since paramedics from Yorkshire 

Ambulance Service and hospital teams in Hull and Newcastle started to treat this 

country’s first patients with COVID-19, and earlier this month we marked the 

anniversary of the first COVID-19 vaccine dose – and the milestone of 100 million 

doses – delivered in the biggest and fastest vaccination programme in NHS history.  

The last two years have been the most challenging in the history of the NHS, and staff 

across the service – and many thousands of volunteers – have stepped up time and 

time again: 

• expanding and flexing services to meet the changing demands of the pandemic 

• developing and rolling out new treatments, new services and new pathways to 

respond to the needs of patients with COVID-19 and those without  

• pulling out all the stops to recover services that have been disrupted. 

At the time of writing, we are again operating within a Level 4 National Incident in 

response to the emergence of the Omicron variant. Teams from across the NHS and 

our partners are: 

• significantly increasing vaccination capacity to provide the maximum level of 

immunity for the maximum number of people 

• rolling out new antiviral and monoclonal antibody treatments through COVID 

medicines delivery units 

• preparing for a potentially significant increase in those requiring life-saving care.  

This concrete and rapid action in the face of uncertainty has characterised the NHS 

response to the pandemic. We face that uncertainty again now – in terms of the 

potential impact of Omicron over the coming weeks and months and the development 

of the pandemic as we look ahead to 2022/23. Despite this, the clear message I have 

had from colleagues across the NHS is that it is important to provide certainty and 

clarity where we can by now setting out the priorities and financial arrangements for 

the whole of 2022/23, recognising that they will have to be kept under review.  

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/12/C1487-letter-preparing-the-nhs-potential-impact-of-omicron-variant-and-other-winter-pressures-v4.pdf
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The objectives set out in this document are based on a scenario where COVID-19 

returns to a low level and we are able to make significant progress in the first part of 

next year as we continue to rise to the challenge of restoring services and reducing the 

COVID backlogs. 

Building on the excellent progress seen during 2021/22, this means significantly 

increasing the number of people we can diagnose, treat and care for in a timely way. 

This will depend on us doing things differently, accelerating partnership working 

through integrated care systems (ICSs) to make the most effective use of the 

resources available to us across health and social care, and ensure reducing 

inequalities in access is embedded in our approach. As part of this, and when the 

context allows it, we will need to find ways to eliminate the loss in non-COVID output 

caused by the pandemic.  

Securing a sustainable recovery will depend on a continued focus on the health, 

wellbeing and safety of our staff. ICSs will also need to look beyond the immediate 

operational priorities and drive the shift to managing the health of populations by 

targeting interventions at those groups most at risk and focusing on prevention as well 

as treatment. Thank you for the significant progress that has been made in preparing 

for the proposed establishment of statutory Integrated Care Systems. To allow 

sufficient time for the remaining parliamentary stages, a new target date of 1 July 2022 

has been agreed for statutory arrangements to take effect and ICBs to be legally and 

operationally established. 

Our ability to fully realise the objectives set out in this document is linked to the 

ongoing level of healthcare demand from COVID-19. Given the immediate priorities 

and anticipated pressures, we are not expecting you or your teams to engage with 

specific planning asks now. The planning timetable will be extended to the end of April 

2022, and we will keep this under review.  

On behalf of myself and the whole NHS leadership team I want to thank you for the 

way you are continuing to support staff, put patients first and rise to the challenges we 

face.  

With best wishes 

 

 

Amanda Pritchard 
NHS Chief Executive  
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Introduction 

In 2022/23 we will continue to rise to the challenges of restoring services, meeting the 

new care demands and reducing the care backlogs that are a direct consequence of 

the pandemic. While the future pattern of COVID-19 transmission and the resulting 

demands on the NHS remain uncertain, we know we need to continue to increase our 

capacity and resilience to deliver safe, high quality services that meet the full range of 

people’s health and care needs. We will: 

• accelerate plans to grow the substantive workforce and work differently as we 

keep our focus on the health, wellbeing and safety of our staff 

• use what we have learnt through the pandemic to rapidly and consistently adopt 

new models of care that exploit the full potential of digital technologies 

• work in partnership as systems to make the most effective use of the resources 

available to us across acute, community, primary and social care settings, to get 

above pre-pandemic levels of productivity as the context allows 

• use the additional funding government has made available to us to increase our 

capacity and invest in our buildings and equipment to support staff to deliver 

safe, effective and efficient care. 

Our goal is that these actions will support a significant increase in the number of 

people we are able to treat and care for in a timely way. Our ability to fully realise this 

goal is linked to the ongoing level of healthcare demand from COVID-19. The new 

Omicron variant reminds us that we will need to remain ready to rise to new 

vaccination challenges and significant increases in COVID-19 cases. We are not able 

to predict the timing or impact of new variants and must develop ambitious plans for 

what we can achieve for patients and local populations in a more favourable context. 

The objectives for 2022/23 set out in this document are therefore based on COVID-19 

returning to a low level. We will keep these objectives under review as the pandemic 

evolves.  

Effective partnership is critical to achieving the priorities set out in this document. After 

several years of local development, we have established 42 integrated care systems 

(ICSs) across England with four strategic purposes: 

• improving outcomes in population health and healthcare 

• tackling inequalities in outcomes, experience and access 
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• enhancing productivity and value for money 

• supporting broader social and economic development. 

To underpin these arrangements, the Health and Care Bill, which intends to put ICSs 

on a statutory footing and create integrated care boards (ICBs) as new NHS bodies, is 

currently being considered by Parliament.  

To allow sufficient time for the remaining parliamentary stages, a new target date of    

1 July 2022 has been agreed for new statutory arrangements to take effect and ICBs 

to be legally and operationally established. This replaces the previously stated target 

date of 1 April 2022. This new target date will provide some extra flexibility for systems 

preparing for the new statutory arrangements and managing the immediate priorities in 

the pandemic response, while maintaining our momentum towards more effective 

system working. 

The establishment of statutory ICSs, and timing of this, remains subject to the passage 

of the Bill through Parliament. An implementation date of 1 July would mean the 

current statutory arrangements would remain in place until then, with the first quarter 

of 2022/23 serving as a continued preparatory period.   

Joint working arrangements have been in place at system level for some time, and 

there has already been significant progress in preparing for the proposed 

establishment of statutory ICSs, including recruitment of designate ICB chairs and 

chief executives. Designate ICB leaders should continue to develop system-level 

plans for 2022/23 and prepare for the formal establishment of ICBs in line with the 

guidance previously set out by NHS England and NHS Improvement and the 

updated transition timeline (this is set out more fully in section J).  

The NHS’s financial arrangements for 2022/23 will continue to support a system-based 

approach to planning and delivery and will align to the new ICS boundaries agreed 

during 2021/22. We will shortly issue one-year revenue allocations for 2022/23 and 

three-year capital allocations to 2024/25. We intend to publish the remaining two-year 

revenue allocations to 2024/25 in the first half of 2022/23. It is in this context that we 

are asking systems to focus on the following priorities for 2022/23: 

A. Invest in our workforce – with more people (for example, the additional roles in 

primary care, expansion of mental health and community services, and tackling 
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substantive gaps in acute care) and new ways of working, and by strengthening 

the compassionate and inclusive culture needed to deliver outstanding care. 

B. Respond to COVID-19 ever more effectively – delivering the NHS COVID-19 

vaccination programme and meeting the needs of patients with COVID-19. 

C. Deliver significantly more elective care to tackle the elective backlog, reduce 

long waits and improve performance against cancer waiting times standards. 

D. Improve the responsiveness of urgent and emergency care (UEC) and build 

community care capacity– keeping patients safe and offering the right care, at 

the right time, in the right setting. This needs to be supported by creating the 

equivalent of 5,000 additional beds, in particular through expansion of virtual 

ward models, and includes eliminating 12-hour waits in emergency departments 

(EDs) and minimising ambulance handover delays. 

E. Improve timely access to primary care – maximising the impact of the 

investment in primary medical care and primary care networks (PCNs) to 

expand capacity, increase the number of appointments available and drive 

integrated working at neighbourhood and place level. 

F. Improve mental health services and services for people with a learning disability 

and/or autistic people – maintaining continued growth in mental health 

investment to transform and expand community health services and improve 

access. 

G. Continue to develop our approach to population health management, prevent ill-

health and address health inequalities – using data and analytics to redesign 

care pathways and measure outcomes with a focus on improving access and 

health equity for underserved communities. 

H. Exploit the potential of digital technologies to transform the delivery of care and 

patient outcomes – achieving a core level of digitisation in every service across 

systems. 

I. Make the most effective use of our resources – moving back to and beyond pre-

pandemic levels of productivity when the context allows this. 

J. Establish ICBs and collaborative system working – working together with local 

authorities and other partners across their ICS to develop a five-year strategic 

plan for their system and places. 

Across all these areas we will maintain our focus on preventing ill-health and tackling 

health inequalities by redoubling our efforts on the five priority areas for tackling health 
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inequalities set out in guidance in March 2021. ICSs will take a lead role in tackling 

health inequalities, building on the Core20PLUS5 approach introduced in 2021/22 to 

support the reduction of health inequalities experienced by adults, children and young 

people, at both the national and system level.  

Improved data collection and reporting will drive a better understanding of local health 

inequalities in access to, experience of and outcomes from healthcare services, by 

informing the development of action plans to narrow the health inequalities gap. ICBs, 

once established, and trust board performance packs are therefore expected to be 

disaggregated by deprivation and ethnicity. 

We will also continue to embed the response to climate change into core NHS 

business. Trusts and ICBs, once established, are expected to have a board-level Net 

Zero lead and a Green Plan, and are asked to deliver carbon reductions against this, 

throughout 2022/23. 

ICS footprints represent the basis of strategic and operational plans for 2022/23 and 

beyond. Designate ICB leadership teams are asked to work with partners in their ICS 

to develop plans that reflect these priorities and are triangulated across activity, 

workforce and money. The immediate focus should remain on the priorities set out in 

Preparing the NHS for the potential impact of the Omicron variant and we have 

extended the planning timetable to reflect this. 

A. Invest in our workforce – with more 
people and new ways of working, and by 
strengthening the compassionate and 
inclusive culture needed to deliver 
outstanding care 

During the pandemic the focus has rightly been on the health, wellbeing and safety of 

our staff; this will continue. To support the restoration and recovery of services we 

need more people, working differently in a compassionate and inclusive culture where 

leaders at all levels inspire, empower and enable them to deliver high quality care in 

the most effective and efficient way. 

https://www.england.nhs.uk/wp-content/uploads/2021/03/B0468-implementation-guidance-21-22-priorities-and-operational-planning-guidance.pdf
https://www.england.nhs.uk/about/equality/equality-hub/core20plus5/
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/12/C1487-letter-preparing-the-nhs-potential-impact-of-omicron-variant-and-other-winter-pressures-v4.pdf
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We are therefore asking systems to accelerate work to transform and grow the 

substantive workforce and make the NHS a better place to work for all our staff. The 

actions to achieve this should be set out in whole system workforce plans that build on 

the progress made in delivering local people plans and reflect the ambitions to:  

Look after our people: 

• improve retention by delivering the NHS People Promise to improve the 

experience of our staff, through a focus on flexible working, early/mid/late 

career conversations and enabling staff to understand their pensions  

• continue to support the health and wellbeing of our staff, including through 

effective health and wellbeing conversations and the mental health hubs  

• improve attendance by addressing the root causes of non COVID-related 

sickness absence and, where appropriate, supporting staff to return to work. 

Improve belonging in the NHS: 

• improve the Black, Asian and minority ethnic disparity ratio, delivering the six 

high impact actions to overhaul recruitment and promotion practices 

• implement plans to promote equality across all protected characteristics.  

Work differently: 

• accelerate the introduction of new roles, such as anaesthetic associates and 

first contact practitioners, and expanding advanced clinical practitioners  

• develop the workforce required to deliver multidisciplinary care closer to home, 

including supporting the rollout of virtual wards and discharge to assess models  

• ensure the highest level of attainment set out by the ‘meaningful use standards’ 

for e-job planning and e-rostering is met to optimise the capacity of the current 

workforce  

• establish, or become part of, volunteer services such as the NHS cadets and 

NHS reservists. 

Grow for the future:  

• expand international recruitment through ongoing ethical recruitment of high 

quality nurses and midwifes  

https://www.england.nhs.uk/workforce-deployment-systems/#levels-of-attainment-and-meaningful-use-standards
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• leverage the role of NHS organisations as anchor institutions/networks to widen 

participation and create training and employment opportunities, including 

through expanding apprenticeships as a route into working in health and care 

• make the most effective use of temporary staffing, including by expanding 

collaborative system banks and reducing reliance on high-cost agency staff  

• ensure training of postgraduate doctors continues, with adequate time in the job 

plans of supervisors to maintain education and training pipelines 

• ensure sufficient clinical placement capacity to enable students to qualify and 

register as close to their initial expected date as possible. 

Health Education England (HEE) and NHS England and NHS Improvement regional 

teams will support systems to develop and deliver their workforce plans. We will 

support systems to deliver through: 

• investment to expand the national nursing international recruitment programme 

and support to recruit more allied health professionals 

• the national healthcare support worker (HCSW) recruitment and retention 

programme 

• continued funding of mental health hubs to enable staff access to enhanced 

occupational health and wellbeing and psychological support  

• a suite of national GP recruitment and retention initiatives to enable systems to 

support their PCNs to expand the GP workforce and make full use of the digital 

locum pool 

• the Additional Roles Reimbursement Scheme (ARRS) to deliver 26,000 roles in 

primary care, to support the creation of multidisciplinary teams.  

B. Respond to COVID-19 ever more 
effectively – delivering the NHS COVID 
vaccination programme and meeting the 
needs of patients with COVID-19 

The NHS has been asked to offer every eligible adult over the age of 18 a booster 

vaccination by 31 December 2021 and the immediate next steps for deployment were 

set out in the recent letter to services. Delivery of the vaccine programme is expected 

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/12/C1488-letter-next-steps-for-the-nhs-covid-19-vaccine-deployment.pdf
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to remain a key priority as we look ahead to 2022/23 and systems are asked to plan to 

maintain the infrastructure that underpins our ability to respond as needed. We will set 

out further details as future requirements become clearer. 

A number of new treatment options, including neutralising monoclonal antibodies and 

oral antivirals, are now available for non-hospitalised NHS patients at greater risk from 

COVID-19. These treatments are in addition to COVID-19 vaccines, which remain the 

most important intervention for protecting people from COVID-19 infection.  

These new treatments, which reduce the risk of hospitalisation and death, are being 

rolled out initially for a targeted cohort of highest-risk patients and should continue to 

be prioritised. In parallel, the government has also launched a study to assess the 

efficacy of antivirals in the UK’s predominately vaccinated population. Dependent on 

the results of that study, we will develop plans for wider access to antivirals from the 

spring. 

The Office for National Statistics (ONS) estimates around one million people are living 

with post-COVID syndrome (long COVID) in England. The NHS in England has 

responded by establishing 90 specialist post-COVID clinics to assess, diagnose and 

help people recover from long COVID, as well as 14 paediatric hubs to provide expert 

advice to local services treating children and young people. 

While good progress has been made, there is still wide local variation in referral rates, 

waiting times and access to the clinics across diverse demographic groups. Systems 

are asked to: 

• increase the number of patients referred to post-COVID services and seen 

within six weeks of referral 

• decrease the number of patients waiting longer than 15 weeks, to enable their 

timely placement on the appropriate management or rehabilitation pathway. 

£90 million is being made available to support this work in 2022/23. 
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C. Deliver significantly more elective care 
to tackle the elective backlog, reduce 
long waits and improve performance 
against cancer waiting times standards 

C1: Maximise elective activity and reduce long waits, taking full 
advantage of opportunities to transform the delivery of services 

The pandemic has had a significant impact on the delivery of elective care and, as a 

result, on the lives of many patients who are waiting for treatment. Over the next three 

years, we will rise to the challenge of addressing the elective backlogs that have 

grown during the pandemic through a combination of expanding capacity, prioritising 

treatment and transforming delivery of services. Every system is required to develop 

an elective care recovery plan for 2022/23, setting out how the first full year of longer-

term recovery plans will be achieved. 

As in the COVID-19 wave last winter, it is crucial that we continue to deliver elective 

care and ensure that the highest clinical priority patients – including patients on cancer 

pathways and those with the longest waits – are prioritised. Once again, clinical 

leadership and judgement about prioritisation and risk will be essential. Wherever 

possible over winter, we need systems and providers to continue to separate services 

and to maintain maximum possible levels of inpatient, day case, outpatient and 

diagnostic activity, recognising the requirement to release staff to support the 

vaccination programme and respond to the potential increase in COVID-19 cases. 

This should include the independent sector as separate green pathway capacity. 

The ongoing uncertainties and challenges of COVID-19 and demand make it 

particularly hard to predict how quickly we will be able to recover elective services, but 

we have set an ambitious goal to deliver around 30% more elective activity by 2024/25 

than before the pandemic, after accounting for the impact of an improved care offer 

through system transformation, and specialist advice, including advice and guidance. 

We will continue to work to return to pre-pandemic performance as soon as possible 

with an ambition in 2022/23 for systems to deliver over 10% more elective activity than 

before the pandemic and reduce long waits. Treatment should continue to be 

prioritised based on clinical urgency and steps should be taken to address health 
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inequalities. Systems should make use of alternative providers if people have been 

waiting a long time for treatment. Systems are asked to: 

• eliminate waits of over 104 weeks as a priority by July 2022 and maintain this 

position through 2022/23 (except where patients choose to wait longer) 

• eliminate waits of over 78 weeks by April 2023, except where patients choose to 

wait longer or in specific specialties, and conduct three-monthly reviews for this 

cohort of patients, extending the three-monthly reviews to patients waiting over 

52 weeks from 1 July 2022 

• develop plans that support an overall reduction in 52-week waits where 

possible, in line with ambition to eliminate them by March 2025, except where 

patients choose to wait longer or in specific specialties 

• accelerate the progress we have already made towards a more personalised 

approach to follow-up care in hospitals or clinics, reducing outpatient follow-ups 

by a minimum of 25% against 2019/20 activity levels by March 2023 and going 

further where possible. We will agree specific targets with systems through the 

planning process. 

Our ability to fully deliver on the objectives is linked to the ongoing level of healthcare 

demand from COVID-19 and will depend on: 

• holding elective activity through the winter 

• systems eliminating the loss in productivity caused by the operating constraints 

resulting from the pandemic.  

A more personalised approach to outpatient follow-up appointments will ensure people 

who require a follow-up appointment receive one in a timely manner – protecting 

clinical time for the most value adding activity. The opportunity to reduce outpatient 

follow-ups will differ by trust and specialty and local planning should inform how the 

ambition will be delivered across the system, supported through a combination of: 

• patient initiated follow-up (PIFU) – expanding the uptake of PIFU to all major 

outpatient specialties, moving or discharging 5% of outpatient attendances to 

PIFU pathways by March 2023 

• effective discharge, particularly of those patients for whom clinical interventions 

have been exhausted 

• more streamlined diagnostic pathways 
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• referral optimisation, including through use of specialist advice services to 

enhance patient pathways – delivering 16 specialist advice requests, including 

advice and guidance (A&G), per 100 outpatient first attendances by March 

2023. 

Systems are asked to plan how the redeployment of the released capacity (including 

staff) is used to increase elective clock-stops or reduce clock-starts proactively. 

£2.3 billion of elective recovery funding has been allocated to systems to support the 

recovery of elective services in 2022/23. We will set out further details in additional 

guidance.  

£1.5 billion of capital above that funded within core envelopes has been made 

available to the NHS over three years to support new surgical hubs, increased bed 

capacity and equipment to help elective services recover. Systems are asked to 

demonstrate how their capital proposals support a material quantified increase in 

elective activity, eg through schemes that enable the separation of elective and non-

elective activity, the setting up or expansion of elective hub sites, day case units or 

increased bed capacity. Further detail on these requirements and the process will be 

set out in additional guidance.  

Systems are asked to rapidly draw up delivery plans across elective inpatient, 

outpatient and diagnostic services for adults and children (including specialised 

services) for April 2022 to March 2023. These plans should set out how: 

• systems will meet the ambitions set out above, reflecting the additional revenue 

and capital funding being made available. We will set out further details in 

additional guidance 

• services will be organised and delivered to maximise productivity 

opportunities and secure the best possible outcomes for patients 

• local independent sector capacity is incorporated as a core element to 

deliver improved outcomes for patients and reduce waiting times sustainably 

• the updated UK Health Security Agency (UKHSA) guidance will be 

implemented, ensuring safety concerns are appropriately balanced. 

• systems will ensure inclusive recovery and reduce health inequalities where 

they are identified 

• elective care, UEC, social care and mental health will be managed in a way that 

ensures elective recovery can be protected and any disruptions minimised.   
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C2: Complete recovery and improve performance against cancer 
waiting times standards 

The number of patients seen following an urgent suspected cancer referral has 

remained at a record high since March 2021. However, backlogs remain for those who 

have been referred for treatment, and we would have expected at least 36,000 more 

patients to have come forward to start treatment during the pandemic than have done 

so. Systems should therefore, as a priority, complete any outstanding work on the 

post-pandemic cancer recovery objectives set out in the 2021/22 H2 planning 

guidance, to: 

• return the number of people waiting for longer than 62 days to the level in 

February 2020 (based on the national average in February 2020)  

• meet the increased level of referrals and treatment required to reduce the 

shortfall in number of first treatments. 

Priority actions should centre on ensuring there is sufficient diagnostic and treatment 

capacity to meet recovering levels of demand, with a particular focus on the three 

cancers making up two-thirds of the national backlog (lower GI, prostate and skin), 

including: 

• provision of sufficient commissioned capacity so that every urgent suspected 

lower GI cancer referral is accompanied by a faecal immunochemical test (FIT) 

result 

• delivery of the optimal timed pathway for prostate cancer, including ensuring 

mpMRI prior to biopsy to eliminate the need for biopsy wherever possible 

• making teledermatology available as an option for clinicians in all providers 

receiving urgent cancer referrals.  

Systems are asked to work with Cancer Alliances to develop and implement a plan to: 

• improve performance against all cancer standards, with a focus on the 62-day 

urgent referral to first treatment standard, the 28-day faster diagnosis standard 

and the 31-day decision-to-treat to first treatment standard  

• make progress against the ambition in the NHS Long Term Plan to diagnose 

more people with cancer at an earlier stage, with a particular focus on 

disadvantaged areas where rates of early diagnosis are lower. 
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Delivery of these plans is expected to support:  

• Timely presentation and effective primary care pathways including: 

- working with PCNs to support implementation of cancer early diagnosis as 

set out in the Network Contract Directed Enhanced Service (DES)  

- running local campaigns to complement national advertising to raise public 

awareness of cancer symptoms and encourage timely presentation. 

• Faster diagnosis, including:  

- extending coverage of non-specific symptom pathways – with at least 75% 

population coverage by March 2023 

- ensuring at least 65% of urgent cancer referrals for suspected prostate, 

colorectal, lung, oesophago-gastric, gynaecology and head and neck cancer 

meet timed pathway milestones. 

• Targeted case finding and surveillance, including:  

- maximising the uptake of targeted lung health checks (TLHC) and the 

effective delivery of follow-up low dose CT scans, to meet trajectories 

agreed with the national team. From 2022/23, all Cancer Alliances will have 

at least one TLHC project  

- ensuring that every person diagnosed with colorectal and endometrial 

cancer is tested for Lynch syndrome (with cascade testing offered to family 

members), and patients who qualify for liver surveillance under National 

Institute for Health and Care Excellence (NICE) guidance are identified and 

invited to surveillance.  

The national cancer team will provide data and guidance to Cancer Alliances to 

support the development of their plans. Plans will form the basis of Cancer Alliance 

funding agreements. 

ICBs and Cancer Alliances are also asked to work with trusts to: 

• ensure they have fully operational and sustainable patient stratified follow-up 

(PSFU) pathways for breast, prostate, colorectal and one other cancer by the 

end of the first quarter of 2022/23; and for two further cancers (one of which 

should be endometrial cancer) by March 2023 

• for systems participating in colon capsule endoscopy and cytosponge projects, 

deliver agreed levels of activity  
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• increase the recruitment and retention of clinical nurse specialists, cancer 

support workers and pathway navigators, and promote take up of clinical 

training opportunities for the cancer workforce. 

Maintaining and restoring cancer screening programmes is critical to our efforts to fully 

restore cancer services. For breast cancer screening in particular, any systems that 

have not restored compliance with the three-year cycle by the end of March 2022 are 

expected to have done so by the end of June 2022. 

C3: Diagnostics 

Recovery of the highest possible diagnostic activity volumes is critical to providing 

responsive, high quality services and supporting elective recovery and early cancer 

diagnosis. This will be supported by the timely implementation of new community 

diagnostic centres (CDCs). Systems are asked to: 

• increase diagnostic activity to a minimum of 120% of pre-pandemic levels 

across 2022/23 to support these ambitions and meet local need 

• develop investment plans that lay the foundations for further expansion of 

capacity through CDCs in 2023/24 and 2024/25. 

Three-year capital funding allocations will be included in system envelopes for this 

purpose. National investment through HEE is planned to facilitate training and supply 

of the workforce to support these goals. Systems will be able to access dedicated 

revenue funding to support set up and running of CDCs, subject to the necessary 

business case approvals. Revenue will be allocated to align with the programmes of 

work or agreed capital business cases. 

Systems are asked to utilise targeted capital allocations to: 

• increase the number of endoscopy rooms, levelling up to a guide level of 3.5 

rooms per 100,000 population over 50 years of age. Systems should consider 

using this funding to locate endoscopy services in CDCs and supplement 

available CDC funding allocations, seeking to co-locate endoscopy and imaging 

services where possible. Funding will also be available to units that have yet to 

meet Joint Advisory Group (JAG) on Gastrointestinal Endoscopy Endoscopy 

accreditation to upgrade their services  
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• invest in CT capacity to support expansion the Target Lung Health Checks 

programme from 2023/24, with target coverage to be agreed between Cancer 

Alliances and the National Cancer Programme team. Cancer Alliances will 

receive this targeted funding on the basis of their remaining unscreened 

population and existing CT capacity and should coordinate with ICSs. 

• develop additional digitally connected imaging capacity and ensure that acute 

sites have a minimum of two CT scanners 

• procure new breast screening units to deliver the 36-month cycle. 

Operational capital resources should continue to be used to reduce the backlog of 

diagnostic equipment replacement over 10 years old. 

Pathology and imaging networks are asked to complete the delivery of their diagnostic 

digital roadmaps as part of their digital investment plans. National funding will be 

provided that is broadly consistent with these roadmaps, taking account of progress to 

date. Refreshed roadmaps need to include specific plans setting out how pathology 

and imaging networks and CDCs will with their systems support artificial intelligence 

(AI) research and innovation, and the scalable and sustainable integration of AI-driven 

diagnostics. The implementation of digital diagnostic investments is expected to 

deliver at least a 10% improvement in productivity by 2024/25, in line with the best 

early adopters. 

Systems should ensure that pathology networks reach, as a minimum, the ‘maturing’ 

status for delivery of pathology services on the pathology network maturity framework 

by 2024/25. They should also meet the requirements of all national data collections for 

diagnostic services and support the work to scope creation of endoscopy and clinical 

physiology networks. 

Programme funding of £21 million is available to support pathology and imaging 

networks to deliver on these priorities in 2022/23 alongside the implementation of 

CDCs. 

C4 Deliver improvements in maternity care 

Systems working through local maternity systems (LMSs) are asked to continue to 

work towards delivering a range of transformation objectives to make maternity and 

neonatal care safer, more personalised and more equitable. ICSs should undertake 
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formal, structured and systematic oversight of how their LMS delivers its functions and 

there should be a direct line of sight to the LMS board. 

Providers are asked to continue to embed and deliver the seven immediate and 

essential actions identified in the interim Ockenden report, along with any future 

learning shared in the second Ockenden report and East Kent review (when 

published). LMSs should continue to oversee quality in line with Implementing a 

revised perinatal quality surveillance model.  

LMSs are asked to support providers to prioritise reopening any services suspended 

due to the pandemic, ensuring women can take somebody with them to all maternity 

appointments and supporting work to increase vaccination against COVID-19 in 

pregnancy. LMSs should implement local maternity equity and equality action plans in 

line with Equity and equality: Guidance for local maternity systems. 

LMSs are also asked to continue to work with providers to implement local plans to 

deliver Better Births, the report of the national maternity review, including: 

• delivering local plans for midwifery continuity of carer (MCoC) in line with 

Delivering midwifery continuity of carer at full scale, prioritising MCoC so that 

most Black, Asian and mixed ethnicity women and most women from the most 

deprived areas receive it once the building blocks are in place 

• offering every woman a personalised care and support plan in line with the 

Personalised care and support planning guidance 

• fully implement Saving Babies’ Lives. Providers should have a preterm birth 

clinic and act so that at least 85% of women who are expected to give birth at 

less than 27 weeks’ gestation are able to do so in a hospital with appropriate 

on-site neonatal care. 

Funding of c£93 million to support the implementation of Ockenden actions through 

investment in workforce will go into baselines from 2022/23. Programme funding will 

also be made available to support the delivery of the Better Births priorities. 

https://www.england.nhs.uk/publication/implementing-a-revised-perinatal-quality-surveillance-model/
https://www.england.nhs.uk/publication/implementing-a-revised-perinatal-quality-surveillance-model/
https://www.england.nhs.uk/publication/equity-and-equality-guidance-for-local-maternity-systems/
https://www.england.nhs.uk/publication/delivering-midwifery-continuity-of-carer-at-full-scale-guidance-21-22/
https://www.england.nhs.uk/publication/personalised-care-and-support-planning-guidance-guidance-for-local-maternity-systems/
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D. Improve the responsiveness of urgent 
and emergency care and build 
community care capacity– keeping 
patients safe and offering the right care, 
at the right time, in the right setting 

Sustaining UEC performance has been very challenging due to the pandemic. We 

need to continue reforms to community and urgent and emergency care to deliver 

safe, high quality care by preventing inappropriate attendance at EDs, improving 

timely admission to hospital for ED patients, reducing length of stay and restoring 

ambulance response times. An essential requirement is to increase the capacity of the 

NHS by the equivalent of at least 5,000 G&A beds and return, as a minimum, to pre-

pandemic levels of bed availability through a combination of: 

• national funding for the further development of virtual wards (including hospital 

at home) 

• system capital plans to increase physical bed capacity as part of elective 

recovery plans 

• re-establishing bed capacity consistent with latest UKHSA IPC guidance.  

D1: Urgent and emergency care 

The urgent and emergency care system continues to be under significant pressure 

ahead of what is expected to be an extremely challenging winter. These pressures are 

exacerbated by delayed ambulance handovers and ambulance response times. A 

longer term improvement approach is required for the full recovery of urgent and 

emergency care services. Expected performance levels in 2022/23 therefore represent 

a first step towards recovery. 

Systems are therefore asked to: 

• reduce 12-hour waits in EDs towards zero and no more than 2% 

• improve against all Ambulance Response Standards, with plans to achieve 

Category 1 and Category 2 mean and 90th percentile standards 
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• minimise handover delays between ambulance and hospital, allowing crews to 

get back on the road and contribute to achieving the ambulance response 

standards. This includes: 

- eliminating handover delays of over 60 minutes 

- ensuring 95% of handovers take place within 30 minutes  

- ensuring 65% of handovers take place within 15 minutes 

• ensure stability of services and have planned contingency in advance of next 

winter. 

Systems are asked to build on the work already commenced, as indicated in the UEC 

10 Point Action Recovery Plan. This should incorporate: 

• Increasing capacity within NHS 111 to ensure the service is the credible first 

option for patients, enabling their referral to the most appropriate care setting, 

including:  

- call handling capacity to meet growing demand 

- clinical capacity within the clinical assessment service to support decision-

making, with >50% of calls received having clinical input 

- ensuring there is a full range of available options in the Directory of 

Services to meet local need 

- adopting the new regional/national route calling technology.  

• Expanding urgent treatment centre (UTC) provision and increasingly moving to 

a model where UTCs act as the front door of ED, to enable emergency 

medicine specialists to focus on higher acuity need within the ED.  

Systems are asked to put in place integrated health and care plans for children and 

young people’s services that include a focus on urgent care; building on learning from 

pilots placing paediatric staff within NHS 111 services; better connections between 

paediatric health services; joining up children’s services across the NHS and local 

authorities; improving transitions to adult services; and supporting young people with 

physical and mental health needs within acute and urgent care settings. 

Systems are asked to consistently submit timely Emergency Care Data Set (ECDS) 

data, now seven days a week.  
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D2: Transform and build community services capacity to deliver 
more care at home and improve hospital discharge 

The transformation of out-of-hospital services is a key element of the NHS recovery. 

National funding, alongside additional growth within core allocations for community 

services funding, will support systems to increase overall capacity of community 

services to provide care for more patients at home and address waiting lists, develop 

and expand new models of community care and support timely hospital discharge.  

Community care models 

Virtual wards 

The NHS has already had considerable success in implementing virtual wards, 

including Hospital at Home services. Over 53 virtual wards are already providing over 

2,500 ‘beds’ nationwide, enabled by technology. In addition to managing patients with 

COVID, they also support patients with acute respiratory infections, urinary tract 

infections (UTIs), chronic obstructive pulmonary disease (COPD) and complex 

presentations, such as those living with frailty as well as having a specific medical 

need. 

The scope for virtual wards is far greater. Given the significant pressure on acute beds 

we must now aim for their full implementation as rapidly as possible. We are therefore 

asking systems to develop detailed plans to maximise the rollout of virtual wards to 

deliver care for patients who would otherwise have to be treated in hospital, by 

enabling earlier supported discharge and providing alternatives to admission. These 

plans should be developed across systems and provider collaboratives, rather than 

individual institutions, based on partnership between secondary, community, primary 

and mental health services. Systems should also consider partnerships with the 

independent sector where this will help grow capacity. 

By December 2023, we expect systems to have completed the comprehensive 

development of virtual wards towards a national ambition of 40–50 virtual beds per 

100,000 population. Successful implementation will require systems to: 

• maximise their overall bed capacity to include virtual wards 

• prevent virtual wards becoming a new community-based safety netting service; 

they should only be used for patients who would otherwise be admitted to an 

NHS acute hospital bed or to facilitate early discharge 
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• maintain the most efficient safe staffing and caseload model 

• manage length of stay in virtual wards through establishing clear criteria to 

admit and reside for services 

• fully exploit remote monitoring technology and wider digital platforms to deliver 

effective and efficient care. 

Up to £200 million will be available in 2022/23 and up to £250 million in 2023/24 

(subject to progress of systems) to support the implementation of these plans. We 

expect plans to cover two years. The scale of funding awarded in 2022/23 will depend 

on credible ambition for delivery of virtual wards by December 2022 to provide 

capacity for next winter. Systems will want to consider approaches that address 

patients with lower intensity and higher intensity needs (ie Hospital at Home services). 

We will set out further guidance on the virtual ward model, the support available and 

the funding criteria. 

Urgent community response  

By April 2022 all parts of England will be covered by 2 hour urgent community 

response services and over 2022-23 providers and systems will be required to: 

• Maintain full geographic rollout and continue to grow services to reach more 

people extending operating hours where demand necessitates and at a 

minimum operating 8am to 8pm, 7 days a week in line with national guidance 

• Improve outcomes through reaching patients in crisis in under 2 hours where 

clinically appropriate. Providers will be required to achieve, and ideally exceed 

in the majority of cases, the minimum threshold of reaching 70% of 2 hour crisis 

response demand within 2 hours from the end of Q3. 

• Increase the number of referrals from all key routes, with a focus on UEC, 111 

and 999, and increase care contacts 

• Improve capacity in post urgent community response services to support flow 

and patient outcomes including avoiding deterioration into crisis again or 

unnecessary admission 

• Ensure workforce plans support increasing capacity and development of skills 

and competencies in line with service development 
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• Improve data quality and completeness in the Community Services Dataset 

(CSDS) as this will be the key method to monitor outcomes, system 

performance and capacity growth 

Anticipatory care 

Anticipatory care (AC) is a Long-Term Plan commitment focused on provision of 

proactive care in the community for multimorbid and frail individuals who would benefit 

most from integrated evidence-based care. ICSs should design, plan for and 

commission AC for their system. Systems need to work with health and care providers 

to develop a plan for delivering AC from 2023/24 by Q3 2022, in line with forthcoming 

national operating model for AC. 

Enhanced Health in Care Homes 

Ensure consistent and comprehensive coverage of Enhanced Health in Care Homes 

in line with the national framework.  

Community service waiting lists 

Systems must develop and agree a plan for reduction of community service waiting 

lists and ensure compliance of national sitrep reporting. Specifically, systems are 

asked to: 

• develop a trajectory for reducing their community service waiting lists 

• significantly reduce the number of patients waiting for community services 

• prioritise patients on waiting lists 

• consider transforming service pathways and models to improve effectiveness 

and productivity. 

Hospital discharge  

As outlined in the H2 2021/22 planning guidance, the additional funding for the 

Hospital Discharge Programme will end in March 2022. As part of preparing the NHS 

for the potential impact of the Omicron variant and other winter pressures, we have 

asked systems to work together with local authorities and partners, including hospices 

and care homes, to release the maximum number of beds, as a minimum this should 

be equivalent to half of current delayed discharges. Systems should seek to sustain 

the improvement in delayed discharges in 2022/23 working with local authority 

partners and supported by the Better Care Fund and the investment in virtual wards. 

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/12/C1487-letter-preparing-the-nhs-potential-impact-of-omicron-variant-and-other-winter-pressures-v4.pdf
https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/12/C1487-letter-preparing-the-nhs-potential-impact-of-omicron-variant-and-other-winter-pressures-v4.pdf
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Digital 

Digital tools and timely, accurate information are key to delivering on these aims and 

systems are asked to:  

• identify digital priorities to support the delivery of out-of-hospital models of care 

through the development of system digital investment plans, ensuring 

community health services providers are supported to develop robust digital 

strategies to support improvements in care delivery  

• ensure providers of community health services, including ICS-commissioned 

independent providers, can access the Local Care Shared Record as a priority 

in 2022/23, to enable urgent care response and virtual wards 

• deliver radical improvements in quality and availability against national data 

requirements and clinical standards, including the priority areas of urgent care 

response and musculoskeletal (MSK). 

E. Improve timely access to primary care – 
expanding capacity and increasing the 
number of appointments available  

The NHS Long Term Plan commits to increasing investment in primary medical and 

community services (PMCS) by £4.5 billion real terms investment growth by 2023/24. 

We expect systems to maximise the impact of their investment in primary medical care 

and PCNs with the aim of driving and supporting integrated working at neighbourhood 

and place level. Systems are asked to look for opportunities to support integration 

between community services and PCNs, given they are an integral part of solutions to 

key system challenges that require a whole system response, including elective 

recovery and supporting more people in their own homes and local communities. 

Systems should also consider how community pharmacy can play a greater role in 

local plans as part of these integrated approaches.   

Expanding the primary care workforce remains a top priority to increase capacity. 

Systems are expected to: 

• support their PCNs to have in place their share of the 20,500 FTE PCN roles by 

the end of 2022/23 (in line with the target of 26,000 by the end of 2023/24) and 
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to work to implement shared employment models, drawing on more than £1 

billion of Additional Roles Reimbursement Scheme (ARRS) funding across 

system development funding (SDF) and allocations  

• expand the number of GPs towards the 6,000 FTE target, with consistent local 

delivery of national GP recruitment and retention initiatives, thereby continuing 

to make progress towards delivering 50 million more appointments in general 

practice by 2024. 

In line with the principles outlined in the October 2021 plan, systems are asked to 

support the continued delivery of good quality access to general practice through 

increasing and optimising capacity, addressing variation and spreading good practice. 

Every opportunity to secure universal participation in the Community Pharmacist 

Consultation Service should be taken. Systems should drive the transfer of lower 

acuity care from both general practice and NHS 111 under this scheme, supported by 

a new investment and impact fund indicator for PCNs which incentivises contributions 

to a minimum of two million appointments in 2022/23. Performance at the rate of the 

best early implementers of 50 referrals a week would move more than 15 million 

appointments out of general practice. Systems will need to implement revised 

arrangements for enhanced access delivered through PCNs from October 2022. 

Systems are asked to support practices and PCNs to ensure the commitment that 

every patient has the right to be offered digital-first primary care by 2023/24 is 

delivered. By ‘digital-first primary care’ we mean a full primary care service that 

patients can access easily and consistently online, that enables them to quickly reach 

the right service for their needs (whether in person or remotely), that is integrated with 

the wider health system, and that enables clinicians to provide efficient and 

appropriate care.  

2022/23 will see the implementation of GP contract changes, including those to the 

DES. In addition to the five services already being delivered by PCNs, from April 2022 

there will be a phased introduction of two new services – anticipatory care and 

personalised care – and an expanded focus on cardiovascular disease (CVD) 

diagnosis and prevention. 

Systems are asked to support their PCNs to work closely with local communities to 

address health inequalities. Practices should continue the critical job of catching up on 

the backlog of care for their registered patients who have ongoing conditions, to 

https://www.england.nhs.uk/coronavirus/wp-content/uploads/sites/52/2021/10/BW999-our-plan-for-improving-access-and-supporting-general-practice-oct-21.pdf
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ensure the best outcomes for them and to avoid acute episodes or exacerbations that 

may otherwise result in avoidable hospital admissions or even premature mortality.   

Systems are asked to take every opportunity to use community pharmacy to support 

this; for example, in the delivery of care processes such as blood pressure 

measurement under new contract arrangements. This will drive detection of 

hypertension across our communities, address backlogs in care and deliver longer-

term transformation in integrated local primary care approaches. Systems should also 

optimise use of pharmacy services around smoking cessation on hospital discharge, 

the expanded new medicines service and the discharge medicines service.  

For dental services, the focus is on maximising clinically appropriate activity in the face 

of ongoing IPC measures, and targeting capacity to meet urgent care demand, 

minimise deterioration in oral health and reduce health inequalities.  

Subject to the passage of the Health and Care Bill, ICBs will become the delegated 

commissioners for primary medical services and, in some cases, also dental, 

community pharmacy and optometry services, during 2022/23 – the target date now 

being 1 July 2022. Once established, ICBs should develop plans, working with NHS 

England regional commissioning teams to take on effective delegated dental, 

community pharmacy and optometry commissioning functions from 2023/24. 

F. Grow and improve mental health 
services and services for people with a 
learning disability and/or autistic people 

F1: Expand and improve mental health services 

The complexity of needs for those requiring mental health services has risen because 

of the pandemic. In addition to a pre-existing treatment gap within mental health, this is 

increasing pressures within community services, mental health UEC and inpatient 

pathways across all ages. To address these pressures and continue to make progress 

against the NHS Long Term Plan ambitions, systems are asked to: 

• Continue to expand and improve their mental health crisis care provision for all 

ages. This includes improving the operation of all age 24/7 crisis lines, crisis 

resolution home treatment teams and mental health liaison services in acute 
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hospitals. Systems are also asked to increase the provision of alternatives to 

A&E and admission, and improve the ambulance mental health response. Over 

the next three years £150 million targeted national capital funding will be made 

available to support improvements in mental health UEC, including mental 

health ambulances, extending Section 136 suites, safe spaces in or near A&E. 

• Ensure admissions are intervention-focused, therapeutic and supported by a 

multidisciplinary team, utilising the expansion of mental health provider 

collaboratives across the whole mental health pathway where systems plan 

such developments. These collaboratives will support systems to transform 

services and reduce reliance on hospital-based care delivered away from 

people's local area. 

• Continue the expansion and transformation of mental health services, as set out 

in the NHS Mental Health Implementation Plan 2019/20–2023/24, to improve 

the quality of mental healthcare across all ages. The mental health LTP 

ambitions tool will support systems to understand their delivery requirements for 

expanding access, as well as the Mental Health Delivery Plan 2022/23. 

• Continue to grow and expand specialist care and treatment for infants, children 

and young people by increasing the support provided through specialist 

perinatal teams for infants and their parents up to 24 months and through 

continuing to expand access to children and young people’s mental health 

services. 

• Subject to confirmation, encourage participation in the first phase of the national 

Quality Improvement programme to support implementation of the Mental Health 

Act reforms. 

We ask that systems maintain a focus on improving equalities across all programmes, 

noting the actions and resources identified in the Advancing Mental Health Equalities 

Strategy. 

Delivery of the Mental Health Investment Standard (MHIS) remains a mandatory 

minimum requirement, ensuring appropriate investment of baseline funding and SDF 

to deliver the mental health NHS Long Term Plan objectives by 2023/24. Where SDF 

funding supports ongoing services, these will continue to be funded beyond 2023/24. 

This will support the continued expansion and transformation of the mental health 

workforce. For this: 

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/07/nhs-mental-health-implementation-plan-2019-20-2023-24.pdf
https://future.nhs.uk/MHLTPat/view?objectId=21810736
https://future.nhs.uk/MHLTPat/view?objectId=21810736
https://www.england.nhs.uk/wp-content/uploads/2020/10/00159-advancing-mental-health-equalities-strategy.pdf
https://www.england.nhs.uk/wp-content/uploads/2020/10/00159-advancing-mental-health-equalities-strategy.pdf
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• systems are asked to develop a mental health workforce plan to 2023/24 in 

collaboration with mental health providers, HEE and partners in the voluntary, 

community and social enterprise (VCSE) and education sectors 

• PCNs and mental health trusts are asked to continue to use the mental health 

practitioner ARRS roles to improve the care and treatment for adults, children 

and young people in line with NHS Long Term Plan ambitions.  

Capital funding made available through system allocations is expected to support 

urgent patient safety projects for mental health trusts, such as those that address 

ligature points and other infrastructure concerns that pose immediate risks to patients. 

Funding to eradicate mental health dormitories will continue in 2022/23 and 2023/24. 

Systems are asked to work with the Mental Health Provider Collaboratives to produce 

a clear plan of requirements for CYPMH general adolescent and psychiatric intensive 

care in-patient beds to meet the health needs of their population, strengthen local 

services and eliminate out of area placements for the most vulnerable young people. 

These bed plans should be an integral part of the overall plan for CYP mental health 

services to ensure a local, whole patient pathway for patients with mental health, 

learning disability and/or autism needs. The plans should be complete by the end of 

Q1 2022/23 and should be funded through system operational capital. Investing in this 

way is expected to reduce operating costs as a direct result of improving access to 

local services and reducing out of area patient flows. Further guidance on the 

development of these plans will be issued before the start of 2022/23. 

All NHS commissioned services must flow data to the national datasets and relevant 

bespoke collections. Provision for this must be included and agreed in commissioning 

arrangements planned for 2022/23, as part of this process. 

F2: Meeting the needs of people with a learning disability and 
autistic people 

The pandemic has highlighted and exacerbated the significant health inequalities 

experienced by people with a learning disability and autistic people. As we recover 

from the pandemic, we must ensure that people with a learning disability and autistic 

people are not further disadvantaged in fair access to healthcare. As digital healthcare 

develops, this means making sure there are reasonable adjustments and tailored 

responses, including consideration of the ongoing need for face-to-face appointments. 

Systems are asked to: 
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• Increase the rate of annual health checks for people aged 14 and over on a GP 

learning disability register towards the 75% ambition in 2023/24. Every annual 

health check should be accompanied by a health action plan to identify actions 

to improve the person’s health.  

• Continue to improve the accuracy of GP learning disability registers so that the 

identification and coding of patients is complete, and particularly for under-

represented groups such as children and young people and people from ethnic 

minority groups.  

• Maintain a strong commitment to reducing reliance on inpatient care for both 

adults and children with a learning disability and/or who are autistic, consistent 

with the ambition set out in the NHS Long Term Plan, and to develop 

community services to support admission avoidance and timely discharge. 

• Build on the investment made in 2021/22 to develop a range of care and 

diagnostic services for autistic people delivered by multidisciplinary teams. This 

includes access to community mental health services; support for autistic 

children and young people and their families; and access to the right support 

and housing. Systems should adopt best practice to improve local diagnostic 

pathways to minimise waiting times for diagnosis, improve patient experience 

and ensure that there is accurate and complete reporting of diagnostic data. 

• Implement the actions coming out of Learning Disability Mortality Reviews 

(LeDeRs), including following deaths of people who are autistic, to tackle the 

inequalities experienced by people with a learning disability; these have been 

exacerbated by the pandemic.  

Service development funding support of £75 million is being made available in 2022/23 

to achieve the above ambitions.  

G. Continue to develop our approach to 
population health management, prevent 
ill-health and address health inequalities 

Working alongside local authorities and other partners we will continue to develop our 

approach to population health management and prevention so that people can play a 

more proactive role in promoting good health. ICSs will drive the shift to population 
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health, targeting interventions at those groups most at risk, supporting health 

prevention as well as treatment. ICSs will take a lead role in tackling health inequalities 

by building on the Core20PLUS5 approach introduced in 2021/22. 

The safe and effective use of patient data is key to this. Systems are asked to develop 

plans by June 2022 to put in place the systems, skills and data safeguards that will act 

as the foundation for this. By April 2023, every system should have in place the 

technical capability required for population health management, with longitudinal linked 

data available to enable population segmentation and risk stratification, using data and 

analytics to redesign care pathways and measure outcomes with a focus on improving 

access and health equity for underserved communities. Systems are encouraged to 

work together to share data and analytic capabilities.  

To support this, we will: 

• continue to operate national data platforms for key, individually identified clinical 

data driven national programmes (eg the COVID pass, vaccine registries)  

• provide a clear set of technical requirements and standards. 

We are asking systems to develop robust plans for the prevention of ill-health, led by a 

nominated senior responsible officer (SRO). These plans should reflect the primary 

and secondary prevention deliverables as outlined in the NHS Long Term Plan, and 

the key local priorities agreed by the ICS. Plans should set out how system allocations 

will be deployed to:   

• Support the rollout of tobacco dependence treatment services in all inpatient 

and maternity settings, in line with agreed trajectories and utilising £42 million of 

SDF funding. 

• Improve uptake of lifestyle services, the Diabetes Prevention Programme, Low 

Calorie Diets, the new Digital Weight Management Programme and digitally 

supported self-management services. 

• Restore diagnosis, monitoring and management of hypertension, atrial 

fibrillation and high cholesterol and diabetes, as well as asthma and COPD 

registers and spirometry checks for adults and children, to pre-pandemic levels 

in 2022/23, as per the Quality and Outcomes Framework (QOF), Integrated 

Investment Fund and Direct Enhanced Service targets. 

https://www.england.nhs.uk/about/equality/equality-hub/core20plus5/
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• Progress against the NHS Long Term Plan high impact actions to support 

respiratory, stroke and cardiac care, implementing new models of care and 

rehabilitation, including remote and digital models, and increasing respiratory, 

hypertension, atrial fibrillation and high cholesterol detection and 

monitoring/control to pre-pandemic levels. This should include how systems 

plan to implement national procurements and population health agreements 

such as those in place for inclisiran and direct oral anticoagulants (DOACs). 

NHS England’s new DOAC framework agreement will make treatment more 

affordable, allowing the NHS to provide DOACs to 610,000 additional patients. 

Uptake of DOAC treatment at this level will help prevent an estimated 21,700 

strokes and save 5,400 lives over the next three years 

• Reduce antibiotic use in primary and secondary care through early identification 

and treatment of bacterial infections, and support reduced lengths of hospital 

stays by ensuring that intravenous antibiotics are only used for as long as 

clinically necessary, with a switch to oral antibiotics as soon as appropriate. 

There is strong evidence that people from socio-economically deprived populations 

and certain ethnic minority groups experience poorer health than the rest of the 

population, so it is particularly important to focus preventative services on these 

groups. Smoking is the single largest driver of health disparities between the most and 

least affluent quintiles. Obesity is the next biggest preventable risk factor and obesity 

in children has seen a major increase during the pandemic, especially in the least well 

off. 

Systems are also asked to: 

• renew their focus on reducing inequalities in access to and outcomes from NHS 

public health screening and immunisation services 

• continue to adopt culturally competent approaches to increasing vaccination 

uptake in groups that have a lower than overall average uptake as of March 

2022 

• continue to deliver on the personalised care commitments set out in the NHS 

Long Term Plan – social prescribing referrals, personal health budgets, and 

personalised care and support plans are key enablers of population health and 

prevention. 
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H. Exploit the potential of digital 
technologies to transform the delivery of 
care and patient outcomes 

During the pandemic digital technologies transformed the delivery of care. The 

opportunity now is for the health and care sector to build on this and use the potential 

of digital to help the NHS address both its long-term challenges and the immediate 

task of recovering from the pandemic. In practice this means better outcomes for 

patients, better experience for staff and more effective population health management.  

We will support health and care systems to ‘level-up’ their digital maturity, and ensure 

they have a core level of infrastructure, digitisation and skills. 

A core level of digitisation in every service within a system is essential. Acute, 

community, mental health and ambulance providers are required to meet a core level 

of digitisation by March 2025, in line with the NHS Long Term Plan commitment. By 

March 2022, systems should develop plans that set out their first year’s priorities for 

achieving a core level of digitisation across all these settings (as set out by the 

Frontline Digitisation minimum viable product, which will be published by 31 

December).  

Costed three-year digital investment plans should be finalised by June 2022 in line 

with What Good Looks Like (WGLL). We will fund systems to establish dedicated 

teams to support the development and delivery of their plans, which should: 

• include provisions for robust cyber security across the system. We will continue 

to provide and further enhance centralised cyber security capabilities systems; 

however, local organisations are responsible for managing their own cyber risk 

• reflect ambitions to consolidate purchasing and deployment of digital 

capabilities, such as electronic patient records and workforce management 

systems, at system level where possible 

• set out the steps being taken locally to support digital inclusion  

• consider how digital services can support the NHS Net Zero Agenda. 

Capital will be available to systems for three years from 2022/23, to support digitisation 

of acute, mental health, ambulance and community services. £250 million will initially 

https://www.england.nhs.uk/greenernhs/wp-content/uploads/sites/51/2020/10/delivering-a-net-zero-national-health-service.pdf
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be allocated to systems for 2022/23 while they develop their digital investment plans. 

This funding will be directed towards those services and settings that are the least 

digitally mature.  

A digitised, interoperable and connected health and care system is a key enabler of 

delivering more effective, integrated care. Systems are asked to ensure that: 

• by March 2023, all systems within a Shared Care Record collaborative can 

exchange information across the whole collaborative, with a view to national 

exchange by March 2024. Standards will be published to support this 

• local authorities with social service responsibilities within their footprint are 

connected to their local Shared Care Record solution by March 2023, and that 

all social care providers can connect within six months of them having an 

operational digital social care record system 

• suppliers comply with interoperability standards as these are finalised by April 

2022 

• general practice promotes the NHS App and NHS.UK to reach 60% adult 

registration by March 2023  

• plans are developed to support skilling up the workforce to maximise the 

opportunities of digital solutions. 

The ambition is for the NHS e-Referral Service (e-RS) to become an any-to-any health 

sector triage, referral and booking system by 2025. This will support two-way digital 

advice and guidance between clinical teams, ensuring patients are managed safely, 

and the referral is triaged and processed according to clinical priority. We will support 

systems with adoption as this functionality is made available to support triage, 

bookings and referrals. Mental health and other additional services are being 

evaluated for inclusion in 2022/23. 

I. Make the most effective use of our 
resources 

The 2021 Spending Review (SR21) provided the NHS with a three-year revenue and 

capital settlement covering 2022/23 to 2024/25. The government committed to spend 

an additional £8 billion to support tackling the elective backlog over the next three 

http://nhs.uk/
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years, from 2022/23 to 2024/25. This allows us to prioritise £2.3 billion in 2022/23 to 

support elective recovery.  

SR21 also confirmed that the NHS will receive total capital resources of £23.8 billion 

over the next three years, including £4.2 billion of funding to support the building of 40 

new hospitals and to upgrade more than 70 hospitals; £2.3 billion to transform 

diagnostic services; £2.1 billion for innovative use of digital technology; and £1.5 billion 

to support elective recovery.  

We will shortly issue one-year revenue allocations to 2022/23 and three-year capital 

allocations to 2024/25. We intend to publish the remaining two-year revenue 

allocations to 2024/25 in the first half of 2022/23. 

I1: Use of resources 

With this funding, the NHS is expected to fully restore core services and make 

significant in-roads into the elective backlog and NHS Long Term Plan commitments. 

The SR21 settlement assumes the NHS takes out cost and delivers significant 

additional efficiencies, on top of the NHS Long Term Plan requirements, to address 

the excess costs driven by the pandemic response, moving back to and beyond pre-

pandemic levels of productivity when the context allows this. 

The scale of the efficiency requirement will be sustained throughout the SR21 period 

and systems should ensure they develop plans that deliver the necessary exit run-rate 

position to support delivery of future requirements.   

We will continue to provide tools, information and support to help systems work 

together to deliver cost improvement plans that maximise efficiency and productivity 

opportunities, and reduce unwarranted variation. We will set out additional information 

on the support programmes available in additional guidance. 

I2: Financial framework 

The COVID-19 pandemic necessitated simplified finance and contracting 

arrangements that supported systems to dedicate maximum focus to responding to 

immediate operational challenges. To support the next phase of service restoration, 

the financial and contracting frameworks need to evolve to enable systems to take the 

appropriate funding decisions for their populations. 
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The future financial framework will continue to support system collaboration with a 

focus on financial discipline and management of NHS resources within system 

financial balance. Partner organisations should work together to deliver the new duties 

on ICBs and trusts.  

Advice and guidance on the establishment of ICB financial management and 

governance arrangements is available as part of the ongoing support offer for ICB 

establishment. Regional teams are working with clinical commissioning groups (CCGs) 

and designate ICB board appointees to ensure that ICBs are ready to operate as 

statutory bodies from 1 July 2022, subject to the passage of legislation. ICBs and the 

boards of their constituent partners must be clear on the lines of financial 

accountability in managing NHS resources. This includes meeting core principles for 

managing public money, statutory responsibilities and other national expectations. 

The 2022/23 financial and contracting arrangements are summarised as: 

• A glidepath from current system revenue envelopes to fair share allocations. 

ICB revenue allocations will be based on current system funding envelopes, 

which continue to include the funding previously provided to support financial 

sustainability. In addition to a general efficiency requirement, we will apply a 

convergence adjustment to bring systems gradually towards their fair share of 

NHS resources. This will mean a tougher ask for systems consuming more than 

their relative need. 

• Increased clarity and certainty over capital allocations, with multi-year 

operational capital allocations set at ICB level, building on the approach taken in 

the last two years, and greater transparency over the allocation of national 

capital programmes. 

• A collective local accountability and responsibility for delivering system and ICB 

financial balance. The Health and Care Bill includes provisions which are 

designed to ensure that ICBs and trusts are collectively held responsible for 

their use of revenue and capital resources. Each ICB and its partner trusts will 

have a financial objective to deliver a financially balanced system, namely a 

duty on breakeven.  

• A return to signed contracts and local ownership for payment flows under 

simplified rules. To restore the link between commissioning and funding flows, 

commissioners and trusts will have local ownership for setting payment values 

on simplified terms, supported by additional guidance from NHS England and 
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NHS Improvement. While written contracts between commissioners and all 

providers (NHS and non-NHS) will be needed  to cover the whole of the 

2022/23 financial year, systems and organisations should continue to take a 

partnership approach to establishing payment terms and contract management 

such that focus on delivery of operational and financial priorities can be 

maximised. We are separately publishing an updated draft of the NHS Standard 

Contract for 2022/23 for consultation; the final version of the contract, to be 

used in practice, will be published in February 2022. 

• A commitment to support systems to tackle the elective backlog and deliver the 

NHS Long Term Plan. Additional revenue and capital funding will be provided to 

systems to support elective recovery, with access to additional revenue where 

systems exceed target levels. Provider elective activity plans will be funded as 

per the aligned payment and incentive approach, with payment linked to the 

actual level of activity delivered. ICBs will continue to be required to deliver the 

MHIS, as well as to meet other national investment expectations. We will set 

these out in additional guidance. 

• A continued focus on integration of services to support the transition for future 

delegations. For those services that continue to be commissioned by NHS 

England in 2022/23, mechanisms to strengthen joint working with ICBs will be 

established.  

J. Establish ICBs and collaborative system 
working 

The establishment of ICBs, and everything that follows regarding the process and 

timing for this, remains subject to the passage of the Health and Care Bill through 

Parliament. 

The continued development of ICSs during 2022/23 will help to accelerate local 

health and care service transformation and improve patient outcomes. As stated in 

the introduction to this document, a new target date of 1 July 2022 has been agreed 

for new statutory arrangements for ICSs to take effect and ICBs to be legally and 

operationally established. National and local plans for ICS implementation will now 

be adjusted to reflect this timescale, with an extended preparatory phase from 1 

April 2022 up to the point of commencement of the new statutory arrangements. 

During this period: 
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• CCGs will remain in place as statutory organisations. They will retain all existing 

duties and functions and will conduct their business (collaboratively in cases 

where there are multiple CCGs within an ICS footprint) through existing 

governing bodies.  

• CCG leaders will work closely with designate ICB leaders in key decisions that 

will affect the future ICB, notably commissioning and contracting. 

• NHS England and NHS Improvement will retain all direct commissioning 

responsibilities not already delegated to CCGs. 

During Q4 2021/22, NHS England and NHS Improvement will consult a small number 

of CCGs on changes to their boundaries, to align with the ICS boundary changes 

decided by the Secretary of State in July 2021. Those CCG boundary changes coming 

into effect from 1 April 2022 would support the smooth transition from CCGs to ICBs at 

the implementation date. Arrangements for people affected will be discussed directly 

with the relevant CCG and designate ICB leaders. 

We do not plan to implement any further CCG mergers before the establishment of 

ICBs. 

Next steps 

CCG leaders and designate ICB leaders should continue with preparations for the 

closure of CCGs and the establishment of ICBs, working toward the new target date. 

NHS England and NHS Improvement will support CCG and designate ICB leaders to 

reset their implementation plans, to ensure the safe transfer of people, property (in its 

widest sense) and liabilities from CCGs to ICBs from their establishment. The national 

programme team will work closely with colleagues in systems and in regional teams to 

identify what support is needed to manage the new timetable. 

We will work with national partners, including trade unions, to communicate the 

changed target date and any implications for the transfer process. Systems should 

also ensure they have clear and effective plans for local communications and 

engagement with the public, staff, trade unions and other stakeholders. 

ICB designate chairs and chief executives should continue to progress recruitment to 

their designate leadership teams, adjusting their timelines as necessary while 

managing immediate operational demands. Current/planned recruitment activities for 

designate leadership roles should continue where this is the local preference, but 
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formal transition to the future leadership arrangements should now be planned for the 

new target date of 1 July 2022.   

Regional teams will work with CCG leaders to agree arrangements that ensure that: 

• CCGs remains legally constituted and able to operate effectively, working in 

partnership with the designate ICB leadership 

• individuals’ roles and circumstances are clear during the extended preparatory 

phase. 

The employment commitment arrangements for other affected staff and the talent-

based approach to people transition previously set out will be extended to reflect the 

new target date.  

The requirements for ICB Readiness to Operate and System Development Plan 

submissions currently due in mid-February 2022 will be revised to reflect the extended 

preparatory period. Further details of these plans along with specific implications for 

financial, people or legal arrangements during the extended preparatory period will be 

developed with systems and set out in January 2022.  

Designate ICB leaders, CCG accountable officers and NHS England and NHS 

Improvement regional teams will be asked to agree ways of working for 2022/23 

before the end of March 2022. This will include agreeing how they will work together to 

support ongoing system development during Q1, including the establishment of 

statutory ICSs and the oversight and quality governance arrangements in their system.  

Planning during 2022/23 

The Health and Care Bill before Parliament will require each ICB to publish a five-year 

system plan before April each year. This plan must take account of the strategy 

produced by the integrated care partnership (ICP), and the joint strategic needs 

assessments and joint health and wellbeing strategies produced by the relevant health 

and wellbeing board(s). 

We expect to require ICBs’ refreshed five-year system plans in March 2023. This will 

give each ICB and its local authority partners sufficient time to agree a strategy for the 

ICP that has broad support, and to develop a plan to support its implementation, 

including the development of place based integration. ICBs will undertake preparatory 

work through 2022/23 to ensure that their five-year system plans: 

https://www.england.nhs.uk/wp-content/uploads/2021/06/B0724-employment-commitment-guidance-supporting-ics-v1.pdf
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• match the ambition for their ICS, including delivering specific objectives under 

the four purposes to: 

- improve outcomes in population health and healthcare 

- tackle inequalities in outcomes, experience and access 

- enhance productivity and value for money 

- support broader social and economic development 

• reflect the national priorities and ambitions for the NHS 

• take account of the responsibilities that they will be taking on for commissioning 

services that are currently directly commissioned by NHS England, such as 

primary care and some specialised services. 

Plan submission 

The planning timetable will be extended to the end of April 2022, with draft plans due 

in mid-March. We will keep this under review and publish further guidance setting out 

the requirements for plan submission.   
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Ambition 1 - Metric 1
We will increase the years of life that people live in 
good health in West Yorkshire and Harrogate 
compared to the rest of England. We will reduce the 
gap in life expectancy by 5% (six months of life for 
men and five months of life for women) between the 
people living in our most deprived communities 
compared with the least deprived communities by 
2024.
These graphs show, for females and males at birth 
and age 65, the difference in life expectancy (in 
years) between the most and least deprived areas in 
each place. A lower value indicates less inequality in 
life expectancy.
On these graphs, a higher value indicates greater 
inequality.

Metric 1 - Inequality in life expectancy at birth - Female 
Metric 2 - Inequality in life expectancy at birth - Males
Metric 3 - Inequality in life expectancy at 65 - Female
Metric 4 - Inequality in life expectancy at 65 - Male

Data Sources
Figures calculated by Office for Health Improvements 
and Disparities using mortality data and mid-year 
population estimates from the Office for National 
Statistics and Index of Multiple Deprivation 2010, 2015 
and 2019 (IMD 2010 / IMD 2015 / IMD 2019) scores from 
the Ministry of Housing, Communities and Local 
Government.
Extracted from Fingertips (OHID)
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Tertiary Prevention
Cardio-Vascular Disease (CVD)

CHD prescribed aspirin, APT or ACT in last 12m
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Tertiary Prevention

Ambition 1 - Metric 2
We will increase the years of life that people live in good 
health in West Yorkshire and Harrogate compared to the rest 
of England. We will reduce the gap in life expectancy by 5% 
(six months of life for men and five months of life for women) 
between the people living in our most deprived communities 
compared with the least deprived communities by 2024.
These metrics relate to 2 of the 3 levels of disease prevention 
for 2 of the main causes of death in West Yorkshire - CVD and 
COPD:

Metric 1 - % of patients with CHD prescribed aspirin, APT or ACT. 
Metric 2 - % of patients with COPD who have had influenza 
immunisation. 

Data source
Calculated using Quality Outcomes Framework (QOF) data. NHS 
Digital. 2020/21. CCGs.
Extracted from Fingertips (OHID).

Least deprived decile is not always decile 10, and where 
unavailable the next decile has been used.

Chronic obstructive pulmonary disease (COPD)
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Ambition 1 - Metric 3
We will increase the years of life that people live in good 
health in West Yorkshire and Harrogate compared to the 
rest of England. We will reduce the gap in life expectancy by 
5% (six months of life for men and five months of life for 
women) between the people living in our most deprived 
communities compared with the least deprived 
communities by 2024.
These metrics relate to the 3 levels of disease prevention for 
another main cause of death in West Yorkshire - Lung 
Cancer:

Metric 1 - Smoking prevalence in adults in routine and manual 
occupations (ages 18-64). 
Metric 2 - % of lung cancer diagnosed at an early stage (stage 1 
or 2). Cancer Alliance Data, Evidence and Analysis Service 
(CADEAS) data. 2018. Based on most and least deprived quintiles.
Metric 3 - Proportion of baseline levels of 1st treatments for lung 
cancer. CADEAS data. Mar - Dec 2020 vs Mar - Dec 2019. 

Data sources 
Annual Population Survey (APS). 2013 - 2019. CCGs. (Metric 1)
Extracted from Fingertips (OHID).
Cancer Alliance Data, Evidence and Analysis Service (CADEAS). 
2019. (Metric 2). 
Cancer Alliance Data, Evidence and Analysis Service (CADEAS). 
Difference between 2019/20 - 2020/22.
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Ambition 2 - Metric 1
We will achieve a 10% reduction in the gap in life 
expectancy between people with mental health 
conditions, learning disabilities and/or autism and the 
rest of the population by 2024 (approx 220,000 
people). In doing this we will focus on early support for 
children and young people.
These metrics relate to the wider determinants of 
health such as housing and employment, and to 
primary prevention.

Metric 1 - Proportion of supported working age adults with 
learning disability in paid employment. PHE Fingertips. 
2019/20. Local Authorities.
Metric 2 - Proportion of supported working age adults with 
learning disability living in settled accommodation. PHE 
Fingertips. 2019/20. Local Authorities.
Metric 3 - Proportion of eligible adults with a learning 
disability having a GP health check. PHE Fingertips. 2018/19. 
Local Authorities.

Data sources
NHS Digital, Adult Social Care Activity and Finance Report, 
Short and Long- Term Care Statistics  (Metrics 1 and 2)
NHS Digital, Learning Disabilities Health Check Scheme 
Statistics (numerator) and QOF data (denominator)
Extracted from Fingertips (OHID).

Primary Prevention

Determinants of Health
Employment - Proportion of supported working age adults with learning
disability in paid employment from 2014/15 to 2018/9
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Ambition 2 - Metric 2
We will achieve a 10% reduction in the gap in life 
expectancy between people with mental health conditions, 
learning disabilities and/or autism and the rest of the 
population by 2024 (approx 220,000 people). In doing this 
we will focus on early support for children and young 
people.
These metrics relate to primary care interventions linked to 
Cardio-Vascular Disease.

Metric 1 - Record of blood pressure check in preceding 12 months 
for patients on the Mental Heath (MH) register in general 
practice. 
Metric 2 - Record of Body Mass Index (BMI) in the last 12 months 
for patients on the MH register in general practice. 

Data source for all metrics
Calculated using Quality Outcomes Framework (QOF) data. 
NHS Digital. 2020/21. CCGs.
Extracted from Fingertips (OHID).
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Ambition 3 - Metric 1
We will address the health inequality gap for children 
living in households with the lowest incomes. This will be 
central for our approach to improving outcomes by 
2024. This will include halting the trend in childhood 
obesity, including those children living in poverty
These graphs show, for both reception and year 6, the 
proportion of children who are either over-weight, obese 
or severely obese.

Metric 1 - Prevalence of Overweight Children - reception.
Metric 2 - Prevalence of Overweight Children - year 6.
Metric 3 - Prevalence of Severely Obese Children - reception.
Metric 4 - Prevalence of Severely Obese Children - year 6.

Data Source 
NHS Digital, National Child Measurement Programme. 
2010/11 - 2019/20. Local Authorities.
Extracted from Fingertips (OHID).
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Ambition 3 - Metric 2
We will address the health inequality gap for children living 
in households with the lowest incomes. This will be central 
for our approach to improving outcomes by 2024. This will 
include halting the trend in childhood obesity, including 
those children living in poverty
This graph shows how the number of children living in 
relative low income families has changed between 2015 and 
2020. There are now over 138,000 children living in those 
families, based on provisional 2020 data.

Metric 1 - Number of Children (aged under 16) living in relative 
low income families. 

Data Source 
The Office for Health Improvement and Disparities. 2014 - 15 - 
2020 - 2021. Local Authorities.
Extracted from Fingertips (OHID).
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Ambition 4
By 2024 we will have increased our early diagnosis rates for 
cancer, ensuring at least 1,000 more people will have the 
chance of curative treatment.
The overall proportion of cancers diagnosed at an early 
stage (either stage 1 or 2) was 51.9% in 2018. This is based 
on the latest published data.

Metric 1 - Proportion of cancers diagnosed at an early stage - 
stage 1 or 2.

Data Source
Cancer Alliance Data, Evidence and Analysis Service (CADEAS). 
2013-2019. CCGs.
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Ambition 5
We will reduce suicide by 10% across West Yorkshire by 
2020/21 and achieve a 75% reduction in targeted areas by 
2022.
In 2019 there were 277 suicides recorded in West Yorkshire, 
a 22% increase on the 2015 number of 227 suicides. There 
is a significant degree of variation in both numbers and 
change over time between the places in West Yorkshire, as 
can be seen from the graphs to the right.

Metric 1 - Number of Suicides.
Metric 2 - Percentage change in the number of suicides between 
2014 -16 - 2018 -20.
Metric 3 - Age-standardised suicide rates per 100,000 population, 
standardised to the 2013 European Standard Population. ONS 
data. 3 year average, 2017-19.  Local Authorities.
Metric 4 - % Change in age standardised suicide rate between 
2014 -16 - 2018 -20.

Data source for all metrics
Office of National Statistics (ONS) data, 2010-12 - 2018-20. Local 
Auhtorities. 
Percentages calculated using ONS data
Extracted from Fingertips (OHID).
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Ambition 6
We will achieve at least a 10% reduction in anti-microbial 
resistant infections by 2024 by, for example, reducing 
antibiotic use by 15%.
The graphs to the right show the trends for key metrics 
related to antibiotic prescribing in both secondary and 
primary care.

Metric 1 - E. coli bacteraemia. 12-month rolling rate per 
100,000 population. May 2021. CCGs.
Metric 2 - E. coli bacteraemia 12-month rolling rate per 100,000 
bed days. 
Metric 3 - Antibiotic Guardians per 100,000 population
Metric 4 - Twelve-month rolling total number of prescribed 
antibiotic items per Specific Therapeutic group Age-sex 
Related Prescribing Unit (STAR-PU)
Metric 5 - Percentage of antibiotic prescriptions for lower UTI 
in older people meeting NICE NG109 guidance and PHE 
Diagnosis of Urinary Track Infection (UTI) guidance in terms of 
diagnosis and treatment. 

Data source for all metrics, in order
HCAI Mandatory Surveillance Data (Metric 1, 2)
AntibioticGuardian.com 
ePACT2 from NHSBSA
Quarterly Commissioning for Quality and Innovation (CQUIN) 
returns made to UKHSA by NHS Trusts
All extracted from Fingertips (OHID). 

Twelve-month rolling total number of prescribed antibiotic items per Specific
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Ambition 7
We will achieve a 50% reduction in stillbirths, neonatal 
deaths, brain injuries and a reduction in maternal morbidity 
and mortality by 2025.
The graphs to the right show the trend in achievement for 4 
key maternity metrics, including trajectories where 
applicable.

Metric 1 - Neonatal deaths per 1,000 births. Data source - 
MBRRACE (Mothers and Babies: Reducing Risk through Audits 
and Confidential Enquiries).
Metric 2 - Rolling 12 month in unit Neonatal deaths per 1,000 
births. Data source - Yorkshire and Humber Operational Delivery 
Network Neonatal Dashboard.
Metric 3 - Intrapartum brain injuries - Brain injuries per 1,000 live 
births. Data source - Neonatal Data Analysis Unit, Imperial 
College London.
Metric 4 - Rolling 12 month stillbirths per 1,000 births. Data source 
- Yorkshire and Humber Clinical Network's Maternity 
Dashboard.

Data sources for all metrics
All data for West Yorkshire and Harrogate Local Maternity 
System (LMS). 2015-2022.
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Ambition 8
We will have a more diverse leadership that better reflects 
the broad range of talent in West Yorkshire and Harrogate, 
helping to ensure that the poor experiences in the 
workplace that are particularly high for staff from Ethnic 
Minorities will become a thing of the past.
The graphs to the right show how 3 key metrics relating to 
the experience of ethnic minority staff vary across NHS 
Trusts.

Metric 1 - Relative likelihood of white staff being appointed 
from shortlisting compared to Black and Minority Ethnic (BME) 
staff. . 
Metric 2 - % of total Board members that are BME. 

Data sources 
NHS Staff Survey and NHS Workforce Race Equality Standard 
publications. 2021. NHS Trusts.
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Ambition 9
We aspire to become a global leader in responding to the 
climate emergency through increased mitigation, investment 
and culture change throughout our system.
These metrics reflect NHS Trust and CCG achievement against 
several measures published as part of the Greener NHS 
Dashboard. Whilst these initial metrics focus on carbon 
reduction, the scope of the programme is system wide. 

Emissions from building energy use - Organisations are placed into 
quartiles with other organisations of the same type e.g. Community 
Trusts are bench-marked against other Community Trusts. 
Emissions resulting from electricity, gas, coal, oil, hot water and 
steam and water and sewerage use are included. 2018/19. Highest 
quartile = better performance. NHS Trusts.
Green Plans - does the organisation have an up to date, board 
approved Green Plan. 2019/20. NHS Trusts.
Sustainable Development Assessment Tool - score out of 100 of the 
organisation's most recent published assessment. Organisations are 
placed into quartiles with other organisations of the same type e.g. 
Community Trusts are bench-marked against other Community Trusts. 
December 2020. Highest quartile = better performance. NHS Trusts.
Metered Dose inhalers prescribed - proportion of prescribed inhalers 
that are Metered Dose inhalers. October 2021. 0. Lower percentage 
shows a lower environmental impact. CCGs.

Data Sources for all metrics
Greener NHS Dashboard.

Sustainable Development Assessment Tool

Emissions from building energy use Green Plans

Metered Dose Inhalers Prescribed

Trust Name                                  Quartile

Trust Name                              Plan Available?Trust Name                                  Quartile

Percentage of Metered Inhalers by CCG - Oct 2021
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Trust Name Value
 

CALDERDALE AND HUDDERSFIELD NHS FOUNDATION TRUST Mid-high quartile
LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST Mid-high quartile
LEEDS COMMUNITY HEALTHCARE NHS TRUST Mid-high quartile
YORKSHIRE AMBULANCE SERVICE NHS TRUST Mid-high quartile
LEEDS TEACHING HOSPITALS NHS TRUST Low-mid quartile
SOUTH WEST YORKSHIRE PARTNERSHIP NHS FOUNDATION TRUST Lowest quartile
AIREDALE NHS FOUNDATION TRUST Highest quartile
BRADFORD DISTRICT CARE NHS FOUNDATION TRUST Highest quartile
BRADFORD TEACHING HOSPITALS NHS FOUNDATION TRUST Highest quartile
HARROGATE AND DISTRICT NHS FOUNDATION TRUST Highest quartile
MID YORKSHIRE HOSPITALS NHS TRUST Highest quartile

Trust Name
 

Value

AIREDALE NHS FOUNDATION TRUST No data
BRADFORD DISTRICT CARE NHS FOUNDATION TRUST No data
BRADFORD TEACHING HOSPITALS NHS FOUNDATION TRUST No data
CALDERDALE AND HUDDERSFIELD NHS FOUNDATION TRUST No data
HARROGATE AND DISTRICT NHS FOUNDATION TRUST No data
LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST No data
LEEDS COMMUNITY HEALTHCARE NHS TRUST Yes
LEEDS TEACHING HOSPITALS NHS TRUST No data
MID YORKSHIRE HOSPITALS NHS TRUST No data
SOUTH WEST YORKSHIRE PARTNERSHIP NHS FOUNDATION TRUST No data
YORKSHIRE AMBULANCE SERVICE NHS TRUST No data

Trust Name
 

Value

YORKSHIRE AMBULANCE SERVICE NHS TRUST Highest quartile
SOUTH WEST YORKSHIRE PARTNERSHIP NHS FOUNDATION TRUST Lowest quartile
MID YORKSHIRE HOSPITALS NHS TRUST Highest quartile
LEEDS TEACHING HOSPITALS NHS TRUST Unpublished
LEEDS COMMUNITY HEALTHCARE NHS TRUST Lowest quartile
LEEDS AND YORK PARTNERSHIP NHS FOUNDATION TRUST Highest quartile
HARROGATE AND DISTRICT NHS FOUNDATION TRUST Lowest quartile
CALDERDALE AND HUDDERSFIELD NHS FOUNDATION TRUST Lowest quartile
BRADFORD TEACHING HOSPITALS NHS FOUNDATION TRUST Lowest quartile
BRADFORD DISTRICT CARE NHS FOUNDATION TRUST Highest quartile
AIREDALE NHS FOUNDATION TRUST Highest quartile

Measures and metrics to be agreed and updated following the Strategy Refresh meeting on the 2 of November 2022nd 
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Ambition 10
We will strengthen local economic growth by reducing 
health inequalities and improving skills, increasing 
productivity and the earning power of people and our 
region as a whole.
The graphs to the right show how three key economic 
indicators vary across Local Authorities in West Yorkshire 
and Harrogate, and how they compare with England.

Metric 1 - Median weekly earnings (£). 2021. 
Metric 2 - 25th percentile earnings (£). 2021.
Metric 3 - Employment rate aged 16 - 64 (%)

Data source for all metrics 
NOMIS - Official labour market statistics from the Office of 
National Statistics (ONS). Local Authorities.
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