Sheffield Teaching Hospitals NHS Foundation Trust
Chief Executive’s Briefing
Board of Directors – 30 July 2019
1.

Integrated Performance Report
The Integrated Performance Report is attached at Appendix 1. Each Director will highlight
the key issues for the Board of Directors to note/consider.

2.

Staff Sessions
Throughout June and July I have invited all staff to attend an open staff session with
myself. This was an opportunity for me to personally thank all staff for their hard work over
the past year, as well as have an opportunity to tell them about plans for next year and to
answer any questions they had. Five sessions were held in total across both sites and
approximately 400 members of staff attended. The sessions covered the investments
made into our facilities, the priorities moving forward and plans for 2019/20.

3.

Directorate Annual Reviews
I am pleased to confirm that our Directorate Annual Reviews for 2018/19 have been
completed. Annual Directorate Reviews are Chief Executive led meetings and provide an
opportunity for the Executive Team to review Directorate performance for the previous year
and to confirm plans for the coming year. This includes an assessment of operational
performance, healthcare governance and finance, and is linked back to each of the Trust’s
five strategic aims. This forms an integral part of Trust’s ability to demonstrate a well led
organisation in relation to business planning and performance management.
The 2018/19 Reviews took place between May and July and the outcome is a revised
performance and assurance score, which will be shared with each Directorate in early
August along with feedback on why any changes have been made. The Executive Team
observed the continued commitment to, and delivery of, high quality patient care amidst
increasing levels of demand for services, evidence of widespread engagement of staff and
a focus on making financial improvements. Members of the Executive Team will continue
to work alongside all Directorates and provide support to those that are experiencing the
most significant challenges.

4.

IT Pledges
Our most recent staff survey results and staff engagement sessions, initially between the
Chief Executive and Medical Director and Consultants, and subsequently between the
Chief Executive and all staff groups, have confirmed a strong desire amongst our staff to
see improvements in their day-to-day experience of using Information Technology at the
Trust. This has led to the development of six “Digital Pledges” which are organisational
pledges to deliver demonstrable changes in the STH IT user experience during the 2019/20
year. The specific pledges are currently being finalised.
In addition to these pledges, the established programme of IT development, including
developments such as the Windows 10 roll out, NHS mail implementation and infrastructure
modernisation will be carried forward, elements of which are also expected to improve IT
user experience.
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5.

Renewal of Funding for Volunteer Services
I am delighted to announce that the Volunteer Services Team at Sheffield Teaching
Hospitals (STH) has been successful in its application for continued funding of the
Volunteer Service to March 2022. The Volunteer Service is a partnership between STH
and the Sheffield Hospitals Charity (SHC). The continued support funding reflects the
value of volunteers which is appreciated by both organisations. STH enjoys the services of
500 dedicated volunteers who perform over 30 different roles in over 30 departments and
the team works with 13 partner organisations. Volunteers carry out roles which enhance
the patient and visitor experience but which cannot be funded by the NHS such as
Welcomers, Companions, Pharmacy Runners and Ward Volunteers.

6.

Hadfield Wing
Rectification work has now started on the Hadfield building at the Northern General.
Progress is being closely monitored and regular meetings continue to be held between the
Trust and contractors to agree the work required moving forward.

7.

NHS Sheffield Clinical Commissioning Group’s (CCG) Improvement Plan
In March, the CCG received feedback from an independent 360 assessment that
highlighted significant work was needed to ensure they returned to being a great place to
work and to becoming an outstanding CCG.
On 4 July 2019 the CCG’s governing body signed off their improvement plan.
The governing body agreed and committed to delivering the plan which will focus on:
1) Creating a clear strategy to improve the health of Sheffield residents by planning and
buying more care away from hospitals in neighbourhoods - closer to where people live.
This will clearly set out their vision, aims and values, to meet the expectations of their
staff, public and partners
2) Developing a transformative leadership team who will lead on delivery of their new
strategy
3) Having a visionary and visible governing body who will oversee the delivery of the
strategy
4) Reviewing behaviours, and developing leadership training and support required for
improvement
5) Promoting health and wellbeing at work and a healthy work life balance
NHS England, the CCG’s regulator, has given their support for the plan and recognised
“that the CCG has accepted fully the recommendations of the 360 Review and has taken
seriously its responsibility to improve its way of working in order to benefit the people of
Sheffield and the staff you employ”.
The plan is published on the CCG website: https://www.sheffieldccg.nhs.uk/news/SheffieldCCGs-new-commitment-to-long-term-improvements-for-staff-and-local-people.htm

8.

Sheffield Accountable Care Partnership
An overview of the programme activities for the Sheffield Accountable Care Partnership has
been provided by the Programme Director and is included at Appendix 2.
Interviews took place on Friday 12 July 2019 to appoint the Accountable Care Partnership
Director and I am pleased to announce that from a strong field of candidates Mark Tuckett
has been appointed into the role.
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9.

South Yorkshire and Bassetlaw Integrated Care System (SY&B ICS)
A report from the Chief Executive of SY&B ICS can be found at Appendix 3. This provides
a summary update on the work of the SYB ICS for the month of June 2019 including
performance scorecards.
Attached at Appendix 4 is a guide from NHS England which sets out the different levels of
management that make up an integrated care system, describing their core functions, the
rationale behind them and how they will work together.

10.

Research and Innovation
Sheffield Teaching Hospitals NHS Foundation Trust and Sheffield University are conducting
a clinical trial of a new breakthrough test offering a more convenient and less invasive way
to diagnose adrenal insufficiency. The test, which measures cortisol in saliva rather than
blood, could save the NHS money and be available in three to five years.
Also in Sheffield, a woman who has suffered with glaucoma for nearly four decades is
featured in the Daily Mail praising a pioneering new procedure which has potentially saved
her sight through reducing the pressure in her right eye. The procedure, which is the first of
its kind in Europe, involved the use of a new hi-tech device called a goniotome, which
works in a similar way to other minimally invasive glaucoma surgeries, particularly the
trabectome procedure which was also pioneered in Sheffield, by draining fluid in the eye to
release pressure that could otherwise potentially damage the optic nerve and eventually
cause blindness.

11.

The Royal College of Nursing International Research Conference 2019
The Royal College of Nursing International Research Conference is an annual conference
attracting over 300 global delegates and presenters and is the second largest event
organised by the RCN after its annual Congress. The 2019 conference will be held in
Sheffield on 3 – 5 September at City Campus, Sheffield Hallam University and Chris
Morley, Chief Nurse, will be presenting the welcome session. STH staff will be supporting
the Conference in ambassadorial roles which will promote STH as a brilliant place to work.
Further information can be found at the RCN webpages:
https://www.rcn.org.uk/news-and-events/events/research-2019

12.

Sheffield Physical Activity Referral Scheme (SPARS) Exercise Referral – Activity as
Medicine
SPARS is a service for physically inactive people, or people that want to get more active,
with a range of health conditions and disabilities, who need support to become more
physically active. Qualified, experienced and supportive staff help people develop
a personal activity plan aimed at improving their quality of life. People have a range of
activity options across Sheffield that are local to them. When attending the participating
venues people will receive discounted access to activities such as swimming, fitness
classes and the gym, as well as 1-1 support to make the most of their time in the venue.
The exercise referral routes are open to all secondary care clinicians, as well as patient
self-referrals. Further information is included at Appendix 5.

13.

Communications and Awards Updates
I am delighted to report that the Autologous Haematopoietic Stem Cell Transplantation
(AHSCT) team led by Professor Basil Sharrack and Professor John Snowden, has been
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named the national winner of the NHS Future Award at the NHS Parliamentary Awards at
the House of Commons. The award was given to the team of specialists who have
pioneered the use of a breakthrough treatment in the UK which is the first to significantly
reverse disability in certain patients with multiple sclerosis (MS). The treatment called
autologous haematopoietic stem cell transplantation (AHSCT) was featured in a BBC
Panorama programme.
The Emergency Department End of Life Team has been crowned winners of the
Emergency Nursing award at the Royal College of Nursing Awards. The team are helping
patients at the end of life who arrive at the emergency department, get home for a dignified
death if that is their wish. The awards are the nursing profession’s top accolade and
recognise nurses who deliver exceptional innovation and outstanding, compassionate
patient care, day in, day out. Almost 700 nurses and nursing teams from across the UK
entered the awards this year. I am delighted to welcome some members of the team to
present their work at today’s Board of Directors meeting.
We have also been officially recognised as a Centre of Clinical Excellence by Muscular
Dystrophy UK. Since 2015, we have treated over 1,000 patients with neuromuscular
disorders such as muscular dystrophy, spinal atrophy, neuropathies, and neuromuscular
junction disorders.
We have also featured in a number of national and local media this month for both service
and research developments.
A new internal communications campaign has been launched to remind all staff about
ensuring the appropriate checks are made before delivering care. ‘Pause before every
Procedure’ is just one part of the continuous safety work undertaken across the
organisation.
Some of our services are participating in Sheffield Pride this month and following
suggestions from colleagues, the new temporary scanner has been adorned with the Pride
rainbow to show our support for the LGBTQ+ community and our own colleagues.

Kirsten Major
Chief Executive
30 July 2019
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1. Purpose
To provide headlines from the progress of the Accountable Care Programme.
To provide an overview of ACP Programme Activities.
2. Introduction / Background
A short written overview of the Programme activities is provided by the ACP Director
for the purpose of the June 2019 ACP Executive Delivery Group.
It is important to note that whilst the document displays workstreams as discrete piece
of work for simplicity, there is much overlap and interdependency between them. It is
expected that members of the ACP Executive Delivery Group who are leads for each
workstream work, together with system partners, to ensure that these
interdependencies are understood as the programme moves towards delivery.
3. Is your report for Approval / Consideration / Noting
For noting

4. Recommendations / Action Required by Accountable Care Partnership
Key points to note:


Shaping Sheffield Plan developed with good cross system engagement is now
ready for final formal sign off by ACP Board and Health and Wellbeing Board



Re-visioning work underway for LTC Board



Note risk log at end of the report.

5. Other Headings
N/A
Are there any Resource Implications (including Financial, Staffing etc.)?
N/A
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Summary ACP Director Report
June 2019
1. Strategic Update
A final draft of the Shaping Sheffield: The Plan’ is being presented to ACP Board on 21st June for
sign of, before being submitted to the Health and Wellbeing Board on 24th June for formal
ratification.
A review of chief executive sponsorship of the ACP and the workstreams is ongoing, taking into
account recent changes in CCG leadership.
The ACP team continue to work closely with the South Yorkshire and Bassetlaw (SYB) Integrated
Care System (ICS) to inform the development of the SYB response to the NHS Long Term Plan.
An initial meeting was held on 23rd May 2019 bringing together strategic leads from across SYB,
looking to identify where delivery at an SYB level would be most beneficial. The timeline for
submission outlined at the meeting was that expected a draft to be ready by August 2109 with final
submission to NHSE&I in October 2019 but this is still to be confirmed centrally. Next planning
meeting scheduled for 21st June.
Work continues to develop closer alignment of Joint Commissioning and ACP and bring strategic
and clinical leaders from the provider organisations into the work. Focussed work this month has
taken place to develop a single narrative for joint commissioning, illustrating the relationships and
responsibilities of the different committees and their relationship to the ACP.
Two day development session for workstreams was held 10-11th June which was facilitated by
NHS Improvement. This gave workstreams opportunity to focus on developing their delivery plans
and to make connections between their areas of work. It has identified the need for additional work
by the ACP to ensure workstreams have sufficient opportunity to work as a system rather than
driving work forwards in their individual work spaces.
ACP Director now attending City Strategic Estates Group, several workstreams have identified
access to estates a potential limiting factor in their development of services and community based
working. The group has a key role as an enabler to many of the ACP work areas.
ACP Programme Director recruitment ongoing. Shortlisting w/c 17th June, interviews planned for
12th July.
2. Delivery
2.1

Elective Care
 Participation in the ACP transformational change event (10-11th June) assisted in the
development of the Ear Nose and Throat (ENT) plans.
 Cardiology plans are progressing with training and development plans to support use of
ECG in community in place – have identified need to link with strategic estates group re:
accessing void space in LIFT buildings

2.2

Urgent and Emergency Care
 The communications and engagement report of the Urgent Care Review has been
compiled. A final workshop with public and partners was held on Thu 6 June, agreeing
with our partners and public reference group the final set of problems.
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2.3

Key components of the Why Not Home Why Not Today Transformation programme are
having an impact on Care Home Sector capacity and flex, Integrating Active Recovery
pathways and processes, improving decision making and day to day responsiveness.
Ongoing discussion with Chief Operating Officers regarding the governance of the Active
Recovery integration
Significant decreases in both delayed hospital days and numbers of delayed patient
since early 2018. Independent sector have increased the number of pick up’s which is
significantly contributing to the increase in flow.

Long Term Conditions and New Model of Care


The LTC Delivery Group attended the 2 day workshop (10-11 June) led by NHS
Improvement on insights into System Transformation. The group utilised the
workshops to develop the LTC mission. This included building a new vision with
underpinning guiding principles. During the two day workshop the group developed
their vision for ‘Prevent, reduce and delay multi-morbidity’ with a particular focus on
people with one or more health conditions’. A future time out session has been
proposed to develop a second strand of work for ‘care outside of hospital. The group’s
proposals will be presented to LTC Board on the 24th of June.

2.4

Mental Health and Learning Disabilities
 The 2019/20 transformation programme has been refreshed. The programme is based
on a Lifespan approach, ensuring that there is a seamless continuum of care in
Sheffield. Appropriate governance processes are currently being established to reflect
this new approach.
 Work has commenced on the ‘expert by experience’ led ‘stress test workshops’ to
support the Transitions Project. It is envisaged that the outcome(s) of these workshops
will help inform the mandate for the project.
 Funding has been secured for the development of a Home Intensive Treatment Service
for children and young people (CYP). We are now about to enter the ‘design and
implementation’ stage.
 Expressions of interest are being invited from organisations to develop a robust and
sustainable framework of coproduction. The deadline for responses is 10th June 2019.
 A specification (and funding envelope) for a ‘Voluntary, Community and Faith Sector
Conduit’ post has been agreed with the Mental Health Partnership Network. This will be
advertised within the next two weeks and will be hosted by Sheffield MIND.
 A project manager (PM) post is currently ‘out to advert’. The post holder will project
manage the Dementia and Physical Health projects.

2.5

Primary Care and Population Health Management
 Primary Care Strategy has been refreshed and submitted to CCG Primary Care
Commissioning Committee (PCCC) for sign off before submission to the ICS.
 15 Primary Care Networks have been established. Clinical Directors across PCN’s have
been appointed.
 Continued support and review of transformation projects across neighbourhoods
 Work to establish a South East hub to support the Early Help Strategy is ongoing
 Continued work around Data Sharing and Information Governance across Primary Care
and the digital work streams to support population health management
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2.6

Children’s and Maternity












SEND Written Statement of Action submitted and approved by Ofsted and CQC.
Highlight reporting process developed to ensure appropriate governance and oversight
for the operational management of the action plan.
Undertaken stakeholder engagement, established steering group and identified
proposed project starting point for the community nursing model.
Working group established for the Community Paediatric Pathway ASD and ADHD with
strong representation from school, SCH, local authority. Aim is to move to delivery of
care in locality “hubs”.
Eating Disorders Integrated pathway designed and developed. Key elements include a
focus on prevention, single point of access accompanied by a virtual service offer.
Workforce modelling commenced and Executive Group established , all providers
effectively engaged and fulfilling tasks within redesign
Great Start in Life Strategy consultation has taken place with key stakeholders. A revised
draft of the strategy has now been developed. This will be considered at a further
stakeholder meeting with the view to the Strategy then being endorsed.
Timeline agreed for Children and Young People’s Strategy for 2020-2023 engagement
process and development. Aim to have Strategy finalised by April 2020.
Ongoing to work across ACP workstreams to ensure with Children and Young People
priorities are represented across ACP Programme

2.7

Digital
 The Strategic Outline Case for a shared care record development is ongoing. On track
to issue a draft document end of June-19
 Engagement with Directors of Finance is ongoing, to confirm organisational digital
allocations and potential affordability of the unified record.
 The NHS England funding position has been confirmed and the NHS England lead has
been updated through the ICS Digital Board.
 Engagement with and learning from the Yorkshire and Humber Care Record and
Barnsley is ongoing
 GovRoam connectivity project is being progressed through SY&B ICS, plan to establish
reciprocal connectivity across all partner sites by end Sept 19. Issues anticipated where
sites currently supported by outsourced IT contracts.
 John Soady (Public Health) has agreed to be the Population Health Management lead
within the ACP Digital strand, providing the link into the ACP Primary Care Workstream.

2.8

Workforce/Organisational Development
 Engagement event for children, hard-to-reach and vulnerable adults scheduled and
promoted
 First Shadow Board module held, first Shadow Board meeting scheduled for 20th June
 ‘Leading Sheffield’ cohort one concluded and immediate evaluation completed, planning
started for cohort two
 ‘What Matter to You’ day 6/6/19: system wide co-ordinated approach raised awareness
of this
 Ben Chico and Nat Jones from the ICS have met and shared workforce priorities
 Identified system-wide human resource issues that this group could / should address for
EDG discussion
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2.9

Pharmacy Transformation




2.10

Communications and Engagement








2.11

Participation in the ACP transformational change event (10-11th June) assisted in the
identification of gaps in the programme
Pharmacists participating in joint working pilot have been briefed and mobilised
Workstream continues to contribute to locality events about the role of pharmacy
workforce in emerging PCNs

Meetings held with representatives from Sheffield Children’s Hospital and Sheffield
Teaching Hospitals to discuss ACP patient and public engagement and plans to involve
the voluntary sector in engagement activity.
Survey for care home residents has been developed so that residents can share their
experiences around disabled access to optician and dental services. Eight surveys have
been completed to date.
Interviews to capture older people’s experiences around hospital stays are ongoing. The
interviews are aim to capture experiences of returning home with a social care package
in place. Separate interviews to capture people’s journey from prior to the hospital stay
through to present days are also taking place.
Improving Accountable Care Forum met 4th June. They discussed person centred care,
‘what matters to you?’ isolation, joined up-working across the system and reviewed a
draft of the Shaping Sheffield lay summary.

Payment Reform
 The Payment Reform Workstream will re-issued offer to work with Delivery Groups and
Boards to allow financial and contracting issues to be resolved at the same pace as the
programmes develop and provide support from their wider system knowledge in the
context of the Better Care Fund and Joint Commissioning. Elective Care keen to take up
the offer

3. Risks
Key risks for each can be found in the attached highlight reports. Below is an extract of the high
level risks (scored 10 or more on risk matrix)
Risk

Score

Revenue Affordability for Shared Care
Record Project

20

5

Mitigation
1. ACP Finance Lead has been identified
to support activity across the ACP on
this.
2. Strategic Outline Case will include
costs-benefits estimates and must gain
endorsement from ACP partners if
project is to be viable.
3. By Outline Business Case a more
robust cost estimates and a detailed
benefits realisation plan will be
completed for assurance.

Shared Care Record Project Capacity of
Clinical and IT/Digital Leaders @ ACP
Partners
Due to the operational pressures on Sheffield
ACP Partners and their Clinical and IT/Digital
leadership, there is a risk that insufficient
capacity exists to drive this programme at
requisite pace to secure funding and then
deliver against it.

20

Active CCG Leadership Capacity for Shared
Care Record Project.
Successful care record schemes across the
country have typically been driven through
CCG and primary care leadership, and
central funding is typically sourced from
national primary care allocations.

1. ACP Digital Delivery Board established
and all Partner leads are to be
confirmed by end May ’19.
2. Programme lead resource is currently
funded through SYB ICS and also other
ACP Digital leads are working with
Sheffield to input and ensure shared
learning.
3. Resource requirements to build OBC
will need to be stated in the SOC and
consideration then given to fund
through monies already drawn down
from NHS England.
Sheffield CCG to review capacity and
inputs to the programme, including GP
leads also.

16

Lack of funding for pharmacist prescriber
training, places on courses, mentor capacity

The risk of not having sufficient workforce
capacity in primary care to deliver the
primary care programme’s ambition.

16

Pursue national support through Pharmacy
Integration Fund; lobby HEE for increased
course capacity; promote benefits to local
GPs to encourage mentor sign up

16

Ongoing discussions with the South
Yorkshire Workforce hub and LWAB to
deliver sustainable staffing and to develop
an investment strategy that is required to
support growth.

Potential systemic issues mean change to
transitions processes is resisted or cannot be
enacted.

ACP EDG has been asked to assume
‘ownership’ of the issue.
15

System pressures may delay or halt urgent
care transformational changes throughout
the winter period
Elective programme of work does not deliver
against plan due to inadequate resource or
lack/lack of capacity

6

Project mandate will be informed by
experts by experience and service users
via ‘stress test workshops’ that have been
arranged.

12

Plans agreed with providers to minimise
service disruptions where possible at times
of system pressure.

12

New resource identified to support elective
Care workstream, expected to commence
in May 2019, hosted by SCCG
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Summary of key issues
This monthly paper from the South Yorkshire and Bassetlaw Chief Executive provides a summary
update on the work of the South Yorkshire and Bassetlaw Integrated Care System (SYB ICS) for
the month of June 2019.
Recommendations
The SYB Collaborative Partnership Board (CPB) and SYB ICS Health Executive Group (HEG)
partners are asked to note the update and Chief Executives and Accountable Officers are asked to
share the paper with their individual Boards, Governing Bodies and Committees.
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South Yorkshire and Bassetlaw Integrated Care System CEO Report
SOUTH YORKSHIRE AND BASSETLAW
INTEGRATED CARE SYSTEM
July 2019

1.

Purpose

This paper from the South Yorkshire and Bassetlaw Integrated Care System Chief Executive
provides an update on the work of the South Yorkshire and Bassetlaw Integrated Care System for
the month of June 2019.
2.

Summary update for activity during June 2019

2.1

Launch of the South Yorkshire and Bassetlaw Regional Stroke Service

We have now launched the first phase of the South Yorkshire and Bassetlaw (SYB) Regional
Stroke Service, in line with the NHS Long Term Plan ambition to roll out expert stroke teams
across the country to ensure thousands more people ‘survive and thrive’.
The SYB Regional Stroke Service concentrates the expertise and equipment under one roof in
three locations to provide world-class care and treatment around the clock, reducing death rates
and long-term disability. Patients with suspected strokes will be taken to the Royal Hallamshire
Hospital and Doncaster Royal Infirmary, and for those who live in north Barnsley, to Pinderfields
Hospital.
Rotherham Hospital stopped providing the hyper acute stroke service (up to the first 72 hours) on
1 July and Barnsley Hospital will stop on 1 October. Both hospitals will continue to provide care
and treatment after the first 72 hours as part of a network of local hospitals.
Recently Professor Stephen Powis, NHS national medical director, cited a major new study which
found 170 extra lives are saved a year in London and Manchester alone thanks to the
establishment of Hyper Acute Stroke Units (HASUs). They give patients faster access to specialist
diagnosis and treatment, such as brain scans, clot-busting drugs and mechanical thrombectomy.
Patients treated at the specialist centres also spend less time in hospital, which is better for them
and frees up staff and beds to care for more patients.
I would like to record my thanks to the team behind making this happen and particularly to Richard
Jenkins and Marianna Hargreaves. With their leadership and the support of clinicians and
managers, they have the ensured a smooth transition to the new service.
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2.2

SYB Allied Healthcare Professionals Conference and Awards

I was delighted to attend the SYB Allied Healthcare Professionals (AHP) Annual Conference and
present their Awards at the Doncaster Keepmoat Stadium on 3 July. I was joined by Joanne
Fillingham, Clinical Director Allied Health Professions for NHS Improvement and SYB Integrated
Care System (ICS) Medical Director Des Breen.
The Conference highlighted some of the excellent work taking place locally, regionally and
nationally and generated good discussions. The AHP Awards, the first ever in South Yorkshire and
Bassetlaw, recognised a broad range of schemes being led by AHPs, from a project in Doncaster
linking primary school children with people with dementia to organisations in Barnsley helping
people make faster recoveries by getting them the right support after a hospital stay.
Our workforce, of which we have over 72,000, are our biggest champions in helping to make our
ambition a reality and our AHP colleagues are really leading the way in making this happen. I
heard about some fantastic initiatives taking place in local neighbourhoods, organisations, towns
and across the region and commend not just the winners but all those who took part.
Suzanne Bolam, Chartered Physiotherapist and Lead for the South Yorkshire and Bassetlaw AHP
Council has demonstrated strong leadership in getting the AHP Council and Awards off the ground
and is to be commended for making the Conference and Awards such a success.
2.3

National Award for the South Yorkshire and Bassetlaw Nursing Bank Management
team

The South Yorkshire and Bassetlaw Nursing Bank Management team has won the Award for
Workforce Contribution in Health and Social Care Systems (sponsored by NHS England) in the
Healthcare People Management Association (HMPA) 2019 Awards.
This is an innovative partnership with a single nurse bank provider (NHS Professionals) across all
of the trusts. For the first time local bank nurses can now work at any of the hospitals and this is
enabling a more flexible workforce with the same high quality standard of patient care wherever
they work. There is now a reduced reliance on staff from nursing agencies and a saving of £1.2m
year to date (at January 2019) has been made which has been reinvested back into healthcare
through the trusts’ banks. This has allowed an extra 87,000 hours of support from bank nurses to
be provided via frontline care.
This is a good example of how the ICS workforce team is increasingly identifying areas for joined
up approaches that benefit all and I would like to extend my thanks to Linda Crofts, Ben Chico and
the HR teams in our Partner organistions for co-ordinating the initiative.
2.4

National Recognition for Medicines Optimisation in Care Homes Team

The South Yorkshire and Bassetlaw ICS Medicines Optimisation in Care Homes Team was
highlighted as good practice in the national Future Health and Care Bulletin last month. The team,
which is made up of pharmacists and pharmacy technicians, works in care homes to make sure
residents get the most from their medication, reduce the risk of harm, and improve residents'
quality of life.
2.5

Performance Scorecard

The attached scorecards show our collective position at June 2019 (using predominantly April/May
2019 data) as compared with other areas in the North of England and also with the other nine
advanced ICSs in the country.
The data shows that across the system, our overall performance has declined since last month.
This trend is in keeping with other systems. We were the only ICS in the North and advanced ICS
to meet the two week wait time and although our A&E performance is below the NHS
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Constitutional Standard, we have seen an improvement in the month (from 88.2 to 90.9). However,
our performance has worsened on Referral To Treatment (RTT) and Diagnostic Waits. We are
only just below the NHS Constitutional Standards in many of the areas and are working hard
collectively to improve these.
In our financial position, there are small variances at month 2 in year to date positions compared to
plan. As is to be expected at this stage in the year, all organisations are forecasting achievement
of plans. There is a potential risk to system Provider Sustainabiltiy Funding (PSF) of £5.7 million
depending on the outcome of further discussions.
2.6

Place Reviews

A further two formal Place reviews were undertaken this month with Rotherham Accountable Care
Partnership on 17 June and Doncaster Accountable Care Partnership on 26 June. Following the
reviews carried out in April (Sheffield) and May (Bassetlaw and Barnsley) this now completes the
first round across our Places.
We are now reviewing the approach we took during the first round to refine it and maximise the
focus on delivery and transformation at Place while exploring both good practice and issues or
areas where additional support would be helpful.
2.7

Simon Stevens visit to South Yorkshire and Bassetlaw

I was delighted to welcome Simon Stevens to South Yorkshire and Bassetlaw on 18 June when he
visited Doncaster and Rotherham as part of his tour to the new regions to meet staff and wider
NHS colleagues. In the morning he visited Doncaster Royal Infirmary to hear about the local
NHS’s Long Term Plan for children’s mental health and in the afternoon Simon he met with NHS
England and Improvement staff in Rotherham to share his vision for the NHS.
2.8

Sheffield City Region

I met with Sheffield City Region Mayor, Dan Jarvis and his team to explore how we could
strengthen the work of the Mayor and the ICS. It was an informative and productive discussion and
we agreed that there are areas of crossover where the population of SYB would benefit greatly
from a more joined up approach. This included exercise and active travel, homelessness and a
continuation of the support to help people into work or back to work. We agreed to meet regularly
to take this agenda forward and to also arrange an information sharing session with all our MPs in
the Autumn
2.9

Health and Well Being Board Leads

On June 10, I met with the South Yorkshire and Bassetlaw Health and Wellbeing Board Leads.
The session is one of my regular meetings with leaders across the system to provide an update on
the work of the ICS and to hear from them on issues and topics that are of significance.
2.10

Commissioning Development

Across South Yorkshire and Bassetlaw commissioning; deciding what services should be provided
to local populations, who should provide them and how they should be paid for has already started
to evolve and adapt to better meet the need of people and patients as set out in the ambition of the
Long Term Plan which is more integrated.
In each of our local places NHS commissioners continue to develop closer working with Local
Authorities enabling joint working and joint teams and supporting and enabling the development of
neighborhood working and the development of Primary Care Networks. Across South Yorkshire
and Bassetlaw, commissioners are working jointly with providers and others to agree population
health ambitions and outcomes together, decide priorities together and plan together where this
make sense to do so especially where this reduces variation in standards, quality and accesses to
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services. A number of workshops have been established bringing together each of the 5 CCG
Clinical Chairs and Accountable Officers, NHS England and senior leadership from the ICS to
identify proposals for how commissioning could develop further to strengthen delivery of ambitions
set out in the NHS Long Term Plan with a view to having this in place for 2020/21.
2.11

Long Term Plan Implementation Framework

Following the publication of the NHS Long Term Plan, NHS England and NHS Improvement
committed to publishing an implementation framework, setting out further detail on how it would be
delivered.
The Implementation Framework summarises these commitments alongside further information to
help local system leaders refine their planning and prioritisation. This includes detail about where
additional funding will be made available to support specific commitments and where activity will
be paid for or commissioned nationally. It is available on the NHS England website
https://www.longtermplan.nhs.uk/implementation-framework/
2.12

South Yorkshire and Bassetlaw Integrated Care System Focus Meeting with NHS
England and Improvement

I reported last month that the first ‘focus’ meeting with NHS England and Improvement and South
Yorkshire and Bassetlaw ICS took place on 16th May 2019. The discussion was the first since the
ICS took on greater responsibilities on April 1st 2019 and was between senior managers in the ICS
Chief Executive Lead’s team and the Joint Regional Director’s team.
I have now received the formal feedback from NHE England and Improvement Regional Director,
Richard Barker and attach it to this report for your information.
2.13

ICS Guiding Coalition event

This Autumn we will set out our refreshed vision and ambition for the South Yorkshire and
Bassetlaw Integrated Care System Five Year Plan. The aim is for our collective strategic intentions
to build on the work we set in motion three years ago when we came together to develop our
Sustainability and Transformation Plan.
Partners’ contributions are crucial in shaping the refreshed plan and I have invited representatives
from our wide partnership to a workshop to take part in its development on Tuesday 9th July at the
New York Stadium in Rotherham from 9.30am to 12.30pm. We will consider the key themes within
the NHS Long Term Plan, published earlier this year, alongside the discussions that have already
been taking place across the system, in each of our Places and also with the public.
2.14

Health Oversight Board

The ICS Health Oversight Board (HOB) met for the first time on 27 June. The Board provides a
joint forum between health providers, health commissioner, NHS England, NHS Improvement and
other national arms’ length bodies, to respond to the national policy direction for health and
implementation of the NHS Long Term Plan. It also builds on the SYB partnership working on
strategic health priorities requiring closer working across systems.
Discussions at the meeting included a focus on purpose and turning our attention to delivery, with
an emphasis on the ICS adding value and having robust governance.
2.15

ICS Review

As we prepare for discussions on refreshing our vision and ambition, it is timely to look back on
our work as a Partnership and we are preparing an ICS Review to do this.
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We have much to celebrate and the Review will capture the work that has been taking place
across the system over the last three years. With support from staff, the public and stakeholders
we are making real inroads into transforming the way we do things at a system level so that people
continue to receive high quality services but in ways that are more convenient and with better
outcomes. You will be able to read about some of the initiatives making a difference to people’s
lives across the region when it is published, both in print and online, in July.

Andrew Cash
Chief Executive, South Yorkshire and Bassetlaw Integrated Care System
Date 4 July 2019
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Appendix 4

Designing integrated care
systems (ICSs) in England
An overview on the arrangements needed to build
strong health and care systems across the country

The NHS Long-Term Plan set the ambition that every part of the country should
be an integrated care system by 2021.
It encourages all organisations in each health and care system to join forces, so
they are better able to improve the health of their populations and offer wellcoordinated effcient services to those who need them.
This overview is for all the health and care leaders working to make that
ambition a reality, whether in NHS acute or primary care, physical or mental
health, local government or the voluntary sector.
It sets out the different levels of management that make up an integrated care
system, describing their core functions, the rationale behind them and how they
will work together.

June 2019

Introduction
Since 2016, health and care organisations have been working together in every part of
England in sustainability and transformation partnerships (STPs). These are a pragmatic way
to join up planning and service delivery across historical divides: primary and specialist care,
physical and mental health, health and social care. They are also helping to prioritise self-care
and prevention so that people can live healthier and more independent daily lives.
The partnerships have begun to agree shared priorities and to make practical improvements.
For example, ensuring that people can get a wider range of treatments closer to where they
live or work, at a time convenient for them. Or that those who regularly use different services
feel like they are dealing with just one team, who make time to understand their full health
or care needs and goals.
Integrated care systems (ICSs) accelerate this work. The frst 14 were confrmed in 2018,
including two areas with health devolution agreements (Greater Manchester and Surrey).
They cover a range of urban and rural geographies, with wide variation in population size
and system complexity.
The NHS Long-Term Plan confrmed that all STPs are expected to mature so that every
part of England is covered by an integrated care system by 2021. NHS England and NHS
Improvement have worked with local teams to develop a consistent approach to how systems
are designed, and the NHS Long-Term Plan set this out, highlighting three important levels at
which decisions are made:
• Neighbourhoods (populations circa 30,000 to 50,000 people) served by groups of GP practices working with NHS community services, social care and
other providers to deliver more coordinated and proactive services, including through
primary care networks.
• Places (populations circa 250,000 to 500,000 people) served by a set of health and care providers in a town or district, connecting primary
care networks to broader services including those provided by local councils, community
hospitals or voluntary organisations.

Each area is at a different stage in its journey, with even the earliest integrated care systems
refning their approach as relationships and infrastructure mature. While some features are
common to the most mature systems (such as behaviour that promotes collaboration at every
level), priorities and solution will rightly vary between areas in refection of different local
geographies and histories of collaboration.
Systems work most effectively where functions at different levels are designed to support
and complement each other – a truly interconnected approach. This overview is to help
local leaders think through where functions should sit in their system; maximising resources,
galvanising collective effort and systematically improving care for residents.

Overview of integrated care system and their priorities from
the NHS Long-Term Plan
Level

Neighbourhood
(c.30,000 to
50,000 people)

Place
(c.250,000 to
500,000 people)

• Systems (populations circa 1 million to 3 million people) in which the whole area’s health and care partners in different sectors come together to set
strategic direction and to develop economies of scale.
Precise numbers will vary from area to area. In the earliest ICSs, they range from
Gloucestershire, with a population of 528,000 and one recognised ‘place’, to the larger West
Yorkshire & Harrogate with a population of 2.7 million and six recognised ‘places’. The exact
shape of each system will depend on local factors such as demography and need, and refect
where effective local collaboration is already established.
This work follows years of partnership between NHS and council teams at different levels.
Many of the earliest ICSs, and other areas that are making great progress joining up services,
build on a long history of planning and providing person-centred care for residents, and on
councils’ strategic plans to improve health and wellbeing.
They also incorporate learning from initiatives such as the 50 ‘vanguards’ that tested and
refned new care models. In the most successful of these vanguards, NHS providers and
commissioners, councils, care homes and others developed more preventive approaches to
care and saw signifcant reductions in emergency admissions.
Effective, collaborative leadership – with clear, common purpose, drawing support from all parts
of the system including different professional teams – has consistently been shown to be essential
to developing the partnership culture needed to create and sustain systemwide improvement.
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Functions

Priorities from the NHS Long-Term Plan

• Integrated multi-disciplinary teams

• Integrate primary and community services

• Strengthened primary care through primary care
networks – working across practices and health
and social care

• Implement integrated care models

• Proactive role in population heath and
prevention

• Roll out primary care networks with expanded
neighbourhood teams

• Services (e.g. social prescribing) drawing on
resource across community, voluntary and
independent sector, as well as other public
services (e.g. housing teams).

• Embed primary care network contract and shared savings
scheme
• Appoint named accountable clinical director of each
network

• Typically council/borough level

• Closer working with local government and voluntary
sector partners on prevention and health inequalities

• Integration of hospital, council and primary care
teams / services

• Primary care network leadership to form part of provider
alliances or other collaborative arrangements

• Develop new provider models for ‘anticipatory’
care

• Implement integrated care models

• Models for out-of-hospital care around specialties
and for hospital discharge and admission
avoidance

• Deliver Long-Term Plan commitments on care delivery
and redesign

• Embed and use population health management
approaches

• Embed population health management approaches

• Implement Enhanced Health in Care Homes (EHCH) model

• System strategy and planning
• Develop governance and accountability
arrangements across system

System
(c.1 million to 3
million people

• Implement strategic change
• Manage performance and collective financial
resources
• Identify and share best practice across the system,
to reduce unwarranted variation in care and
outcomes

• Streamline commissioning arrangements, with CCGs to
become leaner, more strategic organisations (typically one
CCG for each system)
• Collaboration between acute providers and the
development of group models
• Appoint partnership board and independent chair
• Develop sufficient clinical and managerial capacity
• Increased autonomy to systems

NHS England
and NHS
Improvement
(regional)

NHS England
and NHS
Improvement
(national)

• Agree system objectives

• Revised oversight and assurance model

• Hold systems to account

• Regional directors to agree system-wide objectives with
systems

• Support system development
• Improvement and, where required, intervention

• Bespoke development plan for each STP to support
achievement of ICS status

• Continue to provide policy position and national strategy
• Develop and deliver practical support to systems, through regional teams
• Continue to drive national programmes e.g. Getting It Right First Time (GIRFT)
• Provide support to regions as they develop system transformation teams
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What do these look like in a local system?

Neighbourhoods

(populations circa 30,000 to 50,000 people)
‘Neighbourhoods’ are the cornerstone of integrated care. Based on natural geographies,
population distribution and need, and previous work across different professional teams,
these networks draw on a wide range of professional skills including: GPs, care homes and
home care, pharmacists, community and mental health teams, and the voluntary sector.

Doncaster

Barnsley

They will give community-based care through urgent community response and recovery support,
by helping residents to age well and by guaranteeing NHS support to those living in care homes.
By putting in place seamless care for both physical and mental health, they will allow the NHS
and its partners to give care (including secondary care) as close to people’s homes as possible.
Primary care networks, enabled by the new GP contract, are central to this. They will build
on the experience of local partnerships already in place, and initiatives such as ‘Primary
Care Home’, which have built locality-wide teams across organisational boundaries, often
expanding what is offered in GP practices and other community settings.

Sheffeld

Rotherham
Bassetlaw

South Yorkshire & Bassetlaw
integrated care system

36 neighbourhoods with population of 30 - 50k.
At this level, primary care will be strengthened by
working together in network.

Five places with populations between 250 - 500k.
At this town / city / council level, health and care
will work together more closely.

One system with a population of 1.5m. At this level,
strategic planning and improvements can take place
for the beneft of all as well as having an overview
of system fnance and performance.

We will now consider the three levels – neighbourhood, place and system – in more detail.
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As a minimum, primary care networks will consolidate this work to ensure extended hours
access to GPs and to reduce day-to-day pressures by allowing NHS and local government
services to share functions or staff. More mature networks will use increasingly sophisticated
data to identify and give more proactive care to those at risk of unnecessary hospital
admission and will use new technology and tools such as social prescribing to help people to
care for themselves where appropriate.

Joining up services from a
range of professionals
An integrated care ‘hub’ in Weymouth
brings together a GP, community
geriatrician, therapists, community
nurses, social workers and mental
health professionals to proactively
support those at risk of hospitalisation.
Early evaluation suggests a 10 per cent
reduction in acute bed days for those
treated, and improved staff experience.
The ICS has supported the model to
spread, with ten integrated care hubs
now covering the whole county.

Improving care quality and
experience with home visits
In West Berkshire, integrated paramedic
home visiting gives residents rapid, one-stop
care that takes account of their whole needs.
Thanks to closer collaboration between
primary care, social care and voluntary
services, more are now treated at home. This
has improved care quality, use of resources
and staff experience, reduced deterioration
and length of stay, and allowed the system to
manage demand more evenly throughout the
day. In the frst seven months, 96 attendances
were avoided, and 75 sessions of GP time
saved.

Population health in Lancashire
Lancashire neighbourhoods including Chorley and Skelmersdale are developing
‘population health management’ approaches, to improve local people’s health results,
reduce inequalities and address the broad range of individual, social and environmental
factors that affect these. To do this, GPs, councils, community organisations and others
are building shared information and understanding about how different groups of
residents live their lives. For example, bringing different data sources together to
identify how those with two or more long-term conditions can best be supported to
prevent complications and live independently.
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Places

Systems

This level may match local council boundaries or the natural geographies at which services
are delivered. It will include clusters of primary care networks, linking these to care providers
such as one or more acute hospital, care homes, mental health and community providers,
local government and voluntary or community organisations.

The ‘system’ level provides strategic leadership across the whole population of the ICS. This
will include overseeing a single plan covering both operational and long-term transformation
priorities (building on, and aligning place-level plans), and managing fnancial performance
against a system control total that encompasses CCGs and NHS providers.

Together, these will make a shared assessment of local need, plan how to use collective
resources and to join up what they offer – including beyond traditional health and care
services – to make best use of overall public and community resources.

It will take responsibility for delivering high quality services and access, reducing
unwarranted clinical variation and addressing health inequalities. Other functions that will
be undertaken at system-wide level include NHS workforce planning, agreeing how to make
the best use of capital, estates and digital infrastructure, and spreading good practice that
emerges at place level over a wider scale.

(populations circa 250,000 to 500,000 people)

Two crucial pieces of work are driven at ‘place’ level, both relying on collaboration and
joint decision-making. These are clinical care redesign (simplifying and standardising care
pathways across a whole area) and population health management (making better use of
data to improve how health and care services address wider health determinants such as
housing, environmental quality and access to good employment and training).
They may also be the level at which some local services are integrated and managed such as
rapid response teams to support people with learning disabilities.
In the absence of a legal basis for statutory (NHS and local council) commissioners to
form decision-making committees with statutory providers, the ‘board’ at place level will
normally operate according to an NHS alliance agreement or initially with a lighter touch
memorandum of understanding. ICSs will also be expected to work closely with health and
wellbeing boards, the established statutory forum that brings together local leaders from
different parts of the system, which will often coincide with place level.

Joining up health and care in line with local council areas
The six places in West Yorkshire & Harrogate (Bradford District and Craven, Calderdale,
Harrogate, Kirklees, Leeds and Wakefield) are developing integrated care services,
scaled up as appropriate for differing population needs. For instance, partners in
Wakefeld (including NHS organisations, the council, housing providers, fre service and
voluntary and community sector) are working together to keep residents safe and well
in their own homes via two ‘connecting care’ hubs.

Place-based commissioning in a combined authority
Ten areas in Greater Manchester are moving to place-based joint commissioning
between local government and CCGs, in line with local council/ health and wellbeing
board boundaries. Together, these will join up health and care services at scale, drawing
on relationships with Greater Manchester’s Mayor and Combined Authority, transport
authority, police, fre service, housing providers and the voluntary sector.

(populations circa 1 million to 3 million)

Clinical, managerial and support functions will be provided at system level when they can
most effciently and effectively be delivered once; for example, where analytical capacity or
business intelligence capability is in short supply.
System leaders will take collective responsibility for fnancial and operational performance,
typically through a systemwide board which includes all NHS partners. New governance
arrangements will support this, enabling timely action on system-wide challenges.

Sharing information and freeing staff to work across a county
Dorset ICS developed the ‘Dorset Care Record’, a single, confidential system allowing
health and care professionals across the whole county to see the same information
about patients. Joining up information in this way means that people no longer
need to repeat their story to different teams, and improves care by enabling a more
comprehensive and up-to-date understanding of their whole needs.
The ICS has also introduced workforce ‘passports’ so staff can move freely between
any organisation in the county. This allows people to develop different skills and
perspectives and encourages them to stay in the system by providing a wider pool of
career options.

Moving to a single accountable offcer across commissioners
Five of the earliest ICSs (Dorset, Surrey Heartlands, North Cumbria, Gloucestershire
and Bedfordshire, Luton and Milton Keynes) have appointed joint accountable officers
across constituent CCGs. This has helped them to simplify commissioning arrangements,
enabling a single set of system-wide decisions in line with agreed local needs and
aspirations.

Improving productivity by better refecting patients’ needs
The ‘Better Together’ alliance in Mid Nottinghamshire, which includes the county council
alongside CCGs, NHS trusts and others, separates patients into different groups based
on their risk levels. This has helped to improve care and timeliness for patients, avoiding
unnecessary hospital admissions and bed days. Over time, it is expected to lead to all
NHS providers in the area working through a single contract alliance.
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NHS England and NHS Improvement –
national and regional support and oversight
NHS England and NHS Improvement’s seven regional teams are responsible for holding
systems to account, supporting their development and making interventions where necessary.
ICSs will agree system-wide objectives with their regional director and be accountable for
systemwide performance against these objectives.
National and regional teams will work together, steered by regional directors to encourage
and support all systems to take on greater collaborative responsibility for improving quality
of care, focusing on population health and improving their use of NHS resources.
Quality, safety and performance issues should be addressed as close to the system as possible.
The overall principles of this approach will be to:
• help to design the right support and intervention for local health systems, ensuring NHS
England and NHS Improvement create maximum value and avoid unnecessary burden;
• decide when and how to intervene in systems, providers or CCGs in their region, or –
where the seriousness of the intervention requires a national decision – make the relevant
recommendations to the decision-making group;

Maturity matrix for integrated care systems (ICSs)
The integrated care system maturity matrix has been developed to outline the core
characteristics of systems as they develop. These were developed from observing and talking
to the earliest ICSs, and from the objectives set out in the NHS Long-Term Plan.
It is based on similar tools used by the Local Government Association and others, who
have experience in supporting system development and change. It provides a consistent
framework for all regions and systems across the country.
The matrix outlines the core capabilities expected of emerging ICSs, developing ICSs,
maturing ICSs and thriving ICSs. For a system to be formally named an ICS, they will need to
meet the attributes of a maturing ICS.
It uses a progression model which shows a journey rather than a series of binary checklists,
recognising that systems will not develop all domains at the same pace and will therefore
have varying levels of maturity across each domain. By doing this, it seeks to support more
nuanced and refective discussions about system maturity.

System maturity matrix – fve domains, four stages
Maturing ICS

• be responsible for managing all interventions with – or seeking information or assurances
from – systems, providers or CCGs;

Emerging

• treat performance management and improvement as a continuum, rather than in terms of
fxed check points;
• help develop standardised national approaches to improvement and performance, but
have discretion to allow systems, providers or CCGs to depart from standardised approaches
where they are performing well.
The regions continue to have a role in managing system development and performance; with
this responsibility shifting to the system as it matures. Therefore, regional teams will need to
adopt different approaches to regulating systems based on their maturity.

Developing

System formally named an ICS
and minimum level of maturity
for all systems to reach by April 21

• Leadership team that lacks
authority with no collectivelyowned local narrative or sense
of purpose.

System
leadership,
partnerships
and change
capability

Some functions, such as ambulance services, specialised commissioning or emergency
preparedness may be best arranged in line with scale of delivery or prevalence of need. This
may sometimes be at a geography that is sub-regional but wider than system-wide.

• All system leaders signed up to • Collaborative and inclusive
multi-professional system
working together with ability
leadership and governance;
to carry out decisions that are
including local government
made.
and the voluntary sector.
• Lack of transparency in ways
• An early shared vision and
• Clear shared vision and
of working.
objectives, starting to build
objectives, with steady
common purpose and a
• Little progress made to finalise
progress made visible to
collectively-owned narrative
system vision and objectives
stakeholders and staff.
among the broader leadership
or embed these across the
community
including
primary
•
Dedicated capacity and
system and within individual
care.
supporting infrastructure
organisations.
being developed to help drive
• Plans to increase the
• Minimal meaningful
change at system, place and
involvement of local
engagement with primary
neighbourhood level (through
government, voluntary and
care, local government,
PCNs).
community partners, service
voluntary and community
• Effective ongoing involvement
users and the public in
partners, service users and the
of voluntary and community
decision-making at system,
public.
partners, service users and
place and neighbourhood.
the public in decisionmaking at system, place and
neighbourhood levels.
• A culture of learning and
sharing with system leaders
solving problems together and
drawing in the experiences of
others.

In more mature systems, the regional role increasingly becomes that of a critical friend,
providing the system with further autonomy regarding regulation, avoiding engaging with
individual organisations without the knowledge of the system and reducing the number of
formal meetings.

• Limited understanding of
system architecture across the
footprint and limited plans
to organise delivery around
neighbourhood, place and
system.

Over time, we envisage that NHS regional teams and overall operation will become leaner
and more strategic, as systems take on more self-development and self-assurance as they
progress to becoming thriving ICSs.
NHS England and NHS Improvement’s national team will remain the overall centre for
policy and strategy development including overall health system strategy, the NHS provider
landscape and heath commissioning strategy.

System progression

System
architecture
and strong
fnancial
management
and planning

• Fragmented commissioning
landscape with few
agreed plans to streamline
arrangements.

• Clear plans to organise delivery • System is working with
regional teams to take on
around neighbourhood, place
increased responsibility for
and system.
oversight.
• Plans to streamline
commissioning, typically with
one CCG that is leaner and
more strategic.

• Good understanding of system
fnancial drivers and effciency
opportunities, with a shared
• System not in financial balance
plan to address issues.
and unable to collectively
• System wide plans being
agree recovery trajectory.
developed to address
• Lack of system wide plans on
workforce, estates and digital.

workforce, estates and digital
infrastructure.

• Plans to streamline
commissioning are underway.

• System has credible plans
for meeting system control
total and, where not already
achieved, for moving towards
system fnancial balance
• System wide plans for
workforce, estates and
digital infrastructure being
implemented.
• System is managing resources
collectively and signed up to
the ICS fnancial framework.

Thriving ICS
• Strong collaborative and
inclusive system leadership,
including local government
and the voluntary sector, with
a track record of delivery.
• Transparent and robust
governance, with multiprofessional leadership aligned
around the system and system
working closely with health
and wellbeing boards.
• A proactive approach to
the identifcation and
development of future system
leaders at all levels.
• Dedicated clinical and
management capacity and
infrastructure to execute
system-wide plans.
• A narrative that is well
understood and strongly
supported by the public and staff,
outlining how integrated care is
delivering on the ambitions of
communities, with demonstrable
impact on outcomes.
• System has progressed to
the most advanced stage of
oversight progression – i.e.
self-assurance, with clear
communication and relationships
with regional team.
• Streamlined commissioning
arrangements fully embedded
across all partners.
• System is in financial balance
and is sharing fnancial risk using
more sophisticated modelling of
current and future population
health and care needs.
• Incentives and payment
mechanisms support objectives
and maximises impact for the
local population.
• Improvements in workforce,
estates and digital infrastructure
being seen across the system.
• System is managing resources
collectively and signed up to the
ICS fnancial framework.
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System progression

Freedoms and Flexibilities for 2019-20
System progression

Maturing ICS
Emerging
• Limited use of national and
local data to understand
population health and care
needs.
• Limited thinking about how
to scale up primary care and
how to integrate services at
neighbourhood or place
• Minimal collaboration or
engagement across providers.

Integrated
care models

Developing

System formally named an ICS
and minimum level of maturity
for all systems to reach by April 21

• Early development of the 5
service changes within the LTP,
and care models aiming to:

• PCNs implementing new
or redesigned care models
with partners to meet
population need – that is
- address unwarranted clinical
enabling integrated provision
variation;
of health and care within
- integrate services around the
neighbourhoods.
needs of the population in
• Integrated care teams
neighbourhoods;
operating at neighbourhood
- integrate services vertically
and place bringing together
at place;
PCNs, mental health, social
care and hospital services as
- collaborate horizontally
per the triple integration set
across providers at the
out in the LTP.
system and/or place level.
• Starting to implement plans
• PCNs developing clear vision
to:
for integrated care models
and transforming population
- address unwarranted clinical
health.
variation;
• Some understanding of current
- deliver the 5 service changes
and future population health
in the LTP;
and care needs using local and
- tackle the prevention
national data.
agenda and address health
• Plans in place to support
inequalities.
interoperable access to care
•
PHM
capability being
records across health and
implemented including
social care providers.
segmenting and stratifying
population using local and
national data to understand
needs of key groups and
resource use.

• Slow progress towards
• Evidence of progress towards
• Evidence of tangible progress
delivering national priorities
delivering national priorities
towards delivering national
especially the 5 service changes
especially the 5 service changes
priorities especially the 5
set out in the LTP.
set out in the LTP.
service changes set out in the
LTP.
• Lack of relative progress in
• Improved delivery of

Track record
of delivery

Coherent
and defned
population

delivering constitutional
standards without system
agreement to work together
to support improvements.

• Weak system operating plan
developed and system unable
to make collective decisions
around system funding.

constitutional standards.

• System operating plan in place
that demonstrates a shared
set of principles to start to
manage fnances collectively.

Thriving ICS

Maturing ICS
Emerging

• Integrated teams
demonstrating improvement
in outcomes.

• Systems can provide advice
and guidance on individual
organisations within
the system to support
conversations

• Fully mature PCNs across the
system delivering care with
partners that meets population
needs.
• Implementing priorities in
prevention and reducing
health inequalities as part
of care model design and
delivery.
• Full population health
management capability
embedded at neighbourhood,
place and system levels which
supports the ongoing design
and delivery of proactive care.

• NHSEI will use a single
performance, oversight and
assessment framework

Oversight

• Implementation of the 5
service changes set out
in the LTP demonstrating
improvement in health
outcomes.

Developing

System formally named an ICS
and minimum level of maturity
for all systems to reach by April 21

Thriving ICS

• Systems will develop and
implement a plan to support
ICS development, which will
be reviewed and agreed with
NHSEI

• ICSs will agree and implement • ICSs will lead the assurance of
system-wide objectives
all individual organisations
agreed with regional teams,
• ICSs will agree and coordinate
covering care quality and
any trust or CCG intervention
health outcomes, reductions in
carried out by NHSEI,
inequalities,
implementation
• NHSEI will invite system
other than in exceptional
of
integrated
care
models
and
leadership to attend and
circumstances
improvements
in
fnancial
and
contribute to discussions
• ICSs will be able to lead and
operational
performance
relating to individual
shape how gathering any data
organisations within the
• ICSs will conduct and
from individual organisations
system
contribute to the assurance
is managed where required
and improvement of individual
• NHSEI will consult the system
• NHSEI will agree a minimum
organisations performance
position before any escalation
dataset with ICSs
action/ intervention is
• NHSEI will keep ad hoc data
approved and enacted through
requests and routine reporting • NHSEI will embed regional
resources within the ICS to
a single identifed lead
outside the performance
operate under the direction of
framework and agreed ICS
• NHSEI will align roles within
the ICS
objectives to a minimum,
the regions to support systems
and coordinate through an
• NHSEI will undertake the least
identifed lead
number of formal assurance
meetings possible with
• NHSEI will not engage with
individual organisations
individual Trusts or CCGs
without the knowledge of the
ICS
• NHSEI will co-locate regional
roles within the ICS to provide
bespoke support requested by
the ICS
• STPs will demonstrate strong
fnancial leadership and
governance for fnancial
decision-making.

• Evidence of delivering national
priorities especially the 5
service changes set out in the
LTP.

• Delivery of constitutional
• Consistently improving delivery
standards including working as
of constitutional standards
a system to mitigate risks.
with credible system plans to
• Demonstrating early impact on
address risks.
improving population health
• Robust system operating
outcomes.
plan and system fnancial
• Consistently delivering system
management in place, with
control total with resources
a collective commitment
being moved to address
to shared fnancial risk
priorities.
management.
• As issues emerge, leaders join
• Robust approach in place
forces to tackle them as a
to support challenged
system including when under
organisations and address
pressure.
systemic issues.

Finance

• ICSs will take up the 19/20 ICS
fnancial framework

• ICSs will commit to delivering
the objectives of the relevant
national programmes and
report progress against this.
Appropriate governance
arrangements to account for
use of funds will be in place
before any funds are released
• NHSEI will delegate
authority for the direction of
transformation funding from
national programmes to the
system, where possible

• Organisational financial
recovery plans will be
developed with the system
leaders to ensure consistency
with fve year system-level
strategic plans, with system
effciency plans overseen by a
system effciency board

• A meaningful geographical
footprint that respects patient
fows

• A meaningful geographical
footprint that respects patient
fows

• A meaningful geographical
footprint that respects patient
fows

• A meaningful geographic
footprint that respects patient
fows

• Where possible contiguous
with local authority
boundaries; where not
practicable has clear
arrangements for working
across local authority
boundaries

• Where possible contiguous
with local authority
boundaries; where not
practicable has clear
arrangements for working
across local authority
boundaries

• Where possible contiguous
with local authority
boundaries; where not
practicable has clear
arrangements for working
across local authority
boundaries

• Where possible contiguous
with local authority
boundaries; where not
practicable has clear
arrangements for working
across local authority
boundaries

• NHSEI will lead review and
assurance of organisational
and system operating plans.

• Covers an existing STP of
suffcient scale (~1m pop or
more)

• Covers an existing STP of
suffcient scale (~1m pop or
more)

• Covers an existing STP of
suffcient scale (~1m pop or
more)

• Covers an existing STP of
suffcient scale (~1m pop or
more)

• Intense support, regionally led
and nationally coordinated

Planning

• NHSEI will work in partnership
with system leaders to review
organisational and system
operating plans

• Organisations that are in
• ICSs will lead assurance of
fnancial surplus will play an
organisational plans.
active role in the development • System operating plans will
and delivery of fnancial
have a light touch review by
recovery plans of organisations
the NHSEI
within their ICS
• NHSEI will support
system leaders to assure
organisational plans, and
will work in partnership with
system leaders to ensure
system operating plans are
suffciently robust.

• NHSEI will work with the
system to develop and
strengthen these plans

Support

Key

• ICSs will take up the 19/20 ICS
fnancial framework

• Based on needs identified in
development plan
• ICS Accelerator Programme
TBC

• ICS Development Programme

• ICS Development Programme
• Expectation to work alongside
regional and national teams to
support less developed systems

• Access to regional and national
subject-matter expertise where
required

LTP – Long Term Plan; PCNs – Primary Care Networks; UEC – Urgent and Emergency Care; PHM – Population Health Management
ICS will drive forward fve major practical service changes set out in the LTP – These are: (1) boost out-of-hospital care, and fnally dissolve
the historic divide between primary and community services; (2) re-design and reduce pressure on emergency hospital services; (3) give
people more control over their own health, and more personalised care when they need it; (4) implement digitally-enabled primary and
outpatient care; and (5) increasingly focus on population health and local partnerships with local authority-funded services.
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Find out more
Keep up to date on how health and care is changing:
www.england.nhs.uk/integratedcare
Subscribe to NHS England’s fortnightly bulletin, Future Health and Care:
www.england.nhs.uk/email-bulletins/future-health-and-care-update

Appendix 5

SHEFFIELD PHYSICAL
ACTIVITY REFERRAL SCHEME
Our service is for physically inactive people, or people that want to get more active,
with a range of health conditions and disabilities, who need support to become more
physically active. Our qualiﬁed, experienced and supportive staﬀ help people develop
a personal activity plan aimed at improving their quality of life. People have a range of
activity options across Sheﬃeld that re local to them. When at out venues people will
receive discounted access to activities such as swimming, ﬁtness classes and the gym,
as well as 1-1 support to make the most of their time in the venue.

SHOULD REFER
You can refer anybody above 16 years old that is physically inactive
AND/OR living with the following long term conditions:
• Hypercholesterolemia

• BMI Overweight/Obesity > 25

• Asthma

• Osteoporosis

• Hypertension

• Chronic Musculoskeletal Conditions (including
OA, RA, back pain, joint replacements)

• Chronic Obstructive
Pulmonary Disease
• Anxiety and Depression
• Diabetes Type I and II
• Cancer

• Long OtherTerm Health Condition
For patients with stable cardiac conditions,
post cardiac surgery or event such as
stroke and heart attack (Please complete
a BACPR Form in place of this form)

SHOULDN’T REFER
People who have the following conditions are not suitable for the
exercise referral scheme and should be signposted to appropriate
medical professionals for initial support and review:
• Unstable angina

• Acute heart failure

• Systolic Blood Pressure
>180mmHg

• Uncontrolled diabetes

• Diastolic blood pressure
>100mmHg

• Patients who have
a cardiac event and have not
completed a Phase III cardiac
rehabilitation programme must
be six months post event

• Resting tachycardia > 100 bpm
• Uncontrolled Atrial or
Ventricular arrhythmias

HOW DO YOU REFER

Our Partners

Referral is simple, just follow the below steps:
the person with the choice of venue to
1 Provide
attend (these are overleaf)
Physical Activity Referral Form
Fill in the
2 which
forms part of the pack you have received
this to the nominated service and/or
3 Send
venue with a Medical History
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• Febrile illness

THE VENUES

Physical Activity Referral Team (all venues)
Graves Tennis and Leisure Centre
Bochum Parkway, S8 8JR
Tel: 0114 283 9900

Physical Activity Referral Team (all venues)
Email: exercisereferral@siv.org.uk
Tel: 0114 257 4426

Wisewood Sports Centre
Laird Road, S6 4BS
Tel: 0114 233 5457

Ponds Forge International Sports Centre
Sheaf Street, S1 2BP

Pack Horse Lane, High Green, S35 3HY
Tel: 0114 284 4890

Hillsborough Leisure Centre
Beulah Road, S6 2AN
Concord Sports Centre
Shiregreen Lane, S5 6AE
Springs Leisure Centre
East Bank Road, S2 2AL
Heeley Pool
Road, S8 0XQ

Physical Activity Referral Team
Email: jean.kirby@zestcommunity.co.uk
Tel: 0114 270 2040 ext 225
Fax: 0114 399 8004
The Zest Centre
18 Upperthorpe, S6 3NA

Physical Activity Referral Team
(only available for people aﬀected by cancer)
Email: Activeeveryday@shu.ac.uk
Tel: 0114 225 5645

Physical Activity Referral Team
Email: gpreferral@actsheﬃeld.com
Tel: 0114 243 4340

Active Everyday
Collegiate Crescent, S10 2BP

ACT Firvale Centre 2nd ﬂoor
Earl Marshal Rd Sheﬃeld S4 8LB

Physical Activity Referral Team
Email: sdo@stocksbridgeclc.co.uk
Tel: 0114 288 3792
Physical Activity Referral Team
Please send all referrals to:

Stocksbridge Community Leisure Centre
Moorland Drive, Stocksbridge, Sheﬃeld, S36 1EG

Community Wellness Services, SOAR Works,
14 Knutton Rd, S5 9NU
Email: info@communitywellnessservices.co.uk
Tel: 0114 553 7807
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THE VENUES

PLEASE SEND REFERRALS TO EACH PROVIDER AT THE BELOW ADDRESS AND TICK THE PREFERRED VENUES:

Physical Activity Referral Team (all venues)
Please tick chosen venue:

Physical Activity Referral Team (all venues)
Please send all referrals to:

Exercise Referral Team

Concord Sports Centre
Shiregreen Lane, S5 6AE

Graves Tennis and Leisure Centre
Bochum Parkway, S8 8JR
Tel: 0114 283 9900

Please tick chosen venue:

Exercise Referral Team
Wisewood Sports Centre
Laird Road, S6 4BS
Tel: 0114 233 5457

Ponds Forge International Sports Centre
Hillsborough Leisure Centre
Concord Sports Centre

Exercise Referral Team
Thorncliﬀe Health & Leisure Centre
Pack Horse Lane, High Green, S35 3HY
Tel: 0114 284 4890

Physical Activity Referral Team
Email: jean.kirby@zestcommunity.co.uk
Tel: 0114 270 2040 ext 225
Fax: 0114 399 8004
Please tick chosen venue:
The Zest Centre
18 Upperthorpe,

Email: exercisereferral@siv.org.uk
Tel: 0114 257 4426

Springs Leisure Centre
Heeley Pool

Physical Activity Referral Team
Email: Activeeveryday@shu.ac.uk
Tel: 0114 225 5645
Please tick chosen venue:
Active Everyday
Collegiate Crescent, S10 2BP

S6 3NA
Physical Activity Referral Team
Email: gpreferral@actsheﬃeld.com
Tel: 0114 243 4340
Please tick chosen venue:

Physical Activity Referral Team
Email: sdo@stocksbridgeclc.co.uk
Tel: 0114 288 3792

ACT Firvale Centre 2nd ﬂoor
Earl Marshal Rd Sheﬃeld S4 8LB

Stocksbridge Community Leisure Centre
Moorland Drive, Stocksbridge, Sheﬃeld, S36 1EG
Please tick chosen venue:
Stocksbridge Community Leisure Centre
Moorland Drive, Stocksbridge, Sheﬃeld, S36 1EG

Physical Activity Referral Team
Please send all referrals to:
Community Wellness Services, SOAR Works,
14 Knutton Rd, S5 9NU

Email: info@communitywellnessservices.co.uk
Tel: 0114 553 7807
Please tick chosen venue:
We have sessions near your home or work!

SHEFFIELD PHYSICAL ACTIVITY
REFERRAL SCHEME FORM
PLEASE NOTE:
We are unable to start patients who has suﬀered a heart attack/stroke or had cardiac surgery in the last six months and has not completed a Phase III
Cardiac Rehabilitation Programme or who has any unstable condition. All conditions should be medically managed prior to referral and stable on referral.
Cardiac patients should be referred using the BACPR Cardiac Referral Form. Anyne aﬀected by cancer should be reﬀered to Active Everyday.

PERSONAL INFORMATION
Name:
Date of Birth:
Home (Tel):

MEDICAL CONDITIONS (PLEASE TICK)
Patient speciﬁc notes for Physical Activity (please enter
comments which will assist activity coordinators to support
clinical treatments – such as avoid certain movement/
focus on strengthening certain parts of the body)

Mobile (Tel):
Work (Tel):
E-mail:
Address:

Patient is stable
Previous MI/or cardiac condition**
(Please complete a BACPR Form in place of this form)

Post Code:

Living with/recovering from cancer
(refer to Active Everyday)

Date of Referral:

Coronary Heart Disease Risk Factors
Asthma

GP DETAILS
GP’s name:
Practice:

Hypertension
Anxiety and Depression
Chronic Obstructive Pulmonary Disease
Diabetes Type I and II

Telephone:

Overweight/Obesity BMI > 25

E-mail:

Osteoporosis

Address:

Chronic MSK pain
(including OA, RA, back pain, joint replacements)
Chronic Neurological Disease (e.g. CVA, MS, Parkinsons)

Post Code:

Physically Inactive
Any other long term condition (Please specify):

REFERRING HEALTH CARE PROFESSIONAL’S DETAILS:
Name:
Job Title/Role:

Any other disabilities or additional needs
(Including language needs) (Please specify):

Address:

Post Code:
Reason for Referral:

Referrer’s Signature:
Referrers Name Print:
Date:
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