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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 
(October 2008 - Ref: 08/10/P/6) 
 
Subject: : TO FURTHER CONSIDER LORD DARZI’S NEXT STAGE REVIEW AND 
IMPLICATIONS FOR THE TRUST 

Summary  
This report provides an overview of the Queen’s Speech and the Yorkshire & Humberside 
Strategic Health Authority and Primary Care Trust’s (PCT) approach to the implementation of 
Healthy Ambitions/ Our Health Our Care Our Say, and examines implications for the Trust. The 
report also provides an overview of financial issues facing the NHS resultant from the overall 
economic climate. 

 
 

Actions requested:  
The Board is asked to note the report and to approve the contents being shared with the 
Strategic Health Authority (SHA) in response to their request for views on the Implementation 
Plans 
 
Business Plan Objectives supported: 
The report provides the strategic commissioning context within which the Trust’s Business Plan 
must be set and developed. 
 
Public and patient involvement:  
There has been extensive public and patient involvement in all aspects of the Healthy Ambitions 
and Our Health Our Care Our Say work to date. The NHS Constitution, World Class 
Commissioning and the Next Stage Review all signal the importance of putting people and 
communities at the heart of services. 
 
Communication and reputation implications: 
The reputation of the Trust will have a key role to play in the Trust’s ability to secure services 
and retain a loyal customer base. It will be important to ensure that staff are engaged in the 
changes likely to be effected in their specific service areas and that change is well 
communicated. 
 
Risk Assessment: 
The challenges and risks arising from the commissioning strategies to respond to Healthy 
Ambitions are detailed in the report in Section 5. 
 
Equality and diversity implications: 
Healthy Ambitions specifically aims to address health inequalities, and World Class 
Commissioning establishes clear parameters and expectations in regard to commissioning 
services which demonstrate improved and equal access for all communities, and are appropriate 
to culture and religious beliefs. 
 
Resource implications 
Resources to support the implementation of Healthy Ambitions are detailed in the report. The 
report does not provide any indication of the financial implications of the higher standards of 
quality required and/or whether these will be included in tariff as the Operating Framework and 
associated PCT financial allocations have been delayed.  



 
Author:  Sandra Taylor 
                     Chief Executive 
Sponsor:  Sandra Taylor 
                     Chief Executive 
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1. Introduction  
1.1 This report provides an overview of the Queen’s Speech and the Yorkshire & Humberside 

Strategic Health Authority and Primary Care Trust’s (PCT) approach to the implementation 
of Healthy Ambitions/ Our Health Our Care Our Say and examines implications for the 
Trust. It also makes some reflections on the possible impact of the current financial climate 
on the NHS.  The report will focus primarily on implementation and clinical issues arising 
from Healthy Ambitions. The national and regional approach to Quality; World Class 
Commissioning, including the new PCT procurement portal for clinical services; Integrated 
Care Pilots; the new Academic Science Centres; and an update on the 2009-10 Operating 
Framework will be provided for the next Board meeting. 

1.2 It had been hoped that this report to the Board would be able to outline the key elements of 
the 2009-10 Operating Framework which was due out on 24th October and will set the 
operational and financial framework for implementation of national policy. However an 
extraordinary meeting of the NHS Management Board was convened (Wednesday 15th 
October) to discuss the Operating Framework and the NHS's priorities for the coming 
years. The Management Board issued a statement which reads, “As a result of successive 
generous spending settlements and the excellent financial management across the NHS 
that has been achieved over the last few years, it is on a firm financial footing for the years 
ahead. While the current financial position is settled for this spending review period, good 
financial planning means that we need to plan on a longer-term basis. This means looking 
to at least a five-year timeframe rather than just the next two years. At the same time, we 
are introducing a new funding formula and tariff calculations. These are complex changes 
that the Management Board decided needed to be refined further to enable robust financial 
planning in the NHS. We have therefore decided to delay publishing the Operating 
Framework in order for these changes to be properly worked through and to allow the 
necessary time to reach a view around our longer-term financial assumptions towards the 
end of the year.” This position is of concern and has given rise to press speculation about 
reductions in NHS spending in the context of the overall economic climate. Concern has 
been raised in the press that this may have a significant impact on the NHS’s capacity to 
deliver the reforms set out in Lord Darzi’s review. 

1.3 The projected growth in the NHS budget for 2009-10 was set at 3.7%, but it is suggested 
by financial commentators that this may be affected by the UK Bank rescue plan and the 
implications of that for public finances. Inevitably there are concerns that Lord Darzi’s focus 
on quality and choice may suffer if the NHS is forced to draw back to focus simply on 
financial balance and maintaining activity and access targets. Clearly at the time of writing 
this report it is not possible to give a definitive description of either the Operating 
Framework or the likely financial position for next year and the three years beyond.  

1.4 This lack of clarity so late in the financial planning cycle will mean that PCTs will be in an 
exceptionally difficult position given that they have already submitted their Strategic Plans 
for the next five years based on the then known financial projections, but now do not have 
the financial allocations for 2009-10 or a full understanding of what is to be expected from a 
delay in issuing the Operating Framework. This inability to clarify plans obviously knocks 
on to all provider trusts and our ability to plan services and activity levels for the following 
year. 

1.5 It should be noted that Barnsley PCT’s medium term financial strategy (PCT Board Report 
13th October) is based on three overarching financial principles, one of which is to sustain 
financial stability by maintaining a recurrent underlying surplus.  At the time of writing this 
report It has just been announced that the Treasury is in detailed discussion with the 
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Department of Health regarding such surpluses and the fear is that the Treasury may be 
minded to “claw back” any available resource to support overall public finances. There is 
also a fear that more stretching efficiency targets may be set. 

2. The Queen’s Speech 
2.1 One of the four pillars of the draft programme for the Queen’s speech is the focus on 

greater personalisation and improvement of public services. In Health this means putting 
patients in greater control of the care they receive. The key priorities through which it is 
intended this is achieved are; 

• Implementation of the Darzi Review including more partnership with service users, 
improved patient care and improved partnership 

• The NHS Constitution – a Green paper will identify key issues and options for reform 
following consideration of the responses to the consultation which has just finished 

• Greater responsiveness of primary care trusts to their local communities 

• More self care and care at home 

• A new performance regime to increase accountability of NHS trusts 

• A new vascular prevention programme to prevent 9,500 heart attacks and strokes a 
year 

• Action Team inspections ongoing from next year to monitor cleanliness and the patient 
environment 

2.2 The Department of Health had announced £150 million in 2009-10 and £400 million in 
2010-11 to fund the commitments made in Our Health Our Care Our Say. A new SHA 
innovation fund of £150 million per annum was also identified. Whether this will be affected 
by the recent reconsideration of the financial position remains to be seen.  

3. Implementation of Healthy Ambitions, Yorkshire and Humberside Regional Review 
3.1 The SHA will publish an Implementation Plan early in the new year and are using the 

Institute for Innovation and Improvement model for leading the changes required. This 
includes three key ingredients; creating a shared purpose and will; having specific ideas 
about what is to change and how; having clear project plans, timescales and milestones to 
realise effective execution of the changes. An Academy for Large Scale Change will be 
established for leaders in the region. 

3.2 The principles for execution of the changes in Yorkshire and Humberside have been 
agreed by the SHA Board and are; 

• To keep the key purpose improving health and health care at the forefront of 
discussions 

• To co-design all changes; co-production 

• To encourage local determination; subsidiarity 

• To build clinical ownership and leadership throughout all aspects of implementation 

• To mainstream implementation; system alignment 
3.3 The SHA envisages that most recommendations for action will be at a local level, and will 

primarily be contained within PCT Strategic Plans which have been developed as part of 
World Class Commissioning.  

3.4 Barnsley PCT Approach. The PCT has been undertaking work for the last few months 
and as already reported to the previous Board meeting has set key strategic priorities to 
secure the greatest possible levels of improvement in health for local people. Their draft 
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proposals were submitted to the SHA as required prior to submission for assessment under 
the World Class Commissioning Assurance process on 31st October 2008. Initial feedback 
reported to the PCT Board (13th  October) is positive identifying that the PCT had 
developed a strong set of initiatives which were clear and robust and underpinned by 
investment, success measures and timelines. It was suggested that the PCT plan could be 
strengthened by providing more detail of a compelling overview to reflect the key 
differences the PCT will make for its population. It was also suggested that the PCT needs 
to make clearer and explicit the key criteria they will use to prioritise initiatives and the link 
to patient insights. It was also suggested that the role of clinicians and the part they will 
play in defining and shaping principal goals and initiatives could be stronger. These issues 
will be taken into account when the PCT finalises its plan. The Board will undoubtedly wish 
to welcome these proposals and the PCT Strategic Commissioning Plan, and the wide 
consultation that is intended thereafter.  

• As previously reported to the Board the PCT plan provides a range of opportunities and 
challenges to the Trust. The PCT intends to maintain and improve access to primary 
and acute services (18 week target) and to significantly improve cancer and Chronic 
Heart Disease services but also intends to control demand to the tune of £0.5 million 
per annum for the coming four years (this is a key Cost Improvement Plan (CIP) for the 
PCT). The PCT has identified main risks to delivery of their plan  as being; 

• Cost Variations- Payment by Results. This includes improvements in the quality of 
coding and data capture currently in hand in this Trust which will potentially increase our 
income flows due to previous under recovery; changes to Health Research Group 
(HRG) currencies and unbundling of tariff which could potentially result in significant 
increases in financial flow to the benefit of this Trust; and PCT contract 
underperformance due to increased demand. The PCT will seek to mitigate these risks 
by ensuring their contracts contain clauses to limit exposure to cost over runs and that 
robust contract monitoring is in place. 

• Inability to stimulate the required increased capacity and numbers of GPs and a risk that 
the increases are not value for money. The financial overview of the procurement 
processes (and this includes the Walk in Centre which the Trust is bidding for) are 
intended to be very robust. 

• Advances in clinical technology, especially in respect of National Institute of Clinical 
Excellence (NICE) guidelines and the recommendations from the Specialised 
Commissioning Consortia. This is likely to include a number of services provided by the 
Trust and it is to be hoped that appropriate discussions can take place to ensure the 
required standards can be met with the appropriate financial support/payments as 
required. It is intended that pressures will be contained within the General 
Contingencies and against further savings from historical levels of primary care 
prescribing. 

• The inability to create a market place in which providers modernise services and 
develop innovative care pathways. The PCT will manage this risk by working with 
partners to redesign care pathways. Given that PCTs have been set a two year 
timescale for service reconfiguration and investment, this would indeed appear a high 
risk.  

3.5 As can be seen from the above paragraph, Barnsley PCT has adopted a Strategic Plan 
intended to deliver Healthy Ambitions at a local level, but there are risks to their investment 
strategy.  

3.6 Yorkshire and Humberside PCT approach. The PCTs of Yorkshire and Humberside 
have published a document outlining their collective approach to delivery of Healthy 
Ambitions. This discussion document is tremendously helpful as it sets out the regional 
intentions and enables providers to see the direction of travel clearly, as well as enabling 
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them if necessary to “benchmark” local commissioner activity against the overall regional 
expectations. The PCTs outline a full commitment to the issues and recommendations of 
the 8 Care Pathway Groups and note that these have been integral to their local 
Commissioning Strategies. The PCTs have additionally prioritised stroke, mental health, 
obesity, end of life care, and tackling variations in primary care as the most important 
immediate priorities. They have established a Healthy Ambitions Investment Fund (£2.2 
million for 2008-09) to support enabling strategies for local implementation, and strategic 
aspirations. The intention has been that this Fund should be in place for 2-3 years 
managed by the SHA on behalf of the PCTs. It is intended that in 2008-09 up to £450,000 
will be spent on clinical engagement (primary care); £200,000 on clinical leadership; up to 
£550,000 on supporting development of Health Intelligence aligned to Healthy Ambitions; 
up to £200,000 on events, workshops and conferences; up to £300,000 on supporting 
regional service reviews; up to £400,000 on social marketing; and up to £100,000 on 
further development of priorities and care pathway work. It may be that PCTs will revisit 
this in light of the Treasury actions.  

3.7 Local action in Barnsley. The priorities adopted by the Yorkshire and Humberside PCTs 
are being discussed at the local level between the PCT and the Trust and there are a 
range of possible implications for the Trust as follows; 

• Obesity: the intention is to adopt innovative approaches to supporting healthy lifestyles 
amongst children and young people. There are various pilots and these are being 
evaluated. Staff from the Trust’s paediatric services will be alert to this work, specifically 
in relation to diabetes and other conditions arising from obesity and to reconfigured 
children’s services in the community. A paediatric review is in hand in South Yorkshire 
and this will need to be considered carefully in terms of its impact on the Trust. We are 
working with our PCT and examining the service opportunities with Sheffield Children’s 
Hospital, as agreed at the last Board meeting. 

• Stroke. Regionally the PCTs are supportive of the concept and implementation of Hyper 
Stroke Units but have not yet set Strategic Objectives. They have committed to a 
comprehensive care pathway within each clinical network area (Barnsley is included in 
the South Yorkshire network) to support patients to access the right level of intervention 
at the right point. There is a great deal of work to be done by the commissioners in 
South Yorkshire to clarify their intent, in the meantime the Trust is developing a clear 
business plan and investment strategy for local Stroke services with our lead 
commissioner’s support. 

• Mental Health; service specifications are being developed to ensure amongst other 
standards that a policy of “no waits for assessment and referral to the appropriate 
mental health services” is achieved. This will be of immense value for acute trusts by 
ensuring appropriate use of acute resources.  (There are occasions when the wait for 
appropriate assessment and referral means that those with mental health problems are 
inappropriately left in an acute setting. This has been a particular issue in the Trust in 
respect of A&E admissions and also in relation to children at danger of self harming). 

• End of Life Care: again this strategy could potentially support more appropriate end of 
life care in the community/residential home, rather than in an acute hospital setting. The 
Trust length of stay project does report inappropriate admissions relating to end of life. 
The Trust has been involved with the PCT in the joint appointment of a locum consultant 
in palliative care. This was for a one year period in the first instance and further 
considerations will need to be made in the near future. 

• Variations in primary care. This strand of work aims to improve GP access; improve 
management of long term conditions; reduce referral patterns to secondary care, 
providing choice for patients; and address historic prescribing patterns and practice. 
This contains the potential to both increase activity rates in the hospital as there is a 
clear evidenced relationship between the number of GPs in an area (Barnsley is “under 
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GP-ed”) and referrals to acute hospitals; as well as to either decrease referrals and/or 
require the Trust to examine outreach services to local communities for those patients 
with long term conditions. Whilst the Trust has had generalised discussions with the 
PCT about these issues, at this time it is difficult to get a clear sense of the practical 
intentions. 

3.8 The Yorkshire and Humberside PCT document also identifies cross cutting themes and 
enabling strategies which they consider are required across the region if Healthy Ambitions 
is to be delivered. The issues they identify relate to driving a Quality led agenda; network 
development and support; clinical engagement and leadership; health intelligence and 
analytical capacity; workforce development; and research, innovation and change. These 
will all have implications at the local level which will be included in a further report to the 
Board. 

4. PCT Investment in Implementing the Care Pathways contained in Healthy Ambitions  
4.1 The PCTs have each had to confirm to the SHA the level of investment committed in 2008-

09 to delivering each care pathway, as well as the five priority areas identified above. In 
total PCTs were able to demonstrate over £30 million has been targeted this year into key 
Healthy Ambition priorities and a further £16 million on addressing variations in primary 
care. The full details of the work in hand for each pathway is available if Board members 
wish to consider this but in summary the main issues that are likely to impact on the Trust 
are detailed in the following paragraphs. 

4.2 Care Pathway Group – Staying Healthy. This work is being led by the Directors of Public 
Health and their network reporting directly to Chief Executives of the PCTs. There are three 
key priorities; obesity, alcohol, and smoking. As a key partner in delivering Healthy 
Ambitions acute trusts will be expected to make a contribution to this work and the Trust is 
in discussion with the Primary Care Trust to this end. Achieving reductions in smoking is a 
particular issue for Barnsley PCT as they have not been able to achieve their target for 
smoking cessation. A local working group has been established and the Trust Chief 
Executive has determined a new approach to the Trust’s representation.  Four managers 
from the Trust leadership programme (nursing, general and estates managers) are to 
participate in the working group and are charged as part of their leadership programme 
with bringing back information and using that with the Executive Team to implement 
actions in the Trust to support achievement of the local target and reduction in smoking 
within Barnsley. 

4.3 Local PCTs are expected to commission a range of tiered services for alcohol misuse; 
localised weight management services focused on adults at mid life to hit the life 
expectancy targets; appropriate brief interventions for obesity including in secondary 
settings with surgery for morbidly obese people to NICE guidelines; systematic 
programmes of local work to reduce obesity including for children; systemic and 
“industrialised” use of brief interventions and referrals into effective smoking cessation 
services. It will be important for the Trust to play a role in supporting these activities. 

4.4 Care Pathway Group – Maternity and the New born. A regional Maternity Forum for 
clinical leaders has been established (commissioners and providers) to guide and 
comment on implementation and to share and develop best practice. A Maternity 
Commissioners Forum has also been established. It is important for the Trust as a provider 
to be alert to the developing commissioning agenda arising from these discussions and to 
plan these into our Business Plan for 2009-10 onwards. Maternity Matters self 
assessments are to be used in all local communities to identify priority gaps and action 
plans to address them. In particular workforce recommendations set out in Safer Childbirth 
must be implemented and should be included in contract negotiations between PCTs and 
providers and will be included in the workforce plans to be submitted by PCTs to the SHAs.  
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4.5 Commissioners have set an agenda to “get the basic right” by; improving customer care 
and responsiveness to the needs of women during their maternity pathway; improving the 
quality and consistency of information for pregnant women (in particular vulnerable women, 
women whose first language is not English and women with special needs); and adopting a 
more systematic and sustained approach to gathering patient experience data and using 
this to inform further action to ensure personalised service delivery. There is a focus on 
reducing health inequalities and improving health outcomes for mothers and babies with 
the aim to reduce infant mortality rates for manual groups by 20% by 2010. Commissioners 
wish to see a radical “step up” in action to reduce smoking in pregnancy and improvements 
in breastfeeding performance. They also wish to see selective introduction of “case 
loading” as a means of targeting vulnerable and disadvantaged women and so ensure they 
receive a high degree of continuity of care. Commissioners also wish to see an accelerated 
introduction of the maternity phase of Connecting for Health. 

4.6 A number of actions with timescales have been adopted with the following intentions; 

• Agree choice and access action plans with providers by 30 September 2008 to include 
all aspects of Maternity Matters (including infant mortality plans) 

• To undertake a workforce gap analysis – Safer Childbirth workforce assessment- and 
2008 workforce plan. To complete and share these by 31st December 2008 

• To adopt a social marketing exercise for smoking in pregnancy and breastfeeding by 
31st December 2008 

• To agree a model specification for maternity services with providers by 31st March 2009 

• To ensure the 2009-10 contracts with providers include Maternity Matters and Safer 
Childbirth requirements and compliance by 31st March 2009 

• To develop a performance monitoring tool by the end of April 2009 and to implement it 
by the end of December 2009 

• To start producing the first quarterly performance reports, including workforce and vital 
signs on early access and breast feeding by 31st July 2009. It is also intended that there 
will be peer audits of Maternity Matters assessments and action plans. 

4.7 This agenda is welcomed and the Trust must set itself to deliver to the required standards 
as represented in the Outline Business Case agreed recently by the Board. The Board is 
aware that the service is already a strong performer. All Yorkshire and Humberside 
obstetric units currently have 40 hours consultant cover and must plan to reach 60 hours 
cover in 2009 at the latest (irrespective of the number of births). Barnsley is currently 
considering how to achieve this requirement. Commissioners are also examining action 
arising from Maternity Matters self assessments, including escalation policies and 
procedures to manage demand variations. 

4.8 Work is underway in the Specialist Commissioning Group in respect of in-utero transfers. 
Commissioners intend to adopt regional guiding principles for transfer times when the 
place of birth alters during labour, and where in-utero transfer does not take place the 
reasons will be monitored with intent to make improvements as necessary. Where in-utero 
transfer does occur standards will be set for appropriate equipment and up to date skilled 
staff for the transport. 

4.9 Care Pathway Group – long term conditions. The particular conditions with high 
degrees of prevalence, coronary heart disease, stroke, chronic obstructive pulmonary 
disorder, diabetes and asthma are to be approached in the same way with focus on clinical 
integration; information systems; local access to services; high prevalence conditions; and 
“estate”. Regional models of care will be adopted informed by national frameworks for 
Stroke, Diabetes Year of Care etc, and with clinical input. Clinical networks will work both 
individually and collaboratively in developing the framework for pathways and models of 
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care. These will then be tailored at a local level. Regional clinical standards are to be 
developed with aligned workforce core competencies. In respect to “estate” there is 
recognition that in order for the recommendations to become reality joined-up IT, 
information, premises and trained workforce are necessary. 

4.10 A Clinical Pathway Group (CPG) for Yorkshire and Humberside has produced 13 
recommendations for improving care and services for people with long term conditions. 
Much of this agenda is about further developing empowerment and self care options with 
patients being offered choice following the “Choice and Personalisation” model approach. 
The intention is to design and commission services to allow patients independence of 
choice throughout their contact with services, including residential, intermediate, outpatient 
and hospital based care. “Care Conductors” are to be deployed to support those with long 
term conditions and their families and carers and to ensure that care plans and choices are 
“co-produced” for better outcomes. Integration and partnership working to better support 
the delivery of excellent patient pathways is a central objective to all the work, for example 
commitment to effect speedy responsive and case management approaches to 
Intermediate care services which support secondary care. There is an expectation that a 
common set of standards will be adopted in the region to support and standardise care 
delivery. These will be applicable in all settings, including secondary care. 

4.11 There has been much speculation about this work significantly reducing demand for acute 
care, and this has in the past been a particular concern for Barnsley Hospital NHS 
Foundation Trust. Indeed the Long Term Conditions agenda as originally driven by the 
Department of Health did also have a Public Services Agreement (PSA) target of reducing 
unscheduled care admissions by five percent in five years. Whilst there may be some 
reduction of inappropriate referrals, unnecessary repeat outpatient appointments, and 
better support at a primary care level obviating the necessity for unscheduled acute 
interventions (i.e. more appropriate effective and efficient use of NHS resources), those 
patients requiring secondary care interventions for their condition will continue to need that. 
However the personalisation and choice agenda will need significant culture shift within the 
Trust to ensure that patients are empowered and enabled to exercise choice, and feel fully 
satisfied with both the shape and style of services provided. This applies to all patient 
services but can be seen as applying more so to those who are likely to have ongoing 
sustained relationships with the Trust because of their long term condition. The Trust must 
make determined efforts across all staff groups, including consultant staff and their juniors, 
to improve customer care and responsiveness. In relation to long term conditions this is a 
business imperative for the reasons described above. 

4.12 Care Pathway Group – Children’s. The PCT commissioners recognise that a new 
infrastructure is required to properly support innovatory and responsive development of 
children’s services. Key issues include appropriate GP training and quality standards; 
development of a risk assessment tool; a review of specialist surgical care to be concluded 
by December 2009; review of the Child and Adult Mental Health Service (CAMHS) service; 
and mapping and action planning for children’s palliative care by June 2009. A significant 
part of the work arising from the Children’s Care Pathway Group concerns access and 
services within primary and social care. For acute episodes requiring the care of specialists 
such as paediatric surgeons and anaesthetists the following expectations are indicated; 

• More opportunities for children to have planned surgery carried out in local hospitals by 
competent surgeons and anaesthetists. “Occasional” practice should cease. 

• For smaller children requiring specialist surgical care, it is believed that better outcomes 
can be achieved by concentrating care into larger units 

• Better expertise and facilities are needed to meet the needs of teenagers 

• Improved outcomes in diabetes by developing a focused regional approach 
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• Improved outcomes in childhood asthma, with the aim of reducing acute admissions 
and improving overall disease control. 

• A regional approach to commissioning services for children with neuro disabilities 

• A clear approach by commissioners to commissioning the whole care pathway 
irrespective of who provides different components of the pathway. 

• As already indicated work is being undertaken to review children’s services in South 
Yorkshire and the outcomes of that work will help to influence the local position and also 
the work the Trust has commenced with Sheffield Children’s Hospital. 

4.13 Care Pathway Group – Planned Care. This Care Pathway Group is perhaps of greatest 
direct relevance to acute providers and yet in many respects is the least clear. This 
Working Group is “sponsored” by Mr Jan Sobieraj now Chief Executive of Sheffield PCT 
and the clinical leads are Professor Mark Baker and Dr Ian Jackson. In respect of the 
objective to achieve clinical integration in the best interests of patients the intentions are to 
exploit new technologies in primary care to reduce journeys to hospitals (there are 
interesting pilots of telemedicine in some parts of Yorkshire and Humberside which enable 
secondary care clinicians to support GPs in providing services in a primary care setting); to 
ensure that “independent contractor services” are “levelled up” to reduce significant 
variations in services; to work with local people to support the transfer of specialist 
sessions out of the hospital setting – the aim being to provide a “virtual polyclinic” service; 
to provide greater access to diagnostic services with robust referral mechanisms to ensure 
that the clinical skills of diagnostics are fully utilised; and to create standardisation of 
referrals between specialist and generalist services. 

4.14 The principle objective is local access to services wherever possible and centralised only 
when necessary. Local access also means more patients receiving care services in their 
own home. Patients have expressed the greatest satisfaction and support for such home 
based services and consequently commissioners will wish to utilise technological 
developments in treatments and health monitoring systems to extend the range of home 
treatments. This could see patients being discharge from acute episodes more quickly to 
be supported at home by primary care or acute outreach services. 

4.15 It is noted that the PCT Commissioner intention is that patients requiring “high volume” 
procedures should be offered day care services as routine when it is clinically appropriate, 
and that these should be provided in dedicated elective units or dedicated elective centres 
giving reasonable access to all local people across the Yorkshire and Humberside area. It 
is not clear whether this position represents an intention to stimulate a market in elective 
care; to encourage existing providers to create a separation of elective from unscheduled 
care; is a loose wording to describe what already exists in most hospitals – a day surgery 
unit; or to emulate discussions taking place in the reconfiguration of acute provider services 
in London and the South East. In respect of the latter and the significant failures in 
achieving such change in West and East Sussex, it is suggested that changes on this scale 
(i.e. a major reconfiguration of acute services across a region the size of South Yorkshire) 
are too unwieldy to succeed. Moreover the Independent Reconfiguration Panel rejected the 
PCT/SHA proposals to centralise maternity services in East Sussex, questioning the safety 
of long transfer times, emphasising accessibility and choice and noting that alternative 
models of medical staffing could provide better consultant cover. There is a great deal of 
learning from these events that commissioners will wish to consider in any attempt to 
reshape acute services, although to date this is understood not to be an objective of the 
Yorkshire and Humberside commissioners. 

4.16 The Commissioners are intending to review the provision of complex treatments or “high 
volume” procedures for people with high operative or anaesthetic risk factors to ensure that 
these are provided in clinically appropriate settings. This will potentially mean that for 
certain high risk patients they would have better outcomes by being treated in 
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“appropriately staffed and resourced units”. The intention then is to review critical care 
services across the region and to review all vascular surgery. 

4.17 Finally and again with very little detail or expansion this Care Pathway Group states “As 
changes to locally based care are implemented some of the estate may become redundant 
for their current use, for example outpatients clinics. Much of this will need to be 
redesigned to provide other services. This approach may well significantly reduce the need 
for new buildings.” 

4.18 The Planned Care Clinical Pathway Group essentially does not at this time provide 
sufficient detail or clarity to establish what the implications are likely to be for any acute 
provider. The themes are those which have been rehearsed extensively for several years 
in the health care literature. Time will tell what the impact will be. On the face of the 
information currently provided financial viability is likely to be a greater driver of change in 
the configuration and shape of acute services than commissioning intentions. For Barnsley 
then, focus on internal recurrent efficiencies and the themes of “Cementing the 
Foundations” and “Growing the Business” continue to be the most important elements to 
secure the future of the Trust. 

4.19 Care Pathway Group – Acute Episode. This work which essentially represents the 
deliberation of thinking in relation to unscheduled and emergency care recommends 
amongst other things the introduction of urgent care centres alongside A&E departments. 
Key recommendations include the necessity for local PCTs to agree local arrangements for 
Urgent Care Centres and their adjacency to A&E departments. It is suggested that this will 
require the development of a strategic framework to be used by PCTs as they develop 
Urgent Care Centres by April 2009. These proposals have not been directly taken forward 
in Barnsley but have been considered in both the co-location of prime care in the A&E 
department and in the issues the Board is advised of in the procurement of a town centre 
Walk in Centre. 

4.20 In respect to “admitted care” PCTs wish to facilitate arrangements for the three Cardiac 
networks in the region to agree a pan Yorkshire and Humberside framework for Hyper 
Acute Stroke and Primary Angioplasty both for centres for provision and appropriate care 
pathways and to agree a framework for obtaining coordinated clinical advice for trauma 
services. These issues are very sensitive and consequently the Care Pathway Group is 
seeking greater clarity on the anticipated models for some of the much more specialised 
services, such as the anticipated number of Trauma centres/hyper acute stroke 
units/primary angioplasty centres required to serve the region. As there has been no further 
debate with acute providers on these issues it is difficult to advise how this may or may not 
impact on the Trust. 

4.21 It is suggested that clinical decision makers should always be available at the “front door” 
of A&E and that there should be greater use of clinical decision units and short stay units. It 
is also suggested that systems in hospitals should be improved with the introduction of 
care pathway co-ordinators and consultant decision making on all patients care pathways 
no later than 12 hours after admission. In respect of Stroke, Heart Attacks, Trauma and 
Older People it is suggested that acute providers will be commissioned to work together to 
develop integrated networks to support the pathway models for these services as 
developed by the commissioners (i.e. a collaborative rather than competitive model is 
being exhorted). Great care is needed in this respect as not all providers are minded to 
work collaboratively in a setting which through system design and patient choice induces 
competition for activity and financial flow. 

4.22 Care Pathway Group – Mental Health. The mental health commissioning agenda seeks 
close cooperation with providers who are involved in the leadership group, and offers a 
model of care which is localised, integrated with social care and focused on 
personalisation. It is to be noted that a different and more mature approach is being taken 
in this group to involvement of providers in shaping the service (this is separate from the 

S:\Board\2008_Meetings\10 2008\public\6_Next Stage Review_2.doc 



procurement of services) and to demonstrating respect for the provider’s knowledge and 
experience of the client group. This maturity could be used by other Care Pathway Groups 
which have had minimal engagement with providers thereby limiting their understanding of 
what is necessary for commissioning purposes. 

4.23 Care Pathway Group - End of Life. At the moment the implementation “architecture” is 
built around the Cancer networks, but clearly end of life care applies to other clinical 
conditions. Consequently the Cancer Networks are to revise their palliative care sub-
groups to include other conditions. It is intended to use commissioning to incentivise and 
improve access for people on End of Life pathways and to ensure a good spread of care 
service providers; access to specialist palliative care; hospice beds; bereavement services; 
pharmacy services, spiritual care  and access to equipment and information. Advanced 
care planning is required to facilitate the objective of a shift of place of dying from hospital 
to home. 

5. Risk Assessment 
5.1 The challenges and risks arising from the commissioning strategies to respond to Healthy 

Ambitions have been detailed above. In many respects for efficient and surplus generating 
trusts there are no apparent or immediate major threats to viability. There are however 
significant challenges in providing the leadership capacity and space to drive forward 
change and service reconfiguration and/or improvements in response to the 
commissioner’s aspirations for new approaches in a short timescale. 

5.2 The greater risk is also identified in this report and that is the national financial climate and 
its impact on the likely financial position within the NHS. 

6. Public and patient involvement 
6.1 There has been extensive public and patient involvement in all aspects of the Healthy 

Ambitions and Our Health Our Care Our Say work to date. The NHS Constitution, World 
Class Commissioning and the Next Stage Review all signal the importance of putting 
people and communities at the heart of services. To help the NHS meet this challenge the 
existing duty to involve has been updated to make it clearer when and how people should 
be involved. In November new legislation will come into force which will update the duty on 
all NHS organisations to involve people in the planning of healthcare services. This will 
include a new duty to report on consultations although this duty only applies to SHAs and 
PCTs. They will be required to tell communities what action they have taken in response to 
feedback they have received about services and proposals for change. 

6.2 New guidance is due to be issued to help managers understand the new duties and 
requirements. 

7. Resources 
7.1 The report has indicated the level of resources put aside nationally and regionally to aid 

implementation of Healthy Ambitions and Our Health Our Care Our Say, and the potential 
threats to this generated by the current financial climate. 

8. Equality/Diversity 
8.1 Healthy Ambitions specifically aims to address health inequalities, and World Class 

Commissioning establishes clear parameters and expectations in regard to commissioning 
services which demonstrate improved and equal access for all communities, and are 
appropriate to culture and religious beliefs. 

9. Reputation/communications 
9.1 The reputation of the Trust will have a key role to play in the Trust’s ability to secure 

services and retain a loyal customer base. It will be important to ensure that staff are 
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engaged in the changes likely to be affected in their specific service areas and that change 
is well communicated. 

10. Legal 
10.1 None specifically arising from this report, but there are clear contract negotiation 

implications/risk sharing issues which will need to be considered during finalisation of the 
2009-10 contract arising from the “risks” identified in the PCT medium term financial plan. 

11. Conclusion 
11.1 This report provides an update on the current position on implementing the Healthy 

Ambitions regional report. It is not a static position and this is both a fast evolving agenda 
and one likely to see some significant amendment as time passes. The Operating 
Framework when published will clarify a number of matters and issue posed in this report. 

12. Recommendations 
12.1 The Board is asked to note the report and to approve the contents being shared with the 

SHA in response to their request for views on the Implementation Plans. 
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