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Purpose and Action 

Assurance ☒ Decision ☐ 
(approve/recommend/ 

support/ratify) 

Action ☐ 
(review/consider/comment/ 

discuss/escalate 

Information ☒ 

Previous considerations: 
 
The issue of primary care access and pressures was discussed at various points throughout the 
Board meeting on 20th September.   
 

Executive summary and points for discussion: 

• Primary care, including primary medical services, are under significant pressure, resulting 
from unprecedented demand for services.   

• Services are generally responding well with most people satisfied with the services they 
receive, but satisfaction is deteriorating and is variable across our system.  This is borne out 
by insights from Healthwatch organisations across West Yorkshire. 

• In the immediate term, winter is anticipated to be extremely challenging for the entire health 
and care system, including for primary medical services. Ensuring an integrated approach to 
our system resilience plan and actions for winter is critical to this. 

• In the slightly longer term we have an ambitious out a vision for integrated neighbourhood 
teams working together to join up services around people’s needs. Delivering this vision is 
fundamental to our wider strategy. 

• The Integrated Care Board has delegated the commissioning of most areas of primary care 
and community services to the five place committees of West Yorkshire.  The vast majority of 
work described is led and co-ordinated through these five partnerships.  

• Key enablers for progress are workforce recruitment and retention, capital and estates 
investment, and digital enablement.   

Which purpose(s) of an Integrated Care System does this report align with? 
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☒   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 Board is asked to: 
• Note the work underway within primary care (with the specific focus in this paper 

being on primary medical care) and community services to support the immediate 
pressures and priorities over winter 

• Support the continued development, across the ICB and working with our system and 
place provider collaboratives, to design and deliver a joined-up response to the Fuller 
Report. This will be reflected (at a high level) in our WY Strategy refresh, with further 
detail in the ICB’s Joint Forward Plan. 

 
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: 
 
Delivering integrated primary care will support mitigation against several Board Assurance 
Framework (BAF) risks – specifically in relation to tackling inequalities and managing variation in 
care.  
 
Delivering integrated primary care is a key mitigation to BAF risk 4:  
 

• There is a risk that we fail to join up services in our communities which means that we do 
not improve outcomes and reduce health inequalities 

 

Appendices  

NA 

Acronyms and Abbreviations explained  

ANP – Advanced Nurse Practitioner 
FTE – Full Time Equivalent 
ICB – Integrated Care Board 
ICP – Integrated Care Partnership 
QOF – Quality and Outcomes Framework 
PCN – Primary Care Network 
SMI – Serious Mental Illness 
VCSE – Voluntary, Community and Social Enterprise 
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What are the implications for? 

Residents and Communities Patient survey data and patient insights have 
identified improving access to primary care services 
as a key priority.  

Quality and Safety Improving quality and access to primary care is 
central to this paper.    

Equality, Diversity and Inclusion NA 

Finances and Use of Resources Not directly from this paper.  The joint forward 
planning process will describe how we will deliver 
our strategic ambitions.  The financial strategy 
aligned to these plans will determine allocation of 
resources towards strategic ambitions.   

Regulation and Legal Requirements NA 

Conflicts of Interest NA   

Data Protection NA 

Transformation and Innovation The development of integrated primary care is a key 
transformation priority for the Integrated Care Board, 
delivered through place partnership arrangements.  

Environmental and Climate Change NA 

Future Decisions and Policy Making Delivering improved access and transformation 
towards the integrated neighbourhood models will 
feature heaving in the Integrated Care Board’s Joint 
Forward Plan, and operational plans.  

Citizen and Stakeholder Engagement Healthwatch insight has identified primary care 
services as improvement in primary and community 
services as a key priority.   
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1. Purpose 
 
1.1 This paper provides an overview of the current position and pressures in 

primary medical services, as well as the work we are progressing to develop 
integrated neighbourhood models of delivery.  The Board is asked to:  
• Note the current pressures facing primary medical services in West 

Yorkshire and the key priorities  
• Note our vision for integrated primary care and the approach to delivery of 

these services, in line with our model of delegation  
• Note the current focus of our work – both to support primary care in 

responding to current pressures, and support transformation towards 
integrated primary care and community health services 

• Support the proposal to reframe the West Yorkshire Primary and Community 
Care as a “Fuller Delivery Board”.  

 
2. Scope  

 
2.1 Primary care services are the cornerstone of healthcare in our country.  These 

services deal with the highest volume of patient contacts and satisfaction and 
trust has historically been very high. Traditionally, the NHS has tended to 
describe primary care in terms of the four independent contractor groups, with 
community health services as a further distinct sector. The usual broad 
definitions are: 
• Primary care: primary medical care, primary care dental services, community 

pharmacy, and optometry services. 
• Community health services: includes (but not limited to) community nursing, 

community therapies (e.g. physiotherapy, occupational therapy), 
intermediate care and rapid response services, palliative care and child 
health services. 

 
2.2 In additional to this social care and the voluntary and community sector (VCSE) 

have a key role to play as part of integrated service delivery locally.   
 
2.3 At our last Board meeting in September the specific issues and pressures 

relating to primary medical services (general practice services) was a recurring 
theme throughout our discussions. This paper therefore focused primarily on 
primary medical services.   

 
3. Current context and pressures  
 
3.1 In recent years, both before and during the pandemic, we have seen increasing 

pressure across all primary and community services.  Fundamentally, this has 
been driven by a combination of increased demand for care resulting from an 
ageing population with greater morbidity and increased pressures on the 
primary care workforce.   
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3.2 Investment in primary care has not kept pace with that of the acute sector and 
the pressures we see now represent an acceleration by COVID of the inevitable 
position it would have reached in future.   

 
3.3 Despite this context, primary care has played a key role in supporting people 

through the course of the pandemic: from rapidly changing working practices to 
minimise the risk of transmission, to playing a significant role in the vaccination 
programmes (particularly primary medical services and community pharmacy).  

 
3.4 In response to these pressures, general practice access models continue to 

evolve to enable better utilisation of the wider workforce roles such as 
pharmacists, physician associates, physiotherapists and social prescribing link 
workers, which contributes to a better use of capacity and ensures that patients 
can be supported in the most appropriate and timely manner.  

 
3.5 While General Practitioners (GPs) are only one part of the workforce, trends 

over time provides an illustration of the pressures on the sector.  Graph 1 
shows the ratio of GPs per 10,000 population for West Yorkshire and England.  
This shows a declining trend of GP capacity over time, with West Yorkshire 
faring slightly better than national trends.   

 
3.6 There are also variations within West Yorkshire, and Graph 2 shows the rations 

of GP per 10,000 population at place level.  This distribution often bears little 
relationship with health inequalities.  As a partnership that prioritises health 
inequalities, this distribution of healthcare resource should be an issue of 
significant interest.  This should focus on analysis of patterns of resource 
investment and service utilisation at community level.  The work being led in 
Bradford on Universal Healthcare should provide learning on approaches that 
could be used to help tackle these inequalities. 

 
3.7 Work is underway across West Yorkshire and our places to support retention in 

General Practice and enable an approach to workforce planning for the future.  
Annex A provides further details on this.   
Graph 1 
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Graph 2  

 

 
 

3.8 Graph 3 puts this declining trend in context by comparing it with population 
changes over the same period.  We know that an older population has greater 
needs for services due to increased levels of morbidity.  The older population 
registered with GPs across West Yorkshire has increased by over 7% since 
2017, impacting on workload and workforce pressures across the primary care 
landscape.  We also know that other factors such as rising inequalities and 
levels of poverty will further exacerbate demand for services.   

 
Graph 3 

 

 
 
.  
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3.9 This pressure has led to a deterioration in satisfaction with the service received.  
The GP Patient Survey shows that across West Yorkshire 71% of responders 
rate their experience of their practice as good or better and 13% rate it as poor 
or worse. These numbers were 83% and 7% in the previous year. Although a 
significant majority of people rate the service highly, the volume of contacts in 
primary care is such that the 13% figure potentially represents a large 
proportion of our population.  This is the largest reduction in patient satisfaction 
since this information was recorded.  

 
3.10 The GP patient survey data is borne out by the citizen insights gathered by the 

Healthwatch organisations across West Yorkshire.  Key concerns are as 
follows:  

 
3.10..1 The length of time people are waiting for appointments, particularly for 

general practice and dental services 
3.10..2 Variation in communications approaches used, leading to confusion 

around access arrangements  
3.10..3 Frustrations around processes for booking appointments – including 

telephony systems.  
 

3.11 Graph 4 shows total appointments over time and the proportion of 
appointments that are face to face.  These data suggest appointment levels at 
West Yorkshire have surpassed pre-pandemic levels and activity continues to 
grow. In line with this the proportion of face-to-face appointments has also 
increased steadily following a dip during the first COVID wave.    

 
Graph 4 

 

 
 

3.12 We know that that these trends of increasing pressure will continue as we move 
into the winter period, as usual winter pressures are exacerbated by the effects 
on people’s health of rising cost of living and increased poverty.  Supporting the 

https://www.gp-patient.co.uk/icsslidepacks2022
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primary care and community services response during winter is an essential 
element of our Winter Plan. 

 
3.13 Whilst immediate actions through the winter plan are essential over the next six 

months, many of the challenges faced in both primary care and community 
services are structural and systemic, and due to the pandemic we have not yet 
maximised the potential for a radical and extensive implementation of 
community-based integrated care.  

 
3.14 We have a significant opportunity following the new ICP and ICB arrangements 

through our strategies at system and place to give significant renewed impetus 
to integrated care at the neighbourhood level.  

 
4. Our vision and ambition for Integrated Primary Care   
 
4.1 Integrated primary care services are the cornerstone of our strategic ambitions. 

The ability of integrated neighbourhood teams to meet the needs of our 
communities underpins our ambitions to improve outcomes and tackle 
inequalities. These teams will adopt population heath management approaches 
to proactively identify and support people in their communities.  This was a 
central component of our five-year strategy and requires radical transformation 
from existing practice.  

 
4.2 Both before and during the pandemic there has been on-going integration of 

care models, pathways and ways of working across our PCNs, wider primary 
care, community health services, social care and the VCSE, as per the ‘team of 
teams’ approach. ICB place committees and local provider collaboratives have 
continued to give this focus since the new system arrangements commenced in 
July. 

 
4.3 It is important to acknowledge the impact caused by a combination of the 

pandemic, available resources and enablers (workforce, digital and estates), 
and current contracts and incentives have affected progress since the Long-
Term Plan and West Yorkshire Strategy were published. 

 
4.4 The Fuller stocktake was published in May 2022.  It sought to refresh and re-

energise the intentions set out in 2019’s Long Term Plan for fully integrated 
community-based health care.   The Report sets out a vision for integrating 
primary care (across the full breadth of teams and services that support local 
communities, including but not limited to the four independent contractor 
groups) which aligns well with ours.  It includes three core offers: 

 
• streamlining access to same-day urgent care and advice for people who get 

ill but only use health services infrequently, as part of an integrated urgent 
care system that can flow demand seamlessly and quickly to the most 
appropriate service.  

• providing proactive, personalised care (including population health 
management approaches) with support from a multidisciplinary team of 
professionals to people with complex needs, including those with multiple 
long-term conditions. 
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• helping people stay well for longer through an ambitious and joined-up 
approach to prevention. 

 
4.5 Central to these offers is:  

• the accelerated development of integrated health and care neighbourhood 
teams, that includes but goes further than the original vision of primary care 
networks in the 2019 Long Term Plan 

• further integration of community-based services that may be more optimally 
organised at place - working with multiple neighbourhoods, e.g. intensive 
short-term support for individuals at high risk, for both admission avoidance 
and discharge 

• how (1) and (2) is enabled by leadership, team and organisational 
development, plus sufficient investment and transformations in workforce, 
digital and estates 

 
4.6 Our forthcoming five-year strategy and in particular the joint forward plans will 

need to articulate a clear and robust approach to delivery, which is backed up 
through sufficient resources over the lifespan of our refreshed five-year 
strategy, particularly for leadership and neighbourhood team development, 
recruitment to address shared neighbourhood workforce shortages. Workforce, 
digital and estates transformation are critical enablers.     

 
4.7 Delivering a different integrated delivery model will have implications for the 

way that public access services.  There is significant communication and 
engagement needed with the public around wider roles and access routes; plus 
to wider health and care to move away from a “speak to your GP” rather than 
practice or community team answer to all issues.   

 
4.8 It is also clear that existing contractual mechanisms do not necessarily support 

these integrated models of working, nor our ambitions around health 
inequalities. As this work progresses we will look to identify common barriers 
and where possible influence national the national approach.   

 
5. Our approach to delivery and current support  
 
5.1 In line with our operating model and scheme of delegation the delivery of this 

work is led through our place-based arrangements, supported by the NHS 
England team operating at West Yorkshire level.  Annex A summarises the 
approach being taken across the five places.  

 
5.2 Primary care leads from each of the places are working closely and effectively 

together to understand common risks and share good practice.   
 
5.3 This way of working across primary care teams at place and West Yorkshire 

has most recently been demonstrated through our approach to the 2022/23 
Primary Care System Development Funding (SDF). This funding has been 
made available to all ICBs for primary care by NHS England, providing 
resource for systems to support primary care with workforce, resilience, digital 
and transformation. Our approach aims to strike the right balance between 
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funding to support immediate resilience needs versus enabling longer term 
transformation and sustainability.   

 
5.4 As a system, we are committed to understanding and maximising the available 

investment and ensuring the link to the wider strategic priorities of the ICB and 
our next steps in delivering our strategic ambitions.  We have developed a set 
of West Yorkshire principles which will support us in developing and shaping 
our SDF spending plans. These are:  

 
• We will engage with General Practice, PCNs and neighbourhoods through 

our existing place relationships to identify areas of priority and schemes 
which would support overall resilience and development.  

• We will ensure that our approach is inclusive, where appropriate, across 
all primary care creating capacity in areas such as Community Pharmacy 
to participate in transformation and integration.   

• We will ensure that our proposals link clearly to our strategy and support 
the recommendations of the Fuller Stocktake – access, integrated 
neighbourhood teams, primary care workforce, estates and engagement 
with local people and communities.  

• We will deliver investments at system level where concepts, ideas and 
transformations can be scaled and meet the West Yorkshire Partnership 
‘three tests’.  

• Ensure we make best use of available investment across all areas and 
transformation funding though supporting innovation, transparency and 
achieving value for money. We will not duplicate payments made under 
other existing schemes. 

• We will have a combined view of all the schemes proposals across the 
system – recognising that most investment is likely to take place at place 
level.  

• We are committed to ensuring the transformational funding is accessible 
across West Yorkshire both through place programmes and West 
Yorkshire support, but recognise that funding will be prioritised using the 
parameters outlined in the winter support guidance. 

 
5.5 To support these arrangements, our existing Primary and Community Care 

Programme Board will transition into a Fuller Delivery Board, Chaired by Carol 
McKenna as the Primary and Community Care SRO, and jointly lead by Ian 
Holmes, Director of Strategy and Partnerships. Further discussions are 
underway about the specific remit and membership of the Board, its 
workstreams and sub-groups, and how this interconnects effectively with 
arrangements at place and with other system boards overseeing wider aspects 
of integrated care and improving population outcomes.  

 
6. Addressing the key constraints  

 
6.1 Staffing: Workforce challenges are considerable across all aspects of primary 

and community care + social care.  Recruitment, retention and the development 
of new roles is critical. We will continue to use our West Yorkshire Primary and 
Community Care Workforce Group and place led workforce groups to enable 
our strategic ambitions to recruit, train and retain across our workforce. We will 
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ensure the link from our actions at West Yorkshire and place level align to the 
wider neighbourhood ambitions.   

 
6.2 Capital investment: Capital investment is essential to develop the facilities to 

enable integrated teams to work effectively.  The West Yorkshire primary care 
allocation of £4.5m is insufficient to support the scale of investment required for 
infrastructure (estates and digital) to aid the rapid transformation for service 
delivery.  We will need to identify alternative and novel sources of capital 
funding which may include such as via 3PD and Local Authority capital in 
addition to ensuring we can make full use of all our system estate, not limited to 
General Practice.  We are working to help places and PCNs to crystalise their 
strategic service and estates requirements directly informed by a clear 
understanding of population health; future clinical service delivery models; 
workforce; and digital requirements. This is in parallel to work funded from One 
Public Estate being used to help strengthen place local estates forums and 
develop a clear WY strategic estates plan.  This will help ensure that any 
investment will be focussed where it will have the most impact and benefit. 

 
6.3 Digital enablement: Digital enablement is essential to support integrated 

neighbourhood working. Places have a range of innovative digital schemes 
being tested (funded through SDF Primary Care monies).  For example; 
implementing more effective ways teams work across PCN areas (e.g. Doc 
Abode- capacity/workforce management and optimisation.  

  
7. Conclusion and Recommendations  
7.1 The Board is recommended to:  

• Note the current pressures facing primary medical services in West 
Yorkshire and the key priorities  

• Note our vision for integrated primary care and the approach to 
delivery of these services, in line with our model of delegation  

• Note the current focus of our work – both to support primary care in 
responding to current pressures, and support transformation 
towards integrated primary care and community health services 

• Support the proposal to reframe the West Yorkshire Primary and 
Community Care as a “Fuller Delivery Board”.  
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Annex A: Summary of Place approaches 
Kirklees 
 
Workforce 
 
• Strong commitment to developing the primary care workforce through the 

Additional Roles Reimbursement scheme (ARRS) with 138 WTE staff currently in 
post and a further 55 planned in year. 

• A successful model of hosting Social Prescribing Link Workers within the 
Community Plus team of the Local Authority has recently further extended to 
include Care Co-ordinators with a pilot scheme in place ahead of the introduction 
of the anticipatory care PCN Service specification 

• Programmes of work are well advanced in the production of PCN estates 
strategies and this is increasingly important noting the scale of the recruitment 
through ARRS 
 

Access and resilience  
 
• Task and Finish Group established to focus on improving access, implementation 

of enhanced access services and the results of national patient survey. Four 
practices are currently enrolled on the intensive Time for Care Access 
Improvement Programme 

 
Integrated teams  
 
• The Kirklees Health and Wellbeing Board have recently approved the updated 

Health & Wellbeing Strategy and the ongoing commitment to place-based and 
neighbourhood working is central to the delivery of this.  Kirklees has well 
established neighbourhood working and since the inception of our 9 Primary Care 
Networks, has aligned models of community services, voluntary sector 
involvement and joined up support for care homes across the patch.   

• A programme of work is underway to enhance integrated Neighbourhood Teams 
by aligning Elected Members to Primary Care Networks. A number of 
development sessions have been delivered to outline the benefits of seamless 
integrated working and describing the ambition of the Fuller Stocktake. Elected 
members are beginning to attend PCN meetings and are beginning to form 
relationships with the wider membership of the networks 

• The Kirklees Health and Care Partnership evidenced its ability to demonstrate 
partnership working through forming a ‘Kirklees Delivery Collaborative’. The 
purpose of this delivery collaborative is to bring key partners, programme boards 
and alliances together, giving all providers a strategic vision of system work, 
enabling support through collaboration, for the benefit of Kirklees residents. 
 

Leeds  
 
Workforce 
• Refreshed purpose of the local place based primary care workforce group to 

focus on the key actions required to support workforce developments including 
focussing on maximising the additional role reimbursement scheme 
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Access and resilience  
• Established a 24/7 Integrated Primary Care Services steering group which 

oversees the access improvement programme in an integrated approach across 
all of our primary care services.  This has included engagement with key 
population groups experiencing health inequalities to identify the key priorities for 
access which form the basis of an action plan. 

• Commissioned additional “Same Day” capacity through the GP Confederation. 
• Piloting digital automation to support freeing up capacity (as part of the West 

Yorkshire approach). 
 

Resilience and Winter 
• In recognition of the significant demands being placed on practices, Leeds has 

reviewed its local Quality Improvement Scheme to focus on capacity on winter 
resilience which includes five key areas: 

• Continued prioritisation of Annual Health Checks for patients with a Learning 
Disability and physical health checks for patients with Serious Mental Illness 
(working towards achievement of the 75% for LD and SMI 6 checks 60% and 9 
checks 32%).  

• Completion of Opel reporting (to assess demand in general practice) between 
October 2022 and March 2023. 

• Active sign up to the Flexible GP Pool. 
• Continued engagement in the QOF Quality Improvement Module for optimising 

access and improving patient experience 
 
Integrated Teams  
• Leeds has established neighbourhood working across health, wellbeing, older 

adults, children’s services, neighbourhood improvement and community 
cohesion. Neighbourhoods are part of the city’s transformation journey to greater 
prevention and early intervention. A strategic review of the community working 
approach in Leeds has been undertaken, which identified a new neighbourhood 
model is needed which more explicitly values and enables community 
organisations, including the third sector. It also recognised the importance of 
neighbourhoods as the hub for service integration enabling preventative and 
proactive, outcomes-based care at home and which reduces acute admissions. 
Central to this is continuing to evolve Local Care Partnerships with Primary Care 
Networks at their centre.  
 

Wakefield 
 
Workforce  
• Initiatives and programmes led through the GP Confederation, Conexus, creating 

a strong environment for recruitment and retention in General Practice and 
PCNs. This includes development of the Conexus Resilience Academy and the 
movement to a hosted employment model, through Conexus for PCN employed 
staff. 
 

Access 
• Development and progress of a place action plan improving access to General 

Practice, building on patient experience and working with Healthwatch. This plan 
focuses on tangible consistent actions across the practices in Wakefield and 
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engaging effectively with patients. Commissioning additional enhanced capacity 
to support urgent care on Sunday’s and Bank Holidays though our GP Care 
Wakefield model.  

 
Resilience and Winter  
 
• Wakefield has in place OPAL reporting arrangements across all of General 

Practice – through an automated process this allows practices to source 
additional capacity and support from their PCN or GP Confederation. In addition, 
practices access the flexible GP pool through this method.  

 
• Wakefield has continued to provide support to individual practices via the national 

Time for Care programme. Using Quality Improvement methodology, practices 
have successfully made tangible improvements in their services for patient and 
practice benefit. 

 
Integrated Models 
• Care coordinators across Wakefield are working with the Social Prescribing Link 

Workers to develop a Care Assessment Framework to develop and streamline 
services for patients. Whilst this is still in the early stages, such positive action in 
local communities through health coaches and social prescribing link workers 
provides a fantastic opportunity for neighbourhood teams to take a more active 
role in improving health, and in improving the culture and function of the clinical 
teams that they work alongside. 

 
Integrated teams  
• As part of the new place-based arrangements from July a refreshed Primary Care 

& Community (Connecting Care) Alliance has been established is focusing on 
bringing local stakeholders together to shape and take forwards the next steps for 
the integration agenda across primary care and services in the community to 
maximise opportunities for joint working and shared objectives and service 
outcomes. Wakefield are in the process of refreshing their successful Connecting 
Care approach that was developed prior to the pandemic and building in further 
insights from the Canterbury model from New Zealand. 

 
Bradford District and Craven 
 
Workforce 
• Primary Care Workforce Group and the West Yorkshire Training Hub to gather 

data and intelligence at practice level to inform General Practice workforce future 
planning relevant to both clinical and managerial staff. This includes workforce 
resilience, workload pressures, sickness levels, staff capacity levels and 
subsequent identification of support needs i.e. future recruitment plans, training 
needs, opportunities for peer support and opportunities for wider system 
workforce collaboration 
 

Access and resilience  
• Data led approach to identifying and addressing pressures on access, capacity 

and demand, and potential unmet patient needs. The overview will be informed by 
data sets inclusive of GP Appointments Data, ratio of unique patients per 
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appointments, Enhanced Access and Out of Hours GP appointments, and low 
acuity A&E attendance.  

• In response to Healthwatch’s Citizens Voice recommendations and the National 
GP Survey a Patient Facing Primary Care Access campaign is underway. The 
campaign is targeted at raising awareness and understanding of the benefits to 
patients in receiving support from wider member of the General Practice team 
including Clinical Pharmacists, Social Prescribers, Physiotherapists etc. The 
campaign will include videos in alternative languages appropriate to support our 
wider non-English speaking communities as delivered by local GP’s. 

• Aligned Winter Wellbeing Fairs to be delivered on Primary and Community 
footprints will also target improved knowledge and understanding of the benefits 
of Covid, Flu vaccination uptake among PCN’s supporting communities that are 
less inclined to come forward for vaccinations and immunisations 

• Data and intelligence provided in collaboration with our Local Medical Committee 
to alert operational pressures requiring escalation in Primary Care.  

 
Integrated Models 
• Currently supporting a system collaboration approaches to assessing, developing 

and addressing partnership responses to the move in patient support from 
Secondary to Primary Care. Urgent Integrated Primary Care Group is reviewing 
opportunities to reconfigure out of hours services including 111, Local Care 
Direct, Enhanced Access and GP Streaming services to support winter access 
pressures responsively 

• Healthy Communities priorities have been determined to include focus on the 
integration of Primary and Community neighbourhood support in line with the 
Fuller report, including developing integration of our PCN’s with our aligned 
Community Partnership groups 

 
Integrated teams  
• ‘Healthy Communities’ is one of the key five workstreams of the BdC Partnership 

Board, focussed on supporting the joint development of PCNs and Community 
Partnerships (including investment in management support, data and digital 
capabilities, workforce development, and estates). This has been described as 
supercharging the neighbourhood and community level work, potentially 
establishing ‘Community and Primary Partnerships’, which address variations in 
integration and shared capacity. 
 

Calderdale 
 
Workforce 
• The GP Federation have supported the delivery of a GP Flexible staffing pool to 

support general practice through staffing challenges. 
• The PCNs have been successful in recruiting a wide range of roles through the 

additional roles re-imbursement scheme and are forecasting to utilise 97% of the 
available budget for 2022/23. Work has been undertaken across PCNs, through 
the GP Federation, to support induction, supervision and support of these staff to 
improve retention. The creation of a personalised care team for care co-
ordinators, social prescriber link workers and health and well-being workers 
across PCNs has had a positive impact on staff development, learning from best 
practice and retention. 
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• Practices working with GP Federation are supporting GPs to have the skills to 
become partners in their practice through GP Career Plus, supplementing the 
NHS England Fellowship Programme. 
 

Access and resilience  
• The majority of practices have undertaken a review of access as part of a 

Calderdale funded scheme to support recovery and resilience. This has produced 
some good examples across practices and plans are in place to share that 
across all practice managers and reception teams. A communication workshop 
has been held with clinical directors, representatives from practice and PCN 
management. This has led to a communication plan being developed with the 
aim of supporting PCNs and practice to develop and use messaging that can be 
adopted and adapted for their specific patient population. Work is also underway 
to develop an approach to involvement to include citizen voice in supporting 
solutions to the access issue. 
 

Integrated teams  
• Calderdale Cares is the integrated model of health, care and wellbeing in 

Calderdale, based on a network of organisations and people coming together to 
improve the health and wellbeing of the population. Calderdale have five localities 
for their integrated community architecture, which is mirrored in the local 
configuration of PCNs. At the heart of Calderdale’s model are community-based 
services led by multidisciplinary teams of health and care professionals, working 
together with third sector partners, to meet the holistic (physical and mental 
wellbeing) needs of those who have short-term health needs, long term 
conditions, and those requiring specialist care for severe or complex needs 
 

• The PCNs including the wider community teams and locality groups are taking a 
population health management approach to improve patient health outcomes.  
This is overseen through the Calderdale Community Collaborative Programme 
Board.  Early indications have shown success in the ageing well work and this is 
being adopted throughout Calderdale. 
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