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About Wakefield …



Our journey towards integration



Our population
2015 2035



Why care homes?

• Break the mould of fragmented care

• Focus on the wider determinants of health –
‘somewhere to live, someone to love, 
something to do’

• Care homes, housing providers and voluntary 
sector are integral to delivery of holistic care 

• Our ambition: to deliver equitable access to integrated care  -
whether people live in their own home or a care home

• Huge potential to widen the primary care offer beyond GPs to 
include nurses, pharmacy, physio, voluntary workers

• Positive results from care home pilots – 27% reduction in 
hospital admissions as a result of proactive assessment and 
care planning



Why supported living?
• Help people stay in the most independent 

setting for their needs

• Last year 1:23 people moved from 
supported living to residential or nursing 
care to escape social isolation

• Multiple agencies going into each housing 
scheme 

• Functional health and care needs met –
but not social needs

• Changes the ‘offer’ to more holistic 
support

• Keeps people socially connected to 
activities within the scheme and in the 
community



Our model

Going in to 
care and 

living well

What if I 
have health 

needs?

What if I 
become 
unwell?

What if I 
need 

urgent 
help?

What if I'm 
admitted to 

hospital?

What if i'm 
at the end 
of my life?

 Proactive and holistic assessment and care 

planning

 Access to community and activities 

 Primary care led models of proactive 

intervention (currently in pilot / prototypes)

 Primary care urgent call-

outs

 Connecting Care Teams 

urgent response 

(community)

 Support and advice from 

secondary care (REACT)

 YAS yellow care plan

 ECP response ‘see and 

treat’

 Conveyance to hospital 

 Proactive primary care 

support (prototypes)

 Connecting Care Teams 

(integrated community 

health, social care and VCS 

response)

 Support and advice from 

secondary care 

 Shared record 

 Rapid assessment  for frail / 

elderly (REACT) 

 Communication with the 

care home 

 Early supported discharge 

with wraparound support 

for additional needs 

 Shared record

 Advanced care planning 

including DNAR led through 

primary care models (pilots)

 Additional wraparound 

support from primary and 

community services 

 Shared record
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VCS in Wakefield

• Wakefield has a well-established voluntary and community 
sector

• Over 500 registered organisations

• Collective annual income of around £80m 

• NHS Wakefield CCG third sector spend = £5 million per year

• Wakefield Council third sector spend = £16.3 million per year

• One of twelve pilots in the Building Health Partnerships to 
build on existing practice to enable the CCG and the local third 
sector to develop effective partnerships

• A new representative structure for the third sector - Nova 
Wakefield District - formed from a merger of two pre-existing 
organisations



The role of the VCS in  integrated care teams

• Strong emphasis on prevention 
and early intervention

• Social prescribing 
commissioned from VCS

• Age UK and Carers Wakefield 
District equal members of 
multi-disciplinary Connecting 
Care teams

• Increasing the potential of Community Anchors – independent, multipurpose 
organisations, based in geographically defined neighbourhoods and used by the 
whole community

• Existing resources mapped and two-year third sector-led project about to start

• Planning underway for a high profile conference for all local anchors



Components of the model

Pull up a Chair –
our approach to 
engaging older 
people, families 
and staff

A holistic and 
proactive 
assessment and care 
planning tool using 
Portrait of a Life to 
look beyond health 
needs

Redesigning and 
identified best 
practice pathways 

Access to SystmOne
in care homes 

Technology 
advancements to 
support new models

A common change / 
prototyping 
methodology  

New approaches to 
training, leadership 
and system 
development 

12



The CCG commitment

• Deliver care as close as 
possible to people’s 
homes

• Focus support on the 
most vulnerable people

• Improve care and
experience

• Respond to changing 
demographics

• Broaden the care team 
and integrate how they 
work
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