
NORTH YORKSHIRE HEALTH AND WELLBEING BOARD 

 

UPDATE ON THE PIONEER BIDS AND INTEGRATION PROGRAMME 

 

25 SEPTEMBER 2013 

 

1. Purpose of Report 

 

1.1 This report builds on previous reports and discussions on integration between 
health and social care and updates the North Yorkshire Health and Wellbeing 
Board (NYHWB) on developments since its last meeting, in particular with 
regard to: 

 
 the Integration Framework  
 the bids to be an ‘Integration Pioneer’ 
 the North Yorkshire response to the Integration Transformation Fund 
 the development of Integration Plans at local level based on the principles set 

out in the Pioneer bids and Integration Framework. 
 
2. Integration Framework 

 

2.1 The Integration Framework was developed between all CCGs in North 
Yorkshire, City of York Council and North Yorkshire County Council. This 
Framework has been approved by the Governing Bodies of CCGs and the 
Executives of the Councils as an overarching framework to support further 
work. 

 
2.2 The Health and Well Being Board is asked to endorse the Framework. 
 
3. Integration Pioneer 

 

3.1 North Yorkshire and York 

 
3.1.1 The last meeting of the HWB approved the submission of a bid to the DH to 

become an Integration Pioneer. It was agreed by NYHWB and COYHWB that 
a bid should be submitted. We have now heard that there were over 100 bids 
and that North Yorkshire/York was not successful. This is disappointing but 
not surprising given the complexity of our local system and the desire of DH to 
work with partners who can move at pace to demonstrate new models of 
service. The following is an excerpt from the feedback. 

  
3.1.2 This application demonstrated ambition in combining two very distinct areas 

with different characteristics. The Panel supported the intentions behind the 
application and applauded the bottom-up approach.  However, the capacity to 
deliver fully integrated systems across geographic as well as sector 
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boundaries was considered to be very challenging at the pace and scale 
necessary to be a national pioneer. 

 
3.1.3 We have been advised that there will be a national learning set and we will be 

able to learn from the Pioneers.  
  
3.1.4 The feedback also made it clear that we are expected to continue to make 

progress in planning and delivering better integrated care and flags the new 
Integration Transformation Fund to be shared between the NHS and local 
authorities. 

  
3.2 Bradford, Airedale and Craven  
 
3.2.1 The HWB also supported in principle the bid from Bradford Airedale and 

Craven. We have been advised that this bid has gone forward to the next 
stage of selection and a team were interviewed at DH on September 5th. It is 
expected that feedback will be given in October. NYCC is part of this bid and 
is contributing to the Transformation Integration Group (TIG) for Airedale and 
Craven. 

 
4. The Integration Transformation Fund (ITF) 
 
4.1 The Government has created a £3.8b pooled budget for 2015/16, intended to 

help move care out of hospital and into the community and improve working 
and integration between Health and Social Care. This consists of a 
combination of existing and new money. In 2014/15 the NHS Transfer money 
will continue and an additional £200m will be added to help LAs prepare for 
the implementation of the ITF and make early progress. The fund includes 
capital and revenue. It includes some of the transitional support needed by 
Local Authorities to implement the Care and Support Bill and new funding 
rules. A proportion of the resources will be performance related. 

 
4.2 Health and Well Being Boards will need to sign off proposals for the fund 

before submission to the Area Team of NHS England. Partners need to note 
and support the impact of local decisions on the local health system. 

 

4.3 DH guidance is specific about the need for plans for these funds to be agreed 
by March 2014. This is to include plans for how to spend the share of the 
£200m transfer to Councils in 14/15 to make progress and build momentum. 

 
4.4 CCGS and LAs have received differing advice from officials from DH and 

DCLG however the Integrated Commissioning Board understand that around 
£19m of the funds (NY) will be generated by CCGs being top sliced in 2015-
16 and that to enable this to happen we need to agree plans for reducing 
costs and spending as early as possible. CCGs acknowledged that they need 
to create enough headspace to transfer the money to the local authorities for 



reablement and carers breaks which they have thus far been unable to 
transfer. 

 
 4.5 The ICB agreed some key principles for these funds as follows: 
 

 We need to use the resources in the most cost effective way to address our 
collective financial challenges. 

 We need to ensure that essential social care services are protected as set out 
in the guidance. 

 We will work on a business plan approach with local Integration Boards 
developing business cases for investment or disinvestment for consideration 
by the ICB and HWB. 

 We need plans at a local (CCG level) that enable both the CCG and the 
Council to achieve the necessary level of savings. 

 The resources which NYCC is currently holding will only be allocated for 
investment against agreed plans and with a robust business case which 
shows how the whole system will benefit. 

 
4.6 We have agreed to develop Integration Transformation plans at local level 

between the CCG and Council (s) which set out how the local system will 
release resources for and savings. We also agreed to create a ‘Sixth Plan’ 
which will be a North Yorkshire Plan, setting out those services or pathways 
which should be delivered on a County Wide basis and identifying the key 
themes from the local plans.  

 
4.7 The plans will build on the emerging Operating Model for Social Care (NY) 

and on CCG Operating Plans.  
 
4.8 Plans will also identify any investment needed and the planned return on that 

investment and benefits to both parties. 
 
4.9 Discussions with City of York are scheduled and will identify how they wish to 

be involved. 
 
4.10 We agreed to share the 5 plans at an extraordinary ICB in early November in 

time to agree and draft the 6th plan and share with the HWB at its November 
meeting.  

 
4.11 This will give the HWB the opportunity to discuss the plans, obtain clarification 

and provide a steer before the final plans are developed as a report for 
approval in January 2014. 

 
 



5. Key areas for Integration 

 

5.1 The ICB discussed the priority areas where we felt that progress could be 
made in improving customer/patient experience and at the same time 
delivering savings and efficiencies across our systems. 

 
5.2 The ICB agreed the following broad areas to form the basis for Integration 

Plans: 
 

 County wide (CoY involvement to be clarified) Commissioning for Learning 
Disability, Complex Needs, Continuing Health Care and Transitions/Complex 
Children and Young People. 

 
 Locality Commissioning and delivery of integrated provision of 

reablement/intermediate care/out of hours/urgent care/ end of life services. 
 

 Locality Commissioning/Delivery of Multi-Disciplinary Team approaches and 
co-ordinated care for people with complex needs and long term conditions. 

 
5.3 The ICB also recognised that CCGs need to engage with NHS Trusts to set 

out the financial challenges ahead and involve them fully in planning new 
models of care to create integration not only between health and social care 
but primary and secondary care and between specialities and institutions.  

 
5.4 The ICB agreed that the managerial leaders of the CCGs and Councils need 

to continue to develop trust between themselves and agree key messages 
and values to share with staff. They will be holding a facilitated workshop at 
the October ICB meeting to develop this process. 
 

6. Recommendations for HWB 

 
6.1 The HWB is asked to: 
 

i)  Approve the attached Integration Framework. 
ii) Note the new guidance on the Integration Transformation Fund. 
iii) Support the areas identified for the basis for Integration Plans. 
iv) Note the timescales for the production of an Integration Plan. 

 
Helen Taylor   

Corporate Director – Health and Adult Services  

 

17 September 2013 

 



Report author: 

 

Sally Burton  

Assistant Director – Transformation and Integration 
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FRAMEWORK AGREEMENT TO PROMOTE THE INTEGRATION OF 
HEALTH AND CARE SERVICES IN NORTH YORKSHIRE AND THE CITY 

OF YORK 

 
 
1. Purpose 

 
This Agreement reflects the commitment of local government and NHS 
commissioners in North Yorkshire and the City of York to work together bring 
services together to significantly improve outcomes and eliminate the fragmentation 
of services across health, care and support for patients, service users and carers. 
(Parties to this Agreement are listed in Appendix 1). We will also work with 
neighbouring councils who share a CCG population with us (principally City of 
Bradford and East Riding of Yorkshire). 
 
We are jointly committed to developing a person-centred and integrated approach to 
health and social care for the population we serve so that, irrespective of the 
complexity of our organisations and boundaries, their needs come first. We propose 
to make the National Voices narrative - “I can plan my care with people who work 
together to understand me and my carer(s), allowing me control, and bringing 
together services to achieve the outcomes important to me” – central to delivering 
and commissioning care at all levels of our organisations. 
 
This Framework sets out a consistent approach to the key issues of governance, 
accountability, leadership and resources. 
 
Within this Framework, models for integration of commissioning and services will be 
developed, appropriate to the group, activities and locality. 
 
Parallel implementation plans will be developed at the appropriate level of 
commissioning activity (whether whole authority or CCG level), setting out intentions 
and timescales. 
 
This Agreement commits partners to work together on practical solutions to issues 
that create fragmentation and hinder progress in integrating services. Wherever 
possible a single model will be adopted. 
 
2. Governance 
 
This Framework will be/has been adopted jointly by North Yorkshire Health and 
Wellbeing Board and the City of York Health and Wellbeing Board to reflect their 
commitment to better coordinated health, care and support, centred on the individual 
and their carer(s). By working within this Framework, they expect to be better able to 
deliver the outcomes described in their own Joint Strategic Plans. 
 
The Integrated Commissioning Board will have responsibility from the two HWB 
Boards for turning this intent into reality through joint, aligned and individual 
commissioning plans and by endorsing practical solutions to key issues identified in 
this Framework. 
 
The three key Health and Wellbeing Boards of North Yorkshire, York and Bradford 
(because of links with Craven) are committed to supporting integration. 
 
 

Appendix 1 
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3. Why and where an integrated approach is needed 
 
This Framework supports the commitment of partners to the following: 

 Better outcomes, quality of care, reducing inequality and securing efficiencies 

 Empowerment of patients, users and carers 

 Working in a pro-active way with communities, recognising the different needs of 

communities across North Yorkshire and the City of York 

 Professional and political leadership to drive change and promote innovation 

 Consistency with partner councils sharing populations with CCGs in North 

Yorkshire. 

Both Health and Wellbeing Boards have identified the main priorities for integrated 
approaches in their Joint Strategies. 
 
These are personalised models of care for: 

 Frail older people  

 Dementia 

 Long term care (including access to urgent social care and mental health and 
physical health interface with long term conditions) 

 Mental health and dual diagnosis; learning disability 

 Child and adolescent mental health. 
Improving our arrangements for: 

 Continuing health care 

 Transition between children’s and adults services 

 Working with voluntary sector on prevention 

 Addressing health inequalities and poor outcomes. 
Developing new approaches for: 

 Getting the model of primary care right and its interface with hospitals and social 
care 

 Shifting activity and spend from hospital to community settings 

 Advice and information 

 Aligning personal health budgets with personal social care budgets and direct 
payments 

 
4.  Intended benefits 
 
This Framework is based on a shared philosophy and approach: if we can get it right 
for most vulnerable, we can get it right for everyone. It seeks to achieve benefits from 
the following activities: 
 
Productivity 

 Better use of resources – though may cost more in short term 

 Getting it right first time for the person should cut out waste, reduce duplication 

and swing door practices, repeats of services 

 Allows resources to be put at best points of pathway to avoid spend on expensive 

parts of the system (i.e. secondary care and care homes) 

 Reduce lengths of stay in hospital 

 Promotes trust of other professional judgments. 

Coordination and continuity of care 

 Ability to meet complex needs through coordination of services 

 Coordinated services can help integrate the carer and user as part of the team 

deciding care 
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 Highlights roles/responsibilities on carers/users in additional to professional care 

plan 

 In our person-centred approach people will have a share in shaping their solution 

and be empowered to share the task of health and well-being 

 Continuity of care 

 Receiving a service from an integrated team may mean I don’t have to have the 

stigma of receiving social care 

 Easier access: one stop, no wrong door 

 Pick up gaps and tensions in the system 

 Less diversion of efforts on process and procedures. 

Person-centred approach 

 Promotes personalisation 

 Enabling, not disabling: enabling patients to take control of their own care 

 Person-centred rather than organisational or professional silos 

 Enabling patients to take control of their own care 

 Allows more mature discussions about choices and expectations 

 Reduces duplication through multiple assessments – collecting information once 

 Can focus on assessment for outcomes rather than specific services 

 Reduces confusion, simpler, plain language. 

Safeguarding 

 Collaboration in developing effective safeguarding protocols and interventions. 

Prevention 

 Promotes prevention and planning in advance of a crisis 

 Stops passing the buck. 

Workforce 

 Workforce benefits – staff are empowered and motivated to find solutions for 

people 

 Key worker approaches. 

5. Existing arrangements to build on 
 
There is firmly established commitment to delivering integration across all 
organisations. There is some project management support already established 
across the region for implementation, and a range of section 75 agreements in place. 
 
A number of projects have already started to bloom across the area with sharing of 
experience, and lessons learnt.  In addition to working on specific Local Integrated 
Teams, there has also been evidence of co-operation and co-ordination across 
organisations to develop solutions for specific communities.  
 
These include the previously detailed work around dementia and substance misuse, 
as well as work looking at one of our local community hospitals.  This work in Ripon 
for example, has involved the public, schools, churches; city, district and county 
councils and councillors, leisure services, the local hospital and community health 
provider, mental health services and the CCG looking at how to work together to 
offer a variety of services to the community.  It demonstrates a level of engagement 
with service users and carers, which will need to be carried across to all of our 
integration work, if it is to succeed. 
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We also have experience of the use of enabling technology (both telecare and 
telemedicine) to aid clinical decision making, support people with long term 
conditions, support carers, end of life care, advice and support into nursing homes, 
as well as primary/secondary care IT interface e.g. Systmone available in Airedale, 
Wharfedale and Craven. 
 
Work is already underway at a local level in different parts of North Yorkshire and 
York to experiment and learn how integration can be developed and sustained within 
local teams. This includes local programmes of organisational development where 
staff from different organisations have been brought together to build a shared sense 
of identity and the agreement of common priorities and solutions. Taking forward and 
properly embedding such large-scale organisational development and change will 
require continued commitment and energy over an extended period and is one of the 
areas that would benefit from North Yorkshire and York being a pilot site. 
 
New joint approaches to commissioning are being tested in the area of substance 
misuse where an outcome based model is been specified and consulted upon. An 
initial joint commissioning involving four of the CCGs, North Yorkshire Council and 
Public Health together with two Mental Health Trusts has initiated the process of 
agreeing a similar approach in mental health.  
 
In some areas, we have operational integrated protocols with the plan to role these 
out further. We have a range of examples from each CCG area of success already 
being achieved. 
 
We would like support understanding the framework of rules on choice, competition 
and procurement as a means of driving and embedding integration. There has been 
initial discussion on moving from Payment by Results to per capita funding model 
with one acute partner. 
 
North Yorkshire County Council’s finance officer, CCG and acute provider finance 
colleagues have begun to explore open book accounting as we consider a whole 
community funding approach in Craven. 
 
6. Statutory requirements 
 
This Framework Agreement gives practical expression to the statutory 
responsibilities of local partners to integrate health and social care. In its application, 
partners will also have regard to their duties to innovate and have regard to relevant 
NICE/SCIE guidance, clinical and professional standards. 
 
Current legislation requires councils to adopt a single, consistent approach to 
assessment of need and means, eligibility and charging within their boundaries.  
 
NHS bodies must follow the requirements of the NHS Constitution. 
 
NHS England and Monitor have statutory duties, respectively, to promote and enable 
integrated care. Local authorities have statutory duty to improve the public’s health. 
CCGs and HWBs also have statutory duties, respectively, to promote and encourage 
the delivery and advancement of integration within their local areas at scale and 
pace. NHS England’s planning guidance to CCGs requires integration, including the 
pooling of budgets to reflect local need to be given explicit consideration in local area 
planning. It also requires CCGs to work with councils to agree the allocation of funds 
to benefit health outcomes in their local population. 
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There will be a duty for councils and CCGs to jointly commission health services for 
children with special needs. 
 
All parties have duties in relation to safeguarding, which will be incorporated into 
integrated services. 
 
Legally, health and social care can be integrated in a health body but not vice versa, 
unless a special purpose joint vehicle is created. Health functions (other than public 
health) cannot be transferred to a council, only resources. Councils must 
demonstrate that the transfer of resources to NHS is best use of them. 

We will adhere to the principles of the Caldicott report and the NHS Constitution on 
data sharing. 

7. Principles 
 
All parties have to work within their allocated resources. There will be a clear 
understanding of the money in the system and its usage as a first step to consider 
what shift might be required. 
 
There will be an appropriate balance, tested and reviewed, between our investment 
in prevention, reablement and acute responses. We recognise that sharing early 
information with people can in itself be preventative. 
 
We will take steps to ensure that we assess and manage the potential, or 
unintended, risks of change, with particular attention on issues of safety and 
safeguarding. 
 
We will develop a more personalised approach to health and social care through: 

 recognition and support of the person, carer and family context 

 simple information and assessment, with good communication with the person 

and between those working with them 

 Involvement in all decisions about health treatment, care and support 

 understanding of the amount of money available to them for care and support 

and how they can exercise choice and control in determining how it is spent – 

whether from their own, council or personal health budgets 

 good contact and care planning, whether new to services, changing them, 

moving to a new address in the area, or moving to another authority. 

In our approach, we will be clear about the critical success factors expected of 
integration projects so that we include a test of change – (can we answer the 
question ‘how will we know it work?’ and do this from a number of perspectives. So 
why are we doing it? Is it reasonable or fanciful thinking?  Is the proposal meaningful 
in a way that helps move the culture in the expected direction and motivate staff?) 
 
The test in our transformed system is one where it must work for people we presently 
consider ‘hard to reach’ and for the most vulnerable e.g. person who is frail with 
dementia and with little support. 
 
We need to test this regularly with people, focus groups and communities on how 
things have changed for them [a key role for HealthWatch] and to combine this with 
data. i.e. the experience if the patient will be a critical element of the performance 
framework. 
 



 6 

The system, given the nature of health and social care issues may always have a 
level of complexity in it. However, as a guiding principle the system will seek to hide 
some of that complexity from its customers and where it cannot, we will use a range 
of means, tools, maps and communication approaches to help people understand 
how to navigate their person pathways. 
 
We wish to ensure change happens in a structured way giving providers time to 
adjust their business model. However the key is to deliver the outcomes desired at 
pace and while there is a need to have services there is not a desire to sustain 
providers who cannot deliver on the outcomes in a cost effective manner. 
 
As well as identifying leaders and champions for this transformational integration 
agenda, we will seek to identify and add to the dedicate resource of implementation 
project officers who can assist make this happen. 
 
We will have in an information sharing protocol in place quickly. 
 
We will be learning/sharing organisations and take practical steps to making this 
happen. 
 
8. Approaches to key supporting issues and challenges 
 
All parties are committed to the principle of integration to improve outcomes for 
patients, users and carers and care closer to home. In pursuing this there will be 
integration models at the level that best achieves this. This could be at whole council, 
CCG, district, or locality. For the councils this means that integration may proceed at 
a different pace and approach within their boundaries, to achieve the overall 
ambition. 
 
All parties commit to developing consistent, practical and simple solutions to the 
issues that have caused fragmentation of services and hinder integrated approaches. 
We recognise this will take time so propose a two stage approach: 
 
Stage 1:  addressing fragmentation; clarifying how decisions can be   
   speeded up by partners; encouraging innovation; 
Stage 2: consolidate learning and evaluate whether outcomes have been  
  achieved; 
Stage 3: scale up to achieve step changes;  
Stage 4:  steps toward fuller integration.  
 
We commit to develop a streamlined approach to securing agreeing to local 
developments within this Framework. 
 
We will jointly develop a resource bank of contacts, information, national and local 
solutions in the following areas: 
 
(a) IT and information sharing arrangements and protocols to support integration, 

(within the principles of Caldicott and the NHS Constitution) at three levels: 

technical and IT solutions for records; information governance; how staff from 

different organisations in one location can find relevant information. 

(b) Patient and public engagement, covering the four key dimensions of 
 involvement, engagement, consultation and patient experience. 
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(c)  Consistent approaches to the issues of competition and procurement. 
 Within relevant legislation and guidance, we will adopt the most 
 appropriate commissioning and provider models for the achieving the 
 right outcomes. This may be one or more of the following: aligned, 
 joint, lead commissioning; or prime contractor. 
 
(d) A shared approach with NHS England to its commissioning 
 responsibilities in North Yorkshire and York. 
 
(e) Developing future models of primary care. 
 
(f) The development of a shared performance framework that reflects 
 transformation of the system and positive experiences for patients, 
 users and carers. 
 
(g) Evaluation arrangements to confirm the intended outcomes and better 
 patient, user  and carer experience. 
 
(h) A shared approach to the use of resources that ensures continuing 
 budget control and management, manages and shares risk, and  addresses 
 issues of redirection. We wish to support innovation in service delivery, 
 integration of services and unbundling of services to enable 
 components of care to be delivered and paid for separately, where this is in 
 patients’ best interests. 
 
(i) A position on the contribution of risk stratification and how health and 
 social care data can assist with prioritising. 
 
(j) A review of physical assets (land, property, and offices) to achieve the 
 goals set out in this Framework and how they can best be used to  promote 
 integration. 
 
(k) A workforce strategy that promotes flexibility in support of less 
 fragmented approaches and develops people to take advantage of the 
 opportunities this Framework provides.  
 
(l)  The necessary legal agreements for resource transfer, delegation and 

 governance in as simple and consistent a manner as possible, when and 

 where appropriate. 

(m) Arrangements for points of access to services based on the principle of no 
 wrong way in. 
 
(n) How best to bring staff together in integrated community teams.  
 
(o) Communications– to ensure consistency of messages and  information by 
 partners. 
 
9. Identification and resolution of differences 
 
This Agreement seeks to promote commitment, confidence, transparency and trust in 
the relationship between health and social care at all levels, by addressing poor 
outcomes, inequalities, fragmentation, inconsistencies, inefficiency and 
ineffectiveness. 
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To this end we will develop a shared approach to commissioning, budget and 
performance issues based on the following: early discussion and no surprises; 
transparency in budget and performance matters; and anticipation of unintended 
consequences in relation to possible shifts in demand and costs between partners. 
 
Concerns about, or possible breaches of this shared approach will be addressed and 
remedied wherever possible, through the Integrated Commissioning Board. 
 
10. Review arrangements 
 
Both Health and Wellbeing Boards will review this Agreement annually through the 
publication of a progress report. This will include proposals to add to or modify it. 
 
Signatories 
 

Health and Wellbeing Board – City 
of York 

 

Health and Wellbeing Board – 
North Yorkshire 

 

City of York Council  

North Yorkshire County Council  

NHS Vale of York Clinical 
Commissioning Group 

 

NHS Hambleton, Richmond and 
Whitby Commissioning Group 

 

NHS Airedale, Wharfedale and 
Craven Clinical Commissioning 
Group 

 

NHS Scarborough and Ryedale 
Clinical Commissioning Group 

 

NHS Harrogate and Rural District 
Clinical Commissioning Group 

 

NHS England – North Yorkshire 
and Humber Area Team 

 

NHS England – West Yorkshire 
Area Team 

 

 
Dated:  
This Framework was adopted by North Yorkshire Health and Wellbeing Board  on 
25th September 2013; and by 
City of York Health and Wellbeing Board on 2nd October 2013 
 




