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1. Introduction

We want to transform our population’s health, care and well-being, improving outcomes for the people of Sheffield.

Too many people in Sheffield still struggle with poor health and wellbeing, and this is inequitably distributed across
our city. We want to change this through adopting our shared purpose in all we do: “Prevention, well-being and
great care together”. Our plan and delivery priorities are informed by extensive and ongoing service user, public
and staff engagement. What was striking through our 2019 engagement was the consensus from the public and our
workforce about the outcomes they wanted, with a focus on integration, prevention and collaboration:
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Having the right strategy and plan is only the first step; what matters more is how we deliver it. Our plan therefore
sets out our priorities for 1 year and 5 years, building on good foundations and accelerating our progress. A full
programme delivery document accompanies this strategic overview. We will need to significantly develop our culture
and ways of working together to achieve our ambitions.

The plan will be delivered by the Sheffield Accountable Care Partnership (ACP) which brings together seven partners in
the city to focus on issues that can only be addressed as a collective endeavour. The partners are: Sheffield Children'’s
NHS Foundation Trust, Sheffield City Council, NHS Sheffield Clinical Commissioning Group, Primary Care Sheffield
Ltd, Sheffield Health and Social Care NHS Foundation Trust, Sheffield Teaching Hospitals NHS Foundation Trust,
Voluntary Action Sheffield.

John Boyington, Chair, Primary Care Sheffield

Jayne Brown, Chair of Sheffield Health and Social Care NHS Foundation Trust
Andy Buck, Chair of Voluntary Action Sheffield

Sarah Jones, Chair of Sheffield Children’s Hospital Foundation Trust

Cllr George Lindars-Hammond, Cabinet Member for Health and Social Care
Dr Tim Moorhead, Chair of Sheffield Clinical Commissioning Group
Tony Pedder, Chair of Sheffield Teaching Hospitals Foundation Trust



2. A Vision for Population Health in Sheffield:
Towards A Healthier Future

We will adopt a population health approach to achieve our ambition to improve population health, care, and well-
being outcomes. Population health extends beyond the care system to the wider determinants of health and the
role of people, families and communities in improving health and wellbeing outcomes. The following infographic
(adapted from the Kings Fund Population Health System Model (2018)) summarises the wider determinants of health
and the five Sheffield delivery priorities:
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We will focus our efforts on our five priorities, acknowledging the wider connecting factors that shape our
population’s health. There is a wealth of evidence that the wider determinants of health are the most important driver
of health. In addition to income and wealth, these determinants include education, housing, transport and leisure.

Our health behaviours and lifestyles are the second most important driver of health. They include smoking, alcohol
consumption, diet and exercise. The ambition of the Sheffield ACP is to shift our care system to promote prevention
throughout all our work - building on existing work in the city established to tackle specific lifestyle and behaviour
factors. Details of existing work can be found in the Sheffield Tobacco Control Strategy, the Sheffield Food Strategy
and the Sheffield Move More Plan.

There is increasing recognition of the key role that places and communities play in our health. For example, our local
environment is an important influence on our health behaviours, and there is strong evidence of the impact of social
relationships and community networks, including on mental health. In Sheffield we have developed ‘People Keeping
Well' partnerships, neighbourhood and locality working, our “Ryegate in the Community model” and most recently
our Primary Care Networks. Our ambition is to bring these together and to scale up the impact for our population.
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Recent years have seen a strong focus on developing an integrated health and care system. This reflects the
growing number of patients with multiple long-term conditions and the need to integrate health and care services
around their needs to deliver better outcomes. We have reviewed international and national evidence in developing

our plans for Sheffield and want to scale up our integration work, building on existing pockets of good practice. In
this context, the long term ambitions of the Shaping Sheffield Plan are:

iv.

vi.

Vil.

viii.

To transform how our care system interacts with the wider determinants of health to help create a happier,
healthier and economically active population, supported by greater partnership across ACP partners,
police, fire, schools, universities and wider agencies.

To better recognise the inter-play between mental and physical health and take an asset based, holistic,
person centred approach with a shared ambition of developing and supporting thriving communities,
particularly in the most deprived parts of the city.

To develop an all age care system, involving greater integration between primary and specialist care;
physical and mental health care; health and social care; and children’s and adults care. Services will be
organised around the needs of individuals rather than professional boundaries. We will promote prevention,
focused on transforming the health and well-being of the population.

To deliver a great start in life, to enable all children in the city to have the best life chances and families to
be empowered to provide a healthy, stable and nurturing environment.

To support people to age well, and to improve the experience of those living with frailty and multi-
morbidity. We will support people to live well, keep people out of hospital and provide support and advice
when needed in primary and community care environments.

To create a flourishing and thriving Sheffield by developing our workforce in a joined up way to deliver
holistic, person-centred and integrated care. We will be ambitious about our role and responsibilities as
anchor organisations within Sheffield for the 38,000 people we employ and mobilise a system workforce
strategy through the ACP.

To transform how we work together and develop a more system focused culture and leadership, to address
the cultural barriers within and between organisations, remove perceived hierarchies and build trust.

To support and enable strengthened communities, learning from Wigan and other cities which have
developed the relationship with the population to one that supports thriving communities and enables
individuals to take responsibility for their health and well-being.

The principles and values that will
guide our work are:

Our Principles:
> A population focused approach

> A preventive approach built into delivery at all
levels of complexity

> Care closer to home or a home via
neighbourhood, localities hubs

> Afocus on reducing health inequalities in
Sheffield

> Effective and efficient use of resources whilst
assuring safety and effectiveness



How we will work — our values:

A holistic, person centred approach

Seamless, integrated working

Co-design and co-production with our population and our workforce

Collaboration to achieve transformed outcomes
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Delivery focused - we will be bold in holding ourselves to account for better outcomes

Our key challenges are as follows and have steered our delivery priorities and approach:

i. Our context of social and health inequality is stark. Sheffield is one of the 20% most deprived local
authorities in England, with around 1 in 4 children living in poverty. At the same time we have some of the
most affluent 1% of areas in the country. Our health outcomes match these extremes, as our infographic
on page 9 illustrates, with significant inequalities in health and the causes of ill-health experienced by both
children and adults. We operate within a wider policy context that has implications for our people. Whilst
we can influence this context, we do not control it, for example the concerning impact of Universal Credit
that the Health and Well-Being Board has observed for our most vulnerable people.

ii. We know there are challenges in how we deliver care which we must address including:
a. Child to adult mental health transitions highlighted in some recent tragic cases.

b. The poor experience for people caused by our system fragmentation observed by the 2019
combined CQC/ OFSTED Review on Special Educational Needs and the 2018 CQC Local System
Review for Older People.

c. The need to ensure a thriving and sustainable voluntary sector and a stronger strategic voluntary
sector voice throughout our partnership arrangements.

d. The considerable frustration experienced in receiving and delivering care across organisational
boundaries due to the fact our care record systems do not connect.

iii. We need to achieve a changed investment model across the system that directs more investment towards
prevention and a differential investment model to communities experiencing the greatest health inequality.
Our integrated commissioning should support this shift. However, we need to maintain system financial
sustainability whilst we transform, enabling all system partners to adapt as the strategic and organisational
landscape changes in line with our new care models and priorities.

iv. How we engage, communicate and mobilise strategy — The Sheffield provider landscape is rich and
complex; in 2019 it includes 81 primary care practices, 104 social care contractors, 45 nursing homes,
67 residential homes and over 3000 voluntary sector organisations, alongside our statutory NHS and local
government providers. We collectively employ over 38,000 staff across care and serve a population of
580,000. Transforming our culture to one focused on prevention and person centred provision will be a
significant challenge.




3. The Strategic Context

3.1 The City Wide Context

The Shaping Sheffield Plan is rooted within the 2019 The Shaping Sheffield Plan also drives and is enabled
Sheffield Health and Well-Being Strategy. The Health and by the move of Sheffield Clinical Commissioning
Well-Being Strategy sets out a life course approach and Group (CCG) and Sheffield City Council (SCC),
develops a set of ambitions for a healthier city that will towards establishing joint commissioning

make a difference both in the short and long term. Its 3 arrangements. This aims to develop a single
‘chapters’ summarise the life course approach — “Starting commissioning voice and a single commissioning
Well”, “Living Well” and “Ageing Well”. All of the priorities plan driven by the newly established Joint

and actions within the Shaping Sheffield Plan map directly Commissioning Committee. Joint commissioning
against these 3 chapters. priorities, also embedded within our Shaping Sheffield

delivery priorities for 2019/20 will be:

Health & Wellbeing ACP Priorities
Strategy 19/20

Accountable Care Partnership Summary Governance Structure

> Tointegrate services across health and care
to ensure a seamless service for frail residents.

> To develop a partnership approach to
Special Educational Needs and Disabilities
(SEND), in the context of the Ofsted/CQC
inspection and local required outcomes

Starting Well |—

and resources.

> To consolidate and build on our integrated
mental health work.

Living Well

In order for commissioning to work effectively,
strong, mature relationships with providers will be
critical to ensure that collectively we co-design
provision to achieve high quality outcomes for our
population. The governance of joint commissioning
and interface with the ACP is summarised below:
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3.2 ACP Partner Context

Our partners have committed to embedding the priorities of the Shaping Sheffield Plan into their organisational
commitments. The programme delivery document demonstrates the agreed alignment between the system plan and
organisational priorities.

3.3 The Regional Context

The South Yorkshire and Bassetlaw Integrated Care System (ICS) was established in 2017 and was one of ten first-
wave ICS’s identified nationally to develop the blueprint for system working across health and care organisations.

In the same year, Sheffield ACP was one of five “places” established across South Yorkshire and Bassetlaw (SYB).
The different health and care organisations across the five SYB places form the ICS footprint. The ICS is currently
developing its response to the NHS Long Term Plan which sets out the requirement for systems to work together
with partner organisations to produce a five-year strategic plan by the autumn of 2019. The plan builds on the 2016
SYB Sustainability and Transformation Plan, and will focus on improving population health and wellbeing through
prevention, integrating care and partnership working.

3.4 The Regional Context

In January 2019, the Long Term NHS Plan was published, with a focus on prevention, population health and
integration. Underpinning the plan is an emphasis on the “triple integration of primary and specialist care, physical and
mental health services, and health with social care.” We anticipate the Social Care Green Paper and Prevention Green
Paper will further consolidate this focus on a preventative, person-centred, holistic and integrated care approach.
Within the Long Term Plan, we see a greater focus on children and mental health. The plan has committed £4.5 billion
more for primary medical and community health by 2023/24 and £2.3 billion for mental health.

The new GP contract framework (2019) marks some of the biggest general practice contract changes in over a
decade and will be essential to deliver the ambitions set out in the NHS Long Term Plan. The contract will ensure
general practice plays a leading role in every Primary Care Network (PCN), which will include bigger teams of

health professionals working together in local communities to develop closer working between networks, place
arrangements and Integrated Care Systems. What will be crucial is aligning Clinical Director and PCN priorities to the
broader place and ICS context to ensure that this changing strategic context meaningfully comes together to deliver
better outcomes for the individual, the family, the neighbourhood and the population.




4. About Sheffield

This section explores where we are now, considering demographic trends, health
and care outcomes, views of our service users, our public and our staff.

Sheffield is one of the 20% most deprived local authorities in England (around 1 in 4 children live in poverty), whilst
at the same time having some of the most affluent 1% of areas in the country. Not surprisingly, Sheffield has health
outcomes to match these extremes.

Our Population

IE];, 677 adults of working age

3% of population unpaid carers

580,000
population

6% unemployed

£407 average weekly income
Lower than national average and lower
than minimum amount recommended
for most household types with children

femalnlng 19%
- more than 12
~ ethnicgroups

227 adults physically inactive
and %3 obese or overweight

20% routine and manual
workers smoke

>reventable mortallty hlg%nan Engllsh average
Principle modifiable risk factors:
Smoking, hypertension, obesity, mactlwty, poor dlet and alcohol consumptlon

_Serious mental illness rates higher than national and regional trends

Significant inequality in health and causes of ill health

> Gap in healthy life expectancy 20 > Severe obesity above national and
years for women between most and regional levels and rising %3 of 4-5 year
least deprived. Gap in life expectancy olds 'school ready'.
Ll OIS EOIILES (O WoIsEiL > 10% of children have mental health
> Teenage conception rate higher than disorder.
Erglend avazee. > Employment rate 4% for people
> 12% of women smoke at time of birth with learning disability and 6% for
and higher than average proportion of those in contact with secondary mental
low birthweight babies health services and on a care pathway
> 54% of 16 year olds achieving A*-C > Alcohol related mortality higher than

> Onein 3 children (10-11) are SIS MEMSIEN NI

overweight, 1in 5 obese.



> Much of burden of disease preventable > Socio-economic deprivation
particularly associated with mental

> Smoking accounts for 12% of all : o
health related multi-morbidity

morbidity and 20% of deaths.
> Obesity second most common > N!aln causes of illness: c.ardlovascular
disease, cancer, mental ill health,

musculoskeletal, neurological and
> Increasingly multi-morbid city respiratory conditions.

modifiable risk factor.

term conditions. cardiovascular, neurological and

> Prevalence of multi-morbidity increases respiratory disease.
with age.

> Onset of multi-morbidity 10-15 years
earlier for people in most deprived areas.

‘ > 23% of people have 2 or more long > Main causes of death: cancer,

Within our care system, we have exemplars and many examples of good practice, as cited at our Shaping Sheffield
events. We perform well as statutory organisations, in terms of quality, experience, access and financial performance,
with some acknowledged areas for improvement. Sheffield also enjoys a thriving voluntary and community sector
which makes a vital contribution to the life of the city and its people. It works in essential areas, including health and
social care as well as education and training, recreation and environmental care. The sector delivers over 7 million
interventions to people each year, is made up of over 3000 organisations, ranging in size but the majority are micro
with an income of under £10,000 per year. Importantly those organisations are wedded to and embedded in their
communities and often have deep-rooted relationships built up over time. We need to ensure that these strengths of
different organisations and parts of the system are embedded within our future care models.

We have pockets of innovation in both commissioning and provision. However, when working on a system level, we
hear consistent themes from the CQC, OFSTED and our public regarding a fragmented system that is inconsistent and
confusing to access. We hear that we sometimes lack a whole person focus. We need to provide high quality care,
experience and outcomes across the Sheffield system to match the high quality we usually achieve as organisations.




Our Care System

> Great practice in care services for children include Safe Sleep Initiatives, The Young
Carers' Strategy, Sheffield Eating Disorders Strategy, Future in Mind and Children's Pilot

IAPT

> Holiday hunger initiatives from the voluntary and community sector bringing food as

well as skills

> Growing burden of mental health issues for children. Access to Child & Adolescent
Mental Health service is 94% within 18 weeks target, but deteriorating performance

through 2018

> COC & OFSTED Review of SEND found: lack of vision and strategy, inconsistent
practice, a need for improved communication and a need for more effective multi-agency

transitions

> Transition from children to adult mental health services key city improvement

scheme

Living, Ageing and Dying Well

Cancer suspects

+ 95% seen within 14 days of referral

« Treatment within 31 days declining
performance

+ Treatment within 62 days consistently
below target

Psychological therapies

* 49% of those treated moved to recovery
in Q4 18/19

+ 90% seen within 6 weeks of referral

* 99% within 18 weeks

49% of alcohol treatment patients re-
presenting within 6 months, worse than
regional and national rates. Alcohol related
mortality also higher.

93% recieve treatment within 18 weeks
from referral in children and adults. Good
access to diagnostic services city wide.

Care homes admitting higher than average,
especially for respiratory conditions.

Dementia diagnosis rates at 79.4%, amongst
best. But opportunity to improve how people
then access support.

DTOC number much improved. More
consistently 30-50.

Over 3346 voluntary and community sector
(VCFS) organisations in the city performing
on average more than 1 intervention per
month per citizen

Half of all VCFS organisations work in a
specific local community or neighbourhood.

A8&E 4 hour standard at 86% overall. SCH
performance at 98%.

Reablement rates improved to over 80% still
at home after 91 days. Fewer patients treated
on ambulatory basis.

Non-elective admissions slightly higher than
comparators.

Length of stay: 37.2% staying over 7 days,
compared to 32% nationally.

7% of deaths with three or more emergency
admissions in last three months. Sheffield in
worst quartile in England.
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Good Practice for Living, Ageing and Dying Well

> VCES work on improving health and wellbeing through healthy initiatives such as park
runs, focussing on prevention through lunch clubs and taking holistic view of people.

Innovation in commissioning in mental health pooled budgets.
Musculoskeletal care - integrated and outcomes based model of care.
City wide dementia strategy

COC rated Good 79/80 GP Practices SCH, STH, SCCG, SHSC ‘requires improvement'

vV, V. V. V. V

COC LSR review found our care system doesn't always support staff to help people stay
as well as possible in usual place of residence and...

+ Fragmented care sytem

+ Lack of strategic commissioning

* Multiple and confusing points of access

+ Patients tell their story multiple times

* Undervalued voluntary and community sector

Our Care System

NHS sickness level is better
than Yorkshire & Humber

38,000 staff across
health and care system
and, 9800 staff employed

in the VCFS sector
2018 Staff Survey shows our Sheffield
NHS organisations to be around 'average'
Q 15% of working staff engagement against each comparator
population group

sheffield Teaching Hospitals

NHS Foundation Trust

Welcome to the

Northern General

Hospital

‘i N
o
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Service User Feedback

Our carer quality of life in those aged >65 is lower than the national average at 7.1
compared to 7.7 in 16/17 and has declined since 12/13. Our quality of life for those
in receipt of social care is below national and regional position.

83% patients rated their overall experience of their GP practice positively, in line

with a national average of 84% (GP Survey, 2018).

Most people were positive
about individual staff

and their kindness and
compassion.

Family and carers don't feel
empowered to be involved
in their assessment of care,

support and treatment.

Children and young people
with SEND and their families
have widely different
experiences.

Constantly asked to provide
the same information: "l feel
like a broken record"”.

There were multiple and complex
access points which caused
confusion for people using services,
carers and some frontline staff.

People didn't feel listened to or
supported in the way they were
needed.

Some have been involved fully in
developing plans and provision for
their children, but for others it is a
fight to be heard.

Weaknesses in multi-agency
transition arrangements lead to
children and young people not
being supported well enough.

on health and care system in Sheffield. Historically break even or

better position.

97% of money is spent treating illness,

leverages significant resources.

In a context of increasing

anticipated costs and the funding available.

By 2024

, the challenge is to balance the gap between

to keep pace with demand. There

is a significant financial challenge to the provision of Social Care services.

36% in acute, 21% ongoing care and social care, 9% primary

care, 9% GP issued prescriptions, 8% mental health, 8% community, 3% other services,
3% prevention, 2% ambulance and patient travel, 1% commissioning.

E—_ MICEN



5. Developing this Plan

In January 2019 we started the process of
developing this Shaping Sheffield Plan. This
built on and refreshed the original Shaping
Sheffield Strategy developed through city
wide events held in 2015 and 2016. The
2015/16 vision was based on key principles
of prevention, early help and working
together differently.

Our refresh process in January 2019 needed to:
> Confirm that the original stated priorities were still valid, and would likely remain valid, for the next 5 years

> Engage with front-line staff and members of the public to ensure that their key concerns and priorities were
taken into account, and

> Develop a robust action plan to enable all interested parties to monitor the success of ACP activities and
investment.
We harnessed staff and public feedback through a number of ways:

> Anonline questionnaire asking for people’s views on the key barriers to working and providing services and
support across organisational boundaries, as well as ideas for addressing these barriers

> 5 large (primarily staff focused) workshops. Staff from across health and social care attended these
workshops, including representatives from education, the police and sports retail

> Healthwatch ran 3 workshops for members of the public
to contribute and conducted individual interviews to
collect rich perspectives to feed into the process.

Staff and members of the public shared many examples
of progress and good practice through these
Shaping Sheffield events.



This feedback has been incorporated throughout this plan. Some of the very direct ways that this feedback has
been reflected are:

>

The emphasis on developing consistency in awareness and application of person-centred approaches
across the ACP. This will be embedded within recruitment practices, cross-system workforce development
and, through conversations with Higher Education providers, within the accredited professional qualifications.

The move towards integrated commissioning should enable more whole system thinking and reformed
funding approaches.

Developing an all-age approach to all our services as critical to really embedding prevention as a foundation
to all our services.

A stated ambition of a ‘One Central Point of Access (OCPA)" which will bring together all current systems and
provide just one number for all queries related to health and social care

A comprehensive system leadership and organisational development programme, which will develop
consistency of practice, leadership and culture across the system.

A more consistent approach to supporting staff working as carers in care homes and home care
environments, developing career pathways and raising the profile of this important and valuable work.

The alterations to the 5 original ACP priorities that were directly consulted on through the process. Alongside
changes in wording and emphasis, the events resulted in "All Age Mental Health” promoted to a top five
priority for the ACP.

Our refreshed Plan is about setting out our priorities and planned outcomes for 1 and 5 years, in line with staff
and public feedback and taking account of national drivers, while building on good foundations. The themes from
our staff and public engagement are shown on the next page. It is our ambition that as the plan develops over
the coming months and years, wider relationships will be further embedded into the ACP (e.g. Police, Ambulance
Services, Education and Housing).

Feedback Ffrom the ‘Shaping Sheffield: the Plan’ Consultation Events

Person-Centred: Funding:
» Using a holistic / whole family approach, support concerns, o Need integrated budgets and the
treat the whole person and not just the presenting issue. freedom to be more flexible, allocate

money to local priorities and be more
creative

Focus on the needs of service users, carers and communities

rather than organisations
e Long term investment is needed to

remove the short term contract
culture

Develop communities to be more independent and involve
them in identifying needs & solutions — don't just listen to

the loudest voice
e There is a need to invest in prevention

Use patient activation measures to assess readiness activities, including home care and

to change raising the value and profile of this work.
» Asset-based approach: focus on what else motivates the o Infrastructure in communities needs
individual as a focus investment
Digital:

Shared care records, where the patient has access, is critical, with access extending to the voluntary sector,
community pharmacies and hospices etc.

An online ‘red book’ to help the public understand services and improve access to support.

Ensure that data is accurate, comparable and shared appropriately



Integrated Working:

Have one single point of contact in a holistic
approach, integrating physical and mental
healthcare needs, as well as social care needs.

The health and social care system should be
ONE system

Recognise the strategic role of the voluntary
sector and ensure they are involved in
planning and delivery.

Commissioners and providers need to work
together to deliver what is best for the child,
not the system

Need to build networking opportunities to develop
relationships, trust and an appreciation of the roles
of other professionals — commissioners can
facilitate this

Work with small businesses, supermarkets, schools
and care homes as well as the ACP partners

Other:

All-age approaches: promote active ageing across

the life course, starting with children and schools
teaching lifestyle skills.

Policies and processes need harmonising and
simplifying

Workforce & Culture:

Change the culture to remove the perceived
hierarchy of services

Need to build trust and relationships within and
between organisations

Need to behave differently to get different results

Develop consistency in career pathways and
required competencies across the private and
public sector

System-wide leadership development is needed,
focusing on core skills to develop confidence and
capabilities required to future proof demands

Ensure carers and voluntary sector staff have
access to the same development opportunities
to develop skills and capabilities as the statutory
workforce

The top-down culture is stifling innovation —
grassroots staff have lots of ideas and solutions

Staff need to be empowered to think outside the
box and spend their time where it will have
greatest impact

The health and social care workforce needs to
role model, and be helped to role model, healthy
behaviours




6. Our delivery priorities

A commitment to promoting prevention will run as a
golden thread throughout all our work to our long term
goal to improve population health. We will work with an
approach of “triple integration” of primary and specialist
care, physical and mental health services, and health,
social care and the voluntary sector. In this context, our
delivery priorities for 2019/20 are:

> Starting well
All age mental health
Promoting prevention

Neighbourhood development

vV V VvV VvV

Ageing well

For each of these priorities some initial outcomes and
targets have been set. These are under continual review
to ensure they develop to reflect the ambitions of the
partnership as they grow.

6.1 Starting Well — Developing
strengthened families and communities

We want all children in the city to have the best life
chances, and families to be empowered to provide
healthy, stable and nurturing environments. We want to
connect people to the right levels of support at the right
time through universal and targeted prevention, early
identification and early support. We want:

> Every child to achieve a level of development in
their early years for the best start in life

> Every child included in their education and
accessing their local school

>  Every young person equipped to be successful in
the next stage of their life.

We will...

> Enable Sheffield to be an inclusive city where all
children and young people with additional needs
get the education, health, and care support they
need to achieve their potential and go on to make
a positive contribution to society and lead a happy
and fulfilled life.

> Work with partners and stakeholders to develop an
all age approach to mental health provision
ensuring a focus on prevention and early
intervention is maintained and developing a joined
up response to support families in crisis.

> Develop and enhance a locality based model that
delivers child centred, young person centred
and family centred care that is holistic, high quality,
safe, timely and sustainable, in an equitable way
across Sheffield.

> Refresh the city’s ‘Great Start in Life Strategy’;
recognising what has been achieved to date and
setting new joint priorities.

> Develop an Adverse Childhood Experiences
(ACE) aware Sheffield; ensuring the Sheffield
workforce understands how ACE can impact on
families.

> Undertake wide stakeholder engagement during
2019 in order to create a Children and Young
People’s Strategy for 2020-2023 that reflects
national guidance and strategic direction.

How will we achieve our vision?

The Children and Young People Health and Well Being
Board is a well-established partnership board with wide
and active stakeholder engagement. We are committed to:

> Ensuring there is good quality and active
engagement with children, young people, families,
carers and professionals across this entire area of
work to support, signpost, and shape services and
the workforce.

> Championing programmes of work that enable
children in Sheffield to reach their potential
irrespective of their vulnerabilities

> Ensuring all transition points for children are
seamless and agencies provide joined up care,
developing shared data and information where
possible and appropriate

> Having robust governance arrangements in place
to oversee delivery and link with other
workstreams to ensure children and young people
are actively involved and considered.

— MW —



Priorities for 2019/20

> Implement the written statement of action
following the CQC and OFSTED SEND inspection

> Support the delivery of a new all age eating
disorders pathway and use the learning to develop
and inform future models of care for mental health

> Implement a community nursing model to support
the development of a locality based working
approach, focussing on complex needs and
palliative care as a priority

> Finalise the community paediatric pathway with
focus on autism and ADHD as a priority and use
this learning to develop further pathways to
support the development of locality working

> Create a ‘Great Start in Life Strategy’, a refresh of
the Best Start Strategy

> Undertake wide stakeholder engagement during
2019 in order to create a Children and Young
People's Strategy for 2020- 2023 which reflects
the ambition of the NHS Long Term Plan for
children and wider relevant strategies

> Link with all other ACP work streams and
organisational priorities to ensure the prevention
agenda and children and young people are priority

Outcomes:

Currently being developed by the Sheffield Children'’s
Health and Wellbeing Board in the overall context of the
ACP dashboard.

6.2 Development of a Lifespan (all-age)
Mental Health Approach

In 2018, the ACP committed to assuming ownership
of the transitions issues between child and adolescent
mental health services (CAMHS) and adult mental
health services (AMHS) in Sheffield, to create a sense
of collective responsibility across the system, and

to consider and explore alternative approaches and
options. It has already been agreed that longer-term
sustainability should underpin the eventual approach.

This theme has emerged consistently as requiring
improvement for Sheffield, and was a strong theme
throughout the 2019 Shaping Sheffield engagement
events. An emphasis on improving the support and
experiences of children and families living with SEND has
also emerged through public consultation as a

core priority.

In December 2018, a joint children’s and adults
workshop to discuss these issues concluded that there
is:

> Overarching support for embracing a lifespan
(all-age) approach to the delivery of mental health
services. This would promote seamless care, allow
us to focus on prevention and early intervention
and remove ‘commissioner and provider created’
transition points;

> Concern about accessibility and waiting times.
It was noted that the concept of a lifespan
approach will only work if there is consistency in
delivery and the respective service offer; and if
considerable capacity gaps are addressed across
the current care pathways;

> Aneed to increasingly think about the ‘whole
person’; we therefore need to stop describing
service transitions, and instead create seamless
progression through CAMHS and into AMHS
(where appropriate). This seamless progression
also needs to occur between physical and mental
health, primary and secondary care and health and
social care; and

> Aneed to improve seamless progression in
terms of other populations and care pathways, for
example for those with a learning disability and/or
a neurodevelopmental disorder and those
transitioning from one care setting to another (e.g.
from hospital to home).

To provide improved governance to support a lifespan
approach, the integrated commissioning teams for
children and young people’s, adult and older adult
mental health services have come together to form one
single commissioning team. Work is also underway to
ensure that structures are in place to provide robust
overview and assurance. In addition a newly designed
operational transition protocol has been put in place,
which has been developed jointly and collaboratively
by clinical and operational staff at both SCH and SHSC.
There is also a commitment to put in place a structured
programme aimed at reviewing current care pathways
which will be led entirely by service users and experts by
experience.
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Priorities for 2019/20

> Engagement through workshops with Experts
by Experience to critically test and redesign current
pathways by September 2019;

> Agreement on specific outcomes to achieve across
the lifespan approach, moving away from activity
based contracting by October 2019; and

> Agreement on next steps on alternative
commissioning frameworks by October 2019.

Outcomes we will achieve

> We will have coproduced Quiality of Life outcome
measures against which services are monitored,
focusing on patient and family carer experience by
the end of March 2020;

> We will, during 2019/20 improve accessibility and
reduce waiting times for mental health services in
line with the NHS Long Term Plan; and

> We will clearly define pathways of care, with
clarification of the responsibilities of clinicians
and systems to ensure effective progression (‘warm
handover’) points.

6.3 Promoting Prevention (inc. smoking)

We expect each workstream and enabler to embed
prevention principles and approaches in all that they

do. In the Promoting Prevention workstream we are
focused on embedding a preventative approach into
the commissioning, planning and delivery of health

and care systems of Sheffield. This means changing
how we work with people, families and communities in
Sheffield to enable them to have greater control of what
matters to them. People’'s own strengths and networks,
connected to the assets and resources in their local
communities and the wider city, are the key to wellbeing
and improving quality of life. We will also use the stated
ACP delivery priority on smoking to lift the profile and
impact of implementation on smoking, working across
the city to accelerate our work.

Improving people’s quality of life will benefit everyone in
the city and will also help public services be sustainable
over the long term. It will involve developing and
utilising our voluntary, community and faith sector
expertise to build strength in our city.

We will...

> Develop staff (across the ACP partner
organisations) to enable them to adopt a
prevention approach in their conversations and
interactions with people

>  Continue to drive forward the QUIT programme
across NHS Trusts in the city and other tobacco
control measures in line with the Sheffield Tobacco
Control Strategy

> Support ACP partners to develop healthy food and
drink policies

> Support achievement of the 6 Move More Strategy
Outcomes

> Work with and invest in the voluntary and
community sector, strengthening existing
relationships, developing new ones and enabling
greater sustainability

> Support ACP partners to develop links with the
employment agenda — including linking with and
learning from the Individual Placement and
Support (IPS) trial and Working Win

> Support the voice of communities to influence the
agenda

Priorities for 2019/20:

> Gaining organisational level commitment across
all ACP partners to working with prevention at
the core of all they do and embedding actions on
preventative risk factors (e.g. smoking, food,
physical activity) into the Sheffield health and care
system

> Embedding prevention and wellbeing approaches
into all ACP workstreams and Joint Commissioning
propositions

> Increased referrals to smoking cessation service
and reduction in smoking prevalence in the city

> Look to invest in the VCS to build strength and
capacity, fostering collaboration between
organisations

> Embed employment health into the ACP
programme, establishing links with existing place
based work through the Sheffield Local Integration
Board and relevant subcommittees.
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Outcomes we will achieve

> From the autumn of 2019, prevention and
wellbeing to be embedded into all health and
social care policies and decisions of the ACP
partners as they come up for review.

> Prevention and wellbeing will become an integral
part of organisational induction programmes and
ongoing training of health and social care staff
across the city by March 2020.

> Reductions in smoking prevalence across all
groups by 2025

> Reduction in levels of obesity in adults and children
by 2025

> Increased percentage of people in Sheffield getting
at least 150 minutes of moderate intensity activity
per week (currently only 54.6% of adults in
Sheffield report achieving this)

> Ensure people can enjoy at least five extra years
of healthy, independent years of life by 2035, while
narrowing the gap between the richest and the
poorest (in line with the Ageing Society Grand
Challenge 2017)

6.4 Neighbourhood Development

With an ever increasing demand on health and social
care services the impetus of putting people and families
at the centre of support, while reducing the need for
specialist intervention has never been stronger.

We will therefore shift the focus of care and support
towards primary and community care. We will do this
through the development and maturity of primary care
networks, effectively connecting all age prevention

and early help services across the ‘system’ within
communities. When developing communities we will
focus on the wider determinants of wellbeing such as
health, housing, employment, physical activity, skills

and volunteering, education, safety etc. We will seek

to mobilise the assets within communities, promoting
strengthened families and self-care. We will develop our
understanding of the needs of each neighbourhood by
developing a population health approach and using data
to drive our approach.

We will...

> lIdentify relevant measures across the ‘system’ to
develop a thriving communities index by March
2020

> Integrate (specialist/generalist, physical and
mental health etc.) to provide care closer to
people’s homes by March 2020

> Develop a 'system’ Early Help strategy by March
2020.

> Develop ‘system’ training to ensure ‘Early Help' is
everyone's business whether the need falls within
their immediate area of expertise or not by March
2020

> Deliver a 'system’ workforce development offer by
March 2021. Deliver prevention focussed, asset
based, person centred care (social prescribing)
across all networks by March 2022.

> Evaluate ‘Further Faster’ projects to establish ‘what
works' by June 2020

> Invest in communities and the infrastructure they
need to develop capacity

Priorities for 2019/20:

> All Age Early Help Strategy

> Primary care networks cover the whole of
Sheffield’s population

> Continued development of new primary care roles
and recruitment of network roles

> Continued development of Multi-Disciplinary
Teams improving connected practice

> Connected services, organisations and community
assets across the city

> Develop the voluntary sector's contribution to
delayed transfers of care and keeping people out
of hospital




Outcomes we will achieve

> Reduced unnecessary admissions to hospital from
4,419 to 3,726

> More people will have care plans to help support
them to live well at home

> Greater equality of access to health and care
across the city

> Increase patient satisfaction in relation to GP
services from 83% to 85%

> Reduce delayed transfers of care (days) to under
993 per quarter (rate per 100,000 18+ population)

> Reduce the gap in the employment rate between
those in contact with secondary mental health
services and the overall employment rate to under
64.4%

> Reduce the gap in the employment rate for those
in contact with a learning disability service and the
overall employment rate to below 66.9%

6.5 Ageing Well — Our vision is to prevent,
reduce, delay the trajectory of multi-
morbidity with a key focus on people with
one or more long-term condition.

It is a common misconception that 'the ageing
population” is responsible for inexorable increases in
demand for health and social care services. This is not
the case. Many older people, including very elderly
people, live fully independent lives - the increase in
demand for services far outweighs the increase in older
people and is, in fact, due to increasing numbers of
people living with one or more long term condition.

Multi-morbidity describes a situation where an individual
is living with two or more long term conditions. The
number of long term conditions tends to increase
across the life course and can, in simple terms be
viewed as a precursor to frailty: as the number of
medical conditions increases, quality of life decreases
and difficulties with everyday activities increase, with a
concomitant increase in need for support from informal
carers or statutory services.

In Sheffield, people living in the most deprived areas
are more likely to find themselves in circumstances that
have a harmful impact on their health and wellbeing.
This puts them at greater risk of developing multiple
long term conditions at a much earlier age than people
who are more affluent — by the age of 60, 1in every 2

people who are in the most deprived 10% of people in
Sheffield have multiple long term conditions, compared
to only 1in 5 people in the most affluent 10%.

Prevention of multi-morbidity therefore requires a
comprehensive approach to prevention where ‘ageing
well' is a life-long concept and interventions to support
it, city-wide.

We need to re-balance the health and care system to
prioritise person centred approaches, with a focus on
“what matters to you?”, out-of-hospital care, improved
integration and planning in advance of deteriorations in
people’s health. This should be supported by a shift in
resources towards prevention, at all levels of need. In
practice this means action in three, key areas:

> Strengthened individuals, families and
communities

> Integration of care in neighbourhoods, to deliver
improved proactive and reactive, multi-disciplinary
person centred care for people with complex
needs

> Avoidance of, and alternatives to, emergency
hospital admission whenever appropriate.

We will...

> Focus on driving the strategic aim of ‘prevent,
reduce and delay’ multi-morbidity

> Focus on making optimal use of ‘out of hospital’
services to ensure a joined-up, proactive and
evidenced based health and care system for the
residents of Sheffield

> Focus support to those with greatest need and at
risk of admission to an acute environment

> Develop effective care planning with a
personalised focus and an assets based approach

> Provide optimal support to people (and their
families) who are multi-morbid and/ or
approaching end of life

> Build an integrated approach across health and
social care, primary and secondary care, mental
and physical health, and community and voluntary
sector partners.
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Throughout our approach we will embed principles

of person centred care, promoting the use of “what
matters to you?” We will focus on prevention, providing
care closer to home, reducing health inequalities, and
establishing a collective approach to managing risk. We
will use our combined resource in the most effective
way across the system to do the right thing for people.
We will improve the experience of all people living

with or at risk of frailty, their health outcomes, and the
experience of our staff. Through this we will deliver all
aspects of the CQC Local System Review action plan.

Priorities for 2019/20:

> Move towards an integrated, person centred
care model to support people to age well with
triple integration, an underpinning principle. Our
themes to support people in a more holistic way
and to support our staff to deliver more integrated
care are:

e Strengthened, bold integrated neighbourhood
development
e Enhanced care in nursing and residential homes

e One standard set of principles for effective care
planning across the system

e A city that supports wellness

> Strengthen our shared strategy and plan through
improved population health needs assessment

of people with at least one long term health
condition on the trajectory for developing further
long term conditions/ multi-morbidities.

|dentification of any gaps in the current
commissioned health and care system

Establish new contractual arrangements to
support the delivery between CCG and STH and
better embed this agreement within the context of
integrated commissioning.

Outcomes we will achieve

>

A greater number of our residents reporting a
person centred experience (addressing key themes
identified by the CQC) — as evidenced by our
joined up service user experience

A greater number of our staff reporting joined up
integrated working (addressing key themes
identified by the CQC) - as evidenced by
integration measures captured through the
implementation of our Ageing Well workforce
strategy

Sustained achievement of fewer than 45 delayed
transfers of care per week from 2019/20

Reduce delayed transfers of care (days) to under
993 per quarter (rate per 100,000 18+ population)

80% or more of people (aged over 65) still at home
91 days after discharge from hospital (for those
referred for reablement) from 2019/20 onwards

Maintaining fewer than 725 admissions to care
homes a year from 2019/20 (humber of admissions
to care homes per 100,000 population).




7. Our Key Enablers

We have agreed a set of key enablers to help transform
our system. We acknowledge the significant workforce,
cultural, digital, financial and business change required
to deliver our ambitions. We will work in partnership
with the ICS where this makes sense — to ensure place
is influencing and shaping the SYB approach, gaining the
benefits of regional scale and perspective, and of being
part of a leading ICS:

> Developing a person centred approach
Developing system leadership and culture
Development of a system wide workforce strategy
Developing a sustainable financial approach

Digital transformation

VvV V V VvV VvV

Our communication strategy

741 A Person Centred Approach

“Enabling the people of Sheffield to live a life they value,
and allow people and communities to have greater
control over what matters to them"”.

This is our definition of “person centred”, which is central
to all of the work of the ACP. The key to wellbeing and
improving quality of life lies in people’s ability to live a

life they value — this can be achieved by drawing on their
own strengths and networks, connected to the assets
and resources in their local communities and the wider
city. As a city we will work together — people, families,
communities and organisations - to build places and
services that support and sustain these assets and
resources. This means changing how we do things in
Sheffield so that people and communities have greater
control of what matters to them.

The principles that underpin ‘person centredness’

> Asset based

> Enabling and engaging
>  Personalised
>

System focused

The benefits of being person centred in Sheffield

>  To People: Stronger consideration of each
person’s unique set of strengths and needs. Feels
better and helps them to maximise their potential.
Great sense of being in control, guiding own
destiny.

> To Professionals: Better job satisfaction (feeling of
doing the right thing), ‘joy at work’

> To Systems: Achieves best value from limited
resources. Builds trust. Over time can reduce
waste. "Teach a person to fish" approach is more
sustainable in the medium to long term.

> To City: Better quality of life, reduced inequalities,
stronger economy (healthier workforce), more
sustainable services, positive reputation.

The development of our leadership and our culture,

and adopting a more transformational approach to
workforce challenges, are key ways of embedding
person-centred approaches to improve experience of
care for our population. Our strategies in these areas are
outlined below.

7.2 System Leadership and Culture

“Successful system leaders are more likely to emerge
where there is a common vision and a set of ideals
focused on the needs and ambitions of a particular
community”

Suzie Bailey, Director of Leadership and
Organisational Development, Kings Fund.

To develop greater system focused leadership
and culture we will:

> Develop system leadership capability, equipping
our emerging system leaders with the skills and
confidence to identify and drive forward required
changes.

> Address the cultural barriers within and between
organisations, removing perceived hierarchies and
building trust.

> Establish the voluntary sector as a true partner
within the system, with voluntary sector staff,
volunteers and unpaid carers provided with
equitable access to support as staff within the
statutory organisations.

Our strategy for achieving the above is broad,
encompassing system leadership development initiatives
at numerous levels, broader organisational development
support and the development and implementation of an
all-age system workforce strategy. This emphasis reflects
the strong, consistent and repeated message through

all of the public and staff consultation events that we
need to adopt different approaches and thinking across
the ACP if we are to achieve successful and high impact
transformational change.
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The infographic below summarises the approach, with all strands operational for 2019/20.

000

Workforce Cross-section ACP
Strategy Focus: of staff across workstream
Band 2 / carers allACP members

partners

7.3 System Wide WorkForce Strategy

Our vision is to create a flourishing and thriving
Sheffield by developing our people in a joined up way
to deliver holistic, person-centred and integrated care.

Sheffield's ACP partners employ more than 38,000 staff
and volunteers —around 15% of the city's working age
population. Our workforce, therefore, is an integral part
of the population we serve. As employers we need to
role model good health and wellbeing practice, enabling
and encouraging our staff to live the best lives they

can, in order to achieve our vision. We need to care for,
develop and enable the collective potential of all our
people, particularly where they meet and work together
across organisational boundaries and harness their
passion, ingenuity, talents, differences and shared sense
of purpose.

The aim of the all age workforce strategy is to ensure a
capable and engaged workforce to implement new care

models and transform health and social care in Sheffield.

The supporting 5 year plan will cover 3 ‘chapters’
mirroring the Health and Wellbeing Strategy: ‘Starting
Well', ‘Living Well’ and ‘Ageing Well'. Our 5 priorities for
2019/20 are

> Understanding capacity and demand

> Embedding person-centred city approaches with
frontline staff

> Addressing recruitment and retention issues with
Band 2 / Band 2 equivalent staff

>  Co-ordinating support for care homes and the
care home workforce

> Embed system leadership and organisation
development

Cad(C)

HER Aok

Future Leaders Future ACP Board &
across Sheffield Directors EDG members
Health & Social across all ACP

Care partners

In addition to engaging directly with staff, we will work
closely with our numerous trade unions to ensure

that this workforce strategy reflects good practice and
captures the views of as many staff as possible. It is also
imperative that this workforce strategy aligns closely with
the work of the South Yorkshire and Bassetlaw ICS and
the forthcoming national workforce plan (expected later
in 2019), ensuring that we maximise the potential impact
of all possible resource for the Sheffield workforce.

7.4 Developing a sustainable
Anancial approach

To achieve sustainable system transformation we need
to collaborate to use the Sheffield pound as effectively
as possible, recognising that each organisation has legal
responsibilities for their own financial position. The
system needs to collectively meet these obligations by
developing a joint response to how financial risk and
benefits are managed. In 2018/19 approximately £1.1
billion of funding was spent on the health and care
system in Sheffield with 97% of that money spent to
support people who are unwell, only 3% is spent on
prevention of illness. Sheffield also receives significant
specialised commissioning income from NHS England,
with £503m received for 2019/20 (E390m for STH,
£109m for SCH, £4.6m for SHSC). This sits outside the
remit of the ACP.

As we achieve greater prevention and integration

of mental and physical health and social care, more
support will be delivered upstream. As services move
away from a hospital setting, people will be seen in the
community with the voluntary sector playing a greater
role. The NHS Long Term Plan and GP Contract signals
more investment for mental health and primary care.
The financial strategy for the Sheffield place will need to
change to reflect this.
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Historically Sheffield has achieved a break even or better financial position with varying levels of efficiency
requirements to achieve this. Sheffield City Council have invested an additional £10m into adult social care, home

support services and community equipment from internal reserves for 2019/20, yet around half of the financial

savings challenge in the system remains in social care. If the system doesn’t change, we expect that an additional 21%
of funding will be required by 2024 to keep pace with current levels of demand.

ACP Organisation

CIP/QIPP in within

o,
2019/20 plans % CIP/QIPP

Sheffield Children's NHSFT

Sheffield Health and Social Care NHSFT
Sheffield Teaching Hospitals NHSFT
Sheffield CCG

Sheffield City Council
Primary Care Sheffield

The table shows a breakdown of the savings required
in the 2019/20 financial year. These efficiency targets
will be challenging for the system to sustainably deliver
without large scale system transformation.

We have already made a start developing new risk
and benefit sharing contracts which go above the
national requirements and will be a key enabler to
transformation. For example:

> The tripartite agreement for mental health services
between commissioners and provider

> The extension of the urgent care services ‘blended’

tariff to include community services.

This will enable service improvement, which would
not have been possible under previous contractual
inflexibilities. While no formal commitments have been
made, further work will explore how we build on these
arrangements with partners and expand risk share
arrangements.

7.5 Digital TransFormation

Investing in the digital capabilities of health and social
care is a clear priority in the NHS Long Term Plan and
over future years we will see the transformation of care
through digital services and data interoperability. There
is strong support locally, both at a South Yorkshire and

8 4.0%
3 2.6%
21 2.0%
15 1.7%
42 11.9%
0 0.0%
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Bassetlaw level as well as in Sheffield to developing
integrated digital care records and this was a strong
and persistent theme through the Shaping Sheffield
engagement events, to improve efficiency and quality
of care and reduce time being wasted searching for
information about people’s care.

Having access to ‘live’ information about a person at the
point of care will enable services to provide more timely
and personalised care and provide a better experience
for both professionals and citizens. Enabling patients

to access their own records could also enable a more
person centred approach, helping people to better
manage their own health.

Following our engagement events, digital leads across
the Sheffield organisations have agreed the following
priorities:

> Shared Care Records, to be accessed and utilised
by both citizens and care professionals

> Connectivity, to enable secure IT access for staff
working across all partner sites

> Data Sharing, to facilitate appropriate service
integration across ACP partner organisations

> Population Health, to develop business
intelligence and analytical capability.



7.6 Our Communication Strategy > Generate support for closer working and potential

We want to achieve a consistent, high quality and vibrant new structures
communication and engagement plan, tailored to the

_ _ o >  Develop priorities and service models that meet
needs of different stakeholders. In particular it aims to:

the needs and expectations of service users.
> Ensure a consistent, joined up, and planned

from May 2019 onwards. This will include the full
> Ensure an open and transparent approach public launch of the ACP and the refreshed Shaping

Sheffield Plan with new dedicated website, supporting

materials, media package and ongoing events involving

all partners. There will be a rolling planner of new case

> Create a platform for engaging local people in studies and stories to keep the website and supporting
transforming services in Sheffield digital platforms “live” and engaging.

> Raise awareness of how we are working together
to improve health and care in Sheffield
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8. Our Service User and Public Engagement Strategy

“When people are involved in and can influence
decisions that directly affect their lives, their self-
esteem and self-confidence increases and this in turn
improves health and well-being. There is growing
evidence that having strong social networks and
cohesion benefits health. Involvement in discussions
about health and health services can help to encourage

this social cohesion within communities” (BMA)

The Sheffield ACP is working in partnership with
Healthwatch Sheffield to engage with service users

and the public to co-design, deliver and transform

the Sheffield care system. We will work closely with

our partner engagement teams throughout our work.
Our strategy is summarised by the infographic below.
Practical examples of rich work through this partnership
are:

>  Collecting system wide service user stories to
highlight what works well and areas for
improvement

OUR PURPOSE

We want patients, their families and
carers to have increased voice and
influence so that health and care

services can improve experiences of
care, support and wellbeing

MAIN AIMS

Ensure that the views and experiences
of local people influence the design,
delivery and commissioning of health,
care and wellbeing services in Sheffield

Build capability and capacity within the
health and care system, and develop
improved mechanisms to effectively

engage with people

Support those who find it hardest to
have their say to be heard

. Develop a coordinated
approach to sustainable,
meaningful engagement
with paients, carers and
the public which can be
embedded across the

ACP

. Improve engagement
with groups of people
that find it hardest to

have their say

influence within the
health and care system

Actively reaching into communities with seldom
heard voices — e.g. for our workforce strategy

Our service user leads across partners are now
working to bring together information from
complaints, incidents and other feedback to
understand and work together more collectively

Patients and the public are involved on an ongoing
basis through the Improving Accountable Care
Forum. This group of volunteers is actively advising
on the overall strategy, individual workstreams and
engages with staff to bring lived experience to all
areas of system work

Our ACP Advisory Group will co-design our
approach to person centred care with our staff

The Older People Engagement Steering Group
guides our work to increase the voice and
influence of older people.

OBJECTIVES

4. Support the ACP priority
workstreams to
effectively involve
local people in shaping
service design, delivery
and decision making

. ldentify enablers and
barriers to people
keeping healthy and
E

ENABLERS
. Enable old le, .
na. < o. .er P2 ¢ Improving Accountable
their families and
Care Forum
carers to have
increased voice and e Workstream Champions

e Older People Engagement
Steering Group

¢ Links with community
groups



9. Delivery of the Transformation Programme

The delivery of the intentions described in section 6 and the key enablers described in section 7 will all be developed
and delivered by our ACP workstreams. The diagram below illustrates:

> How each of the six delivery priorities links to the Health and Well-Being Strategy
> How each of the workstreams links to the 2019/20 priorities

> The cross-cutting enablers underpinning the whole programme

! 1 . Wa L Each workstream has a
R m Chief Executive Officer

lead and an Executive

Director lead from one

Starting of the ACP partners as
Well well as a system wide
delivery team.
R
- The workstreams will
work closely with the
ACP core team to
Living | ensure pieces of work
Well that sit across multiple
R workstreams/ priorities
. are coordinated to
avoid duplication of
effort and maximise
Ageing integrated working
Well opportunities.
i Ry
. -
Cross Payment Workforce \

cutting , , Digital , Estates ‘

Other ACP Architecture

A one page plan for each of these workstreams (with the exception of Estates and Payment Reform as these
workstreams are under development) can be found in our Programme Delivery Document, alongside detail about
how the objectives and priorities of the individual ACP partner organisations align to the ACP. In such a complex
system and programme of work, there are naturally areas of overlap and connection between the workstreams. The
ACP will work through other existing networks (e.g. Communication and Strategy Directors across the city) to support
the delivery of the plans. The ACP Executive Delivery Group will oversee the full programme to manage this system
complexity and maximise effectiveness of the delivery. An annual review of Shaping Sheffield and each of the delivery
workstreams and their priorities has been built into the governance of the ACP.



10. Outcomes and Measuring Success

An overarching system performance dashboard for 2019/20 was agreed by the ACP board at the start of 2019. This
set of performance measures will be reviewed on an annual basis to ensure the measures remain relevant and any
targets set remain ambitious as the work plans develop.

The dashboard fits within the Health and Well-Being Outcome Framework, and has been widely consulted on across
the system. Each workstream will co-design its own outcome measures that feed into this high level framework.

Alongside this system data, we will report individual service user and staff stories that illustrate the experience of being
cared for through our system, and working within it. A summary diagram of our approach is shown below:

QUARTERLY REPORTS 2. Linking into existing data we look at various
measures across the following categories

> Health and care outcomes for
the population e.g. infant
mortality rates, inequalities in
life expectancy, obesity
prevalence, self reported
wellbeing, smoking prevalence,
avoidable deaths, mental health

1. Experiences from people who use and employment

the service and front line staff > Health and care outcomes for people using the
service e.g. AGE 4 hour waits, achieving cancer
waiting time targets, blood pressure
management, end of life plans

Main sections include 1. experiences from
people who use the service and front line
staff, 2. population and care system measures

across 5 categories, and 3. a more detailed
look into a system theme.

> Short summaries of good
and bad experiences of

i p— how the health and care

system works in Sheffield > Service user experiences e.g. friends and family

. test, primary care survey
> Experiences come from

. people who use the > Workforce satisfaction e.qg. staff survey results,
service and from front sickness rates, vacancy rates
line staff across different > Financial sustainability e.g. financial and efficiency

organisations position

3. A more detailed look into a system theme

> For each report a different system theme will be looked into a little more deeply

More data, information, and wider context will be included

>
> For the first report inequalities in the Sheffield area was focussed on
>

Themes will be agreed prior to each report to inform knowledge and understanding
around a topic. Staff and service user experience summaries in Section 1. will be
illustrative of that theme

Sheffield

Accountable Care
Partnership
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