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In 2014 we developed a 5 Year Forward View (5YFV) for the Bradford 
District & Craven health and care system. This strategy described our 
collective vision to:

“create a sustainable health and care economy that s upports 
people to be healthy, well and independent”.

It explained how the health and care services for our population need to 
change over the next 5 years from 2014 to 2019, and how we envisaged 
that this would be achieved.

Two years on we have made significant progress in turning this vision into 
a reality. However we recognise that there is still much more to do.  Set 
within the context of the strategy, this Sustainability and Transformation 
Plan (STP) builds on local operational plans and sets out an ambitious 
local blueprint for accelerating implementation of the 5YFV and addressing 
the triple aims of improved health and wellbeing, transformed quality of 
care delivery, and sustainable finances.

This local place based plan has been developed to describe how we are, 
and will continue to meet local needs. The plan has been developed at a 
specific point in time and will be subject to refin ement as our system 
evolves and our collaborative working develops to a chieve our 
shared goals and ambition. Although it provides evidence of how we will 
address key national priorities (the nine national ‘must dos’), it has been 
designed to be used as a resource for our local system. We have 
collectively contributed to and bought into the contents and are committed 
to its delivery.

Our local place based plan forms part of a broader West Yorkshire (WY) 
plan which includes working collaboratively to tackle common gaps and 
challenges.  These WY priorities are supported by enablers including

digital and interoperability, workforce and OD, communications and 
engagement. Throughout summer 2016 in collaboration with our WY 
colleagues a number of additional opportunities have been identified e.g. 
managing demand – considering clinical thresholds, efficient and effective 
use of NHS facilities etc. 

It is suggested this STP should be read in conjunction with the WY STP.

The Bradford District and Craven STP is structured as follows:

The Triple Aims - Sets the scene by describing our transformation 
landscape for the system and the key areas of focus. Details our priorities, 
how we have arrived at these and explains how the programmes projects 
and initiatives address these gaps.

Accountable Care System (ACS) - Introduces our ambition to move to an 
ACS and details the key activities that we will need to undertake to get 
there, complemented by a one page roadmap for each operating model.

Governance and Risk Management  - Explains our overarching 
governance framework that will enable the system to monitor progress

Communications and Engagement - Describes how we will continue to 
adopt an inclusive process in developing more detailed plans and how we 
will continue to engage with patients, staff and the wider community in 
everything that we do.

Next Steps - Summarises the next key steps that we will take as a system 
to accelerate progress. Describes the big decisions  that as a system we 
will need to make in order to deliver against our vision. Presents the key 
risks in executing the STP.

Appendices - Includes further detail on the current transformation portfolio 
including Cost Improvement Programmes (CIPs) and Quality, Innovation, 
Productivity and Prevention (QIPP) initiatives.

Before moving onto the next section, we have included a brief summary of 
the case for change, outlining the main challenges facing our system. The West Yorkshire Priorities

• Cancer

• Urgent and Emergency Care

• Specialised Commissioning

• Mental Health

• Prevention at Scale 

• Hyper-acute stroke
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Figure B - Population Age Profile by CCG

� Distinct differences in population density exist.  
The urban/rural split:

o 27% of AWC patients living within rural 
areas compared with

o 4% and 0% of Bradford Districts and 
City respectively.

� The age profile:

o A significantly greater proportion of 0-
39 year olds within Bradford City 
(compared to the national average) and 
a much higher proportion of children 
than the rest of WY (26.3%).

� People are living longer.  Life expectancy differs 
considerably

o Craven – males 81yrs, females 84.6yrs

o Bradford – males 77.6yrs, females 
81.4yrs

� People, especially women live a vast share of 
their lives in poor health

� 157,287 people (31% of the population) live in 
areas included in the 10% most deprived in 
England

� > 33,000 children live in relative poverty - nearly 
a quarter of  the population aged under 20.

� >12,400 older people need assistance to 
maintain independent living.

� A further 8,200 people require help with one or 
more activities of daily living and one in ten 
people provide some level of unpaid care.

Our Population

� The locality is determined by the geographies of the Clinical 
Commissioning Groups (CCGs), Bradford City, Bradford Districts and 
Airedale, Wharfedale and Craven (AWC), and has a registered patient 
population of approximately 619,500.

� Our population has grown significantly – by 11% in the last ten years 
with the fastest growing age groups being:

o 23% increase in the number of 0-4 year olds

o 26% increase in the number of 55-59 year olds

o 17% increase in the number of over 85s

� Our footprint contains deprivation, affluence, urban, 
rural and city living.

� Our population is one of the most diverse nationally

� Significant health inequalities exist.
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� More and more people live with one or more long term 
condition .  Cardiovascular Disease and Diabetes in 
particular.

� Approximately one in four patients in acute hospitals 
have dementia and these needs are not currently 
responded to well .

� Fewer people are accessing IAPT services than our CCG 
peer groups. Recovery rates vary . Once in treatment, 
patients within AWC have the greatest recovery rate within 
WY (54.3%), almost 10% higher than the WY average. 
However, patients within Bradford City and Districts have a 
lower recovery rate of 38.6% and 33.7%, respectively.

� Mortality rates for adults under 75 with serious mental 
illness is 10% greater than our CCG peer groups. 

� Under 75 mortality rates for cancer are also higher  than 
both the national and Yorkshire and Humber average. In 
Bradford District 2012 - 14 figures indicate a mortality of 
rate over 40% greater than that of the national average. 
However, Craven performs significantly better than the 
national average and has done consistently since 2002.

� One year survival rates for Cancer are between 65.8 % 
and 71.6%

� Bradford has a greater tuberculosis incidence than the 
national and peer group average.

Long Term Conditions (LTCs)
National evidence shows that treatment and care for people 
with long-term conditions is estimated to take up around £7 
in every £10 of total health and social care expenditure and 
people with LTCs now account for approximately:

• 50% of all GP appointments;

• 64% of all outpatient appointments and over;

• 70% of all inpatient bed days.

The chart below shows a snapshot of the QOF disease 
registers for the system although it is thought the actual 
numbers are higher.

Figure C – Snapshot of QOF Disease Registers

£££
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� 27% of Bradford households have an annual household income 
less than £15,000 . In some areas of the district the proportion is as 
high as 40%.

� 33,570 dependent children under the age of 20 in th e District of 
Bradford live in poverty . This accounts for 14% of 230,005 children in 
poverty across Yorkshire and the Humber region and almost a quarter 
of children in Bradford District (23.6%),5.6% greater than the National 
average of 18%. Conversely, only 7.7% of children in Craven are 
growing up in Poverty. 

� Fuel poverty in Craven is similar to the National average (10.4%)  at 
10.7% of the population experiencing fuel poverty. Bradford District 
however has the highest rate in Yorkshire and Humbe r with 14.1% 
of the population in fuel poverty based on the low income, high cost 
methodology.

� 10% of houses in Bradford District are overcrowded . Overcrowding 
can impact on family relationships, child development and health.

� Within education, 62.2% of children achieve a good level of 
development at the end of reception, however, the proportion of 
children achieving a good level of development varies across the 
district. Educational attainment is improving, but remains lo wer 
than England and similar areas, and thus remains on e of the 
biggest challenges to the district. Only 45.5% of pupils gained 5+ A*-
C grade GCSEs including English and Maths (2014/15). 

� Absence from school is also greater than the nation al average in 
Bradford with 4.94% of half days missed, whereas Craven has a 
similar performance against the national average of 4.04%. 5.4% of 
16-18 year olds are not in education, employment or training (NEET). 

� Hospital admissions as a result of violent crime in  the Bradford 
District is also significantly higher than the nati onal average . The 
age standardised rate for Bradford is 74.6 per 100,000 population 
compared to the national average of 47.5. Craven is significantly 
lower than both at 20.3.

Wider Determinants of Health Lifestyle Factors

� Obesity and excess weight is an issue. >48,000 
adults (16+) are registered as obese (QOF 2014/15), 
equivalent of 11.2% of the registered adult 
population.  Estimates are 88,000 adults are obese.

� Overweight children in year 6 are frequent in 
Bradford (35.7% of the population) and 25.4% in 
Craven (lower than the national average).

� Infant mortality and still births are above the 
national average .

� Bradford Districts is also higher than the West 
Yorkshire average (8.06) at 11.8 neonatal 
deaths and still births per 1,000 births with 
Bradford City at 8.00.

� Airedale, Wharfedale and Craven has a rate 
of 6.7

� 1 in 5 adults still smoke and the prevalence of 
people aged 18 and over is above the national 
average (18%) at 20.2%.  Smoking quit rates (aged 
16+) are greater when compared to CCG peers.

� 10% of young people are regular smokers by 
school year 10.

� Inequalities remain, 1 in 3 routine and manual 
workers smoke
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The Care and Quality Gap

With a larger population and people living longer, often with multiple long term conditions, the health and care system will need to adapt to 
become sustainable (clinically and financially). Our headlines are:

� Social care supports 12,400 people to maintain inde pendent living and 8,200 people with one or more activities of daily living.

� Almost 2,000 patients are supported to live in care or nursing homes.

� Health and Social Care relies on unpaid carers (10% of the population)

� 11,500 people per year receive longer-term services (8,500 at a time).

� The quality of life for carers across AWC is the hi ghest in West Yorkshire whereas carers in Bradford City have the lowest . Bradford 
Districts carers quality of life is in the bottom half of the region.

� Across Bradford District and Craven there is an estimated 3.4 million contacts with primary care each year and this is increasing.

� Pressure on primary care is increased further by workforce challenges.

� Bradford City CCG has the lowest workforce to patie nt ratio in West Yorkshire. Bradford Districts and Airedale, Wharfedale and Craven 
are also in the bottom half.

� There are more than 190,000 A&E attendances each year.  The age profile of those attending A&E reflects the population (18% of attendances 
at Bradford are under 10 years compared with 14% at Airedale.  Conversely 19% of attendances at Airedale are aged over 70, 12% at 
Bradford)

� The district has significantly higher levels of adults and older people using seco ndary mental health services than the England average.

� AWC has the greatest number of urgent admissions for chronic ambulatory care sensitive conditions per 100,000 population and Bradford City 
CCG has the second highest number of emergency bed days per 100,000 population (relative to national rates).

Health and Social Care Usage



High level overview of plans
• Prevention and early intervention at the first point of contact with a specific focus on children, obesity, type 2 

diabetes, CVD, cancer, respiratory and mental wellbeing

• Creating sustainable, high impact primary care through our primary medical care commissioning strategies 

and commissioning social prescribing interventions

• Supported self-care and prevention by maximising our community assets to support individuals and train our 

workforce to empower and facilitate independence 

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

support services.

• Delivering population health outcomes and person centred care through new contracting, payment and 

incentives in line with accountable care models elsewhere. This includes specific interventions that transform 

services to address the physical, psychological and social needs of our population, reducing inequalities and 

addressing the wider determinants of health.

• Developing a sustainable model for 24/7 urgent and emergency care services and planned care.

Bradford District & Craven: Overview of place and plans
Bradford District and Craven has a large geographic footprint incorporating significant 

deprivation, some affluence, urban, rural and city living. Our population is one of the 

most diverse nationally and significant health inequalities still exist across the different 

areas of the district. People, especially women, live a significant proportion of their lives 

in poor health and more than 33,000 children live in relative poverty. The District is 

known nationally for its work in digital healthcare in particular providing 24/7 face to 

face video consultation. 



Health and Wellbeing
By 2020/21 we will:

• Reduce childhood obesity by 5%

• Reduce smoking prevalence by 

5%

• Train 10% of the workforce to 

support people to better self-

care

• Prevent cardiovascular events 

for 600 people 

• Screen an additional 5500 

women for breast cancer 

• Screen an additional 1500 

people for bowel cancer 

• Screen an additional 500 

women for cervical cancer

• Recognise and value peoples 

mental wellbeing and take an 

early action to maintain their 

mental health (indicators as per 

the mental wellbeing strategy 

2016-2021).

Care and Quality

By 2020/21 we will:

• Save 150 lives by reducing variation 

in care

• Reduce non-elective admissions by 

4%

• Develop a sustainable care market 

and create a sustainable model of 

planned and emergency/urgent care 

that meets clinical and constitutional 

standards including seven day 

services in the 4 priority areas as a 

minimum.

• Commission primary medical care 

that ensures seven day access 

achieved for 100% of population 

• Have all-age MH liaison teams in 

place in all acute providers and meet 

the “Core 24” standards

• 90% of people who access 

Psychological Therapies will engage 

through direct self-referral. 
• Ensure 70% of people with diabetes 

experience the 8 care processes

Bradford District & Craven: The triple aim

Finance and efficiency

(subject to confirmation of 

treatment of risk and 

assumptions)

By 2020/21 we will have implemented 

plans to close the £221m gap as follows:

• £106.7m of provider and 

commissioner efficiencies, 

transforming care programmes in 

acute and community service areas

• Utilising £18.1m of Sustainability and 

Transformation Funding (STF)

• Creating the opportunity to shift 

additional resources into primary care 

(£1.8m by 2018/19)

• £46.1m of efficiencies through further 

work on clinical thresholds, 

procedures of limited clinical value, 

reducing unwarranted variation and 

further West Yorkshire opportunities

Through our transforming care 

programmes we will seek to mitigate the 

£50m pressure in social care.



Progress so far
• In 2016/17 we established provider alliances, including primary medical care at scale,  and together with the commissioner alliance are 

progressing to our ambition of improving population health outcomes and person centred care. 

• Addressing the holistic needs of patients with multiple comorbidities through complex care models across the patch. AWC is a pioneer site and 

has seen a 2% reduction in non-elective admissions. We are a Vanguard site (Enhancing Health in Care Homes) and are evaluating video 

consultation in care homes and the Gold Line service for patients at the end of life.

• Developing our first population health outcomes type of contract for Bradford ; accountable care accelerator programme in AWC designing 

new contracting models .

• Aligned our three CCGs under single accountable officer  and chief finance officer with further shared  arrangements over the next twelve 

months.

• Ensured the shift of secondary to primary care activity over the last ten years have been mainstreamed through the PMS review alongside 

improvements in primary care access .

• Our crisis care concordat and first response services have received national recognition and we have had no mental health out of area 

placements in over a year.

• We have a nationally recognised digital shared care record across health and social care.

• We have a big lottery funded programme Better Start Bradford aimed at improving life chances for  children  through a comprehensive 

programme of interventions and activities which will improve outcomes.

Bradford District & Craven: Progress and next steps

Next steps

• Building on the transformation of complex and enhanced primary care  programme, AWC will move to a shadow accountable care system in April 2017 with a 

‘go live’ aim of April 2018.

• Structured collaboration for Bradford out of hospital clinical and social care model commences in September 2016 with intention to create a new contracting 

model in 2017.

• Procurement of a new model of care for diabetes awarding one outcomes-based accountable care contract in April 2017.

• We aim for a total population coverage of accountable care by 2021.

• Sign off of our mental wellbeing strategy including the Children and Young People’s Mental Health Transformation Plans implementation 2016/17 and 

2017/18.

• Develop a sustainable care market and a sustainable model of planned and emergency/urgent care that meets clinical and constitutional standards including 

seven day services in the four priority areas as a minimum for Bradford and Craven that takes account of the West Yorkshire acute sustainability work, 

workforce challenges and quality standards.  Programme scope agreed by Autumn 2017.

• Review investment in Public Health expenditure  by December 2016 for implementation with effect from March 2017

• Workforce strategy for the health and care system by December 2016.

• As part of the one public estate programme we will have an estates strategy for the health and care system by March 2017.  

• Digital technology strategy for the health and care system by  June 2017.
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Figure E – The Triple Aims

This section of STP begins by setting out the broader transformational 
landscape and describing the main themes of our portfolio: 

• Promoting self-care and illness prevention and impr oving the 
general health and wellbeing of the population of Bradford District and 
Craven;

• Transforming primary and community services and placing the 
patient at the centre of their care;

• Implementing a 24/7 integrated care system across health and care 
economy;

• Developing and delivering a sustainable system wide model for 
urgent care;

• Developing and implementing a system wide model for delivery of 
planned care interventions. 

These themes are complemented by a spotlight on 7 day services and 
clinical service sustainability.

The section then drills down into the specific priority areas that we have 
identified across both the health and wellbeing and care and quality gaps 
and provides a summary of how these are being addressed. Each summary 
includes:

1. Ambition - Summarises our ambition against the priority area, 
highlighting what success looks like in 2021 (aligned to national 
aspirations where relevant);

2. System Summary - A matrix of the key initiatives (programmes and 
projects) that we have in train to address the gaps mapped against the 
main organisations involved in developing the STP. Please note that 
this is not a comprehensive mapping exercise and does not include all 
organisations, for example VCS and primary care. Further information 
about each of the initiatives and the other organisations involved can 
be found in Appendix A ;

3. Case Study - A case study of a stand out project that is helping 
towards the closure of the gap with summary information about the 
project, supporting organisations and expected benefits.

The section closes with a description of the finance and efficiency gap and 
how this is being addressed.
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Theme:  Promoting self-care and illness prevention and 
improving general health and wellbeing

What are we doing?

How?

Benefits

An integral part of reducing inequalities and creating a sustainable health 
and care system is improving self-care to maintain independent healthy 
living for longer. We want to reduce or delay the need for long-term health 
and care services. Our vision is that self-care will bring a preventative, 
early intervention approach to treatment and service provision at all levels. 
We will support people as a partner in their own care, enabling them to 
self-manage in the community  whenever possible.
We recognise that self-care brings benefits in reducing health inequalities 
and must be  part of an overall strategy for healthy communities. Our 
priorities for delivering our self-care strategy are: Staying healthy, minor 
ailments, early diagnosis for the well, management of long term conditions 
(including following an acute episode) helping people understand the 
importance of enablement to help them recover independence, designing 
local services in partnership. 

• A radical upgrade to prevention and early intervent ion – shifting and re-
focusing resource;

• Adopting an asset based approach which includes all sectors of the 
community;

• Linking health services to local community groups and the VCS;

• Increasing the use of technology to support delivery of services;

• Addressing the Care Act priorities including personalisation and information 
provision.

Workforce - train 10% of the health and social care workforce to support 
people to better self-care.  Looking after staff health and wellbeing via our 
People Plan, Workplace Health project, ‘Biggest Loser’ weight loss 
competition and the Healthy NHS Programme.
Technology – apply digital technologies to enhance patient activation
Estates – utilise health, care and community estate to house e.g. self-care 
hubs, wellbeing centres
Accountable Care – building self-care, prevention and wellbeing at the heart 
of an ACS.

Looking after staff health and wellbeing supports quality patient care and is 
crucial to improving the population’s health and wellbeing. We are already 
working with other employers and local government on this. Current NHS 
initiatives which focus on improving staff health and wellbeing include, Our 
People Plan, Workplace Health project, ‘Biggest Loser’ weight loss 
competition, and the Healthy NHS Programme.

• Empowering people to live heathy fulfilled lives
• Increased holistic health and wellbeing services 
• Promoting community volunteering opportunities to develop skills
• Increased use of technology to improve engagement
• Patients experiencing a greater quality of life 
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Theme:  Transforming primary and community services  
and placing the patient at the centre of their care

What are we doing?

How?

Benefits

As many other areas of the health and care system general practice faces 
the challenge of rising demand and constrained resources.  As we move 
towards an Accountable Care System (ACS) it is critical general practice is 
at the core of design and delivery however many members have expressed 
the challenge of balancing capacity and competing demands on their time.
It is unlikely the future model of primary and community services will look 
like the service that exists today.  In achieving a sustainable service our 
transformation must address the model of delivery, broader members of the 
primary health care team and the skills unique to the professions.

We know that a ‘one size fits all’ model will not work initially and therefore the 
pace of change will vary across the system and localities.  The GP forward 
view for the CCGs provides greater detail of how we plan to deliver against 
the challenges and as such are integral to this STP.
In Bradford the CCGs are focusing on priority themes including out of 
hospital care, self-care and prevention, urgent and emergency care, mental 
health and learning disabilities, children and young people, planned care.  
These will be delivered against a range of challenges from unwarranted 
variation in quality, an ageing population, increase in co-morbidities, funding 
constraints, workforce changes, declining patient satisfaction and variation in 
the utilisation of secondary care.  In AWC strong foundations have been laid 
as part of our overall strategy to support the vision that general practice is an 
equal partner in an ACS.  Across the district we are:
• Improving access to appropriate primary medical care services
• Developing a sustainable and highly motivated, integrated and 

collaborative workforce with the right skills
• Promoting and increasing uptake of self-care and self-management
• Ensuring general practice is the bedrock in an Accountable Care System
• Tailor high quality care to the needs and lifestyle factors of our population
• Continue to implement, refine and expand our new models of care
• Collaborating across practices, with partners and our population

Workforce – with the system wide workforce strategy acting as the base 
we will review skill mix, expand existing roles and develop new ones, 
consider workforce across differing footprints (organisational, ACS, District, 
West Yorkshire), increase training and support and fully implement 
recruitment and retention policies.  
Technology – our Local Digital Roadmap underpins initiatives including the 
use of technologies to support new ways of working, enable collaborative 
working, provide choice of how patients access care and establish a single 
integrated care record and sharing of care plans.  
Estates – develop super practices (pool resources) and via workforce and 
technology design deliver care from a reduced number of fit for purpose 
sites.  Establish a hub style of working enabling seamless and holistic care 
provision. 
Improve Access – supporting collaborative working across practices to 
achieve equitable services for all.  Increase public awareness and 
confidence regarding the range of roles and support available across 
primary and community services.  Inextricably linked with the above work 
streams we are maximising technology, workforce, estate coupled with 
care redesign to achieve improved access.
Accountable Care – continue to develop, implement and refine our new 
models of care including supporting primary and community services in 
their organisational development as part of a provider alliance.  Sharing 
best practice and learning from others.  Community services enable people 
to live safely and to benefit from social interaction in their homes for as long 
as possible and to end of life where possible. They are an integral part of 
our transformation of general practice and development of and ACS.

• Patients will receive the right care in the right place from the right person 
the first time.

• Improved outcomes for patients, people are supported to stay healthy, 
well and independent with access to care and support when they need it

• Efficient and integrated place based systems of care
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Theme:  Implementing a 24/7 integrated care system

What are we doing?

How?

Benefits

We are working to simplify a complex system by integrating care around 
people rather than organisations and by increasing the availability of care 
at home, or closer to home. Care needs to be capable of responding 
rapidly and supporting people with complex and urgent needs. 

• Better quality person-centred care and a better experience of care; 

• The right care in the right place, first time;

• Maximised independence;

• Reduced costs to the local health and care economy;

• Reducing demand for secondary care acute services (particularly non-
elective demand) and on permanent residential care

We have already established community multidisciplinary teams. These are 
the foundations for future models of integrated working across health and 
social care. 

The Better Care Fund (BCF) is our vehicle to deliver a step-change in the 
capacity and capability of community services to transform them into a 24/7 
integrated care system. Our BCF programme is extensive and targets the 
following priorities to achieve better outcomes for people and ultimately to 
manage demand on the whole system more effectively: Dementia, Falls, 
Maximising independence, Self-care and Prevention and Proactive care and 
Continuity of Care.
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Theme: Developing and delivering a sustainable syst em 
wide model for urgent care

What are we doing?

How?

Benefits
Our vision is for a simple to navigate, sustainable and customer focussed 
high quality urgent and emergency care system that provides 24/7 access 
where patients are seen by the most appropriate health professional at the 
right time in the right setting.  
In delivering this we will ensure that the Keogh review recommendations 
are implemented consistently across the footprint. 

• Improve patient experience by creating a patient friendly urgent and 
emergency care system that is open for business 24/7, is easy to navigate, 
responsive to their needs and lifestyles, and treats people with respect and 
dignity;

• Make primary care the default and first port of cal l for urgent care 
needs through clearly differentiated services with patients supported and 
guided through the system to find the right service for their needs; 

• Reduce the need for hospital based care through: alternative, 
comprehensive, community based support; better management of frail and 
vulnerable people and people with long term conditions; use of technology 
to allow consultation and support to take place where people are; 
opportunity to be seen closer to home to reduce need to attend hospital;

• Deliver high quality and responsive hospital based emergency care 
through dedicated Major Emergency/Emergency Care Centres supported 
by real-time access to diagnostics; 

• Reduce need for acute admission through alternative, community-based 
provision and when admission is necessary, to improve the flow of patients 
through hospital based urgent and emergency care through enhanced 
provision and better management of intermediate care 

services and beds;

• Improve patient outcomes by ensuring that the patient is seen quickly by 
the right clinician/health professional first time, that the pathways between 
the different elements of urgent and emergency care are:

• Seamless, efficient and user friendly care , underpinned by effective 
sharing of patient data. 

This is being delivered though 3 main workstreams: Access and 
Convenience, Acute and specialist services and Mana ging Demand 
through the system complemented by the WY Urgent and Emergency Care 
Vanguard.
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Theme: Developing and implementing a system wide 
model for delivery of planned care interventions

What are we doing?

How?

Benefits

We are committed to developing models of planned care that deliver 
interventions extending beyond hospital based care.  

• Transforming diagnostics as part of the work of WYAAT;

• Delivering planned care on a larger scale where system wide efficiency 
can be achieved or where we can address any risks of unsustainability;

• Better managing variation across primary care in the use of planned 
care services, and identifying where any service is of limited clinical 
value;

• Using technology to enable us to manage demand;

• Re-designing outpatient services to make use of existing assets, moving 
closer to home and making more effective use of clinical resources; 

• Transforming mental health services to close the health gap between 
people with mental health problems, learning disabilities and autism and 
the population as a whole. We will address the national taskforce 
recommendations by implementing the new mental heath waiting time 
standards, improving psychiatric liaison services, implementing a Lead 
Provider approach to IAPT, improving older people and perinatal mental 
health. For children, we have a Schools Liaison and Prevention project, 
a model of therapeutic integrated care for vulnerable children and young 
people and are currently implementing a single point of access to 
preventative support;

• Upgrading our approach to cancer across the pathway from raising 
awareness, screening, early diagnosis, treatment and recovery

• Delivering on the recommendations of the dementia strategic needs 
assessment. e.g. Dementia Friendly Communities and Practices.
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7 Day Services
We are working collaboratively as a whole system to meet nationally driven, 
system wide and organisational requirements relating to the implementation 
of 7 day services. Work is underway to support the achievement of the ten 
clinical standards, with a focus on the four priority clinical standards identified 
by the Keogh review as most likely to reduce variation in risk of mortality:

• Standard 2: Time to Consultant Review

• Standard 5: Access to Diagnostics

• Standard 6: Access to Consultant-directed Interventions

• Standard 8: On-going Review

Examples of work being carried or that is planned include:

• Enhancing primary care through the implementation of an access strategy 
for 24/7 primary medical care services across Bradford.  In AWC 
enhancing primary care will mirror this approach.  SRG funding has been 
used to establish a primary care centre in A&E. Delivered by Airedale 
NHS FT and YorDales Ltd the service works in partnership with 111 and 
Local Care Direct to reduce demand in urgent and emergency care. 

• Technology - delivery of our Digital Road Map, technology and IT 
programmes will enable seven day working practices. Existing 
infrastructure will be refreshed and collaboration tools used. 

• Workforce - local and system wide initiatives aimed at ensuring we have 
sufficient workforce capacity and that staff are appropriately equipped and 
skilled to provide services seven days per week. Engagement will be key 
to supporting our workforce through this transition. 

• Estates - a number of capital projects will see the development of new 
and regenerated existing facilities to improve access to care and enable 
the delivery of care effectively and consistently across seven days. 

Activity is underpinned by overarching incentives (CQUIN) to ensure we are 
on course to deliver effective 7 day services.  In addition, 7 day services is 
being embedded in our thinking and implementation of Accountable Care.

may require a different approach – for example a networked service with 
other acute providers, use of technology or reconfiguration. 
Priority service areas include: Stroke services, Radiology network, Head & 
Neck, Vascular, Neurology and Rehabilitation. 

Criteria Definition

Activity The service activity is too low to be viable for example very 
low number of procedures or volumes below  recognised 
threshold e.g. <400 PCIs per year or single handed service

Quality Unable to achieve national/local standards (NICE, Peer
Review, CQC standards) or the Business Case to achieve 
the required quality is not viable (significant investment 
required with no or limited increase income achievable) 

Figure H - West Yorkshire Criteria for Sustainabilit y

Sustainability in Acute Services
We will develop and implement a sustainable clinical services strategy to 
support the previous two themes. This will establish the appropriate service 
configuration for hospital urgent, emergency and planned care. The WY 
Association of Acute Trusts (WYAAT) continues to analyse of services 
against criteria (see Figure H) for sustainability and/or capacity issues that

Performance Unable to achieve national/local performance standards or 
the Business Case to achieve the standard is not viable 
(significant investment , limited increase income achievable) 

Financial Significant deficit or unable to break even compared to the 
most efficient and cost effective service models (considering 
the Trust financial strategy for services with low tariff)

Workforce Significant challenges in recruitment and retention –
unsuccessful recruitment/ significant turnover/ and or 
dependent on locum staff  in last 12 months impacting on 
ability to provide core service  

Supporting 
Infrastructure

Unable to provide essential support services or facilities e.g.  
Critical care requirements

Commissioner 
Strategy

Significant reduction in contracted activity or planned 
decommissioning of the service e.g. demand management 
models and  procedures of ‘limited clinical value’ 

Competition/ 
Alternative  
providers

New market entrant (e.g. Federation, private sector or 
community provider) significantly reducing demand or 
lowering currency for service  

Competitive 
Tenders

Service will be a priority for competitive tendering  in the 
next 12 months assuming significant reduction in contract 
value (requires significant redesign)
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Figure I – A population approach for Acute Provision

Primary STP: Bradford /Airedale Wharfedale & Craven  Acute Provision 
As a subset of the WYAAT, Bradford and Airedale Hospitals already work collaboratively on a number of shared services. This includes: ENT, 
opthalalmology, Maxillio Facial, Plastics , Vascular and Stroke.  The next development is a partnership for Pathology services. 

Locally, clinical leaders are collaborating to identify other opportunities for joint working: gastroenterology and renal are areas in scope. The Executive 
teams have set up a partnership group to ensure this work is given the support required.

Airedale Hospital has recently been accepted to be a part of a national accelerator site. This will provide access to additional central resource to support 
the adoption of change at pace and scale. It recognises the value and role of smaller hospitals for patients in the health and care system.

Work by the acute providers of Bradford District and Craven, both at a WY level and locally, supports the move towards accountable care and the 
delivery of population based health.  The vision of an accountable care system for Bradford District and Craven and the steps required to get there are 
described in detail in the next section.
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The outputs of the prioritisation processes are summarised below.  This process also included the identification of key enablers to delivering 
improvements across the priorities. For the Care and Quality priorities further prioritisation was undertake to identify which areas the system would focus 
its greatest efforts on over the next 18 – 24 months (in blue) and those which are longer term.
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Our Priorities

Figure J - List of Priorities
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Reprocurement of the Enhanced 
Diabetes Service (AWC)

� � �

Integrated Early Years Strategy � � �

Commissioning of Healthy Weight Care 
Management Pathway

�

Intensive Lifestyle Change Programme � �

Bradford Beating Diabetes � � �

Enhanced Diabetes Service (Bradford) � � � �

9 Care Processes - Diabetes � �

Healthy Child Programme � � �

Tier 2 Lifestyle Weight Management � � � �

Active Lives Strategy � �

19

Diabetes prevalence across the UK continues to be a significant area of concern for the 
NHS nationally, with the number of people being diagnosed increasing by around 5% 
each year. The costs of diabetes management continues to rise and the impact of 
diabetes on other disease areas, particularly cardiovascular activity, provides even 
greater challenge.  Our efforts to reduce the prevalence and impact of diabetes on the 
system is supported by a range of initiatives tackling both diabetes prevention and 
improved management of diabetes following diagnosis. Our work will support efforts to 
reduce variation in services and ensure that the patients of Bradford District and Craven 
have access to excellent standards of care. Work will also support ambitions to maintain 
compliance with NICE recommended glucose targets and improve patient completion of 
treatment pathways which will support a reduction in premature mortality from the 
disease.  
Obesity, a significant risk factor for developing diabetes, is being tackled in children and 
adults across the system. We are working with stakeholders from across the community 
to educate and equip children and adults with the skills and knowledge to manage their 
weight and mitigate the risk of contracting diabetes. 

Case Study: Enhanced Diabetes Service
The Enhanced Diabetes Service will allow 
providers the freedom and flexibility to apply their 
expertise and knowledge to ensure individuals 
receive appropriate high quality care through a new 
‘offer’ of integrated services. The principle of 
integrating services as much as possible in order to 
provide a comprehensive and coordinated 
response to patients is at the heart of the approach. 
In acknowledging the range of expertise required to 
deliver the CCG’s vision for the new service, it is 
anticipated that new contracting models such as 
prime vendor model will be necessary.  This 
approach will ensure accountability for a defined 
cohort of patients across the whole pathway of 
care.
Key Benefits:
• Majority of the services that patients with diabetes 

require will be provided by one provider that will 
be responsible for care coordination and 
accountable for overall care and delivery of 
improved outcomes 

• Process outcomes for patients will improve
• Outcomes for patients with diabetes will improve 

and complications of diabetes will reduce

• Reduced prevalence of diabetes risk factors
• Compliance with NICE recommended 

treatment pathways.
• Reduced impact of diabetes on other 

disease areas.
• Reduced premature mortality for people 

with diabetes.

Obesity & Diabetes (Endocrine) 

System Summary
10 discrete programmes/projects have been identified that directly contribute to addressing 
the gaps around obesity and diabetes.
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Cardiovascular Disease (CVD) is one of the largest contributors to death and disability 
across the country. Whilst improvements have been made and levels of mortality 
associated with CVD over recent years have reduced, it remains an area in which 
improvements can be made. Our programmes of activity that are focused on CVD 
prevention have been recognised nationally as successful programmes underpinned by 
strong, effective clinical leadership. 

Bradford Healthy Hearts is our flagship programme. It is supported by wider health and 
wellbeing initiatives, particularly our self-care programmes and activity relating to 
effective management and prevention of diabetes. Whilst the prevention of CVD is a 
significant area of focus, we are ensuring that patients who do have CVD are supported 
to manage their disease and symptoms to the best of their ability, reducing the impact 
of the disease on their way of life, primary and secondary care resources and on other 
co-morbidities. 

Local efforts will be supported further through engagement with national initiatives such 
as NHS Health Check and the National Diabetes Prevention Programme. This STP will 
enable further development of our CVD prevention and management programme, 
expanding best practice across the system and sharing learning.

Case Study: Bradford Healthy Hearts
A collaboration between Bradford Teaching 
Hospitals NHS FT and the Bradford CCGs, this 
programme aims to significantly reduce the number 
of people who die from CVD by a minimum of 10% 
by 2020. There are a range of ambitions within the 
programme that will reduce the risk of stroke, heart 
failure and heart attacks. It aims to ensure patients 
with a recognised diagnosis of atrial fibrillation (AF) 
are using the correct anti-coagulation medicine. In 
addition, local GPs are prescribing a statin which 
effectively reduces cholesterol for people with 
established cardiovascular disease and working 
with them to reduce their blood pressure. GPs 
have also begun to approach people who are at 
high risk of developing CVD, working with them to 
reduce their risk. 

Key Benefits:
• All patients with AF will have a comprehensive 

review of their anticoagulation medication.
• Reduced number of people who die from CVD by 

a minimum of 10% by 2020. To include150 
strokes and 340 heart attacks.

Cardiovascular Disease

System Summary
4 discrete programmes/projects have been identified that directly contribute to addressing the 
gaps CVD.

AWC BD&C BTHFT AFT BDCFT NYCC BMDC

Bradford Healthy Hearts � �

Stroke Early supported Discharge � � � � �

Vitrucare Roll Out � �

WY Hyper-Acute Stroke � � � �

• Improved management of patients 
diagnosed with AF.

• Improved management ad treatment of TIAs to 
support stroke reduction and prevention.

• Full compliance with Nationally recognised best 
practice for stroke care.
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Implementation of Cancer Taskforce 
Recommendations / Cancer Initiatives � � � �

�

Living beyond cancer initiative � � �

Smoke-free (Stop smoking services) � � �

Smoking Cessation � � �

Tobacco service action plan � �

Tobacco Control � �

WY Cancer Programme � � � � �

SCN programmes � � � �
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The recommendations from the recent independent cancer taskforce review describes 
the required actions and activities to achieve world-class cancer outcomes within the 
decade. Our efforts as a local system will support and complement the efforts of WY-
wide activity to improve cancer outcomes. 

Our focus over the next five years will be in supporting a whole system approach to 
reducing the prevalence of cancer through increased focus on preventative activities, 
supporting patients to take increased ownership of their health and wellbeing and 
mitigating the likelihood of developing cancer. 

For those who do get cancer, we will aim to diagnose and refer to treatment earlier than 
we have done before and increase our diagnostic capacity and capability through 
collaboration at a regional level. Our activity will drive achievement of increased survival 
rates at one and five years for patients who are diagnosed with the disease. Therapy 
and treatment pathways will be aligned to NICE guidance and take advantage of the 
technology and innovation capable of enhancing patient outcomes and standards of 
care. We will work with Voluntary and Community Sector groups to maximise the quality 
of end of life care across the system.

Case Study: Cancer Standards
As one of the nine “must do’s” recognised within the 
NHS planning guidance, this work programme 
focusses on achieving the 62 day wait standard, 
continuing  to deliver the two week and 31 day 
cancer standards and improve one-year survival 
rates.  In addition, the programme is bringing focus 
to a number of improvement areas including; 
reducing the waiting times for a first outpatient 
appointment; improving awareness and early 
diagnosis; focus on further reducing diagnostic 
waiting times; progressing towards the national 
diagnostic standard of patients waiting no more 
than 6 weeks from referral to test and agree a 
trajectory increase in diagnostic capacity required 
by 2020 and achieve it in year one; ensuring Inter 
Provider Transfers take place within 38 days. 
Key Benefits:
• Use of digital technologies to drive improvements 

in patient experience
• Shared objectives to encourage providers and 

commissioners to focus on improved experiences 
of care, treatment and support

• People living with and beyond cancer are fully 
supported and their needs are met

• Reduction in cancer risk factors supporting a 
reduced national rate of cancer prevalence.

• Rapid diagnosis & detection leading to quicker 
treatment & improved survival rates.

• Increased access to modern & NICE approved 
therapy and treatment with improved care across 
the complete cancer pathway - before, during and 
after.

Cancer and Tumours

System Summary
8 discrete programmes/projects have been identified that directly contribute to 
addressing the gaps around cancer and tumours.
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Respiratory

Case Study: Bradford Breathing Better
The aim of this programme is to ensure early and 
appropriate diagnosis and the ability for individuals 
to self manage their condition to reduce avoidable 
hospital admissions. Phase 1 has been completed 
and involved a review of patients deemed at high 
risk of hospital admissions. Phase 2 involves:

1. Development of a single template in primary care 
to consolidate multiple templates being to used 
to enable a more accurate reporting mechanism.

2. Supporting individuals with respiratory conditions 
through a programme of education so that they 
are better informed to manage their conditions 

3. A review of the medication that individuals are 
prescribed to ensure that they reflect current 
clinical guidelines and best practice.

Key Benefits : Adherence to clinical guidelines and 
earlier diagnosis, better outcomes, reduction in 
avoidable A&E attendances and admissions, 
improved patient confidence in managing conditions 
and reduced prescribing costs.

System Summary
9 discrete programmes/projects that directly contribute to addressing the gaps around respiratory 
conditions.

AWC BD&C BTHFT AFT BDCFT NYCC BMDC

Health protection – Tuberculosis �

Implementation of latent TB infection 
screening

�
� �

Bradford Breathing Better � �

Re-procurement of pulmonary 
rehabilitation

� � �

Smoke-free (Stop smoking services) � � �

Smoking Cessation � � �

Tobacco service action plan � �

Tobacco Control � �

Respiratory Review – COPD Guidance 
2015 and Preferred Products list

�

Respiratory disease is an important cause of mortality and morbidity in Bradford and 
Airedale. The district performs relatively poorly in respect of respiratory outcomes. 
Diseases range from acute infections, such as pneumonia and bronchitis, to chronic 
conditions such as asthma and chronic obstructive pulmonary disease.  A number of key 
programmes are in train to address these disease areas, particularly focusing on smoking 
cessation, air quality and patient engagement.  The aim of which is to improve  outcomes 
and value maximisation.

• Increased provision of treatment for respiratory 
conditions in out of hospital settings. Integrated 
models of care.

• Addressing the physical and psychosocial 
needs of patients their families/carers. Offering 
effective self management using a wellness 
approach.

• Reduced levels of smoking and TB.
• Significant reduction in hospital admissions and 

levels of mortality/PYLL from respiratory 
disease.
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AWC BD&C BTHFT AFT BDCFT NYCC BMDC

MH Strategy � � � � �

First Response Service � � � � � � �

WY Urgent Care Vanguard � � � � � � �

National Crisis Care Concordat � � � � � � �

Early Intervention in Psychosis � � � �

Children and Young People’s (C&YP) 
MH Transformation Plan (x2)

� � � � � � �

Suicide and Self-harm prevention � � � �

Public Health MH � �

BCF � � � � � �

Maternity Service Improvement Prog. � � � � � �

IAPT � � � � � �

Learning Disability Transformation Plan � � � � �

MH Wellbeing Continuation & 
Expansion 

� � � �

Dementia Programme � � � �

Dementia Strategy and Plan � � � � � �

VCS Projects (15) � � � � �

Dementia Assessment Unit � � � �

MH Commissioning (OOA) � � � �

OP MH Review � � � �

Housing �

WY Mental Health Programme � � � � �

Implementation of MH Payments and 
Packages

� � �

As a system we are committed to improving the mental health of our population and to 
achieving parity of esteem. We will continue to review current models of delivery for 
mental health services from self care, through community provision to planned and 
acute interventions. We will continue design integrated physical and mental health 
services to improve the physical health of people with severe mental illness and the 
mental health of people with other long term conditions, through joint commissioning 
approaches and integrated multidisciplinary teams.  

Case Study: First Response Service
Recognised as a national centre of excellence it
provides a single point of contact for those
experiencing a MH crisis. It offers around the clock
support and self referrals by patients across the
footprint. First Responders provide the best
possible action and care for patients during their
time of need. Through effective rapid assessment
and immediate care delivery, it aims to keep people
safe and comfortable in their usual place of
residence; reducing reliance on secondary or
emergency services during times of crisis. The
service has been complemented by a fundamental
adult acute inpatient ward process re-design,
continuous focus on pro-active discharge planning,
and ensuring there are appropriate alternatives and
capacity for those in crisis or requiring admission.

Key Benefits: Better patient outcomes through
improved access to assessment and treatment,
ensuring support at the earliest opportunity.
Elimination of out of area MH placements for adults,
with no adult acute out of area placements in the
last 15 months.

• Improved access to and availability of mental 
health services

• Further Developed community services, 
taking pressure off inpatient settings.

• Providing people with holistic care, 
recognising their mental and physical health 
needs.

System Summary
37 discrete programmes/projects have been identified that directly contribute to addressing the 
gaps around mental health (including Learning Disabilities and Dementia).
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Gastrointestinal

misuse.

• Increased provision of treatment for gastro-
intestinal conditions in out of hospital 
settings. Integrated models of care.

• Improved quality of life for people affected 
by alcohol, drugs and substance misuse.

• Significant reduction in hospital admissions 
and levels of mortality/PYLL due to alcohol 
related liver disease and substance misuse.

The PH Department along with local CCGs undertook a full review of the Substance 
Misuse Recovery System with regards to both Drug & Alcohol use. The main reasons for 
the review  were:
1. The use of drugs and alcohol has changed dramatically over the past 10 years but 

the local system has struggled to keep up with these changes.
2. Evidence from data collected indicates that our current substance misuse system 

has a higher proportion of service users in treatment over a long period of time who 
continue to use illicit drugs. National policy is increasingly focused on encouraging 
recovery from substance misuse.

3. Evidence of a rapidly changing landscape of substance misuse. For example, the 
increased use of Novel Psychoactive Substances, Prescription Only Medications 
and Over the Counter Medications. The current system was not developed to meet 
the needs of these groups of service users.

4. Alcohol services need to responsive to changes in drinking behaviours within the 
district and have a focus on both prevention of harmful drinking and recovery from 
dependency

The review commenced in December 2014 and in October 2015 a decision was made to 
re commission the whole recovery system. A new service specification is in the 
development stage and it is anticipated that the new contract will commence in October 
2017.

System Summary
2 discrete programmes/projects have been identified that directly contribute to addressing 
the gaps around gastro-intestinal.

AWC BD&C BTHFT AFT BDCFT NYCC BMDC

Substance Misuse � � � � �

Alcohol Strategy (incl. Plan) � � � �
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A focus on maternal, child and reproductive health priorities are crucial components of 
the system wide efforts of improving the health and wellbeing of our population through 
a proactive approach to prevention. We are working closely with stakeholders from 
across the system to implement models of integrated service delivery that deliver the 
recommendations and key messages borne from the National Maternity Review. This 
includes placing a focus on increasing personalised care and choice (supported through 
compliance with personal budgets for maternity care), promoting safer care with 
increased collaboration between teams and continuity of care with rapid referral to 
support prompt provision of services to those who need it most. Our work also supports 
the parity of esteem agenda and ensures improvements in post/per-natal mental health 
care. 
Early childhood development is widely recognised as the most important phase in a 
person’s life when determining the individual’s future quality of life, wellbeing, learning 
and future behaviour. Our programmes of activity at a cross system level ensure that 
we are capturing those most vulnerable during their early years and throughout a child’s 
life to ensure intervention, education and support is provided where needed.

Case Study: Better Start Bradford
The Better Start Bradford programme aims to 
ensure early intervention and provide additional 
antenatal support through information and service 
provision to offer our children the best possible start 
in life. It will empower parents through active 
communication, listening to needs, providing 
sensitive and timely information and support. 
Parents will be directly involved in developing, 
delivering and managing the projects and 
programmes ensuring they meet their needs. We 
will build a community of influence of those living 
and working in the area, and change the way we 
work together so that we get it right for families first 
time. 
Key Benefits:
• Families benefit from smarter, seamless services
• Children will enter school with the language and 

communication skills they need to engage in this 
stage of early learning and to develop effective 
relationships

• More families will be able to provide more health 
and nutritious food for their family

• More families will benefit from quality play and 
early learning

• A system that enables and supports women 
and families to make appropriate care 
choices for their self and their 
family.(inclusive of Maternity Personal 
Health Budgets).

• An appropriate tariff to support active 
choice for maternity patients.

Maternal, Child and Reproductive Health

System Summary
14 discrete programmes/projects have been identified that directly contribute to addressing 
the gaps around Maternity, Child and Reproductive Health.

AWC BD&C BTHFT AFT BDCFT NYCC BMDC

Better Start Bradford � � � � �

Integrated Early Years Strategy � � � � � �

Personal Budget Framework � � � � � �

Early Help � � �

Every Baby Matters � � � � �

Born in Bradford � � � � � �

Schools Liaison and Prevention Programme � � � � �

Maternity Services Improvement Programme � � � �

Journey to Excellence � � � � � �

Integrated Sexual and Reproductive Health 
Services

� � � � �

Other national/regional programmes � � � � �

Oral Health Promotion for C&YP � � �

Healthy Child Programme � �

Women’s Health Network � �
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As a consortia of organisation working to improve the care and quality of services 
across our system, Bradford District and Craven has a number of initiatives enhancing 
urgent and emergency care services. Working collaboratively as part of the wider WY 
Urgent Care Network, we will proactively pursue collaboration and partnership 
opportunities that enhance the quality of urgent and emergency care provided, patient 
and care experience and clinical outcomes. Our work will focus on bringing care closer 
to the patients usual place of residence, reducing the impact on their lives as much as 
possible and limiting the impact on hospital based providers of emergency care 
services. In turn we expect this to reduce the impact on hospital activity which will 
ensure improved access to the expert treatment and support for patients who require 
intensive, life saving support. Our work will be aligned to national efforts to improve 
parity of esteem for mental health by including mental health crisis within our urgent and 
emergency care improvement efforts. 

Enabling improvements in our Urgent and Emergency Care services will be supported 
by the efforts to comply with the four clinical standards underpinning 7 day clinical 
services. Through this process we will realise improved access to expert consultant 
reviews and enable increased consultant directed care interventions. Compliance with 
the clinical standards will also provide quicker access to Consultant led diagnostic 
testing and reporting 7 days per week and ensure that high dependency patients are 
reviewed at least twice daily where required. 

Case Study: U&EC Services Programme
This project will see the build of an UEC center, co-
located on the site of Bradford Royal Infirmary. The 
programme is in it’s infancy, though will be 
operational by March 2018. Pilots will be carried out 
to see how how the center will work and this will 
involve piloting a GP triage n the Emergency 
Department (ED) at peak times. A presence from 
adult social work services will also work to safely 
prevent admissions of the frail elderly population as 
the first step towards multi agency input into urgent 
care. There will also be continued support of urgent 
care practitioners in the ambulance service to 
enable treatment closer to home and reduce 
conveyance,  ED attendance and admission.

Key Benefits:
• Improved understanding of UEC system 
• Improved staff mix and skill sets 
• Treatment given by the clinician most appropriate 

/ skilled to meet patient needs
• Quicker journey through urgent care when it is 

needed
• Increased awareness of where to seek treatment 

and improved patient experience

System Summary
5 discrete programmes/projects have been identified that directly contribute to 
addressing the gaps around urgent and emergency care.

AWC BD&C BTHFT AFT BDCFT NYCC BMDC

Urgent Care Centre � � � �

Right Care � � �

Urgent and Emergency Care � � � � �

Acute Care Hub � � � �

WY Urgent and Emergency Care 
Vanguard

� � � � �

• Bringing Care closer to home through 
responsive UC community services.

• Creating single points of access to 24/7 UEC 
through establishing clinical hubs.

• Utilising UEC networks & defined pathways 
ensuring patient receive the right treatment from 
expert teams in expert facilities when they need 
it most.

Urgent and Emergency Care 
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providers of care home  services. 

• Ongoing compliance with CQC regulatory 
expectations.

• A care home market effectively supported 
to provide the best possible care with the 
right workforce.

• A mutually beneficial and rewarding fee 
structure between commissioners and 
providers of care home  services. 
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The care home market is facing one of it’s most challenging periods to date. Financial 
pressures, workforce challenges and the revised CQC inspection regime is creating a 
difficult environment for care home providers to operate in and there is system wide concern 
of the future viability of the market with the risk that some providers may go out of business. 
Across Bradford District and Craven we have a range of operational activities to support 
care homes in need whilst also ensuring our patients receive the best possible care. 
Business as usual activity is enhanced through strategic programmes and the additional 
work of the Airedale and Partners Enhancing Care in Care Homes Vanguard. 

Case Study: Management of supply and quality 
improvement of current care homes 
The revised CQC inspection regime has resulted in 
a significant number of providers being assessed 
as inadequate across Bradford District. A jointly 
agreed embargo policy has been agreed between 
Adult services and the CCGs to rapidly improve 
outcomes and compliance with the expected CQC 
regulatory expectations.  The programme brings a 
focussed, system-wide approach to improving 
quality across areas that are underperforming and 
aims to ensure optimum bed availability, patient 
experience and quality of care. Support is provided 
to care homes to implement improvement plans 
and return to satisfactory performance levels as 
soon as possible. 
Alongside this, frequent review meetings are 
carried out between providers, commissioners, the 
CQC and the Local Authority to ensure progress
Key Benefits:
• Increased quality of care for patients in nursing or 

residential care homes
• Faster return to acceptable levels of care and 

compliance with regulatory expectations
• Improved working relationships between care 

home sector and social care teams

Care Homes

System Summary
5 discrete programmes/projects have been identified that directly contribute to addressing the the 
gaps within the care home market.

AWC BD&C BTHFT AFT BDCFT NYCC BMDC

Management of supply and quality 
improvement of current care homes 
2015/16

�

Supported living framework �

Integrated Personalised support and 
care framework 

�

Integrated care home framework �

Enhanced Care in Care Homes 
Vanguard

� � � � � �



Meeting The 
Triple Aims

AppendicesIntroduction The Journey to 
Accountable Care

Communications &  
Engagement

Governance & 
Risk Management

Next Steps

28

Our identified cross cutting themes are as follows:
• Health and Wellbeing - Social, Environmental and Economic Determinants, Child and 

Maternal Health, Healthy Ageing
• Care and quality - Patient Experience, Ambulatory Care, Infection, Prevention & Control

Case Study: Self-Care Programmes of Activity
There are several cross system initiatives aimed at 
improving patients’ understanding and engagement 
in self-care across all settings for children and 
young people, working age adults and older people. 
Initiatives include supporting our workforce to 
promote self-care, the application and development 
of digital technologies to enhance patient activation, 
and work on the development of self-care hubs and 
well-being centres is driving this work at a 
community level and is progressing well. 

Key Benefits:
• Empowering people to live heathy fulfilled lives
• Increased holistic health and wellbeing services 
• Promoting community volunteering opportunities 

to develop skills
• Increased use of technology to improve 

engagement
• Patients experiencing a greater quality of life 

Cross-Cutting Themes

System Summary
29 discrete programmes/projects that directly contribute to addressing the the gaps within the 
cross cutting themes. AWC BD&C BTHFT AFT BDCFT NYCC BMDC

Care and Quality

Self -Care Programmes of Activity � � � � �

In-house Model � �

Referral to Treatment Programme � �

Improving Outpatients � � � �

Outpatient Productivity � � � �

Length of Stay � � � �

Housing Access �

Neuro Development Service Wait Times � �

Patient Access � �

Antibiotic Guidelines Compliance �

Diagnostic Formulary � �

Medicines Optimisation Service � � �

Quality and Safety Improvement � �

New Models of Care (AWC) � � � � �

Intermediate Care Hub � � � � �

Virtual Ward Expansion � � � �

Out of Hospital Programme � � � �

Health and Wellbeing

Air Quality �

Champions Show the Way � �

Health Trainers � �

Practice Health Champions � �

Carers Support � � � �

Social Prescribing � � �

Transport � �

Cycling Promotion and Uptake Initiatives � �

Extra Care �

Community Asset Approach �

People’s Board �

Community Chest �

• More patients self manage and patients are 
part of their health management team. 
Consistently high standards of patient and staff 
safety.

• Optimal mental, social and physical well-being 
and function in older adults.

• Increased ambulatory care pathways
• Reduced inequalities, and lower levels of 

deprivation, higher educational attainment and 
employment.
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Delivery of the extensive portfolio of transformation to realise our vision, is reliant upon 
the infrastructure provided by our enabling programmes. These areas include 
Workforce, Technology and Estates and Facilities. Without ensuring all three elements 
are fit for purpose and support the current services that we deliver and new models of 
care, risks failing to achieve the ambitions set out in this STP. 
We will develop a workforce where people and organisations are aligned through a 
shared vision. We will empower our community to embrace self-care and take 
ownership of meeting their own needs reducing demand on the health and care system. 
Within our workforce, behaviours and culture will be developed to embrace integration 
and the provision of holistic services. 
As a system we are supporting the delivery of the National Information Board 
Framework ‘Personalised Health and Care 2020’ including the development of local 
digital roadmaps, to achieve a health and care system which is paper-free at the point 
of care. We are embracing technology to enhance the quality of care provided and 
increase efficiency of services. 
We are transforming our estates to make best use of our assets, ensuring environments 
are fit for purpose and where improvements are required, identifying opportunities to 
create new environments through capital funds.

Case Study: Integrated Workforce Programme
The programme aims to act as an enabler to the 
systems wider transformation agenda and provide 
workforce and organisational development 
expertise to support the specific workforce needs. 
The programme will also seek to mitigate, wherever 
possible, the well documented resource shortages 
that may be barriers to transformation. It will 
encourage the wider workforce to actively 
participate in the design of new models of care. It 
will see the VCS and Independent sector as equal 
partners in the provision of system wide services 
and will be underpinned by robust governance 
frameworks to support delivery. 

Key Benefits:
• Cooperative working.
• Recruiting to and working to a shared value set.
• Shared accountability for the population. 
• Few workforce pressures leading to increased job 

satisfaction, improved health and well being and 
improved retention across the system.

• Leaders routinely operate as system leaders.

Enablers

System Summary
32 discrete programmes/projects programmes/projects have been identified that directly contribute to 
addressing the enablers. AWC BD&C BTHFT AFT BDCFT NYCC BMDC

Workforce Optimisation � � � � �

Integrated Workforce � � � � �

Workforce Innovations � � �

People Plan � �

Youth Volunteering �

NMoC Telemedicine � � �

Virtual Triage of Ophthalmology Patients � �

E-Consults Referral Services � � �

IM&T Strategy � � � �

Integrated Digital Care Record � � � � �

Electronic Patient Record � � � �

Becoming a Leading exponent of Digital Care � � � �

Bradford ICT Programmes and Projects (16) � � � � � �

Bradford Telemedicine � �

Estates Rationalisation � � � � � �

Estates and Capital � �

Community Equipment Store � � �

• A sustainable workforce with new and 
diverse roles. 

• Greater use of the VCS.
• Fit for purpose estates.
• Paper free at point of care.
• Data that provides insight to aid clinical 

decision making and targeting interventions.
• Greater patient control over their care 

through technology.
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Figure K - Projected national costs and resources (£ billion). 
Source: NHS England

National Context
In addition to addressing Health and Wellbeing and Care and Quality gaps 
there are multiple significant financial pressures threatening the 
sustainability of the NHS.  These include:

• Demographic growth, which shows a significant increase in the oldest 
members of our population, who are likely to be more frequent and 
more intensive users of health services.

• A changing burden of disease as the number and life expectancy of  
people with one or more long-term condition increases. These 
individuals have a higher level of need and absorb more health and 
care resources. For example, multimorbid high-cost individuals are 
projected to grow from 1.9 million in 2008 to 2.9 million in 2018.

• The local effect of national economic constraints in areas which 
impact on health service use, including Local Authority budget 
constraints (e.g. social care and public health cuts) and the adverse 
impact on the local economy of welfare reform.

• Patients and the public expectations for the standards of care that 
they receive,  increasingly demanding access to the latest therapies, 
more information and more involvement in decisions about their care.

• Increasing cost of providing services as the NHS now provides a 
more extensive and sophisticated range of treatments and procedures 
e.g. new drugs, technologies and therapies.

Monitor, NHS England and independent analysts have previously 
calculated that a combination of growing demand if met by no further 
annual efficiencies and flat real term funding would produce a mismatch 
between resources and patient needs of nearly £30bn a year by 2020/21.  
This is expected to be addressed through a commitment from the 
Government of an increase in NHS funding of £8.4bn above inflation by 
2020 and the remaining is to be delivered through savings from NHS 
efficiency (e.g. national public sector pay restraint, productivity and doing 
things differently). The scale of the challenge and the breakdown of the 
£22bn efficiency programme is illustrated opposite.

Addressing the Finance and Efficiency Gap

Figure L- Breakdown of the 2020 £22bn efficiency pro gramme 
going into 2016/17  Source: NHS England
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Local Context
Growth in CCG revenue allocations over the next three years is expected 
to be just over 2% (rising to around 4% in 2020/21), but this will be 
insufficient to cover the existing and new pressures facing the local 
system, which include:

• Service pressures driven by the rising demand for health and care 
services due to general population growth (ONS projections forecast a 
5% increase from 2012 by 2021), with additional pressures due to 
higher growth in the under 18 and over 65 years of age 
demographics. Ensuring that we continue to meet NHS constitution 
waiting times requirements. 

• Progressing national policy implementation with funding from CCG 
baseline resource allocations, e.g the Mental Health Forward View, 
the General Practice Forward View, and funding requirements relating 
to the Better Care Fund. 

• Sustained provider tariff efficiencies of 2% per annum and a positive 
national tariff uplift, placing pressure on CCGs as well as providers.

• The impact of national economic policy in areas which directly affect  
service users, including Council budget constraints (e.g. cuts to social 
care and public health)  and the adverse impact on the local economy 
of welfare reform.

• The requirements for CCGs to meet NHS England business rules 
relating to financial performance and for NHS Trusts to meet financial 
targets set by NHS Improvement.

Taking into account the pressures described above, the financial challenge 
facing the local health and care system has been quantified and it is  
estimated that expenditure will exceed our gross income of £1.2bn by  
£220.9m by the end of 2020/21.  Against this challenge,  £106.8m of 
savings have been identified, leaving £114.2m unidentified. Of the savings 
identified, £35m is at high risk of not being delivered. This is illustrated in 
the chart opposite and the supporting table that shows the unidentified 
savings by type of organisation. This position is based on all organisations 
meeting their financial targets in 2016/17.

Figure N - Breakdown of the System Wide Financial Ch allenge –
Unidentified Savings Requirements (£m)
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Org 2017/18 2018/19 2019/20 2020/21 TOTAL

NHS 
Trusts

9.9 10.5 10.8 14.4 45.6

Clinical
Comm. 
Groups

8.8 5.5 2.6 0.4 17.3

Local
Authority

8.9 11.3 12.1 19.0 51.3

Total 27.6 27.3 25.5 33.8 114.2

Figure M – System Financial Challenge
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Delivering Against our Finance and Efficiency Gap
As a system we are planning to address this gap through a combination of 
QIPP and CIP initiatives and transformational activities, including a gradual 
move to an accountable care system.  Appendix B provides further detail 
on existing initiatives and activities to address the gap.  These have been 
broken down by organisations and include a forecast savings profile by 
year.  The main areas of focus in our STP that will help address the major 
financial and efficiency challenges are as follows:

Workforce Redesign
We are:

Developing the current workforce to support new models of care and make 
the workforce more sustainable and addressing workforce shortages, 
particularly in the medical workforce, so that these do not undermine the 
care model. 

We are managing workforce risk by co designing new models of care with 
patients and public, staff and partners; implementing strategies and 
addressing resource shortages. We are increasing the active role played 
by patients and self care, making greater use of community assets and the 
voluntary and community sector. We have also begun to explore closer 
working with the independent sector.

We are adjusting the workforce skill mix, redesigning roles to have the right 
grade of staff and skill doing the right job, to improve the patient journey, 
tackle staff shortages, reduce unit pay costs and agency requirements and 
to have more flexible, satisfied staff who are able to have a greater patient 
focus. 

We are capping agency price rises, using commissioning frameworks and 
making use of apprenticeships and volunteers to keep our workforce costs 
down. Workforce redesign will continue to be integrated within redesigning 
care, identifying the best location of care, and utilising technology that 
facilitates new ways of working. 

We are tackling the current cultural aversion to risk and fear of failure 
(clinical, managerial and operational); promoting collaboration and  
experimentation in new models of care to address the triple aims. 

We are developing a more commercial culture  with robust governance  to 
provide greater transparency and accountability. This reflects the need that 
collectively we will have to make some tough decisions about services 
(decommissioning/reduction) and also be willing to close down initiatives

or stop/reduce services that are not delivering the expected improvement in 
outcomes and/or reductions in demand/cost.

The Use of Technology and Data
We are investing significantly in the use of technology and data to help 
reduce healthcare costs, improve access to care, patient safety, clinical 
standardisation and reducing variability. 

Our digital roadmap depicts our journey to a fully interoperable electronic 
health record, where we are paper free at point of care. We have already 
made considerable progress through our Integrated Digital Care Record 
programme and work with SystmOne. 

We have visibility on the national stage as an enhanced health in care 
homes vanguard, providing a single point of access to all aspects of 
specialist health and care advice through technology and an extended use 
of telemedicine. We are also using the data we have gathered in a more 
intelligent way, not only to monitor and manage performance and drive 
improvements in quality, but also to understand as much about our 
population as possible to inform new models of care and ways of working. 

As an example, we are using risk stratification to identify high risk/complex 
patients at an early enough stage so that we can coordinate personalised  
care to reduce avoidable admissions, high cost interventions and to help 
people remain independent and in their home for longer.

Income Growth and Diversification
On an ongoing basis providers are exploring commercial opportunities to 
generate additional income and diversify their portfolios through the 
provision of clinical and non clinical services. 

These include: new models of care that combine acute, community, 
primary care and mental health to reduce demand across the footprint; a 
Joint Venture for pathology services with Bradford; forming subsidiary 
companies for estates, facilities and IT/corporate to improve tax efficiency, 
and to deliver new contracts for services which may reduce tax and 
pensions contribution burdens.

Better Utilisation of Estates
We are working together to make better use of estates, exploring what can 
be delivered in our community across health and social care. Examples 
include seeking to free up buildings and sites for housing and merging
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health and social care services into one site, and reviewing the size of the 
hospital footprints.  Benefits will include freeing up space for new 
venture/partnership opportunities, reduction in utility and estate costs.

Effective Procurement
We are working hard to change the role of procurement across the health 
and care economy so that it becomes a partner rather than a passive 
function and can make a significant contribution to closing the financial 
gap. 

This change is two fold: 1) Grounded through cost savings (ongoing 
contract review) and process improvement, in individual organisations and 
through collaboration, drawing on the recommendations from the Carter 
Review around the three main areas of spend; and 2) through maturation 
of the procurement function into a sustainable value driver for the 
business. This will be accomplished by ensuring that we have the right 
procurement resources, a strategic perspective and the right skills and 
knowledge to undertake effective procurement and category management.

Pathway Redesign and Increasing Productivity
We are working in partnership with other providers within the health and 
care economy to reduce referrals, redesign outpatients with new ways of 
consulting to make better use of clinical time, improve patient flow and 
ensure effective and timely discharge.

Benefits  will include improving patient experience and moderating demand 
for high cost services. Through applying LEAN methodology and adopting 
best practice approaches we are building sustainability and continuously 
improving services. We are using ‘agile’ working to improve productivity of 
community staff. Collectively, these approaches are helping to eliminate 
waste and inefficiencies and bring about radical changes in order to 
improve patient care and services.

National and Local Resources to Drive Efficiencies

RightCare
We have access to nationally provided Commissioning for Value tools and 
resources to support our local efforts to identify unwarranted variation and 
highlight opportunities to improve value and drive out waste and reduce 
cost. Each of our CCGs has in place an ongoing process to identify and 
prioritise QIPP savings and opportunities and put in place robust delivery 
plans.  This process draws heavily on the knowledge of our local clinicians

and commissioning managers combined with performance and quality 
data from multiple sources.  Central to this process is the review of 
Commissioning for Value packs and RightCare Casebooks. 

Local Data Quality teams triangulate and validate this information with 
other data sets to develop a comprehensive understanding of the 
performance in the services and pathways that we commission, in terms of 
quality and cost, and to inform areas of opportunity. 

Each CCG has in place its own prioritisation framework for identifying and 
implementing QIPP opportunities. Frameworks take into consideration a 
variety of factors including the size of the opportunity, ease of 
implementation and return on investment.   Recommendations are then 
made to respective clinical boards for approval prior to the initiatives being 
hardwired into financial plans and implemented. This process is ongoing. 

As new data becomes available (e.g. RightCare focus packs and in-depth 
packs), clinicians and commissioning staff meet to review, test and 
validate what the data is saying and refresh the QIPP programmes as 
appropriate. AWC are a Wave 1 CCG which provides early access to 
NHSE support to help identify opportunities using the RightCare data. 
Bradford CCGs are in Wave 2. A similar process is being mirrored at a WY 
level to help identify further opportunities for collaboration across CCGs 
and also provide a forum for sharing best practice. 

Using the Carter Review Findings
As part of the continuous drive for efficiencies, providers from across the 
system are exploring areas highlighted in both the Carter Review (and in 
their local reports where they have been provided) and through the use of 
benchmarking data (e.g. Adjusted Treatment Index, Carter review index, 
national reference costs plus data from the ERIC returns) to identify further 
opportunities for savings.  These areas include cleaning, energy, building 
& engineering, laundry, waste, water and sewage. 

We have also begun to understand where the system incurs the greatest 
cost (in both individual service lines and support functions), where income 
is generated (both from commissioners and other sources) and what 
drives demand. This exercise will improve understanding of how the 
money flows, which services offer value for money and which contribute 
greatest to improved outcomes. It will highlight opportunities for 
cost/productivity improvements and demand moderation.
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Introduction
This section of our STP introduces the concept of Accountable Care and 
describes the high level activities against an indicative timeline that will be 
required to move the current health and care system towards an 
Accountable Care System (ACS). 

Defining Accountable Care

“ A system in which a group of providers (or a single provider) are held 
jointly accountable (clinically and financially) for achieving a set of 
outcomes for a prospectively defined population over a period of time and 
for an agreed cost under a contractual arrangement with a commissioner”

Accountable care models offer holistic ‘whole person and whole life’ care 
provision that addresses the traditional health and social care silos.  They 
are thought to give people a stronger voice in managing their own care 
and determining what matters. These models have emerged 
internationally as the most likely solution to address the Triple Aims of 
healthcare systems; improving the health outcomes of populations, 
enhancing the quality and experience of patient care and reducing the per 
capita cost of care. Typically, features of an accountable care model 
include:

• Collective accountability across providers for whole population health;

• Use of capitated budgets where providers assume all or part of the 
risk, encouraging collaboration and driving cost efficiencies;

• Provision of holistic care: whole life and whole person;

• Incentivising collaboration between providers to deliver 
coordinated/integrated health and social care provision, in order to 
deliver patient-centred outcomes and eliminating unnecessary 
treatment or duplication. Care is proactive, responsive, accessible, 
coordinated and simple; 

• Enabling the person to become an active participant, at the centre of 
their care.

• Adopting an approach that harnesses individual and community 
assets;

• Outcome-based strategic `joint’ commissioning enabling providers to 
collectively deliver outcomes (doing it together). Potentially removing 
some, or all, of the commissioner/provider split, and reducing the overall 
commissioning and contract management functions that are needed. 

Bradford and Craven District’s Ambition
The national message communicated in the 5YFV is for local leaders to be 
bold and creative in considering potential solutions that push the 
boundaries of what is possible in order to address the triple aims. 
Examples encouraged include the implementation of new models of care 
such as Primary and Acute Care Systems (PACS) and Multispecialty 
Community Providers (MCPs).  System leaders in Bradford District and 
Craven have embraced this message. They have acknowledged that the 
system has not achieved the level of integration that had been hoped for 
and have reflected on the barriers to progress.  For example:

• Commissioning and payment systems that perpetuate fragmentation;
• Professional and organisational silos;
• Organisations are individually regulated and no-one is held to account 

for performance of the system;
• No serious investment in organisation development and change 

management.
In response to this they have spent a considerable amount of time and 
effort exploring alternative solutions involving learning from Vanguard sites 
and looking further a field to accountable care models such as Alzira 
(Valencia, Spain) and those adopted in the USA such as Kaiser 
Pemanente, and Intermountain Healthcare. 
System leaders have agreed to go on a journey to develop an Accountable 
Care System. This system will be made up of two distinct operating 
models, one covering the Airedale geography and one for Bradford, 
reflecting the local needs of the population.  A twin track approach to the 
development of these operating models will enable learning to be shared, 
recognising that each geography is starting from a different place in terms 
of the key features and enablers required to deliver an accountable care 
system. Both of these operating models will be built upon testing new 
models of care (e.g. diabetes and complex care), critical programmes 
within the system transformation portfolio.
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Our Vision for the Design of an ACS

System of services and community assets 

keeping people well at home

Hospital admission 

only when really 

needed

Independence Wellbeing

Citizenship

Today: designed for organisations' needs 2020: a simple system designed for local people 
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How We are Going to Get There
We have developed two roadmaps to accountable care for 
each of the operating models. Each roadmap describes a 
destination at a future point in time as well as the 
intermediate steps required along the journey. 

The activities required to design and implement an ACS 
have been grouped together under the key characteristics 
/ enablers of an ACS and are illustrated in the diagram 
opposite. Further detailed information to support the road 
maps (current and future state, high level activities under 
each characteristic/enabler) can be found in Appendices 
C and D .

This section closes with the foreseen barriers to progress 
that need to be overcome and a brief summary of how the 
roles and responsibilities and functions of commissioners 
and providers are likely to change as an ACS is designed, 
implemented and embedded.

Key inputs used in developing the 
roadmaps:

• A desktop literature review on accountable care type 
organisations and systems, both in the UK and 
Internationally, with an emphasis on design, 
implementation and transition;

• Discussions with key senior stakeholders across the 
Bradford District and Craven health and care system;

• A review of key strategies and programme documents, 
complemented with discussions with those involved in 
their development and delivery;

• Facilitated workshops with the STP Working Group
• Discrete workshops for each geography..

36

Figure O – Key Characteristics/Enablers of an Accoun table Care 
System
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Current State:

• Fragmented service delivery

• Over reliance on reactive

emergency and urgent care services

• Sub-optimal experience of care

• Driven by a clinical model of care

• Individuals are passively in control of their care

• Current resources are not being used in the most 

appropriate and effective manner

• Services designed around organisations not individuals

• Commissioning for outputs/processes

• Multiple contracts and payment mechanisms with 

perverse incentives
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A sustainable health and care 

economy that supports people to 

be healthy, well and independent
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for accountable care
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plan in place

Strategy revised to reflect 

organizational evolution informed by 

diabetes
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Figure O – The ACS Roadmap for Bradford

Signed off case for change

Vision checkpoint ACS

Live
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Communications and engagement 

Figure P – The ACS Roadmap for Airedale
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Barriers to Delivering an ACS
The move towards an ACS is widely recognised in the UK as a significant shift in the way the current health and care system operates.  To help 
ensure smooth management of the transition a number of key barriers to progress have been identified that will need to be overcome between now 
and 2020/21.  A sample of these have been summarised below (see Appendix E for the full version).

Vision and 
Strategy

• Limited capacity and capability across organisational stakeholders to develop the required supporting strategies.
• No shared clinical services sustainability strategy.
• Lack of a strategy to engage with VCS and Independent Sector.

Governance and 
Leadership

• Regulatory burden and conflicting views between providers, commissioners and regulatory bodies.
• Political understanding and will to support the vision of accountable care and its delivery.
• Development of an equal partnership with the Local Authority.
• National political imperatives driving improvement versus local need.

Population 
Based Health 

and Care 
Delivery Models

• Availability of non-recurrent investment / prime pumping.
• Lack of clarity and understanding of current and future system wide operational models (a blueprint).
• Current staff are trained for delivery of a medical model of care where an ACS requires a more holistic response.
• Time and capacity of resource to develop new models of care.
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Workforce and 
Culture

• Unachievable clinical standards around workforce numbers, over specialisation of the clinical workforce.
• Limited supply of workforce e.g. nursing.
• Agenda for Change and workforce terms and conditions and ow pay in the care sector.
• Multiple organisational culture/values vs a single system culture/set of values.

Payment 
Mechanisms 

and Incentives

• The level of complexity in determining which services are in scope within the ACS.
• Current payment mechanisms and the perverse incentives.
• A lack of integrated information to develop a population based payment mechanism.

Performance 
Management & 
Improvement

• Central reporting requirements (NHSE, Monitor).
• Improvement Agency (Organisation focussed).
• Organisational cultures that do not effectively performance manage people.

Infrastructure
(IM&T and 
Estates)

• IG requirements (around sharing data) and the use of individual clinical system to meet these requirements.
• Availability of funding to maintain and transform existing infrastructure, where required.
• Lack of integrated data set to enable population segmentation, directing interventions and monitoring progress.
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Evolving Roles and Responsibilities
In moving towards an ACS it is widely  recognised by senior leaders in the system that the functions of commissioners and providers will change 
considerably. The following subsection outlines, at a high level, the potential anticipated changes to both types of organisations 

Commissioners

Providers

• Accountable to commissioners for outcomes.

• Current providers may not exist in heir current form and may morph into a different 
organisation(s) with different constitutions in place.

• Workforce will be enhanced with additional capacity and skills to support delivery of 
accountable care e.g. micro commissioning, data analytic, new frontline roles (clinical 
and non-clinical).

• Responsible for distributing income to stakeholder organisations and individuals 
(clinicians and staff)

• General Practice, Local Authorities and the VCS are equal partners.

• Leaner, more strategically focussed organisations. Negotiating longer-term contracts 
with providers in order to reduce transaction costs

• Work closely with other health and social commissioners, commissioning services 
jointly where appropriate. Potential consolidation opportunity / collaboration across 
CCGs.

• Reduced workforce in areas relating to traditional commissioning e.g. contract 
management of multiple providers and transformation.  Some of the current workforce 
may transition to providers as they require different functions.

• Development of a workforce with a different set of skills e.g. enhanced financial 
planning capability to phase out current payment mechanisms and develop and 
implement new ones e.g. capitated budgets.

• A shift from micro commissioning, using individual services specification to specifying 
top-level outcomes and measuring performance of the system as a whole.  

• Less responsibility for financial risk, which shifts to providers as a part of the payment 
mechanism. Outcome-based Commissioning

Traditional Commissioning
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Figure Q – The Changing Role of Commissioning
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• Involve our lay and elected members and our membership bodies to 
design and test our proposals ensuring our vision of person centred 
care remains at the forefront of our work.

We will incorporate the six principles of engagement and involvement and 
we will follow the broad principles below:

• As much as possible, we will go out to people at their existing groups 
and meetings rather than expecting them to come to us.

Service developments and 
changes

- Partnership groups 
(Disability, maternity, Young 
Lives, Older peoples, carers)

- Forums and Networks (e.g. 
Neighbourhood, carer, 

patient, women’s)

- Panels and Hubs

- Grassroots (NHS 
Choices, Complaints, 

Patient Opinion) 

- Surveys and FFT

- Reports (CQC, 
Healthwatch)

Engagement

• Asset based

• Expert patients/service 
users

• Events (Young Peoples, 
condition specific, New 
Deal)

• Consultations

Communications and Engagement
Ensuring that development and execution is an inclu sive 
process
A fundamental component of the development and delivery of our STP is 
the co-design with our staff, stakeholders and population on what health 
and social care services should look like, what are the priorities and what 
needs to change.  As a system we continually obtain feedback, hear 
views, conduct surveys and learn from our actions to ensure we can 
improve and update our services.  When we wrote our 5YFV we used 
much of this information to determine our vision and objectives and we will 
continue to:

1. Use engagement to listen and learn from peoples’ experiences and 
use this insight to guide the development of better services. We will 
continue to listen to the population to make the most appropriate 
commissioning decisions, upholding the duties in our own and in the 
NHS Constitution.

2. Use engagement to improve public knowledge of appropriate use of 
services, promote illness prevention and better use of self-care – this 
will move us on from a reactive system, where people play a passive 
role in their care, to one where the public are empowered, active and 
engaged in managing their health and wellbeing throughout their life.

We know that this service change will come from those who deliver and 
experience it supported by clinical evidence, and therefore we will:

• Ensure that our clinical leaders, be they GPs, nurses or consultants, 
are at the forefront of communicating why we need to make changes.

• Involve our front line staff in developing, engaging on and 
implementing service and pathway changes.

• Involve Public Health to ensure a focus on community level health 
and wellbeing and wider determinants of health including poverty, 
deprivation, air quality and physical activity.

• Involve leaders from social care and children’s services to bring their 
professional perspectives to building and communicating the case for 
change, including implementing prevention at scale.

Figure R - Inputs into Service Developments and Chan ges
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• We will respect people’s right to not engage if they do not wish to.

• We will make use of existing information as much as possible rather 
than asking people the same questions repeatedly.

• We will ensure our communications are clear and accessible to 
people with different needs and requirements

• We will ensure our communications and engagement approach is 
inclusive of the district’s communities

• We will be clear about whether we are telling people about something 
(communicating) or whether we are asking them for their views and 
input (engaging). It is only engagement if people can have an 
influence over the issue being discussed.

• We will be transparent about any risks or negatives associated with 
the work we are doing.

• We will publish as much information as possible on our websites.

We work through multiple engagement structures to test our approach to 
service changes, for example: maternity, older people’s and strategic 
disability partnerships; our patient, carer and parent forums and panels; 
and with our VCS partners who provide us with a route to groups who may 
otherwise not have their voices heard (see Figure Q).

Our communications and engagement plan includes a number of key 
messages that will form the basis of any material that we produce and any 
discussions that we have. Conversations specifically relating to the STP 
are in their infancy but are building on earlier and ongoing engagement 
with our population about how we intend to create a sustainable health and 
care economy that supports people to be healthy, well and independent.

As a system we know that over the coming years there are going to be 
some difficult decisions to make given our financial constraints and the 
priorities that we have identified. We have already begun to lay the 
foundations with local leaders, members of the public and politicians to be 
able to have these conversations.  

We will use our infrastructure to ensure that our STP is inclusive, ha sbeen
developed through a transparent process and can stand up to external 
scrutiny. Consultations will be conducted where these are required and we 
will continue to use our “You Said, We Did” format to engage the public 
with our plans.  We will evaluate with our stakeholders to check that we 
have genuinely heard and are using the opinions, experience and views of 
our local population. 

We will monitor the feedback we receive alongside our local media 
coverage to determine where we may need to re-focus our 
communications and engagement plan. 
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STP Governance Arrangements
A West Yorkshire Wide Partnership
In WY it has been agreed that there is primacy of local STPs. This 
reflects the priorities and needs of the local populations driven by 
Health and Wellbeing Boards, including meeting national challenges. 
Our STP has therefore focuses on identifying the local priorities and plans 
to address the gaps. 

However, in undertaking this process it is recognised that there are some 
gaps and challenges where commissioners and providers need to work 
collaboratively at a WY level. The WY priorities have been determined by 
the collective leadership using the criteria described in the WY STP: 

• Does the need require a critical mass beyond a local level to deliver 
the best outcomes?

• Do we locally need to share best practice to achieve the best 
outcomes?

• Will working at a WY level give us more leverage to achieve the best 
outcomes?

The current identified areas are cancer, mental health, urgent and 
emergency care and specialised commissioning. Further work is also 
underway to asses the cumulative impact of all local prevention plans and 
how these are contributing towards a radical uplift in prevention across WY 
and if there are opportunities to share and deliver these plans consistently 
and collaboratively at scale.

A WY wide partnership, the Healthy Futures Collaborative, has been 
established which will deliver the portfolio of collaborative transformation 
programmes, with the support of a PMO and the regional and national 
resources from NHSE, clinical networks, PHE, HEE and the AHSN. The 
Healthy Futures Collaborative brings together partners from across CCGs, 
local authorities and providers. The governance structure for this is 
evolving to support collective transformation and decision-making (please 
see Figure R). As programmes of work for each of these areas is further 
defined, there will be work to collectively define key interdependencies 
between local CCG plans, the constituent STPs and WY plans and 
understand the cumulative impact of all these 
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initiatives and their contribution towards addressing the gaps in health 
outcomes, quality and care outcomes and the funding gap across WY. This 
will be further articulated in future WY STP submissions.

Ensuring Rapid Progress at a Local Level
Local governance arrangements have recently been refreshed to facilitate 
rapid progress in developing and executing the STP and to further 
meaningful systems leadership. Through this structure the system aims to 
embed the culture embodied in the vision to enable more effective 
relationships. A more sustainable and agile model has been created 
(please see Figure S on the next page) that that enables the right solutions 
to system challenges to be developed through an integrated programme of 
change. 

Highlights of Our Structure
The highlights of this structure include the multi-agency, 
commissioner/provider Integration and Change Board (ICB) which provides 
strategic direction, system wide leadership and accountability for the 
development and execution of the STP. This will continue to report into the 
Health and Wellbeing Board. 
At a more operational level Transformation and Integration Groups oversee 
and direct the delivery Boards to ensure a co-ordinated approach to the 
delivery of the STP. These are Clinical Commissioning Group (CCG) led 
multi agency committees whose main purpose is to provide system-wide 
leadership and accountability for programmes of transformation and 
integration across the health and social care economy and wider 
community agencies.  The TIGs shape the vision for transformation and 
integration of health and social care services within Bradford and AWC and 
turn this vision into reality.
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Our Guiding Principles
Stakeholders in the system have agreed to work to a set of guiding
principles. These have been hardwired to the Terms of Reference for ICB
and all supporting working groups.

We will ensure person focused services by...
• Working better together is first and foremost about what is best to

add value for the people we care for

• Improving the quality of care and support available

• Looking for improvement through the eyes of the people we care for
and the staff providing the care

We will ensure collective ownership by...
• Ensuring there will be no blame/scapegoating of or by individual

organisations – we’re in this together, working as a whole system

• Continuing to create a culture of trust, openness and transparency,
including demonstrating a collective stewardship of resources

• Putting the interests of the people we serve ahead those of our
individual organisations

We will ensure learning and development by...
• Sharing our learning from working together with one another, and

others as well as learning from elsewhere and will share our learning
more widely

• Building on existing work that has established strong foundations for 
integration e.g. Airedale and Craven, Collaborative Care Teams, 
Bradford Virtual Ward, Integrated Care test-sites

• Ensuring our clinicians, social care professionals, managers and 
others will work together to make change happen

We will ensure pace and focus by...
• Collectively agreeing our future priorities as a whole system

• Adopting a positive mind-set – ‘we can, we will’

• Committing to working at pace, to achieve rapid progress, make 
decisions and see them through

Our Top 5 Risks
1. Leadership (clinical and operational) time and capacity

2. Culture and behaviour during and after transition to an ACS

3. Investment/set-up and transition costs

4. Financial instability during transition

5. Tome and effort to develop an effective payment mechanisms

Further detail on each of these can be found in Appendix F .
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Figure S – West Yorkshire Guiding Principles and Governance Structure Chart

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

• We will apply the principle of 
undertaking tasks at a West 
Yorkshire footprint where they 
cannot locally  we do –
performing only those tasks 
which cannot be effectively 
delivered at a local level

• We will do the work once –
duplication of systems, 
processes and work should be 
avoided as wasteful and 
potential source of conflict.

• We will undertake shared 
analysis of problems and issues 
as the basis of taking action

• The WYSTP belongs to 
commissioners, providers, 
local government and NHS
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Figure T – Bradford District and Craven Governance Structur e Chart
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Reflecting on Progress
The development of an STP has provided an opportunity for partners within 
Bradford District and Craven and across West Yorkshire to come together 
to crystallise how and when we will address the triple aims. This has been 
undertaken within the context of our local vision and what we set out to do 
in our 5YFV in 2014. The process has been helpful for a number of reasons 
which include:

• Checking that we are focusing our efforts on the ri ght areas  -
acting as a catalyst to bring together leaders from across the system, 
both local and at a West Yorkshire level to revisit our collective 
priorities against the triple aims and to refresh them.

• Sharing progress and success - highlighting the extensive work that 
is already underway to address the priorities, both as an integral part 
of business as usual and in the form of discrete programmes, project 
or initiatives.

• Sharing our challenges - bringing to the surface the challenges that 
individual organisations are facing and as a result highlighting 
opportunities for further cross organisational and system working. At a 
local level this has further reinforced the case for accountable care 
and the need for providers to work in a more collaborative way with 
each other and with the people of Bradford District and Craven to 
meet their health and wellbeing needs.

• Highlighting gaps where we can do more - Although we are 
working hard to address the gaps the process has highlighted areas 
that would benefit for further concerted effort for each of the triple 
aims.

• Highlighting the need for greater rigour in the way  that we 
measure benefits - the extensive exercise to map what we are doing 
against the triple aims has highlighted pockets of good practice around 
benefits management. However  this level of rigour was not consistent 
across all organisations and there significant opportunity to improve 
the way we identify and measure the benefits of our system 
transformation portfolio, providing us with the evidence and assurance 
that we are on tract to addressing our gaps.  

We will use this insight to help us work more cohesively and maximise the 
use of our collective resources to achieve our vision.

Moving Forward At Pace
The development of the STP was at a specific point of time and reflected 
where we are as a system along our five year journey. It has given us a 
tangible output that can be used to measure progress against and to assess 
whether we are delivering the benefits that we had hoped to achieve. The 
STP will be reviewed on a quarterly basis and refreshed to reflect progress. 
Moving forward we have agreed to invest additional time and effort into the 
following three key areas:

The Journey to Accountable Care – To support the development of two 
operating models, we will crystallise what we mean by population based 
health and care delivery models.  This will build on our current programmes 
for new models of care so that we are clear what models will be rolled out 
and over what timescale, in line with the roadmaps.  

In parallel we will be working to develop the key infrastructure/enablers that 
will make accountable care a reality e.g. Pioneer work to develop a shadow 
capitated budget for AWC, development of a data warehouse to support the 
interoperability of systems and the sharing of patient level data, 
performance management systems and processes that extend beyond 
services and look at system metrics, indicators and outcomes.

Addressing the Remaining Gaps - Each CCG will continue to use the 
RighCare data, coupled with local intelligence, to identify further 
opportunities to address variation in care, health and wellbeing and cost 
(value for money).  An emphasis will be placed on areas where initiatives 
are in their infancy or there are limited/no initiatives in place to address the 
gaps. Examples include MSK and Genito-Urinary.  

To address the financial gap, at a West Yorkshire level we have agreed to 
explore back office efficiency savings and more locally we have agreed to 
examine cost saving opportunities around our Estates.

As our new models of care programmes evolve we will continue invest time 
and effort in estimating the financial benefits of the models and also in the 
financial business case supporting a move to an Accountable Care System.
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Clinical Services Strategy - At present our evolving strategy is heavily 
focused on acute services. Over the next few months we will begin to 
broaden the scope to explore out of hospital care and look to identify any 
risks to sustainability and develop mitigation strategies and plans where 
required. This will be facilitated by the Transformation and Integration 
Groups of Bradford and Airedale, Wharfedale & Craven.

The Big Decisions
The ‘Big Decisions’ that as a system we will need to make include:
1. Stop/reduce/transforming service provision .
2. The future commissioning model and the functions that it needs 

to perform to deliver the best outcomes for the population 
3. The role of the voluntary and community sector and ensuring 

its sustainability, 
4. Organisation vs system responsibility in addressing the 

financial and efficiency gap.
5. Local authority funding and mitigating the risks associated 

further cuts to social care and public health
6. Sub-regional interplay and how any additional Transformation 

Funding will be allocated.
7. Sustainability and future configuration of clinical  services
8. Resourcing transformation to make best use of our collective 

transformation capacity and deliver at pace.
9. Organisational sustainability and whether the current 

organisational configuration (both providers and commissioners) is 
sustainable.

10. Co-commissioning Primary Care and the associated risks to 
organisational relationships with our GPs and NHSE arising from 
potential conflicts of interest.

11. Reducing the cost of the workforce through contracting 
differently to reduce costs.

Further detail on each of these can be found in Appendix G .
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