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1 Background 
 
On 1 April, community services provided by Sheffield Primary Care Trust were 
successfully transferred to the three local foundation trusts, with the majority of adult 
services moving to STHFT. This move provides a unique opportunity to improve the 
quality of care and overall experience for patients as it will enable community and 
acute health service professionals to work more closely together to make patient 
pathways more integrated. It also marks a significant change in our business as we 
aim to provide more support and treatment for patients in or near to their home, 
rather than in a hospital setting.  
 
Work is already underway within the city through the development of clinical 
pathways shaped by forums such as the clinical super summits.  Joint forums for the 
city leaders are also in place, providing the direction for the future of integration of 
health and social care services.  
 
This document focuses on the actions that STH is taking now and will need take over 
the next three years to achieve service transformation that will be consistent with the 
Sheffield wide service change programme. 

 
2 Action to date 

In preparation for the development of this work programme an internal workshop was 
held on 7th June 2011 with General Managers and Nurse Directors across acute and 
community services.  The STH Board of Directors also met on the 16th of June to 
discuss the clinical service transformation programme. The outputs of these 
discussions were used to design the workshop held on 13th July and were as follows;  
2.1 A compelling vision for integrated community and acute health services for 

Sheffield provided by STH needs to be produced. 
2.2 To use the knowledge and skills of the community workforce to help make 

transformational change. 
2.3 Coordinated Information Systems; current multiple systems and inadequacies in 

system interfaces lead to duplication of effort, urgent changes are needed. 
2.4 A detailed, integrated and fully supported three year top level strategy setting out 

the prioritised programme for service areas to be transformed should be 
produced for the Board meeting in October. 

2.5 To consider payment processes for non-PBR services, locally until there are 
national solutions 

2.6 To plan for the workforce and skill mix changes likely from this degree of 
transformation 

2.7 Review capability of estate and infrastructure  
2.8 Develop five areas that would deliver immediate benefits for patients resulting 

from the transfer of community services were needed to demonstrate progress 
that services are changing and that front line service providers and users will be 
involved in the redesign process. A project plan setting out the proposed projects 
worked up for launch would be provided for the 20 July Board meeting. 

2.9 Establish a programme of events over the summer to involve staff and patients to 
help shape our vision for integrated services. 

 
3 Delivery Programme 

3.1 Creation of a ninth care group  
The transferred community services have transitional management and 
governance arrangements in place until 30 September 2011, working as a care 
group within STHFT.  Plans in place to formally establish a ninth Care Group for 
“Integrated Community Services” from 1 October 2011.  Plans are in place to 
recruit a Clinical Director in July and to develop an infrastructure for the new 
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Director to implement the three year plan that is currently being developed. The 
creation of a ninth care group is important within this context because it; 
• provides focus 
• gives a recognizable identity for services 
• recognises the need for different models of delivery within community settings 

 
The Care Group will be responsible for those services that that transferred on 1 
April and those current STH services that are agreed could be provided in 
community settings. The programme of work described in this paper will 
contribute to identifying and prioritising services service changes.   

 
3.2 Creating a shared vision for the future and developing a transformation 

programme 
This work stream is an integral part of the wider strategy refresh being led by the 
Director of Service Development. There are three parts to this; 
• Reviewing the current STH vision in the light of the addition of adult 

community services. 
• Creating visions and top level plans for the 11 workstream areas identified in 

the initial workshop held on 7th June and set out below; 
1. Self Care 
2. Health and Well Being 
3. Urgent Care 
4. Care of Older People (including Long Term Conditions) 
5. Hospital Care (including admission, stay and discharge) 
6. Interface (Outpatients, planned community clinics) 
7. End of Life Care 
8. Diagnostics and Therapies 
9. Information and Communication Technology 
10. Workforce and Education 
11. Estate and Facilities 

• Identifying five short term opportunities (quick wins) 
1. Increased provision of Diabetes care in the community (Adrian Scott) 
2. Integration of the community and acute Heart failure pathways (Marie 

McKenniff) 
3. Extension of the Telecare project (Ruth Brown/Tim Ellis) 
4. Create an Integrated Sexual Health and HIV service (Christine Bowman) 
5. IT System One license extension (Ruth Brown /John Spence) 

 
Each of the eleven workstreams has two identified project leaders (to maintain 
momentum over the summer holiday period) and an identified project team. The 
STH service transition team led by the Corporate Development Director is 
managing the programme through to the completion of Phase 1 of the 
programme which is scheduled to finish 30 September 2011. After this time the 
newly appointed Clinical Director will take responsibility for implementing the 
plan. 

 
3.3 Short term opportunities 

3.3.1 Heart Failure Pathway (Project Manager: Marie Mckenniff) 
This workstream was initiated by the TCS project team in March 2011. It 
has had a number of meetings with the aim of transforming the Heart 
Failure Service. The work programme involves; 
• Integrate the two current heart failure teams.  
• Introducing new, more reliable, diagnostic tests that can be completed 

in Primary Care which allow patients to be fast tracked to the 
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proposed rapid access heart failure clinic (as recommended by NICE), 
where care planning and treatment will be initiated much more quickly. 

• Safe transfer of patients back to Primary Care for management and 
regular review with support from a newly integrated Heart Failure 
Team in a timelier manner. 

• Establish community based heart failure clinics. 
• Improve availability of echo reports and same day hospital discharge 

summaries. 
• This programme has been developed in close consultation with GPs, 

primary care teams, community nursing teams and STH acute service 
teams and has the support of NHS Sheffield and the GP 
commissioners. 

• The programme changes are being planned to commence from the 
beginning of November 2011. 

 
3.3.2 Community base diabetes service (Project manager: Adrian Scott) 

A pilot program was established to set up a community based specialist 
diabetes team within Central Sheffield GP Consortium. Following 
successful evaluation of the pilot by the Central Sheffield GP Consortium 
and Sheffield PCT, Sheffield PCT has approached STH as their preferred 
provider of choice to roll out the successful community service pilot city 
wide through October, November and December 2011. A service 
specification has been jointly agreed for changes to the way type 1 and 2 
are to be managed so that instead of attending an STH based outpatient 
clinic, where appropriate they will be managed in primary care with 
support from a community specialist diabetes team. The new model of 
service delivery reduces up to approximately 700 new GP 
referrals/attendances to the STH service and up to approximately 3000 
follow up attendances which will result in the need for reduced outpatient 
clinic capacity. NHS Sheffield has agreed that the service will be fully 
rolled out by December 2011, with the new service being formally 
reviewed between January and March 2012. The key benefits of the new 
system is to improve access for patients with diabetes to a specialist 
team, ensuring patients are seen in the most appropriate setting and to 
improve the knowledge and education of practice based health care 
professionals and improve patient experience and outcomes.   
 

3.3.3 Extension of the Telecare project. (Project Manager; Ruth Brown and Tim 
Ellis)  
Currently forty people with a variety of long term conditions are benefitting 
from home based technology (Telecare) allowing community nurses and 
GP surgeries remote access to of patients daily living programme at 
home. This Telecare pilot has been well received by patients involved in 
the pilot which is evaluating well on the other target benefits too. The 
opportunity to scale up this pilot to a full scale city wide programme that 
would include thousands of patients with LTC has arisen. STH has 
submitted an outline proposal to the DALLAS (Delivering Assisted Living 
Lifestyles At Scale) programme board which has £18m over four years to 
invest in five sites in the UK to set up large scale community wide projects 
to deliver assistive technologies to allow people with LTC to live in their 
own homes for longer. Further work will be required to develop a business 
case if STH is successful in the first stage of the assessment process.  
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3.3.4 Create an Integrated Sexual Health and HIV service (Project Manager: 
Christine Bowman).  
Although this project has just commenced, it has been made possible by 
the merger with adult community services. The CD is bringing together 
current service departments to establish an integrated team across the 
City. A project plan is being developed with the expectation that service 
changes will begin in November 2011. 
 

3.3.5 IT System One license extension (Ruth Brown /John Spence) 
Proposals to extend the current availability of the System 1 community 
base information system for STH clinicians are being developed. This 
would mean that clinicians based at STH (A&E, Op clinics, diagnostics) 
will have full access to patients records created in primary care and will be 
able to carry out secure on-line consultations with colleagues in primary 
care whilst patients are with GPs. A business case is being developed 
setting out the proposed benefits because the software license extension 
will cost in the order of £50k, but the benefits of GPs and Consultants 
having access to a single record if the patient is in A&E or likely to be 
admitted are significant in the avoidance of drug transcription errors, 
avoidance of duplicate diagnostic testing, access to previous relevant 
diagnoses and shared knowledge of home based care support and 
packages. This proposal could be implemented within three months of 
business case approval. 
 

4 Proposed work plan July to October 2011 
 
Date Action Lead 
July to 
September 

Manage transition to new Care Group structure  AR/SG 

13 July Vision event with key stakeholders AR/KM 
20 July Update BoD AR 
August Patient and Carer workshop AR 
July to 
September 

Workstream leads complete work AR 

early 
September 

CMB Workshop AR 

8 Sept Concluding workshop AR/KM 
September Wide consultation including adult partnership board and 

OSC 
AR/KM 

20 Sept BoD update on strategic direction AR/KM 
1st October New management and accountability arrangements 

begin 
 

September to 
March 

Implementation of early improvements CD and 
management 
team 

19 October  BoD approval of Strategic Direction AR/KM 
October 
onwards 

Detailed development of strategic work programme for 
year 2 (12/13) and 3 (13/14) 

KM 
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