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Executive Summary 
 

The work streams across the two vanguards running in Wakefield are at different stages of maturity; 

it is worth noting that both internal and external drivers have impacted the status of the work 

streams. The changing focus of the new models of care program and local service pressures have 

ultimately affected the work streams development.  

The Care Homes Vanguard has been active within Wakefield for over two years, it has had two 

phases of development since 2015/16. On aggregate by the end of 2017/18 the Care Homes 

Vanguard have made a consistent reduction in emergency bed days, demonstrating an 11.5% 

reduction in the number of emergency beds from Care Home residents. Other key metrics indicate a 

mixed picture, emergency admissions (0.7%) and ambulance callouts (2.2%) show an increase by the 

end of 2017/18. However it is worth noting that nationally the average rises for these indicators 

exceeded 3%. In addition to the reduction in emergency bed days, A&E attendances showed a 

decrease of 4% and Ambulance callouts specifically for falls showed a decrease of 12.3%. There are 

still challenges to overcome, the slight model shift to “Hot Clinic” and tackling the most in need 

settings in phase 2 homes has struggled to demonstrate the impact on emergency admissions, 

ambulance call outs and A&E attendances as phase 1 homes saw. National solutions to the NHS 

Information toolkit and NHS England support for care homes using NHS Mail services will further 

improve this in the coming financial year. 

Phase 1 homes have continued to see reduced secondary care activity, suggesting improving care 

quality and ongoing maintenance of that quality level within a cohort has long term benefits on 

service demand.      

Bringing all this together the Multi-Disciplinary Team (MDT) approach has positive impacts on care 

home settings, care home staff confidence in dealing with adverse events appears to rise, which is 

reflected in the reduced falls ambulance callouts and is supported by findings in the Holistic 

Assessment Team evaluation report. If the patient cohort is stable and quality of care is improved 

through meaningful interactions with the MDT, benefits in terms of reductions of secondary care 

activity is seen, demonstrated by the phase 1 homes metrics.  A potential early benefit shown in 

both the phase 1 and 2 homes is a reduction in bed days, having a MDT in place appears to improve 

the discharge speed back to the home consistently, which is likely due to the improved relationships 

between the hospital and care home facilitated by the MDT. 

The two Connecting Care hubs were fully completed four months before the end of the financial 

year 2017/18, however parts of the formed Connecting Care teams had been co-located to some 

extent in other buildings prior to this. The formation of the hubs saw more services joining (including 

housing and voluntary sector services) into a more holistic care service. The shared Personal 

Integrated Care (PIC) file became available to the integrated teams in those four months as part of 

the establishment of the two connecting care hubs. During the final four months of the financial 

year, the hubs interacted with 9 of the 38 GP practices in the district, limiting a major referral source 

for patients who would potentially benefit from the service. Where the service has reached patients 

the holistic offer appears to be having some impact, with fewer emergency admissions occurring in 

the district in the over 65 cohort. In addition a reduction in Ambulatory Care Sensitive (ACS) 

admissions in those 75 and over supports the fact that the population are being better supported to 

manage their condition in the community. Contrary to this is the increased number of bed days 

utilised by the 65 and overs. It is early days for the service with only around 2% of the 65 and overs 

being in contact with the Connecting Care service. As the practice population that are able to access 

the service builds, opportunities for further improvement will appear.  

Further detail around the quality of this service will become apparent as more time passes, with the 

service being more widely available and the evaluative approaches that are to be taken over the 

next two years.  
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Mental health services have continued to show lower acute demand in the face of growing 

community activity, reductions have been seen in the financial year for emergency admissions and 

acute bed days in secondary mental health care settings. Referral rates are on the increase in the 

area, the service is seeing more people annually. Mid way through the year the IAPT service was 

seeing good outcomes as people were moving to recovery. However in the latest performance 

report the service has seen a decrease in the performance of patients moving to recovery. Overall 

patient satisfaction remains high with the service, 94.3% of people being satisfied with the service 

since April 2017.  

The Patient Activation Measure (PAM) is still in early days for collecting data, refining the reporting 

process and evaluating the project. However, initial findings have shown that nearly two thirds of 

those completing the initial score and follow up have seen an increase in their activation score.  

 

The Clinical Pharmacy project in General Practices has shown some initial financial gains and good 

quality. Financial gains have shown £649,545.42 (May 2018 – March 2018). On average, £91.54 of 

savings have been generated per intervention. A large portion of this is centred on Pregablin, where 

switching to a generic version of the drug was performed across the district. The actual cost of the 

pharmacy model in 2017/18 was £371,990, giving a saving of £277,555 for the year. Over a third of 

the people who had a review had their prescription simplified and over 8% had an item removed, 

demonstrating the opportunity to improve compliance and reduce medicine waste.  

Care navigation across the district received 22,653 contacts of which 4,700 were navigated to a 

clinical pharmacist, this demonstrates the overlap between the two work streams and shows the 

efficiency gain the services have made by navigating patients to the most appropriate practitioner to 

meet their needs. 14,000 of these navigations were from a single practice, suggesting that there is 

opportunity to spread the model in the district. 

The physiotherapy work stream is arranged over two services - Physio First and Physio Line. Both 

have the same outcome, reducing community physiotherapy activity.  There is divergence between 

the two, Physio Line is showing reduced level of activity in community physio appointments, 

whereas Physio First has seen an increase of community physio activity. The net result is an overall 

reduction in community physio activity, with room for further improvements. Self-care measures 

have run into difficulties in terms of reporting information for both services, this will be resolved in 

the coming months to provide clarity on self-care activity.  Appointment utilisation diverges again 

with Physio First having 48% uptake compared with Physio Line’s 90% uptake level.  
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Recommendations 
 

 

 Increase practice participation in care navigation, focusing on the benefits of navigating 

patients to clinical pharmacist for medication review. 

 Continue the care home MDT, focusing on the quality of care and improved training given to 

care home staff.   

 Develop co-ordinated medication review process for care home residents, either via 

extension of the clinical pharmacist’s project or better links with the assigned practice.  

 Seven further recommendations have been identified as a result of the Care Home Holistic 

Assessment evaluation, to ensure continuing success of the MCP it is highly recommend that 

these are pursued in addition to the recommendations mentioned here.  

 Continue with the clinical pharmacist medication review program; cost savings, quality 

improvement and patient safety have shown this program is vital to the MCP success.  

 Increase practice referral availability in to connecting care, holistic support is beginning to 

show better patient management of long term conditions.  

 Better coordinate with district nursing services and community mental health services. 

 Increase the capacity for community mental health services, the increase in demand appears 

to be overwhelming the service currently and affecting the outcomes of those seen. 

 Upscale the Physio line model to share the benefits beyond the few practices it currently is 

rolled out too.  
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Introduction 
 

Wakefield District has been part of several NHS England New Models of Care programmes over the 

last three years. The most recent two programmes being the Enhanced Health in Care Homes 

Vanguard and the Multi-Speciality Community Provider (MCP) model. These are the focus of this 

report.  

 

It is worth noting at this point that NHS England’s New Models of Care Vanguard programme was 

implemented to support the vanguard sites to develop the blueprint for the future of NHS and care 

services. This meant implementing at pace new ideas around service redesign and integration of 

services, whilst evaluating the success of these changes in order to inform the system of what works 

well and what doesn’t. This approach meant that the vanguard programmes piloted new models of 

care, which could then be used to roll out the most successful elements across the country. 

Approaching care more holistically and preventatively at the population level were key parts of this 

process. As pressure has mounted on NHS services the focus on the vanguards has increasingly 

shifted towards secondary care activity prevention, which has in some cases led to a more reactive 

approach. 

 

The MCP model in Wakefield was originally Primary Care Led. From 2015 until 31st March 2017 West 

Wakefield Health and Wellbeing, tested and delivered different models of care as part of the MCP 

vanguard pilot. West Wakefield created a “blueprint” of new ways of working for becoming an MCP, 

and as of April 2017 the delivery of this moved to a district wide model with the project 

management office provided by the CCG. In August 2017 an 18 month MCP Alliance Agreement was 

signed by all Wakefield Connecting Care Partners and GP Federations. These alliance arrangements 

are intended to overlay, but not replace, traditional commissioning contracts.   

 

In order to provide a governance structure to the MCP, the New Models of Care Board was created 

in 2017, with a vision to “create person centred co-ordinated care” at the heart of Wakefield’s 

approach for driving forward integrated care. The membership of the New Models of Care Board 

comprises of representation from all partners of the MCP Vanguard across the Wakefield system. 

Whilst still in its infancy, the Board has strengthened federation engagement and leadership on the 

New Models of Care Board, which is the key to success of integrated partnership working. The 

governance arrangements can be identified in the diagram below, which shows that the New 

Models of Care Board is responsible to the Connective Care executive and ultimately accountable to 

the Health and Wellbeing Board. 
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At the end of the financial year 2017/18 the NHS England New Models of Care programmes came to 

an end. The work streams were reviewed toward the end of the year with those showing value being 

carried forward as business as usual for the district.  The report shows the progress that these work 

streams had made by the end of the financial year 2017/18. Evaluation activity of the work streams 

will continue in to mid-2019/20, final reports will include an inequality impact of the MCP and an 

economic assessment. 

 

Whilst the evaluation of the two vanguards is funded from the two separate new models of care 

budgets, the reporting development has been kept consistent between the two programmes.  

 

More information is available here; https://www.wakefieldccg.nhs.uk/home/patient-in-

wakefield/connecting-care/connecting-care-programmes/  

 

Approach 
 

The evaluation plan began with the business cases submitted to NHS England, as part of the bidding 

stage to become an MCP or Care Home Vanguard. Within these plans, the objectives of each work 

stream were set out giving the evaluation frame needed. Synthesizing the business case and the 

population management requirements given by NHS England was the starting point for an 

overarching MCP outcomes framework. The care homes framework was developed earlier and had 

the objectives set down in its business case. 

 

With a clear series of interventions the care homes vanguard was taken forward, the MCP having 

eight work streams a prioritisation process was applied to the evaluation products requested for the 

program. The final tally for both the Care Homes and MCP vanguard was 12 products plus interim 

and annual reports.  

 

These products will ultimately be used to inform further integration planning and commissioning 

processes for the district, with the added benefit of identifying new areas of strategic need for the 

district.   

https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/connecting-care/connecting-care-programmes/
https://www.wakefieldccg.nhs.uk/home/patient-in-wakefield/connecting-care/connecting-care-programmes/
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Care Homes  
 

The Care Home Vanguard in Wakefield has now completed its second full financial year, and several 

changes to the model have been implemented since the first evaluation report was released in June 

2017. The scope of the Vanguard was expanded to take in 12 new care homes, taking the total 

number of care homes in scope up to 27. The programme has also taken on five new assisted living 

sites, to go with the one assisted living site that was in scope during year one. 

 

In order to manage the increased workload of the 12 new care homes, the Multi-disciplinary team 

(MDT) changed the way it works. In year one the MDT would accept referrals from the care homes, 

go out to the care home and carry out an in depth assessment of the resident, before progressing to 

provide the required care for the resident or referring them to the necessary professional. During 

2017, the MDT adapted their approach to deliver “Hot clinics” within each of the 27 care homes on a 

regular basis. For this they would attend the care home and residents could be referred for them to 

discuss and / or assess during the “Hot clinic”. 

 

Aside from the quantitative measures and evaluation that feature in this report, there have also 

been three separate qualitative evaluation pieces being delivered throughout this year looking at 

slightly different elements of the Care Home Vanguard in Wakefield: 

 Niche Consulting have been commissioned to evaluate the progress of establishing links 

between community anchors and care homes / independent living schemes within 

Wakefield. 

 Healthwatch Wakefield have been commissioned to evaluate the impact of the holistic 

assessment approach on the residents of independent living schemes in Wakefield. 

 Public Health Intelligence have focussed on the overall impact of a holistic assessment 

approach to supporting care homes and independent living schemes within Wakefield, 

consulting with all different stakeholders from across the Vanguard including care home 

managers, staff, carers and project teams. 

There are separate reports available for all three of these evaluation pieces. 

 

The information included in this report will focus on the quantitative elements of the evaluation, 

that link to the six outcomes that are outlined in the Care Home Outcomes Framework (Figure 12) 

 

Outcome 1: Care is co-ordinated and seamless 
 

Identification of care home residents 
At the end of the first year, it was estimated that 76% of care home residents had been identified 

through entering read codes onto the GP clinical system called SystmOne. With the introduction of 

the 12 new care homes, there was an initial dip to just 62% of residents being coded on the system. 

We’ve seen a gradual improvement throughout the year, up to 69% in November and it has 

remained at this level ever since. This suggests that the GP Practices are not consistently updating 

their systems with the required read codes when a new resident moves into a care home. 69% is 

lower than the end of last year, and insufficient to be able to use this as a good method of 

identifying residents. 

 

It is recommended that further focus should be placed on ensuring GP Practices continue to read 

code their patients as living in a care home. Despite numerous attempts both nationally and locally, 

there still isn’t a reliable method of identifying residents of care homes on other health systems, so it 

is vital that this identification coding takes place. 
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Access to NHS mail and SystmOne 
Since the end of last year, the access to both NHS mail and SystmOne for care homes has not 

improved. There is a requirement for care homes to complete the information governance toolkit 

before they are able to access SystmOne. Unfortunately, the amount of time and effort that this 

requires means that very few of the care homes have even started trying to meet the various 

requirements of the toolkit. There are plans to release a trimmed down version of the toolkit to 

make this process easier for care homes. 

 

NHS England have recently announced plans to create a central NHS mail administration function, 

which will speed up the roll out of NHS mail to care homes, and provide the basic training and 

password administration functions that are essential for this to be a success. As a result, NHS 

Wakefield Clinical Commissioning Group (CCG) have taken the decision to stop pursuing local 

solutions to enable NHS mail implementation in care homes, and await the national solution which is 

due shortly after the start of the new financial year. 

 

Outcome 2: Urgent care should only be provided to those who require it 
 

Cohort Population 
With the addition of 12 new care homes into the Vanguard programme the size of the cohort in 

scope has greatly increased in size. There has also been a trend throughout the 2017/18 financial 

year of increased occupancy levels with the care homes in scope. As a result, it is necessary to 

analyse the data as a rate of the care home population, to better understand the potential impacts 

that the interventions have had. 

 

*Fairburn Chase has been omitted from all figures due to it sharing a postcode with two other 

facilities. 

 

Table 1 below outlines how the resident population has changed. 

 
Table 1: Population size of the evaluation cohorts 

Cohort 
Number of 

homes 
Residents Q4 

2016-17 
Residents Q4 

2017-18 
% change over 

12 months 

Phase 
One 

14 740 763 +3.1% 

Phase 
Two 

12 404 434 +7.4% 

 
Source: Care Home Census, Wakefield Council 

 

 

Emergency Admissions 
Due to the success of the first year for the phase one homes, the intention for year two was to 

maintain the same level of activity, without seeing any growth (including the 3% growth we would 

expect to see in the ‘do nothing’ scenario). The expectation for phase two was to have the same 

level of impact this year, as was seen in the first year of phase one. 

 

Table 2 below shows the emergency admission rates for both cohorts, per 100 residents. As you can 

see, the phase one cohort has performed better than expected with a 9.5% reduction in the 

emergency admission rate when compared to the same period last year. However, phase two homes 

have seen an unusually high increase in emergency admissions, suggesting that the vanguard 

interventions are not having the desired effect within these care homes. 
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Possible explanations for this unexpected rise is that the phase two homes were in a worse starting 

position than the phase one cohort (all were ‘inadequate’ or worse in their latest CQC rating), 

therefore it might take slightly longer for the vanguard interventions to have an effect. Another 

consideration is that many of the phase one homes had been involved in pilots prior to the vanguard 

starting, so they were already better equipped to manage the new processes and more receptive to 

change. 

 
Table 2: Emergency admission rate per 100 residents 

Cohort Baseline (2016-17) Actual activity (2017-18) % change 

Phase One 92.6 per 100 83.9 per 100 -9.5% 

Phase Two 104.2 per 100 121.4 per 100 +16.5% 

Combined 96.8 per 100 97.5 per 100 +0.7% 

 
Source: Mid Yorkshire Hospital Trust and Wakefield Council Care Home Census 

A&E Attendances 
Similar to the emergency admissions figures, phase one has seen a decrease in the attendance rate 

to A&E, down by 11.7%. Phase two however has seen the rate of attendance increase by 7.9%. 

 
Table 3: A&E attendance rate per 100 residents 

Cohort Baseline (2016-17) Actual activity (2017-18) % change 

Phase One 159.6 per 100 140.9 per 100 -11.7% 

Phase Two 182.4 per 100 196.8 per 100 +7.9% 

Combined 167.8 per 100 161.2 per 100 -4.0% 

 
Source: Mid Yorkshire Hospital Trust and Wakefield Council Care Home Census 

 

Ambulance call outs 
Ambulance call outs have fallen slightly for phase one homes, but have increased drastically for the 

phase two cohort. 

 
Table 4: Ambulance call out rate per 100 residents 

Cohort Baseline (2016-17) Actual activity (2017-18) % change 

Phase One 176.8 per 100 171.7 per 100 -2.9% 

Phase Two 221.8 per 100 241.9 per 100 +9.1% 

Combined 193.0 per 100 197.2 per 100 +2.2% 

 
Source: Mid Yorkshire Hospital Trust and Wakefield Council Care Home Census 

Emergency bed days 
Both cohorts have seen a decrease in the rate of emergency bed days, suggesting that although 

people are being admitted more frequently, they are staying in for a shorter period of time due to 

better care management and communication between organisations. 

 
Table 5: Emergency bed day rate per 100 residents 

Cohort Baseline (2016-17) Actual activity (2017-18) % change 

Phase One 1375.7 per 100 1259.8 per 100 -8.4% 

Phase Two 1536.6 per 100 1285.5 per 100 -16.3% 

Combined 1433.5 per 100 1269.1 per 100 -11.5% 

 
Source: Mid Yorkshire Hospital Trust and Wakefield Council Care Home Census 
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Outcome 3: Improve management of long term conditions and falls 
 

Ambulance call outs specifically for falls 
Falls management is an area of particular focus of the vanguard. Falls training has been delivered in 

many of the care homes in scope, with the addition of the “Airedale model” in three homes, where 

the home can use a telehealth solution to call a nurse for advice if a resident is ill or has fallen. The 

impact of this was great in the first year, and this impact has continued to be seen in the phase one 

homes as demonstrated by the 14.6% reduction in ambulance call outs for a fall. Phase two has also 

seen a positive impact on ambulance call outs for falls, reducing the rate by 9.9% on the previous 

year. 

 
Table 6: Ambulance falls call out rate per 100 residents 

Cohort Baseline (2016-17) Actual activity (2017-18) % change 

Phase One 30.8 per 100 26.3 per 100 -14.6% 

Phase Two 46.3 per 100 41.7 per 100 -9.9% 

Combined 36.4 per 100 31.9 per 100 -12.3% 

 
Source: Yorkshire Ambulance Service 

Falls risk assessments 
During 2017/18 the MDT have carried out 322 falls risk assessments, which is much higher than the 

205 that they carried out in 2016/17. This work continues to have a positive impact on the rate of 

ambulance call outs and admissions due to a fall, although more so in the phase one homes than the 

phase two homes.  

 

We are still unable to link data on an individual level, so we cannot track the activity of specific 

patients who have received these falls risk assessment. If we could do this then we would be able to 

demonstrate the definite effect of the risk assessments.  

 

Dementia 
The dementia screening has been ongoing throughout the year as part of the GP visits to the phase 

one and two homes, however there appears to have been no perceivable impact on the number of 

dementia diagnoses that are occurring.  The baseline period showed an average of three new 

diagnoses of dementia per month, and this level has been sustained during the intervention period. 
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Outcome 4: Improve management of end of life care 
 

Proportion of deaths in place of usual residence 
The ideal measure for understanding end of life planning is to capture if people are dying in their 

preferred place of death, however this is very difficult to capture and link to the deaths’ records. We 

have therefore used the proportion of residents dying in their usual place of residence as a proxy 

measure, with the rationale that more people dying in their place of residence (i.e. care home) is a 

positive thing. 

 

Figure 1 below shows that the proportion of care home residents who are dying in their care home is 

increasing, although the confidence limits show that this increase is not a statistically significant one. 

 
Figure 1: Proportion of deaths in usual place of residence 

 

 

 
Source: ONS deaths files 

Proportion of residents with a resuscitation status recorded 
After an initial jump in performance, there has been very little movement in the proportion of 

residents who have a resuscitation status recorded. The baseline figure for the previous year was 

51.8% of residents. After just two months this proportion had increased to 60.1%, however since 

then the proportion has remained fairly constant with the most recent figure being 60.1% in March 

2018.  

 

The data suggests that after the introduction of phase two there were some GP Practices who 

quickly went round their residents in these homes and amended the status where appropriate, 

however there are other Practices who have been slower to assess resuscitation statuses, or the 

recording of this work has not been captured effectively. There is also the issue of identifying care 

home residents on the primary care system, so these figures can only be based on those residents 

who are suitably flagged on the system as living in one of the intervention care homes. 

 

 

 

  



26/06/2018  P a g e  | 15 
 

Outcome 5: Increase proactive case management and personalised care 

planning 
 

MDT activity 
There have been a few changes to the MDT processes during the course of year two. As mentioned 

previously the MDT have moved to working through a “hot clinic” process in each of the care homes, 

allowing them to assess residents more quickly than before. The team have also been functioning at 

almost full capacity, whereas in year one there were numerous staffing issues to resolve and 

vacancies to fill. As a result the team has been able to deliver more assessments than the previous 

year. 

 

However, there has also been far greater demands on the MDT resources. The addition of 12 new 

care homes has greatly increased the number of residents that they now cover, making it difficult for 

the MDT to be as visible in every care home as they were previously. The introduction of the 

“Trusted Assessor” model has been very challenging and has demanded significant input from the 

MDT lead nurse, detracting from the time she can focus on delivering the proactive care model.  

 

During the winter months, there was the introduction of ‘winter beds’ (these are extra beds that 

have been commissioned to deliver a “step-down” process to get patients out of hospital quicker, 

where they might be well enough to leave hospital but not yet fit enough to return home or they 

might require a different package of care and they can use these ‘step-down’ beds until the new 

care package is available) in four of the vanguard care homes. Two members of the MDT were asked 

to manage the process of getting patients into and out of these beds. This effectively became a full 

time role, pulling them away from their MDT workloads and reducing the capacity of the team to 

deliver their objectives. 

 

All these additional demands have reduced the amount of time that the MDT can focus on assessing 

residents, training staff and giving advice to the care homes. 

 

During 2017/18 the MDT have carried out a total of 396 resident screenings, which is higher than the 

2016/17 figure (318), although the size of the team has also increased during this period so a higher 

activity level was expected. In recent months the level of activity has dropped, due to demands on 

their time from elsewhere. Monthly screenings were as high as 64 in September, but between 

December and March the average number of screenings was 19. 

 

Figure 2 below shows the different levels of engagement from the care homes in scope. As you 

would perhaps expect there has been more referrals from the phase two homes as they look to take 

advantage of this new service available to them, with the top three referral rates all from phase two 

homes. There have also been some phase two homes who haven’t engaged as well, with a couple 

having referral rates as low as 0.1 referrals per active resident. 

 

Some of the phase one homes have maintained their level of referral, as they clearly appreciate the 

benefits of utilising the MDT input, however some care homes have seen very few residents being 

assigned to the MDT caseload, especially in phase one homes. This is perhaps due to a shift in focus 

within the care home vanguard to try and implement the necessary changes in the phase two homes 

and therefore some phase one homes haven’t been engaged with as much. 
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Figure 2: Referrals per active resident received by the MDT from each care home 

 

 
 

Source: MDT caseload and local authority care home census 

Immunisations 
Part of the enhanced service delivered by GP Practices involved delivering influenza and 

pneumococcal immunisations to nursing home residents. Vaccinations for residential home 

residents are delivered by the community nursing team. For both flu and pneumococcal 

immunisations the proportion of residents who received an immunisation has increased when 

compared to the baseline position. The figures in table 7 are a combined position for all vanguard 

care homes, regardless of which phase they are in. 

 
Table 7: Immunisation uptake 

Immunisation Baseline (2016-17) Actual activity  
(2017-18) 

Change 

Influenza 74% 77% +3% 

Pneumococcal 79% 80% +1% 
 

Source: SystmOne 
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Outcome 6: All staff understand the system and work in it effectively 
As mentioned at the start of the Care Homes section of this report, there has been three separate 

evaluation work streams delivered during 2017/18, looking at different elements of the Care Home 

Vanguard, with a particular focus on the holistic assessment approaches. There are separate reports 

available for all three of these evaluations. 

The evaluation carried out by Public Health Intelligence includes a section looking at the impact of 

the vanguard on the care home managers and staff, which will seek to understand if this outcome 

has been achieved.  
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Multi-Specialty Community Provider (MCP) 
 

Our evaluation of the MCP has been designed to have two ways of monitoring the MCP, this is partly 

in reaction to the pressures on the health and social care services. Initially an overarching outcomes 

framework was developed, spanning all work streams under the MCP. This included a mix of 

population level outcomes and more immediate activity measures from across the system. Over 

time it was felt a subset of these indicators, that were more of a measure of the health and care 

demand could be reported separately. A “key” indicators set was developed, both of these 

frameworks are available at the end of the report. 

 

Care Navigation 
 

The care navigation programme was developed as part of the original West Wakefield MCP, and has 

been carried on into the full District MCP which commenced in April 2017. Care navigation is 

implemented in GP Practices, designed as a way of navigating patients to the correct professional, 

without the need for every patient to see their GP. In total 30 of the 38 GP Practices in Wakefield 

recorded at least one care navigation within the 2017/18 financial year. 

 

There have been some concerns during the year that some GP Practices have been using their own 

recording processes, which means that it has been difficult to capture all the care navigation activity 

that has been occurring. With that in mind, below are the headlines from the data that has been 

captured: 

 

 A total of 22,653 navigations were accepted in 2017/18. 

 Almost 8,500 of these were referred to the Nurse Telephone triage service. 

 Around 4,700 were navigated to the Pharmacist instead of their GP. 

 30 GP Practices have used care navigation at some point. 

 Patients were navigated to a total of 21 different services, including pharmacists, 

physiotherapists, nurse triage and minor ailments clinic. 

There has been a wide variation in the utilisation of care navigation between Practices. Of the 

22,653 accepted navigations 14,223 (63%) were from one Practice, with 18 of the 30 Practices who 

have used the process completing less than 100 during the year. As a result it is difficult to assess the 

suitability of the care navigation process for different demographic sections of Wakefield, with the 

vast majority of the data coming from one Practice. 

 

From the learning of both the West Wakefield MCP and the Wakefield MCP, the care navigation 

model is being rolled out widely in the district. The local GP Confederation Conexus Healthcare 

Limited of which all GP practices in the district are a member will be implementing the care 

navigation model from April 2018 onwards.   

 

Connecting Care 
 

This is the largest work stream within the MCP, where the health, social and voluntary sector 

services work in an integrated hub. The aim of Connecting Care is to offer a more holistic, 

coordinated experience of care for patients within Wakefield.  The model centres on having 

integrated community teams, based in two hubs in the district. The alliance partnership between the 

organisations involved in the district is comprised of community health care services, social work 

teams, community mental health teams, community mental health navigators, Wakefield District 

Housing, Age UK Wakefield, Healthwatch Wakefield and Carers Wakefield services.  
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As previously stated, the connecting care hubs and the creation of the Personal Integrated (PIC) file 

were only fully completed and operational from December 2017. With this in mind, the findings 

under the connecting care work stream are limited and should be considered early indications at this 

time. The major service providers have been co-located for up to three years in previous locations, 

however this is the first time that all connecting care partners have had a presence within the 

connecting care hubs, with partners such as community mental health, district housing services and 

voluntary sector organisations now represented. In addition to this more holistic offer, the creation 

of a shared IT platform (SystmOne) enabling secure data sharing has greatly enhanced the working 

relationships and efficiency of those involved. Partners are now able to task each other to see 

patients, gain insight into any actions undertaken by others and coordinate visits to reduce the 

number of different agencies visiting patients at different times. 

 

 

Outcome 1: Secondary Care demand is reduced 
 

Data from the Personal Integrated Care file, which covers December 2017 to April 2018, shows that 

1427 individuals have been referred to a connecting care hub in Wakefield district and subsequently 

experienced the integrated and holistic approach on offer. It is important to note that the volume of 

patients seen in this multi-disciplinary way represents only a small fraction of the total community 

service effort. What can be said for the Connecting Care activity, is that stabilisation of this 

vulnerable patient group is partly contributing to the reduced emergency admissions for those aged 

65 and over, which is showing a decreased number at the end of the financial year.  

 

The below demonstrates the age profile of the population being served by the integrated team 

operating out of the two Connecting Care Hubs. Whilst the service is aimed at people aged 18 and 

over, the majority of the demand for the services offered was always likely to be from patients aged 

65 and over. This reflects the pattern of multiple long term conditions being more prevalent in the 

elderly.  

Interestingly in this four month snap shot the age profile between the genders is similar. With as in 

most populations more females surviving to an older age.  

 
Figure 3: Demographic spread of the patients seen in the Connecting Care Hubs (Dec 4th 2017 to 30 April 
2018) 
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Source: Wakefield District PIC file 

As seen in the “Key indicators” framework there was a mixed performance in the secondary care 

activity indicators. Looking at the over 65 cohort, the number of emergency bed days was higher 

than planned and showed an increase on the previous year, resulting in the average length of stay 

for 2017/18 (8 days) being higher than planned (7 days). Targets were also missed in the number of 

emergency admissions and A&E attendances, however the 2017/18 outturn showed a reduction 

against the national trend, suggesting that the program may have had a positive impact. It further 

strengthens the suggestion that when taken in combination with clinical input that there is a frail 

and unwell cohort that are appropriately being admitted to secondary care. Appropriate and 

complex admissions locally appears to be driving the increased secondary care activity.   

 

Dividing the population into their respective deprivation decile (Index of multiple deprivation score 
2015) is a way of demonstrating the inequality within a population. To do this we divide the 
population into ten sections (deciles) depending on the deprivation score of the area that they live 
in. The below shows the deciles of the people seen by the Connecting Care hubs. Currently there is 
no clear inequality or trend, but there is possibly an emerging gradient of more activity in the most 
deprived parts of the community.  A positive initial insight is that the two most deprived deciles, 
consistently have the most referral activity, suggesting that this service is reaching the most in need 
population.  
 
Figure 4: IMD 2015 Wakefield Decile patient seen in the Connecting Care Hubs (Dec 4th 2017 to 30 April 2018) 

 

Source: Wakefield District PIC file 
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The following table shows the secondary care demand changes in the district, connecting care 

activity will have some impact on this activity.  
 
Table 8: Reduction on Secondary care demand 

  
Baseline 

(2016-17) 
Actual Activity 

(2017-18) 
% change 

Emergency Admissions – in those 65 
and Over 

18,122 17,113 -5.6% 

Emergency bed days for people 
aged 65 and over 

127,938 138,391 +8.2% 

A&E attendances in people aged 65 
and over 

29,575 30,220 +2.2% 

Number of ambulance conveyances 
in people aged 65+ 

17,732 17,885 +0.9% 

Source: eMBED Health Consortium 
 

As well as improving the care of patients through integrated responses, the Connecting Care service 

aims to reduce the demand on secondary care services. The criteria for a Connecting Care service 

response are clear, a patient must have a level of complexity that requires a multiple agency 

response. If a patient has a lower level of complexity they are triaged to the “business as usual” 

partner case load and will not be captured by the connecting care activity. An example of the 

difference might be an individual with one long term condition versus a more complex individual 

who could have two long terms conditions and a physical disability.  

 

The above table demonstrates the district activity for admissions, bed days and ambulance 

conveyances. The Connecting Care Hub referral came online in December 2017, between then and 

the end of the financial year the service saw 1427 referrals, of these 1181 were 65 and over. This is 

obviously a fraction (<10%) of those individuals responsible for the admissions in the above table. It 

is worth noting however that something significant has changed in this cohort within the district. 

Those being admitted in an Emergency has shown a decrease (5.6%), in a year where on average 

CCG’s saw an increase of over 3.0%. It is fair to say that the Connecting Care coordinated care must 

have partially contributed to the stabilisation of the cohort aged 65 and over. The rise in length of 

stay for this cohort adds support to the argument that these admissions could not be avoided and 

that there is a growing cohort of frail elderly needing hospital care.       
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Outcome 2: Care response is coordinated and timely 
 

Within the connecting care hubs the integrated teams have access to the Personal Integrated Care 

(PIC) file. The PIC file provides a summary of a patients care record that is created when a patient is 

accepted as a referral to the connecting care hub. The process begins with a multi-disciplinary triage 

of the referral to the service, determining the need for a Connecting Care response. Information is 

duplicated between the PIC system and partners’ own client management system.  

 

Between December 2017 and March 2018 the integrated team made over 2000 contacts, including 

the voluntary sector partners.  

The referrer’s organisations are shown in Table 9, demonstrating the spread of services referring in 

for a multi-agency response. Currently the largest number of referrals are from MY Therapy (Mid 

Yorkshire Hospitals Trust). This is followed by General Practitioners, it’s worth noting that the service 

is currently only offered to 9 practices. A phased introduction to the 37 practices across the district 

was part of the project roll out, to allow the new way of working to embed and to facilitate training 

and support to the practices through implementation.  As the rollout continues it is likely that the 

majority of referrals to the service will originate in primary care.  

 
Table 9: Source of referrals in to Connecting Care Hub 

 Referral Source in to Connecting Care Hub 

Number of Referrals (Dec 2017 – Mar 2018) 

Bullenshaw Connecting 
Care Hub 

Waterton Connecting 
Care Hub  

Age UK Wakefield 64 73 

Ambulance Service 9 10 

Carers Wakefield 25 7 

Community Health Services - other 30 8 

Community Matrons 76 75 

Discharge to Assess (D2A)   2 

General Practitioner 134 219 

Hospice   1 

Hospital Inpatient Ward 6   

Independent Sector   2 

Internal Hub Partner 59 43 

Mental Health Care Navigators - SWYFT 7 4 

MY Therapy 234 255 

Other Agency 19 4 

Pharmacy - Connecting Care 3 5 

Self-Referral 5 1 

Social Care Direct 134 121 

Social Worker - Internal to Hub 177 189 

Wakefield District Housing 14 4 

 

Source: Wakefield District PIC file 

 

It is clearly early days for the PIC file, having 4 months of referral activity and partial GP coverage for 

the service has limited what can be drawn from the service thus far. Metrics in the connecting care 

framework (shown in the Appendix) show that around 2% of the over 65 population have been 

referred to Connecting Care. Positively, what can be said is even in the limited 4 months information 

care coordination appears to be improving, demonstrated via the indicators in the framework that 

are on an improving trajectory.   

 

From the workforce evaluation report, which spoke to cross cutting staff working in the connecting 

care hubs, the below quote demonstrates the strength of working in this manner.  

The full report into the workforce is available separately. 
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“The number of referrals to us has increased as a result of us being part of Connecting Care. Without 

Connecting Care, we risk people not knowing who we can help.”  Carers Wakefield colleague. 

 

 

 

Outcome 3: Quality of care improves for all 
 

Given the fact that the PIC file has only been available for four months and the GP coverage is only 

partial, evaluating the quality of care received by this population would prove very difficult at such 

an early stage. Partners of the hub do produce individual quality measures for their individual care 

quality assessment processes. For Connecting Care a mixture of these that are specific to the 

Connecting Care cohort are the measures required to report on this outcome.  

 

Age UK, as part of a national investment, aim to collect the LEAF-7 score from individuals they 

interact with. This quality of life scoring system currently provides one of the few measures of 

patient outcomes. Age UK interacts with over 200 individuals each month, capturing the LEAF -7 

scores at the first meeting and then at subsequent contact points. Each month Age UK report an 

average increase of 1.0 between first assessment and follow-up in quality of life for the individuals 

that they work with, demonstrating a tangible improvement in quality of life. 

 

Due to the short existence of the teams in the Connecting Care hubs, the procedures for dealing 

with complaints as a single entity are still being developed. The indicators behind this outcome will 

become available in the next financial year. 

 

Recent findings from the workforce evaluation (full report available separately), indicates that staff 

on the whole prefer the hub arrangements; 

 

 “Consultees consistently reported that Connecting Care is having a direct and positive impact on the 

alignment and integration of health, social and voluntary organisations in Wakefield. The Connecting 

Care vision is well understood and the evaluation found almost unanimous agreement that care will 

become more person-centred and better co-ordinated as a result of the Connecting Care model.”   

 

Introduction of SystmOne and SystmOne Lite within Connecting Care has been widely welcomed and 

is reported to have generated the following benefits:   

 Improved information sharing, and easier access to information, across partner 
organisations;  

 Fit-for-purpose case summaries via the PICs, allowing staff in the participating 
organisations to track tasks and recommendations using the PIC forms;  

 It is straightforward to refer directly to other agencies within the Hubs, as this can 
now be done electronically.   

 
As part of the development of the Connecting Care Hubs, a single leadership team has been created 
spanning Wakefield Council Adult Social Care and Mid Yorkshire Hospital trust community therapy 
and care teams.  The single management team are co-located in (based in Fleming Court) and have 
conducted joint communication and consultation with the Connecting Care workforce. The 
highlights from this detailed report include; 
 

 The majority of consultees expressed satisfaction with the management (including 
immediate line management) and leadership of Connecting Care.  

 The openness of managers and leaders to new ideas and suggestions from frontline staff  

 The creation of positive and supportive working environments;  
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 The access that most staff have to regular line management supervision  
  

“The best leadership I have ever worked under.” 

 

“I am encouraged to be very open about my training needs and the leadership have been very 

supportive of that.” 
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Mental Health 
 

The two work streams for mental health are categorised into low to moderate level mental health 

conditions and dementia.  The proposed amendments to the way dementia care is delivered are 

scheduled to start in April 2018 and is therefore not included in this report. The services impacting 

on low to moderate level mental health conditions include Improving Access to Psychological 

Therapies (IAPT), and Mental Health Navigators (in housing and primary care).  The Mental Health 

Navigators provide clinical assessment of need, referral and support with a focus on early 

intervention and promotion of self-directed support and recovery with the aim that quality of life 

will improve and demand on the health and care system will reduce. 

 

Outcome 1: Secondary care demand for mental health is reduced 
 

Data at the end of 2017-18 shows there has been a reduction on secondary care demand; Table 10 

shows the number of low level mental health related admissions reduced has reduced by 18% and 

the number of emergency bed days has reduced by 11.2%.  Although the number of emergency bed 

days has reduced, the reduction has not been as much as aspired.  The 2017-18 target was to reduce 

emergency bed days to 10,707 (-3,264 from baseline), there were 12,410 emergency bed days in 

2017-18. 

 
Table 10: Reduction on Secondary care demand 

 

  
Baseline 

(2016-17) 

End of Year 
Activity  

(2017-18) 
% change 

Number of low-level mental health 
related emergency admissions 

3,988 3,269 -18.0% 

Number of low-level mental health 
related emergency bed days 

13,971 12,410 -11.2% 

Source: eMBED Health Consortium 

 

Outcome 2: Access to community mental health services is improved 
 

Access to community mental health services has improved, Table 11 shows there has been an 

increase in referrals to IAPT and those entering treatment.  The number of referrals to IAPT 

exceeded the target of 9,236.  Although the number entering treatment increased from the baseline 

the target of 7,019 was not met. 

 
Table 11: Improved access to community mental health services 
 

  
Baseline (2016-

17) 

End of Year 
Activity  

(2017-18) 
% change 
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Referrals received (IAPT) 8,206 9,981 22.5% 

Number who entered treatment 
(IAPT) 

6,198 6,687 11.3% 

Source: Turning point 

There has been an overall increase in the percentage of those entering treatment within 14 days of 

their referral, indicating that access has improved.  The target of 75% has been exceeded, with 

78.9% entering treatment within 14 days of referral. 

 

Outcome 3: Patients are better supported to manage their conditions  
 

There have been some difficulties in capturing data to evidence patients are better supported to 

manage their conditions.  The mental health navigators didn’t have access to the relevant system to 

record or share information.  This has been resolved with the recent introduction of the Personal 

Integrated Care (PIC) file and wellbeing scores for recipients of the mental health navigators can be 

evaluated in the future. 

 

 

Outcome 4: Patients are better supported to recover from periods of ill health 
 

Although data early in the reporting period suggested patients were being better supported to 

recover from periods of ill health, more recent data does not support this.  Figure 5 shows there has 

been a reduction in both patients seen by IAPT who recover, and the number of patients seen by 

IAPT who move off ill health or sickness related benefits.   

 
Figure 5; Patients are better supported to recover from periods of ill health 

 

 
Source: Turning point 

 

Outcome 5: Quality of care improves for all 
 

Patients in contact with IAPT are offered the opportunity to return a Patient Evaluation 

Questionnaire (PEQ), this gives in indication about the quality of the care the patient is receiving.  

Data shows generally high PEQ return rate, an average of 75.9% patients have returned their 

questionnaire since April 2017.  The proportion of patients reporting they are satisfied with the 

service they have received is also generally high, with an average of 94.6% since April 2017. 
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The CCG is planning to use the learning from the MCP Vanguard to inform the integration of mental 

health across the Wakefield District. At a micro level they intend to develop IAPT-LTC (Long term 

conditions) to support the physical and mental health of people experiencing long term health 

conditions. At a macro level the CCG will be working across the system to develop a mental health 

provider alliance to deliver the ambitions set out in the Mental Health Five Year Forward View. 

 

 

 

Patient Activation Measure 
 

The Patient Activation Measure (PAM) has been implemented in four different services across 

Wakefield (Live Well Wakefield, New Southgate GP Practice, Wakefield District Housing, Wakefield 

and 5 Towns Recovery College). The tool is designed to improve patient’s ability and motivation to 

self-care, primarily focussing on individuals with long term conditions. During 2017/18, a total of 288 

individuals completed the initial assessment, with 90 of these people having at least one further 

assessment. 

 

A patient flow diagram, infographic and dashboard have been developed in order to display progress 

of those individuals who have completed the course and to provide intelligence to shape the 

programme moving forward. The PAM infographic can be seen in Figure 16: PAM framework. 

 

The PAM programme has still only been running for 10 months in Wakefield (commenced Aug-17), 

and there are still many implementation issues to resolve, one particular gap being that currently 

the PAM scores and results are not fed back to the service users. This is something that the project 

team are keen to rectify.  

 

It is still early days in collecting data, refining the reporting process and evaluating the project, but 

preliminary headlines are: 

 

 288 service users completed an initial assessment. 

 87 service users had at least one follow up assessment. 

 56% (49) individuals improved their patient activation score on return. 

 44% (38) of the individuals who did return for follow up assessments were from Level 1 

(Disengaged and overwhelmed), showing good traction with those least activated to self-

care. 

Pharmacy 
 

In April 2017, NHS Wakefield decided to build on the Pharmacy in General Practice programme that 

had been developed by the West Wakefield MCP in the previous years. However, the focus of the 

programme was shifted away from trying to save time, instead choosing to focus on reducing 

prescribing costs, improving the quality of care through higher quality prescribing practices and 

ensuring that care is coordinated, timely and efficient. 

 

Due to the need to transfer pharmacy staff from the previous arrangements under West Wakefield 

over to be in CCG employment, there was a period of transition and bedding in, which meant that 

the first few months were relatively slow to get going. There were also numerous delays around 

recruiting pharmacists and pharmaceutical technicians to the different federations, as the 

programme was now being rolled out across the District and not just focussing on the west of 

Wakefield. 
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Outcome 1: Reduce prescribing costs 
 

The main focus of the Pharmacy in General Practice programme is to review patient medications and 

to save money by moving patients onto cheaper, yet equivalent drugs, or removing items that are no 

longer required by that individual. Since the start of the programme in May 2017, total savings 

generated have totalled £649,545.42 (May 17 – March 18). On average, £91.54 of savings have been 

generated per intervention. Due to a way medication switching savings are calculated, no savings 

were recorded in March. Any switches made in March will be calculated and captured in April. 

 

As you can see from Figure 6 below, the bulk of the savings were generated in July when a specific 

drug (pregabalin) was targeted for switching by a few of the pharmacists. Since then, the savings 

have been generated by numerous different types of switching – you can see the top ten 

interventions recorded in  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 7. 

  

 
Figure 6: Savings generated by pharmacist and pharmaceutical technician interventions, May 17- Mar 18 

 
 

Source: Pharmacist and pharmaceutical technician monthly submissions 
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Figure 7: Top ten interventions completed by pharmacy in general practice programme, May 17 – Mar 18  

 
 

Source: Pharmacist and pharmaceutical technician monthly submissions 

 

The end of year savings of £649,545.42 is some way short of the £2.284 million target that the 

programme was set. This suggests that the original target was too optimistic, with reliance on 

switching some very specific high cost drugs. However, the programme has still generated significant 

cost savings and improved the quality of care being delivered to patients at the same time. 

 

The actual cost of the pharmacy model in 2017/18 was £371,990, giving a potential saving of 
£277,555 for the year. 

Outcome 2: Quality of care improves for all 
 

As well as completing the monthly savings submissions, the pharmacists and technicians have been 

asked to complete a ‘Pharmacy Questionnaire’ as part of the medication reviews when they 

complete them with the patients. This is quite a new way of working and is aimed at capturing more 
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detail around the quality of the prescribing that patients are receiving, rather than just focussing on 

the cost implications.  

 

Due to this being a completely new method of collecting data, there was a period of time required to 

develop the data capture tools and train the individuals who would be entering the data on to the 

system. Therefore data capture didn’t commence until July 2017, and even then this only involved 

partial submissions from certain members of the pharmacy in general practice team. The number of 

submitted questionnaires steadily increased throughout the year, however it fell again towards the 

end of the year as several of the pharmacists moved on to new jobs as the project nearer 

completion. See  

 

Figure 8 below: 

 
 

 

 

 

 

Figure 8: Number of submitted questionnaires per month, Jul 17 – Mar - 18. 

 

 

 
Source: Pharmacy questionnaire submissions, SystmOne 

The data collected through these questionnaires has generated the following headlines for the 

period July 17 – March 18: 

 

 1,988 level 3 medication reviews completed. 

 14.7% of patients were found to have an unmet prescribing need. 

 35.6% could have their treatment simplified. 

 90.6% had ‘good’ drug use compliance. 

 13.5% had an inappropriate dose. 

 8.5% had a redundant item removed from repeat prescription. 

All these point to an improved standard of prescribing, with potential hazardous issues identified 

and resolved through the work of the pharmacy in the general practice programme. 
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Outcome 3: Care response is coordinated, timely and efficient 
 

Part of the intended work plan for the pharmacists involved in the programme was to reconcile 

discharge letters for patients who have just been discharged from hospital. Unfortunately we have 

been unable to establish a robust data capture mechanism for this measure, but we are working 

towards having something in place for the start of the new financial year. 

 

As mentioned in our interim report published in January 2018, there was an intention to carry out a 

qualitative evaluation with patients who have experienced the pharmacy in general practice work 

stream, and Healthwatch Wakefield were commissioned to deliver this patient engagement. 

However, engaging with patients proved to be very difficult. All patients who were contacted were 

asked by the pharmacist for their consent to be contacted as part of the evaluation, despite this 

many of the patients subsequently declined to comment, couldn’t be contacted or couldn’t 

remember having a medication review when they were contacted. 

 

After a couple of months of trying to progress this patient engagement, with little success, the 

decision was made to stop pursuing this line of evaluation and the capacity of Healthwatch was 

shifted to work on other MCP evaluation work streams. 

 

Following the success of Pharmacy in General Practice in 2017-2018, including prescribing savings of 

£630,00 as well as demonstrating tangible qualitative pharmaceutical  interventions during 

medication reviews, all five of the GP federations in Wakefield District have decided to provide this 

service for the next two years. The federations have agreed to fund 28% of the scheme cost in year 2 

with an eye on extending Pharmacy in General Practice for a further two years up to 2022. 

 

Physiotherapy 
 

The physio work stream in the MCP has taken on a two pronged approach, with the “Physio First” 

pilot from the West Wakefield MCP being continued and a new “Physio Line” pilot was introduced in 

three GP Practices. The aims of the pilots were moved away from trying to save GP time and towards 

the outcomes listed below, the primary aim being to reduce the demand on community 

physiotherapy services which are more expensive than the proposed pilot schemes. 

 

Following the positive impact of Physio Line on the community physio activity reported in the 

interim MCP report, the CCG took the decision to expand the pilot to an additional GP Practice. For 

the purposes of this evaluation, the figures below still relate to the original three Practices. 

 

Outcome 1: Community physio demand is reduced 
 

Physio Line 

Whilst the pilot is only covering a very small number of GP Practices, the early signs are good that 

demand on community physio services have reduced since the implementation of the physio line 

pilot. Activity during 2017/18 indicates: 

 

 Number of first appointments at community physio for patients registered to the three 

Practices involved in the pilot reduced by 65% compared with the previous year. 

 Number of follow up appointments have also reduced by 56% compared with the previous 

year. 

 This is in contrast to the activity from all other Practices in Wakefield, which is showing a 9% 

increase for first appointments and a 4% reduction on follow up appointments. 
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Physio First 

Physio first is carried out in the Practices in the west of Wakefield who took part in the initial pilot 

that formed part of the West Wakefield MCP. The results from 2017/18 indicate that activity from 

these Practices at the community physiotherapy services have not reduced: 

 

 Number of first appointments increased by 17% compared with the previous year. 

 Number of follow up appointments increased by 3% compared with the previous year. 

 

Outcome 2: Patients are better equipped to self-care 
 

Physio Line 

As you can see in Figure 9 below, the number of referrals into Physio Line have increased as the year 

has progressed, however this doesn’t necessarily indicate that patients are better equipped to self-

care.  

 

 

 
 

 

 

Figure 9: Referrals to Physio Line by month 

 

Source: Novus Health: Physioline 

 

Physio First 

There have been some reporting issues with the data from Physio First, with some GP Practices 

choosing to use their own data collection template, rather than the one specified by the CCG. As a 

result there is a caveat around the data that it may not capture all the activity that has been 

occurring. 

 

Full 2016/17 activity indicates that the proportion of people seen by physio first who have been 

given self-care advice is 76%, which is lower than the proportion reported at the end of 2016/17, 

which was 89%. 
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The proportion of patients who are referred to community physio even after attending physio first 

has increased from its baseline position. At the end of 2016/17, 29% of patients had subsequently 

been referred to the community physio. This has risen to 38% for 2017/18. This indicates that either 

the service is under achieving in its attempts to enable patients to self-care, or that an increasing 

number of the patients who are being directed to physio first are inappropriate for that service. 

 

Outcome 3: Care response is coordinated and timely 
 

Physio Line 

Data has been captured from the Physio Line service for the months June 17 – March 18. The 

following headlines can be taken from the data collated: 

 1403 total referrals in that time. 

 Average time from referral to telephone appointment is 5.1 days. This could be due to 

reasons outside of the service’s control, but there is an intention to reduce this figure. 

 342 referrals didn’t receive an appointment. The main reasons for this were: 

o No contact possible with patient 

o Patient refused Physio Line 

o Referred straight to a face to face appointment 

 

Physio First 

Data from the Physio First service suggests that currently the service is under-utilised, with only 41% 

of appointments utilised. However, this could be related to the data quality and recording issue 

mentioned above, that suggests that not all activity is being recorded successfully on the system. 

 

 

Conclusion 
 

There are a number of challenges that need to be considered when evaluating the Enhanced Health 

Care in Care Homes Vanguard and the Multi-Speciality Community Provider (MCP) model.  Since the 

start of these two programmes there have been a number of internal and external drivers that have 

had an impact on the development of the work streams; most notably the focus of the new models 

of care programme has evolved. Initially there was a focus on piloting new models of care with an 

emphasis on providing care more holistically and preventively at a population level, before moving 

on to focus on secondary care activity prevention due to the increasing pressure on NHS services.  

 

It also needs to be noted that the work streams are at different stages of maturity; the care homes 

vanguard was first established in 2015/16 and is in its second phase of development, other work 

streams are at a much earlier stage of development, as a result are not as established and evaluating 

the impact of these is more problematic. 

 

To evaluate the impact of the two programmes the work streams within these will be considered 

separately. 

 

Care homes 

The Care Home Vanguard was first established in 2015/16, since this time the work programme has 

changed and expanded; the total of care homes involved is now 27 and there has been an increase 

in the number of assisted living sites (from one to six).  In response to the increase in care homes the 

MDT changed the way they worked, moving from referrals and in-depth assessments to delivering 

“Hot clinics”.  The care homes involved in phase two were considered to be more complex than 

those involved in phase one, all of them were rated as inadequate or worse in their latest CQC 
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rating, and as a result it may have taken longer for the vanguard interventions to have an effect.  

These changes may have limited the impact of the vanguard interventions. 

 

Some of the success seen in the first year of the Care Home Vanguard has not continued into year 

two. There has been a decrease in the percentage of care home residents identified as such on the 

clinical system, and the demand for urgent care has increased.  When looking at the phase one and 

phase two care homes together there has been an increase in ambulance call outs, A&E attendances 

and emergency admissions.  However, when comparing the care homes from the two phases it’s 

clear that phase one homes have maintained the success of the first year, suggesting that phase two 

care homes have not seen the same impact of the vanguard interventions.   

 

Some of the success seen in the first year has continued into year two, with a consistent reduction in 

emergency bed days.  This suggests that although people are being admitted more frequently they 

are staying in hospital for a shorter period of time, due to the better care management and 

communication between organisations.  The reduction in ambulance call outs specifically for falls 

has also continued, suggesting the implementation of the vanguard interventions can help alleviate 

this pressure.  Other improvements can also be seen in end of life care, with an increase in the 

proportion of people dying in their usual place of residence, and improvements in immunisation 

uptake, with more residents receiving both flu and pneumococcal vaccinations. 

 

There is a separate evaluation report that looks at the holistic assessment approach to supporting 

care homes, where many stakeholders from across the system who have been involved in the care 

home vanguard have been consulted. The main findings from this report are: 

 

 The vanguard interventions have had a positive impact on residents living in care homes. 

Improved wellbeing has been found as a result of programmes such as Portrait of a Life and 

Age UK interventions. Simultaneously the quality of care has improved as a result of care 

homes having easy access to a dedicated support team (MDT).  

 Carers have been positively impacted through the vanguard, due to increased awareness 

and engagement with Carers Wakefield, but also the work of the geriatrician who has 

improved end of life care planning. There are still opportunities for Carers to further benefit 

and communication must be improved with this group of people. 

 Care Home staff have, in the main, benefitted from the vanguard interventions. Many 

reported feeling more supported and more confident in their role. The training programmes 

provided by the vanguard have been really well received. 

 Challenges still exist, particularly around communication and staff turnover, which are 

inextricably linked. There is a great need for communication of the programme of work to all 

stakeholders to be improved and there are still opportunities to build on the partnership 

working that has been developed. 

 

Multispecialty Community Provider (MCP) 

The six MCP work streams have seen different levels of success and impacts, some interventions 

were more complex and therefore more difficult to mobilise than others and as a result are not as 

well developed, others were rapidly established but the reporting systems supporting these systems 

were slower and as a result intelligence has not been as readily available.  The six interventions will 

be considered separately. 

 

Care Navigation 

Care Navigation was initially developed as part of the original West Wakefield MCP, since April 2017 

it has been rolled out to the full District MCP.  The aim of care navigation is to support patients in 
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accessing care from the correct professional without having to see their GP.  79% of GP practices in 

Wakefield have recorded at least one care navigation since April 2017. 

 

It’s difficult to evaluate the impact of care navigation as there have been issues with recording of 

data in some GP practices, meaning all care navigation activity may not have been captured.  From 

the data that has been recorded it suggests there has been some success in navigating patients to 

the appropriate support, and avoiding unnecessary GP appointments, around 4,700 patients were 

navigated to the pharmacist instead of their GP. 

 

Connecting Care 

The aim of connecting care is to offer a holistic and coordinated experience of care for patients in 

Wakefield by health, social and voluntary sector services working in an integrated hub.  There are 

two hubs in the districts, with integrated community teams in both hubs.  Connecting care is the 

largest MCP work stream and the most recent development within the work programme, with the 

services being co-located in the hubs since December 2017.  This means there can only be a limited 

evaluation of connecting care at this time. 

 

With the service currently only interacting with a 2% of the population 65 and over, the impact the 

have service could have on the population to date. In the district there has been a reduction in the 

number of emergency bed days in this population, it is likely that the stabilisation of the more frail 

65’s and over by Connecting Care services is likely to have contributed to the district improvement. 

The workforce have reported on the whole a better working environment and more support from 

leadership since the formation of the Connecting Hubs and single leadership team.  

 

Mental Health 

There are two aspects of the mental health work stream, one focussing on low to moderate level 

mental health conditions, the other on dementia.  The dementia work stream was planned to start 

in April 2018, therefore is not included in this report.   

 

There has been a clear reduction on secondary care demand for low level mental health conditions, 

with reductions in the number of emergency admissions and the number of emergency bed days, 

suggesting that fewer people are being admitted to hospital and those that are admitted are staying 

for less time.  This indicates there may be better care management and communication between 

organisations.  Another success is the increase in people accessing community mental health 

services, with an increase in the numbers being referred and the numbers entering treatment.  

However, the outcomes of those in treatment have not improved; there has been a reduction in 

those recovering and moving off ill health or sickness related benefits.  This suggests that access may 

have been improved, but services have not been able to deal with this increase. 

 

Patient Activation Measure 

The Patient Activation Measure (PAM) is a tool designed to improve a patient’s ability and 

motivation to self-care.  It has been implemented across four services in Wakefield with a focus on 

individuals with long term conditions.  There have been many implementation issues with PAM, and 

although it’s been running since August 2017 these haven’t been fully resolved and it’s still early 

days in collecting data.  This makes evaluation difficult.  Early data indicates PAM has the potential to 

have a positive effect, with 56% of individuals showing an improvement. 

 

Pharmacy 

Pharmacy in General Practice was a programme initially developed under West Wakefield MCP, in 

April 2017 it was decided to include it in the Wakefield District MCP but with a change in focus.  

Since April 2017 the aim of the programme has been to reduce prescribing costs, improving the 
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quality through higher quality prescribing practices and ensuring that care is coordinated, timely and 

efficient. 

 

There were a number of staffing issues, such as transferring the employment of staff and recruiting 

pharmacists and pharmaceutical technicians that impacted on how quickly and widely the 

programme was rolled out.   

 

The pharmacy programme has seen some success in reducing prescribing costs, however these 

savings are only a fraction of what was expected.  This suggests the original target was too 

optimistic, relying on switching very specific high cost drugs.  The quality of care of patients has 

improved through the pharmacy scheme, data suggests there has been an improvement in the 

standard of prescribing with potential hazards being identified and resolved.  It’s not possible to 

determine the impact of the pharmacy programme on ensuring care is coordinated, timely and 

efficient as a robust data capture mechanism has not been established. 

 

Physiotherapy 

The physio work stream has two aspects, Physio First and Physio Line.  Physio First was a programme 

established in the West Wakefield MCP that has been continued in the Wakefield District MCP.  

Physio Line is a pilot introduced in three GP practices.  The aim of the programmes were to reduce 

community physio demand, to support patients in being better equipped to self-care and for care to 

be coordinated and timely. 

 

The success of the two programmes has varied; data from the pilot sites for Physio Line indicates 

that the programme could be successful in reducing demand on community services but Physio First 

does not have the same effect.   

 

Unfortunately it isn’t possible to evaluate if patients are better equipped to self-care or if the care 

response is coordinated and timely as the data is either not available or incomplete.  

 

 

New Models of Care Board 

One of the key learning pieces to come out of the MCP vanguard is around the governance 

arrangements that are required to create a successful integrated model of care, with a strong focus 

on the engagement of primary care federations and ensuring that all partners across the health and 

social care system contribute to the decision making process. 

 

Following the end of the Vanguard, the New Models of Board have developed a business plan to 

explain how they will build on the MCP learning to commission services that deliver improved 

outcomes, reduce health inequalities and deliver high quality health and social care for the population 

of Wakefield for 2018-2021.  The business plan aims to provide a level of assurance for both the Health 

and Wellbeing Board and the New Models of Care Board for the need to develop and deliver key 

priority work streams. This is in order to optimise the existing and future workforce and provide 

sustainable services that deliver high quality health and social care for the population of Wakefield. 
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Appendix 
 
Figure 9: MCP Overarching 
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Figure 10: MCP Key Indicators 
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Figure 11: Connecting Care Hubs 
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Figure 12: Care Home framework 
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Figure 13: Mental Health framework 
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Figure 14: Pharmacy framework 
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Figure 15: Physiotherapy framework 
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Figure 16: PAM framework 

 

 


