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Section 1: Introduction to the report
1. Purpose of the report
The purpose of this report is to refresh the previous engagement and consultation mapping
exercise that took place up to March 2018. The report captures intelligence collected from
engagement and consultation activities carried out across West Yorkshire and Harrogate
during the period January 2014 to March 2019. It also includes reference to any work stream
specific mapping exercises that have taken place, and where available provides details of
any issues raised by protected groups.
The report will support commissioners to:
•
•
•
•

Provide information on work which has already taken place or is underway to avoid
duplication
Highlight any gaps in activity across West Yorkshire and Harrogate
Understand some of the emerging views gathered from local people across West
Yorkshire and Harrogate
Ensure that any future plans have a baseline of engagement intelligence to support the
work

In addition, the report can be a working document which is added to as projects progress.
The intelligence collected will ensure we meet our legal requirements and ensure we:
•
•
•

Consider the views of patients and the public as part of service redesign; and
Ensure the feedback is considered in the development of any future options to change
the way a current service is provided or delivered
Highlight patient and public priorities and ensure these priorities are in line with current
thinking and ensure commissioners can consider all public views

2. Background
West Yorkshire and Harrogate Health and Care partnership is not a new organisation, but a
new way of working to meet the diverse needs of our citizens and communities. NHS services
have come together with local authorities, charities and community groups to agree how we
can improve people’s health and improve the quality of their health and care services.
Our approach to collaboration begins in each of our six local places (Bradford District and
Craven, Calderdale, Harrogate, Kirklees, Leeds and Wakefield). These places are the primary
units for partnerships between NHS services, local authorities, charities and community groups,
which work together to agree how to improve people’s health and improve the quality of their
health and care services.
Within each local authority place are local neighbourhoods, in which GP practices work
together with community and social care services, to offer integrated health and care services
for populations of 30-50,000 people. These integrated neighbourhood services focus on
preventing ill health, supporting people to stay well, and providing them with high quality care
and treatment when they need it.
7

Neighbourhood services sit within each of our six local places (Bradford District and Craven,
Calderdale, Harrogate, Kirklees, Leeds and Wakefield).
The focus for these partnerships is moving increasingly away from simply treating ill health to
preventing it, and to tackling the wider determinants of health, such as housing, employment,
social inclusion and the physical environment.
These place-based partnerships, overseen by Health and Wellbeing Boards, are key to
achieving the ambitious improvements we want to see. However, we have recognised that
there are also clear benefits in working together across a wider footprint and that local plans
need to be complemented with a common vision and shared plan for West Yorkshire and
Harrogate as a whole. We apply three tests to determine when to work at this level:
•
•
•

To achieve a critical mass beyond local population level to achieve the best outcomes;
To share best practice and reduce variation; and
To achieve better outcomes for people overall by tackling ‘wicked issues’ (i.e., complex,
intractable problems).

In February 2018 we published ‘Our Next Steps to Better Health and Care for Everyone’ you
can read it here. We will be refreshing this plan in the autumn to reflect any alignment needed
to the development of our five year plan as set out in the NHS Long Term Plan here.
Below is a map of all the organisations involved in the West Yorkshire and Harrogate Health
and Care Partnership.
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The West Yorkshire and Harrogate HCP initially focused on the delivery of nine areas of
priority. These areas are:

•
•
•
•
•
•
•
•
•

Cancer
Hospitals working together
Maternity
Mental health
Planned care and reducing variation
Preventing ill health
Primary and community services
Stroke
Urgent and emergency care

Since the previous report, new areas have been added which are below, and have been
included in this report as engagement work was identified around these themes:
•
•
•
•
•
•
•

Capital and estates
Digital technology
Innovation and improvement
Personalised care
Learning disabilities
Work with the community and voluntary sector
Supporting carers

Each of these areas has been looked at on a West Yorkshire and Harrogate wide footprint.

3. Process
The documents in this report were sourced via requests to the West Yorkshire and
Harrogate Health and Care Partnership work stream leads, engagement leads across
CCGs, Healthwatch and providers, and a review of documents held on websites of all key
organisations.
Each document was reviewed, and the key themes and details were written up in to an
evidence summary. The majority of the work that was sent had already been thematically
analysed, and in those cases, the themes were copied. Some of the engagement and
consultation reports that were reviewed had also been analysed to establish if there was any
variation in the views expressed by people from protected groups. Any specific themes
raised by protected groups are also included within this document.
After summarising all of the documents, the key themes from those documents were
reviewed and a list of the key themes for each of the workstreams was created.
Consideration was given to how many pieces of work that theme had been mentioned in,
how many people had taken part in the engagement activity that mentioned the theme, and
how much discussion there had been around that theme by the people who had been
involved in that engagement.
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4. Use of existing data
For this updated report, a review has taken place of all relevant engagement and
consultation that has taken place between March 2018 and March 2019.This work builds on
the previous mapping exercises that have taken place and all the original data from previous
reports is also contained within this report.
The original mapping consisted of 325 documents, and additional 92 documents were
analysed for this updated report. Some were produced by the Clinical Commissioning
Groups (CCG), others came from Healthwatch, providers, Voluntary and Community Sector
(VCS) and Local Authorities. See Appendix A for a full list of the documents reviewed, those
analysed for this report are highlighted in green.
As highlighted previously, new work has been identified and additional information has been
added to this work to include the main areas of focus for the wider West Yorkshire and
Harrogate Health and Care Partnership (WY&H HCP) work. The report is based on the main
areas for transformation and work streams from previous reports and new themes/ priorities
that have emerged.
During the course of the production of this report, some work was identified which was not
yet published/ publicly available but that would inform future work. A summary of this work
can be found in Appendix B.

5. Our responsibilities, including legal requirements
Engaging people is not just about fulfilling a statutory duty or ticking boxes, it is about
understanding and valuing the benefits of listening to patients and the public in the
commissioning process.
By involving local people we want to give them a say in how services are planned,
commissioned, delivered and reviewed. We recognise it is important who we involve through
engagement activity. Individuals and groups play different roles and there needs to be
engagement opportunities for both.
A West Yorkshire and Harrogate Communications and Engagement Strategy underpins the
principles by which the engagement and consultation will operate, and highlights the
commitment to good practice in delivery. Engaging people who use health and social care
services, and other stakeholders in planning services is vital to ensure services meet the
needs of local communities. It is also a legal requirement that patients and the public are not
only consulted about any proposed changes to services, but have been actively involved in
developing the proposals.

5.1. Legal requirements
There are a number of requirements that must be met when discussions are being made
about the development of services, particularly if any of these will impact on the way these
services can be accessed by patients. Such requirements include the Health and Social
Care Act 2012 and the NHS Constitution.
10

Health and Social Care Act 2012, sets out the Government's long-term plans for the future of
the NHS. It is built on the key principles of the NHS - a comprehensive service, available to
all, free at the point of use, based on need, not ability to pay. It sets out how the NHS will:
•
•
•

put patients at the heart of everything it does, ‘no decision about me, without me’
focus on improving those things that really matter to patients
empower and liberate clinicians to innovate, with the freedom to focus on improving
healthcare services

It makes provision for CCGs to establish appropriate collaborative arrangements with other
CCGs, local authorities and other partners, and it also places a specific duty on CCGs to
ensure that health services are provided in a way which promotes the NHS Constitution and to promote awareness of the NHS Constitution.
Specifically, CCGs must involve and consult patients and the public:
●

in their planning of commissioning arrangements
● in the development and consideration of proposals for changes in the commissioning
arrangements, where the implementation of the proposals would have an impact on the
manner in which the services are delivered to the individuals or the range of health
services available to them, and
● in decisions affecting the operation of the commissioning arrangements where the
implementation of the decisions would (if made) have such an impact
The Act also updates Section 244 of the consolidated NHS Act 2006 which requires NHS
organisations to consult relevant Overview and Scrutiny Committees on any proposals for a
substantial development of the health service in the area of the local authority, or a
substantial variation in the provision of services.
The duties to involve and consult were reinforced by the NHS Constitution which stated:
‘You have the right to be involved directly or through representatives, in the planning of
healthcare services, the development and consideration of proposals for changes in the way
those services are provided, and in decisions to be made affecting the operation of those
services’.
The Gunning Principles set out the legal context for the consultation process. Public bodies
need to ensure that they are working within this framework and can withstand any scrutiny
on each of the principles set out below.
•
•
•
•

Consultation should occur when proposals are at a formative stage
Consultations should give sufficient reasons for any proposal to permit intelligent
consideration
Consultations should allow adequate time for consideration and response
Consultation responses must be conscientiously taken into account - there must be
clear evidence that the decision maker has considered the consultation responses, or
a summary of them, before taking its decision
11

The Equality Act 2010 unifies and extends previous equality legislation. Nine characteristics
are protected by the Act, age, disability, gender reassignment, marriage and civil
partnership, pregnancy and maternity, race, religion and belief, sex and sexual orientation.
Section 149 of the Equality Act 2010 states that all public authorities must have due regard
to the need to a) eliminate discrimination, harassment and victimisation, b) advance ‘Equality
of Opportunity’, and c) foster good relations.
To help support organisations to meet these duties a set of principles have been detailed in
case law. These are called the Brown Principles;
●
●
●
●
●
●

The organisation must be aware of their duty.
Due regard is fulfilled before and at the time any change is considered as well as at the
time a decision is taken. Due regard involves a conscious approach and state of mind.
The duty cannot be satisfied by justifying a decision after it has been taken.
The duty must be exercised in substance, with rigour and with an open mind in such a
way that it influences the final decision.
The duty is a non-delegable one.
The duty is a continuing one.

An Equality Impact Assessment (EQIA) will need to be undertaken on any proposals for
changes to services that are developed through the programme, in order to understand any
potential impact on protected groups and ensure equality of opportunity. Engagement must
span all protected groups and other groups, and care should be taken to ensure that
seldom-heard interests are engaged with and supported to participate, where necessary.
Secretary of State’s key tests
Any service change proposals are expected to comply with the Department of Health’s four
tests for service change. These are:
1) Strong public and patient engagement;
2) Consistency with current and prospective need for patient choice;
3) A clear clinical evidence base; and
4) Support from proposals from clinical commissioners
For significant service changes, NHS England operates an assurance process whereby they
provide support and guidance to commissioners so that they can demonstrate compliance
with the four tests and other best practice checks. The assurance process concludes with an
assurance checkpoint at which time NHS England provides a recommendation regarding
whether the tests have been met.
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6. West Yorkshire and Harrogate engagement and consultation
activity at a glance
In order to deliver the priority areas in West Yorkshire and Harrogate it is essential that
partnership networks work together to understand the views of local populations.
A number of organisations across West Yorkshire and Harrogate have already started to
host conversations about the priority areas at a local level, this information needs to be
considered and used so we are not over consulting our local populations. Using the
mapping exercise included in this section it is clear to see that there is already a wealth of
information and intelligence that can be used to support any future commissioning decisions.
Where there are gaps in this information we can progress to have further conversations
based on what we already know. The information in this document can also be crossreferenced with the priorities in the NHS Long Term Plan to support identification if any gaps.
This means that any future service provision uses what we already have, prevents
duplication of existing conversations and ultimately has the public at the centre of everything
we do. In addition, work done regionally should not confuse the public who may have given
their views at a local level. The communications supporting any further engagement and
consultation activity needs to be managed with this mapping in mind.
The table below sets out the conversations already hosted across West Yorkshire and
Harrogate, the topics of those conversations and where further plans may benefit from local
intelligence. For the purpose of the mapping we wanted to know;
•
•

Any engagement completed since the previous engagement report which would
provide intelligence;
Any formal consultation which has ensured a service is in the process of being
changed based on the engagement activity.

Each of the identified priority areas is then looked at in more depth drawing on the
information from each local area. This is based on what we already know but may not be
exhaustive.
Any new intelligence that has been discovered regarding engagement and consultation work
since the previous report (period March 2018 – March 2019) is highlighted in the table below
in green text.
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Bradford City

Bradford District

Calderdale

Greater Huddersfield

Harrogate and Rural District

North Kirklees

Wakefield

Cancer

E
E

E
E

E
E

E

E

E

E
E

E

E

Maternity

E

E

E

E,
C

E,
C

E

E
E

E

E
E

Mental health and
learning disabilities

E
E

E
E

E
E

E
E

E
E

E
E

E
E

E
E

Leeds

Airedale, Wharfedale Craven

West Yorkshire and Harrogate engagement and consultation activity at a glance (E= Engagement, C = Consultation)

E
E

Key areas covered
Implementation of Recovery Packages; Personalised support co-ordination;
Experience of Clinical Nurse Specialist (CNS) services; Experiences of people
affected by cancer from minority ethnic communities; Leeds Cancer Strategy;
Long-term follow up after childhood and young adult cancers; colorectal
cancer, prostate cancer, gynecological cancer follow-up pathways; redesign
of breast cancer diagnostic pathway in Leeds; treatment and support
Maternity outpatients, homebirth, bereavement, postnatal maternity services,
Experience based design maternity services, personalisation and choice,
community midwifery; patient experience; EPAU, Right Time, Right Care,
Right Place; embedding feedback; emerging communities; health visitors;
infant feeding; smoking; young parents; maternity strategies; inpatient
maternity and neonatal services; perinatal mental health; patient safety
walkabouts; bereavement
Older people’s services (MH); Perinatal Mental Health; Suicide prevention;
Child and adolescent mental health services (CAMHS); Rehab and recovery
(MH); Mental health needs assessment/ emotional wellbeing; Special
educational needs and/ or disability; Health inequalities (LD); Improving
access to primary care (LD); Social exclusion (LD); Children and Young
people (CAMHS); Autism; Future in Mind; Crisis intervention; Section 136;
IAPT; Transition; SWYFHT Transformation; Mental Health strategies;
Yorkshire Centre for Eating Disorders service reviews; Rehab and Recovery;
Adult Acute and Community Mental Health
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Wakefield

North Kirklees

Leeds N

Harrogate and Rural

Greater Huddersfield

Calderdale

Bradford District

Bradford City

Airedale, Wharfedale
Planned care and
reducing variation

E,
C
E

E,
C
E

E,
C
E

E,
C
E

E,
C
E

E,
C
E

E, C
E

E,
C
E

E,
C
E

Preventing ill
health

E
E

E
E

E
E

E

E

E

E
E

E

E
E

Primary and
community
services

E,
C
E

E,
C
E

E,
C
E

E

E

E

E,C
E

E
E

E

E

E

E,
C
E

Stroke

E
E

E
E

E
E

E
E

E
E

E
E

E
E

E
E

E,
C
E

Urgent and
emergency care

E

E

E

E,
C

E,
C

E

E
E

E

E

Supporting Carers
Innovation and
improvement
Personalised care

E

E

E

E

E

E

E

E

E
E

Key areas covered
Over the counter medications in primary care, prescribing, patient choice,
NHS Challenge, podiatry, Big Conversation; Talk Health Kirklees; Everyone’s
NHS; Healthy Wakefield; Gluten-free food; over-the counter medicines;
prescribing paracetamol; branded medicines; repeat prescriptions; health
optimisation (BMI and smoking); individual funding requests; follow-up
appointments
Smoking cessation in pregnancy, the ‘Big Leeds Chat’, self-care, telehealth
and sharing care records, Big Conversation; Talk Health Kirklees; Everyone’s
NHS; Healthy Wakefield; Call to Action; Commissioning Intentions;
Commissioning Priorities; Commissioning Maze game; Health optimisation;
Alcohol services; Healthy Weight, Healthy lives
Frailty and carers, wheelchair services, social prescribing, , Experience of GP
services; Views on extended access to GP services; Proposed changes to
GP practices; Review of walk-in centres; Review of community dentistry;
Health care in care homes
Experiences of current services, West Yorkshire and Harrogate engagement;
South and Mid Yorkshire, Bassetlaw and North Derbyshire engagement and
consultation on hyper acute stroke units (HASU); engagement on changes to
hyper acute stroke units (HASU)
Changes to location of walk-in centres, Right Time, Right Care, Right Place;
Hear, see and treat model; Patient experience of urgent and emergency care;
Proposed changes to A&E services; Strategy development; Views on urgent
care/ treatment centres
Unpaid carers, carers and frailty
Telehealth

E

E

E

E

E

E

E

E

E

Personalisation, wider determinants of health and social prescribing
15

Section 2: Findings from engagement January 2014 – March
2019
1. Cancer
Further information on the aims of the WY & H HCP with regard to this priority can be
accessed at https://canceralliance.wyhpartnership.co.uk/

1.1

2019 Update

Since the previous report was written the West Yorkshire and Harrogate Cancer Alliance has
been established to deliver at local level the ambitious improvements and 96
recommendations laid out by the national Cancer Taskforce in its report, Achieving World
Class Cancer Outcomes, 2015 – 2020 (NHS England, July 2015).
Cancer is an agreed strategic priority of the West Yorkshire and Harrogate Sustainability and
Transformation Partnership – also known as the WYH health and care partnership. The
Cancer Alliance is the mechanism through which targets for improved population health,
quality of care and patient experience, and financial efficiencies will be delivered for the
priority workstream.
A number of leadership project groups, supported by the Cancer Alliance Programme Office,
have been established through which the work will be driven. They cover the specific areas
of:
• Patient Experience;
• High Quality Services;
• Early Diagnosis;
• Tobacco Control;
• Living with and Beyond Cancer
• The Cancer Alliance have produced a Communications and Engagement Strategy and
agreed a multi-layered approach to engagement. Each project group also had their own
Communications and Engagement Strategy

1.2
•
•

•
•

Breast cancer

At present participants access the breast clinic through GP referral. Generally, women
are able to get a GP appointment quickly, although some experience delays.
Participants prefer to be able to access the breast clinic directly rather than going through
their GP. Most prefer an appointment system as they fear that a walk-in clinic would
involve long waits, although some walk-in slots should be available. Extended opening
hours are required, particularly evening clinics.
Many women who were diagnosed with cancer are happy they were referred by their GP
because their GP is aware of what is happening and can offer support throughout.
Participants would be happy to access a specialist nurse-led clinic, either attached to a
group of GP practices, or to the breast unit, that can answer questions. It should be
staffed by expert clinical staff rather than call centre operators, who can give accurate
advice and who can understand how anxious patients can feel.
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•

Many women want to book their own appointment so that they can organise it around
their commitments and, if they wish, arrange for somebody to accompany them. Some
would prefer to arrange their clinic visit with more than two weeks’ notice.
• Participants wanted information about what to expect at the clinic. A breast unit webpage
would be useful, including a video of the clinic, the staff you might meet, and the tests
you might have. Alternative formats would also need to be available.
• Most women appreciate that where they go for tests is the same place as where they go
for surgery however, some would prefer to go to a health clinic rather than a hospital.
• Parking is a major anxiety for women as they don’t know how long they will be at the
breast unit for and the nearest car park has a four-hour maximum stay.
● Participants were clear that they wanted to feel welcome when they arrived at the clinic.
● Participants with disabilities and restricted mobility described difficulties in getting in the
positions required for the mammogram and that the radiographers could be impatient,
insensitive or lack compassion.
● The wait between having tests and getting the results is full of anxiety and reducing this
wait would have the biggest impact on improving the patient experience.

1.3
•

•

•

•

•

•

•

Cancer survivorship and treatment

The experiences of those who have had a cancer review have provided positive
feedback. Although, there were many patients who had not been called back for a review.
There appears to be a need for more promotion and communication of this initiative to
patients so as to increase uptake.
With regards to incorporating cancer reviews into annual reviews, some respondents
were in favour of this approach whilst others were against. Those who were cautious of
this idea thought that cancer was a specialist condition and therefore it required specialist
knowledge and needed to be considered separately to other conditions.
For those individuals who have caring responsibilities, are living with disabilities, are
parents or have work commitments, it is important that a flexible approach to conducting
annual reviews is adopted so that patients can attend appointments out-of-hours or have
appointments using a preferred communication method e.g. via the telephone.
Patients might be apprehensive of having a cancer review – as they may experience
anxiety about revisiting a time when they were experiencing poor health. This should be
taken into consideration when inviting patients to reviews so that patients can receive
reassurance.
Some patients would like more support from their GP in terms of having another contact
point with the NHS and feel confident that their GP is aware of their cancer journey.
Patients would like GPs to initiate contact so as to maintain their relationship. The
perceived benefits of being able to talk to the GP about medication, post-operative care,
in-between treatments, operations and following treatment would be useful.
It is evident that patients would like individually-tailored support – this was important so
that their individual needs are met and to support patients with self-managing and
readjusting to life following cancer.
The transition from secondary care back into primary care also seems to be an unmet
need for patients. Therefore better communication of how the roles and responsibilities of
primary and secondary care to patients are necessary so as to manage patients’
17

•

expectations. A clear pathway for patients to follow with the guidance of GPs and
secondary care providers might assist with ensuring that patients obtain continued
support.
Those who did not access services were older, some lived in deprived areas and some
identified themselves as Sikh. It could be that language and cultural issues may hamper
access to support services. In addition some carers did not access support services,
consideration should be given to improve the accessibility, location and availability of
support services to improve uptake. Providing support at the GP practice, possibly via
appointments with a GP who specialises in cancer may help carers and other populations
to access the help that they need.

1.4
•

•

•
•

•
•

Childhood and young adults

Long-term follow-up patients believed they are receiving excellent quality follow-up care
at St James’s Hospital. They believe that without regular follow-up appointments they
may not get easy access to specialist care.
Patients think the current system of clinical nurse specialist care effectively assesses
patients’ health, wellbeing and wider holistic needs. They described the importance of the
in-depth discussion between the nurse and the patient that explores these areas.
Patients explained how they find it useful to have regular reminders of the late effects of
treatment and specialist advice about how they can maintain or improve their health.
Patients believed that the clinic staff are experts who deliver personalised care in a
supportive and friendly way. Patients found it highly reassuring that their named clinical
nurse specialist who they had built a relationship with were available by telephone to
support them if they needed it.
Patients preferred the method of follow-up they had experienced, either face-to-face or
telephone appointments.
Patients did not believe that diagnostic test results and the risk and symptom
questionnaire alone would capture enough detailed and useful information about the
patient to help the clinical team assess them.

1.5

Clinical nurse specialist (CNS) services

General
• CNS or equivalent role is invaluable to the patient, family and carer;
• CNS is seen as first point of call for cancer-related advice (both medical and nonmedical);
• Being able to access a CNS avoided patients trying to make appointments with their
consultants;
• There was a very high level of satisfaction with CNS services;
• Where patients were dissatisfied, communication was a major issue – mainly not being
able to contact the CNS because they were sick/ unavailable.
Communication
• Some confusion about when and how to get in touch with a CNS. Communication
improved when patients were given key worker email address rather than just phone.
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Single point of contact
• Patients and families found having one person to help them navigate treatment pathway
very beneficial.
Capacity
• Patients felt keyworkers were overstretched and doing a good job in difficult
circumstances.
Secondary breast cancer patients
• Perception that secondary breast cancer patients are not receiving the same support as
those with primary breast cancer diagnosis.
Geographical variation
Some patients highlighted that they felt CNS support varies between geographical areas.

1.6
•

•

•
•

•

•

Colorectal

Follow-up patients believed they are receiving high quality follow-up care. Finding out the
results, getting quick test results and having regular discussions with the clinical nurses
positively contribute to the reassurance patients get from follow-up care.
Some patients experienced pre-appointment anxiety because the scans, procedures and
blood tests they have before their follow-up appointment could identify concerning
changes in their cancer. However, patients believed the reassurance provided by followup and getting positive results far outweighed this disadvantage.
Patients thought that some face-to-face follow-up is very important at the start of the
follow-up pathway but that telephone follow-up is more acceptable over time.
Although most participants had not needed to contact the clinic between appointments,
they found it highly reassuring that clinical nurse specialists were available by telephone
to support them if they needed it.
Most patients believed that the clinical nurses gave sufficient information and adequately
explored patients’ health and wellbeing during follow-up appointments. Some patients
were interested in getting more information about healthy lifestyles and practical posttreatment information through an education and support programme.
Patients believed that holistic support sessions should be an addition to current care.
Follow-up use of Q-tools was rejected by patients because it loses the “personal touch”
and some patients did not use computers or did not trust the security.

1.7

Gynaecology

●

Patients were reluctant to consider alternative models of care that involve reduced direct
face-to-face contact with the clinic because they did not think these will provide the same
level of reassurance and continuity of care.
● Patients wanted to feel that they have specialist care from experts and any cancer
recurrence or new cancer would be detected and acted upon rapidly.
● Despite some ladies having never phoned the specialist nurses, patients found having
the option of contacting their key worker nurse reassuring.
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●

Follow-up using Q-tools was dismissed by most patients, a few participants would be
interested in follow-up via technology such as Skype or Facetime that could facilitate
face-to-face interaction with health professionals during appointment.

1.8
●
●
●

●

●
●

●
●

Prostate

Patients wanted to feel that they had specialist care from experts
Patients thought that face-to-face follow-up is very important at the start of the follow-up
pathway but that telephone follow-up is more acceptable over time.
Most patients thought that appointments were often brief but covered patients’ test
results, general health and queries in sufficient detail. Patients relied on follow-up
discussions to prompt them to think about symptoms they could be experiencing.
Although most participants had not needed to contact the clinic between appointment,
they found it highly reassuring that clinical nurse specialists were available by telephone
to support them if they needed it.
Younger patients who had experienced treatment believed that follow-up care should
offer more holistic support for patients, particularly psychological support.
Patients found it convenient that they had a choice about where blood tests are done.
However, some believed that the GP and hospital information systems could be better
integrated to facilitate transfer of patients’ blood results.
Some patients were interested in getting more information about healthy lifestyles and
reducing cancer risk through an education and support programme.
Follow-up using Q-tool was dismissed by most patients due to concerns that it loses the
“personal touch” of human interaction, may require skills and a computer (which older
men may not have) and security concerns.

1.8.1 Risk Stratified Follow Up (RSFU) and Supportive Self-Management
(SSM)
•
•
•
•
•

Patient education – addressing emotional needs and needs beyond clinical side effects,
diet and exercise;
Workforce in acute and primary care – new roles like Cancer Care Co-ordinator and
primary care practice nurses do most of the follow up;
Speeding up results to reduce anxiety/ stress – PSA results can be available in a few
hours but often patients have to wait a week for a call;
Consistent information with a clear treatment plan at the outset and good communication
through the system;
Community follow up - clear access back into the system and a consistent, clear
pathway.

1.8.2 WY & H Cancer Alliance agreed approach
•

Funding – there is concern around how funding for a change in approach would be
achieved;
• Lack of staff – concerns have been voiced about how a change in approach would be
staffed effectively;
Patient education – this was seen as being important but people wanted it to be interactive,
involving specialists e.g. psychologists and using innovative methods
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1.9

Personalised support co-ordination;

Concerns at end of treatment
• Lack of hospital follow up, chasing tests and anxiety waiting for results – having to ‘police’
own follow up;
• Unsure who to contact for what;
• Repeating stories – continuity of care, seen at a different hospital, given different
messages;
• Lack of control/ feel abandoned;
• Burden on clinical staff – don’t want to bother them;
• Ongoing support – physical, psychological, social, support going back to work;
• Lack of communication – between acute and GP, GP and patient;
• Lack of support groups – for patients and carers;
• Vague symptom support – no key contact;
• In formation – too much, not enough, timing, what to expect after treatment;
• Not everyone wants a group;
• Anxiety, guilt at surviving.
Support accessed
• Support groups;
• Clinical nurse specialists;
• Key worker in secondary care;
• Leaflets;
• Hospice;
• GP;
• HWBE Harrogate
• Secretaries;
• Online;
• Physio;
• Friends
• Cancer Support Yorkshire/ Macmillan Information and Support Centre/ Robert Ogden
Centre.
Barriers to access
• Time – both patients and professionals; and when support should be offered;
• Reluctance to bother clinicians with perceived trivial matters;
• GP lack of knowledge;
• Not knowing what support was available – not knowing about HNAs;
• Language used by professionals/ organisations e.g. palliative;
• ‘Single vs group support’ – don’t want to be bogged down with other people’s stories;
• Hard to find support online;
• Macmillan Centre looked like a library so people won’t enter;
• Guilt regarding using services that others may need;
• Men are reluctant to tell professionals what is going wrong;
• Reluctance to go into the Macmillan Centre or hospice to access support. A lot of stigma
attached to attending a Hospice when not in last year of life.
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What other support was needed
• Ongoing support – physical activity, fatigue advice, work support and advice,
psychological and emotional support;
• Signposting on – Macmillan, support group patients and carers – making people aware of
what services are on offer and who is entitled to use them is key;
• Robust communications systems;
• Carers support;
• More wellbeing events;
• A named specific contact from diagnosis and right through to end of treatment.

Thoughts about the model
Qualities of the Navigator/ Co-ordinator
• Knowledgeable about cancer, what is a normal symptom and what needs further
intervention, good knowledge of support groups, information about work;
• Has influence – can complete onward referrals;
• Not necessarily a clinical person or cancer professional. Could be a generic person who
signposts you on for support;
• Someone who has time and can listen and understand as well as signpost to useful
services;
• Could be a person in a GP surgery who signposts for all long term conditions;
• A single point of access for everything – would include social care, district nursing etc.
When and where a patient should be referred by the co-ordinator
When:
• From diagnosis to end of treatment and signposting on;
• You should be able to contact this person straight away when you are diagnosed and be
able to still contact them for support in the next 2 years;
• At least phone access from diagnosis.
Where:
• They should be based in the GP practice rather than the hospital, as this will help them to
re-access the GP better;
• Support should be offered in the community of at a GP surgery
How the model might work
• Needs to be available 24/7
• Options for access – virtual, drop in, face to face, and flexible
• Have an assessment form to target the conversations
• Need written information to refer back to – who to contact for what symptom
• Could be linked to a person seeing patients with any long term condition e.g.
lung/heart problems/cancer – all need signposting
• Needs to be ongoing access to the same person/support –you should be able to
come back to this person whenever you needed to
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1.10

Recovery Packages;

Holistic Needs Assessments (HNA)
• These were reported as being very beneficial to patients
Care plans
• Many patients did not or were not sure if they had received a care plan following their
HNA;
• Patients who found them useful said that they were useful for communication e.g. with
employer;
• Some patients would have liked them to be available digitally as would be easier to
access by those involved in care and wouldn’t get lost;
Treatment summaries
• Most patients were not sure if a treatment summary had been sent through to their GP;
• Most patients who had received treatment summary found it useful, particularly
information that could be referred back to at a later date;
• People who had not received a treatment summary said that they would have found it
useful as a source of information, to feel more involved in their treatment and as a
reference for them and others involved in their care.
Cancer care reviews (CCR)
• Most patients were unsure if they had received a CCR;
• Most patients who had received a CCR had to make the appointment themselves;
• There is a large variation in experience of the CCR with some reporting it helpful, whilst
others seeing it as a ‘tick box’ exercise;
• No-one had received a CCR directly from their GP – most had been completed by a
clinical nurse specialist (CNS);
• Patients who had not had a CCR said that one of the key benefits would have been that
they would not feel ‘abandoned’ following intense cancer treatment and it would have
provided reassurance that there was some continuity in their care/ they had someone
specific to go to;
• Some people felt that the GP is too remote from treatment and that the CCR should be
undertaken by the hospital care team.
Health and wellbeing support
• Patients highlighted organisations they had been referred to following their cancer
treatment but they also highlighted a range of organisations that they would like to have
been referred to;
• Patients highlighted a feeling of lack of support once their cancer treatment had ended.

1.11 Strategy development
To support the development of their strategy, Leeds held an event and the following themes
were identified as priorities.
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•

•

•
•
•

•
•
•
•

There needs to be more and better awareness in the community about cancer. Jargon
should be avoided at all costs. Education in schools is important if we are to involve
young people in the strategy.
The Leeds Cancer Strategy needs to recognise ‘hidden’ communities in Leeds. There
should be good education for community-specific cancers, information available in
alternative formats and advocacy to support vulnerable groups in treatment.
Patients need to be empowered and confident to manage their own care.
GPs need to be knowledgeable about cancers and pathways into treatment.
There needs to be investment in innovative ways to engage patients in the development
of the strategy and self-care. This might include mobile clinics in supermarkets or
sporting events.
Statutory and voluntary organisations need to work in partnership. This includes all
stakeholders such as pharmacists and patients.
There needs to be more support for local support groups.
There needs to be more emotional support for people living with and beyond cancer and
their carers.
Access to test results quickly is important.

1.12 Single point of contact
A point that was raised consistently through the most recent engagement around cancer
services was the need for a consistent point of contact, i.e. one person that people are able
to consistently contact throughout their treatment and beyond.

1.13 Specific themes raised by protected groups
Some of the engagement that has taken place has been analysed to establish if there is any
variation in the views expressed by people from protected groups. In addition to this, one
piece of work focused on minority ethnic groups. The key themes raised by protected groups
were:

1.13.1 Ethnic group
General
• More bilingual workers/ interpreters are needed within hospitals – people are relying on
family and friends to interpret for them;
• Previously, minority ethnic groups have not had, or in some cases wanted support
structures outside their immediate families. Partly due to integration, cultural reasons etc.
changes over the last decade have given rise for a need of a support structure which
includes support groups;
• The age range of those requiring/ accessing support is lower than might be expected
(mid-thirties to late forties). These groups have different needs to traditional groups, they
want to go for a meal, go for walks and generally a more active approach to take their
minds away from cancer;
• Mental health support needs have been identified as a specific issue with BAME groups
and lack of support available at the end of treatment.
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African and African-Caribbean communities
At an event supported by the Black Health Forum, Healthwatch and Macmillan heard from
people about specific issues in the African community around cancer. Cancer was a taboo in
the past and so people often missed out on getting the help they needed because they were
afraid to talk about it.
•
•
•
•
•

Demystifying the evil/cultural stigma: some people still feel the stigma of cancer however
much more it is talked about.
“Spiritually I felt I was going to be ok.”
Spirit and cancer are sometimes connected -work needs to be done to break down the
idea that cancer is related to being bad.
“If you go into hospital you won’t come out.”
People felt that screening should be more targeted for different groups (e.g. prostate
cancer more prevalent in black men so should be tested earlier and for higher risk
groups).

South Asian communities
At the event with the South Asian community there were no specific issues raised that
related to particular cultural needs. However, it was clear that dignity and respect were
particularly important:
“There is too much pressure on the hospitals –they have their own tests, their own plans,
and do not focus on the patient enough. There is sometimes a lack of dignity and respect,
and a low awareness of the South Asian Community’s needs.”
Central and Eastern European communities
People from this community told us that is very important to think about how end of life care
is explained to people, taking into account their culture and religious beliefs. The Ukrainian
Centre worker spoke about a Ukrainian lady who was told by the Macmillan nurse about
drugs to “ease things at the end”. The lady, a devout catholic, understood this as assisted
suicide and wouldn’t see the Macmillan nurse any more.

1.13.2 Disability
Participants with disabilities and restricted mobility described difficulties in getting in the
positions required for the mammogram and that the radiographers could be impatient,
insensitive or lack compassion.

1.13.3 Men
Reluctance to tell professionals what is going on following cancer treatment

1.13.4 Carers
Carers of people with cancer need more support
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1.14 West Yorkshire and Harrogate cancer engagement and consultation activity at a glance
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Minority ethnic communities
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Wharfedale
and Craven
Bradford City
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Calderdale
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Rural District
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Cancer survivorship and treatment

Breast cancer

(E= Engagement, C = Consultation)
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E
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E
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Wakefield

E
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Key areas covered
Experiences of people affected by cancer from minority ethnic
communities

Leeds Cancer Strategy; Long-term follow up after childhood and
young adult cancers; colorectal cancer, prostate cancer,
gynaecological cancer follow-up pathways; redesign of breast
cancer diagnostic pathway in Leeds; treatment and support
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2

Hospitals working together

Further information on the aims of the WY & H HCP with regard to this priority can be
accessed at https://wyaat.wyhpartnership.co.uk/
In terms of engagement and consultation, as the work stream focuses primarily on working
practices engagement and consultation with the public has not taken place. However, in
relation to specialist services this will be captured in the other workstreams such as cancer,
stroke, and urgent and emergency care.

2.1

2019 Update

A key piece of work has taken place across Yorkshire and Humber in relation to care
records, the “Joined up Yorkshire and the Humber” project aimed to uncover public views
regarding the Yorkshire and Humber Care Record. This programme is being developed to
address the problem of data sharing. It is a digital care record which enables clinical and
care staff to access a real-time health and care information across health and social care
providers and between different systems.

2.2

Yorkshire and Humber Care Record (YHCR)

2.2.1 General
• People welcome greater sharing of health and care records, particularly by clinical staff
for their direct care;
• People recognize the benefits of NHS and local councils analyzing their anonymous
health and care records to plan services and to better understand and treat diseases;
• There is clear support for the YHCR for:
o Direct care;
o Planning services;
o Research for the public good;
o Engaging people in their health management.
• There have been changes since the previous Joined Up Leeds research, with:
o More people aware of the value of personal data;
o More aware of the control that they have over their data;
o And more concerns over potential security breaches.
2.2.2 Challenges
• People differ in how much of their information that they want to share for their direct care,
particularly with social care and third sector professionals. But who decides which
information is current and relevant? How can people be reassured that non-clinical staff
understand what they can access? Will access be time-limited to the duration of their
referral?
• People are cautious about their identifiable data being shared for purposes other than
direct care, they want to know:
o Who accesses it;
o Why they want it;
o What they will do with it
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•

•

•

•

•

How can individuals maintain control over their records? Will they be able to track who
has accessed their record? It will be important to explain why it matters that information is
being shared, i.e. the benefits that sharing their data brings to themselves or others;
People are willing for their information to be used for research for the public good but will
the health and care system have the capacity to implement the findings, such as new
screening or treatment programmes? How can people be reassured that data sharing
with commercial organisations is for the public good? What governance is in place to
ensure these organisations do not misuse information?
If people were flagged as being at higher risk of a disease, most want their GP to tell
them. Will GP practices have the capacity to take on this role? If not, who should contact
people to tell them of their raised risk? If lifestyle factors out people at risk will resources
be available to support them to change their behaviour? How will the NHS ensure that
individuals retain choice over whether or not to change their behavior?
In the future, the NHS and local councils may work more closely with commercial
organisations, e.g. for social prescribing or supporting individuals to change their
behavior or to remain living independently. What governance is in place to ensure that
commercial organisations don’t contact individuals to upsell additional services or share
data with third parties who might contact them;
People are concerned about the security of their information, How is people’s data
protected from cyber security and other threats? Do staff have the skills and training to
keep data secure? How does the “system of systems” approach limit security risk? How
can this approach be described to people in a simple way? How secure are people’s
health and care records compared with, for example, their online banking records.
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Yorkshire and Humber Care
Record (YHCR)

2.3 West Yorkshire and Harrogate ‘Hospitals Working Together’ engagement and consultation activity at a
glance (E= Engagement, C = Consultation)

Key areas covered

Airedale, Wharfedale and Craven
Bradford City
Bradford District

E
E
E

Calderdale
Greater Huddersfield
Harrogate and Rural District
Leeds
North Kirklees
Wakefield

E
E
E
E
E
E

Joined up Yorkshire and Humber
Joined up Yorkshire and Humber
Joined up Yorkshire and Humber
Joined up Yorkshire and Humber
Joined up Yorkshire and Humber
Joined up Yorkshire and Humber
Joined up Yorkshire and Humber
Joined up Yorkshire and Humber
Joined up Yorkshire and Humber
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3 Maternity
More information about this priority can be found here https://www.wyhpartnership.co.uk/ourpriorities/maternity

3.1

2019 Update

In August 2017 a mapping exercise of maternity engagement and consultation across West
Yorkshire and Harrogate was undertaken. The mapping was reviewed in line with the
following six themes that were identified by the West Yorkshire and Harrogate Local
Maternity System:
• Personalised care / choice
• Continuity of carer
• Postnatal support
• Bereavement
• Perinatal mental health
• Safe care
In addition to these areas, the report also captures any other issues that have been raised.
And includes the specific themes raised by protected groups. A copy of the full report can be
accessed here. For the purpose of this mapping exercise information from the maternity
mapping report has been used
Since the previous report the Better Births report has been published this identifies 7 key
themes. It was based on an extensive programme of engagement with the public, service
users, staff and other stakeholders. More information can be found here:
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-reviewreport.pdf.
Maternity Voices Partnerships (MVP) have been set up in each local area and use a variety
of engagement tools to enable women, their partners and families to engage at different
levels. They have carried out several specific pieces of work, brief details provided below:
They have carried out some specific pieces of work detailed below:
They are currently working with service providers in the design of the continuity of carer
models recommended in Better Births and highlighted in the NHS Long Term Plan.
They have produced a booklet ‘My Journey Through Maternity Care’ which provides
information about choices and options for personalised maternity care across West
Yorkshire and Harrogate. The booklet has also been produced in an easy read format.
https://www.wyhpartnership.co.uk/application/files/5715/4694/6774/My_Pregnancy_Journey
_Booklet.pdf
https://www.wyhpartnership.co.uk/application/files/6915/4903/2999/My_journey_throught_m
aternity_care_01-02-19.pdf
A stand-alone website is being produced for the MVP groups, through which they can reach
out to more women and families.
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Leeds and Wakefield have undertaken engagement work around maternity services and the
Yorkshire and Humber Academic Health Science Network (YHAHSN) are co-ordinating the
Maternal and Neonatal Health Safety Collaborative (MATNEO) to reduce rates of maternal
and neonatal deaths, stillbirths and brain injuries that occur during or soon after birth by 20%
by 2020. More information can be found here
https://improvement.nhs.uk/resources/maternal-and-neonatal-safety-collaborative/

3.2

Bereavement

There were no specific pieces of engagement or consultation looking at bereavement,
although it was mentioned in general maternity service reports from Calderdale, Greater
Huddersfield and Harrogate. The key themes raised were:
•

Women have described awaiting assessment for miscarriage alongside mums-to-be with
healthy pregnancies as a distressing experience.
There should be more empathy, support and compassion for women and their families
who lose or who have a lost a baby.
For families who face complications or loss of a baby they would like separate spaces
and entrances.
The use of a SANDS sticker on maternity notes to identify mothers who have previously
had a stillbirth was seen to work well.
The need to provide privacy and better professional support to parents after the birth of a
living child following a previous stillbirth as this can be a mixed emotional time for
parents.
Increase stillbirth training and awareness for midwives and professionals to ensure
appropriate support is offered in a sensitive manner.
Support provided by SANDS (stillbirth and neonatal death charity) was highlighted as
working well.
The impact of bereavement on families (including siblings) and dads needs to be given
more consideration and more support provided;
When things do go wrong, honesty was seen as being very important;
People who had lost a baby described that they wanted the loss to be acknowledged;
People who had been through a bereavement did not want to have to re-tell their story
and suggested that recordings could be made of conversations to prevent this;
Staff need more support around managing the issues associated with bereavement
A peer support network would be really valuable for people who had been through a
bereavement;
People would like there to be better communication between hospitals.

•
•
•
•

•
•
•
•
•
•
•
•
•

3.3

Continuity of carer

Through their wider engagement and consultation on maternity services, all areas had
collated feedback on continuity of carer. The main themes raised were:
•

Women wanted to be able to see the same midwife throughout their pregnancy and
labour. Whilst many women had been given a named midwife, in reality this didn’t always
happen and many women were seen by a number of different midwives.
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•

•

•

•
•

Lack of consistent midwifery cover meant that some women had to repeat their story a
number of times. Women felt that relationships suffered in respect of developing a
trusting, and understanding relationship where a number of different midwives were
involved in their care. In these situations women were less likely to seek support and
advice from their midwife.
Service provision should offer continuity of care, with a focus on information sharing
across teams and professionals, which involves the women, both in terms of consent to
information sharing, but also in determining the development of the birth plan, other
treatment options, arrangements for discharge and post-natal care.
Co-ordination and continuity of care along the maternity pathway should be streamlined
in order to ensure all aspects of a woman’s care are consistent, and that links with other
professionals and agencies are incorporated along the pathway;
In Leeds, continuity of medical as well as midwifery care was highlighted as an issue;
In Leeds, people were concerned that more community midwifery would result in less
continuity of care.

3.4

Perinatal mental health

In 2014 Leeds held a workshop that looked specifically at perinatal mental health. And
through their wider engagement and consultation on maternity services, all areas had
collated feedback on perinatal mental health. The key themes raised were:
•
•
•

•

•

•

Feedback about emotional support services was generally positive; it was access into
them that was problematic.
Providing a mechanism to identify women with mental health problems was seen as good
practice.
There is a need for more knowledge and awareness of the signs, symptoms and triggers
of emotional and mental health problems. This included better trained staff to spot signs
and symptoms and encourage early intervention. Families also highlighted the
importance of having information about mental health more readily available, for example
sharing specific information about mental health in antenatal classes.
Many women did not tell their midwife, health visitor or GP that they had a problem, often
because they felt ashamed or guilty. Women needed to feel that they could talk about
mental health issues without fear of bias. Staff should be well trained and approachable
and willing to listen carefully to what women were telling them.
More support for mental health and wellbeing for women during and after pregnancy and
more specialist support for mums with a mental health problem who are pregnant. The
care should be holistic in its approach, looking at the whole family and social situation of
women and families.
The need for consistent support from Healthcare Professionals including Community
Mental Health Team, Health Visitor, GP, named Community Midwife, Consultant,
Counsellor, bereavement services and SANDS support. Communication between
professionals and other services should be improved. Subsequent follow-up by staff to
ensure referrals to other services have been made should be a standard requirement and
a level of trust should develop along the whole pathway.
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•

•

•

•
•

•

Some highlighted the positive role of health visitors in identifying post-natal depression,
providing support and signposting to relevant services. Positive benefits of having a
joined up approach between GP and Health Visitor.
Families would like easy access to someone to talk to in confidence with whom they had
a good relationship. They would like a non-judgmental and supportive person. Suggested
that this person could be the named midwife, counsellor, named dedicated mental health
worker, dedicated staff in children’s centre or a 24 hour helpline.
Service users felt that after the initial postnatal check-ups there was not enough contact,
especially in the 6-12 month period. It was suggested that a routine follow up should be
made for women who had complications during/after birth and that more information
should be made available about birth de-briefings.
Peer support groups/networks to share experience and gain support from others in a
similar situation.
Availability of a multi-disciplinary team providing specialist mental health support,
including a mother and baby unit as well as community support for PND, PTSD such as
specialist mental health midwife. It was also noted that it is important to have a specialist
mental health team/midwife to support women with less acute mental health problems
before they develop into more acute problems.
There were a number of comments around the lack of awareness, education and support
available for partners during the antenatal and postnatal period. Partners are often the
main supporter when a mother experiences mental health problems during and after
pregnancy and they may need some additional mental and emotional support.

3.5

Personalised care / choice

In 2014, Leeds held a workshop that specifically focused on this topic. And through their
wider engagement and consultation on maternity services, all areas had collated feedback
on personalised care and choice. The main themes raised were:
•

•
•
•
•
•
•
•

Women want to be offered the choice of where and how they give birth. To support them
in this they need more information and support before pregnancy to ensure the right
choices for birth are made, this should include support for dads.
The need for better communication from staff about choices, what to expect from each
birthing option and someone to explain things more clearly if needed.
Most women use advice from professionals and family or past experience to inform their
choice of birthplace;
Information and access to alternative therapies such as hyno-birthing, acupuncture and
other alternative pain relief.
More support for first time parents, including longer conversations about birthing options
and what to expect, more appointments and earlier access to a midwife.
Staff to listen to patients and respect any decisions – the mother knows what she needs
in most cases – this included choices about breast feeding and pain relief.
To provide support to manage a long term condition during pregnancy and ensure there
is holistic support for the whole person.
Examinations, tests, scans and ultra sounds available in the local community i.e. GP
practice, particularly for those who have concerns during pregnancy.
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•
•
•
•
•

Better access to midwifes, including more available appointments, improved telephone
contact and longer more flexible appointment times.
Improved services on a weekend and evening including outpatient appointments.
Contact numbers for out of hours support and advice and local drop in clinics.
Not feeling rushed when using services and being in a calm and relaxed environment
with staff that are not stressed or rushing.
All pregnant women should be told about antenatal classes by a midwife, this didn’t
always happen.
Travel, transport and costs are a concern for some women – particularly those in
outlying areas who may be on low incomes with young families.

Home birth
• Women want to be provided with more information about home births, many women feel
they do not receive enough information to make an informed decision about ’home birth’
as a real choice.
• A short film or video about home birth to allow people to make a choice and then a film
about how to prepare the home for a home birth.
• There should be good home birth provision on offer, including equipment and well
trained staff.
• More awareness and training for staff on the cultural view of home birth and also how to
support families including same sex partners, adoptive parents and parents with a
disability or long term condition;
• In Leeds, hospital birth was commonly framed as the default option for families, with
some participants indicating that homebirth was not an option for them
• Concerns about risk and safety were highlighted by many women in relation to home
birth;
• The home environment was a key positive identified about giving birth at home;
• Privacy was a key concern for people about giving birth at home e.g. neighbours or other
children hearing;
• Awareness of homebirth across the engagement in Leeds was variable. There appeared
to be inconsistent provision of information around homebirth, with some participants
stating that they had received little or no information about homebirth from health
professionals.
• Advice given by health care professionals’ and ‘positive or negative stories about types
of birthing’ were seen as key mechanisms for influencing opinion change.
• Groups with different cultural and religious backgrounds may present with additional
information and support needs which need to be recognised

3.6

Postnatal support

Through their wider engagement and consultation on maternity services, all areas had
collated feedback on postnatal support. The main themes raised were:
Postnatal ward
• Women feeling they didn’t get enough care whilst on the postnatal ward as staff were too
busy to support them or explain things to them.
34

•
•
•

•

•
•

Women feeling they didn’t get enough support with how to look after their baby.
Women describing how they were kept waiting to be seen on the ward.
Comparisons were often drawn to the difference in care between the labour ward, which
by and large was presented positively, and the postnatal ward. There were a number of
comments made about staff being rude or abrupt with women or their family members.
Women felt that problems which should have been identified (e.g. infections, problems
with the baby) were not picked up by staff post-natally. Care for women who had
experienced Caesarean sections was reported as falling short of expectations.
Staff need to be more helpful after birth including more support with baby bonding, not
discharging parents too early, emotional support and help with pain relief;
People in Wakefield additionally highlighted delays in the discharge process and
inappropriate discharge times e.g. being discharged late at night.

Infant feeding
• In Wakefield, support for breastfeeding was felt to be inadequate and women reported
feeling pressured and receiving inconsistent advice;
• Woman felt that the midwives in the hospital did not provide as much support on
breastfeeding as community midwives because they were too busy.
• Support from midwives around breastfeeding tended to be a leaflet which for some
wasn't deemed to be sufficient, and tended to be given in a large bundle of other leaflets.
It was felt that the leaflet should be read through and discussed, so it was a tool for giving
information rather than just being the source of information. The leaflet would then
become something that they could refer to at a later date if they needed to.
• Most women stated that they wanted to breastfeed and that they would find it helpful to
talk to people that are breastfeeding, understand the challenges, what to expect good
and bad, be shown how to hold the baby, watch someone actually breastfeeding, and to
be told about the support that is available. They wanted the advice to be consistent and
not to feel pressured or judged.
• That there should be more breast feeding clinics in different locations for those who want
that support.
Health visitors
• Women want to be told about the health visiting service during their pregnancy, this
doesn't always happen. There is also a variation in when women first see their health
visitor; many first met them after the birth of their baby.
• Most women found the health visiting a helpful and supportive service, which provided
them with reassurance on health issues for both their baby and themselves. While the
universal offer for all new parents is helpful, this can sometimes feel restrictive and lacks
flexibility to adapt to different needs
• There were some reports of lack of continuity, inconsistent advice, lack of time and
support. And difficulty in forming a relationship of trust due to the limited contact, and
length of visits.
• Women want more flexibility for health visitor appointments to meet the needs of each
individual family, and shorter waiting times for those appointments.
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•
•
•

There were some concerns about missed visits and contacts that were then not
rescheduled or followed up.
There was some concern expressed about feeling confused about the role and
involvement of different health professionals, such as midwife and health visitor.
Baby clinics, support groups and one to one support from the health visitors were
highlighted as being particularly helpful.

Support and advice
• New parents wanted more help, advice and support during the initial weeks after giving
birth.
• Women want someone to chat to, receive advice and support on breast feeding,
weaning, links to other services, also advice on housing, benefits, how to look after a
baby, baby massage, exercise classes, alternative therapies, and support for when they
are returning back to work such as help in finding childcare.
• Post-natal support groups to be provided in the local community in community buildings
such as libraries, children’s centres and sure start.
• Provide more outreach and support to isolated mums.
• Provide a help line service; drop in centre or advice service for parents.
• Provide advice and support on post-natal depression (and emotional changes) through
leaflets, information and support groups.

3.7

Safe care

Through their wider engagement and consultation on maternity services, all areas had
collated feedback on safe care. The main themes raised were:
•
•
•
•
•

•

•
•

The need for trained, skilled and professional staff (female staff were stated as a
preference by some respondents) throughout the pregnancy and birth.
Students during labour cause stress and anxiety to patients particularly if they are the
direct support to the mum.
Level of staffing is a key concern highlighted by women and families, with some
reporting inadequate levels of staffing on the ward;
Poor staffing levels across hospital and community services made patients wary of the
quality of care they received;
Good communication from staff, including staff who are reassuring and not rushed.
Access to the right equipment and pain relief for birth including gas, air, epidural, tens
machine, birthing pools and balls.
For those having a home birth they also want to be assured that home births are safe;
and have access to urgent care if it is required, including fast transfer by ambulance to a
hospital close to home. Resuscitation equipment and an incubator available at home or
near to home in case it is required.
The environment needs to be clean, safe and comfortable with a calm and quiet
atmosphere. Reference was made to the environment being like home.
People wanted to feel safe and cared for – there was reference to meeting the needs of
the whole woman, from a social and emotional perspective and being supported through
difficult times during the pregnancy.
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•
•

3.8

There should be more support for mums having their first baby.
Maternity staff were reported as friendly, empathetic and attentive

Other areas

Through their engagement and consultation on maternity services, all areas had collated
feedback on areas that don’t fall within the aforementioned categories. The main themes
raised were:
Information and communication
• Information needs – both in providing any information and providing information that is
accessible to women in the planning stages as well as during pregnancy. This includes
information about the range of support services, what to expect, who to contact and
when and understanding self-care and personal responsibilities.
• Communication – sharing information timely and being able to contact when needed.
• Some women felt the amount of information offered was untimely, overwhelming and
thus difficult to process or attempt to read and needed support to understand;
• In Leeds patients felt that communication between staff and services could be better;
• In Leeds, issue with blood tests seemed to be an area where there was poor
communication;
• In Wakefield, most women would not find a phone call from a midwife an acceptable
form of support but most would find being able to text their midwife useful.
Patient feedback
• Need to make it easier for people to give feedback on maternity services throughout their
journey – information should be available on websites, Facebook pages, Apps, graffiti
boards, group feedback sessions etc. Consideration needs to be given to those people
who don’t have English as their first language or who may find reading, writing and
speaking English difficult.
• People want to give feedback in a timely manner in a way which suits them; some
people would like to give feedback shortly after giving birth, others would prefer to have
time to recover and reflect on their experience before giving their feedback. The
preferred method of giving feedback also varies with some people favouring being able
to talk to a member of staff and others preferring the anonymity of completing a review
online or responding to a text message.
• Involve service users in the design, implementation and on-going review of methods to
gather feedback involvement.
• Public are mostly unaware of what happens to their feedback and whether it’s made a
difference. People want to know that their feedback has been listened to, taken seriously
and acted on where necessary to bring about improvements for others.
Surrogacy
Whilst the number of comments on surrogacy was very low, the feedback has been included
in this report as it is seen as an important theme.
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•

•

•
•
•

Positive feedback received on the sensitive and supportive midwives. For example
giving the parents a baby wrist band with their daughter's name on it, not simply the
surrogate's name.
Positive feedback received on including the mother in the labour process to help her
connect physically and emotionally with the surrogate baby. For example encouraging
the mother to 'feel where her baby was lying in the surrogates’ tummy'.
Increase training and awareness of surrogacy for midwives and professionals as more
people are becoming parents through alternative means.
Support mothers who intend to breastfeed a surrogate baby. Understand that it is
possible to breastfeed a surrogate baby and provide the appropriate support.
Midwives and professionals need to plan ahead for the birth of a surrogate baby so that
the parents can be as involved as possible and care is provided in a sensitive way.

Waiting times
• People in Leeds expressed frustration with waiting times but it was unclear if this related
to making an appointment or delays in clinic/ on the ward;
• People in Leeds were clear that there were frustrations around waiting for community
outpatient appointments.

3.9

Specific themes raised by protected groups

Some of the engagement and consultation that has taken place has been analysed to
establish if there is any variation in the views expressed by people from protected groups. In
addition to this, some pieces of work have focused on specific protected groups; these have
included people with learning disabilities; young parents; BME communities; young white
working class communities; and emerging communities. The key themes raised by
protected groups were:
3.9.1 Disability
• Limited choice for women to give birth if they have a disability and usually not at home, a
wider choice would be preferred.
• That in particular for disabled women an “under staffed birth is really scary”. There was
also particular concern about staff being overtired and the risk this posed.
• Post-natal services need to be more advanced (patient centred) involving
mothers/parents in decisions about what services they need and when they are no
longer required.
• More support for women who experience post-natal depression or who have pre-existing
mental illness.
• Limiting patient information sharing on a need to know basis and respecting
confidentiality.
• Travel for disabled respondents was important to be kept within 15 to 30 minutes with
more using public transport, access bus and volunteer transport, only a few used patient
transport.
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Learning disabilities
• Women were often unaware that they were pregnant until quite late on in their
pregnancy which led to delays in accessing services.
• Women tended to attend appointments alone as they were unaware that they could bring
family / friend / support worker with them.
• When they attended their appointments they were not asked if they needed any
additional support with communication / information needs. Many were unable to
understand the information they were provided with.
• Provision of support from VCS organisations made a huge difference to those women
that accessed these services.
• Staff should be trained to support women with learning disabilities, and be able to
support them to make their own decisions and explain their options.
• Should be offered ante-natal classes and parenting classes.
3.9.2 Ethnic groups
BME communities
• Black African heritage women were unaware of or felt that they were not being offered
home births as an option.
• Some Indian, Bangladeshi and Pakistani heritage respondents expressed concerns
about communication difficulties with community midwives. The respondents felt that
because they didn’t speak English or spoke limited English the midwives did not
understand them. They felt that they received the wrong or worse care because they
couldn’t explain their needs. The suggestion was to recruit more bilingual staff, or staff
from differing ethnicities who could communicate in other languages or provide
interpreters. This would also be useful with regard to providing ante-natal classes in
community languages.
• A recurring theme from many of the female Pakistani heritage respondents was that
homebirth was culturally inappropriate and considered unsafe. BME women in Leeds
would not chose to have a homebirth and lacked knowledge around homebirth;
• BME women in Leeds were concerned about privacy at home and a sense of shame and
embarrassment around family members;
• Whilst the Indian heritage respondents highlighted not being given the option for
homebirth which they would have preferred.
• Privacy and confidentiality were very important for the Chinese heritage respondents.
Asylum seekers and refugees
• Being able to access information is an issue. Women don’t know what services are
available or what to access. Language, translation and understanding of the services
were a particular need for women.
• Continuity of care is key and need better sharing of information. Women don’t always
want to relive their experiences with each care provider. Need a better communication
system so women are not re-traumatised.
• For some there is an issue of GP’s requesting ID to register.
• There are often concerns re: reception staff at practices.

39

Emerging communities
• Language, translation and understanding of the services were a particular need for
women from Eastern Europe or Central Eastern Europe. They described poorer
experiences of care and support throughout the pregnancy journey.
• Friends and family members are sometimes used to breach the gap in professional
translation services’ availability. While this can be useful and enable many people to
better access services, it can also be problematic in terms of confidentiality, accuracy
and hearing the genuine voice of the service user, rather than the translator’s views and
interpretation.
• Culture and understanding of health systems were a factor for some women and as
pregnancy was often the first time they were coming into contact with services, it was felt
that support should be provided by a service to help develop understanding of using
services as this would be beneficial throughout the pregnancy and beyond. It was not
thought this should be provided by the midwives but they should be able to signpost
women.
• There is some evidence that the status of health workers, including midwives, is very low
in some Eastern European countries (such as Hungary), which has an influence on how
services may be regarded in the UK.
• Health visitors reported some difficulty in getting people to attend appointments in
surgeries or clinics.
3.9.3 General
• There was a reoccurring theme of either privacy, dignity or both. For some there were
issues relating to the junior doctors and how they deal with patients. Patients would also
like more information on preparing for birth.
3.9.4 Young people
• Use of language and how health professionals communicate with young people was
seen as important. It was felt that health professionals should learn people’s names and
use them, and that they should take the time to ask questions to ensure understanding.
• There was a theme of having “information overload” which didn’t always allow the time
for discussions and informed choice.
• The importance of tailored, individual care was emphasised, and the contribution that
good communication makes to this.
• Important to promote good mental health for dads, and acknowledge the impact that
their mental health issues would have on the family unit. It was noted that judgement
from professionals has a knock on effect, and can affect parenting choices and mental
health services being provided to help dads better adapt to their parenting role.
• It was felt that there was a gap between support for teenage pregnancies and adult
services.
• Felt that in hospital they received little support / advice and they were hesitant to speak
up and ask for support and advice. All felt that more support from professionals would
have made a huge difference to them.
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•

•

•

•

•
•
•
•
•

•

Received conflicting information around feeding. Those that breastfed did so as they had
support from family / friends / health professional, those that didn't breastfeed didn't have
any support and felt that there was an expectation that they would bottle feed.
Those who had support from the Family Nurse Partnership team all thought that this
level of support would make a big difference to the number of young mums who choose
to breastfeed, due to the ongoing, individually tailored support provided by this project.
Felt strongly about the negative assumptions made around young mums not wanting to
work or continue with their education, and felt that this was evident in the approach
taken by some organisations working with them. Their solution was to train staff or have
specialised advisors who understand and are aware of issues specific to young parents.
There were some misconceptions around parenting classes; some people thought they
could not bring their partners to the classes, and some people said that dads weren’t
aware of the classes.
Children’s Centres were key places to access support in their journey and it might help if
these were promoted widely.
The young parents said that other parents were a source of support especially with
practical advice and talking through solutions to parenting problems.
There was positive feedback about the Baby Buddy app, and how useful it had been for
some people.
The importance of incorporating parenting skills into school education was emphasised,
“so that the ‘right’ way becomes the norm.
Found support groups invaluable places for them to get support and advice, and to have
someone to talk to who understood them. Some also sought advice online through
support groups.
Felt that there should be more opportunities for them to give feedback about services.

3.9.5 Sexual orientation
• Fear of perceived homophobia in hospital for women who identified as lesbian.
• Negative experiences for some women.
• Training for staff is needed both for hospital and community midwives about LGBT
families and their needs.
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3.10 West Yorkshire and Harrogate ‘Maternity’ engagement and consultation activity at a glance
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E

Any other areas

Safe care

Postnatal support

E
E
E
E,
C
E,
C

Perinatal mental health

Continuity of carer

E
E
E
E,
C
E,
C

Airedale, Wharfedale and Craven
Bradford City
Bradford District
Calderdale

Bereavement

Personalised care / choice

(E= Engagement, C = Consultation)

Key areas covered
Experience based design maternity services, personalisation and
choice, community midwifery (BME, white working class and
young), vulnerable women, and patient experience
EPAU, Right Time, Right Care, Right Place, and embedding
feedback
EPAU, Right Time, Right Care, Right Place, Embedding
feedback, emerging communities, health visitors, infant feeding,
smoking, and young parents
Development of maternity strategy including views on whole
pathway
Maternity outpatients; Homebirth; Bereavement; Women with
learning difficulties, young parents, development of Leeds
maternity strategy, inpatient maternity and neonatal services,
perinatal mental health, personalisation, breastfeeding, and health
visiting
patient safety walkabouts, emerging communities, health visitors,
infant feeding, smoking, young parents
Postnatal maternity services; patient safety walkabouts, patient
experience including perinatal mental health
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4 Mental health and learning disabilities
The leadership and staff of health and care organisations in West Yorkshire and Harrogate,
in their role as part of Health and Wellbeing Boards, have existing plans to deliver ambitious
improvements to health and social care services for people in Bradford, Airedale,
Wharfedale, Craven, Calderdale, Harrogate, Kirklees, Leeds and Wakefield.
These plans, alongside our West Yorkshire and Harrogate priorities, make up our West
Yorkshire and Harrogate Health and Care Partnership draft plan. This work, managed in
partnership, allows us to work together on good practice and shared solutions.
We will work together locally and at a regional level, to make sure that mental health and
learning disability conditions are treated the same as physical health issues. Local mental
health and learning disability services will be integrated with physical health and care
services. This will ensure we care and treat the ‘whole’ person tailoring care to the person’s
need; supporting people with long-term conditions to cope with anxiety or depression, and
ensuring people only go to hospital when absolutely necessary.
We are developing services across the region to reduce difference in the quality of care
people receive in order to improve their wellbeing and make services more effective and
efficient for the future.
To support this work the West Yorkshire and Harrogate Health and Care Partnership Mental
Health and Learning Disabilities work streams originally requested that a mapping document
be produced focusing on the following 4 areas:
•
•
•
•

Acute mental health care
Autistic Spectrum Condition (ASC) and Attention Deficit Hyperactivity Disorder (ADHD)
services (all age)
Child and Adolescent Mental Health services
Eating disorders

4.1

2019 Update

4.1.1 Mental health
Since the previous report, the West Yorkshire Mental Health Services Collaborative has
been established to ensure that decisions across the region are made together around a
shared programme of work. The new committee will help ensure that decisions are made
together and in a streamlined way around a shared programme of work. It will also see that
collective ambitions are achieved, for e.g. eliminating out of area placements for young
people, and delivering the region’s five-year suicide prevention strategy, launched in
November 2017.
During the research for this updated report new areas have emerged, these included, for
mental health:
• Children’s emotional health and wellbeing;
• Community care;
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•
•
•
•
•

Mental health needs assessment/ emotional wellbeing;
Older people’s services transformation;
Primary care;
Rehabilitation and recovery;
Special educational needs and/ or disabilities;

Suicide prevention
Suicide prevention is a key priority for the Partnership. We have developed a zero suicide
approach which has been signed up to by health providers, local authorities, police and
voluntary organisations across West Yorkshire and Harrogate. The approach is led by a
suicide prevention strategy where every suicide is seen as preventable with a culture of
collaboration and partnership working across all organisations, promoting a coordinated and
shared approach to suicide prevention and self-harm.
Work around this agenda includes developing relationships and membership of the Suicide
Prevention Advisory Network (SPAN) and the Federation of NHS Trusts (FONT), providing
an invaluable link to the Public Health Community of Interest. Along with a valuable piece of
engagement work has also taken place to enhance links to experts by experience and to
improve suicide bereavement services across WYHCP.
Work continues to embed the suicide prevention strategy and the zero suicide approach,
which will include further stakeholder engagement and working with local people to develop
action plans and activity.
During the development of the report, it was identified that there was a body of engagement
work taking place around suicide prevention, although specific themes from this engagement
could not, at the time of writing, be identified. This is an area that would benefit from further
investigation in future reports.
4.1.2 Learning disabilities
Since the previous report, learning disabilities has been added as key theme for us and so
this report contains information on engagement and consultation that has taken place in this
area. For learning disabilities, emerging themes are:
•
•
•
•
•
•

Access to learning disability services;
Assessment and treatment units;
Health inequalities;
Improving access to primary care;
Social isolation;
Transforming care for children and young people.

General
Work is also taking place nationally and locally around ‘Transforming Care’ for people with
learning disabilities, autism or both who display behaviour that challenges, including people
with a mental health condition, to get the best possible care.
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Listening to, and learning from, people’s experience is an important part of our work. In
February 2019, NHS England and Pathways Associates published a document
called Beyond The High Fence, which was co-produced with people with a learning disability
and autistic people who are, or have been, in hospital.
This piece of work was led by Gavin Harding MBE, a learning disability adviser for NHS
England, who has personal experience of being in hospital himself. It is written for specialist
commissioners, clinical commissioning groups, local authorities and anyone working in the
criminal justice system. People share their lived experience and offer their views on what
more needs to happen to improve quality of care and support people to make a successful
return to their communities.
A copy of the full updated ‘Mental health engagement and consultation mapping’ report can
be accessed
https://www.wyhpartnership.co.uk/application/files/2815/5505/3369/MH__LD_engagement_a
nd_consultation_mapping.pdf
Assessment and treatment units
Locally, learning disabilities colleagues have been working with NHS England’s ‘Experts on
Tour’ team. The three ATU providers and some of our community services who support
people with learning disabilities and complex mental health and/or behaviour that challenges
met with the team at the beginning of February. The team of experts acted as a ‘critical
friend’ and helped shape current and future thinking about quality assurance models, how to
increase carer engagement and co-production. Colleagues also reflected on the need to
make sure there is good communication across the wider health and social care system in
relation to the recognised interdependencies that ATU provision has on community services.
Work is taking place in 2019 to look at the way care is provided across the 3 ATUs and how
as a region we make the best collective use of our services. Engagement activity has taken
place in February 2019 but findings of this work are not yet available. The engagement
process has aimed to seek the views of service users, carers, families, staff and key
stakeholders who have experience of ATUs across West Yorkshire to further inform the next
stage of the work. The next stage will be to look at how to reconfigure ATU provision in the
region to ensure maximum benefit for both service users and the system.
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4.2 West Yorkshire and Harrogate ‘Mental health’ engagement and consultation activity at a glance
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Child and
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Primary care
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City
Bradford
District
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Eating disorders

Acute mental
health care

Mental health
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(E= Engagement, C = Consultation)

E

E

E

E

E

Support for ASC,
Transformation of older
adults services

Enter and view – inpatient
wards, older people/
dementia and frailty
services, Transformation
of older adults services,
Perinatal mental health
services
CAMHS transformation;
Rehab and recovery;
Transformation of older
adults services
Transformation of older
adults services
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North
Kirklees

E, E
PE

E
PE
E

E
E

E
PE

E

E

E

E

E

Suicide prevention

E

Children’s
emotional health
and wellbeing

Community care

E

Special educational
needs and/or
disability

Primary care

E
PE

Mental health
needs assessment/
emotional wellbeing

Eating disorders

E
E

Perinatal mental
health

Child and
adolescent mental
health services

E

Older people’s
services

ASC/ ADHD
services*

E

Rehab and
recovery

Acute mental
health care
Leeds

E

E

E

E

E

E

Mental health in
pregnancy; Primary
mental health care for
adults; Support needs of
carers/ parents of young
people with mental health
needs; Young people and
mental health crisis;
Transformation of older
adults services,
Community mental health
services redesign
CAMHS transformation;
Children’s emotional
health and wellbeing;
Future in mind
transformation plan,(2018
refresh); Specialist autism
service; Sahaara
women’s emotional
wellbeing; Emotional
wellbeing; Rehab and
recovery; Transformation
of older adults services,
Perinatal mental health
services, Public mental
health and wellbeing
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needs assessment

Wakefield
E
PE
E
PE
E
E
E
PE
E
E
Young people; Parents
and carers experiences of
autistic spectrum
disorders; Transformation
of older adults services
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Suicide prevention

Children’s
emotional health
and wellbeing

Special educational
needs and/or
disability

Mental health
needs assessment/
emotional wellbeing

Perinatal mental
health

Older people’s
services

Rehab and
recovery

Community care

Primary care

Eating disorders

Child and
adolescent mental
health services

ASC/ ADHD
services*

Acute mental
health care

Social exclusion

Health
inequalities

Transforming
care for children
and young people

Access to
learning disability
services

Improving access
to primary care

4.3 West Yorkshire and Harrogate ‘Learning disabilities’ engagement and consultation activity at
a glance (E= Engagement, C = Consultation, PE = Patient Experience)

Key areas covered

Airedale,
Wharfedale and
Craven
Bradford City

E

Inclusive involvement of people with LD

E

Inclusive involvement of people with LD

Bradford District

E

Inclusive involvement of people with LD

Calderdale

E

Inclusive involvement of people with LD

Greater
Huddersfield
Harroagte and
Rural District
Leeds

E

Inclusive involvement of people with LD

E

Inclusive involvement of people with LD; Transforming care for
children and young people
Inclusive involvement of people with LD; the Togetherness
Project (reducing social isolation); Improving access to primary
care
Inclusive involvement of people with LD; Access to LD services
for South Asian people
Inclusive involvement of people with LD

North Kirklees
Wakefield

∗

E
E

E

E

E
E

E

Eating disorders – all evidence submitted for eating disorders was in relation to services provided in Leeds. However, as some of those services are
provided to people across West Yorkshire and Harrogate all the areas have been ticked.
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5 Planned care and reducing variation
Further information on the aims of the WY & H HCP and historical information with regard to
this priority can be accessed at https://www.wyhpartnership.co.uk/our-priorities/improvingplanned-care

5.1 2019 Update
Five new key areas have been defined for this work, with the endpoint that all CCGs are
taking the same approach in their areas by 2020/21.
• Clinical procedures (previously Clinical Thresholds and Policies);
• Orthopaedic and Muscoskeletal (MSK) services for muscles, joints and bones;
• Eye care;
• Supporting healthier choices (previously Health Optimisation);
• Medicines and prescribing (previously prescribing).
For this report, these themes have been integrated within those identified in previous
reports.
In March 2018 a mapping exercise of elective care and standardisation engagement and
consultation across West Yorkshire and Harrogate was undertaken. A copy of the full report
can be accessed here. For the purpose of this mapping exercise any relevant information
from the elective care and standardisation mapping report has been used.

5.2

Branded medicines

Calderdale, Kirklees and Wakefield have undertaken engagement to gain views on the
proposal to not routinely prescribe branded medicines unless there is scientific evidence that
there is a difference between the products, or if there is a clinical reason to do so, such as
an allergy to colourants, binders etc. The main themes raised were:
Support for the proposal
• Many were surprised at the difference in price, and that generic medicine wasn’t already
routinely prescribed.
• The majority of people were supportive of GPs prescribing unbranded medicines, as long
as these were as effective as the branded product and they did not lead to any adverse
or allergic reactions.
• Many felt that it was a good idea as it would save the NHS money.
Concerns about the proposal
• A few people cited personal examples of where the generic medicine had resulted in
either an allergic or adverse reaction. There was particular concern about drugs for
epilepsy.
• There was some concern about the potential impact on drug companies and whether this
would lead to a reduction in research.
• Some people did express concerns that unbranded medicines are not as effective as
branded medicines and are more likely to cause adverse and / or allergic reactions.
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Suggestions
• GPs need to support patients when changing medication, providing them with
reassurance and listening to their concerns. Particular concern was expressed for more
vulnerable people and how a change in the appearance of their medication (different
colour, packaging, size) could create anxiety and in some cases result in patients
stopping their medication.
• Some felt that the decision should be down to the GP, and should be based on clinical
need and not cost. For example some medicines may not be available in a format that is
appropriate for the patient, and as such they may have to prescribe the branded
medication
• It was suggested that those patients who insisted on being prescribed the branded
medicine when there was no clinical need to do so, should be expected to pay the
difference in price.
• Some people commented that there had been occasions where they had been
prescribed the generic medicine but the pharmacist had dispensed the branded
medicine.
Specific themes raised by protected groups on branded medicines
Regular reviewing of medication was important for those with long-term conditions and
disabilities. They felt they often receive medication they didn’t need any more. However, for
some people on low incomes with or without a disability or long-term condition, stopping
prescription of over the counter medication could cause hardship. There was also concern
expressed by carers that reviewing needs to be done with the patient and any changes
communicated effectively before the medication is altered. People with cancer, long-term
and life limiting conditions were concerned about the possibility of medication being
withdrawn or not prescribed due to cost and this having a life limiting result or a worsening of
their condition

5.3

Clinical thresholds and policies

The NHS believes that more needs to be done to make sure that the least effective
procedures are not routinely performed, or only performed in specific circumstances. In the
first phase of its review, the NHS plans to stop routinely carrying out 17 medical procedures
that have been identified as being of limited clinical value. To gather the views of the public
on this, NHS England carried out a consultation which ran from 4th July to 28th September
20218. The partnerships full response to the consultation can be found here.
NHS North Kirklees and Greater Huddersfield CCGs have asked for views on procedures of
limited clinical value. The key themes raised were:
Procedures of limited clinical value
• When assessing what procedures are funded by the NHS consideration should also be
given to the impact on mental health, and shouldn’t be just restricted to physical health.
• Most people didn’t feel that cosmetic procedures should be routinely funded, for
treatments such as tattoo removal; breast augmentation; and tummy tucks. However,
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•
•

they did feel that cosmetic treatment for breast cancer; removal of excess skin due to
weight loss; and breast reduction should be.
Many felt that funding should be spent on life threatening conditions, or conditions if left
untreated would become life threatening.
Many felt that each case should be considered on its own merits, and consideration
should be given to the impact on the quality of life of the patient. And the decision making
process should be fair.

5.4

Eye Care

WY & H HCP held an eye services event in Leeds on 29th November 2019.
Calderdale and Greater Huddersfield CCGs have carried out some engagement work
around ophthalmology services provided in a hospital and community setting.
Key findings from the Leeds event were:
•
•

•
•
•

more engagement with the voluntary and community organisations that offer eye care
support services and better integration of those services into the system;
making sure that people can access the same quality of eye healthcare services
regardless of where they live in West Yorkshire and Harrogate whilst tailoring those
services to suit the local population and meet local need;
harnessing the latest developments in technology that can offer significant benefits for
eye healthcare services, whether delivered in hospital or community settings; and
making the best use of multidisciplinary eye healthcare teams that are committed to
ensuring that the valuable time of ophthalmology consultants is optimised.
need to address the shocking statistic that around half of all sight loss is preventable.
Whilst most people know that eating an unhealthy diet, being overweight, smoking,
drinking alcohol and being inactive are all detrimental to our bodies, many people don’t
appreciate that this also applies to the eyes. One of the key themes from the event was
the need to raise awareness of the importance of making healthy lifestyle choices that
can, along with appropriate and regular testing, help to prevent sight loss in older age.

Key findings from the Calderdale and Greater Huddersfield work were:
•
•
•

•

•

80% of patients who completed the survey all have a recent experience of the
Ophthalmology service and had used it within the last month.
Overall patients are happy with the current service and rated the experience of using the
service as above average to excellent.
A significant amount of people said they had an ongoing eye condition which requires
long term monitoring by the hospital. Over half of the people completing the survey said
they would prefer to go to hospital for their appointment to receive their long term
monitoring care rather than their GP or local optician.
Responses from people who completed the questions on planned care told us that the
following where the most important to them; o being treated by staff who understand their
condition being treated by caring and helpful staff, and o knowing that they will get the
treatment that the need;
Preferred locations to receive therapy services and rehabilitation support are:
o GP Practice or Health Centre;
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•

•
•

•

o At home;
o Both GP Practice and Health centre scored equally followed closely by home
suggesting that services would be preferred closer to home;
The majority of people are happy to use technology to support their care either using
their mobile phones or laptops. There is also a willingness to try new technology with
support. However, there needs to be consideration to:
o poor Wi-Fi connection;
o no access to technology;
o affordability;
o knowledge of technology
It is clear that the majority of people prefer to contact their GP in a minor illness or injury
situation when needing urgent care also chemist was rated highly.
A large number of people felt that knowing that they could be seen straight away by a
health professional was the most important aspect of care when they needed emergency
care. Followed closely by knowing that they will get the treatment they need.
The majority of people who travel by car who answered both planned and urgent care
questions said they would be prepared to travel between 15 to 30 minutes and
substantially less were prepared to travel 30 to 60 minutes for both planned and urgent.
However, of those people who said they usually travel by public transport (albeit
substantially less than those who travel by car) equal numbers were prepared to travel
between 15 to 30 minutes and/or 30 to 60 minutes for both planned and urgent care.

5.5

First to follow-up outpatient appointments

In March 2017, Healthwatch organisations across West Yorkshire and Harrogate undertook
a piece of engagement looking at follow-up outpatient appointments and how these could be
done differently.
Overall, people were very supportive of the proposal to be able to access their follow-up
appointments in a different way, and most wanted these to be done face-to-face so they
were able to ask questions. It was felt that text messages and email were only appropriate to
use when letting people know that their test results were normal and no further tests or
treatment was required.
Benefits
Many commented on the positive benefits for them and the NHS. The main benefits for
patients were seen to be:
•
•
•
•

A reduction in their travel time if they didn’t have to travel to hospital.
Not having the stress and cost of parking at the hospital.
Not having to sit for long periods of time in the hospital waiting room.
Not having to take time off work or arrange childcare.

The benefits for the NHS were seen to be the time and money that could be saved, that
could be used to diagnose and treat other patients.
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A few people talked about how they had already been offered different ways to access their
follow-up appointments and that it had worked well.
Concerns
Whilst people could see the benefits of being offered an alternative way of accessing a
follow-up appointment they did express some concerns. These were:
•

•
•

GP practices were seen to be already running at capacity with many patients finding it
difficult to access routine GP appointments. People were concerned that if they were able
to access their follow-up appointment at the GP practice it would place added pressure
on GP practices, and accessing an appointment would be difficult.
That they wouldn’t be given the choice of where / how to access their follow-up
appointment.
They wanted continuity of care and were concerned that their follow-up appointment may
be with someone who didn’t have the knowledge or experience to provide the care they
required.

Suggestions
A few people made suggestions on how it could work, these were:
•
•

•
•

To not automatically offer a follow-up appointment when no further treatment or
monitoring is required. Instead let the patient decide if they need one.
If people choose to have a telephone appointment, patients should be offered an actual
appointment time. One person mentioned that they had been offered a telephone
appointment but had only been offered a morning slot, so had to wait around all morning
for the call.
Enable patients to access their records, results and book follow-up appointments online.
Hold clinics in community venues, and have the consultant travel to the local venues
rather than patients having to travel to the hospital. This would reduce the problems with
parking at the hospital and would be better for the environment.

5.6

Gluten-free food

All areas have undertaken engagement around the prescribing of gluten-free food.
General
Most people who did not receive gluten-free foods on prescription were supportive of the
proposals to no longer prescribe them. However, those that did receive them on prescription
wanted this to continue. The following concerns were raised about the proposals:
•

•

Feedback from some respondents reflected a concern that patients with coeliac disease
had been unfairly targeted for cuts, with some requesting that if the NHS needs to save
money it should retain gluten-free food on prescription and instead cut services to other
patient groups.
Many people commented on the high cost of gluten-free products in supermarkets, with
the view that most items were significantly more expensive than an equivalent product
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•

•

•

•

•

containing gluten. There was real concern as to the impact on people on low incomes,
and those families where more than one person had been diagnosed as coeliac.
It was felt that products available in supermarkets were not comparable to the products
available on prescription. Particular mention was made to Juvela and Glutafin, which
contain replacement vitamins and minerals that may be required by coeliac patients to
help maintain a healthy diet.
Some mentioned the difficulty of obtaining gluten free products because they either lived
in rural areas where the local shop doesn’t stock gluten free produce or have mobility
issues. It was felt this would particularly affect elderly patients. Other people
commented on the overall lack of availability of gluten-free items even in the larger
supermarkets.
People were concerned that if products were no longer available on prescription it could
lead to some coeliac patients not adhering to their diet, due to the financial cost of
purchasing from supermarkets. This could lead to serious health conditions developing,
such as bowel cancer or osteoporosis, which in turn would cost the NHS significantly
more than prescribing gluten-free foods. This concern was raised by patients and
dieticians.
People with visual impairments or difficulties in reading labels may struggle to identify
appropriate gluten-free foods (issues such as reduced visibility, illiteracy, cannot read
English).
Concerns regarding a ‘postcode lottery’ and health inequality as some CCG areas may
still allow gluten-free prescribing.

Suggestions
• The National Institute of Health and Care Excellence (NICE) Quality Standard for coeliac
disease was published in October 2016. The equality analysis highlights that access to
gluten-free food may be more difficult for people on low incomes or with limited mobility,
and that these people may need support to find suitable gluten-free food products on
prescription to enable them to maintain a gluten-free diet. It was requested that a
decision on the future policy on prescribing takes into consideration the NICE Quality
Standard for coeliac disease.
• Many suggested that the number of items prescribed could be reduced and the range of
products available could be limited to bread, flour and pasta.
• It was also suggested that vouchers could be supplied to cover the additional cost of
buying gluten-free foods
• Newly diagnosed coeliac patients should be supported by a dietician to understand what
they can buy, and where to buy the food from. Patients could also be provided with a
selection of foods to support them in the first few months of diagnosis
• It was suggested that prescriptions could continue to be provided for children and
households with a low income.
• It was proposed that GPs should be able to use their discretion when it came to
prescribing
• It was suggested that the NHS should negotiate better deals with suppliers
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Specific themes raised by protected groups on gluten-free foods
The main impact of the proposals is the cost of proposed changes for people on low
incomes and on free prescriptions. This needs to be assessed and mitigated where possible.
There is the potential to cause hardship or increase health inequalities for some groups
including families, children, young people and older people, people with long term conditions
and in some of the proposals to some ethnicities.

5.7

Health optimisation (supporting healthier choices)

Any engagement around this theme for 2018-2019 can be found in the ‘Preventing ill health’
section of this report
Healthwatch Kirklees, NHS North Kirklees and Greater Huddersfield CCGs have asked for
views on introducing smoking and BMI criteria for non-urgent surgery. The key themes
raised were:
•

•

•

•
•

•

•

Although people were supportive of the idea to encourage people to give up smoking or
lose weight prior to a routine operation. It was felt that these decisions should be made
by the consultant on a case by case basis. And the decision should be based on the
effectiveness of the treatment, impact on the patient if the surgery is delayed (there was
some concern that delays in treatment could also lead to further health complications)
and impact on the patient if the surgery goes ahead without them giving up smoking or
losing weight.
If patients were expected to give up smoking or lose weight prior to a routine operation,
they should be provided with the appropriate support to enable them to do this. Such as
referral to a weight management programme, smoking cessation, nicotine patches, gym
membership etc.
People highlighted that it can be extremely difficult for some people to lose weight, as
their weight may have been caused due to the side effects of medication, mental health
conditions, or a medical condition that restricts their ability to exercise.
Many felt that BMI was not a useful indicator of how healthy a person is, many cited
examples of people that were physically fit but had high BMI due to muscle mass.
Some questioned why this should be restricted to people who smoke or have a high BMI,
and suggested that it should be extended to include people who drink alcohol or take
drugs.
It was felt that there was a need to look at prevention by educating adults and children on
healthy eating, not smoking and promotion of the benefits of exercise. This should start in
schools and include teaching children how to cook.
For many cost was seen as barrier to leading a healthy lifestyle, it was therefore
suggested that people should be provided with reduced or free access to gym
memberships, swimming, exercise classes and sport. And ensure these activities are
available in local communities. Particular mention was made to enabling all children to be
able to access activities for free. And provide fruit and vegetables for free or at a reduced
cost. And educate people on how to eat healthily on a budget by running cooking
workshops.
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Specific themes raised by protected groups on supporting healthier choices (health
optimisation)
Asian / Asian British
The following suggestions were made:
• That there should be healthy eating classes specifically focused on Asian food.
• Information that is provided should be in community languages and be culturally
sensitive.
• Hold healthy living sessions in local communities and have members of the Asian
community trained as health champions.
• Hold more women only exercise classes.
• The services provided need to understand Asian community culture and eating habits.
Disability
A couple of people mentioned that the sports facilities provided by Kirklees Active Leisure
are not accessible for wheelchair users.
Carers
The following suggestions were made:
• It was felt by some that there was a need to provide support services specifically for
carers, which would support them in being able to undertake exercise and eat a healthy
diet. These activities would need to fit in around their caring responsibilities and should
be provided for free. Suggestions made were gym membership, walking groups, weight
management course, managing stress and support groups.
• Health professionals need to be more aware of the issues faced by carers, and how this
can impact on their mental and physical health. Some felt that carers should have regular
health checks to monitor their health so they are able to continue to be carers.

5.8

NHS Challenge

North Kirklees CCG arranged an event to challenge those present to make decisions about
key areas of potential disinvestment. The following results were obtained:
Withdrawing IVF completely would save around £350k to be invested in other services
• What would the impact be on people in terms of mental health, and would the cost to
support their mental health be more than the saving?
• Many felt that this was a very emotive subject. Some felt that it shouldn’t be funded whilst
others felt that it should
• Queried why we only fund 1 cycle when the NICE guidance recommends 3
• Any decision needs to be evidence based, taking into account cost / benefit analysis,
number of people affected, and what other options would be available if people can no
longer access IVF e.g. counselling, adoption
• Mixed views on whether to support
Withdrawing OTC medicine like paracetamol from prescriptions will save £400k a year
•

Only concerns were around the logistics re paracetamol i.e. can only purchase so many
at a time from each shop
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•

•

It was acknowledged that there may be some instances where it should be prescribed
due to the quantity / dosage required. But this should be the exception rather than the
rule
Agreed on the proposal

Stopping weight loss surgery e.g. gastric bypass/bands would save the NHS £200k a
year
•
•

It was felt that the savings were relatively small
Focus should be more on prevention such as counselling, and putting taxes on sugar

Questions were raised regarding the effectiveness of the treatment, and how invasive the
treatment can be If it can be proved that it is an effective treatment then the decision should
be made by the individual.
Patients no longer offered routine hospital follow-up appointments. They can arrange
an appointment if their condition worsens. Save £1m.
•
•
•
•
•
•

•
•
•
•
•

In principle seems a good idea but what happens if people don’t arrange a follow-up
appointment when they need to and it leads to further health complications
Patient isn’t the expert so how would they know if they need to go for a follow-up
appointment? Doesn’t feel that it would be clinically safe.
Could patients be given a list of side effects to look out for, so they know when they need
to arrange a follow-up appointment?
For some routine operations / treatments this may be appropriate but not sure this could
be a one size fits all approach. Would need to look at each pathway.
Many felt that it is a good idea but the GP should be kept in loop and should be aware
that a patient has been taken off follow up appointments.
Need to take into account patients who have mental health issues, it was suggested that
they should be exempt from it as they might not identify when they need to see a
specialist.
You risk the possibility of patients who have had a difficult or bad experience not
returning for a follow up appointment.
Could look at offering alternative ways to have follow-up appointment such as by phone.
People like the reassurance of knowing they can have a check-up when needed.
Should look at making it easier to cancel appointments.
It is a good way of saving money and time for patients and clinicians.

CCG approves use of unlicensed drug to treat age-related macular degeneration. Save
£600k.
•
•
•

This would have to be a local decision.
Could we barter with the drug company to lower the price of the licenced drug.
Patients would think the more expensive drug is better.

Invest £2m in IT to enable sharing of patient records. Will save £2m a year and
improve patient safety.
•

Would need to know who would be able to access the records, who would they be
shared with.
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•
•
•
•

If the savings are ongoing then should be done.
Means can make quicker and safer decisions about patient care.
Should go wider than just the local footprint, should be done on a national scale.
Concern about IT programmes and how they tend not to work and cost a lot of money.

Invest £500k in primary and secondary care so patients can attend their GP / hospital
appointment via computer, iPad or smartphone in the future.
•
•
•
•
•
•
•

•

Have experience of using online GP services and it seems to work well.
Could be used for follow-up appointments.
Choice should be provided as some people may prefer to see GP face to face.
How can a GP assess and diagnose without seeing the patient.
Don’t always need to see the GP face to face and could do it over the phone instead.
Not sure if would save GP time as would still need to allocate time for phone call.
Could lead to increase in demand as makes it easier for patients to make / access
appointments. May have more patients wanting appointments just for reassurance when
previously they wouldn’t have made an appointment.
Benefits for people with mobility issues or caring responsibilities.

CCG must invest £1m in hospital services this winter.
•
•

Money shouldn’t be just spent on hospital services, should be used on prevention,
primary care and bed blockers.
Need to have a joint approach across health and social care.

£1m funding from the NHS Vanguard programme will help to improve urgent care
services.
•

Additional money provided so would invest.

E-cigarettes available on prescription to help people quit smoking. Cost to the CCG
£1m.
•
•
•
•
•
•
•

If work better than nicotine patches then perhaps it is a better alternative.
Could be that save money on treating lung cancer, so whilst will cost £1m may save this
somewhere else.
Is it CCGs responsibility to fund something like this? Should it be funded by public
health?
If a patient is paying for cigarettes why should they not pay for the E-cig?
Are e-cigarettes safe? Are we aware of the long term effects of the E-cigarettes? Are
they effective in helping people to quit smoking?
Could lead to people who are currently using e-cigarettes asking for them to be
prescribed.
This would not get the support of the public.

Social prescribing allows GPs to refer people to services provided by the local council
or charities. This may improve quality of life and reduce demand for NHS services.
Investment of £400k required each year
•

Good thinking but there is currently a lack of communication between GPs and VCS.
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•

•
•
•
•
•
•
•
•
•

In principle it is a good idea but money could be better spent. Research shows people
with mild/moderate hearing conditions don’t often use their hearing aids. Only providing
hearing aids to those with severe hearing problems will save £50k. There was little time
to discuss this, however initial thoughts were that would only fund for more severe. Stop
providing wheelchair services for short term use and direct patients to hiring services
Would this be means tested?
Does this go against the principle of the NHS?
The service needs to be smarter and savings could be made this way
Maybe we can incentivise the return of an item and have a main point of return/collection
Collection is secondary to the pressures of trying to provide the equipment for a patient to
be discharged from acute
A service could be commissioned to hire out the equipment 7
If a patient has to pay they might actually question if they really need it
We need to consider the long term effects
More information is required before a decision can be reached

5.9 Orthopaedic and Muscoskeletal (MSK) services for muscles, joints
and bones
The Improving Planned Care Programme, in conjunction with the Institute for Voluntary
Action Research (IVAR), held and event in Halifax on 20 November 2018 that focused on
musculoskeletal (MSK) conditions that affect joints and bones.
Conversations highlighted:
• Medical professionals aren’t the only ones who can support people with MSK conditions
and we must make the best possible use of the expertise and support that is already out
there in our communities. There are many dedicated support groups, organisations and
individuals who can work alongside the medical profession towards this five-year goal for
MSK in Calderdale.
• The importance of prevention as a key theme.
All partners agreed that the aim of building partnerships is to help people have a better
quality of life through transformative change, and the key steps to achieve this are to:
• Understand the current picture and existing work surrounding MSK conditions in
Calderdale to avoid duplication;
• Include all the different voices that can provide insight, particularly those who work to
help prevent MSK conditions, those at risk of developing MSK conditions and those who
live with, or support others, with MSK conditions;
• start making practical changes that draw on existing support and resources; and
• Learn from other areas and services to consider ideas that could be adapted for
Calderdale.

5.10 Over-the-counter medicines
General
Most people were supportive of the proposal to no longer routinely prescribe over-thecounter medicines.
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•
•
•
•
•

•
•
•

many people told us that they thought GPs had already stopped prescribing for these
conditions.
People were surprised at how much it costs the NHS to prescribe over-the-counter
medication. And felt that we should raise awareness with GPs and the public.
It was felt that not prescribing over-the-counter medicines would free up GPs time and
save the NHS money.
Many felt that there is a large amount of wastage and misuse of the prescribing of overthe-counter medicines.
Most felt that people should pay for medicines that are widely available in local shops at
low cost, rather than getting them on prescription. Although people were concerned
about the financial impact on those with low incomes, those that receive free
prescriptions and people with long-term conditions. People were particularly concerned
about the impact on children and older people.
Professionals need to endorse over-the-counter medicines to indicate that they are as
equally effective.
We could save NHS money by educating people about how to prevent ill health, manage
their own health conditions and use health services appropriately.
People want consistency in funding decisions to avoid a ‘postcode lottery’

The following concerns were expressed about the proposal to no longer prescribe over-thecounter medicines:
•
•

•

•
•

•
•

•
•

Many were concerned about the financial impact on those households on a low income,
and felt that they should continue to be prescribed for those people.
Some were concerned that if people couldn’t afford to buy the products, it could lead to
the condition not being treated and their health could deteriorate, which in turn could lead
to a greater impact on NHS resources.
It was queried how this would impact on people in care homes and supported living
homes. Currently staff can only use prescribed medications, they are not able to use
items purchased over-the-counter.
It was also queried how this would impact on children in school. Currently staff at some
schools will only use prescribed medications.
Many felt that if there was a clinical need and / or if the condition was long-term then the
items should be prescribed, such as emollients for eczema; sunscreen for skin cancer
patients; multi-vitamins for bariatric surgery patients and tube fed infants.
People were concerned about the possible impact on the infant if their parent didn’t buy
the correct formula or couldn’t afford to buy it.
People were concerned about the impact on people who are prescribed camouflage
products, particular concern was the possible negative psychological impact; the high
cost of buying the items over-the-counter; and because the condition is long-term.
Be consitent in the criteria for prescribing so we on’t have a postcode lottery
People want consistency in funding decisions across the area to avoid a ‘postcode
lottery’
Quite a few individuals raised queries and concerns with us about whether their own
prescriptions would be affected, even when it was medication for a long term condition,
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•

or when they were likely to be covered by the exceptions. To alleviate worry, it is
essential that any changes are communicated in clear, accessible formats to Bradford’s
communities so that they are fully understood.
Others who answered ‘no’ felt that the changes would go against the grain of what the
NHS was set up to provide, and that treatment should always be free to those who need
it.

Specific themes raised by protected groups on over-the counter medication
The main impact of the proposals is the cost of proposed changes for people on low
incomes and on free prescriptions. This needs to be assessed and mitigated where possible.
There is the potential to cause hardship or increase health inequalities for some groups
including families, children, young people and older people, people with long term conditions
and in some of the proposals to some ethnicities.
Older Pakistani men and women disagreed with reduction in prescribing for self-limiting and
minor illnesses.
Cost was common across all the proposals, additionally;
•

•

•

•

•

Multivitamins: Respondents are concerned about the withdrawal of multivitamins for
children with coeliac disease. Attitudes towards items of limited clinical effectiveness,
including vitamins and minerals, were more varied, though there was still a majority of
survey respondents in favour of the proposal. Most people had strong opinions and many
mentioned vitamin D.
Branded medication: Concern from people who are allergic to ingredients in generic
medication, although they would not be affected by the proposal, or those who have
found some generic brands to be less effective.
Unwanted Hair Cream: Those who identified they would feel most impact was: Asian
and Asian British respondents, women with Polycystic Ovary Syndrome and younger
women aged 18-24 who were concerned about bullying and their emotional wellbeing.
Sunscreen: those who felt they would have an impact were; parents of children with
conditions such as albinism or vitiligo or who were allergic to mainstream sunscreen;
Asian and Asian British respondents; people who had long term conditions or were on
medication which required them to use sunscreen. Some specialist sunscreens are only
available on prescription. In Calderdale, most people agreed with the proposal to stop
prescribing sunscreen.
Infant Formula: People with babies who required specific formula due to allergies,
access specialist brands some of whom were only available on prescription.

5.11 Pain management services
Calderdale and Greater Huddersfield CCG have undertaken work around pain management
services.
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General
• The top six services used to manage pain, in order were: GP practice (23); Injection
therapy (23); Chronic pain service (19); Physiotherapy (NHS) (17); Exercise (17);
Alternative therapy (16);
• People felt that the following services would benefit from publicity to raise awareness of
the facilities available so that people can identify the tools available to self-manage pain,
the services were: Expert patient programme; Self-care hub; Internet or phone APPs;
• People also told us that some services or interventions were ranked as not being helpful
in the management of pain for the following reasons:
o Physiotherapy services were seen as not helpful because the programme were
not effective or the treatment took too long or did not work;
o Exercise caused more pain or people found it difficult to exercise. The message to
patients appeared to focus on exercise when in pain rather than n to prevent pain;
o Families and friends can often be too busy to help/support a person;
o GPs and Chemist offer little or no help other than giving prescriptions, patches or
cream;
o Acupuncture can help for a short time and for some it was not effective;
o Injection therapy can be helpful as long as this is a regular occurrence, although it
was reported as a short term fix.
o Some people stated they had tried everything but the pain would not go away
o A surgical procedure was reported as not always the solution;
• Some people had not had good results with self-care.
What worked well
The services that worked well for people were:
•
•
•
•
•
•
•
•

GP services who were valued by patients;
Chronic pain services which were reported as being helpful or excellent;
Injections although for some it was temporarily helpful or the only relief from pain;
Surgery where appropriate as it was reported as curing the problem;
Attending a chronic pain course;
Acupuncture and physiotherapy;
Pharmacists who were useful as they could explain medication;
Support groups; A&E for pain when it is a bad episode

When asked what would help people to manage pain, people told us:
•
•
•
•
•
•
•
•

Medication, cream and patches;
Regular injections;
More help than the NHS could offer;
An operation or surgery to attempt to cure the problem;
Access to advice when there is a flare up;
Exercise such as Pilates;
The use of technology to pin point pain and diagnose;
More ongoing support on pain management.
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Travel
For the good majority of those responding 56% would be prepared to travel for up to 30
minutes to receive the service they need. In fact 31.5% would travel up to 60 minutes if they
could receive support to manage their pain. As the majority of the respondents stated they
travel by car 73.4% this could account for these responses.

5.12 Patient choice
NHS Greater Huddersfield CCG asked patients who had been referred to see a specialist or
consultant within the last 12 months to provide their opinions on their experience. They
found:
•
•
•

Referrers and providers need to work to offer more choice of hospitals and clinics to
provide patient care;
Friends and family are the most important source of information when choosing a
hospital or clinic for an appointment;
Patient’s GP is another important factor in a patient choosing a hospital or clinic for their
first outpatient appointment

5.13 Podiatry
North Kirklees have undertaken consultation around podiatry services.
General
•
•
•

•

•
•

People are concerned about any change taking place – people were worried about how
changes would affect them and what alternatives would be in place;
Low responses to the NICE guidance would suggest people may not have understood
the implication of NICE guidance on the current service;
Happy with service – most patients are happy with the service they receive. As an
organisation we strive to improve where possible and ensure our patients always receive
outstanding care at all times;
Appointments – there are a number of comments in Patient Opinion, Friends & Family,
complaints and face to face engagement about appointments within the Podiatry service.
This varies from not being able to get an appointment, to wanting more choice and being
seen more regularly. 52% of patients stated that they would like/might like a greater
choice of appointments;
Patients are generally happy but some would like to be seen before 12 weeks;
A more efficient booking system has been put in place recently and other plans are in
place to make booking easier for patients.

5.13 Poor adherence to prescribed medications
The Yorkshire and Humber Academic Science Network (Y & H ASN) have developed a
patient led campaign to support the better use of prescription medication in order to drive
improvements in population health and wellbeing. They found:
•

Consider and understand the whole person not just the condition.
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•
•
•
•

Feeling encouraged and supported as a patient is really important.
Family and close friends have an important supportive role.
It is important that I, a patient, take some responsibility for my medicines.
I must be honest about my medicines and what I actually take.

5.15 Prescribing
2019 Update
An NHS England consultation on prescribable items of low priority for NHS funding is
currently open and closes 29/02/19. The latest consultation contains recommendations on
eight new items which have the potential to release £68m per year to spend on higher
priority areas.
The Yorkshire and Humber Academic Science Network (Y & H ASN) have developed a
patient led campaign to support the better use of prescription medication in order to drive
improvements in population health and wellbeing.
Bradford, Airedale, Wharfedale and Craven have carried out some engagement work around
over the counter medications which should not routinely be prescribed in primary care.
Calderdale have carried out a consultation around’ Changing the way we prescribe in
Calderdale’
Calderdale, Kirklees, Leeds, and Wakefield have all undertaken engagement to ask people
for their views on the prescribing of over-the-counter medicines.

5.16 Repeat prescriptions
Calderdale and Kirklees have undertaken engagement to gain views on plans to introduce
changes to ordering of repeat prescriptions. The main themes raised were:
Support for the changes
Approximately a third of comments received were supportive of the changes. And many of
those already used online services or ordered via their GP practice. Of those that supported
the changes, many felt that it would reduce waste, with a few people citing examples of
elderly relatives having stockpiles of unused medicines that they no longer required but still
received on automatic repeat prescription.
Concerns expressed about the changes
• Many people felt that the current system worked well and that the planned changes
would make it more difficult for them to order their repeat prescription. Some felt that if
there was a problem with the current system this should be resolved by speaking to
pharmacies, rather than penalising patients.
• Many were concerned about the impact on GP practices, and whether they would be able
to cope with the increase in workload.
• There was concern that many people do not have access to the internet, and of those
that do some may not feel comfortable ordering their repeat prescriptions online.
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•

•

There was real concern for the impact on the elderly, disabled and people with mental
health conditions. The concerns expressed were in relation to the difficulties they may
encounter trying to order their prescriptions if they are housebound and don’t have
access to the internet. And how this could potentially result in patients running out of their
medication, which in turn could lead to an increase in emergency prescriptions being
requested.
A few people were concerned about the possible impact on their local pharmacy and
would this lead to its closure.

Reassurance
• People questioned who would decide if a patient was ‘vulnerable’, and wanted
reassurance that the criteria would be flexible.
• Some people wanted to know whether they would be able to arrange for their prescription
to be sent to a pharmacy of their choice, rather than having to collect it from their
practice.
• Clarity was needed for those patients who are provided with dosette boxes; stoma care
patients; enteral feed patients; and patients prescribed methadone.
Suggestions to support the changes
• Of those that already used online services, suggestions were made to improve the
current process. These were – to increase the size of the comments box to allow patients
to provide more details; enable patients to amend the quantities that they require; and
make it easier for patients to request a new password, as the current process requires
patients to visit the practice.
• It was felt that practices should support their patients with the changes, with a few people
suggesting that GP practices could run drop-in sessions to set people up online.
• It was felt that GP practices should enable patients to order their repeat prescriptions
over the phone, and not expect people to attend in person; this was seen as impractical,
time consuming and difficult for those that work full-time.
It was suggested that repeat prescriptions should be reviewed on a regular basis to
ensure that patients are only being prescribed what they actually need. And patients
should also be reminded to only order what they need.
Specific themes raised by protected groups on repeat prescriptions
Not everyone has access to a computer or is able to use the internet: this included people
with low literacy, those on a low income who did not have equipment, some older people,
people who do not have English as a first language or have a learning disability or mental
health problem. And some areas are not served by good internet connections: people stated
they had difficulty in gaining signal for personal use in some areas.
Not everyone is able to attend the surgery: some patients rely on family, relatives to attend
the surgery. For some people on a low income this may mean extra transport costs.
For people with a long term condition automatic ordering of standard prescription items
would be beneficial as part of reducing unnecessary appointments. But this would only work
if prescriptions were regularly reviewed to reduce waste.
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5.17 Weight Management Services
Experiences of current services
• People feel that the most important aspect of a weight management service was having a
health professional that was understanding and can motivate them;
• People valued a personalized service that provided clear information and support around
weight management;
• People preferred peer support and smartphone apps for support;
• Most people said that they would like to attend face to face appointments, followed by
group sessions and telephone appointments, skype appointments were least preferred
Location of services
• Most people who had used weight management services would prefer appointments at a
hospital or health venue;
• Some who had attended weight management appointments were strongly opposed to
going to a gym for appointments due to the stigma;
Times of appointments
• Most people would prefer appointments to be available at a range of times;
Health professionals
• Most service users of any weight management services would prefer to see a
psychologist, exercise specialist or a peer support worker in addition to doctors, nurses
and dietitians;
• Other health professionals that people would like to guide them in their treatment are –
physiotherapists or pharmacists
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5.18 West Yorkshire and Harrogate ‘Planned care and reducing variation’ engagement and consultation activity
at a glance (E= Engagement, C = Consultation)

Key areas covered
Conditions for which over the counter meds should not be
routinely prescribed in primary care, The Big Conversation;
Gluten-free food; follow-up appointments

Changing the way we prescribe in Calderdale, It’s
everyone’s NHS; Gluten-free food; over-the counter
medicines; branded medicines; repeat prescriptions; followup appointments
Patient choice, Talk Health Kirklees; Gluten-free food; overthe counter medicines; prescribing paracetamol; branded
medicines; repeat prescriptions; health optimisation (BMI
and smoking); individual funding requests; follow-up
appointments
Gluten-free food; follow-up appointments

E

E

Weight management services, Gluten-free food; over-the
counter medicines; prescribing paracetamol; follow-up
appointments
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North Kirklees

Wakefield

E

E,
C

E
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E

E

E,C

E

E

E

NHS Challenge, Podiatry, Talk health Kirklees; Gluten-free
food; over-the counter medicines; prescribing paracetamol;
branded medicines; repeat prescriptions; health optimisation
(BMI and smoking); individual funding requests; follow-up
appointments
Healthy Wakefield; Gluten-free food; over-the counter
medicines; branded medicines; follow-up appointments
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6

Preventing ill health

6.1

2019 Update

Since the previous report, West Yorkshire and Harrogate have developed a “Public health
systems approach to closing the health and wellbeing gap”. There are 4 key topic areas that
have been identified:
• Tobacco harm;
• Alcohol harm;
• Obesity;
• Health and care workforce
Some work has taken place in Airedale, Wharfedale and Craven and Wakefield around selfcare.
Leeds have done a big piece of work, the ‘Big Leeds Chat’ which covered asking “What do
you do to stay healthy?” and they have also done some engagement work around supporting
older people and loneliness.

6.2

Alcohol

Healthwatch Kirklees carried out engagement around Alcohol services in Kirklees,
discussions about education and information around alcohol issues raised the following
suggestions:
•

•

The need to improve preventative work and education in schools, such as targeting
children before the age they begin to drink, regarding safe amounts and strategies. More
information on the health risks, such as impact on both physical and mental health,
discussed in schools as young as 11 through to 16 year olds; having it as part of the
curriculum
There was also the suggestion that workplaces, community centres and older people’s
services could be targeted as places to deliver alcohol (and drug) awareness sessions.

6.3

Cancer

Through specific engagement on cancer (see cancer section within this document) and
through broader discussions on health and wellbeing the following issues were raised:
●

People talked about the importance or screening programmes and early detection of the
disease. Some people described good practice examples of mobile services providing
health checks and other services in the community and wanted to see this approach
developed to reach into communities who might be less likely to engage with traditional
services, and to be more easily accessible for those who work or are in education
● Some patients were interested in getting more information about healthy lifestyles and
reducing cancer risk through an education and support programme.
● There needs to be more and better awareness in the community about cancer. Jargon
should be avoided at all costs. Education in schools is also important.
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●

There should be good education for community-specific cancers, information available in
alternative formats and advocacy to support vulnerable groups in treatment.

6.4

Health and wellbeing

All areas have undertaken some level of engagement that has generated feedback around
health and wellbeing, the main themes raised were:
•

•
•

•

•
•
•

People want to see more prevention and early intervention through better education and
encouragement of healthy lifestyles. Many felt that by creating a focus on wellbeing or
prevention, the system would reduce demand elsewhere.
Need to look at individual’s health holistically, takeinginto account their whole lives –
social, emotional, and cultural wellbeing alongside physical health.
Education courses should be available for specific conditions and general health and
wellbeing, preferably delivered by people with the condition themselves to provide peer
support
Many people talked about the balance of rights and responsibilities when it came to
health care – suggesting that in order to be entitled to care and support when we need it,
the public have to accept more responsibility for keeping themselves healthy.
Diet and exercise were identified as being important for health and wellbeing;
Spending time with families and friends is seen as important by many people, some
people also said that caring for others is another way to keep active;
People told us that they visit their GP for support with their physical and mental health.
They see the GP as important in helping them manage their health through check-ups.

6.5

Mental health

Through specific engagement on mental health (see mental health section within this
document) and through broader discussions across all areas on health and wellbeing the
following issues were raised:
•

•
•

People spoke about the importance of early education about health and wellbeing,
working in close partnership with schools, colleges and employers, housing and primary
care.
The importance of local social centres to address people’s feelings of inclusion and
tackling isolation.
The need for emotional support to deal with learning disabilities and mental health
concerns was also referred to.

6.6

Physical activity and weight management

Through specific engagement on health optimisation (see planned care and reducing
variation section within this document) and through broader discussions across all areas on
health and wellbeing the following issues were raised:
•

There is a suggestion that there is a lack of understanding and awareness about healthy
weight, overweight and obese categories and the lack of recognition of the health
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•

•
•

•

•
•
•
•
•
•

problems associated with obesity. The acceptance or ‘norming’ of obesity is highlighted
as an issue.
The general public seems to perceive the community to be unsafe, particularly for
children and young people, which can have a negative impact on play and physical
activity, in particular.
The geography and rurality of North Yorkshire is a barrier for people being able to access
the services they require.
It was felt that there was a need to look at prevention by educating adults and children on
healthy eating, not smoking and promotion of the benefits of exercise. This should start in
schools and include teaching children how to cook.
For many cost was seen as barrier to leading a healthy lifestyle, it was therefore
suggested that people should be provided with reduced or free access to gym
memberships, swimming, exercise classes and sport. And ensure these activities are
available in local communities. Particular mention was made to enabling all children to be
able to access activities for free. And provide fruit and vegetables for free or at a reduced
cost. And educate people on how to eat healthily on a budget by running cooking
workshops.
GP practices should target 'at risk' patients to come in for regular health checks and
advice. And run drop-in sessions where people can obtain support and guidance.
Provide people with rewards / incentives if they lose weight, such as healthy food
vouchers or subsidised recreational facilities.
Reduce the number of takeaway outlets.
Increase the number of free outdoor gyms in local parks.
The Government should impose restrictions on fat and sugar levels in processed foods
A few people suggested that should look at alternative ways to help people to lose
weight, such as hypnotherapy, acupuncture, medication and herbal remedies.

6.7

Smoking

Through specific engagement on health optimisation (see planned care and reducing
variation section within this document) and through broader discussions across all areas on
health and wellbeing the following issues were raised:
• Provide people access to smoking cessation services and free counselling, online
support, apps, group support, medication, nicotine patches, gum, e-cigarettes or
hypnotherapy.
• Stop smoking sessions could be held in GP surgeries and community venues, where
people could hear ex-smokers talk about how they did it and the benefits they have seen
to their health and lifestyle. The sessions should be available at a range of times of the
day and days of the week to enable people who work or have caring responsibilities to
attend
• There was some concern by some people that if people give up smoking it may lead to
them putting on weight, so it was suggested that as part of the support services provided
to them this should also include healthy eating and exercise;
• Current and ex-smokers offered a range of motivational factors for previous or current
quit attempts. Most prominent factors included health concerns, financial reasons and
children.
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•

•

•

•

•
•

86% of smokers surveyed intended to quit smoking in the future. Less than half (44%) of
smokers intending to quit planned to access support from a health professional (including
their GP, practice nurse, pharmacist or stop smoking service).
The main barriers to attending a stop smoking service were motivation to quit and lack of
knowledge of services (e.g. not knowing what to expect from the service, not wanting to
attend group support or being aware of other support on offer, as well as concerns about
being “lectured”).
Data demonstrates a diverse range of stop smoking support is available in LSE, from
promoting campaigns and providing brief interventions to delivering intermediate or
specialist stop smoking services.
Overall, 38% of smokers and respondents who had quit within the last 12 months had
received advice/support about stopping smoking from a health professional (excluding
specialist stop smoking advisors) and 55% had accessed a specialist stop smoking
service. Notably, of those that had received advice from a health professional, nearly two
thirds (63%) also accessed support from the stop smoking service. Interview data
highlighted service users often self-referred to a stop smoking service after consultation
with health professionals.
Stop smoking support in LSE is largely viewed positively and considered valuable in
helping people to quit smoking.
The main strengths of stop smoking services in LSE were identified as: range of service
formats on offer, access to services, service content (information, objective measures to
track progress and products on offer) as well as service staff.

6.8

Smoking cessation in pregnancy

There was a real sense from our conversations with these women that it was the first time
they had been asked about their feelings about smoking and smoking during pregnancy;
Attitudes towards smoking

• Many women expressed a desire to stop smoking. However, they perceived significant
barriers to accomplishing this and often talked about the difficulty of stopping.

• A number said they did not want to stop, and explained why.
• Many individual women expressed conflicting feelings towards smoking, including how
they viewed smoking in pregnancy in general, versus how they felt about themselves
smoking.
Barriers to stopping

• The main reasons women gave for continuing to smoke during pregnancy were stress,
anxiety and poor quality of life. Many openly spoke about their personal situations and
experiences, such as financial worries, abusive relationships and having been in care.
They wondered how they would cope with their lives if they were to quit smoking.

• Women across all groups identified family members and close friends smoking as a
major barrier to stopping.

• Addiction and cravings were frequently mentioned too, with the majority of women fully
aware that they were in this cycle. Nicotine replacement aids such as inhalators and
73

patches generally were not deemed effective; e-cigarettes were considered more helpful
for reducing cigarette smoking.

• A major barrier to accessing smoking cessation services was a fear of being judged or
looked down upon.

• What would help women stop?
o The women we spoke to had many suggestions about what would encourage
them to stop, including reducing stress and supporting their family to quit.
However, many also recognised that services have limited impact if a woman
herself does not want to stop
The group of White women (excluding Eastern European women) were more likely than
others to have accessed cessation support services. Some were positive about the services
and what they were offering, but others explained barriers and gave reasons for not taking
up referral, such as the difficulty of attending sessions with young children. They would like
more in depth conversations with health professionals who are supporting them to quit.
Some of the women said that family and friends had actively discouraged them from
stopping.
Specific themes raised by protected groups on smoking cessation in pregnancy
BAME
• We heard from South Asian women that smoking is a covert habit for women in their
community. They said that health professionals often assume that they do not smoke and
therefore they are not always offered cessation support. There was a strong fear of
judgement, both from their communities and professionals, which also discouraged some
women from accessing support services. Stress was identified as a major barrier to
stopping.
• The Eastern European women we spoke to considered smoking as very much part of
their daily routine and of those around them. They knew that services existed – and were
positive about the offer in comparison to their countries of origin – but didn’t seem to have
accessed them. Many did not express a 8 desire to stop and some said they do not know
how to stop. More than the other groups, they told us that they did not want to feel
pressured by professionals to stop, and that they wanted the support to be familiar and
personal.

6.9

Stroke

Through specific engagement on stroke (see stroke section within this document) the
following issues were raised:
•

•

It was felt that there was a need to educate people on how to lead a healthier lifestyle
using a wide range of approaches, such as leaflets, posters, social media, radio,
television adverts, apps, delivering talks to people in a range of venues including
community groups, places of worship, workplaces, schools and colleges.
It was suggested that having a patient talking about the impact stroke has had on their
life and their families would be a powerful message that could support behaviour change.
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•

•

It was also felt that any campaign should make it clear that stroke can happen at any
age.
GPs should undertake regular health checks of patients, especially those that are
deemed to be high risk, and provide advice and support to lead a healthier lifestyle.
Including providing access to smoking cessation, weight management, and exercise
classes.
Many felt that there was a need to raise awareness of the signs and symptoms of a
stroke, and what to do if you think someone is having a stroke. Some felt that the
F.A.S.T. campaign didn’t raise awareness of all the signs and symptoms, and that some
strokes could be missed.

6.10 Self-care
•
•
•

•

•

•

•
•

•
•
•

People understand self-care to mean keeping well by healthy eating, exercise, taking
responsibility for your own care (including medication);
The majority of pledges made were focused on improvements linked to diet and
exercise.
The main barriers that people highlighted included lack of knowledge, cost,
accessibility, being unwell, lack of motivation and being too busy. Some of the young
people also told us that bad choices were usually the easiest choices.
We know about self-care. This was clear from all the groups we spoke to. Whilst most
felt balanced in their everyday health and wellbeing choices, they also recognised
where small changes could be made.
We are interested in the information you give us about looking after ourselves - On
the whole people were keen to talk, be involved in and enjoyed the activities we
facilitated.
Being together/attending activities is an important part of self-care. Young people felt
that undergoing challenges with, amongst, and against their peers would encourage
them to enhance their self-care practices. Other members saw their attendance and
participation within community;
Most people think that giving information and education (including of professionals)
would make it easier for people to look after themselves;
There was a lot of mixed feedback about the best way to build people’s skills,
knowledge and confidence in regard to self-care – some of the most popular options
were use of social media, being open/ honest and running courses/ sessions;
If they needed support, most people said that they would access it online, followed by
from VCS organisations and Primary Care services;
Most people felt that they would use telehealth as a way of self-caring. Of those that
did not, the majority felt that face to face contact was very important.
Some people also told us that a lack of time and motivation makes it difficult to take
part in healthy activities. Poor health was another reason why people find it harder to
get involved in healthy activities.
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Specific themes raised by protected groups on self-care
• It’s clear that young people are influenced by the social culture which they are a part of,
therefore what their peers think is really important. Adult role models also play a big part
in the decisions that young people make.
• Older eastern European groups - Most members of this group presented in an almost
‘stoic’ fashion, where their overall attitude was to get on with things and keep active. That
way they don’t have time to think about any ailments they may experience. They did
however highlight their concerns about the younger generation not taking responsibility
for themselves and relying on others to do everything for them.
• Mental health groups – Members within these groups highlighted the importance of
looking after their own mental health and wellbeing. They feel that this is made more
difficult by pressures related to benefits, money, and access to support services.
Members within these groups are ultimately concerned about how the additional
challenges will impact their overall wellbeing;
• People sought mental wellbeing support from a variety of sources, with none really being
most popular
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E

Big Conversation; Experiences of people affected by cancer from minority
ethnic communities; Transforming mental health services; Mental Health
and Wellbeing strategy; West Yorkshire and Harrogate engagement on
views of current services, engagement on changes to hyper acute stroke
units (HASU)

Call to action, Everyone’s NHS; Adult mental health services; West
Yorkshire and Harrogate engagement on views of current services,
Call to action; Talk Health Kirklees; Health optimisation; Development of
Healthy Child Programme; Adult Acute and Community Mental Health;
West Yorkshire and Harrogate engagement on views of current services,
Alcohol services
Transformation Plan for children and young people; Mental Health
strategy; West Yorkshire and Harrogate engagement on views of current
services; Healthy weight, healthy lives strategy
The ‘Big Leeds Chat’, 3 things; Leeds Cancer Strategy; Long-term follow
up after childhood and young adult cancers; colorectal cancer, prostate
cancer, gynaecological cancer follow-up pathways; redesign of breast
cancer diagnostic pathway in Leeds; treatment and support; Mental Health
Framework; West Yorkshire and Harrogate engagement on views of
current services,
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Call to action; commissioning intentions; NHS Challenge game; Talk
Health Kirklees; Health optimisation; Development of Healthy Child
Programme; Adult Acute and Community Mental Health; West Yorkshire
and Harrogate engagement on views of current services; Alcohol services
Self-care, telehealth and sharing care records, Healthy
Wakefield; Call to action; commissioning priorities,
commissioning maze; patient experience of mental health
services; Adult Acute and Community Mental Health; West
Yorkshire and Harrogate engagement, South and Mid
Yorkshire, Bassetlaw and North Derbyshire engagement and
consultation on hyper acute stroke units (HASU)
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7 Primary and community services
Further information on the aims of the WY & H HCP with regard to this priority can be
accessed at https://www.wyhpartnership.co.uk/our-priorities/primary-and-community-careservices

7.1

2019 Update

Since the previous report was published, key areas of work for this priority have not
changed. In 2017 a report ‘Care in the community – enabling the left shift’ was published.
The left shift is essentially about moving clinically appropriate care and treatment for patients
from hospitals into the community; with the intent that this will lead to the ‘Triple Aim’:
•
•
•

Better health and wellbeing;
Better quality of care;
Sustainable and efficient services

A key part of the left shift work is to enable patients and the public to self-care.
Engagement work in this period has focused on:
• Access and changes to GP services;
• Social prescribing services;
• Wheelchair services;
• Patient records;
• Moving services out of hospitals;
• Care homes;
• Frailty

7.2

Care homes - healthcare

Views on their care home
What works well?
• Most residents and their families / carers felt that the care they received in the care home
was good, with many talking highly of the care home staff. They described their care
homes as friendly places where they felt looked after. Some people did suggest that the
care home staff would benefit from some further training / qualifications.
• Some of the respondents had either not been in the home very long or they had not had
reason to need to see a GP or healthcare professional. However, of those people that
had been ill most people reported that GPs were called when they were required, and
most were happy with the care that they received.
• Some mentioned how their care home received regular visits from GPs, audiology,
podiatry, district nurse, dieticians, opticians and dentists. Particular mention was made of
the benefit of having a GP visit on a weekly basis to deal with non-urgent problems.
• Reference was made to the change to referrals now being online; one respondent felt
that this change had made it more difficult. However, they did value the ability to now be
able to refer a patient direct to physio, continence, respiratory without needing to wait for
the GP.
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What could be improved?
• Many felt that residents should receive regular reviews from their GP to assess their
medication, health and wellbeing, and to support the development of a relationship
between the resident and GP.
• Residents felt that there needed to be more care home staff in their care home, to allow
them to have more one to one time with residents. Some people were concerned that
due to staffing and funding issues, some homes were not able to provide a wide range of
activities, or spend time with residents. This at times could lead to loneliness and
isolation of residents.
• People want to be able to remain independent and feel part of integrated communities
with support to stay healthy and keep active by attending different activities and learning
new hobbies
• Care home staff requested that GPs undertake their visits at an agreed time, and avoid
visiting during meal times as this was very disruptive for both residents and staff.
• Care home staff described how they would like to be able to access clinical advice on an
urgent basis to avoid going to A&E.
• Care home staff talked about difficulties they have with ordering medication. They often
have missing items / lost prescriptions. They also highlighted that they are unable to
order medication online.
• Residents raised concerns about privacy and control over personal possessions as
bedrooms were easily accessible to all.
Views on health care schemes
In terms of views on whether they would like a scheme in their care home the main themes
raised were:
Regular health and wellbeing reviews
• Most people felt that this was a good idea as regular reviews would highlight any
potential health problems that could be tackled sooner rather than later. In those homes
where this is already happening it works well, and will help to improve patient care, as
long as the resources are available.
• Whilst most patients are already seen on a regular basis for an existing health condition it
was felt that regular reviews would ensure that their overall health and wellbeing would
be looked at and not just their existing health condition. It would also mean those
residents that are generally well are not missed.
• Some residents and their families really welcomed the idea, as for some there was a
feeling that once a person moved to a care home little attention was given to their health
and wellbeing. Regular reviews would provide residents and their families with the
reassurance that they are being cared for.
• Some people wanted reassurance that the person doing the review has the appropriate
skills, and knowledge of the resident. There was some concern that it could lead to an
increase in the workload of the care home staff.
• It was felt that reviews should include diagnosing of long-term conditions e.g. diabetes or
high blood pressure. And where appropriate end of life care planning should start at an
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early stage. Care plans should be shared with all relevant health professionals to avoid
unnecessary attendance at A&E or hospital admission.
Telehealth
• Care home staff were more supportive of the idea and could see the benefits to both
GPs, care home staff and residents. In that they would be able to access advice quickly,
it would save GP and care home staff time, it would reduce the number of ambulance call
outs, visits to A&E and hospital admissions.
• Care home staff did query how it would work in practice, and were concerned that their
internet connections would not be reliable. And questioned whether they would be able to
access it on a tablet / Ipad. They sought reassurance that this wouldn’t make it more
difficult for them to request a GP visit when appropriate.
• Care home residents and their families / carers were concerned about how telehealth
would work, and queried whether a diagnosis could be given without a physical
examination or being able to do blood pressure checks. Many preferred being able to see
a GP face to face especially for an urgent condition.
• Some GP practices were unsure if it would work, or how it would work in practice. Some
felt that telephone consultations, that are already used, worked well and was faster and
cheaper than telehealth. And that the money would be better spent on staff training and
improved staffing for the homes.
One GP practice per care home
• Most care home staff felt that it was a good idea, as it would be easier for them to deal
with just one GP practice when arranging visits and medication, currently they can
contact up to 8 GP practices. This in turn would improve relationships between the care
home and GP practice, and improve the quality and continuity of care.
• Some queried as to whether one GP practice would have the capacity to care for all the
residents of the care home. They also wanted reassurance that the GP practice they are
allocated genuinely wants to provide care to care home residents. Some reported
negative experiences with GP practices who they felt didn’t wish to care for care home
residents.
• There was concern from care home staff, residents and their families as to the possible
negative impact it could have on residents if they were no longer able to see their own
GP. Many residents have been with the same GP for many years and want to maintain
that continuity of care, moving to another GP could cause stress and anxiety for the
resident and their family. Many felt that it should be the resident that chooses who their
GP is.
• Some residents had already changed their GP when they moved to their care home; they
felt that as long as the GP had access to their medical records, was professional, caring
and did a good job then it wasn’t a problem.
Specific themes raised by protected groups in relation to care homes
Some of the engagement and consultation that has taken place have been analysed to
establish if there is any variation in the views expressed by people from protected groups.
The key themes raised by protected groups were:
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South Asian communities
• People fear that dependence on professional care providers mean loss of independence,
Asian women feel that they have no voice.
• Family ties and support are important to the community and must not be disrupted by
professional care arrangements, people can feel isolated, being part of the community is
important.
• The community needs to be assured that appropriately skilled and sensitive staff will be
in place, staff need to be caring and compassionate, and have understanding of different
cultures.
• Being able to practice and maintain our culture and religion are paramount, cultural
appropriate care and food i.e. Halal and being able to pray are important.
• Recognising cultural sensitivities’ such as having female only environments.

7.3 Community dentistry review
Healthwatch Leeds undertook a review of community dentistry in Yorkshire. Of those people
who used the service three quarters were repeat users who are returning for treatment within
a year, with the majority of people in the 19-50 age range. Over half the people we spoke to
consider themselves to have a disability of some sort. Overall most people were very happy
with the service they received and very happy with the staff at the clinics, there were a few
comments from patients wanting longer or more frequent appointments specifically in
Wakefield and York. Parking also seemed to be an issue for some.
Some people had travelled to Leeds for appointments as they said they didn’t know about
the services offered in Bradford area. In North Yorkshire an access issue for wheelchair
users was raised, with doors not wide enough and manoeuvrability difficult around Catterick
Garrison clinic.
Overall the comments were positive and there were a lot of helpful suggestions, quite a lot of
patients suggesting calming music in the dental surgery would help calm them when
attending appointments.

7.4 Frailty, older people at end of life and their carers
Leeds have carried out engagement work around this theme and the following key themes
have been identified:
The concept of ‘frailty’
• Most people living with frailty did not identify themselves as being frail and many found
the word derogatory.
• There were mixed opinions about the use of the term ‘frail’, People who liked the word
said that it is recognizable to people, especially medics. They also felt that it helped with
access to services and it covers a lot of different things. Those who did not like the word
felt that it wasn’t helpful and made someone sound old.
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Healthcare
• Good quality healthcare includes being listened to and being treated with dignity;
• For people at end of life is important to have privacy to discuss plans with health care
professionals
• Having a choice is important across all groups we have spoken to
• Access to transport to get to appointments is important both to carers and people living
with frailty.
Quality of life
• People living with frailty told us that independence and being able to do everyday
activities is important to them
• Both people living with frailty and their carers said that being socially connected is
important.
• Both carers and people living with frailty told us that being able to do things they enjoy
and give them a sense of purpose, matters to them.
Specific themes raised by protected groups in relation to frailty, older people at end of
life and their carers
Black and Ethnic Minorities (BAME)
• For BAME groups being able to book appointments and access services in their own
language is important.
Carers
• Feedback around this theme has been captured in the separate chapter on carers;
• Working with the third sector is a valuable way to engage with people who are frail and
their carers
• It’s important for carers to be able to look after themselves and get respite when they
need.

7.5

GP services – extended access

Kirklees and Calderdale have carried out some engagement around extended access to GP
services
General
Most people reported waiting, using 111 or going to the nearest open pharmacy if their GP
practice was not open when they needed it.
Location of services
People liked to be able to access services as close to home as possible, however for an
early morning, late evening or weekend appointment they would be willing to travel a bit
further.
Consideration needs to be given to those people that travel to their GP practice using public
transport. Services tend to run a reduced / different service at the evening and weekends,
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which could make it more difficult for those people to access extended access appointments,
especially if they are not in their own GP practice. Some people suggested that services
should be provided in a central location that is easy to access by public transport, has good
parking, and is in a ‘safe’ area.
Appointment times
Most people are supportive of the idea of providing appointments early morning, late evening
and weekends. They could see the benefits this would bring, especially for those people that
work full-time. And for those people that prefer to access appointments during the day, it was
felt that it would be easier to access these appointments as demand for day time
appointments would decrease.
Most people had not accessed an appointment at their GP surgery during extended hours.
Some people felt that the extended hours offered were still too limited.
For routine appointments, the most popular times were Monday to Friday 6.30pm-8.00pm, a
lot of people said that they would not attend an appointment 06:30 – 08:00am. On Saturday
and Sunday 8.00am-1.00pm was most popular however there was no clear preferred time
from data for this report. From the feedback, people told us that for urgent appointments they
were more likely to be willing to travel further for their appointment and be seen by someone
other than their own GP. Whilst for routine appointments they were more likely to want this at
their own GP practice with their own GP.
Type of appointment
Most people wanted to have a face to face appointment during extended hours, with a phone
appointment being the next most popular option.
If people could access other healthcare professionals in extended appointments, those they
would most like to be able to access would be practice nurse, mental health support and
phlebotomy.
Health professionals
We asked people to tell us what they thought about seeing a GP, nurse or other health
professional for an appointment provided early morning, late evening or on a weekend. Many
respondents described how they wanted to be seen by the most appropriate health
professional for their condition. They needed reassurance that the health professional had
the required training and qualifications, the ability to prescribe, and access to their medical
records. Some people reported being seen by a nurse but then having to make a further
appointment with a GP as the nurse was unable to provide the care required, this led to
frustration and a feeling of time wasting.
Concerns about the proposals
Some felt that extended access was not required, and the focus should be on improving the
current provision of appointments. It was suggested that this could include drop-in sessions,
Skype consultations, telephone appointments, and telephone triage.
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Some people mentioned how similar schemes had operated from their own GP practice or in
their area. There were mixed views on the success of these schemes, with some feeling that
wider publicity would have seen an increased take up in appointments. Of those that spoke
positively of the scheme, they were concerned that introducing extended access across all of
the area could lead to them losing the service within their own practice, and result in them
having to access the appointments at another practice.
There was also concern that the extended access scheme would not see any additional
appointments in the system but would be just providing existing appointments at different
times of the day and week. This would for some feel like a reduced service if they find there
are fewer daytime appointments at their own GP practice. Concern was also expressed by
some about how services could be open for longer hours when there is a shortage of GPs
and a lack of funding. Some also queried whether this was the best use of the funding
available.
General suggestions
People felt that where they were being offered, extended hours could be better advertised to
the public.

7.6

GP services – general experience

Calderdale have carried out some engagement work in relation to improving access to GP
appointments
Accessing appointments at their GP practice
Good care and treatment was most important to Calderdale residents in accessing GP
services, followed by being able to book an appointment.
Most people would be prepared to travel 0-30 minutes to see a GP and most were accessing
their GP by car.
Those that had tried to get an appointment with their GP reported that they found it difficult to
book appointments. Commenting on; the difficulty of getting through on the phone, the lack
of appointments available, long waiting times for appointments with some citing a wait of up
to 6 weeks, and appointments not being available at a time that was convenient to them.
Many people commented on the difficulties they encountered when trying to book an urgent
same day GP appointment. When patients had an urgent healthcare need, they generally
wanted to speak to a healthcare professional about it on the same day, and to be able to
speak to someone that could see their notes and be able to prescribe. Difficulty in accessing
urgent appointments led to some people seeking care at A&E.
Respondents who work said that current appointment systems and opening hours do not
meet their needs. They find it difficult to access appointments at a time that is convenient to
them, with some having to take annual leave or unpaid leave in order to see their GP.
Having appointments available early in the morning, evening and weekend would be helpful.
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Many reported that their practice had a system where they had to ring at 8.00am to book an
appointment. The overwhelming feedback was that this system did not work as the
appointments had usually all been booked when they managed to get through on the phone.
People wanted to be able to book appointments in advance, either on the phone or online.
Those who booked appointments via their practice’s online facility wanted to see the number
of appointments increased, as some only allowed the booking of routine appointments a few
weeks in advance. It didn’t allow the booking of urgent appointments or routine appointments
within a week, or appointments with the nurse.
Some people felt that reception staff acted as ‘gatekeepers’ to appointments. They didn’t feel
that the receptionists were qualified to provide a triage service and as such some felt that it
was inappropriate for receptionists to ask questions about their health condition.
For those people that were offered a telephone appointment, whilst these were valued,
people were frustrated that they rarely received any indication of when this call would take
place. And led to a feeling of having to sit and wait by the phone waiting for the call.
Service provided at GP practices
They want the receptionists to be friendly and to treat them with respect. They want any
confidential discussions to be held away from the reception area so the people in the waiting
area can’t hear.
When people attend their appointment they want to be seen by a qualified health
professional that listens to them, treats them with dignity and respect, values their opinion,
and gives them enough time to talk about their condition / concerns and to not feel rushed.
People commented on the long waits they experienced when attending their GP
appointment. It was suggested that appointment times should be extended to prevent them
from overrunning. People also said it would be helpful if staff could let them know when
appointments were running late.
Respondents were keen to have more services provided from their own GP practice so they
didn’t have to travel further, such as phlebotomy, minor procedures/surgery, x-rays,
physiotherapy, and smoking cessation sessions
Some people wanted to be able to access a wider range of services online such as their
medical records, ordering repeat prescriptions, viewing test results, and booking urgent and
routine appointments with a GP or nurse.

7.7

GP services – proposed changes

Bradford, Leeds and Wakefield have all carried out engagement and consultation on
proposed changes to GP practices in their area. When asked about possible changes to
their GP practices, people are concerned about:
•
•

People want to see investment in their local area and are concerned about losing health
services.
Having to travel further and that it could be in a less convenient location. Older people
and those with long term conditions are particularly concerned about the cost, and
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•
•
•
•
•

physical challenges associated with travel to other GP practices. Many people who could
be affected by a change are elderly and/or have long term conditions and would find it
financially and physically difficult to attend regular appointments at an alternative site.
Having to establish a relationship with a new doctor or that they may lose continuity of
care.
Longer waiting times or fewer available appointments at a different health centre.
Finding a new practice that was accepting patients.
Less convenient opening hours and booking system for appointments
That the practice they move to will be unable to cope with the increase in patients.

If the practice were to close patients advised that they would need the following support:
•
•
•
•
•

advice about other practices (e.g. opening hours, services provided)
providing a list of GPs accepting new patients
advice on how to register at a new practice
they simply did not want the practice to change/close
would like an interpreter/translation service to register at another practice

7.8

Intermediate care

NHS North Kirklees, NHS Greater Huddersfield CCG and Kirklees Council have been
working to improve local intermediate care services.
Staffing
• Consistency - ensure that, as far as possible, the intermediate care is provided by the
same small team of providers who "get to know the patient" and vice versa - as opposed
to different people turning up each time;
• Skills/ attributes - staff who are skilled, caring and competent and treat people with dignity
and respect.
Personalised care
• Have multi-disciplinary teams with partnership working between health, social care and
the voluntary and community sector that provide a seamless, coordinated service that
wraps around the needs of the patient;
• The development of the care plan should commence early enough to allow time for the
appropriate care package to be put in place;
• Ensure appropriate packages of care are in place to support people in their own homes;
• Recognising that one size does not fit all and needs to be tailored to meet the needs of
different people;
• Provide early intervention through better identification of patients at risk and targeted
support.
Information/ communication
• Adhere to a timetable so that patients know when they can expect a visit and also let
them know as regards any delays that are encountered that will lead to a late arrival.
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•

•

Provide clear written guidance, both on-line and in paper leaflet format - to enable
patients to make a fully informed decision relating to giving/refusing consent for their
records to be shared.
To enable greater continuity of care and avoid duplication or confusion the care plan
should be held electronically, and be accessible to the patient and anyone involved in
their care.

Carers
• Acknowledge the role of carers and take into account their needs as well as the patients.

7.9

Moving services out of hospitals – specific issues for BAME groups

BAME
Communication/ information
• Most people from diverse BAME groups had not heard of key local community
services;
• Most people were confused about the differences between services available;
• Where people had accessed services, they did not know them by their usual name;
• Most people accessed information about health and health services from their GP;
• Problems with trust were identified by some people around working with their GP;
• Community leaders were a trusted source of information and advice regarding health
matters;
Trust
• Throughout the engagement, people wanted to highlight their concerns about
difficulties contacting their GP and long appointment waiting times for GP and
hospitals. Some felt an unhelpful, uncaring and disrespectful culture has developed
within our health services.
South Asian
• Most people from the South Asian community believe that hospital is best and
therefore would prefer to be cared for in hospital. Some said that their families would
care for them.
• Most people from the South Asian community said that information should be
provided in large print, simple easy read English.
Eastern European
• Many people from the Eastern European communities would prefer to be cared for at
home or close to home. Others were open to this if they could be confident in the Out
of Hospital Service (OOH) provision;
• Perception that care at home would need to be paid for.
Roma
• For members of the Roma community it was clear that translation support was a key
factor to successfully engaging them within our activities;
• Perception that care at home would need to be paid for.
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7.10 Outpatient and diagnostic tests
NHS Wakefield Clinical Commissioning Group (CCG) carried out engagement work to inform
the re-commissioning of some of these services.
Waiting times
• Shorter waiting times were a priority for people and a key advantage of private services;
Location of services
• Travelling to Pinderfields or other hospitals is seen as a significant problem
• People want local/community services and ‘how far the service is from home’ is a
significant factor in decision-making around service use;
• Some people felt local services were better for older people and travelling was not easy
for them
Quality of service
• People who have used the services say they like the friendly staff
• People who had used private services thought the service they received was good

7.11 Social Prescribing
Leeds have undertaken engagement around their social prescribing service.
Experience of using the service
• Most people are very satisfied or satisfied with the service and think that it is beneficial,
some things they like are:
o Staff qualities - helpful and friendly, knowledgeable and non-judgmental;
o Choice of treatment;
o Relaxed, informal environment, not rushed;
o Helpful information;
o Clients feel that they are being listened to;
o G49Reduce social isolation and support people to develop new skills and join new
activities.
Characteristics of a good service
• Flexible appointments at different times during the day;
• Self-referral and online referral;
• Location and accessibility by public transport very important;
• Quick access – waiting times can be too long;
• More follow-up contact and on-going group support;
• Good advertising and clear information;
• Integration with GP and other local services (particularly third sector);
• Person-centered approach;
• Staff to have good local knowledge of support services/ activities
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How people want to hear about the service
• Most service users had heard via their GP and most respondents would like to find out
about these services via their GP or third sector organisations;
• Most members of the public had not heard of the services;
What would stop people using the service
• Most people felt that travelling long distances and the availability of appointments might
stop them from accessing services;
• Patients sometimes do not understand what the service can offer them;
• Professionals feel there is a lack of clarity about what can be provided, how to refer and
who to refer into services and that referral criteria can be restrictive;
• Long waiting lists are putting some professionals off referring.
Other
• Provision of funding for activities
Specific themes raised by protected groups in relation to Social Prescribing
BAME
• Services need to be accessible to people from BAME populations
Physical disabilities, learning disabilities and sensory impairments
• Services need to be accessible to people with these disabilities.

7.12 Walk-in centres reviews
Leeds carried out some engagement around re-locating one of their walk-in centres. The
main themes raised were:
What people like about walk-in centres
• Same day appointments
• Access at evenings and weekends
• Professionals and receptions staff are friendly, skilled, understanding, polite and helpful
• Quality of care and knowing they will not be turned away
What people do not like about walk-in centres
• Some people would prefer to access this service from their GP
What people think could be improved
• System to allow patients to monitor waiting times
• Longer evening opening times
• Drinks and snacks machine available due to long waiting times
• There is some confusion amongst the public about the role of walk-in centres and how
primary care, urgent care and A & E link together.
• Most people had heard of the walk-in centre through family/ friends or via NHS 111.
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Of those people that had used the service, only half of them had tried to get an
appointment with their GP. This was primarily due to the convenience of being able to
attend the walk-in centre at a time that suited them and with the knowledge that they
would be able see someone the same day. Some reported that due to these reasons they
preferred attending the walk-in centre than going to their own GP.
If the walk-in centre had not been available, the majority of respondents stated that they
would have either gone to A&E / hospital. Even though, as they were treated at the walkin centre it would indicate that their condition would not have required attendance at A&E
/ hospital. Respondents did not want to have to wait until they could get an appointment
with their own GP; they wanted their condition to be treated as soon possible at a time
and location that was convenient to them.
Respondents that had used the service felt that the walk-in centre provided an excellent
service, in a good location with convenient opening times. It was a service that they
would use again and recommend to others.
Concerns were raised that the walk-in centre may close and the impact that this would
have on people that are not registered with a GP, are visiting the area and not being able
to access GP services at evening and weekends. Should the walk-in centre close, the
majority felt that the only alternative would be to attend A&E.
Respondents that hadn’t used the walk-in centre but expressed an interest in it, stated
that this was primarily due to being unable to get an appointment with their own GP and
the walk-in centre having the provision to see people the same day.
The respondents that hadn’t used the service stated that this was due to the location not
being convenient for them and / or preferred to be treated by their own GP.

Specific themes raised by protected groups in relation to GP practices and walk-in
centres
Some of the engagement and consultation that has taken place have been analysed to
establish if there is any variation in the views expressed by people from protected groups.
The key themes raised by protected groups were:
Age
• Being able to get to practices (e.g. having practices near bus stops) and ensuring
communication needs are always met are important among older people. Some older
people are concerned about being unable to access online information.
• The timing of appointments during the day is important particularly for people of working
age (25 -65).
• Older people said the use of technology in reception was a barrier to them, such as
needing to register with a computer on arrival.
Children and young people
• Young people use parents to make appointments rather than do it themselves as they
don’t like the challenge once they contact the practice. Young people find this off putting
and worry about what questions will be asked and what they will have to say.
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Young boys also commented that reception staff are mainly female and they do find that
sometime this is embarrassing when talking to the receptionist.
They all said they find the questions they get asked by the receptionist are too personal.
They thought there should be posters and/or other information available in schools and
colleges about what services local GP practices offer and how to contact them.
Offer flexibility in the appointment system and try to ensure sufficient same day and
advance appointments are available before and after school.
Encourage a friendly approach by frontline staff as this has a significant impact on the
experience of young people.
Ensure young people have ways to engage with the Patient Reference Groups (PRG)
and ensure representation of young adults on the PRG. Encourage the PRG to be
involved in all discussions about improvements to the appointment systems, access to
age appropriate information and so on

Ethnic group
Black and Minority Ethnic (BME) groups
• Language support and ensuring communication needs are always met is particularly
important among Black and Minority Ethnic (BME) groups. Some people said that staff in
GP surgeries should have basic training in community languages and culture.
• Provision of language support was mixed and people highlighted information and signage
is usually in English only;
• People from BME groups are concerned about how their dignity is respected - being
given a choice about the gender of staff providing examinations or treatment of an
intimate nature is raised as one way this could be supported.
• Those who are from Indian, Pakistani and ‘Other’ ethnic groups prefer to see a GP rather
than a nurse or other trained professional.
Gypsies and Travellers
They told us that the majority of people wanted it to be easier to register with a GP practice
and that they would also like to be able to choose a practice of their choice. Residents felt
that appointments should be available outside of traditional working hours and that there
should be enough time in appointments to discuss issues. Residents told us that they would
like a more accessible prescription service.
Roma community indicated that language and cultural barriers are a particular issue,
complicated by the many different dialects of Roma spoken. We were told that GP practice
staff did not always make enough effort to overcome language barriers or take the time to
communicate effectively, and that people from the Roma community felt there was prejudice
against them.
Roma communities are familiar with healthcare systems in Eastern European countries
which allow patients to access secondary care directly. Combined with language/cultural
issues and a lack of trust in the system, this leads many Roma people to take their families
back to eastern European countries for medical care. Problems getting appointments
contribute to a lack of trust in the system and lack of confidence in GPs themselves.
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Disability
Physical disabilities
• Those respondents with a disability are more likely to travel by public transport or taxi and
less likely to walk. The journey times/distances to, and accessibility of GP practices via
public transport routes are therefore important. The availability of public transport to
attend appointments at weekends, bank holidays, very early morning, evenings is a
concern to people with a disability.
• Disabled people are concerned about being able to get to Practices, such as being near
bus stops, accessibility and facilities at/within practices such as disabled parking, lifts or
disabled toilets. Wheelchair users are concerned about having access and space to wait
with everyone else ‘rather than being tucked round a corner’; some felt that practices are
inaccessible due to a lack of ramps.
• Some disabled people are concerned about being unable to access online information.
• Being treated with respect, compassion, empathy and dignity by staff who have
appropriate training is important
• Home visits and the availability of minor procedures on-site e.g. blood tests, other
tests/procedures are important to people with a disability.
• Disabled people prefer to see a GP rather than a nurse or other trained professional.
They are also concerned that doctors at other practices would be unfamiliar with their
conditions and wouldn’t have access to their records or be familiar with their medication.
• Most respondents felt that individuals with long-term conditions, the elderly and
vulnerable needed continuity of care and the reassurance of being able to access a
practice that was familiar to them. Being able to see the same GP who understands their
medical history was therefore very important.
Learning disabilities
• People with learning disabilities said that they wanted to access appointments outside of
traditional hours. They also told us that they would like longer appointments as due to
their learning disabilities they sometimes needed longer to get their message across.
Patients also told us that they wanted to receive information in formats that they could
understand such as easy read.
• Patients are generally happy with the service
• Patients want to receive reminders of their appointments in accessible formats
• Patients want it to be easier to make appointments at times that suit their needs
• Information from clinicians was not always clearly explained
• Surgeries running late made patients anxious and stressed
• GPs and staff should have more awareness of the needs of people with learning
disabilities
• Some people felt that they were not being listened to
• A number of patients felt that GPs and staff didn’t speak to them, but spoke to their
carers instead.
• A small number of patients felt that they would be more comfortable in their appointments
if they were shown around the surgery.
• A few patients told us that sometimes due to their more complex needs home visits are
sometimes more appropriate
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Sensory impairments
• Walk in centres unable to provide BSL support
• Currently if a deaf person wants to make a GP appointment, they often have to go to the
surgery to book the appointment then take that to the interpreting service to see if there is
an interpreter free at that time. Often a number of negotiations have to take place to get
an appointment.
• GP appointments can only be booked 1-2 weeks in advance to accommodate those who
need an interpreter. This is not always appropriate when a GP appointment is needed
urgently.
• Patients with hearing loss or deafness should be able to use text messaging or online to
book appointments. It would also be useful if deaf patients were able to book BSL
interpreters whilst booking their appointments.
• Some people would benefit from a double appointment so that things can be properly
explained, and it would be helpful if the surgery knew this when the patient is contacting
them to make an appointment.
• Home visits are usually booked to schedule a BSL interpreter to attend at the same
time, however on some occasions the nurse has not attended or arrived late and
the interpreter has needed to wait or leave for another appointment. It would have
benefited both parties if the nurse was aware that a BSL interpreter would also be
present.
• There was a general feeling that no one seems to know who is responsible for booking
and paying for BSL interpreters. For example, when booking appointments online there is
no opportunity to request an interpreter. This often means that the responsibility for
booking an interpreter for the appointment is left with the patient.
• There are not enough BSL interpreters when they are required, in particular for urgent
and out of hour appointments. Deaf people often have to work round the availability of the
BSL interpreters to book and attend appointments. There also seemed to be a problem
with services using interpreters who are not appropriately skilled to interpret in a medical
setting.
• Deaf or hard of hearing patients were reluctant to rely on friends and family, and wanted
to have a qualified BSL interpreter, with the choice of whether the interpreter was male or
female, particularly when they are attending appointments for highly sensitive issues. It
was also pointed out that not all friends and family members are able to sign and could
miss vital information about a deaf patient’s medicines and treatment.
• There are situations where it is useful for all parties to engage a Deaf Relay Interpreter
alongside a BSL interpreter, for example, if a person is deaf but unable to understand
BSL.
• It’s important to be clear about the specific reasonable adjustment for that patient, for
example, one profoundly deaf patient who ideally needed an electronic note taker, arrived
at an appointment to find a BSL interpreter was there when she does not use BSL.
• Patients are concerned about missing important information about health conditions and
medications because the doctor or nurse doesn’t communicate clearly with them; key
problems are medical staff not speaking clearly, or not facing the patient.
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•

Difficulties at the pharmacy were reported, when the pharmacist is trying to explain to a
deaf person, without a BSL interpreter being present about their medication and how to
take it.

Mental health
• One of the mental health workers we spoke to told us that this system of ringing in the
morning doesn’t work for people who have chaotic lives (due to mental illness or other
problems) which makes it difficult to call at set times.
• People with mental health needs said that privacy was particularly important to them,
especially at reception, where other people could overhear conversations.
• People with mental health needs in particular reported that awareness and knowledge of
mental health conditions needs to be improved across GP services.
• People who identified themselves as having mental health needs said that GPs should
get better training on current mental health medication and treatment. People said that
GPs with limited knowledge of mental health conditions seemed to be “just trying” things
like altering dosage of medication.
• People with mental health conditions, who said that they felt safe with their own GP and
more confident speaking with them. We heard from people who support mental health
service users that often people with mental health needs can go into crisis if they are
unable to see their own GPs because of long waits for appointments with them. People at
the Wellbeing and Recovery group told us that they didn’t always have the confidence to
ask for an urgent appointment or the same doctor and this can end up in them going into
crisis.
Carers
• Being able to get to practices and their physical accessibility are important.
• Carers want communication needs to always be met and feel there should be a focus on
being treated with respect, compassion, empathy and dignity by staff who have
appropriate training (e.g. as related to autism, learning disability, mental health): “I need
to attend appointments with a person I care for due to learning disabilities. She needs
support during GP visit to help communication remember facts.” 45 “My daughter doesn't
speak so I have to speak for her, I will always need to be with her and make
appointments etc. for her. My GP speaks Gujarati, if he didn't it would be a problem.”
• Carers highlight the need for efficient, up to date and easy to use websites – e.g. for
booking appointments and providing accessible online access to medical records.
• The availability of appointments during the day and how child friendly services are, are
important to parents/carers of children.
• Home visits, the availability of minor procedures on-site e.g. blood tests, other
tests/procedures and the option of phone consultations with a medical professional and
being able to collect a prescription without taking up an appointment are important to
carers.
• Carers want to feel able to use a patient complaint procedure without fear of reprisal.
• It was noted that clinical staff often spoke to the carer of a patient rather than directly to
the patient themselves, if that person had complex needs and this could be humiliating.
• To take into account the needs of carers, for example as appointments tend to run late
ensure that those people with caring responsibilities are provided with the first
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appointment in the morning or afternoon. This will ensure that are seen on time and are
able to get back home quickly to resume their caring duties.
Pregnancy and maternity
• Being able to get around practices and facilities are important issues to women who are
pregnant or have recently given birth. People with prams feel that some practices are
inaccessible due to a lack of ramps.
• Pregnant women and those who’ve recently given birth want somewhere safe for children
and prams to be kept.
• The availability of minor procedures on-site e.g. blood tests, other tests/procedures is
important to women who are pregnant or have recently given birth.
• Women who were pregnant or had given birth in the last 6 months prefer to see a GP
rather than a nurse or other trained professional (although the number taking part in the
survey is very small).
Lesbian, Gay, Bisexual and Transgender
• Being treated with respect, compassion, empathy and dignity by staff that have
appropriate training is important to Lesbian, Gay, Bisexual and Transgender (LGBT)
people.
• Not being judged was very important to LGBT people.
• Healthwatch has been told by a local transgender support group about distressing
experiences where members of GP practice staff have shown a serious lack of respect
and understanding

7.13 Wheelchair services
Calderdale, Greater Huddersfield and North Kirklees have carried out engagement work
around wheelchair services. There were gaps in feedback from older service users/ their
carers (> 61 years old) and BAME groups and their carers.
Key areas for improvement
• Funding – less budget-led approach, less waste within the system
• Equipment – fit for purpose and right first time
• Appointment times and location – more flexibility, more diverse ways to book and
appointments reserved for emergencies;
• Waiting time from assessment to receiving a wheelchair – particularly for children and
young people and those using powered wheelchairs
• Waiting for an assessment – particularly for children and young people, and those with
long-term health conditions
• Regular review and re-assessment – particularly for those whose needs are changing
e.g. children
• Getting issues resolved easily and quickly
• Repair service – waiting times, understanding implications of not having a working chair
• Ongoing maintenance and safety checks
• Communication (written and verbal) information – including referral process
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•
•
•

Training – particularly for staff who showed lack of empathy for wheelchair users and
their carers
Advice and support – around a variety of issues including purchasing equipment
privately, aftercare and peer support;
Service user involvement - befriending service evaluation, having an advisory group and
employing wheelchair users as volunteers and in paid roles in the organisation.

What ‘good’ looks like
• Friendly, accessible and well-trained staff;
• Timely response;
• Compassion, empathy and an understanding of difficulties faced by wheelchair users;
• Clear timescales and pathways;
• Easily accessible information
What works well
• Certain staff were reported as trying hard, being polite, knowledgeable and courteous. In
particular, occupational therapists and engineers were reported as providing a good
service.
• Repairs: Those responding stated that repairs were carried out promptly and that overall
it was a good repair service.
Specific themes raised by protected groups in relation to wheelchair services
Physical, learning disability and sensory impairment
• Staff need training on working with people with learning disabilities and their families;

97

E
E

E
E

EE

EE

E

E

E

Greater
Huddersfield

E

E

E

E

E

Harrogate and
Rural District

E

Calderdale

E

Moving services out of
hospital

E,C
E,C

Outpatient and diagnostic
tests

E
E

Intermediate care

E
E

Frailty older people at end
of life and their carers?
E

Wheelchair services

E

Social Prescribing

E,C

Community dentistry

E

Review of walk-in centres

Views on extended access

E

Airedale,
Wharfedale and
Craven
Bradford City
Bradford District

Changes to GP practices

Experience of GP services

Health care in care homes

7.14 West Yorkshire and Harrogate ‘Primary and community care’ engagement and consultation activity at a
glance (E= Engagement, C = Consultation)

E
E

E

Key areas covered
Frailty and carers, Extended access to Primary
Care; Experience of using primary care;
Community dentistry in Yorkshire; Woodhead
Road Surgery; Manningham Medical Practice;
Ridge Medical Practice (Buttershaw and
Manningham)
Wheelchair services, GP appointments;
Community dentistry in Yorkshire; Improving
access to GP services; Co-commissioning in
Primary care; Future of Care Homes
Wheelchair services, What do people want from
their GP website?; Experiences of patients with
multiple and complex needs accessing NHS
services; emerging communities; GP
appointments; Community dentistry in Yorkshire;
Co-commissioning in Primary care; Extended
access to GP services; Care Homes
Community dentistry in Yorkshire; GP practice
patients;
98

Leeds North

E

E

E,C

EE

E

E

E

E

Leeds South and
East
Leeds West

E

E

E,C

EE

E

E

E

E

E

E

E,C

EE

E

E

E

E

North Kirklees
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Social prescribing; Joined up Leeds; Winter
Awareness Campaign; Community dentistry in
Yorkshire; GP extended hours; Whinmoor
Surgery; York Street; Shakespeare walk-in
centre; New Cross Surgery, Rothwell Middleton
Park Surgery, Swillington Health Practice;
General Practice workshop; Primary Care
Access; Improving access to primary care for
people with learning disabilities; Care Home
Scheme
Wheelchair services, What do people want from
their GP website?; Experiences of patients with
multiple and complex needs accessing NHS
services; emerging communities; GP
appointments; Community dentistry in Yorkshire;
Extended access to GP services; GP services;
School house practice walk-in centre; Care
Home support service
Extended hours project; Community dentistry in
Yorkshire; Young people’s GP access; King
Street Health Centre; Improving access to
primary care; King Street walk-in service; Care
Homes Vanguard evaluation
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8 Stroke
Further information on the aims of the WY & H HCP with regard to this priority can be
accessed at https://www.wyhpartnership.co.uk/our-priorities/stroke

8.1 2019 Update
During 2017 we worked with Healthwatch, an organisation which is independent of the NHS,
to ask people for their views.
Prior to the engagement that took place across West Yorkshire and Harrogate, during 2015
Airedale, Wharfedale, Craven and Bradford CCGs carried out engagement to communicate
the change in hyper acute stroke unit arrangements (hyper-acute refers to the first few hours
and days after the stroke occurs); understand the impact the change would have on local
people; find out what was important to people when accessing stroke services; and identify
areas for potential service improvements
In addition to this, during 2016/17 Wakefield CCG were also involved in engagement and
consultation on a proposal to change the way hyper acute stroke services are provided in
South and Mid Yorkshire, Bassetlaw and North Derbyshire.
Keeping everyone updated on the work to further improve stroke care for people across
West Yorkshire and Harrogate has been a priority to the Partnership and will continue to be
so.
Since our engagement and conversations with staff, partners and the public began in
February 2017, we have continually kept people updated throughout to try and ensure
everyone had the opportunity to have their say on the development of the work.
On Tuesday 6 November 2018 a report was presented to the West Yorkshire and Harrogate
Joint Committee of Clinical Commissioning Groups (meeting in public), to provide members
with an overview of stroke care and progress so far. This included the conclusions and the
information considered to inform this process, recommendations and next steps. You can
read the final report here.
The final decision from the Joint Committee of Clinical Commissioning Groups concludes the
West Yorkshire and Harrogate Stroke Programme work on hyper acute stroke
services. However, it is important to note that our conversations with people across the area
have highlighted the importance of further improving care from prevention, hospital stroke
care, community rehabilitation services, through to after care. These conversations will
continue in the six local areas (Bradford District and Craven, Calderdale, Harrogate,
Kirklees, Leeds and Wakefield) which make up West Yorkshire and Harrogate as
appropriate.
The key themes raised by all the engagement work are set out below.
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8.2

Acute stroke services

Many people described the excellent levels of care that they received in hospital, from being
seen quickly, to accessing the most appropriate treatments and being kept informed
throughout. They talked about staff being willing to help, although some did feel that the staff
were overworked so were sometimes unable to meet the needs of the patients.
Some people felt that paramedics and A&E staff need to receive more training on how to
recognise and manage strokes. Particular reference was made to young people and how
they are more likely to be misdiagnosed.
There were many instances where people reported delays in being seen and treated in A&E.
Once they had been diagnosed some then had to wait a long time before a bed became
available and they were not always admitted to a stroke ward. They felt that these delays in
accessing treatment and not being admitted to a stroke ward had resulted in long term
damage and had impacted negatively on their recovery.
Some people would have liked to have been given the choice of being admitted to a side
room or a bay, as some felt isolated being in a side room on their own. They would have
preferred to be in a bay so they could be near other people and be more visible to staff.
Whilst on the ward some patients were given the opportunity to speak to people from the
Stroke Association that had experienced a stroke, they had found this very useful and felt it
should be offered on all stroke wards.
People want assurance around the consistency of how data it’s collected and reported.
People wanted recognition for the whole workforce, not just specialist staff or consultants.

8.3

Awareness and prevention

Raise awareness of the signs and symptoms of stroke both with the public and health
professionals. It was felt that the FAST campaign had raised awareness but that it should go
further and talk about the whole pathway. Any campaign should have a co-ordinated
approach across all organisations including the voluntary and community sector.
It was suggested that having a patient talking about the impact stroke has had on their life
and their families would be a powerful message that could support behaviour change. It was
also felt that any campaign should make it clear that stroke can happen at any age.
GPs should undertake regular health checks of patients, especially those that are deemed to
be high risk, and provide advice and support to lead a healthier lifestyle. Including providing
access to smoking cessation, weight management, and exercise classes.
Many felt that there was a need to raise awareness of the signs and symptoms of a stroke,
and what to do if you think someone is having a stroke. Some felt that the F.A.S.T. campaign
didn’t raise awareness of all the signs and symptoms, and that some strokes could be
missed.
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8.4

Changes to stroke services

From the feedback from the West Yorkshire and Harrogate engagement there was some
concern that a decision had already been made to reduce the number of hyper acute stroke
units (HASUs), with some questioning the value of the engagement.
People were concerned that if the number of units were reduced this could lead to the
remaining units being unable to cope with demand and impact negatively on health
outcomes.
Some blamed the lack of funding across the NHS as a whole for this and felt the NHS locally
could do more to influence the government to give them more funding to address the staffing
issues in order for there to be specialist hyper acute stroke units in every major town.
Feedback from the South and Mid Yorkshire, Bassetlaw and North Derbyshire consultation
found that some felt that having fewer centres would be the most cost effective, fairest and
efficient use of existing resources. That would increase the chances of developing true
centres of excellence which in itself might help in attracting the right number of staff.
Many respondents also recognised that it was not just speed that was important but also the
ability to have high quality services. They welcomed having access to three specialist hyper
acute stroke services units in the region which would be supported by acute services in local
hospitals. They felt this would allow safer fast treatment which might reduce the effects of a
stroke.
People also spoke of the benefits of having expertise focused in hyper acute stroke units
that could develop as centres of excellence. They felt that patients who had access to this
high level of expertise would have better health outcomes as a consequence.
Feedback from all engagement and consultation found that many people said that they
would travel further if it meant they were able to access the best treatment and to be treated
by specialists; however, they wanted their rehabilitation to be available closer to home.
There was some concern that the focus is on HASUs and some felt that it should be about
the whole pathway including prevention and post discharge. Suggestion was also made that
alongside HASUs and ASUs should also look at implementing Early Supported Discharge
(ESD) model.
People from the Harrogate area did express some concerns about losing their HASU, and
needed reassurance for both patients and staff as to what this would mean for their area.
Although it was acknowledged that the main priority was to ensure that patients receive the
best care even if this means that a HASU is no longer able to be provided in Harrogate.
A few people felt that there was a general lack of awareness amongst the public as to what
services are already available. The focus of any communications should be about what is
available, how we can improve upon this and the benefits to patients if these changes are
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made. People also need to be reassured that funding is available to implement any of the
proposals, and that any good practice in their local area will not be taken away.
Staff need to be kept up to date as the plans progress and be given opportunity to be
involved in the development of the plans. There was concern that some staff feel that there
is a lack of clarity and some uncertainty about what the future holds for them. To improve the
recruitment and retention of staff we should be looking at career progression, learning and
development, and opportunities to be involved in research and innovation. And develop a
flexible team of staff with specialist skills to meet the needs of the service.

8.5 Community Stroke Services
Many reported difficulties in being able to access rehabilitation services quickly once they
were discharged, and when they did access it they were only provided the service for a
limited time period which many felt was insufficient for their needs. They told us that they
would like to receive regular reviews to ensure that they are receiving the appropriate level
of care and support.
Stroke can be a life changing event which can be difficult for the patient and their families to
deal with. It was felt that there was a need to ensure that people are provided with the
appropriate levels of emotional support and advice, and where necessary have access to
psychological therapies.
It was felt that more support should be provided for carers, so they know what to expect and
how to support the person they are caring for. For many people this is the first time they
have had to care for their loved one, and can be a very difficult time adapting to their new
role. And as such they require emotional support, guidance and to be offered respite care.
Many people were unaware of the support the voluntary and community sector could
provide, and requested that more information be provided to patients and their families /
carers. Of those that were aware of the support available they talked positively of the
services provided by the following organisations; the Stroke Association, Speakability, Speak
with It, Age UK and Scope.
They valued the support groups that they had attended and welcomed the opportunity to be
able to speak to other people that had experienced a stroke. They felt that there should be
more support groups, with specific groups for younger people and carers. Some were
concerned that the funding of these organisations was inequitable and as such the provision
of services was inconsistent across West Yorkshire and Harrogate. Of those that did provide
services in their areas, there was some concern that the services may be cut.
People wanted the voluntary and community sector to provide befriending services to help
reduce isolation; and support people in making meals, gardening, taking people shopping
and supporting them to attend appointments. To support their recovery they also wanted to
be able to access leisure facilities, such as swimming pools and gyms.
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People want to see more joined up working with other organisations such as local
authorities, public health, voluntary and community sector, and primary care. People were
concerned about it being NHS driven with an acute focus and other organisations not being
involved therefore not reflecting the needs of a whole 3 system. The involvement and
investment of voluntary and community organisations is extremely important to people and
many felt the need for more services in the community.

8.6

Discharge process

Comments on discharge ranged from people feeling that they were in hospital longer than
they needed to be, to those that felt pressured to leave too soon. When people were
discharged, some were sent home without the appropriate aids, adaptations and home care
being in place, and some had to source the support they required themselves.
Many people reported delays in accessing rehabilitation, such as physiotherapy and speech
and language therapy.
They advised that they want to have a thorough assessment prior to being discharged, to
ensure that they are ready to go home, and if they are, to have all the appropriate aids,
adaptations and home care support in place prior to them being discharged. This should
include assessing the needs of the whole family, especially in situations where the patient
had previously been a carer for either their own children or partner.
That they, and their families are kept informed and involved throughout, so they know what
to expect once they are discharged, are aware of what support is available and how to
access it, this should include emotional support and financial advice. They would like to have
a named person who is responsible for coordinating their care and who can provide them
with support and advice.
For all organisations who are involved in their care to communicate with each other to
ensure that the patient receives a seamless service. To support this, a suggestion was made
that teams should be multi-disciplinary and includes social care, speech and language
therapy, physiotherapy and occupational therapy.
There was some concern that the focus is on HASUs and some felt that it should be about
the whole pathway including prevention and post discharge. Suggestion was also made that
alongside HASUs and ASUs should also look at implementing Early Supported Discharge
(ESD) model.

8.7

Travel, transport and parking

The main reasons for people wanting the services to be available in all hospitals were the
distance, time and cost to travel, along with the challenges of parking. People were worried
not only about how the extra journey time could affect the treatment and outcome for stroke
patients but also how this would impact on the ability of carers and families to visit their loved
one at this critical time, particularly those reliant on public transport. And; how it would
negatively impact the disadvantaged and most vulnerable by introducing extra travel costs.
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These concerns were raised across all the engagement and consultation that had taken
place.
Of those people that had experienced the newly reconfigured service in Airedale,
Wharfedale, Craven and Bradford and had travelled further to access a HASU, and were
then transferred to a hospital closer to home for their ongoing care were satisfied that it gave
them the best clinical outcomes. People highly valued the specialist staff and treatments
available during the first few hours after a stroke. Even when patients were in hospital far
from home, most people did not identify the distance to travel as a significant problem – for
some it was an inconvenience but they understood the need for the patient to be treated in
the hospital which could give them the best chance of recovery. The main criticism was the
difficulties visitors encountered trying to park at the hospital.
Suggestions to address the concerns highlighted included providing help with travel costs for
immediate family members e.g. a travel card, extended or open visiting times in order to
avoid peak travel times, and some level of concession for parking.

8.8

Specific themes raised by protected groups

Some of the engagement and consultation that has taken place have been analysed to
establish if there is any variation in the views expressed by people from protected groups.
The key themes raised by protected groups were:
Age
Younger people
Some younger people described being misdiagnosed when they first presented at A&E, the
assumption was that this was because they were younger and that clinicians assume
strokes occur in older people. They want to ensure that clinicians receive appropriate stroke
awareness training to prevent these misdiagnoses occurring.
They also described how services that were in place to support people following a stroke
were designed for older people and as such did not always meet their needs. They
mentioned the negative impact on their finances and childcare, and how they want services
to support them in returning to work. They felt that there should be more support groups,
with specific groups for younger people.
Religion
Muslim
One man thought a family member should be allowed to stay overnight. Due to his Islamic
beliefs he was concerned about being tended to by a female nurse or carer when visiting the
toilet and was ‘more comfortable with his wife’.
Ethnic group
Raise awareness with all our communities of how to prevent stroke. Specific mention was
made to the diverse population of West Yorkshire and Harrogate and how some
communities have a higher risk of stroke. We need to tailor our communications to educate
and raise awareness of the risks for each of our communities.
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Asian or Asian British
A few people mentioned the need to have support groups that meet the needs of different
community groups, with specific mention made for support groups for South Asian women,
and rehabilitation services that were culturally sensitive.
Disability
Some people highlighted the distance of car parks from the hospital and the difficulties those
with mobility issues could encounter, especially if due to the high cost of parking they have
to park further away where parking is free.
Some people highlighted the need for staff to be trained so they understand how they should
support the needs of those patients that have existing conditions. Specific mention was
made to dementia patients, people with mental health conditions, and learning disabilities.
Information should be provided in a range of formats to ensure that they are accessible,
specific mention was made to people with hearing impairments and the need for staff to be
deaf aware.
Carers
Some carers may struggle with travelling to visit their loved one during their stay on the
HASU. There was specific concern for the elderly, those people living in the outlying areas,
and those who are reliant on public transport. Both the cost of travel and travel time,
particular during peak periods, which visiting times often coincide with, were a cause of
concern.
People were also worried about the additional stress and anxiety distance, travel and cost
would place on carers and family members at a time that is already highly stressful. It was
suggested that together with other family commitments, may result in carers and family
members not being able to visit their loved one in hospital at this critical time. People wanted
commissioners to look at ways for families who live far away to be able to keep in touch with
their family member and hospital staff.
In the assessment that is undertaken to assess the patients’ needs prior to discharge, this
should include assessing the needs of the whole family, especially in situations where the
patient had previously been a carer for either their own children or partner. The patient may
no longer be able to continue with their caring role and as such additional support may need
to be put in place.
Support should be provided for carers, so they know what to expect and how to support the
person they are caring for. For many people this is the first time they have had to care for
their loved one, and can be a very difficult time adapting to their new role. They require
emotional support, guidance and to be offered respite care.
They felt that there should be more support groups, with specific groups for carers.
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Improve communication and support for carers. Carers should be provided with support
immediately and this should include a resource pack whilst the patient is still in hospital,
setting out what is available to them, what they need to do next, FAQs, financial information,
support groups, and manual handling. Carers should also be supported in being involved in
discussions about the care of the person they care for. And we need to be ensuring that the
information provided is accessible and appropriate for all communities.
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8.9 West Yorkshire and Harrogate ‘Stroke’ engagement and consultation activity at a glance

Airedale, Wharfedale and Craven
Bradford City
Bradford District
Calderdale
Greater Huddersfield
Harrogate and Rural District
Leeds

E
E
E
E
E
E
E
E
E
E
E
E
E
E

E

Consultation on changes to HASU

Engagement on changes to HASU

Engagement on views of current services

(E= Engagement, C = Consultation)

Key areas covered
WY & H HCP Stroke care; West Yorkshire and Harrogate engagement on views of current
services, engagement on changes to hyper acute stroke units (HASU)

WY & H HCP Stroke care; West Yorkshire and Harrogate engagement on views of current
services
WY & H HCP Stroke care; West Yorkshire and Harrogate engagement on views of current
services
WY & H HCP Stroke care; West Yorkshire and Harrogate engagement on views of current
services
WY & H HCP Stroke care; West Yorkshire and Harrogate engagement on views of current
services
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North Kirklees

E
E

Wakefield

E
E

WY & H HCP Stroke care West Yorkshire and Harrogate engagement on views of current
services
E

C

WY & H HCP Stroke care West Yorkshire and Harrogate engagement, South and Mid
Yorkshire, Bassetlaw and North Derbyshire engagement and consultation on hyper acute stroke
units (HASU)
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9 Urgent and emergency care
Further information on the aims of the WY & H HCP and historical information with regard to
this priority can be accessed at https://www.wyhpartnership.co.uk/our-priorities/urgent-andemergency-care

9.1 2019 Update
The West Yorkshire Acceleration Zone (WYAZ) was set up to deliver improvements in urgent
and emergency care delivery across our area. WYAZ is the only urgent and emergency
acceleration zone in the country.
The Next Steps for Urgent and Emergency Care (UEC) was approved by the UEC
Programme Board in July 2018. This document outlines our three key priorities and
deliverables, a copy of the report can be viewed here.
Leeds have carried out some engagement around changes to the location of walk-in centres.

9.2

Hear, see and treat model

Engagement was carried out across West Yorkshire and Harrogate to gain views about the
idea for paramedics to have a much wider range of care and treatment options available to
them, rather than just taking the patient to A&E. They would have the help of a team of
doctors and nurses available by phone. The main themes raised about the proposed model
were:
Benefits of the model
Overall the majority of respondents were supportive of the proposed model, as they felt that
it would ensure that only those patients that needed to attend A&E would do so. It was
thought that this would lead to a reduction in the inappropriate use of ambulance services,
reduction in A&E admissions and as such people would be seen quicker which would result
in an improvement in patient outcomes.
Although some did feel that the model was confusing and questioned the viability of the
model in terms of whether there were sufficient resources available to deliver it.
Access to treatment
People want to be seen by the most appropriate person, quickly and in a setting that is
appropriate for the care / treatment they require, it was felt that the proposed model would
support this. They were happy for this to be in their home, at a GP practice or a walk-in
centre, their main priority was to receive the treatment quickly.
Being able to be treated at a home was seen as a positive move. It was particularly liked by
the elderly, people with mental health conditions, and parents with young children, as it was
seen to be less stressful for both the patient and their family.
Call centre
There were some reservations about the role of the call centre. Some were concerned that a
diagnosis made over the phone wouldn’t be accurate and felt that this was best done face to
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face. They also queried the quality of the communication and clinical skills of the call centre
staff. They needed reassurance that the staff would have had communications training and
that there would be an appropriate skill mix. It was suggested that staffing in the call centre
should include pharmacists.
Specific mention was made with regards to the possible difficulties that people who are hard
of hearing or deaf, don’t speak English or have communication problems, may have in
accessing the call centre.
The role of paramedics
Whilst most people were supportive of the proposed enhanced role of the paramedic, many
did seek reassurance as to the level of training they would receive, if they would be able to
prescribe, what equipment they would have access to, and if the paramedics were
supportive of the proposals.
They also wanted to know more about how the back up support in the call centre would
work, for example, they queried if the paramedics would have access to Skype or be able to
send images to the call centre to support diagnosis.
Many felt that paramedics need specific training to enable them to provide appropriate care
and support for people living with HIV, people with mental health conditions, hard of hearing
and deaf patients, and those who don’t speak English.
Patient records
Access to patient records was seen as a positive idea by most, and it was felt that it would
make it easier for paramedics to make a diagnosis. Some did express concern about the
confidentiality of their records, who they would be shared with and whether they would be
accurate.
Concern was also expressed that information within their record could lead to discrimination;
this was a particular worry for people who were living with HIV or have mental health
conditions.
Patient education
To ensure that people access the right service, first time it was suggested that there is a
need to raise awareness of the most appropriate service to access, where and how to
access these services. However, it was acknowledged that without improvements to access
to GP appointments and other services, people will still access A&E.
Communication
If it was to be implemented there would need to be a communications campaign explaining
how the new model would differ from what is currently available, describe the enhanced role
of the paramedics, the treatment options that would be available and how follow-on care /
treatment would operate especially out of hours when GP practices and other services are
not available.
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9.3

Patient experience of urgent and emergency care

All areas have undertaken engagement to gain feedback on patient experience of urgent
and emergency care. The main themes raised are:
Access to urgent and emergency care
• Access to all forms of urgent and emergency care was an issue in Leeds. People wanted
better access across all services – GP, walk-in centres and A & E;
• People also wanted clearer information about how to access urgent care in Leeds;
• Waiting times were an issue for people in Leeds
Reasons for attending urgent and emergency care
• Patients often report that they have been told to attend urgent and emergency care
services, such as A&E by their GP practice. Either because the GP is unable to provide
the patient with the treatment and / or tests that they require, or the GP practice is unable
to provide the patient with an urgent appointment.
• A few people mentioned that their GP had referred them to A&E as their GP had been
unable to admit them as an inpatient due to the lack of hospital beds.
• Many patients state that they do try to obtain a GP appointment prior to attending urgent
and emergency care services. But if they are unable to be seen quickly they feel they
have no choice but to access urgent and emergency care services to ensure that their
condition is treated.
• GP services and community-based health care are also often closed when patients need
to access them, forcing them to go elsewhere, despite their preferences to use these
services.
• Many had a health condition that they felt needed to be dealt with urgently, and that
urgent and emergency care services was the best place to receive the care that they
required, such as x-rays, scans, blood tests, stitches and other treatment.
• Some attended as it was the most convenient place for them to attend, in that it was
easy to access as no appointments are required or it was close to home. Some
participants noted how they can go to A&E after work or lectures. Students, in particular,
thought this is a convenient option for them as they can visit after their lectures. They
can fit A&E visits in around their study commitments.
• People want to be seen by the most appropriate person, quickly and in a setting that is
close to home. They didn’t want to be travelling long distances when they needed urgent
or emergency care.
Quality of service in urgent and emergency care services
• Whilst most commented on having to waiting long periods of time to be seen. People
report high levels of satisfaction with the service they receive in urgent and emergency
care services. They have confidence and trust in urgent and emergency care services
and believe it provides the best place for them to get care for their condition.
• People believe urgent and emergency care services, such as A&E provide a convenient
place to go, it can provide reassurance that an injury or condition is not serious and does
not need further treatment, and it is perceived as offering the highest level of expertise,
with access to appropriate diagnostic equipment, such as x-rays.
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Many commented on how helpful and friendly the staff were and praised the quality of the
care they received.
Some concern was expressed about the long waits in urgent and emergency care
services, such as A&E and not being told how long they would have to wait/ reasons
why. In some cases, when information was displayed on expected waiting times, the
information was inaccurate and out of date. And some patients were concerned that they
received no, or inadequate pain relief.
Some people mentioned that they had to endure long waiting times in A&E whilst waiting
for an inpatient bed to become available.
Seating provided in waiting areas was described by some as being uncomfortable.
Comments were made with regards to both the difficulties in being able to park and the
high cost of parking.

9.4 Proposed changes to A&E services
Calderdale and Greater Huddersfield as part of their consultation on ‘Right Care, Right Time,
Right Place’ consulted on proposals to make changes to A&E services. In addition to this,
discussions around the provision of A&E services have also been raised through
engagement on views of urgent and emergency care services. Most people don’t want to
see their town ‘lose’ their A&E; they believe that 24hr emergency care is needed in all towns
and they want to retain the highly valued services they have. People question whether
proposals are clinically driven as opposed to financially driven. To what extent, for example,
have previous decisions such as PFI agreements influenced the proposals? Respondents
want to know whether clinical staff, in particular, are supportive of the proposals. And to what
extent other services, such as the Ambulance Service support the proposals.
The main concerns are:
•
Concern about increased pressure on the one A&E if emergency or urgent care
services are not available in both areas. There was widespread feeling that the A&E
already has long waits for people to be seen and treated, and that any reduction in
service in one area would lead to additional pressure.
•
People are worried about the impact of increased travel times, in particular for access
to emergency treatment. This was seen as a reason for A&E services to be retained.
Ease of travel between areas was also raised, with specific mention made to
congestion, access to public transport, increased travel costs and adequate facilities for
car parking.
•
The additional demand on ambulance services led some to believe that there would be
a delay in response times and availability to transport those with life threatening
conditions.
•
As well as concerns that increased travel will have an impact on mortality rates, people
are sceptical about the quality of care and availability of treatment, and how this could
put patients’ lives at risk.
•
People want to know how proposed Urgent Care Centres will link with A&E, for
example transferring someone from an Urgent Care Centre if a patient’s condition
deteriorates. And need reassurance that the impact on GPs and the Ambulance
Service has been fully considered.
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9.5

Strategy development

Airedale, Wharfedale and Craven, Bradford City and Bradford Districts Clinical
Commissioning Groups (CCGs) engaged with the public and other stakeholder groups on
their Urgent and Emergency Care strategy, the main themes raised were:
•

•
•

•

•

•

•

•
•

•

•

Primary care: to offset usage of A&E services, improvements are needed in GP, dental
and ophthalmic services, as well as ensuring a wider remit and use of pharmacy
services.
Self-care: individuals need support to care for themselves and to know when to use
urgent and emergency care services.
Mental health services: there should be equal emphasis on mental and physical health in
urgent and emergency care services, and recognition given to the inter-dependencies
between services in the strategy.
Hospital services: important areas for further consideration in the strategy included
diagnostic services, intensive care, discharge, end-of-life care, children and young
people, carers, disability and protected groups.
Services outside hospital: integration, use of NHS 111, new technology, care at home, 24
hour NHS, transport and social economics were all considered to be important aspects of
the strategy.
Urgent and emergency care/major emergency care centres: whilst welcomed, further
information was needed and therefore feedback related mainly to future service provision
and plans should a major emergency care centre bid be rejected.
24-hour, seven-day NHS: should there be a “wants” rather than a “needs” led service and
should the NHS should be a convenience or strive to meet people’s real urgent and
emergency care needs?
Transport: public transport, particularly to our major hospitals, is a challenge to many
people who use the facilities.
Estates: there was concern about the current estates and parking situation and how the
strategy will address these concerns in light of changes in footfall and use of the
services.
Resources: there are concerns about whether there will be enough money and other
resources to fund the changes proposed, or whether the strategy represents a costcutting exercise.
Terminology: to ensure that the strategy is unequivocally clear some of the terminology
within it requires further explanation or clearer definition.

• Information and signposting: there was concern about the information in circulation, e.g.
choose well campaigns, which were very useful but now out of date. Also there needs to
be consideration to how the new structures and services were shared with people so they
can access services at the right place.

9.6

Views on urgent care / treatment centres

All areas have undertaken engagement to gain feedback on views of urgent care / treatment
centres. The main themes raised are:
114

•

•
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•

•

•

•

•

•

A&E offers the 24/7 access people want and there is support for this to be developed
further to include an out of hours primary care service / urgent care service that is colocated with A&E. Through the co-location of urgent care services on one site, patients
can be triaged appropriately to the necessary emergency or urgent care service. It would
relieve the pressure in the A&E departments and give people faster access to more
effective treatment.
The extent to which drop-in or walk-in centres can play a key role in reducing attendance
at A&E should be a factor for consideration. A significant proportion of people that had
used a walk-in centre would have attended A&E if the walk-in centre had not been
available. Many patients valued the provision of treatment outside of A&E departments,
in minor injury units or walk-in centres. These were often popular because they were
seen to avoid long waits, although sometimes led to frustration if the service was unable
to deal with the presenting condition
A one-stop shop for urgent care needs is seen by many as a good idea. As patients don’t
always know if their condition is urgent or an emergency, by having it all in one place this
would take the responsibility away from patients to have to decide which service they
should access.
Urgent care / treatment centres should provide blood tests, x-ray, scans, minor surgical
procedures, burns treatment and treatment for factures or broken bones. It was also
suggested that the centre should also include urgent dental treatment.
People want to be able to receive treatment quickly and be seen by the right person.
They felt that by having it all in one place would ensure this happened, and would give
them access to the appropriate equipment and diagnostics to provide them with the
treatment they require.
Ideally they would want urgent care services to be located with A&E. They felt that it
made sense to have all services located in one area, so should their condition deteriorate
and they require emergency care they are already in the right place and do not need to
be transferred to another location. They also didn’t want to be arriving at A&E to then be
told their condition was not an emergency and that they should travel to another location
to receive urgent care.
Many felt that there would need to be a communications campaign to ensure people were
aware of the services available, when and how to use them. This should include
educating the public on the various staffing roles within the treatment centre, and to
reassure people that they are staffed with the appropriate skill mix.
All agreed that a single hub would address some of the workforce issues, increase
resilience (cross-skilling) and be more attractive to clinicians considering a new role.
Although there was some concern about the resources and staffing required for urgent
care centres.
The main concerns raised related to how people access the centre that don’t have
access to a car, especially out of core hours when public transport is not available.
Particular mention was made about the financial impact on having to use a taxi,
especially for people in deprived communities and wheelchair users.
There was also some concern that people could choose to attend the urgent treatment
centre rather than trying to obtain a GP appointment, and how would this impact on GP
services locally.
115

•

•

•

In general people in Leeds were satisfied with their experience of accessing the walk-in
centre service. They told us that they received a good quality of care and were pleased
with how they were treated by staff.
However, a number of people in Leeds expressed they had an unpleasant experience at
the centre with staff being rude and providing unsatisfactory care. Many people also
expressed their dissatisfaction with the building’s facilities and condition. People also
reported mixed experiences of waiting times at the walk-in centre
People in Leeds liked the idea of having a walk-in centre located close to other clinical
services (at a hospital) as this would mean that they had better access to a range of
clinical staff. However, many people raised concerns about parking availability and costs
and overcrowding at St James’s Hospital. People had mixed feelings about the impact of
the move on waiting times.

9.7

Specific themes raised by protected groups

Some of the engagement and consultation that has taken place have been analysed to
establish if there is any variation in the views expressed by people from protected groups.
The key themes raised by protected groups were:
Ethnic groups
South Asian
Some South Asian patients have experienced difficulties communicating with staff because
English was not their first language, and interpreting services were not provided.
Eastern Europeans
Would like accessible information around the structure of the NHS and its entry points.
Some Eastern European patients have experienced difficulties communicating with staff
because English was not their first language, and interpreting services were not provided.
Disability
Hard of hearing and deaf
Deaf People feel disadvantaged by the shortage of interpreters.
People with multiple and complex needs
People with multiple and complex needs are often living lives which are dominated by the
issues they are living with, be that mental health issues, homelessness, alcohol or substance
use.
People who are homeless have particular difficulty in accessing urgent care services and are
therefore more likely to leave healthcare needs to crisis situations. Often, the only time
medical professionals will see these people is when they turn up at A&E at crisis point.
Sometimes, only the urgent medical condition will be treated but underlying issues will
persist and without the right support or treatment, they will be recurring and potentially
worsening for the individual concerned. More needs to be done to support the most
vulnerable and avoid repeat A&E attendance. Better education and facilities for providing
access to treatment and information are needed.
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Mental health
• Some felt that A&E was not the place to be treated during a crisis, unless life-saving
treatment was needed. There is a need for an alternative resource for people to be seen
in a safe, friendly and compassionate centre especially for people in a crisis.
• It was also recognised that there is a need for services to cater for those with dualdiagnosis. There were instances where people had felt that nurses in A&E had treated
them unfavourably because of their alcohol problems, and as a result did not receive the
mental health treatment they needed.
• Sharing of patient records was a concern for people with mental health conditions as
information within their record could lead to discrimination.
• People from ethnic minority groups can be more likely present at urgent care services for
mental health issues and therefore may need better support and facilities to access care
appropriately.
• The experience of people with dementia, and their carers, is also poor. Care should be
provided by staff who are skilled in treating, and who have awareness of the needs of,
patients with dementia. Overall, dignity and respect are key to the treatment of patients
with dementia.
People living with HIV
• Sharing of patient records was a concern for people with mental health conditions as
information within their record could lead to discrimination.
• Many felt that paramedics need specific training to enable them to provide appropriate
care and support for people living with HIV
Carers
Carers said that they would like their details on the care record of the person that they care
for, so they can be contacted in case of emergency.
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9.8 West Yorkshire and Harrogate ‘Urgent and emergency care’ engagement and consultation activity at a
glance (E= Engagement, C = Consultation)

Airedale, Wharfedale and Craven
Bradford City
Bradford District

E
E
E

E
E
E

E
E
E

E
E
E

Calderdale
Greater Huddersfield

E
E

E
E

Harrogate and Rural District

E

E

Leeds

E

E
E

E
E

North Kirklees

E

E

E

Wakefield

E

E

E, C
E, C

E

E
E

E

Key areas covered
Views of A&E at BR1I and Airedale General Hospital; WY&H HCP urgent and
emergency care; WY&H HCP hear, see and treat; Urgent and Emergency care
strategy; patient experience of urgent and emergency care in Yorkshire and
Humber;
Right Time, Right Care, Right Place; WY&H HCP urgent and emergency care;
WY&H HCP hear, see and treat; patient experience of urgent and emergency
care in Yorkshire and Humber;
WY&H HCP urgent and emergency care; WY&H HCP hear, see and treat;
patient experience of urgent and emergency care in Yorkshire and Humber
Views on changes to location of walk-in centres, Views of A&E at LGI and St
James University Hospital; WY&H HCP urgent and emergency care; WY&H
HCP hear, see and treat; Urgent care in Leeds; patient experience of urgent and
emergency care in Yorkshire and Humber; evaluation of winter awareness
campaign
WY&H HCP urgent and emergency care; WY&H HCP hear, see and treat;
patient experience of urgent and emergency care in Yorkshire and Humber;
views on urgent care centres
Urgent care at Pontefract Hospital and Pinderfields Hospital; Acute
Assessment Unit at Pinderfields Hospital; WY&H HCP urgent and
emergency care; WY&H HCP hear, see and treat; patient experience
of urgent and emergency care in Yorkshire and Humber
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10 Supporting Carers
10.1 2019 Update
This is a new theme for this report – West Yorkshire and Harrogate has been identified as
one of six regions to work in partnership with NHS England to develop an approach to better
support unpaid carers across our area. More information about the approach can be found
here https://www.wyhpartnership.co.uk/our-priorities/unpaid-carers
We have carried out a West Yorkshire and Harrogate wide engagement event for unpaid
carers and this has been supplemented by work in Leeds and Airedale, Wharfedale and
Craven and Bradford.

10.2 Challenges
•

•

•

•

•
•

•

•

People described high levels of stress and difficulty managing the demands of caring
alongside other aspects of their lives. Carers’ own mental wellbeing was the most
commonly occurring theme across all responses;
People talked at length in groups about their worries and fears for the future. Older carers
in particular described their anxiety about how long they could sustain their caring role.
They felt that the demands on carers increased as the cared-for person’s health
deteriorated, at the same time the carer is also ageing and may be facing their own
health problems.
Working carers described challenges which relate to their employment, and many people
talked about having had to reduce their working hours or give up work entirely to fulfil
their caring responsibilities. People talked about challenges of employers not
understanding the demands of caring, and not enabling people to work flexibly in order to
balance their roles. People described how caring had impacted negatively on their
earning power, creating the additional challenges of financial difficulties.
Money and financial worries were a commonly occurring theme in people’s responses.
People described challenges with benefits, particularly around changes to PIP and the
assessment process. Anxiety about money was often described as having a negative
impact on people’s mental wellbeing.
Carers described experiencing social isolation and loneliness as a result of the
restrictions that caring places on their lives.
a large proportion of people talked about feeling that they have lost their individual
identity, becoming someone’s carer rather than a person in their own right. This was a
particularly strong theme in groups who care for people with dementia. This loss of
identity is linked to loneliness, as people with dementia often find social events difficult
and so the carer is cut off from their friends or family.
Bureaucracy was described as a challenge by many carers, who found it hard dealing
with the paperwork for assessments, or handling multiple appointments with different
services.
Carers often described challenges with getting the right information, either about/for the
person they care for, or about support for themselves. People also talked about wanting
advice to help them make decisions, particularly at times of transition or change
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•

•

•

Carers talked in depth in discussion groups about the challenges of finding good private
care services; even when services are arranged and in place, there can be difficulties in
the relationships between the cared for person and their paid carer.
Parent carers often talked about challenges with their child’s education, and a lack of
awareness amongst staff in schools, as well as challenges with getting advice or
information to help make decisions.
Carers survey responses highlighted sleep as a common theme, and this was discussed
at length by carers in our group visits.

10.3 General
•

•
•
•
•
•
•
•

People in discussion groups spoke of love and commitment toward those they cared for
as being driving forces behind them taking on caring responsibilities. Underpinning this,
many carers told us they felt a sense of duty or responsibility – this was the most
commonly occurring code in the analysis for this question in the survey.
Need to be better at early identification of carers
Primary care is key to help with early identification of carers
Listen to what carers have to say
Connecting with young carers can be challenging o Teachers need to be trained to
identify young carers
Small local hubs are needed
Better signposting for carers to the various services available to them
Helping carers who are employed. E.g. employers having a better understanding of who
carers are and their caring responsibilities. Better policies to support carers in the
workforce

10.4 Health of carers
•

•

•
•
•

We asked carers about the impact that their caring role had had on their own health, and
most people reported a negative impact. This was most commonly described as stress or
exhaustion.
Carers of people with autistic spectrum disorder, learning disability, or mental health
difficulties were more likely to report a negative impact on their own health than other
groups of carers.
Working age carers were more likely to report a negative impact on their health than
those who had reached retirement age.
Men were twice as likely as women to report a positive impact on their own health as a
result of their caring role.
Over a quarter of carers (29%) reported that they had experienced barriers in accessing
services for their own health and wellbeing. People providing over 50 hours of care per
week were most likely to report being unable to access services.

10.5 Support
Awareness of support
Respondents to the survey were asked which carers support organisations or services they
had heard of or used.
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•
•
•

Over half of people said they had heard of Carer’s Resource (51%), which had the
highest level of awareness.
Other organisations which were well recognised were Alzheimer’s Society (39%),
Barnardo’s (24%), and Cancer Support (25%).
Smaller organisations or services which were focused on conditions or specific
communities had lower levels of awareness, as might be expected. The Council’s
Connect to Support service had the lowest level of awareness among carers in this
survey, with only 4% of people having heard of it.

Barriers to accessing support
• Working carers were most likely to describe barriers to support, with additional pressures
on their time making it harder for them to access services or attend support groups.
• One of the most common barriers that carers described was not knowing what support
was available to them. This come over most clearly in groups of carers from BME
backgrounds, and in the outreach with members of the public in shopping centres.
• Other carers described trying to get support but being passed from one place to another
without getting the help they were looking for.
• Carers of people with dementia and carers of people with autistic spectrum disorders
commented that the difficulties they experience in getting diagnosis create a barrier to
accessing support.
• Carers described being unable to access support because the person they cared for
could not be left by themselves, and the support on offer didn’t enable them to bring their
relative with them.
Experiences of support services
• People in some postcode areas were more likely than others to have received support
that met their needs: over half of carers in the LS29 area (54%) compared to less than a
fifth in BD5 (19%). Almost two-thirds of carers in the BD22 area said they had received
support but that it had not met their needs (62%).
• Carers of people with dementia were most likely to report having had their needs met by
carers support (44%).
• Carers of people with needs related to older age or frailty were most likely to report that
they did not feel they needed support (37%).
General
• Carers talked positively about support groups, where they could get information and
share experiences with peers.
• Carers reported that having time to themselves was hard, but very important in helping
them keep going. People talked about being able to look after their own physical and
mental wellbeing, including exercise, hobbies or creativity.
• While many people expressed that informal breaks away from caring responsibilities
helped them keep going, others also talked about more formal support and respite
provision.
• People talked about the importance of having good social support networks, and
someone to talk to about their experiences. Some people clearly found this through
121

professionals, or from peer support groups (often run by small VCS organisations) and
others found strength through their family, friends or community relationships.
What support do carers feel that they need?
• having time to themselves away from their caring responsibilities would make a big
difference. For some people, they were looking for formal breaks and respite, but most
people talked more broadly about opportunities to ‘recharge their batteries’ such as going
shopping or to support groups without the person they care for.
• Many carers felt that simply having someone to talk to was a significant help in
overcoming the challenges they face. During discussion groups, people talked about the
importance of being able to speak to someone quickly when needed, and frustration with
current support services which left them waiting for a call back – by which time they might
be too tied up with caring duties to be able to talk.
• A clear theme comes through in people’s survey responses and from our discussion
groups about a need for better information to be made available to carers. Some carers
also felt that clear advice was needed, not just information;
• When carers talked about financial support, this included comments about funding for
social care support, and people often referred to the need for support and advice about
benefits, direct payments or other financial advice.
• Carers in our discussion groups often talked about how helpful it would be to have local
support which they could access more easily, rather than having to travel to a single
office covering a large district.
• Working carers reported that more support at work and understanding from their
employers would help make their caring role easier.
• Overwhelmingly, in our discussions with groups of carers they told us how much the
support groups they attended helped them to overcome the challenges they face as
carers. People told us that these groups were a lifeline and sometimes the only source of
support or advice that people accessed. Carers particularly valued groups which enabled
carers to also have some space to themselves by providing activities for the people they
care for.

10.6 What is most important to carers?
•
•
•
•

Carers also emphasised the importance of good information and responsive services.
Some carers felt that they needed training in order to provide better care and that they
would like support to improve their skills to be more involved in the care of their relative.
People talked about the value of feeling that their views are being listened to and that
carers are getting recognition for their role.
People talked about the value of feeling that their views are being listened to and that
carers are getting recognition for their role.

10.7 Specific themes raised by protected groups
BAME
• When talking about duty, people often also expressed the idea that they had no choice
when it came to caring, that there was no alternative provision and that if they didn’t fulfil
this role.
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•

•
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•

People from a South Asian background and older people were more likely to talk about
their faith
The theme of duty came over particularly strongly in our discussions with carers from a
South Asian background, with some people expressing that cultural expectations and
norms meant they found it harder to ask for outside help
Language and cultural barriers were cited by a smaller number of carers as a challenge
in survey responses. In discussion groups with South Asian carers this came through
more strongly, people who did not feel confident communicating in English felt that they
missed out on opportunities for help and support – both for themselves and for the
person they care for.
Carers from a Pakistani background were also more likely to report being unable to
access support (45%).
One of the most common barriers that carers described was not knowing what support
was available to them. This come over most clearly in groups of carers from BME
backgrounds, and in the outreach with members of the public in shopping centres.
Groups with carers from South Asian backgrounds in particular, people talked at length
about the location of support services and difficulties they experience in accessing
support which is not local; this theme also occurs frequently in the survey responses.

Working age carers
• Older carers (over 65) were more likely to have received support that met their needs
(37%). Working age carers, particularly those aged between 25-44, are more likely to
have been unable to access support (32%).
Disability
• Carers of some groups of people were more likely to report being unable to access
support: Physical Disability (40%), Autistic Spectrum Disorder (35%) or Learning
Disability (30%).
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10.8 West Yorkshire and Harrogate carers engagement and consultation activity at a glance

Unpaid carers

Carers and frailty

(E= Engagement, C = Consultation)

Airedale, Wharfedale and Craven
Bradford City
Bradford District
Calderdale
Greater Huddersfield
Harrogate and Rural District
Leeds

E
E
E
E
E
E
E

E

North Kirklees
Wakefield

E
E

Key areas covered
Unpaid carers
Unpaid carers
Unpaid carers
Unpaid carers
Unpaid carers
Unpaid carers
Unpaid carers, Carers and frailty
Unpaid carers
Unpaid carers
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11. Innovation and improvement
11.1 2019 Update
In undertaking the mapping exercise, there were some pieces of engagement that did not fit
neatly into any of the priority areas and were about the development of different ways of
working across the health and social care system, these have been summarised in this
section.

11.2 Telehealth
•
•
•
•

In a survey undertaken in Wakefield, 70% of respondents said that they would consider
using telehealth;
Most of those who did not want to use telehealth felt that face to face contact was
important;
The majority of respondents said that they had a smartphone;
Almost all respondents said that they used the internet
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Teleheath

11.3 West Yorkshire and Harrogate ‘Innovation and improvement’ engagement and consultation activity at a
glance (E= Engagement, C = Consultation)

Key areas covered

E

Telehealth

Airedale, Wharfedale and Craven
Bradford City
Bradford District
Calderdale
Greater Huddersfield
Harrogate and Rural District
Leeds
North Kirklees
Wakefield
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12. Personalised care
12.1 2019 Update
For many years, the NHS has talked about the need to shift towards a more personalised
approach to health and care so that people have the same choice and control over their
mental and physical health that they have come to expect in every other part of their life. As
local health and care organisations work together more closely than ever before, they are
recognising the power of individuals as the best integrators of their own care.
The Universal Personalised Care document sets out how the NHS Long Term Plan
commitments for personalised care will be delivered. It introduces the comprehensive model
for personalised care, comprising six, evidence-based standard components, intended to
improve health and wellbeing outcomes and quality of care, whilst also enhancing value for
money. Implementation will be guided by delivery partnerships with local government, the
voluntary and community sector and people with lived experience.
In West Yorkshire & Harrogate, places have many of the elements of the personalised care
model already in place or being developed. As part of the NHS England Personalised Care
Demonstrator programme WYH have been working with support from NHS England to build,
develop and spread the model of personalised care delivered locally in all of our 6 places.
More than 100 people working in NHS services, councils and community organisations came
together on Mon 25 February at a special event in Leeds to discuss working in partnership
with people to further improve their health and wellbeing with and for them.
The event, organised by our Partnership, covered the importance of self-management and
what this means for people delivering and receiving care. Areas discussed included the
support people need to manage their own health, the importance of better conversations
with health care workers and the added value of having more control and freedom over
personal health budgets to meet their needs.
Another theme of the event was addressing the wider determinants of health - a key part of
the NHS Long term Plan. As services work to prevent people developing long term health
conditions, social prescribing is an area of work that can help people with more general
problems which are impacting on their health and link them with community organisations
that can help them most effectively.
The NHS’ long term plan says that within five years over 2.5 million more people will benefit
from ‘social prescribing’, a personal health budget and new support for managing their own
health in partnership with patients’ groups and the voluntary sector.
Across West Yorkshire and Harrogate many of the elements of the personalised care model
are already in place or being developed. As part of the NHS England Personalised Care
Demonstrator Programme West Yorkshire and Harrogate have been working with support
from NHS England to build, develop and spread the model of personalised care delivered
locally in Bradford District and Craven, Calderdale, Harrogate, Kirklees, Leeds and
Wakefield.
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12.2 What would ‘good’ look like in terms of ‘personalised care’ and ‘coproduction?’
•
•
•
•
•
•
•
•
•
•
•
•
•

Equal relationship / voice
Where and how people want to access information and support
Better coordination
Communication: structured process, telling story once, and active listening ‘what’s
important’
Shared decision making
Challenge and question (and for services to accept the challenge)
Active listening
What is meaningful – good rapport
Awareness of possibilities
Two-way conversations – wider interactions with carers and family
Increased flexibility (changes to GP and other interactions)
Creative approach (dog)
Ability to try different things

12.3 What is ‘good’
•
•
•
•
•

People would not have to be ‘bloody minded’ to receive what they need
It shouldn’t have to be dependent on who / what you know
Coordination around people
Continuous
Systematic – integrated to everything

12.4 Outcome of ‘good’
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Consistency
Accessible to all
‘timely’ – people’s time is not free
Personal budgets drive the rest
Responsive services – not one size for all
Workforce – starts with people, rather than what their job is
Recognising that changes happen; continuous review
Long term security of relationships; shifting organisations
Inclusivity: including the people you want
Contingency / back up / flexibility
Funding security
Shared conversations
Holistic approach
Shared goals and plan
Design of services – individualised
Meaningful review and support
Competing agendas
Fun
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Active listening
Not having to repeat the story
Is there a plan already – we have heard about a group that is being set up
Use of different words – self-management teams
Not everyone can voice their wishes themselves. Need to respect the voice of advocates
– e.g. carers – related issue is data protection.
Good will look different for everyone
How people find out about services and options. Often can be based on luck.
Recognising there are a lot of people that do not know what is available for them
Options through Local Care Partnerships to improve access and promote greater access
Respecting choice and where the individual is at and what that means in terms of ability
to respond
Ensuring that we get wider engagement and involvement
Engaging the ‘non-interested and involved currently’
Implications for middle management
Recognising choices made today will change and things need to be responsive to this
Generational implications – accepting responsibility
In control of your own destiny
User led not service led
Supporting people to have confidence / determination to say what they want
Service user, providers, carers, staff involved at all levels … planning, development,
delivery of services
Coproduction so embedded / integral part of system that it just happens – people don’t
have to go looking or search it out
Working together
KEEP IT SIMPLE
People connecting
Fun
Person/groups agenda
Autonomy
Lived experience and expertise
Individuals / groups having ownership
Helping a bigger picture – not just about diagnosis / condition
Enable people to live the lives they want

12.5 What needs to be in place to make ‘co-production’ a reality and
enable you to be involved?
•
•
•
•
•
•
•

Sharing information about this more widely
Increase awareness and interest – find common ground
Across all levels: system, organisations, communities, people
Raising people’s confidence
Examples of what is working and the impact this is making
Recognition it’s an ongoing process (keeping people engaged and involved)
Funds
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Buy in / cooperation
Wider knowledge / information
Advocacy and support
Outcome focused
Provisions need to exist
Alternatives / honesty / expectation setting
Demand management
Facilities / venues etc.
Easy / simplified language. Remove jargon
Clear communication
Supported framework
General awareness at all levels
Achieving common objectives
Training: NHS culture change
BME communities: universal message
Third sector involvement in achieving outcomes
Ongoing feedback / evaluation
Constant evaluation of support and services
Transparency and honesty
Do not ask what coproduction can do for you, but what you can do for coproduction
Don’t have problems, they are opportunities to excel
Involve people at the start of the journey and continually engage
System position and language – understandable and shared
Common language that is understood
System, professional and citizen perspective
Flexibility to respond to different needs of individuals – personalisation
The importance of a key individual working with “the patient” ensuring things are
coordinated – central to success
Importance of follow up – prevent people being left on their own
People (HCP) need to want coproduction (attitudes)
People understanding they have the ‘right’ / ability (facilitated)
Access / awareness / rights
Simple pathways / fewer must do’s
Need awareness / take note of people who are doing it and what has worked for them
Leadership (system) – really meaning it – walk the walk
Barriers need to be broken down
Change ‘commissioning’ to be person focused outcomes
Recognise people take time to have a voice
Conversation / dialogue: culture conducive to this
Giving people permission / confidence
Systems need to help agenda
Allow people to make mistakes – evolving
Having support to make change
Confidentiality / trust / support> creation of a safe environment
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•
•
•
•

Gaining permission to tell peoples’ stories > open/honest conversations and mutual
respect
Time
See barriers as surmountable challenges
Equality and consistency
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12.6 West Yorkshire and Harrogate ‘Personalised care’ engagement and consultation activity at a glance

Airedale, Wharfedale and Craven

E

Bradford City
Bradford District
Calderdale
Greater Huddersfield
Harrogate and Rural District
Leeds

E
E
E
E
E
E

North Kirklees
Wakefield

E
E

Co-productiom

Personalised care

(E= Engagement, C = Consultation)

Key areas covered

E

Personalisation, wider determinants of health and social prescribing
Personalisation, wider determinants of health and social prescribing
Personalisation, wider determinants of health and social prescribing
Personalisation, wider determinants of health and social prescribing
Personalisation, wider determinants of health and social prescribing
Personalisation, wider determinants of health and social prescribing
Personalisation, wider determinants of health and social prescribing
Personalisation, wider determinants of health and social prescribing
Personalisation, wider determinants of health and social prescribing
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Section 3: Appendices
Appendix A – List of documents reviewed
1.

Action on Hearing Loss (February 2014) Making health and social care information
accessible: workshop notes

2.

Airedale NHS Foundation Trust (October 2016) Experience Based Design: Community
Maternity Services

3.

Associate Development Solutions (November 2016) Future in Mind Leeds: Health
Needs Assessment

4.

Attain (August 2016) Kirklees Healthy Child Programme Stakeholder Engagement
Summary

5.

BAME Voices (2018) General report from chair. Available from
https://www.healthwatchwakefield.co.uk/

6.

Barnardo’s ‘Youth on Health Network’ (March 2017) C&YP Response to CCG update
on ‘Help Today’s Youth to Help Tomorrows Bradford’ Paper for Overview and Scrutiny
Committee

7.

Barnardo’s and Healthwatch Bradford and District (January 2016) Children & young
people with long term conditions: what support is available for mental health &
wellbeing?

8.

Bradford Care Alliance (October 2017) Extended access to primary care questionnaire
– weekend service

9.

Bradford & District Community Empowerment Network (February 2018) Smoking
Cessation in Pregnancy. Engagement Report for Bradford District & Craven NHS
CCGs

10. Bradford District Care NHS Foundation Trust (March 2017) How the idea for a Buddy
system as part of an integrated CYPMH service came about
11. Bradford District Care NHS Foundation Trust (2017) Helping Bradford young people to
thrive: What you should remember when designing services
12. Bradford District Care NHS Foundation Trust (October 2015) Comments campervan
13. Bradford Districts Youth Voice Network (August 2016) Lead Mental Health
Stakeholders hold an Audience with ‘Youth on Health’ at Bradford’s District ‘Youth
Voice’ Event: Transforming Mental Health Services
14. Bradford Metropolitan Council (2015) Bradford Council Pilot of draft accessible
information standard
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15. Bradford Strategic Disability Partnership (January 2014) Making health and social care
information accessible: workshop notes
16. Bradford Talking Media and Bradford Strategic Disability Partnership (October 2014)
Making health and social care information accessible: Consultation workshop
17. Brainbox Research (2018) Joined up Yorkshire and the Humber. Available from
https://www.northkirkleesccg.nhs.uk/wp-content/uploads/2019/01/Joined-Up-Yorkshireand-Humber-2018.pdf
18. Brainbox Research (September 2016) NHS Leeds North CCG ‘When you have a cold
or flu, antibiotics are not for you’ Antibiotics Awareness & Insight Report.
19. Brainbox Research (April 2016) Long-term follow-up after childhood and young adult
cancers: patient insight research findings
20. Brainbox Research (April 2016) Colorectal cancer follow-up pathway1
21. Calderdale and Huddersfield Foundation Trust (2018) Meeting the needs of protected
groups identified by the Equality Act 2010. Available from
https://www.greaterhuddersfieldccg.nhs.uk/wp-content/uploads/2018/07/AnnualStatement-of-Involvement-2017.18.pdf
22. Calderdale and Huddersfield Foundation Trust (CHFT) (2017) Older people/ dementia
and frailty services. Available from https://www.greaterhuddersfieldccg.nhs.uk/wpcontent/uploads/2018/07/Annual-Statement-of-Involvement-2017.18.pdf
23. Calderdale and Huddersfield NHS Foundation Trust (October 2015) Emergency
Gynaecology and Early Pregnancy Assessment Services. Engagement and equality
report of findings
24. Calderdale, Kirklees, Wakefield and Barnsley (CKWB) (June 2016) Transforming Care
Partnership Plan
25. Carers Leeds (2018) Engagement around frailty. Available from
https://www.carersleeds.org.uk/
26. Centre for Ageing Better (2018) Age-friendly communities: Older people eating out
together in Leeds. Available from https://www.ageing-better.org.uk/afc/shared-tables
27. Commissioners Working Together (April 2016) Communications and engagement
report: pre-consultation for children’s surgery and anaesthesia and hyper acute stroke
services
28. Connecting Care (2018) Self-care, telehealth and sharing care records engagement
report. Available from
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https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Public_Information/S
elf_Care_Engagement_Report.pdf
29. eMBED Health Consortium (March 2017) Patient Experience Report. Mental Health,
NHS Wakefield CCG, What are people telling us?
30. eMBED Health Consortium (December 2016) Patient Experience Report. End of Life
Care, NHS Wakefield CCG -What are people telling us?
31. eMBED Health Consortium (September 2016) Patient Experience Report. Connecting
Care, NHS Wakefield CCG -What are people telling us?
32. Engaging people (2018) Conditions for which over the counter items should not be
routinely prescribed in primary care: a report on local engagement in Airedale,
Wharfedale & Craven. Available from
http://www.airedalewharfedalecravenccg.nhs.uk/seecmsfile/?id=1769
33. Engaging people (2018) Conditions for which over the counter items should not be
routinely prescribed in primary care: a report on local engagement in Bradford District.
Available from http://www.airedalewharfedalecravenccg.nhs.uk/seecmsfile/?id=1770
34. Engaging people (2018) Self-care project report. Available from
http://www.airedalewharfedalecravenccg.nhs.uk/seecmsfile/?id=1611
35. Engaging people (2018) Smoking cessation in pregnancy. Available from
http://www.airedalewharfedalecravenccg.nhs.uk/seecmsfile/?id=1645
36. Engaging people (2017) Out of hospital – community based health services. Available
from http://www.airedalewharfedalecravenccg.nhs.uk/seecmsfile/?id=1534
37. Enriched Consulting Ltd & School for Social Entrepreneurs (April 2016) Evaluation
Report Recovery & Support Service: April 2014 – March 2016
38. GP Care Wakefield (September 2017) Wakefield Extended Hours project: Patient
engagement report
39. Healthwatch (2017) Children and young people with autism: findings from the
Healthwatch network.
40. Healthwatch Bradford (2018) Autistic Spectrum Conditions: access to support in
Bradford and District. Available from:
http://www.healthwatchbradford.co.uk/sites/default/files/uploads/autism_report_2_final_
for_publication.pdf
41. Healthwatch Bradford and District (November 2017) The Big Conversation
#oursaycounts, Talking to local people about the future of health and care in Bradford
District and Craven. Engagement Report.
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42. Healthwatch Bradford and District (January 2017) Autistic Spectrum Conditions: What
We’ve Heard So Far.
43. Healthwatch Bradford and District (May 2016) Airedale General Hospital Accident and
Emergency Department. The experience of patients and carers
44. Healthwatch Bradford and District (May 2016) Accident & Emergency at Bradford
Royal Infirmary
45. Healthwatch Bradford and District (April 2016) Support for the mental health and
wellbeing for people with long-term conditions
46. Healthwatch Bradford and District (April 2016) Enter and View – Ward 5 Airedale
General Hospital
47. Healthwatch Bradford and District (October 2015) Enter and View – Ward F5 St Luke’s
Hospital
48. Healthwatch Bradford and District (May 2015) Enter and View – Ward 17 Bradford
Royal Infirmary
49. Healthwatch Bradford and District (March 2015) Enter and View – Ward 4, Airedale
General Hospital –
50. Healthwatch Bradford and District (December 2014) Report on Healthwatch Bradford
and District visit to Accident & Emergency at Bradford Royal Infirmary
51. Healthwatch Bradford and District (September 2014) Enter and View - Holycroft
Surgery – GP Practice, Keighley 52. Healthwatch Bradford and District (August 2014) Enter and View - North Street Surgery
GP Practice, Keighley
53. Healthwatch Bradford and District and MacMillan Cancer Support (June 2014)
Experiences of people affected by cancer from minority ethnic communities in Bradford
and District
54. Healthwatch Bradford and District (January 2014) ‘Invisible at the desk’ Experiences
and views of people using Primary Care services in Bradford and District
55. Healthwatch Calderdale and Kirklees (November 2017) Speaking to Outpatients –
What did we learn? Calderdale Royal Hospital and Huddersfield Royal Infirmary
56. Healthwatch Calderdale (2018) Access to healthcare for Syrian refugees in Calderdale
– what did we learn? Available from https://www.healthwatchcalderdale.co.uk/wpcontent/uploads/2018/11/Access-to-healthcare-for-Syrian-Refugees-Final-versionOctober-2018.pdf
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57. Healthwatch Calderdale (October 2017) Adults’ experiences of Autism Services in
Calderdale and Kirklees
58. Healthwatch Calderdale (October 2017) Intelligence regarding Adult Mental Health
Services in Calderdale
59. Healthwatch Calderdale (May 2017) Services for Adults with Autism Spectrum
Conditions in Calderdale: Final report for Calderdale CCG
60. Healthwatch Calderdale (April 2014) GP appointments in Calderdale, Task and Finish
Report
61. Healthwatch Calderdale (April 2014) GP appointments in Calderdale, Data summary
62. Healthwatch Kirklees (2018) Recall matters dental project interim report. Available from
https://healthwatchkirklees.co.uk/
63. Healthwatch Kirklees (2018) Extended access to GP services in Huddersfield.
Available from https://healthwatchkirklees.co.uk/
64. Healthwatch Kirklees (2018) ME Engagement. Video and case studies available from
https://healthwatchkirklees.co.uk/our-current-work-2019/
65. Healthwatch Kirklees (November 2017) Asylum Seekers, Refugees and People from
Emerging Communities: Health issues, inequalities and barriers in Kirklees
66. Healthwatch Kirklees (January 2017) Embedding feedback into maternity services at
Calderdale and Huddersfield NHS Foundation Trust
67. Healthwatch Kirklees (2017) South Asian People with Learning Disabilities: Why don’t
they access learning disability services as much as other groups in Kirklees? Available
from https://healthwatchkirklees.co.uk/wp-content/uploads/2018/02/South-AsianLearning-Disabilities-Final.pdf
68. Healthwatch Kirklees (October 2016) Over-the-counter medicines engagement report
69. Healthwatch Kirklees (October 2016) Smoking and BMI engagement report
70. Healthwatch Kirklees (August 2016) What people think about the proposed changes to
hospital and community services in Calderdale and Greater Huddersfield
71. Healthwatch Kirklees (December 2015) Health visiting service Kirklees
72. Healthwatch Kirklees (July 2015) When life is already tough……The experiences of
patients with multiple and complex needs as they interact with NHS and Social Care
Services in Kirklees.
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73. Healthwatch Kirklees (March 2015) Service User and Staff Views of Alcohol Services in
Kirklees
74. Healthwatch Kirklees (November 2014) Hospital discharge into care homes
75. Healthwatch Kirklees (September 2014) What do people want from their GP’s website?
76. Healthwatch Kirklees (July 2014) Understanding patients’ views of Section 136 of the
Mental Health Act 1983 in Kirklees
77. Healthwatch Kirklees (February 2014) Welcome to my world Issues affecting people in
Kirklees who are Deaf and Hard of Hearing as they interact with Health Services- Full
Report
78. Healthwatch Kirklees (February 2014) Why can’t I find an NHS dentist in Kirklees?
79. Healthwatch Kirklees and Bolton (February 2014) Oral health in residential care homes.
Evidence from Bolton and Kirklees
80. Healthwatch Kirklees (January 2014) Why can’t I get an appointment with my GP?
81. Healthwatch Kirklees and Healthwatch Calderdale (2017) Enter and view report:
Ashdale and Elmdale Ward, Halifax. Available from
https://healthwatchkirklees.co.uk/wp-content/uploads/2015/03/Final-Enter-and-Viewreport-The-dales.pdf
82. Healthwatch Leeds (2018) Changes to Community Mental Health Services for Older
People: Service users and carers have their say. Available from:
https://healthwatchleeds.co.uk/reports-recommendations/2018/older-peoples-mentalhealth/
83. Healthwatch Leeds (2018) Robin Lane GP Report. Available from
https://healthwatchleeds.co.uk/wp-content/uploads/2018/12/robin_lane_report_.pdf
84. Healthwatch Leeds (2017) Manor Park Surgery Report. Available from
https://healthwatchleeds.co.uk/wp-content/uploads/2019/01/Final-Manor-ParkReport.pdf
85. Healthwatch Leeds (November 2017) Health visiting in Leeds
86. Healthwatch Leeds (October 2017) Good endings event – summary
87. Healthwatch Leeds (February 2017) Seacroft Hospital outpatients
88. Healthwatch Leeds (February 2017) Care at home. People's experiences of care
received in their own home
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89. Healthwatch Leeds (July 2017) MindMate Single Point of Access – young people’s and
parents’ views about present experience and future options
90. Healthwatch Leeds (March 2017) Future in Mind Leeds – an insight into the views and
experiences of young people, parents and professionals
91. Healthwatch Leeds (November 2016) Review of sexual health clinics in Leeds
92. Healthwatch Leeds (November 2016) St James University Hospital Outpatient 7 and 8
Cardiology Chancellor Wing
93. Healthwatch Leeds (October 2016) Aspire to get involved. A snapshot of clients and
carers’ experience of Aspire
94. Healthwatch Leeds (October 2016) A summary of people's experiences of Accident
and Emergency in Leeds
95. Healthwatch Leeds (September 2016) Yorkshire and Humber Orthodontics Review
96. Healthwatch Leeds (July 2016) People’s experiences of using community dentistry in
Yorkshire and Humber region
97. Healthwatch Leeds (May 2016) Eye clinic report
98. Healthwatch Leeds (January 2016) Home care: people’s experience of care received in
their own homes
99. Healthwatch Leeds (January 2016) Homeward Bound: peoples experience of using
patient transport to return home from hospital in West Yorkshire
100. Healthwatch Leeds (April 2015) GP extended hours in West Leeds. A snapshot of the
experiences of patients accessing GP surgeries with extended opening hours
101. Healthwatch Leeds (January 2015) GP extended hours in Leeds. A snapshot of the
experiences of patients accessing GP surgeries with extended opening hours
102. Healthwatch Leeds (January 2015) Children and Young People’s Mental Health
Services in Leeds. Conversations with young people, parents and professionals
103. Healthwatch Leeds (May 2014) People’s Experience in Accident and Emergency
(A&E) departments: Insight from Leeds General Infirmary (LGI) and St James
University Hospital (SJUH) in Leeds
104. Healthwatch Leeds (2014) School Nurse Report Young People’s views on a new High
School Drop-in Service in Leeds
105. Healthwatch Leeds (September 2014) British Sign Language (BSL) Healthy Day
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106. Healthwatch North Yorkshire (June 2017) Transforming mental health services in
Hambleton and Richmondshire. An information gathering report.
107. Healthwatch North Yorkshire (2017) Rural Access Project Report
108. Healthwatch Wakefield (September 2017) Urgent care at Pontefract Hospital 2017
109. Healthwatch Wakefield (June 2017) MCP Vanguard interventions at Waterton hub – an
evaluation of patient/service user experience from October 2016 to March 2017.
Evaluation Report
110. Healthwatch Wakefield (June 2017) CAMHS survey for children and young people and
their parents and carers
111. Healthwatch Wakefield (March 2017) Care Homes Vanguard Evaluation: The residents’
perspective. A Comparative Report
112. Healthwatch Wakefield (2017) Young people’s experience of Autistic Spectrum
Disorders. Available from https://www.healthwatchwakefield.co.uk/wpcontent/uploads/2018/01/Healthwatch-Wakefield-ASD-Services-Young-People-Report2017.pdf
113. Healthwatch Wakefield (2017) Autism spectrum disorders services – parent and carer
experiences. Available from https://www.healthwatchwakefield.co.uk/wpcontent/uploads/2018/01/Healthwatch-Wakefield-ASD-Services-Young-People-Report2017.pdf
114. Healthwatch Wakefield (July 2016) Voice of Children and Young People Report
115. Healthwatch Wakefield (July 2016) Vulnerable Children and Young People Report
116. Healthwatch Wakefield (July 2016) Future in Mind Case Studies
117. Healthwatch Wakefield (June 2016) Carers’ experiences of connecting care
118. Healthwatch Wakefield (May 2016) Child and Adolescent Mental Health Service Beech
House, Margaret Street, Wakefield
119. Healthwatch Wakefield (January 2016) What are people in Wakefield district saying
about how we support their health and wellbeing? Public Voice Report to the Health
and Wellbeing Board
120. Healthwatch Wakefield (September 2015) Work with people who are deaf or hard of
hearing: update
121. Healthwatch Wakefield (July 2015) Mid Yorkshire Hospitals NHS Trust Patient
experience survey
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122. Healthwatch Wakefield (May 2015) Learning disabilities and autism event: What’s
good, not so good, and how can we make things better?
123. Healthwatch Wakefield (February 2015) Patient experience survey Gate 12 – Acute
Assessment Unit Pinderfields Hospital
124. Healthwatch Wakefield (January 2015) Speaking to Outpatients - What did we learn?
Mid Yorkshire Hospitals Trust, Spire Dewsbury and Spire Methley Park
125. Healthwatch Wakefield (2015) Connecting Care Initiative
126. Healthwatch Wakefield (2015) Young people’s GP Access report
127. Healthwatch Wakefield (2014) Deaf people matter!
128. Healthwatch Wakefield (July 2014) Young Healthwatch, Enter and View emergency
Department at Pinderfields Hospital
129. Healthwatch West Yorkshire and Harrogate (2017) Stroke services engagement report.
Available from
https://www.wakefieldccg.nhs.uk/fileadmin/site_setup/contentUploads/Public_Information/S
troke_services_engagement_report_-_June_2017.pdf
130. Healthy Minds (October 2015) Parenting and Mental Health Conference 2015
131. Healthy Minds (January 2015) Results from public consultation October – December
2014
132. IYCE Team (June 2016) My Journey: The day-to-day experiences of young people with
SEND
133. Jane Held Consulting Ltd (September 2016) A child’s journey - CAMHS and Emotional
Wellbeing Services in Kirklees
134. Kirklees Partnerships (2015) Police Liaison Nurses ‘The Impact’ Kirklees - Update
Report
135. Kirklees Council (2018) Intermediate care engagement report. Available from
https://www.northkirkleesccg.nhs.uk/wp-content/uploads/2018/10/Intermediate-care-engagementreport-Sept-2018-FINAL.pdf

136. Kirklees Council (2018) Kirklees Future in Mind Transformation Plan. Refresh and
progress update 2018. Available from http://www.kirklees.gov.uk/beta/working-withchildren/pdf/future-in-mind/Kirklees-Future-In-Mind-Transformation-Plan-Refresh.pdf
137. Kirklees Council (2018) Public mental health and wellbeing needs
assessment.Available from http://www.kirklees.gov.uk/beta/deliveringservices/pdf/HNA-report.pdf
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138. Kirklees Council (2018) Special Educational Needs Review. Available from
https://democracy.kirklees.gov.uk/documents/s21928/2018%2002%2020%20HNR%20
redacted%20version%20of%20report.pdf
139. Kirklees Council (October 2016) Infant Feeding Survey 2016 - Initial findings
140. Kirklees Council (October 2016) Kirklees Future in Mind Transformation Plan. Children
and Young Peoples Mental Health and Wellbeing 2015-2020
141. Kirklees Council (August 2016) Emerging Communities in Kirklees – Maternal and
Family Health
142. Kirklees Council (March 2016) Smoking during pregnancy
143. Kirklees Council (January 2016) CAMHS Transformation Plan Survey – Results
Analysis Report
144. Kirklees Council (2016) A Joint Commissioning Strategy Accommodation for People
Who Experience Mental Health Problems in Kirklees 2016 – 2018
145. Kirklees Council (2015) Kirklees Blind and Low Vision Group Visual Impairment
Strategy 2015 to 2020
146. Kirklees Council (November 2015) Young parents’ journey. An exploration of the life
experiences and issues affecting the wellbeing of young parents in Kirklees
147. Kirklees Council (October 2015) Kirklees Future in Mind Transformation Plan. Children
and Young Peoples Mental Health and Wellbeing. Refresh and progress update 2016
148. Kirklees Council (August 2015) Kirklees Joint Autism Commissioning Strategy 20152018
149. Leeds Personalisation and co-production workshop (2019)
150. Leeds City Council (2017) Leeds Adult Autism Strategy 2017-2022
151. Leeds City Council (2016) Future in Mind Leeds: A strategy to improve the social,
emotional, mental health and wellbeing of children and young people aged 0–25 years.
152. Leeds City Council (2015) Leeds Local Transformation Plan for Children and Young
People’s Mental Health and Wellbeing
153. Leeds City Council (2014) Leeds Maternity Health Needs Assessment
154. Leeds Community Healthcare NHS Trust (September 2017) Leeds Children and Young
People’s Eating Disorders Service: Focus Group Report

142

155. Leeds Community Healthcare NHS Trust (May 2017) Mental Health Awareness Week:
Impact of public engagement
156. Leeds Community Healthcare NHS Trust (April 2017) Dance, Diet and Eating
Disorders: Impact of public engagement
157. Leeds Community Healthcare NHS Trust (March 2017) Eating Disorders Awareness
Week: Impact of public engagement
158. Leeds Community Healthcare NHS Trust (December 2016) Leeds Children and Young
People’s Eating Disorders Service: Parent/Carer Support Group Focus Group Report
159. Leeds Community Healthcare NHS Trust (October 2016) Leeds Children and Young
People’s Eating Disorders Service: Service Development Questionnaire
160. Leeds Community Healthcare NHS Trust (August 2015) IAPT (Improving access to
psychological therapies)
161. Leeds Involving People (October 2017) Leeds Care Record Report
162. Leeds Involving People (February 2017) Whinmoor Surgery Report
163. Leeds Involving People (September 2016) NHS Leeds West Clinical Commissioning
Group Care Home Scheme Engagement Summary
164. Leeds Involving People (September 2016) NHS Leeds West Clinical Commissioning
Group Care Home Scheme Engagement Summary
165. Leeds Involving People (July 2016) Leeds South and East Clinical Commissioning
Group Three Things
166. Leeds Involving People (July 2016) York Street Report
167. Leeds Involving People (July 2016) Leeds North three things
168. Leeds Involving People (April 2016) Cancer Survivorship & Treatment Report
169. Leeds Involving People (September 2015) Care Closer to Home Children’s Report
170. Leeds Involving People (May 2015) Shakespeare Walk-in Centre Report
171. Leeds Involving People (March 2015) Leeds Care Record – GP Practices Report
172. Leeds Involving People (January 2015) Leeds Care Record – Mental Health Findings
November – December 2014
173. Leeds Involving People (July 2014) Leeds Care Record – GP Practices Report
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174. Leeds Maternity Voices Partnership (2018) Co-produced video of pregnancy stories
https://www.mvpleeds.com/stories/supporting-younger-parents-through-the-first-stagesof-parenthood/
175. Leeds Teaching Hospitals NHS Trust (July 2016) Engagement Report: Women with
learning difficulties who have experienced pregnancy in Leeds
176. Leeds and York Partnership NHS Foundation Trust (2018) Community Mental Health
Services Redesign: Engagement Summary Report. Available from
https://www.leedsandyorkpft.nhs.uk/get-involved/wpcontent/uploads/sites/11/2018/10/CMHS-Engagement-Summary-Report.pdf
177. Local Healthwatch (April 2017) Follow-up appointments - engagement report
178. Local Healthwatch (April 2017) Stroke services - engagement report
179. Local Healthwatch (November 2016) Urgent and emergency care - engagement report
180. Local Healthwatch (September 2016) Hear, see and treat - engagement report
181. Locala (2017) Proposed changes to the Podiatry Service. Consultation report of
findings. Available from https://www.northkirkleesccg.nhs.uk/wpcontent/uploads/2017/11/Podiatry-Consultation-Findings-Report.pdf
182. Locala (October 2017) Proposed changes to the podiatry service. Consultation report
of findings.
183. Locala (January 2016) Engagement on Podiatry Services in Kirklees. Summary of
findings from engagement with local people
184. Locala (November 2015) Health Visiting Friends and Family Test Results - 1st October
2014 to 1st October 2015
185. Locala (August 2015) Health visiting survey - June / July
186. MYMUP (April 2017) Diabetes Roadshow. Final Report
187. NHS Airedale, Wharfedale and Craven CCG (January 2018) GP Services
Commissioning Strategy. Engagement Report
188. NHS Airedale, Wharfedale and Craven CCG (June 2017) Gluten-free prescribing in
Airedale, Wharfedale and Craven: feedback from public consultation
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Appendix B – List of work not published at time of 2019 report
1 GHCCG and NKCCG (2019) Community services: engagement and consultation
mapping document (saved – not publicly available)
2 Healthwatch Kirklees (2019) Work on Hypermobility syndromes
3 NHS England (2019) Consultation on medicines which should not be regularly prescribed
in primary care https://www.engage.england.nhs.uk/consultation/items-routinelyprescribed-update/user_uploads/prescribing-gluten-free-foods-primary-care-easy-readconsultation.pdf
4 NHS Leeds CCG (2019) Cancer care recovery package patient survey. Available
at:https://www.leedsccg.nhs.uk/get-involved/your-views/cancer-recovery-packagepatient-survey/ 5 NHS Leeds CCH (2019) Views on urgent treatment centres. Available at:
https://www.leedsccg.nhs.uk/get-involved/your-views/urgent-treatment-centres/
6 Time to Shine (2019) Bee together project – working with older people with LD in Leeds.
Results available Nov 2019 from Lisa Fearn lisa@opforum.org.uk
7 Time to Shine – Care Connect (University of Sheffield) are creating a series of 6 case
studies evaluating the programme. Available end of June 2019 from Lisa Fearn
lisa@opforum.org.uk
8 West Yorkshire and Harrogate Health and Care Partnership (2019) Supporting Patients
Living with a Palliative Cancer Diagnosis across West Yorkshire & Harrogate Cancer
Alliance. Yet to be published.
9 GHCCG and NKCCG (2019) Community services: engagement and consultation
mapping document (saved – not publicly available)
10 Healthwatch Kirklees (2019) Work on Hypermobility syndromes
11 NHS England (2019) Consultation on medicines which should not be regularly prescribed
in primary care
12 NHS Leeds CCG (2019) Cancer care recovery package patient survey. 13 NHS Leeds CCH (2019) Views on urgent treatment centres.
14 Time to Shine (2019) Bee together project – working with older people with LD in Leeds.
15 Time to Shine – Care Connect (University of Sheffield) are creating a series of 6 case
studies evaluating the programme.
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16 West Yorkshire and Harrogate Health and Care Partnership (2019) Supporting Patients
Living with a Palliative Cancer Diagnosis across West Yorkshire & Harrogate Cancer
Alliance. Yet to be published.
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Contact details
Tel: 01924 317659
Email: Westyorkshire.stp@nhs.net
Visit: www.wyhpartnership.co.uk

This information was published April 2019.

