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Purpose of Paper 
 
The purpose of this paper is to present the Neighbourhood Maturity Development Tool to 
Primary Care Commissioning Committee, referencing the links with the ACS Primary Care 
at Scale workstream deliberations and the previously agreed Neighbourhood LCS. 
   
The Neighbourhood Maturity Development Tool (draft tool attached for information) has 
been designed to ensure that the CCG knows both the current position and ambition of 
each of the 16 Neighbourhoods and to ensure that the Neighbourhoods are supported to 
meet their full potential (and the requirement of the LCS). 
 
A pack of information has been designed for Neighbourhood practices to provide additional 
information and development tools to assist with a self-assessment. The proposal in this 
paper is for the April 2018 payment of year 2 of the LCS to be made to practices only on 
completion of the self assessment for their relevant neighbourhood and we would expect 
all practices in the neighbourhood to engage in the work to complete the assessment. 
 
Additionally the pack enables Neighbourhoods to identify and put in place development 
plans for future priorities to be addressed. It is proposed that utilisation of the £1 per head 
funding recently confirmed by NHS England for Local Care Networks (ie neighbourhoods) 
is linked to these priorities and action plans by neighbourhoods.  
 
Key Issues 
 
In order to develop and consolidate the neighbourhood model of delivery a pack has been 
created to fully understand the requirements the Clinical Commissioning Group need to 
consider to strengthen the Neighbourhood way of working and any associated resource 
implications.  
 
Is your report for Approval / Consideration / Noting 
 
Approval 
 
Recommendations / Action Required by the Primary Care Commissioning 
Committee 
 
The Primary Care Commissioning Committee is asked to:  
 

 Approve the Neighbourhood Development Group to finalise the Neighbourhood 
Maturity Development Tool and for this to be used for each neighbourhood to make 
a self assessment. 
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 To approve a variation to the existing neighbourhoods LCS contract specification 
such that the final payment of 75p per head to GP Practices on 1 April 2018 is 
conditional on their relevant neighbourhood completing the self-assessment in the 
Neighbourhood Maturity Development Tool and the GP practice participating in this 
work. 

 To approve the principle to utilise the £1 per head available for Local Care Network 
development linked to priorities identified as part of the self assessment and linked 
to the completion of development action plans for the year ahead. 

Governing Body Assurance Framework 

Which of the CCG’s objectives does this paper support? 
 To improve patient experience and access to care 
 To improve the quality and equality of healthcare in Sheffield 
 To ensure there is a sustainable, affordable healthcare system in Sheffield 

Are there any Resource Implications (including Financial, Staffing etc)? 

Use of part of £1.50 per head neighbourhood LCS funding 
Use of £1 per head for Local Care Networks 

Have you carried out an Equality Impact Assessment and is it attached? 

Please attach if completed. Please explain if not, why not: 
Not applicable at this point 

Have you involved patients, carers and the public in the preparation of the report?   

Patient, carers and the public are involved at neighbourhood engagement level and in 
relation to the Active Support and Recovery initiatives. 
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Neighbourhood Maturity Development Tool 

Primary Care Commissioning Committee meeting 

25 January 2018 

1. Background 

In 2016 PCCC approved a two-year Locally Commissioned Service (LCS) to encourage 
practices to engage in a Neighbourhood way of working. This commenced with effect from 
1 October 2016 and will end in its current form on 30 September 2018.  The LCS was set 
up with payments being made twice a year, so there is one final payment to be made on 1 
April 2018 worth 75p per head for each participating GP practice.  Any extension of the 
LCS will be considered as part of the wider review of LCSs which is currently on going and 
a paper on the options is due to be presented to Primary Care Commissioning Committee 
in February 2018. 

The first year of the Neighbourhood LCS has been successful in identifying the 16 
Neighbourhoods in Sheffield, building foundations and securing engagement with this 
approach. As part of year two we would like to ask Neighbourhoods to identify, through 
the use of a Maturity Development Tool, where the neighbourhood is in terms of 
development, the extent of their ambition and the support required to achieve this.  This is 
in response to a request from many Neighbourhoods for clarity on their role. 

It is envisaged that Neighbourhoods will be a key vehicle for the delivery of health and 
social care services working within an overall Accountable Care Partnership framework 
but with considerable discretion for the design and delivery of local population focussed 
services that contribute to the citywide position. 

2. Proposal 

The Neighbourhood Maturity Development Tool has been designed to ensure that the 
Neighbourhoods are supported to meet their full potential (and the requirement of the 
LCS) which is to support wider Neighbourhood working with health and social care 
services and other statutory services and the voluntary sector; as well as to support 
primary care sustainability and working at scale. In addition it will need to fulfil the future 
needs of Sheffield Neighbourhood working by 

	 Effectively responding to the Sheffield Care Outside of Hospital Strategy including 
Urgent Care in Primary care, Active Support and Recovery and Primary care 
agendas. 

	 Providing delivery solutions to the Accountable Care Partnership new models of 
care 

	 The GP Forward View recommendation for working at scale 

The Maturity Development Tool has been designed around the four key characteristics 
identified by the National Association of Primary Care in their Primary Care Home model. 

	 an integrated workforce, with a strong focus on partnerships spanning primary, 
secondary and social care; 
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 a combined focus on personalisation of care with improvements in population 
health outcomes; 

 aligned clinical and financial drivers through a unified, capitated budget with 
appropriate shared risks and rewards and 

 Provision of care to a defined, registered population of between 30,000 and 50,000. 

We will be asking each Neighbourhood to carry out an initial assessment using the tool by 
the end of this financial year and again at the end of the following quarter.  To support the 
completion of the Neighbourhood Maturity Development Tool the enclosed pack of 
information has been designed. This pack will aid the completion of the development tool, 
assist with self-assessment and the development of action plans for the priorities to be 
addressed in each area linked to the additional £1 per head of population.  We have taken 
the approach of providing as much helpful information as possible within the pack.  The 
LMC and City Wide Locality Group have received the pack for consideration. 

A Neighbourhood Development Group had now been established comprising of 
representation from Primary Care, Primary Care Sheffield, Locality Managers and Active 
Support and Recovery. Final ratification of the pack, assessment of the Neighbourhood 
returns and identifying priorities for the £1 per head Local Care Network funding will be 
facilitated through this group. Final proposals on the use of the £1 per head or nearly 
£600k will be brought back to PCCC for final sign off. 

Local Care Network (LCN) 

As we move forward within the Accountable Care System on the Local Care Networks 
approach (Sheffield’s chosen model is via neighbourhoods ) it is anticipated that the 
development needs, particularly in terms of clinical and managerial leadership of working 
within an at scale model, will be further strengthened and supported. 

The South Yorkshire and Bassetlaw Accountable Care System has been charged by 
NHSE with allocating £1 per patient in 2017/18 to ‘seed’ fund the development of what 
NHSE refers to as Local Care Networks (which in Sheffield are Neighbourhoods).  We 
have used the category headings provided by NHSE for the Local Care Networks within 
the Development Tool. As we, in Sheffield, are currently offering financial support to 
practices to engage in Neighbourhood working via the LCS, and also due to the LCN 
money being non recurrent, it is proposed that this is used to support the development 
needs identified by Neighbourhoods via the completed self-assessment within the 
Neighbourhood Development Maturity Tool. 

3. Action for Primary Care Commissioning Committee / Recommendations 

The Primary Care Commissioning Committee is asked to: 

	 Approve the Neighbourhood Development Group to finalise the Neighbourhood 
Maturity Development Tool and for this to be used for each neighbourhood to make 
a self assessment. 

	 To approve a variation to the existing neighbourhoods LCS contract specification 
such that the final payment of 75p per head to GP Practices on 1 April 2018 is 
conditional on their relevant neighbourhood completing the self-assessment in the 
Neighbourhood Maturity Development Tool and the GP practice participating in this 
work. 
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	 To approve the principle to utilise the £1 per head available for Local Care Network 
development linked to priorities identified as part of the self assessment and linked 
to the completion of development action plans for the year ahead. 

Paper prepared by: Sarah Chance and Lorraine Watson 

On behalf of: Katrina Cleary, Programme Director Primary Care 

10 January 2018 
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of services that meet the needs of their local population, but will contribute to a strong 
citywide position through working within an overall framework of accountability for system 
resilience and improvement. 

Dear Neighbourhood Lead 

Over the last two years Sheffield General Practices have been working within, and further 
developing, the ‘at scale’ Neighbourhood approach. This is fundamental to both shifting 
resource into care outside of hospital and closer to people’s homes (as set out in the 
Sheffield CCG Out of Hospital Strategy) and to supporting the sustainability and resilience of 
practices in line with the GP Forward View. t 

In 2016/17 a two year LCS was offered to support the continued engagement of practices 

supported by the Maturity Development Tool: 

 Their current level of maturity 

 The level of their ambition 

with Neighbourhood working; supporting integration of services outside of hospital in order to 
maintain and further develop the provision of safe, effective and efficient care that put the 
patient at the heart of delivery. 

The first year successfully identified 16 Neighbourhoods in Sheffield, built foundations upon 
which to develop neighbourhood working and secured practice engagement with this way of 
working, as well as engagement from other disciplines. 

In year two we are asking Neighbourhoods to identify through a development plan, 

 Any support required to achieve this 

We anticipate that as part of the national priority to develop Local Care Networks 
(Neighbourhoods) additional funding will be made available to support, on a one off basis, to 
develop the maturity of our neighbourhoods, and we will use the neighbourhood 
development plans as part of securing this money.. 

It is envisaged that neighbourhoods will be a vehicle for delivery of health and social care 
services. Each neighbourhood will retain considerable discretion for the design and delivery 

Critically, neighbourhoods will be able to coordinate the system resources available and 
ensure that they deliver the best value in relation to their local population; demonstrating a 
key role in supporting the Sheffield system in achieving financial balance.  

The Neighbourhood Maturity Development Tool has been designed to ensure that the 
Neighbourhoods are supported to achieve their full potential as well as the requirements of 
the LCS. The LCS is designed to support wider Neighbourhood working with health and 
social care services, other statutory services and the voluntary sector; as well as to support 
primary care sustainability through working at scale  Additionally the Neighbourhood Maturity 
Development Tool will support neighbourhoods in meeting future needs of neighbourhood 
working by 
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 Effectively responding to the Sheffield Care Outside of Hospital Strategy (including 
Urgent Care in Primary Care, Active Support and Recovery and Primary Care 
agendas) 

 Providing delivery solutions to the Accountable Care Partnership new models of care 
 The GP Forward View recommendation for working at scale 

The CCG recognises the challenges for GP practices working within the existing system; 
supporting transformational change towards this new vision whilst grappling with the real 

next steps at each Neighbourhood Steering Group or Council meeting as required within the 
next 6 weeks. 

In the meantime should there be any queries prior to that please do not hesitate to contact 
Sarah Chance, Neighbourhood Project Support Officer at sarah.chance@nhs.net 

Kind regards 

issues of today. If we are to gain pace in the development of this transformation process we 
need to consider how our existing resources might be better deployed to manage this 
inherent tension. 

To this end the Maturity Development Tool has been designed around the four key 
characteristics identified by the National Association of Primary Care in their Primary Care 
Home model: 

1. Integrated workforce, with a strong focus on partnerships spanning primary, 
secondary and social care; 

2. Combined focus on personalisation of care with improvements in population health 
outcomes; 

3. Aligned clinical and financial drivers through a unified, capitated budget with 
appropriate shared risks and rewards and 

4. Provision of care to a defined, registered population of between 30,000 and 50,000. 

To further consolidate the neighbourhood model of delivery the Clinical Commissioning 
Group is simultaneously giving consideration to strengthening the Neighbourhood Learning 
Network and developing a governance framework for practices to work collaboratively at 
Neighbourhood level as well as wider at scale working. 

This pack of information is designed to provide additional information and development tools 
to neighbourhoods to assist with self-assessment and putting in place development plans for 
the priorities to be addressed, linked to the additional £1 per head of population. The service 
specification for the delivery of neighbourhood working and a copy of the existing 
Memorandum of Understanding for Neighbourhoods is enclosed for reference. 

To support neighbourhoods with this the CCG will make available key members of the team 
(Directors , Project Support Managers and Primary Care staff) to discuss the contents and 
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NEIGHBOURHOOD CARE AND SUPPORT MODEL -
OVERVIEW AND REFERENCE DOCUMENT 

PURPOSE OF THIS DOCUMENT 

This document is intended as a more detailed reference document for Neighbourhoods, the 
Sheffield Clinical Commissioning Group and Primary Care Sheffield to ensure that 
communication with key stakeholders gives consistent messages around the initiation, 
development, governance and core aspects of the Neighbourhood Care and Support model. 
It is recognised that the model will develop iteratively over time and require continual 
adaptation and improvement; the document should be read within this in mind. 

NEIGHBOURHOOD DEFINITON: 

A neighbourhood is a geographical population of around 30-50,000 people supported by 

Recovery, Urgent 

joined up health, social, voluntary sector and wider services to support people to remain 
independent, safe and well in their community. 

The neighbourhood care and support model is an operational delivery vehicle for delivering 
andelements of the Active Support Care and Primary Care 

commissioning strategies for Sheffield, whilst linking to other programmes of work, such as 
People Keeping Well. Neighbourhoods are one aspect of development to transform care 
across Sheffield, where transformation will be additionally required at city-wide, locality and 
individual person level. Clearly, each of these levels of transformation are inter-dependent.    
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WHY NEIGHBOURHOODS? 

The vision for neighbourhoods in the Care Out of Hospital Strategy was that they will make 
the best and most effective use of services for local people with the following aims;  

1. Improve health and care outcomes (such as improving the quality of life for 
people in the neighbourhood) 

2. Improve quality of care (particularly for those living with long term conditions) 
3. Reduce unnecessary health and care service use and provide health and care 

services closer to home where possible (particularly through reducing 

 Consistent response - The right support and help any time, any day 
 Services addressing all aspects of a person’s wellbeing 
 Person centred care 
 Organisations that trust each other with common standards of care 
 Flexible staff and resources across the system 
 Identification of people with high level of need, providing the help and support 

that they need quickly 

avoidable, unplanned hospital admissions) 

Neighbourhood-level outcomes and metrics will be developed that are reflective of those 
developed through the Active Support and Recovery Board and the Neighbourhood 
Development Group , including as minimum a measure of quality of life (e.g. for a 
neighbourhood sample group), a measure of care utilisation (including non-elective 
admissions, ambulatory care sensitive admissions and 28-day re-admissions), total per 
capita health and care spend linked to neighbourhood primary care practice list, and a 
measure of care experience (e.g. for a neighbourhood sample group).  Neighbourhood level 
outcomes and measures will also be developed for each neighbourhood following 
identification of the neighbourhood's local health needs.    

IN ORDER TO ACHIEVE THESE AIMS NEIGHBOURHOOD AREAS WILL: 

 Focus on preventing ill health 
 Help people to manage their own health conditions 
 Support people to make choices about their care 
 Develop services with local people  to meet local needs 
 Provide high quality and appropriate services in a timely manner 
 Deliver joined up care for people, especially those who are vulnerable or have 

complex needs by joint working across health, social, voluntary and wider public 
sector organisations. 

WHAT ARE THE KEY THINGS PEOPLE HAVE SAID THEY WANT FOR LOCAL CARE 
THROUGH THE ACTIVE SUPPORT AND RECOVERY ENGAGEMENT AND THE 
CITIZENS REFERNCE GROUP? 
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Neighbourhoods should be based around “natural geographies” and primary 
care practice groups given the centrality of primary care in population care 
management and co-ordination (such that neighbourhoods are not 

WHAT ARE THE KEY ASPECTS OF THE NEIGHBOURHOOD CARE AND SUPPORT 
MODEL? 

Neighbourhoods will provide a joined-up, out-of-hospital care model with key aspects of the 
model as follows and identified through the Active Support and Recovery programme; 

‐ Proactive/preventative support:- Targeted around people at greatest risk of 
ill health and admission to hospital. With a single care plan and crisis 
planning for people identified through their GP. The approach will be to keep 

‐

‐

people at home wherever possible. It will be delivered by a multi skilled 
workforce and include the public, independent and voluntary sectors. 

Crisis/rapid response:- There will be a timely response to every crisis. For 
those without a plan, a rapid assessment will take place to make sure 
admissions to hospital don’t occur where services are available at a 
neighbourhood level. 

Ongoing management:- This will make sure there are safe discharge 
arrangements to help people continue to improve out of hospital even if they 

 

can’t go straight home and offer support for people to manage long term 
conditions and remain well. 

Additionally, neighbourhoods will support delivery of wider strategies relating to Urgent Care 
and Primary Care, together with a recognised linked to People Keeping Well. 

WHAT ARE THE KEY PRINCIPLES FOR NEIGHBOURHOOD DEVELOPMENT? 

The following principles are to be used and developed with learning from initial 
neighbourhood groups as key principles for neighbourhood working; 

 Neighbourhoods should be based around populations of around 30,000-
50,0000 for the purposes of delivering a joined up health and care system 
supporting people to stay independent and out of hospital 

geographically dispersed and no practice is “left out” within an identified 
geographical boundary), together with the advantage of utilising the primary 
care registered list for neighbourhood definition. 

	 Within each neighbourhood, there should be evidence of good relationships 
between primary care staff (including strong clinical leadership) and wider 
health and social care teams in the neighbourhood, with integrated teams that 
are aligned to neighbourhoods where possible 

	 Neighbourhoods should work collaboratively with “People Keeping Well” 
Community Partnerships and similar community groups given the central 
focus of these on identifying community assets to support health and care 
outcomes, and commit to working with these groups in defining and delivering 
the model 
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Population stratification and risk profiling; Identifying neighbourhood health 
needs and supporting those at highest risk of hospital admission and social 
care utilisation, particularly focussing on reducing avoidable hospital 

	 Neighbourhoods should meet the key aims 
identified in this paper, whilst delivering value for money in utilising local 
services in the most effective and efficient way to respond to local health 
needs 

	 Neighbourhoods and services within need to work inclusively, inviting all 
neighbourhood stakeholders into shaping the neighbourhood care and 
support model 

	 All those involved in the neighbourhood need to commit to an open approach 
to development and delivery with collective responsibility for success 

WHAT WILL THIS MEAN FOR PEOPLE? 

 
 

 

 
 

record 

Avoiding having to go to hospital unless you really need to 
Seamless care – the right out of hospital care to be in place so you can be 
cared for as close to home as possible 
Improving your quality of life with better support enabling you to take control of 
your own health and wellbeing, live independently and stay healthy for longer 
Care closer to your home where possible 
Not having to repeat yourself to many professionals as you will have a unified 

 

We will aspire to deliver joined up care as described by service users; 

‘My care is planned with people who work together to understand me and my carer(s), put 
me in control, co-ordinate and deliver services to achieve my best outcome’.  
Service User Definition, National Voices 

WHAT WILL THE NEIGHBOURHOOD CARE AND SUPPORT MODEL ACHIEVE? 

The neighbourhood model will be developed iteratively over time and will reflect local needs 
however, it is expected that neighbourhood activity will include;  

admissions 
	 Developing a co-ordinated, integrated and multidisciplinary care and support 

team that works together to meet the needs of the neighbourhood population 
and wrap services around the individual with a single, shared care plan 

	 Using evidence-based continual improvement to adapt the model; A “menu of 
services” for each integrated multi-disciplinary neighbourhood team to support 
local people e.g. Rapid response, regular neighbourhood MDT care planning 
for those most at risk, social prescribing, single care plan accessible across 
services, long term condition management clinics, post-discharge follow-up, 
interventions affecting psychosocial circumstances and social isolation, 
amongst others. 
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	 Influencing all determinants of health such as 
biopsychosocial and environmental factors (e.g. lifestyle, education, housing, 
employment etc.), not just healthcare. Neighbourhoods will have services that 
respond to these wider determinants of health (e.g. housing support, 
education, employment services and others) and critically utilise People 
Keeping Well partnerships and sign-posting as part of the integrated care 
model 

	 Neighbourhood services will help people to prevent ill health, manage their 
own health and conditions, empower people to make choices about their care, 
ensure the right services are available to all, and ensure joined up care for 
people, especially those who are vulnerable or have complex needs. 

Neighbourhoods will be supported to develop their model overseen by the Neighbourhood 
Development Group. 

WHAT WILL THIS MEAN TO ME WORKING AS A PROFESSIONAL IN THE 
NEIGHBOURHOODS? 

 You will be involved in developing services around the local needs of people.  You 
will work as part of an integrated, interdisciplinary team ensuring people are 
supported by those with the most appropriate skills 

 You will be supported by a range of easily accessed and responsive urgent, 
emergency and out of hospital care services to support people in a crisis. Care will 
be better co-ordinated across these services 

 Self-care will be promoted through patient-centred care planning and the use of 
supportive technology to allow people to take control of their own health and 
wellbeing, live independently and stay healthy for longer 

 You will work with other staff and professional groups to undertake shared 
assessments, reducing the need for people to repeat ‘their story’ to different 
professionals and different parts of ‘the system’ 

 You might also be a Neighbourhood lead clinician or manager responsible for 
ensuring your neighbourhood influences the wider system so as to meet the needs of 
your community 

GOVERNANCE 

The CCG has established a Neighbourhood Development Group charged with working with 
you, and with Primary Care, the Locality Managers and Active Support and Recovery 
colleagues to oversee the delivery and development of the neighbourhood model reporting 
to the Primary Care Co-commissioning Committee and Active Support and Recovery 
Delivery Group. Detailed plans and timescales will be agreed and regularly reviewed at 
every meeting; these will cover the progressing Maturity Development Plans along with 
individual neighbourhood achievements against the various steps set out in the Maturity 
Development Tool. Operationally, issues will be addressed at the individual neighbourhood 
steering groups meetings on a monthly basis. The intention is to establish growing devolved 
leadership to the Neighbourhoods themselves. The Neighbourhood Development Group 
will: 
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	 Oversee the development of the neighbourhood 
model and ensure it is widely understood and adopted, together with assessing and 
addressing considerations around variation in the model across neighbourhoods, and 
how the model links with city-wide and locality-based service provision.  

	 Ensure direction is maintained and work remains on track 
	 Monitor benefits realisation (quality, experience, outcomes and savings) 
	 Consider requests for approval and act as point of escalation 
	 Oversee delivery of efficiency savings as part of the wider AS&R activity and QIPP. 
	 Set up task and finish work streams e.g. agreeing outcome measures, workforce 

implications, carrying out Neighbourhood Network Learning events, and similar. 

The Neighbourhood Care and Support Model is an operational delivery vehicle for delivering 
elements of the Out of Hospital Care Active Support and Recovery, Urgent Care and 
Primary Care commissioning strategies for Sheffield, whilst linking to other programmes of 
work, such as Sheffield City Councils People Keeping Well and NHS England Accountable 
Care System for Primary Care 

Each neighbourhood is expected to have a Steering Group project team that will include, as 
a minimum, representatives from the key stakeholder organisations (both statutory and 
voluntary/third sector) working in that particular neighbourhood. The Steering Group will 
have its own governance and delivery structure in order to develop and progress the 
neighbourhood to the desired level identified in the Neighbourhood Maturity Development 
Tool. The Neighbourhood Steering Group will be responsible to the Neighbourhood 
Development Group for the delivery of agreed plans linked to the release of relevant funding 
associated with access to and the growth of primary care at scale. 

NEXT STEPS FOR NEIGHBOURHOOD DEVELOPMENT 

Development of the Neighbourhood Care and Support Model will be in line with the following 
key stages, supported by indicative timescales (where each neighbourhood may progress at 
a different rate depending on local context) 
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Stage 1: By the end of February 2018 

Stage 2: By the end of February 2018 (Support will be provided to neighbourhood areas in 
identifying their health needs and measuring neighbourhood outcomes, together with 
providing information about learning and evaluation of similar models of care develop).  

Stage 3: By the end of March 2018 

Stage 4: Implementation from April 2018 

Stage 5: April 2018 onwards 

KEY CONSIDERATIONS FOR NEIGHBOURHOOD CARE AND SUPPORT MODEL 
DEVELOPMENT 

Neighbourhoods will need to be responsive to the strategic aims and objectives of the 
Sheffield wide transformation and Out of Hospital agenda, with the model to be developed in 
line with the following key considerations; 

through the neighbourhood governance framework 
	 Neighbourhoods need to define a core-model that is consistent across the city 

	 In addition to the core-model the neighbourhood will need to understand any 

the needs of their local population 
complementary additions to the model that are required to specifically address 

	 The aims and objectives of the neighbourhood need to result in  efficiencies 
across the wider Sheffield Health and Care system, for example through 
reduced need for hospital based services. 
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Appendix 1 – NEIGHBOURHOOD LEADS CONTACTS 

Neighbourhood Manager Lead Clinical Lead 
GPA1 Paul Wike, 

Michelle 
Wilde 

Paul Wike -
Paul.wike@nhs.net 
Michell Wilde – 
Michelle.wilde1@nhs.net 

North 2 Nicky 
Normington 

David Emmas – 
davidemmas@nhs.net 

West Health 4 Kate Carr Dr Jenny 
Stephenson -

jenny@the-
stephensons.demon.co.u 
k 

SSHG Julie Govan julie.govan@nhs.net Dr Ollie Hart oliver.hart@nhs.net 
Townships 1 Julie 

Coakley, 
Helen 

Lenthall 

Julie Coakley -
julie.coakley@nhs.net 
Helen Lenthall -
helen.lenthall@nhs.net 

Dr Kirsty Gillgrass k.gillgrass@nhs.net 

Townships 2 Julie 
Coakley, 

Helen 
Lenthall 

Julie Coakley -
julie.coakley@nhs.net 
Helen Lenthall -
helen.lenthall@nhs.net 

Dr Kirsty Gillgrass k.gillgrass@nhs.net 

Darnall Nicola 
Simpson 

nicola.simpson10@nhs.n 
et 

Carrfield Paul Wike, 
Michelle 

Wilde 

Stella Croookes – 
stella.crookes@nhs.net 

Peak Edge Heather 
Leigh 

heather.leigh@nhs.net Dr Mairead Knox mairedknox@nhs.net 

City Centre Deirdre 
Malesa 

deirdremalesa@nhs.net 

SAPA Sam Grundy sam.grundy@nhs.net 

High Green Michelle 
Payling 

Michelle.Payling@nhs.ne 
t 

Hillsborough Diane 
Dickinson 

dianedickinson@nhs.net 

Upper Don Valley Liz Sedgewick – 
lizsedgwick@nhs.net 

Student Barbara 
Graham 

Barbara.graham@nhs.ne 
t 

Porter Valley Gordon 
Osborne 

danielsayliss@nhs.net 
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Appendix 2 – USEFUL LINKS AND DOCUMENTS 

Sheffield CCG Primary Care Strategy 

Sheffield City Council Keeping People Well strategy 

Active Support and Recovery Programme Plan 

Active Support and Recovery Outcomes Framework 

Care out of Hospital Strategy 

GP Forward View 

Ask my GP 

Doctor First 

Social Prescribing 
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Sheffield Neighbourhood Development Tool 

The Neighbourhood Development Tool has three stages of development within each priority area: 
◦ Step 1: minimal work happening on an at scale level 
◦ Step 2: some progress working on a neighbourhood basis; plans being developed or in place but not much in the way of implementation 
◦ Step 3: a priority area is being implemented on as full a neighbourhood basis as possible; the various strands of AS&R and/or Primary Care are being utilised in a cohesive way. 

It is recognised that a mature Neighbourhood in one part of the city may be different to another part. 
The below criteria, which has been developed with neighbourhood input, is a guide for what is considered representative of each stage of development. Within the self‐assessment report each Neighbourhood is required to select the step that you 
think your Neighbourhood is currently working at with evidence to support the categorisation. The next stage is to explain the ambition of the Neighbourhood and what the future direction is, stating what support is needed and who from. 
Key: * Will require support from Sheffield CCG 

General Practice working at Scale 

Step 1 

Practices identify partners for network level working and develop 
shared plan for realisation. 

◦ All of the practices are identified as a member of the neighbourhood 
linked to a geographical community covering a population of between 
30‐50,000 people. 
◦ The Neighbourhood is supported by joined up health, social, voluntary 
sector and wider services to support people to remain independent, 
safe and well in their community. 
◦ Community nurses and community support workers are linked to each 
neighbourhood and work with practices in the area. 
◦ Monthly returns are sent to Sheffield CCG detailing the Neighbourhood 
plans. 
◦ The Neighbourhood practices do not share practice space to deliver 
Neighbourhood Primary Care and Community Services. 
◦ Each practice has identified at least one lead to input to the 
Neighbourhood Development on behalf of the practice. 

Step 2 

Practices have defined future business model and have early components in 
place. 

◦  The business model is to work in neighbourhoods with other key health, social 
care and voluntary sector partners and the Neighbourhood and has been 
functioning for 12 months. 
◦  The Neighbourhood has a Practice Manager and Clinical lead that hold 
monthly Neighbourhood steering group meetings to discuss priorities and 
developments. 
◦ The meetings include representations from each practice within the 
Neighbourhood, the wider health team including District Nurses and the local 
voluntary organisation. 
◦ Neighbourhoods have undertaken space utilisation audits to inform 
opportunities for the co‐location of primary care and community services. 

Step 3 

Network business model fully operational. Interoperable systems Integrated 
clinical records. Workforce shared across network. Rationalisation of primary care 
with optimum estate usage. 

◦ The Neighbourhood has implemented and are delivering a number of shared back 
office /wider partnership and developments on a more formally agreed 
Neighbourhoods basis than at step 2. 
◦ The Neighbourhood is able to use Clinical Systems to safely share data and ensure 
read and write access across practices * 
◦ Comparison of space utilisation and accommodation availability across the 
neighbourhood has been and there is a neighbourhood estates strategy in place 
and practices have started to share accommodation as part of delivering shared 
Neighbourhood Primary Care and Community Services. 
◦ The Neighbourhood has implemented shared referral and treatment of patients 
across practices on an inter practice basis. 

Wider Integrated working across the Health and Social Care System 

Step 1 

Integrated Teams, which may not yet include social care, are working in 
parts of the system. 

◦ There is integrated working between practices and community 
nursing services in the neighbourhoods to deliver an enhanced case 
management approach for those patients identified with the greatest 
need according to Neighbourhoods profiling and risk stratification/ long 
term condition register. 
◦ The Neighbourhood meets on a regular basis (not less than monthly) 
for MDT discussions on patients. 

Step 2 

Functioning interoperability between practices, including read/write access to 
records. Data sharing agreements in place. 

Integrated Teams, formalised to include social care, the voluntary sector and 
easy access to secondary care expertise. 

◦ The Neighbourhood has established contacts with other neighbourhood 
providers and work as part of a wider integrated MDT including voluntary 
sector, mental health and community support workers ensuring people are 
supported by those with the most appropriate skills. 
◦ The MDT team meet monthly to discuss their patients. 
◦ Work has been undertaken to identify which IT systems are in use in each of 
the practices and discussions have commenced in respect of the governance 
requirements for data sharing. 
◦ There is evidence of this via delivery of at least one of the identified AS&R 
projects linked to MDT working such as enhanced case management, Social 
Prescribing, Community IVs, single shared care person centred plan. 
◦ The Neighbourhood is working to the People Keeping well concept ensuring 
people are connected to and feel part of their local community. 
◦ The Neighbourhood is training frontline staff to Social Prescribe patients under 
this concept and all practices have access to a range of social prescribing 
interventions. 

Step 3 

Fully Functioning Integrated Teams. Systematic population segmentation including 
risk stratification, care plans for all high risk patients. Internal referral processes in 
place. Routine peer review of metrics hub. 

◦ Neighbourhoods should have considered priority populations within the local 
communities for the most part this includes the management of frail elderly and 
LTC’s. 
◦ Neighbourhood profiles and key priorities have been created. 
◦ Practices in the neighbourhood are fully working with all statutory and voluntary 
bodies to improve care by delivering services closer to home and avoiding 
unplanned hospital admissions. 
◦ There is some interoperability across the MDT team. 

◦ Practices in the neighbourhood have a ‘menu of services’ to provide the following 
services wrapped around individual’s needs  ‐
I)Proactive/Preventative Support 
ii) Crisis /Rapid response 
iii) Ongoing management of care 

◦ The menu of services may include community IVs, complex wound care, social 
prescribing, post discharge follow up and long term condition management clinics 
as appropriate. 
◦ The Neighbourhood has Joint leadership teams, jointly agreed estates & IT 
development plans, joint setting of neighbourhood clinical priorities. 

Targeting Care to Priority Patient Groups 

Step 1 

Analysis of variation, between practices is readily available & acted 
upon. 
Basic population segmentation is in place, with understanding of needs 
of key groups & their resource use. 
Standardised end state models of care defined for all population 
groups, with clear gap analysis to achieve them. Protypes in place for 
highest risk groups. 

◦ Population profiles are available and considered for the 
neighbourhood which identifies specific needs and priorities * 
◦ Referral data for elective and non elective work is available and the 
neighbourhood has developed plans to address their highest risk areas. 
◦ CASES database showing evidence of referral rates and quality at GP 
practice and neighbourhood level is available and considered regularly. 

Step 2 

The system can track data in real time, including visibility of patient movement 
across the system & between segments, & information on variability. 

New models of care in place for most population segments, including both 
proactive & reactive models, with standardised protocols in use across the 
system. Evidence of active signposting to community assets. 

◦The Neighbourhood has integrated teams working to standardised protocols 
and templates. 
◦The Neighbourhood is working to shift the main focus from treating people 
when they become ill, to a proactive one that co‐ordinates care and supports 
people to stay well. 
◦ Referral data for elective and non elective work is available and the 
neighbourhood has developed plans to address their highest risk areas. 
◦ Population profiles have been used to identify specific needs and priorities and 
new models of care are being considered. 
◦ The Neighbourhood is able to proactively manage some patients at a higher 
risk with involvement from Social Prescribing and/or the voluntary sector. 
◦ Reception staff in the Neighbourhood are trained in care navigation to ensure 
that patients are seen by the right people. 
◦ Neighbourhoods has identified and agreed priority patient groups on which to 
focus efforts (based on the Neighbourhood profile). 

Step 3 

Stratification of appointments with 7 day working. Upper decile public health 
targets and patient and staff survey metrics. 

◦ Referral data for elective and non elective work is utilised and the neighbourhood 
is focussing on their highest risk areas. 
◦ The population profiles have been used to identify specific needs and priorities 
and new models of care have been implemented. 
◦ Seven day Primary Care Access is available in the Neighbourhood via extended 
Access Satellite Units which practices can demonstrate they are accessing 
appropriately as needed. 
◦ The Neighbourhood is considering how to provide Urgent Care in Primary Care 
consistently across the Neighbourhood. 
◦ 

Managing Resources 

Step 1 

Steps taken to ensure operational efficiency of primary care delivery. 

◦ The Neighbourhood Managerial and Clinical leads attend the monthly 
Neighbourhood Learning Networks for local and national updates and to 
share learning on initiatives and schemes from across the city. 
◦ The Neighbourhood is looking to improve resilience & economies of 
scale by sharing functions/staff and investing in roles working across the 
Neighbourhood. 
◦ Project Manager and other specialist worker posts are being 
considered to work across the Neighbourhood focusing on 
Neighbourhood Developments and gaps in priority services. 

Step 2 

Neighbourhoods have sight of resource use for their patients, and can pilot 
new incentive schemes. 

◦ The neighbourhood is currently looking at sharing back office functions and 
aligning policies. 
◦ The Neighbourhood utilises information from the Business Intelligence 
function to enable greater access and understanding of resource use. 
◦ The Neighbourhood have trialled new pilots specifically aimed at their 
populations needs. 
◦ The Neighbourhoods has started to review the skill mix across the 
Neighbourhood and are beginning to share functions/staff and Invest in roles 
working across the Neighbourhood. 
◦ Admin forums have been created to share learning and the neighbourhood 
have considered sharing posts. 

Step 3 

Neighbourhoods take collective responsibility for available resource. Clinical 
pathway change leading to care closer to home. Data being used at individual 
clinical level to make best use of resources. 

◦ The Neighbourhood is considering the AS+R pathways which can be developed to 
support local population requirements. 
◦ The Neighbourhood has aligned polocies and procedures. 
◦ The Neighbourhoods have reviewed skill mix and staff roles/functions are shared 
across the Neighbourhood to meet the needs of the population and manage 
workforce flexibly. 
◦The Neighbourhood is working closely to share best practice in order to improve 
operational efficiencies. 
◦ There is evidence that the Neighbourhood is using the Sheffield Health and Social 
Care MOU. 

Empowered Primary Care/Neighbourhood Governance 

Step 1 

Primary Care driving Neighbourhoods 

◦The Neighbourhood steering group must meet regularly with a 
structured approach which must include GPs and practice Managers. 
◦The Neighbourhoods Steering group reports monthly to the 
Neighbourhood Development group which is jointly chaired by Sheffield 
CCG and PCS. 

Step 2 

◦The Neighbourhood steering group meets regularly and is considering 
developing a terms of reference, looking at ways of making decisions collectively 
and identifying ways in which resources can flow into/across/and out of the 
neighbourhood group . 
◦ The is other service representatives in meetings. 
◦The Neighbourhood has identified common areas which could be improved by 
working across practices in the Neighbourhood. 

Step 3 

Neighbourhoods full decision making governance 

◦The Neighbourhood steering group meets regularly and has established a 
governance for decision making collectively and has ways in which finance can flow 
into/across and out of the neighbourhood group. 
◦ The structured approach clearly sets out how wider services are regularly 
included in governance processes. 
◦Memorandum of agreement /SLA are in existence to reflect these arrangements. 
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Priority Area 
Current Level 

What evidence do you have to support your 
current Neighbourhood level? 

What is the agreed ambition for your Neighbourhood? 
What support could the CCG and other organisations offer to 

help you achieve your Neighbourhood ambition? 

S1 S2 S3 

General Practice working at Scale 

Wider Integrated working across the 
Health and Social Care System 

Targeting Care to Priority Patient Groups 

Managing Resources 

Empowered Primary 
Care/Neighbourhood Governance 
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Theme Current Maturity Planned Maturity Priority Actions 
to achieve planned maturity 

Time Scale 
For implementation and 
completion 

Resource Implications 
Staffing skill and exspertise, estate, 
infrastructure, support 

Outcome Measure 
What will success look like? 
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NHS Sheffield CCG
 
Process for a Practice wishing to change Neighbourhood
 

May 2017 

Practice identifies desire to move 
and discusses with NH leads, 

(outgoing and incoming NH) and 
own LM 

Discussion 
with different 

LM against 
criteria 

LM assesses 
against criteria 

and AGREES 

LM assesses 
against criteria 
and DISAGREES 

LM takes 
paper to ASR 

DG with 
recommend 

ation 

DG AGREES 
With 

recommendation 

Practice 
moves 

Neighbour 
hood 

DG DISAGREES 
with 

recommendation 

Practice 
STAYS in 
existing 

NH 

Practice 
STAYS in 
existing 

NH. 

Practice happy 
with decision 

after discussion 

Practice unhappy 
with decision 

after discussion 

Paper 
to ASR 

DG 

DG support LM 
Decision not to 

move 

Practice 
STAYS in 
existing 

NH 

DG recommend 
Practice can 

move 

Practice 
moves 

Neighbour 
hood 16

Criteria for move for outgoing and incoming 
neighbourhood: 
• it would cover a geographical area which is 

based on its community and patient needs 
• it fitted with the integrated nursing teams 

and any other wrap around services. 
• it had a population of around 30k 50k 

(but this would be waived if the 
geographical/patient community principles 
were overwhelming, for example, Upper 
Don Neighbourhood which has a distinct 
community but small population. 

• Branch sites would be part of the 
neighbourhood they were geographically 
based, rather than where their main branch 
was based. 

• Common sense/Reasonableness 

Key: 
LM – Locality Manager 
NH – Neighbourhood 
DG – Delivery Group 
ASR – Active Support and 
Recovery 



 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

SHEFFIELD HEALTH AND SOCIAL CARE CARE
 

MEMORANDUM OF UNDERSTANDING FOR THE 


HEALTH AND SOCIAL CARE SYSTEM AND 


SPECIFICALLY THE ACTIVE SUPPORT AND RECOVERY 


PROGRAMME AND THE NEIGHBOURHOOD MODEL 


OF CARE
 

Final version 29 July 2016 
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1 Context and Purpose 

1.1 Introduction 

The purpose of the initiative represented in this Memorandum of Understanding is to ensure the 
greatest and fastest possible improvement to the health and wellbeing of the 565,000 residents of 
Sheffield. With regard to the delivery of care to people with existing disease and diagnosis this 
requires a more integrated approach to the use of the existing health and care resources as well as 
transformational changes in the way in which services are delivered across Sheffield. 

To facilitate this, the Memorandum of Understanding creates a framework for achieving the 
delegation of health and social care to a collaborative framework of Sheffield Commissioners and 
Providers within a Sheffield Transformation Governance Structure. This will be overseen by the 
Joint AS&R Group reporting to the Sheffield Transformation Board. This MOU sets out the 
process for collaborative working in Sheffield, with particular relevance to the Neighbourhood 
initiative. 

All parties agree to act in good faith to support the objectives and principles of this MoU for the 
benefit of all Sheffield patients and citizens. 

1.2 Parties to the MoU 

The Parties to the agreement are: 

Sheffield City Council 

Sheffield Clinical Commissioning Groups (CCG) 

Sheffield Teaching Hospitals Foundation Trust 

Sheffield Health and Social Care Foundation Trust 

Sheffield Children’s Hospital Foundation Trust 

Primary Care Sheffield 

As associates to this MoU letters of support from those sections of the Sheffield voluntary sector 
already involved in the Active Support and Recovery (AS&R) Programme. 

All parties will work together to achieve agreed outcomes for Sheffield citizens. 

This MoU focuses on the elements of Governance and shared commitment to achieving common 
goals through the joint design, transformation and delivery of services. Engagement with the 
public at all stages is essential and all organisations will work together to ensure the highest level 
of engagement possible. 

1.3 Context and Objectives 

The MoU sets out the ambition for the transformation of health and social care across Sheffield as 
part of the AS&R Programme. AS&R is the term that has been given to the range of services, 
predominantly community based, which supports the public, patients and clients in their own 
homes to remain as independent as possible despite the fact that they may have multiple health 
and care needs. The client group targeted is largely those who have at least one long term 
condition (many of whom are aging) and require support from mainstream health and/or social care 
to manage their health conditions and social care needs. The approach should be more pro-active 
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with those most at risk of admission and escalating needs being targeted. The aim is to develop 
and design out of hospital services to: 

	 Support people to remain at home and avoid unnecessary admissions 

	 Respond quickly to the additional needs of people in the cohort and support them to remain 
out of hospital 

	 Make sure that people are discharged home with the appropriate support, minimising their 
hospital stay and maximising their recovery and level of independence 

	 All parties to this MOU will support a improved focus on prevention of ill health and the 
promotion of wellbeing, in particular through alignment the People Keeping Well 
programme, community support workers and Community Partnerships as part of the overall 
Neighbourhood Model. 

	 To deliver effective integrated health and social care across Sheffield alongside far closer 
working and co-ordination of support to individuals and Neighbourhoods with the Voluntary 
Sector; 

We recognise that integrating health and social care is vitally important for improving the efficiency 
of our public services and delivering improved health and wellbeing for our population. 

The NHS Five Year Forward View articulates why change is urgently needed, what that change 
might look like and how it can be achieved. It describes various models of care which could be 
provided in the future, defining the actions required at local and national level to support delivery. 
Furthermore, it sets out the development of new organisational models. Sheffield is committed to 
being an early implementer and a test bed for new, innovative approaches of delivering new 
models of integrated health and social care which reflect the needs of local populations. Sheffield 
will work with other early implementers to share learning. 

The Health and Social Care Act 2012, attaches importance to integrated care and commissioners 
have duties to promote integration with the emphasis on local areas to design, commission and 
deliver care in a more integrated way. The ambition of the Commissioners and Providers is to 
develop an integrated outcomes based contracting model taking and creating opportunities to 
facilitate an integrated outcomes-based service delivery approach over a phased period. The 
exact design and use of the outcomes will be determined throughout the co-design phase. It is 
anticipated that there will be a phased approach but that as the system develops greater trust in 
their use, and confidence that risks and finances can be effectively managed and changes to 
services deliver the required efficiencies, their use will be increased as quickly as agreement can 
be reached across the health and social care system. 

Within the Sheffield Transformation Programme, with the oversight of its Board, Sheffield Clinical 
Commissioning Group, City Council and trusts will develop a strategic plan for the integration of 
health and social care across Sheffield, making best use of existing budgets to transform outcomes 
for local communities and including specific targets for reducing pressure on A&E and avoidable 
hospital admissions. 
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1.4 Overarching Principles 

	 Decisions will be focussed on the interests and outcomes of patients and people in
 
Sheffield, and organisations will collaborate to prioritise those interests;
 

	 In creating new models of inclusive governance and decision-making, the intention is to 
enable Sheffield commissioners, providers, patients, carers and partners to shape the 
future of Sheffield together. There will be regular communication and engagement with 
patients, carers and the public at every stage; 

	 Commissioning for health and social care outside of hospital will be undertaken jointly in a 
Sheffield place-based approach (using the principle of ‘the Sheffield pound’); 

	 A principle of subsidiarity will apply within Sheffield, ensuring that decisions are made at the 
most appropriate level, with the maximum flexibility so that consensus can be reached at 
Neighbourhood level to allow services to be designed around the needs of particular 
communities and major change authorised by the Joint AS&R Group and, where 
necessary, the Strategic Transformation Board; 

	 Decision making will be underpinned by transparency and the open sharing of information; 

	 There will continue to be clear accountability arrangements for services and public
 
expenditure;
 

	 The delivery of shared outcomes will drive changes to organisational form where 

necessary;
 

This MoU will be used to support the goals described within the Sheffield Place Based 
Transformation Plan and Shaping Sheffield initiative  

1.5 Essential Measures 

Outcomes, measures and metrics will be agreed between all parties. These will support the 
continual improvement of services as well as the evaluation of initiatives. The latest draft is 
included in appendix 1 for information. 

1.6 Scope 

The scope is comprehensive and will involve the whole health and care system outside of hospital 
alongside the voluntary sector: 

 Acute care;
 
 Primary care;
 
 Intermediate care;
 
 Community services;
 
 Mental health services;
 
 Children’s services;
	
 Social care;
 
 Other public services;
 
 Voluntary sector;
 
 Public Health;
 
 Communication and Engagement;
 
 Information sharing and systems, including the potential for digital integration across 


Sheffield. 
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2 Governance 

2.1 Governance Structure 

The Governance structure for Active Support and Recovery and the delivery of the Neighbourhood 
Model will feed into the wider Sheffield Transformation Governance structure. The governance 
arrangements support the principle of subsidiarity, ensuring that decisions are made at the most 
appropriate level, with the maximum flexibility so that consensus can be reached at Neighbourhood 
level to allow services to be designed around the needs of particular communities. Where AS&R 
and Neighbourhoods wish to make changes to services that would result in a change in how 
resources are currently deployed or managed then these must be agreed by all relevant parties 
directly affected by that change and approved by the Joint Active Support and Recovery Group. If 
all parties at the Joint Active Support and Recovery Group do not agree to a proposal by a 
Neighbourhood then this will be escalated to the Sheffield Transformation Board for their 
consideration. 

The governance arrangements will be regularly reviewed to ensure the programme aims are 
delivered within the required timeline. The Governance arrangements for delivery of the 
Neighbourhood model of care will be built around the following programme structure (terms of 
reference for each group are available): 
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2.2 Resources 

It is anticipated that all parties will contribute to the resourcing of the running of the programme, in 
cash and/or in kind. Furthermore, it is recognised that the identified key work streams will also 
require additional funding to support the transformation process. A programme and resourcing plan 
for the Active Support and Recovery programme will be agreed at the Joint AS&R Group. 
Investment in services themselves must come from efficiencies, transfer of resources from one 
part of the system to another (eg secondary care to community) and potentially cases of invest to 
save. Investment from national transformational monies eg the NHS England transformation fund 
linked to the Sustainability and Transformation Plan will also be pursued, as will the potential for 
social investment in public service reform. 

2.3 Escalation 

	 If any Participant has any issues, concerns or complaints about the Programme, or any matter 
in this Memorandum, that Participant shall notify the other relevant Participants and they shall 
then seek to resolve the issue by a process of consultation always bearing in mind the 
behavioural commitments made by the Participants in this Memorandum. 

	 The Participants agree that they will use their best endeavours to avoid disputes between each 
other, notify each other of perceived or real differences of opinion as soon as they arise, and 
attempt to promptly resolve those differences. 

	 If the issue cannot be resolved through consultation the matter shall be escalated to the Joint 
Active Support and Recovery group, which shall decide on the appropriate course of action to 
take. If the matter cannot be in a timely manner the matter may be escalated further to the 
Sheffield Transformation Board which will make a final decision. 

	 If any Participant receives any formal inquiry, complaint, claim or threat of action from a third 
party (including, but not limited to, claims made by a supplier or requests for information made 
under the Freedom of Information Act 2000) in relation to the Programme, the matter shall be 
promptly referred to the relevant provider or through the quarterly stakeholder group where 
appropriate. 

3	 Partnership in Practice 

3.1 Parties’ commitments to patient engagement 

All parties acknowledge their various requirements to engage with patients, service users, carers 
and members of the public at relevant points and will cooperate to do so in a co-ordinated way. 

3.2 Behavioural commitments 

The Participants agree that they will: 

	 Adopt all reasonable measures and use their best endeavours to ensure the objectives are 
achieved 

	 Conduct all activities in ways that are consistent with the guiding principles and take all steps 
to ensure that any employees, partners and associates involved in carrying out activities do 
likewise. 
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Co-operation and innovation 

	 Work together in a co-operative and innovative manner for the purpose of meeting or 
exceeding the objectives and fully complying with these guiding principles; and 

	 Ensuring that the Activities are carried out in a co-ordinated and efficient manner. 

	 Share all information relevant to the activities in an honest, open and timely manner. 

Conflicts of interest 

	 Disclose to each other the full particulars of any real or apparent conflict of interest which 
arises or may arise in connection with this Memorandum or the performance of the activities, 
immediately upon becoming aware of the conflict of interest whether that conflict concerns us 
or any person employed or retained by us for or in connection with the performance of the 
activities; 

	 Not allow ourselves to be placed in a position of conflict of interest or duty in regard to any of 
our rights or obligations under this Memorandum (without the prior consent of each other) 
before we participate in any decision in respect of that matter; and 

	 Use best endeavours to ensure that their members and other Associates also comply with 
the requirements of the provisions set out in this document when acting in connection with 
this Memorandum or the performance of the Activities. 

Collective sharing of risk and opportunities 

	 Share all risks and opportunities associated with the delivery of the Programme except for 
risks/opportunities that have been specifically agreed to be retained solely by a particular 
Participant under this Memorandum. 

3.3 Co-operation, competition and procurement compliance 

In the spirit of collaborative working within this MoU responsibility for services or resources may be 
transferred from one party to another within the MoU where it is felt this would lead to improved 
services or would be more appropriate to the effective management of these services. These 
arrangements may also include the novation of contracts, or secondments or transfer of staff, 
where the relevant parties agree. In addition, alternative management arrangements may be 
agreed whereby employees of one organisation may line manage those of other organisations 
where the relevant parties agree to that change. 

The Participants recognise that it is the duty of the commissioners, rather than the providers, to 
decide what services to procure and how best to secure them in the interests of patients. In 
addition, the Participants are aware of their competition compliance obligations, both under 
competition law and, in particular, under NHS Improvement’s provider licence, and shall take all 
necessary steps to ensure that they do not breach any of their obligations in this regard. Further, 
the Participants understand that in certain circumstances collaboration or joint working could 
trigger the merger rules and as such be notifiable to the Competition and Markets Authority and 
NHS Improvement. 
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4 Limits and Term of the MoU 

4.1 Limits of the MoU 

Whilst it is recognised that this Memorandum of Understanding is not legally binding it represents a 
firm commitment by all parties and will be adhered to through the use of the Governance process 
to escalate and resolve any disagreements. 

This MoU does not change current organisational forms, contractual regimes or payment 
mechanisms. Any substantive changes of this nature will be subject to separate negotiation 
between the relevant parties. If the MoU is terminated by any party or proves inadequate to 
support the transformation and integration of services outside of hospital the commissioners will 
pursue alternative approaches to implement the changes in services for the benefit of residents of 
Sheffield. 

4.2 Term and termination 

This Memorandum shall commence on the date of signature of the Participants, and shall continue 
for an initial period of one (1) year and thereafter subject to an annual review of the arrangements 
by the Transformation Programme Board. 

Any Participant may exit this Memorandum by giving at least six (6) months' notice in writing to the 
other Participants [at any time]. Remaining participants will determine whether the work can 
continue as planned or whether alternative arrangements need to be pursued. 

4.3 Variation 

This Memorandum, including the Annexes, may only be varied by written agreement of the 
Participants. 

4.4 Signatories 

Following signature, Sheffield partners will formally ratify this MoU through each NHS organisation 
and the Council and publicise its content with stakeholders as appropriate. 

All parties welcome the principles set out in this MoU and recognises the benefits it will bring to the 
patients and citizens of Sheffield. 
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Signatures to the Sheffield Memorandum of Understanding 

Sir Andrew Cash 

Chief Executive 

Sheffield Teaching Hospital _______________________________________________ 

John Mothersall 

Chief Executive 

Sheffield City Council _______________________________________________ 

Maddy Ruff 

Chief Officer 

Sheffield CCG _______________________________________________ 

Kevan Taylor 

Chief Executive 

Sheffield Health and Social Care Foundation Trust 

Simon Morritt 

Chief Executive 

Sheffield Children’s Hospital Foundation Trust 

Dr Andrew Hilton 

Chief Executive Officer 

Primary Care Sheffield _________________________________________________ 
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