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DRAFT Minutes of the WY&H Partnership Board  

Meeting held on Tuesday 1 June 2021 
 

Members and Deputies Present (By place and then alphabetical by first name) 
 

* = Organisation also part of the Kirklees Place  
** = Organisation also part of both the Kirklees and Calderdale Places 
 

Bradford, Airedale and Craven 

 Andrew Gold, Airedale NHS Foundation Trust   

 Brendan Brown, Airedale NHS Foundation Trust 

 Dr James Thomas, NHS Bradford District and Craven CCG and Chair of the WY&H Clinical Forum  

 Mel Pickup,  Bradford Teaching Hospitals NHS Foundation Trust 

 Cllr Susan Hinchcliffe, Bradford Metropolitan District Council 

 Therese Patten, Bradford District Care NHS Foundation Trust  
 

Calderdale 

 Owen Williams, Calderdale and Huddersfield NHS Foundation Trust* 

 Philip Lewer, Calderdale and Huddersfield NHS Foundation Trust* 

 Robin Tuddenham, Calderdale Council and NHS Calderdale CCG 

 Dr Steven Cleasby,  NHS Calderdale CCG  

 Cllr Tim Swift ,Calderdale Council (Chair) 
 

Harrogate 

 Angela Schofield, Harrogate and District NHS Foundation Trust  (Vice Chair) 

 Cllr Caroline Dickinson, North Yorkshire County Council 

 Cllr Mike Chambers MBE, Harrogate Borough Council 
 

Kirklees 

 Carol McKenna , NHS Kirklees CCG  

 Diane McKerracher, Locala Community Partnerships   

 Dr Khalid Naeem, NHS Kirklees CCG 
 

Leeds 

 Brodie Clarke, Leeds Community Healthcare NHS Trust 

 Dawn Hanwell, Leeds and York Partnership NHS Foundation Trust  (Deputy for Dr Sara Munro) 

 Cllr Fiona Venner, Leeds City Council 

 Dr Jason Broch, NHS Leeds CCG 

 Linda Pollard CBE DL Hon.LLD, The Leeds Teaching Hospitals NHS Trust 

 Professor Sue Proctor, Leeds and York Partnership NHS Foundation Trust  

 Thea Stein, Leeds Community Healthcare NHS Trust   
 

Wakefield 

 Dr Adam Sheppard, NHS Wakefield CCG 

 Angela Monaghan, South West Yorkshire Partnership NHS Foundation Trust ** 

 Jo Webster, NHS Wakefield CCG 

 Simon Stone, The Mid Yorkshire Hospitals NHS Trust* (Deputy for Keith Ramsey) 

 Rob Webster, South West Yorkshire Partnership NHS Foundation Trust** 
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Other Partnership Board members (alphabetical by first name) 
 

 Andy Clow, Co-opted Member 

 Anthony Kealy NHS England and NHS Improvement  (North East and Yorkshire) 

 Helen Hunter, West Yorkshire & Harrogate Healthwatch organisations representative 

 Hilary Thompson, Voluntary, Community and Social Enterprise Sector representative 

 Jackie Dolman, Co-opted Member  

 Dr Neville Young, Yorkshire and Humber Academic Health Science Network (Deputy for Richard 
Stubbs) 

 Stephen Featherstone, Co-opted Member  
 
Additional attendees (alphabetical by first name) 

 

 Alison Lowe, Chair of Review’s VCSE Voices Panel (Item 17/21) 

 Anthea Kilminster, SOLACE (Item 19/21) 

 Christine Hughes, WY&H Health and Care Partnership 

 Fatima Khan-Shah, WY&H Health and Care Partnership and Representative from the WY&H Race 
Equality Network (Item 17/21) 

 Ian Holmes, WY&H Health and Care Partnership  

 Jeanette Miller,  WY&H Health and Care Partnership 

 Jo Baker, WY&H Health and Care Partnership 

 Jonathan Webb,  WY&H Lead Director of Finance 

 Karen Coleman, WY&H Health and Care Partnership 

 Lauren Phillips, WY&H Health and Care Partnership (Secretariat) 

 Pam Bhupal, WY&H Health and Care Partnership 

 Rachael Loftus, WY&H Health and Care Partnership 

 Sarah Smith, WY&H Health and Care Partnership (Item 17/21 and 18/21) 

 Dr Sohail Abbas, Chair of the WY&H Health Inequalities Network  (Item 18/21) 

 Stephen Gregg, WY&H Health and Care Partnership 
 

Apologies (alphabetical by first name) 
 

 Amanda Bloor, NHS North Yorkshire CCG 

 Andrew Balchin, Wakefield Council  

 Cllr Bob Metcalfe, Calderdale Council  

 Brent Kilmurray, Tees, Esk and Wear Valleys Foundation NHS Trust 

 Cathy Elliott, Bradford District Care NHS Foundation Trust 

 Charles Parker, NHS North Yorkshire CCG 

 Cllr Denise Jeffery, Wakefield Council 

 Emma Stafford, Co-opted Member  

 Cllr Faith Heptinstall, Wakefield Council 

 Helen Hirst , NHS Bradford District and Craven CCG 

 Jacqui Gedman, Kirklees Council 

 Cllr James Lewis, Leeds City Council  

 Julian Hartley, The Leeds Teaching Hospitals NHS Trust  

 Karen Jackson, Locala Community Partnerships 

 Kathryn Lavery, Yorkshire Ambulance Service NHS Trust  

 Keith Ramsey , The Mid Yorkshire Hospitals NHS Trust* 

 Kersten England, Bradford Metropolitan District Council  

 Luen Thompson, Hospice Sector representative 
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 Dr Maxwell McLean, Bradford Teaching Hospitals NHS Foundation Trust   

 Michael Crowther, Hospice Sector representative 

 Martin Barkley, The Mid Yorkshire Hospitals NHS Trust* 

 Cllr Michael Harrison, North Yorkshire County Council 

 Mike Curtis, Health Education England (Yorkshire and the Humber) 

 Dr Mike Gent, Public Health England  (Yorkshire and the Humber) 

 Mrs Miriam Harte, Tees, Esk and Wear Valleys Foundation NHS Trust  

 Cllr Patrick Mulligan, North Yorkshire County Council 

 Paul Shevlin, Chief Executive, Craven District Council 

 Dr Peter Davies, Regional Ambassador for WY&H,  Royal College of General Practitioners 

 Richard Flinton, North Yorkshire County Council  

 Cllr Richard Foster, Craven District Council  

 Richard Stubbs Yorkshire and Humber Academic Health Science Network 

 Rod Barnes, Yorkshire Ambulance Service NHS Trust  

 Dr Sara Munro, Leeds and York Partnership NHS Foundation Trust  

 Cllr Sarah Ferriby, Bradford Metropolitan District Council  

 Sayma Mirza, Representative from the WY&H Race Equality Network  

 Cllr Shabir Pandor, Kirklees Council  

 Tim Ryley, NHS Leeds CCG  

 Tom Riordan, Leeds City Council 

 Cllr Viv Kendrick , Kirklees Council  

 Wallace Sampson, Harrogate Borough Council 
 

 
 

Item  Agenda Item 

12/21 Welcome  

 
 

The Chair welcomed members, deputies and attendees to the ninth meeting of the West 
Yorkshire and Harrogate (WY&H) Health and Care Partnership Board. He reminded 
members of the Partnership’s shared mission to join up our services and investment to 
meet the current and future needs of the people of WY&H. 
 

The Chair advised that the WY&H Partnership are keen to make sure that the voice of local 
people is heard at our meetings and advised that after the last WY&H Partnership Board 
meeting, the WY&H Partnership Team had held a very useful meeting with members of the 
public and Healthwatch colleagues about how the Partnership can improve its approach.  
As a result, he advised of the following changes: 
 

• from today’s meeting - members of the public would be able to ask questions directly to 
the WY&H Partnership Board via MS Teams should they wish to (though the option to 
submit a question for a member of the WY&H Partnership Team to read out was still 
available); and    

 

• to make sure the WY&H Partnership Board is focussing on the things that are important 
to local people, Healthwatch would be sharing key insights from their work every six 
months.  

 

The Chair explained that the meeting would be lived streamed on the Partnership website 
and recorded for future reference as part of the Partnerships’ commitment to transparency 
and accountability. 
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13/21 Questions and public deputations 

 

 

The Chair advised that as part of the Partnership Board’s commitment to transparency and 
accountability, we want to give people an opportunity to ask questions and make 
deputations/statements at our meetings about items on that day’s agenda.  
 

The Chair reminded members that at the first meeting of the WY&H Partnership Board on 4 
June 2019, we agreed to adopt the approach recommended by Healthwatch and have set 
this out on our website. Since June 2020 however, in response to the Covid-19 pandemic, all 
WY&H Partnership Board meetings had been held virtually and as such there had been 
some changes in how people can ask questions or make a comment. 
 

The Chair reiterated that from today - members of the public are able to ask their questions 
directly via MS Teams (should they wish to do so) or have their question(s) read out by a 
member of the WY&H Partnership Team. Members noted that as usual, members of the 
public were invited to telephone or email their questions to the Partnership Team by 5pm 
yesterday and where possible the WY&H Partnership Team would show all questions on the 
screen as they are being asked / read out. 
 

 Stephen Gregg advised that, as always, wherever possible, members of the WY&H 
Partnership Board would aim to provide a concise verbal answer to questions during the 
meeting.  If this is not possible, the WY&H Partnership Team would provide further 
information verbally or in writing after the meeting and post all questions and answers on 
our website. 
 

The full wording of each question asked and the response provided is enclosed at (Annex A). 
   

14/21 Declarations of Interest 

 

 

The Chair explained that the Partnership Board takes conflicts of interest seriously and that 
declarations of interest would be a standing item on all agendas.  
 

He highlighted that, as set out in the Partnership Board’s Terms of Reference, members and 
those in attendance must abide by all policies of the organisation that they represent in 
relation to interests. Members noted that the WY&H Partnership Team had prepared a 
composite register, bringing together, into one place, the declarations that members and 
attendees have submitted to their own organisation and that this had been published on the 
Partnership’s website. 
 

The Chair invited members and those in attendance to declare any interests relevant to the 
agenda as required. 
 

15/21 Minutes from the last meeting – 2 March 2021 and action log 

 

 

The Chair asked members of the Partnership Board to consider and agree the draft minutes 
of the last meeting on 2 March 2021.   
 

In respect of the “open” actions - members noted that an update on progress against the 
action plan following the Review into Tackling health inequalities for Black, Asian and 
minority ethnic communities and colleagues would be considered at today’s meeting at Item 
17/21. 
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Members noted the actions closed at or since the last meeting of the WY&H Partnership 
Board. 
 

16/21 Update from the WY&H Partnership CEO Lead 

 

 

The Chair invited Rob Webster to introduce the item. 
 

Rob advised that he would like to draw out four key themes from the paper as follows: 
 

Covid-19 
 

Rob reflected that since the last meeting of the WY&H Partnership Board, national 
restrictions have been easing in line with the government's four-step roadmap . The 
Government’s decision to move to the next step pf the roadmap is based on four tests: 
 

 the vaccine deployment programme continues successfully; 

 evidence shows vaccines are sufficiently effective in reducing hospitalisations and 
deaths in those vaccinated; 

 infection rates do not risk a surge in hospitalisations which would put unsustainable 
pressure on the NHS;  and 

 the assessment of the risks is not fundamentally changed by new Variants of 
Concern 

 

He highlighted that in WY&H – which has had three waves of COVID-19 already  and higher 
on average levels of prevalence of Covid-19: 

 

 the area has continued to have approx. double the prevalence rate than that of the 
national average (it is important to note that prevalence  is not one of the Government’s 
four tests); 

 there is lots of debate at the moment, around the impact of the variant first identified 
India, which could appear to be more transmissible and maybe more likely to evade 
vaccination if people only had one vaccine; 

 we are continuing to be vigilant in our testing and delivery of the vaccination 
programme; 

 for those communities in WY&H who have less confidence in the vaccine - we continue 
to promote the vaccine and explore different ways of engaging with communities – 
including pop-up clinics, vaccine buses and using trusted community leaders to help 
encourage uptake; and  

 whilst Covid-19 related deaths and the pressure on critical care capacity and on general and 
acute beds is reducing steadily – it would be important not to become complacent. 

 

Recovery and Restoration of Services 
 

Rob reflected that for five years the Partnership has been developing and delivering a plan 
which looks at how we can tackle health inequalities, reduce unwarranted variations in care 
and deliver the best value for money we can from the resources available – predicated on 
the understanding that most of the work we have to do is about multi-morbidity and the 
Covid-19 pandemic has exacerbated elements of that.  
 

Having spent decades working to eliminate long waits, for hospital treatments in particular, 
over the last 18 months we have seen waiting lists increase – including for people living in 



Item 27/21 

6 
 

Item  Agenda Item 

WY&H. A small number of people have now been waiting two years for treatment and over 
11,000 people have been waiting more than a year for treatment. There will 
understandably be significant interest in waiting times and as a system, we should be 
unapologetic about wanting to reduce the amount of time that people wait for treatment in 
WY&H and ensure we work with whoever we need to, to make sure that we can do that. 
 

We must keep both these things in view as we look at the recovery and restoration of 
services – this should not be an “either” / “or” situation. 
 

Planning 
 

Rob commented that whilst we do have clarity on a number of key things - there are still a 
number of things where further clarity is required. For example – we know how much 
money the NHS has for the next 6 months, but not for the second half of the financial year 
2021/22. Similarly, the government's plans for Social Care Reform haven't yet been 
revealed. As such the planning process is underway for the short term (as would be 
considered at Item 22/21), but a further discussion will be required about planning for the 
medium term later in the year. 
 

White Paper  
 

Rob highlighted that: 
 

 the white paper, in many ways is catching up with our reality; 

 we work together at system level, and make choices and decisions that impact and 
improve services across WY&H; 

 we have strong places and good provider collaboratives; 

 we have really strong public voice in all the decisions that we take and we bring in the 
voice of our black, Asian and minority ethnic staff to all the decision making forums that 
we have; and 

 whilst as a Partnership we are in a good place, there is still a lot of work to do to create a 
statutory body by 1 April 2022 and to support our staff  to have confidence to continue 
their work on our Partnership’s shared agenda. 

 

The Chair thanked Rob for the update. 
 

17/21 
Tackling health inequalities for Black, Asian and minority ethnic communities and 
colleagues  

 

 

The Chair welcomed Fatima Khan-Shah and Alison Lowe to the meeting and invited them to 
introduce this item. 
 

Members noted that the purpose of this paper was to update members on the progress 
made on the delivery of the Tackling Health Inequalities for Black, Asian and Minority Ethnic 
Communities and Colleagues action plan.   
 

Fatima reminded members that the review panel had co-produced four areas of focus and 
highlighted the key progress and achievements as detailed in the paper, since the last 
update in respect of these four areas:  
 

a)   improving safe access to work for ethnic minorities in WY&H;  

b)   ensuring the Partnership’s leadership is reflective of communities;  

https://www.wyhpartnership.co.uk/application/files/7116/0284/2929/bame-review-report.pdf
https://www.wyhpartnership.co.uk/application/files/7116/0284/2929/bame-review-report.pdf
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c)   population planning (using information to make sure that services meet different 
groups’ needs); and  

d)   reducing inequalities in mental health outcomes by ethnicity.  
 

Alison, as Chair of the Review’s Voluntary, Community and Social Enterprise (VCSE) Voices 
Panel, shared a summary of the Review’s VCSE Voices Panel feedback: 
 

 the Panel were pleased to see the progress to date, but felt that it wasn't yet built into 
the “heart of the systems” within the WY&H Partnership; 

 the Panel were concerned that the data collection was not yet standardised and that 
data is not consistently reported; 

 the Panel would like to see all health partners coming together to agree a dataset – this 
that would be useful in creating a baseline, to enable improvement to be measured;  

 the Panel welcomed the “green shoots” of good practice and smaller commissioning that 
was going on in relation to the NHS Charities Together Funding but were keen to 
understand how efficacious that would be in relation to sustainability for those 
organisations that were successful – the Panel would like to see some evaluation of this 
and also in relation to the WY&H green social prescribing funding; 

 the Panel are keen to understand what impact the various funding granted to VCSE 
organisations is having;  

 the Panel welcomed the work underway to develop the WY&H Anti-Racism Movement 
and are keen to explore how this could be embedded across the leadership of the 
Partnership, for example by inclusion of anti-racism practice in Job Descriptions for 
senior leader roles; and 

 during the review process there was a great acknowledgement that commissioning more 
services from the VCSE sector would be part of the solution in addressing health 
inequalities and the Panel would like to understand what progress was being made on 
commissioning a sustainable VCSE Sector. 

 

The following comments were raised during the discussion: 
 

 there is an excellent opportunity through the creation of the Integrated Care System 
(ICS) as a statutory body to ensure the inclusion of anti-racism practice in Job 
Descriptions for senior leader roles within the ICS;  

 linked to Item 16/21 (above), it would be vitally important to ensure that any work 
undertaken in WY&H to address the increasing waiting lists should be approached 
through the lens of addressing health inequalities, including for ethnic minorities; and 

 the West Yorkshire Association of Acute Trusts is currently progressing work to 
understand and address the impact of inequalities (deprivation, ethnicity, learning 
disabilities) on patients; and on elective recovery and waiting times (including 
specialised services) - this includes ethnicity data and the Index of Multiple Deprivation. 
 

The WY&H Partnership Board: 
 

 formally noted the progress made on the review Action plan since the last meeting of 
the WY&H Partnership Board on 2 March 2021; and  

 approved the approach taken and support the ongoing work at both programme and 
place level. 
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18/21 West Yorkshire and Harrogate Health Inequalities Academy 

 

 

The Chair welcomed Dr Sohail Abbas and Sarah Smith to the meeting and invited them to 
introduce the paper. 
 

Sohail explained that the WY&H Health Inequalities Network, forms part of the WY&H 
Improving Population Health programme, established in September 2019. He advised that 
the Network aims to focus on reducing inequalities for priority population groups where we 
know differences in health outcomes are most stark including; people living in the most 
deprived decile; ethnic minority population groups and people living with mental health 
conditions, learning disabilities and autism. In addition to health inclusion groups such as 
rough sleepers, young carers, vulnerable migrants and gypsy and traveller populations.  
Members noted that during the Covid-19 pandemic, Network expanded its remit to include 
populations disproportionately affected by Covid-19, including Black, Asian and Minority 
Ethnic Communities and Staff. 
 

Sohail explained that whilst the WY&H Health Inequalities Network recognises that the 
heart of the action required to address health inequalities is in local neighbourhoods and 
communities, we do however have a collective role to develop the understanding and skills 
we need to reduce inequalities at a population, as articulated in the Five Year Plan for our 
Partnership. The Network aims to support this need across the system through increasing 
capability, capacity, intelligence and insight, to empower staff and communities to take 
action required to improve equity. 
 

Member noted that the WY&H Health Inequalities Academy (launched in February 2021) 
was developed to increase system capability to address inequalities. To help people 
understand the role they can play as individuals and organisations and how this contributes 
towards the wider population level outcomes. It aims to equip all staff with an 
understanding of the individual and collective action we can take to create a more equitable 
health and care system.  
 

Sarah highlighted the capacity within the WY&H Health Inequalities Network and some of the 
insight and intelligence work to date. 
 

Members noted that the WY&H Health Inequalities Academy had a virtual launch event 
between 3 – 5 February 2021 with over 80 speakers and 470 delegates from across the 
WY&H. Sarah highlighted the key areas of focus and activities of the Academy including: 
Communities of Practice; Website; Training for Senior Leaders; and Webinars.  
 

Sarah explained that the first Community of Practice for the Academy in May 2021 was in 
relation to Vulnerable Migrants and that it was here that the proposal for WY&H to become 
the first ICS of Sanctuary in England with a fundamental commitment to safeguard the 
rights of migrants and asylums seekers and to make our health and care services available, 
accessible and welcoming was born. 
 

Sarah explained that the team had been working with Health Education England to develop 
an offer of 30 places for Health Equity Fellowships, open to all employees across the WY&H 
Health and Care Partnership. Members noted that the fellows would be expected to 
dedicate one day a week of their time to attend health equity training and work on a health 
equity project. The projects could be delivered in the applicant’s usual place of work or it 
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could contribute to wider integrated care partnership or integrated care system 
approaches.  
 

The following comments were raised during the discussion: 
 

 in a few years’ time we will look back on the development of the Academy as one of 
the major regional/national breakthroughs -getting a shared understanding of what we 
mean byhealth inequalities, regardless of where you work, and what you do, will be a 
major step forward for local people and those involved in care; 

 the launch event for the Academy was excellent and it was truly inspiring to hear about 
so much local innovation and passion to address health inequalities in WY&H – it would 
be great if this could become an annual event; 

 reflecting on the imminent challenge of the elective care recovery journey and the 
challenges we have faced during the Covid-19 pandemic – as with the Covid-19 
vaccination programme – our task is not to hit the target but miss the point – and we 
should use this work to chorale our focus on inequalities, and not just outputs and 
activity at scale, recognizing that there's a huge challenge ahead of us, and that the 
some of the ways in which we might move to the easy and quick solutions aren't 
necessarily going to be the right sustainable solutions; 

 the impetus to forget some of thing things achieved at pace that we didn’t think was 
possible  

the impetus to forget some of the things that we achieved pace that we never thought were 
probably possible and at the risk of forgetting those things. And I think there's an example 
would be for me and which I think we probably could make even stronger in the academy is 
around homelessness, and health and housing and health, and there's a reference to rough 
sleeping but I think it's bigger than that, it's about the connection of housing to people's 
health is absolutely fundamental particularly in West Yorkshire we have unfortunately 
hundreds of homes that are damp. People are living in insecure housing with lack of decent 
social housing, a sufficient scale with evictions, about to recomends as of yesterday, I just 
would say that that is a really powerful potential piece of work, and we have an opportunity 
here, I think, with the work you're doing Sarah to bring together the Combined Authority 
local authorities and NHS and the VCs, in terms of some of the ways that we were. There 
was no there was no wrong door for people living street based lives and we've done some 
work in called Burn, burn bridges, which we're launching next week about that so those 
living street based. The whole impact of housing on health so just to play that we make that 
really front and center, work on health inequalities, because I think there's actually stuff we 
can do, because we've learned, what we can do. When we were up against it and we 
mustn't forget that.  

 for those Large Scale Voluntary Transfer (LSVT);  arms-length management 
organisation (ALMOs) and Council run housing associations - similar to NHS elective 
waiting lists - it would be good to see whether there are any backlog associated issues 
by ethnicity and IMDs in housing such as repairs; and 

 health and housing is very much on the agenda of the WY&H Health Inequalities 
Network (with a current focus on fuel poverty) and the Network’s next scheduled  
“deep dive” session will focus on this topic. 

 

The WY&H Partnership Board: 
 

 formally noted the progress made on the WY&H Health Inequalities Academy; 



Item 27/21 

10 
 

Item  Agenda Item 

 approved the Health Equity Fellowship and agreed to support staff from across the 
partnership to apply to fellowship positions;    

 approved the development of a proposal for WY&H to become an ICS of Sanctuary; 
and 

 noted the opportunity for Health Inequalities System Leadership Training. 
 

19/21 Support for refuges and asylum seekers 

 

The Chair welcomed Anthea Kilminster a Psychotherapist from SOLACE to the meeting. 

Members noted that SOLACE provide mental health and wellbeing support for refugees and 
asylum seekers across Yorkshire and the Humber. The impact of Covid-19 has had a major 
impact on the lives of those they help and support, resulting in fear and raised anxiety 
levels, with people saying they felt scared by not having a full understanding of the 
situation. Members noted that SOLACE was one of several organisations who received a 
grant through the WY&H Partnership’s health inequalities funding. 
 

Anthea highlighted some of the work that has been expedited in Kirklees since October 
2020 as a result of the grant funding received, including: 
 

 development of referral networks; 

 extension of capacity and provision – for 1:1 sessions and group interventions meaning 
that more clients now have techniques to manage emotional distress; 

 single males, identified by research as the most isolated group, are now receiving group 
therapy to redress social isolation; 

 emotional health awareness training delivered to volunteers and professionals; and 

 research to further understand the barriers and misunderstandings that prevent these 
groups seeking emotional help. 

 

The following comments were raised during the discussion: 

 there are many asylum seekers and refugees in WY&H that are temporarily housed in 
hotels for long periods of time before appropriate housing is arranged  – it would be 
interesting to understand what impacts of such accommodation arrangements have on 
those individuals and how we could use this information to lobby the Home Office to 
improve the current system and arrangements – this is something that the WY&H Health 
Inequalities Network and Academy could take a lead on for the Partnership; 

 there are regular updates on the Refugee Council's concerns on how the pandemic has 
impacted refugees and asylum seekers, which includes some info on housing available 
here: Changes to Asylum & Resettlement policy and practice in response to Covid-19 - 
Refugee Council; 

 the way we support refugees and asylum seekers is becoming ever more complex and it 
is difficult to continue to describe as one group; 

 we are also going to receive those resettled through new schemes from Hong Kong and 
Afghanistan over coming weeks and those in hotels are still high in number despite 
efforts to address; and 

 this links to the work on housing as those who are required to move on will now face an 
increasing risk of homelessness as negative cessations on asylum decisions will start 
again soon – the Improving Population Health focus will be key over next few months.  

 

https://refugeecouncil.org.uk/latest/news/changes-to-home-office-asylum-resettlement-policy-and-practice-in-response-to-covid-19/
https://refugeecouncil.org.uk/latest/news/changes-to-home-office-asylum-resettlement-policy-and-practice-in-response-to-covid-19/
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20/21 Our response to the White Paper – Update and Next Steps 

 

 

The Chair invited Ian Holmes to introduce this item. 
 

Ian explained that the purpose of the paper was to provide an overview of the work that 
the WY&H Partnership has been taking forward to develop its working arrangements in 
response to the Government White Paper since the last meeting of the WY&H Partnership 
Board in March 2021. 
 

Members noted that national work continues in the Department of Health and Social Care 
and NHS England / NHS Improvement to develop policy and guidance to deliver the changes 
set out in the White Paper. The Queens speech on 11 May 2021 confirmed the 
government’s intention to bring in new health legislation which will be laid before 
parliament this year. 
 

Ian highlighted that he national team have taken an inclusive approach to developing 
national policy and guidance in relation to these changes and the WY&H Partnership’s 
leadership is well connected into this work and helping to shape national thinking.  
 

Members noted that the planning guidance, issued at the end of March 2021 set out further 
information on some of the timescales for this financial year as we move towards the new 
statutory arrangements from 1 April 2022 which is set out at paragraph 6 of the paper. 
 

Ian explained that since the WY&H Partnership Board discussion on 1 March 2021, the 
WY&H Partnership Team has mobilised the programmes of work to deliver the move to 
these new arrangements and put in place the leadership arrangements to oversee their 
delivery. Specifically WY&H Future Design and Transition Group, supported by a Chairs and 
Leaders Reference Group have been established which  include representative leaders from 
each sector and place that make up the Partnership.  
 

Ian reminded members that in the paper considered at the WY&H Partnership Board in 
March 2021 the work was framed around six initial priority areas as follows:  
 

 the ICS future operating model;  

 Integrated Care Partnership (ICP) development; 

 the future financial architecture;  

 clinical and professional leadership;   

 the workforce / people function; and  

 future commissioning / population health planning arrangements.  
 

He explained that since then, the ‘human resources transition’ work from has been 
separated from the wider workforce function, and a further two new work streams have 
been established  follows:  
 

 citizen engagement and co-production; and  

 transitioning from the existing statutory organisations to the new statutory ICS.  
 

Ian explained that the paper provided further information on each of the, now, nine 
workstreams and highlighted the following: 
 

 the diagram at paragraph 12 of the paper which provides a visual representation of the 
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ICS future operating model –i.e. partnership model of working based on subsidiarity, 
distributed leadership and mutual accountability rather than hierarchy and performance 
management; 

 as a next step we are working to populate how the detailed functions of the networked 
model will be delivered, against the portfolios described at paragraph 13; 

 the 6th iteration of the WY&H ICP development framework which sets out what the 
effective components of these arrangements should be (enclosed at Annex A); 

 the work to develop the Clinical and Professional Portfolio – including the clinical 
leadership principles (enclosed at Annex B); and 

 the work underway on citizen engagement and co-production (described at paragraphs 
28 and 29). 

 

The following comments were raised during the discussion: 
 

 a number of  Councillors and Scrutiny Officers from WY&H have attended the focus 
groups / discussions as part of the independent review into the way the WY&H 
Partnership does public involvement and the findings from the review will be shared 
with the WY&H Future Design and Transition Chairs and Leaders Reference Group in July 
2021; and 

 whilst the diagram at paragraph 12 (describing our ICS Operating Model) is clear about 
statutory accountability to NHS England / NHS Improvement – it does not reflect the 
accountability the Partnership has to general public and its primary objective of ensuring 
that the health and wellbeing of people in WY&H is properly considered and as such this 
could be strengthened. 
 

The WY&H Partnership Board was noted the progress made and proposed next steps. 
 

ACTION 
20/21-1 

The findings from the Independent review into the way the WY&H Partnership does 
public involvement will be shared with the WY&H Future Design and Transition Chairs and 
Leaders Reference Group in July 2021. 

21/21 Our response to the White Paper:  Developing our governance arrangements  

 

 

The Chair invited Ian Holmes and Stephen Gregg to introduce the paper which seeks the 
views of the WY&H Partnership Board on the work that is underway to develop our 
governance arrangements in response to the Government White Paper: ‘Integration and 
Innovation: Working together to improve integration and innovation for all’. 
 

Ian explained that a Governance Working Group has been established ,Chaired by Tim 
Ryley, Accountable Officer for NHS Leeds CCG and has broad representation from across our 
places, providers and sectors including NHS commissioners and providers, local authorities, 
Healthwatch and our Race Equality Network 
 

Ian explained that the work is starting from the basis that our existing arrangements and 
ways of working are fundamentally sound, and that our Memorandum of Understanding 
provides a good basis for developing our new arrangements and the ICS constitution in 
which we will codify them. He explained that changes proposed in the White Paper 
represent evolution not revolution for our Partnership. This evolution will necessarily be an 
iterative process as the legislative process runs its course and policy and guidance is issued. 
There is a risk that that the establishment in statute of the ICS will undermine our culture of 
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collaborative working, relationships and behaviours. We are managing this risk by taking an 
inclusive approach to developing our arrangements. 
 

Stephen advised that the White Paper reflects much of how we work in WY&H. It proposes 
ways of working that align with the primacy of place, our principles of subsidiarity and our 
commitment to work collaboratively through robust partnership governance arrangements. 
The proposed legislation presents an opportunity to streamline and further strengthen our 
arrangements, but there is a risk that the establishment of a statutory ICS and formal 
accountability arrangements will undermine our culture of collaborative working, 
relationships and behaviours. 
 

Stephen explained that the Partnership’s founding five principles remain, but to underpin 

these, some design principles for developing our future governance arrangements had been 
agreed by the WY&H Future Design and Transition Group and the Chairs and Leaders 
Reference Group (described at paragraph 9). 
 

Stephen highlighted some of the key governance issues, including: subsidiarity and 
delegation; accountability and assurance; transparency and probity; involving stakeholders; 
values and behaviours; place governance structures; and flexibility. 
 

Stephen described the approach taken to date and the proposed next steps. 
 

The following comments were raised during the discussion: 
 

 the national debate is encouraging in respect of retaining the proposed flexibility – but 
we must keep an eye on the detail of the legislation and any guidance published over the 
next few weeks; 

 it would be helpful to have a more frequent and consistent reference to “outcomes” in 
the documentation  – i.e. how do these set of documents enable us to work in a way 
that allows us to achieve the 10 big ambitions that we've previously agreed and the 
outcomes that we know are really important; 

 the next phase of the work will explore examples of thing that have worked well / are  
already successful in WY&H and use those to test how we can make things more 
streamlined and make collaborative decision making even better; and 

 the relationships, culture and values within the ICS are the fundamental components 
things that will make the ICS successful rather than the governance. 

 

The WY&H Partnership Board requested a further update to the WY&H Partnership Board 
at the 7 September 2021 meeting. 

 

ACTION 

21/21-1 

A further update on the development of the WY&H Integrated Care System governance 
arrangements to be presented to the WY&H Partnership Board at its 7 September 2021 
meeting. 

22/21 Operational Planning 21/22 

 

 

The Chair invited Anthony Kealy to introduce the paper. 
 

Anthony explained that the purpose of the item (paper and presentation) was to update the 
WY&H Partnership Board on the development of operational plans which will ensure that 
we achieve our shared priorities for 2021/22, including stabilising and resetting health and 
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care services and making progress on our 10 Big Ambitions.  
 

Anthony reminded members that at its meeting on 2 March 2021, the WY&H Partnership 
Board had received a paper on the Partnership’s high-level approach to agreeing planning 
priorities for this process of stabilisation and reset for 2021/22. He advised that since that 
meeting, colleagues across WY&H Partnership had been working to develop those plans, 
which are now nearing completion. 
 

Anthony reminded members of the agreements reached in respect of the planning process 
at the WY&H Partnership Board on 2 March 2021 and shared the NHS Planning Priorities for 
2021/22 and timetable for submission. 
 

Anthony reiterated that ‘Place’ is the primary unit of planning in WY&H with providers, 
commissioners, and local authority partners are developing a shared narrative about the 
transformation of local services and a common set of assumptions about service changes, 
the levels of activity required, and a place level financial plan 
 

In respect of workforce planning, Anthony highlighted: 
 

Substantive Vacancies  
• Across West Yorkshire 4.2% of established posts in Acute, Community and Ambulance 

Trusts were not filled with substantive staff as at 31 March (2,127 wte). (Most of this gap 
was covered by bank and agency staff) 

• The largest number of established posts not filled with substantive staff were Registered 
Nursing Midwifery and Health Visiting posts at 9.3% (1,221 wte). 
 

Bank & Agency  
• At 31 March 4.2% of the workforce were Bank staff (2,189 wte) and 2.0% of the 

workforce were Agency staff (1,049 wte) 
• The planned changes in these rates is to 3.6% of the workforce to be Bank staff and 2.1% 

of the workforce to be Agency staff by the end of September 2021.  
 

Planned Growth  
• Across West Yorkshire there is planned growth in substantive Staff in Post in Acute, 

Community and Ambulance Trusts of 2.3% between March 2021 and the end of 
September 2021 (1,105 wte), including  
• 4.5% growth in Qualified Ambulance Service Staff (76 wte); over the whole year 
• 6.4% growth in Other scientific, therapeutic and technical staff (84 wte);  
• 6.9% growth in Career/Staff grade medical & dental staff (30 wte) 

 

Primary Care  
• Across West Yorkshire there is planned growth in Primary Care staff of 5.9% between 

March 2021 and March 2022 (353 wte)  
• The vast majority are Direct Patient Care staff funded through the Additional Roles 

Reimbursement Scheme (ARRS) (300 wte); recruitment plans for ARRS roles are 
generally considered to be realistic and achievable. 

 

Jonathan Webb highlighted that the NHS financial settlement was currently only known for 
the first half for 21/22 and highlighted the following in respect of the finance plans for April 
– Sept 2021: 
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 the financial planning has been guided / governed by WY&H 2021/22 Financial 
Framework; 

 “Break-even” plans at system, place and organisational level were submitted in May 
2021; 

 all plans met the Mental Health Investment Standard requirements; 

 efficiency requirements of £57m across CCGs and providers (2.5% of system allocation) 
are required; 

 our financial plans include assumptions in respect of the Elective Recovery Fund of 
income between £15m and £30m; 

 capital plans submitted were within system envelope for 2021/22; and  

 there is an agreed approach to risk management across WY&H. 
 

In respect of elective care planning, Anthony highlighted: 
 

 due to the high levels of Covid-19 activity through the third wave West Yorkshire is 
starting recovery from a comparatively low level of elective activity (compared to some 
of our neighbouring systems); 

 elective activity is expected to be close to 2019/20 levels by September 2021 

 we benefit from strong working relationships with independent sector providers across 
WY&H; and  

 a WY&H Elective Co-ordination Group has been established and is focusing on 
opportunities for collaboration to support patients needing treatment within 28 days 
(P2s) / long waiting patients. 
 

Anthony explained that a WY&H Elective Recovery Plan had been developed which has a 
number of elements including: 
 

1) good effective  communication with people who are on the waiting list; 
2) implementing shared referral, advice and guidance  model and  ensuring the activity 

and outcomes are captured; 
3) every trust knows and is working on its pressures and, where needed, will engage 

mutual aid  from the WYAAT partners; 
4) programme of  tactical work across WY&H, focused on high volume activity, linked to 

the Getting It Right First Time (GIRFT) programme;  
5) ensuring delivery of required independent sector activity to maximum levels; 
6) continue to work on planned cycle of other system wide transformation pieces; and    
7) focus on achieving best practice flow out of each hospital and maintaining it. 
 

Anthony highlighted that the key foundations for the Elective Recovery Plan are: 
 

1) Members noted that the Achieving consistent data 
2) Focus on staff wellbeing and recovery 
3) Focus on health inequalities 
4) Developing the capacity for change 
 

Members noted that the current WY&H position in respect of the national Elective Care 
Recovery Fund targets. 
 

Members noted the next steps as follows: 
 

• final review of place planning submissions to resolve data issues and check ambition; 
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• finalise ICS narrative plan; 
• submit ICS plans to NHSE/I on 3 June 2021; 
• focus on delivery and implementation; and 
• start to prepare for plans covering the second half of 2021/22. 

 

The following comments were raised during the discussion: 
 

 our current plans are rightly ambitious and very challenging but we also need to be 
pragmatic and realistic about what is achievable – particularly in respect of an exhausted 
workforce after months and months of relentless pressure from Covid-19, ongoing social 
distancing rules and current discharge issues; 

 we must remember that our waiting lists are not just numbers, they are people who are 
in need; 

 the efficiency requirement of £57million will require some curtailing of our plans; 

 there is a push from central government to the health system to recognise that, as we 
emerge from Covid-19, public finances are going to start to get quite tight; 

 this is a precursor to getting into a “new normal” – i.e. the normal expectation is that the 
NHS makes productivity gains year on year is starting to be reintroduced within a 
national framework; 

 reflecting on the “key foundations” of the WY&H Elective Recovery Plan - in the pre-
pandemic performance, a "focus on health inequalities" was not applied in the way it 
will be now – therefore we must make sure that our commitment to raise our game 
does not exacerbate health inequalities given what we now know;   

 again, we need to ensure that we don’t hit the target, but miss the point;  

 nationally, in social care, approx. 17% of staff are agency staff and is often seen as a 
lifestyle choice / preferred way of working; 

 we have learned, during the Covid-19 pandemic that by being good and flexible 
employers – people will join and stay; 

 we do have extra steps in place to ensure there is good continuity and communication 
with agency staff as this is important in keeping services safe; 

 there is an opportunity to develop people for these roles / vacancies from our deprived 
neighbourhoods; and 

 the WY&H People Plan will be considered at a WY&H Partnership Board meeting later in 
2021 an we should ensure that we are both ambitious for the people we serve and our 
staff when considering this. 

 

The WY&H Partnership Board noted the progress made to date with the development of 
integrated, place and ICS-level plans to achieve our shared priorities for 2021/22. 
 

23/21 AOB and Close 

 

  

There was no further business. 
 

The Chair thanked all members and attendees for their participation. 
 

Date of 
next 

meeting: 
Tuesday 7 September 2021 
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WY&H Health and Care Partnership Board – Action Log 

Action Log No Agenda Item Action By Who Deadline Status 

OPEN ACTIONS 

21/21-1 

(1 June 2021) 

Our response to the White 
Paper:  Developing our 
governance arrangements 

A further update on the development of the 
WY&H Integrated Care System governance 
arrangements to be presented to the WY&H 
Partnership Board at its 7 September 2021 
meeting. 

WY&H 
Partnership 

Team 

7 Sept 2021 

IN PROGRESS 
(Due for consideration 

at Item 33/21 on 7 
September 2021) 

40/20-1 

(1 Dec 2020) 

Tackling health inequalities for 
Black, Asian and minority ethnic 
communities and colleagues 
Review 

Progress against the action plan should be a 
standing item on the WY&H Partnership Board 
meeting agendas for future meetings. 

WY&H 

Partnership 

Team 

Ongoing 

IN PROGRESS / 
ONGOING 

(Due for consideration 
at Item 31/21 on 7 
September 2021) 

Actions closed at or since the last meeting 

20/21-1 

(1 June 2021) 
Our response to the White Paper 
– Update and Next Steps 

The findings from the Independent review into 
the way the WY&H Partnership does public 
involvement will be shared with the WY&H 
Future Design and Transition Chairs and Leaders 
Reference Group in July 2021. 

WY&H Core 
Team 

End of July 

2021 

CLOSED 

(Considered by the 
Chairs and Leaders 

Group at their meeting 
on 30 July 2021) 
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 WY&H Health and Care Partnership Board Meeting – 1 June 2021 

Response to questions from members of the public 

 

 
Question 1 

UK statistics suggest that 50% of those admitted to hospital with covid-19 have troublesome 

symptoms three months later, with underlying respiratory, cardiac, renal, endocrine and 

immunological pathology. The Office for National Statistics estimates that 1.1 million people 

are living with long covid in the UK. Nationally it appears that despite government pledges, 

long covid clinics are often unavailable, lack specialist medical supervision or specialist 

multidisciplinary teams and have long waiting lists. It is welcome that a specialist service is 

being set up in Leeds for children, however, as a group they are far less affected than adults. 

What is the estimated number of patients in West Yorkshire suffering from long covid? What 

steps are being taken to ensure that cases are systematically recorded in primary care 

computerised medical records so that need is accurately documented? How much funding 

has been made available from government for clinics in West Yorkshire to manage patients 

with long covid? What is the current situation with respect to location of functioning clinics, 

numbers and composition of staffing, and waiting times for referrals? 

Question 1 response 

The Partnership recognises the important issues relating to Long COVID that the question 

raises.  Nationally, around 1 in 7 people with COVID are still experiencing symptoms after 

12 weeks and this currently adds up to 600,000 people. 

To support long COVID assessment, we have received about £1m from NHS England.  This 

is primarily being distributed to our places, together with the Leeds Hub for children 

across West Yorkshire and Harrogate.  We expect further funding to be made available for 

long COVID treatment and rehabilitation, although we have not received confirmation of 

the funding this point.  

We are continuing to work as a WY&H system and across our places to better understand 

the needs of people with long COVID and provide the appropriate assessment, treatment 

and rehabilitation services.  In the period 5th April -5th July 2021, it is estimated that 655 

referrals were made to post-COVID-19 assessment clinics in West Yorkshire.  The ICS does 

not hold information on the number of long COVIC patients being treated in primary care. 

A number of steps have been taken to support systematic recording in primary care.  

These steps include webinars for primary care staff, training on the coding of patients and 

support for case-finding.  CCGs are also overseeing the implementation of a National 

Direct Enhanced Service for Long Covid in General Practice which aims to improve 

detection, recording and referral of Long Covid Patients. These steps are designed to 

ensure that all patients can access the appropriate support in line with NICE guidelines on 
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managing the long-term effects of COVID-19 .  In West Yorkshire, clinics are provided in 

each of our places as follows: 

Bradford and Airedale – Bradford Teaching Hospitals NHS Trust 

Calderdale – Calderdale and Huddersfield NHS Foundation Trust 

Kirklees – Locala Health and Wellbeing 

Leeds – Leeds Teaching Hospitals NHS Trust 

Wakefield – The Mid Yorkshire Hospitals NHS Trust 

Clinics are operated by multidisciplinary teams which typically include respiratory medical 

staff and specialist nurses, physiotherapists, occupational therapists, dieticians and 

psychologists. 

The ICS does not hold comprehensive data on waiting times for an initial clinical 

assessment in West Yorkshire.  At 5th July 2021, estimated waiting times were as follows: 

Approx. 60% of patients were waiting less than 42 days, with 40% waiting 0-6 days 

Approx. 40% of patients were waiting more than 42 days, with 13% waiting 98+ days 

 

Question 2 

For legitimate reasons, the public are concerned about the increasing influence of the private 

sector in the NHS, the Centre for Health in the Public Interest estimating that 18% of total 

funding now finds its way to private companies. The chair of the ICS Governance Working 

Group has told us that it is unlikely that private providers would accept seats on the board of 

the ICS given the risk sharing that this would involve. However, over the last year the 

government preference has clearly been to bypass NHS and Public Health structures in 

favour of massive contracts with the private sector, at huge cost to the taxpayer. The Bath 

and Somerset Partnership Board already has Virgin Care as a member, and has welcomed 

the recent NHS white paper. Can the Partnership Board reassure the public of West Yorkshire 

that private providers will not be included in the membership of the ICS boards due to the 

major conflicts of interest this would entail? 

Question 2 response 

The Partnership does not currently envisage that private providers will be included in the 

membership of ICS Boards, although we will clearly have to ensure that our arrangements 

meet the requirements of the legislation and statutory guidance, once published. 

The Partnership anticipates that public sector and voluntary, community and social 

enterprise providers will continue to provide the vast majority of services across our area.  

We will continue to ensure that conflicts of interests that arise in relation to any type of 

provider are managed robustly and transparently. 
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Question 3 

Provider collaboration: 

The proposed legislation introduces a duty for providers to collaborate to deliver the 'triple 

aim' of better health and wellbeing, better care and sustainable use of NHS resources.  There 

are already good examples of collaboratives, where acute trusts or mental health service 

providers come together within their own sector.  Whilst this is important for developing and 

delivering more efficient & effective services by sharing good practice and reducing 

variation, there is a risk that this perpetuates silo working if this horizontal collaboration 

remains the main focus. At place level the biggest opportunity to make a positive impact will 

be as a result of vertical collaboration across sectors, bringing together a range of different 

service providers and stakeholders. How will the ICS ensure that all providers are held to 

account for collaborating at place level to deliver optimal services and pathways that are 

truly integrated from a patient perspective? 

Question 3 response 

The Partnership strongly agrees that the collaboration of providers at both system and 

place level is critical. The Integrated Care Partnerships (ICPs) in each of our places are 

partnership of all local health and care stakeholders and providers including the voluntary, 

community and social enterprise sector.  There are already good examples of this, for 

example the Mental Health Alliance in Wakefield. 

A key part of our Integrated Care Partnership (ICP) development work, is to support places 

to take on the delegation and accountability for integrated care system functions at a local 

level so they can effectively join up care and reduce health inequalities.  The ICP 

development framework  sets out ‘what good looks like’ in relation to provider 

collaboration and how providers work together to support the delivery of more integrated 

care. 

Question 4 

Role of NED/Lay Members: 

CCG Lay Members have played an important dual role in CCGs over many years: 

         As non-executive directors (NEDs) they provide independent leadership, advice, 

expertise and constructive challenge; and 

         As patient representatives they ensure the interests of patients are at the heart of 

discussion & decisions at all times, with a commitment to improving outcomes, tackling 

health inequalities & delivering the best value for money for the taxpayer. 

The proposed legislation provides flexibility for ICSs to develop their own accountability 

arrangements to suit local circumstances. What arrangements are being considered by the 

ICS for independent NED and patient voice representation for: 
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 The ICS Board 

 The ICS Health & Care Partnership 

 Place level Integrated Care Partnerships 

Question 4 response 

The Partnership agrees strongly that Non-Executive Directors, Lay and co-opted members 

play an important role dual role in providing independent challenge and in ensuring that 

citizen voice is heard.  Independent members play an important role in our current 

system-level arrangements such as the Partnership Board and the Joint Committee of 

CCGs and we see them playing an equally important role in our new arrangements.  

CCG Lay members have played an important role in CCGs and we are committed to 

ensuring effective independent challenge in our new place arrangements. We are setting 

out ‘what good looks like’ in our ICP development framework and the arrangements will 

be enshrined in our ICS constitution. 

We are committed to ensuring that there is strong citizen voice that represents the 

diversity of our communities. We have commissioned an independent review of our 

public involvement arrangements and will be using the recommendations from this to 

develop and improve further. 

 

Question 5 

Re: Tackling Health inequalities progress report/Operational planning 2021/22 report 

What does the ICS Board think are the most urgent steps that need to be taken now to 

reduce the continuing disproportionate impact of C19 on low income and BAME 

neighbourhoods and individuals? 

Question 5 response 

One of the main priorities in reducing the impact of COVID 19 on low income and BAME 

neighbourhoods and individuals is to improve vaccination uptake for these groups. The 

paper on Black, Asian and minority ethnic update talks about the continuation of the 

WY&H Health Inequalities COVID-19 Vaccination Group to ensure that targeted 

approaches to reducing inequalities continue to influence vaccine rollout, including 

example of targeted work by voluntary and community sector organisations with the 

Gypsy and traveller community. The primary care networks across our places are working 

really hard to improve the vaccination uptake with initiatives such as vaccinations in faith 

centres and mosques, drop-in clinics, working with VCS partners and women only sessions 

with good success. 
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Question 6 

Why does the Tackling Health Inequalities Progress Report omit any discussion of the very 

serious health inequalities impact of Covid 19, apart from a brief mention of vaccination? 

Particularly since the Operational Planning 2021/2 Report (para 18) points out “NHS services 

can only be re-introduced when test, trace and isolate capacity and infrastructure in place, 

especially for our most at-risk communities including those who are ethnic minorities, those 

who are the poorest, those with pre-existing conditions and those where the intersectionality 

issue plays out to maximise disadvantage.” And it will be critical to learn from what has 

happened and how to do better. 

Question 6 response 

Tackling health inequalities and improving population health is in the fabric of our 

Partnership and every programme has these ambitions built in to their priorities, work 

plan and approach. The agenda items on inequalities today are updates on two specific 

pieces of work and are not a comprehensive review of the ICS work on inequalities. 

Differences in social position and social status that are usually described together as socio-

economic inequalities play a huge role in unfair, unjust and avoidable differences in health 

outcomes between communities. The debate on these differences is a debate of what sort 

of society we want to be and discussions must happen in all forums including policy, ethics 

and politics. 

The ICS is fully committed to reducing inequalities in the 2.7 million people living in West 

Yorkshire and Harrogate, as evident in our ten big ambitions. The ICS acknowledges that 

no single organisation can do it alone and the real work in tackling inequalities must 

happen in places and communities hence a strong emphasis on community empowerment 

and partnership working along a social gradient. The ICS is adding value through 

facilitating the provision of insight and intelligence, increasing capacity and capability of 

the system in tackling inequalities.  Some of these initiatives are covered in today’s 

agenda item on the Health Inequalities Academy. 

Question 7 

What does the ICS Board now think of its response to my question at the ICS Board meeting 

on 30 March 2020:  Is tackling socio-economic health inequalities part of emergency 

preparedness plans for Covid19?  This was the ICS Board’s response: 

“The NHS in West Yorkshire and Harrogate, and Public Health England (PHE) are well 

prepared for outbreaks of new infectious diseases. The NHS has put in place measures to 

ensure the safety of all patients and NHS staff while also ensuring services are available to 

the public as normal. NHS 111 has an online coronavirus service that can tell people if they 

need medical help and advice on what to do. This information is being shared widely across 

all communication channels and public services, and beyond.” How does the ICS Board now 

rate that answer? 
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Response to question 7 

The Partnership’s response to your question of 3rd March 2020 reflected the national and 

WY&H understanding of COVID 19 at the time.  Since then, partners across our system 

have worked together collaboratively to tackle the disproportionate impact of COVID on 

our communities. 

Question 8 

Operational planning 2021/22 report (para 23) - How is the ICS going to implement this NHS 

Planning priority: “building on what we have learned during the pandemic to transform the 

delivery of services”? 

Particularly since - as the Doctors for the NHS Evidence to the Health and Social Care 

Committee of the House of Commons points out:   

“The White Paper makes many references to learning from the experiences of the pandemic, 

but a systematic and open review of the pandemic response has not yet taken place, so how 

can we be sure that the appropriate lessons have been learned.”  

Response to question 8 

The Partnership’s approach to planning is set out in detail in the report on today’s agenda. 

Partners have learned a huge amount from the pandemic in relation to access to and 

delivery of services and we are building this learning into our transformation plans. For 

example, in primary care, telephone appointments have increased threefold during the 

pandemic.  We will be seeking to ‘lock in’ changes such as these, making sure that they do 

not have a detrimental impact on health inequalities. 

In Bradford and Craven, a COVID Scientific Advisory Group has been established, linking 

health and care partners with the university.  This has provided an important new 

perspective on how we can improve population health and we will be seeking to build on 

this approach more widely across our system.  

Question 9 

Re: Response to White Paper: developing governance arrangements/ Response to White 

Paper- update and next steps 

This is a question in 3 parts, about: 

 The ICS NHS Body’s duty to compel providers to comply with the requirement for the 

system to deliver a balanced budget and meet the 3rd Triple Aim. 

 Whether/how the ICS would make sure there are appropriate clinical checks on these 

ICS financial duties. 

 How the ICS would provide accountability and transparency in its use of the opaque 

and de-regulated contracting methods of the Provider Selection Regime. 
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The White Paper 5.12 says the ICS NHS Body will have a new duty “to compel providers to 

have regard to the system financial objectives [set by NHS England] so both providers and 

ICS NHS Bodies are mutually invested in achieving financial control at system level.” This is 

reflected in Developing Governance arrangements para 4, place based arrangement:  “ICSs 

will decide how they align their allocation functions with place...There will be a duty placed 

on the ICS NHS Board to meet system financial objectives. ”  

Question 9a 

How is WYH ICS planning to carry out this duty of compulsion on place- based Integrated 

Care Partnerships? 

Response to question 9a 

It is important to be clear about what the White Paper states in terms of compulsion.  The 

White Paper suggests that NHS ICS bodies will have the duty to compel providers to ‘have 

regard to’ system financial objectives, so that both providers and NHS ICS bodies are 

mutually invested in achieving financial control at system level. 

The notion of ‘having regard to’ system financial performance and control already exists 

for us within our partnership.  Our agreed Memorandum of Understanding which all 

partners have signed up to is clear that we will work together to live within our means at 

organisational, place and system level.  We do this already across our NHS revenue 

allocations and capital allocations, and have done this successfully over the last two years. 

In terms of compulsion in relation to what happens in place and in organisations, the 

White Paper states that NHS providers will retain their current organisational financial 

statutory duties, and the ICS NHS body will not have the power to direct providers.  So, as 

now, we will work to our shared ambitions, supported by an agreed set of principles and 

behaviours.  How this is done will be set out in our governance arrangements, and item 21 

on today’s agenda sets out the approach being taken to the development of these 

arrangements.  Partnership Board members will be invited to comment further on this 

work at that point. 

 

Question 9b 

As well as that new duty, the ICS is also required to meet the third Triple Aim (initially 

defined as ““reducing the per capita cost of health care” by the American Institute for 

Healthcare Improvement that first came up with the “Triple Aim”.) The White Paper 6.18 

says “ICSs will ... need to ensure they have appropriate clinical advice when making decisions 

[about NHS Spend and performance].”  What system is the ICS putting in place to make sure 

that there are appropriate clinical checks on the ICS duty to compel providers to deliver ICS 

financial balance and meet the third Triple Aim duty, if these financial limitations would risk 

patient safety and/or access to treatment?  
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Response to question 9b 

Our Partnership is strongly committed to clinical and professional leadership and has 

agreed a set of principles to support this.  One of these principles is that strategic 

priorities and work plans will be developed collectively, with multi-professional clinical 

involvement. Clinical and professional leadership will be an integral part of planning, 

priority setting and decision making at both place and system level.   Clinicians will 

therefore play an important role in ensuring that there are effective and appropriate 

checks on key issues such as access to services and patient safety. 

Question 9c 

Developing governance arrangements, para 9. How is the ICS Board going to “ensure that 

our arrangements continue to align with the principles of good public sector governance, 

including accountability and transparency”, when the Provider Selection Regime’s 

deregulated contracting methods are fantastically opaque, seem designed to meet the 

interests of private and third sector providers not patients,  and risk the kind of corruption 

that has occurred with government Covid-19 related contracts awarded under emergency 

regulations? 

For example, the Provider Selection Regime proposal for “simplified” Any Qualified Provider 

lists for GP referrals to elective care proposes that the statutory Integrated Care System NHS 

Body Boards will be able to pre-select companies to put on the Any Qualified Providers list, 

without any procurement process. All the selectors will have to do is “demonstrate the 

providers meet the stated service conditions”. (7.7-7.9 NHS Provider Selection Regime 

Consultation document February 2021). These AQP companies can then register their 

services on the Electronic Referral System list. Is the ICS Board happy that patients have to be 

“demonstrably” damaged or failed before the ICS can take a company off the Electronic 

Referral System list? 

Response to question 9c 

The Partnership strongly supports accountability and transparency in public procurement. 

Our response to the consultation document on the provider selection regime argued that 

decision making processes must be public and there must be scrutiny of the 

arrangements.  

The consultation document sets out a range of measures for ensuring this, including 

publishing both contracting intentions and awards of contract and publishing a summary 

of contracts in the annual report.  The ICS will of course comply with all requirements set 

out in the legislation.  We may introduce additional measures if we feel that these are 

necessary to enhance accountability and transparency. 

 


