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Purpose:  
The purpose of the report is to update Governing Body on the content of the Rotherham Health 
and Social Care Winter Resilience Plan 2018-19 that has been developed over the last 6 
months with key partners across the system. See attached full report as Appendix 1.  
 
The document sets out the key learning from winter 2017-18 across the health and social care 
system and provides a clear integrated framework for delivery of services and outcomes moving 
into and during winter 2018-19. The plan was signed off by the A&E Delivery Board on the 7th 
November 2018.  
 
Background: 
Through the Winter Period 2017-18, our innovative approach to partnership working 
supported by improvement in communication mechanisms provided the Rotherham Health 
and Social Care system with a clear framework for collaboration particularly in times of 
escalation that saw a level of cohesion never produced before. The system view is that this 
definitely contributed to the positive outcomes seen over the challenging periods throughout 
September 2017 to April 2018 across the system. 
 
As a partnership we have spent the last 6 months apprising the outcomes and performance 
of our local system collectively and as individual organisations. There is significant narrative 
in the Winter Plan 2018-19 setting out the salient points within our analysis (strengths and 
weaknesses) and providing clarity on our lessons learnt to enable improvement across the 
system, whilst managing the increasing demand (from our local demography). 
 
Summary of Learning 2017-18  
 
Acute  
There were 403 Core Beds available at The Rotherham Foundation Trust (TRFT) (the same 
as for 16-17).  There was an average of 23.45 escalation beds open per day during the 
winter 2017-18 period this compares to an average of 26.7 for 2016-17.  On some days 
there were over 30 escalation beds open with a particular peak from Wednesday 24 
January to Saturday 27 January but peaks in 2016-17 were much higher at c.43 beds open. 
Our 2017-18 plan identified the potential peaks in activity and managed positively through 
these identified periods.  
 
Bed occupancy over the winter period was high, with the average bed occupancy rate at 
TRFT (Core Beds plus Escalation Beds) being 96.05% compared to 96.15% in winter 2016-
17.  Although manageable for short periods our 2018-19 winter resilience plan aims to 
reduce this figure.  
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In total there were 651 ambulance handover delays between 30 and 60 minutes at TRFT.  
The delays reached 15 and over on 8 occasions. There were a total of 183 ambulance 
handover delays over 60 minutes.   
 
Overall performance at TRFT against the 4 hour A&E standard improved during the winter 
period 2017-18 compared to 2016-17.  Performance was also higher during January and 
February 2018 than the same months in 2017 (unable to compare December 2016 data due 
to missing data), which worked against the national trend, that said the period of March and 
April were particularly challenging.  Our plan for 2018-19 has improved to reflect actions that 
the system will take during prolonged periods of challenging weather. 
 

Performance 
       Dec Jan Feb Mar TOTAL 

 2015/16 85.53% 88.45% 85.83% 77.41% 84.22% 
 2016/17 79.20% 79.81% 85.06% 90.11% 83.42% 
(Dec 16 only data available from 
19th - 31st) 

2017/18 85.64% 87.13% 87.65% 82.38% 85.70% 
  

A&E attendances increased over winter 2017-18 compared to 2016-17, however the closure 
of the Walk in Centre in July 2017 needs to be noted.  
 

Attendances 
       Dec Jan Feb Mar TOTAL 

 2015/16 6514 5794 5692 6880 24880 
 2016/17 2572 6096 5444 6370 20482 
(Dec 16 only data available from 
19th - 31st) 

2017/18 8139 7868 7207 7416 30630 
  

The average length of stay over the winter period at TRFT was lower in 2017-18 when 
compared to both 2016-17 and 2015-16    
 
Length of Stay  

  
 
From the perspective of TRFT, overall the Winter Plan for 2017-18 worked well and was 
implemented as documented, although performance at times was challenging. The 
additional resilience provided within social care and documented in the report which 
included additional weekend staff, supported the reduction in the backlog of relevant work at 
peak times. The system felt calmer and more in control and this was predicated on stronger 
relationships and better planning (including the teleconferences and operational meetings 
weekly) between all system partners. 

Dec Jan Feb Mar
2015/16 5.03 4.89 5.39 5.14
2016/17 4.85 5.52 5.17 4.99
2017/18 4.89 4.95 4.62 5.11

4
4.5

5
5.5

6

2015/16 2016/17 2017/18
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The discharge team co-located prior to winter 2017-18 and are still on the journey of 
integration (health and social care), this included shared understanding of Delayed Transfer 
of Care (DTOC) and protocols to ensure that clear accountability on reporting was in place. 
This change in working practice is reflected in the DTOC position throughout winter 2017-
18, which remained below the 3.5% national target set by NHSE. 
 
Community Services  
Although there were times of pressure due to demand versus resource (evidence in a slight 
fluctuation in the Escalation Management System (EMS) level for Community), services 
managed well which is reflected in performance such as; the number of A&E attendances at 
TRFT from care homes for older people saw no significant changes over the winter period 
for 2017-18 compared to the other months of the year. The number of unscheduled hospital 
admissions to TRFT from care homes for older people saw no significant changes over the 
winter period for 2017-18 with the exception of December when which saw this rise to 145. 
 
However, the number of emergency admissions for people over 65 years old to TRFT 
during the out of hours’ period increased over the winter period, peaking at 663 in 
December 2017.   
 
Mental Health  
The implementation of the Ferns dementia beds (12) in April 2017 supported patient flow 
over the winter period for some of the more complex patients that would have been 
classified as a ‘stranded patient’/DTOC. The use of the Mental Health Liaison Service 
(MHLS) to support discharge planning from the hospital to ferns and elsewhere in the 
community was effective.  
 
Social Care  
An independent sector provider (HSG) was commissioned through Improved Better Care 
Fund (IBCF) to run alongside the Council’s in-house provision. The reablement capacity 
mobilised on the 6 November 2017 and delivered 11,358 hours of reablement to March 
2018.  During this period there were 224 new service users who received the reablement 
service.  The cost of the service is £279,000.    
 
In respect of ASCOF2B part 1 (number of people remaining at home 91 days after 
reablement), the HSG reablement service reabled 27 of the 36 service users (this was a 
snap shot cohort of people to measure outcomes) which converts to 75% of the cohort 
remained at home 91 days after the reablement.  Approximately 35% of referrals were from 
Rotherham hospital, 26% from a person’s home and the remainder mainly from other Acute 
Trusts and Care Homes. 
 
The brokerage function was established in 2017-18 and has supported the social work 
capacity in acute and community services by leading on the sourcing of appropriate 
domiciliary care packages. This has proved very effective and over the winter period staff 
were based at the hospital with the discharge team to support more effective patient flow.  
 
Primary Care  
Direct bookings into the GP Hubs from GP Out of Hours (OoHs) were established, with all 
slots filled on Saturdays and a slightly reduced number filled on Sundays. However, not all 
capacity was utilised across the weekend during this period and this continues throughout 
the summer of 2018.  It was recognised that direct bookings from the UECC into the GP 
Hubs could improve utilisation.  
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In 2017/18 the number of extended hours including those being undertaken at individual 
practices totalled 131 per week, from October 2018 this increases to 241, providing 330 
additional appointments per week in primary care.  It will be key that the Hubs and UECC 
work together to ensure this capacity is fully utilised and support both the urgent care 
system and the increasing demand on core hours of primary care. 
 
Winter Community Beds  
The additional nursing beds in the independent sector helped with patient flow from hospital 
and DTOC’s, it also allowed for a reduced number of acute escalation beds being opened 
over winter. The co-location of the health and social care discharge teams commenced prior 
to winter enabling processes and relationships to be established. The implementation of a 
robust wrap around service provided by a signed up and fully committed Multi-Disciplinary 
Team (MDT) including health, social care and care homes which enabled early discharge 
from service. There was also full engagement from Care Home providers who were 
committed to the project. 94.62% of patients questioned on discharge were satisfied with the 
service that they received. 
 
There were however, concerns regarding social work and therapy provision for some 
patients as this was provided within existing resources. Beds at Athorpe Lodge closed on 
9th April, in Rotherham there was a challenging period in March that was not predicted for 
and the beds could have supported this.  
  
Analysis of key issues and of risks 
What will be Different for Winter 2018-19 
In summary the system as a whole worked extremely well together across a challenged 
environment. This was mainly due to robust escalation and communication processes with 
clear actions and accountability and excellent relationships across partners with willingness 
to support other parts of the system and understand implications of actions. Our newly 
developed Rotherham Place strategy for Intermediate Care and Reablement, with a clear 
‘Home First where Safe’ focus coupled with the significant on-going financial challenge in 
our Place, means we will need to take different actions in 2018-19 which are set out in the 
plan as follows:    
 

• Further development of Brokerage Support; at peak times they will continue to sit in 
the Integrated Discharge Team at the hospital, 

• Continued additional Reablement capacity; some of which through the ‘in-house’ 
provision and the reminder through the independent sector,  

• Building resources to support the principles of home first (additional community 
therapy and nursing support), 

• Procurement of an additional 30 independent sector nursing beds from Dec 2018 to 
April 2019, 

• Additional social work capacity situated in the hospital and covering areas such as 
the UECC and AMU, 

• Trusted Assessor in the UECC to support admission avoidance and appropriate use 
of pathways home, 

• Strengthening Ambulatory Care and UECC, 
• Strengthening workforce across acute and community (ensuring the right workforce, 

with the right skills in the right place).  
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We have also documented more clearly a proposal for how the system (Primary and 
Secondary Care) can improve recovery following period of inclement weather, through 
individual adverse weather planning. Finally we are strengthening our escalation 
management processes and action planning at times of peak demand through daily calls 
and weekly operational and strategic meetings.    

Patient, Public and Stakeholder Involvement: 
Full involvement from all key partners including TRFT (Acute and Community services), 
Adult Social Care, RDaSH, Yorkshire Ambulance Service (YAS), Voluntary and Community 
Sector and the GP Federation has taken place to develop the Winter Resilience Plan 2018-
19. 
Equality Impact: 
N/A 
Financial Implications: 
There is a total of £400,000 identified in the Improved Better Care Fund 2018-19 specifically for 
winter planning. This will cover the following initiatives;  

• 30 additional winter community beds (independent sector nursing beds) 
• Primary Care (GP) cover to beds  
• Additional Social Work support  

Human Resource Implications: 
N/A 
Procurement Advice: 
There are no specific procurement activities relating to the Winter Resilience Plan for 2018-
19 other than the issue of short term additional capacity to care homes under the winter 
community beds provision. This is through Primary Care contracting arrangements.  
Privacy Impact Assessment 
N/A 
Approval history: 
A&E Deliver Board 7th November 2018  
Recommendations: 
It is recommended that Governing Body note; 

• the content of the summary report and the full Rotherham Health and Social Care Winter 
Resilience Plan 2018-19 as at Appendix 1 

• the action plan contained within the report.  
Paper is for Noting  
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1. Purpose of the Report  

This document sets out the key learning from winter 2017-18 across the health and social care system and provides 

a clear integrated framework for delivery of services and outcomes moving into and during winter 2018-19.   

Key actions for the Rotherham A&E Delivery Board and the Rotherham Integrated Care Partnership in relation to the 

main deliverables are contained within the report, they are closely linked to key strategic reports such as Urgent and 

Emergency Care set out in NHS England’s ‘Next Steps on the NHS Five Year Forward View1’ published on 31 March 

2017.  

2. Appraisal of winter 2017-18: Lessons Learnt  

In Rotherham we view ourselves as collectively accountable for the health and wellbeing of our population, the 

Rotherham Integrated Health and Social Care Plan is our framework for jointly providing Acute, Community and 

Emergency Primary Care Services. In 2017-18 our new governance arrangement was formed known as the 

Rotherham Integrated Care Partnership. This enables us to work towards an Integrated Care System (ICS), the aim of 

which is to design and deliver services to meet the needs of the local population and improve health and wellbeing 

outcomes, within an agreed budget.   

Our innovative approach to partnership working provided the Rotherham health and social care system with a clear 

framework for collaboration particularly in times of escalation that saw a level of cohesion never produced before. 

This definitely contributed to the positive outcomes seen over the challenging periods throughout September 2017 

to April 2018 across the system. 

As a partnership we have spent the last 3 months apprising the outcomes and performance of our local system 

collectively and as individual organisations. The narrative below sets out the salient points within our analysis 

(strengths and weaknesses) and provides clarity on our lessons learnt to enable improvement across the system, 

whilst managing the increasing demand (from our local demography).  

2.1 Acute and Community  

2.1.1 TRFT Winter Daily Sitrep Reports to NHSE  

The information below sets out a summary of data submitted by TRFT through its daily winter sitrep reporting to 

NHSE2 for 2017-18.   

A&E Closures: None reported.  

A&E Diverts: None reported.  

General and Acute Beds  

There were 403 Core Beds available at TRFT (the same as for 16-17).  There was an average of 23.45 escalation beds 

open per day during the winter 17-18 period this compares to an average of 26.7 for 16-17.  On some days there 

were over 30 escalation beds open as below with a particular peak from Wednesday 24 January to Saturday 27 

January; 16-17 saw 10 days where there were either 43 or 44 escalation beds open (early February 2017).   

  

                                                           
1 NHSE (2018) https://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/  
2 NHSE (2018) https://www.england.nhs.uk/statistics/statistical-work-areas/winter-daily-sitreps/winter-daily-sitrep-
2017-18-data/  

https://www.england.nhs.uk/publication/next-steps-on-the-nhs-five-year-forward-view/
https://www.england.nhs.uk/statistics/statistical-work-areas/winter-daily-sitreps/winter-daily-sitrep-2017-18-data/
https://www.england.nhs.uk/statistics/statistical-work-areas/winter-daily-sitreps/winter-daily-sitrep-2017-18-data/
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NHSE Winter Sitrep Reports Escalation Beds Open at TRFT – Dates when >30 beds open.   

Mon  Tue Wed Thu Fri Sat Wed Sun 

15-Jan-18 16-Jan-18 24-Jan-18 25-Jan-18 26-Jan-18 27-Jan-18 07-Feb-18 04-Mar-18 

31 31 36 32 33 31 30 37 

 

Bed Occupancy  

Bed occupancy over the winter period was high, with the average bed occupancy rate at TRFT (Core Beds plus 

Escalation Beds) being 96.05% compared to 96.15% in winter 16-17.  The Trust was either close to, or below the 85% 

target on 6th December and then 23rd and 24th December in preparation for the bank holiday.  

D&V/Norovirus 

There were a total of 2,247 beds closed due to D&V/Norovirus  with 2 particular peaks in beds closures; 21st to 27th 

December where up to 71 beds were closed and; 1st to 8th January with up to 88 beds closed.  

Adult Critical Care 

There are 13 Adult Critical Care beds at TRFT.  Bed occupancy reached 100% on 4 occasions; 24th November, 25th 

November, 18th December and 9th January.  

Neonatal Intensive Care 

There are 14 Neonatal Intensive Care beds at TRFT.  Bed occupancy was at 100% on 11 occasions from December 

2017 to March 2018. 

Ambulance Arrivals/Delays  

There was an average of 68 ambulance arrivals per day over this period.  The number of ambulances arriving per day 

reached 80 and above on 6 occasions over the winter period; 82 on 21st November; 80 on 6th and 9th December; 81 

on 21st December and; 85 on 26th February.   

In total there were 651 ambulance handover delays between 30 and 60 minutes at TRFT.  The delays reached 15 and 

over on 8 occasions.   

There were a total of 183 ambulance handover delays over 60 minutes.  The main pressure points over the winter 

period were between the 27th and 31st December, 9th and 10th February and 4th March.   

Ambulance Handover Delays over 60 Minutes at TRFT  
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2.1.2. Escalation Management System 

The Escalation Management System3 is an early warning system for operational pressures across a local and regional 

footprint to enable collaboration and informed decision making to effectively manage patient flow, escalation and 

align capacity to demand. 

There are a number of Rotherham organisations/services who regularly update their status on the EMS system:   

− TRFT – Acute 

− TRFT – Community Nursing  

− TRFT – Integrated Rapid Response 

− RMBC – Hospital Social Work 

− RDaSH – In-patient services 

− RDaSH – Community Service 

− YAS – Rotherham.  

There are plans to include Primary Care (GPs) on EMS which will be co-ordinated through the Rotherham GP 

Federation and expand social care to localities over the coming months.  

TRFT  

The Escalation Trend Report May 2017 to April 2018 shows that the Trust (Acute) remained at Level 2/Level 3 for 

most of the winter period.  There were significant pressures during early January and March however when the Trust 

(Acute) went to Level 4 on 3 occasions during January 2018, and once during March 2018. 

Note this was the acute element and other parts of the system remained on lower escalation levels. 

Escalation Trend Report May 2017 to April 2018 TRFT (Acute)  

 

2.1.3 TRFT Performance and Activity  

Acute  

TRFT attendances were higher over the winter period 2017-18 month on month compared to 2016-17 and 2015-16.  

The closure of the Walk in Centre in July 2017 and the opening of the Urgent and Emergency Care Centre in July 

2017 should be noted.  

  

                                                           
3 NHS Midlands and Lancashire Commissioning Support Unit (2018) 
https://emsplus.nhs.uk/Account/Login?ReturnUrl=%2F  

https://emsplus.nhs.uk/Account/Login?ReturnUrl=%2F
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Number of A&E Attendances at TRFT by Month, December to March, 2015-16, 2016-17 and 2017-18 

Attendances 
    

 

  Dec Jan Feb Mar TOTAL  

2015/16 6514 5794 5692 6880 24880  

2016/17 2572 6096 5444 6370 20482 Dec 16 only data available from 19th to 31st. 

2017/18 8139 7868 7207 7416 30630  

Source:  TRFT Information Team  

 

Overall performance at TRFT against the 4 hour A&E standard was slightly higher for winter 2017-18 (85.70%) than 

for 2015-16 (84.22%) – unable to compare against 2016-17 due to missing data.  

TRFT Performance against the A&E 4 Hour Standard by Month, December to March, 2015-16, 2016-17 and 2017-18 

Performance 
    

 

  Dec Jan Feb Mar TOTAL  

2015/16 85.53% 88.45% 85.83% 77.41% 84.22%  

2016/17 79.20% 79.81% 85.06% 90.11% 83.42% Dec 16 only data available from 19th to 31st. 

2017/18 85.64% 87.13% 87.65% 82.38% 85.70%  

Source:  TRFT Information Team  

 

The number of elective admissions at TRFT decreased during the winter period in 2017-18 compared to the previous 

winter; 372 admissions less than 2016-17.  The number of non-elective admissions increased during 2017-18 

compared to 2016-17 with 419 (6.6%) more admissions in 2017-18 compared to 2016-17.  

Number of Admissions to TRFT by Month, December to March, 2015-16, 2016-17 and 2017-18 

Elective By Month 
    

  

  Dec Jan Feb Mar TOTAL 

Variance 
pa 

 

2016/17 5403 5599 5358 6028 22388   

2017/18 5346 5819 5231 5620 22016 -372  

Non-Elective By Month 
   

  

  
Dec Jan Feb Mar TOTAL 

Variance 
pa 

2016/17 1578 1616 1457 1665 6316  

2017/18 1568 1761 1594 1794 6735 +419 

Source:  TRFT Information Team and RCCG Finance Team  

 

Looking at monthly figures, the average length of stay at TRFT over the winter period was slightly lower during 2017-

18 compared to the last 2 winters and in particular, compared to 2016-17.   
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Average Length of Stay at TRFT by Month, December to March, 2015-16, 2016-17 and 2017-18 

 

Source:  TRFT Information Team  

Community  

Bed occupancy from ‘step up’ sources was high during the winter period and was at its highest in March 2018 at 

55%.  

Percentage of Community Beds Occupied from ‘Step Up’ Sources December 2017 to March 2018  

December 17 January 18 February 18 March 18 

48% 42% 23% 55% 

Source:  TRFT Monthly Adult Community KPI reports 

 

The number of A&E attendances at TRFT from care homes for older people saw no significant changes over the 

winter period for 2017-18 compared to the other months of the year.  

Number of A&E Attendances at TRFT from Care Homes for Older People 2017-18 

Apr 
17 

May 
17 

Jun 
17 

Jul 
17 

Aug 
17 

Sept 
17 

Oct 
17 

Nov 
17 

Dec 
17 

Jan 
18 

Feb 
18  

Mar 
18 

122 122 147 143 125 118 120 126 104 134 127 147 

Source:  TRFT Monthly Adult Community KPI reports 

 

The number of unscheduled hospital admissions to TRFT from care homes for older people saw no significant 

changes over the winter period for 2017-18 with the exception of December when which saw this rise to 145.  

Number of Unscheduled Hospital Admissions to TRFT from Care Home for Older People 2017-18 

Apr 
17 

May 
17 

Jun 
17 

Jul 
17 

Aug 
17 

Sept 
17 

Oct 
17 

Nov 
17 

Dec 
17 

Jan 
18 

Feb 
18  

Mar 
18 

98 90 118 117 106 87 92 90 145 94 104 98 

Source:  TRFT Monthly Adult Community KPI reports 

 

The number of emergency admissions for people over 65 years old to TRFT during the out of hours’ period increased 

over the winter period, peaking at 663 in December 2017.   

  

Dec Jan Feb Mar

2015/16 5.03 4.89 5.39 5.14

2016/17 4.85 5.52 5.17 4.99

2017/18 4.89 4.95 4.62 5.11

4
4.2
4.4
4.6
4.8

5
5.2
5.4
5.6

2015/16 2016/17 2017/18
To note – criteria for 
data: 
Is Zero LoS – No 
Is Discharged – Yes 
All patients excluding 
Neonates, Well Babies 
and Clinical Oncology  
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Number of Emergency Admissions for People over 65 Years in the Out of Hours Period 2017-18  

 

Source:  TRFT Monthly Adult Community KPI reports 

The community bed base analysis for community unit at Oakwood and Ackroyd is covered in Section 2.7. 

From the perspective of TRFT, overall the Winter Plan for 2017-18 worked well and was implemented as 

documented, although performance at times was challenging. The additional resilience provided within social care 

and documented in Section 2.3 which included additional weekend staff, supported the reduction in the backlog of 

relevant work at peak times. The system felt calmer and more in control and this was predicated on stronger 

relationships and better planning (including the teleconferences and operational meetings weekly) between all 

system partners.   A trajectory has been agreed between NHSI and TRFT, this trajectory is 90% by September 2018 

and 95% by March 2019, TRFT is currently on track to deliver this trajectory. 

The discharge team co-located prior to winter 2017-18 and are still on the journey of integration (health and social 

care), this included shared understanding of DTOC and protocols to ensure that clear accountability on reporting was 

in place. This change in working practice is reflected in the DTOC position throughout winter, which remained below 

the 3.5% national target set by NHSE. 

2.2 Mental Health  

The implementation of the Ferns dementia beds (12) in April 2017 supported patient flow over the winter period for 

some of the more complex patients that would have been classified as a ‘stranded patient’/DTOC. See Section 2.7 for 

details on community beds. The use of the Mental Health Liaison Service (MHLS) to support discharge planning from 

the hospital to ferns and elsewhere in the community was effective.  

The mental health services provided by RDaSH worked well with system partners particularly in the Urgent and 

Emergency Centre where Mental Health Liaison workers are embedded within the pathway.   

2.3 Social Care  

Reablement  

IBCF investment was utilised by Rotherham Council (the Council) to commission/procure a reablement service in the 

independent sector that primarily increased the capacity to accommodate demand over the Winter period 2017/18.  

Reablement is a short and intensive service, usually delivered in the home, which is offered to people with 

disabilities and those who are frail or recovering from an illness or injury.   The purpose of reablement is to help 

people who have experienced deterioration in their health and/or have increased support needs to relearn the skills 

required to keep them safe and independent at home. People using reablement experience greater improvements in 

physical functioning and improved quality of life compared with using standard home care.   Reablement is usually 

free for the first six weeks.  

663 
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This service ran alongside the Council’s in-house provision. The reablement capacity mobilised on the 6 November 

2017 and delivered 11,358 hours of reablement to March 2018.  During this period there were 224 new service users 

who received the reablement service.  The cost of the service is £279,000.    

In respect of ASCOF2B part 1 (number of people remaining at home 91 days after reablement), the HSG reablement 

service reabled 27 of the 36 service users (this was a snap shot cohort of people to measure outcomes) which 

converts to 75% of the cohort remained at home 91 days after the reablement.  Of a sample cohort of 148 starters 

36% (53) did not complete (died, admitted to hospital), 43% (65) were reabled prior to 42 days (6 weeks) and 20.3% 

(30) were reabled after 42 days. 

Approximately 35% of referrals were from Rotherham hospital, 26% from a person’s home and the remainder mainly 

from other Acute Trusts and Care Homes.  

Brokerage  

What worked well  

The co-location of the Brokerage Team with the SDP Team at the hospital to deal with winter pressures proved to be 

beneficial.  It allowed the Brokerage Team to be aware of the number of people requiring home care and the areas 

in Rotherham where this was needed; this enabled the service to group packages together.  Brokers were also able 

to listen to social workers discuss care packages with families and the health staff, so staff were instantly aware of 

any changes.   It also allowed the Brokerage Team to inform the SDP Team of any areas in Rotherham at full capacity 

for care so that alternative support could be looked at an early stage within the discharge process; this often 

stopped any ‘bed blocking’.  Co-location with SDP also enabled the Brokerage Team to send paperwork for the SDP 

team straight to the Provider’s FTP folder, removing any delay in the Provider risk assessing.  Based on experience 

during 17-18 winter, the service feels it would be sufficient to have one or 2 Brokers based in the hospital daily 

during the winter pressure period for 18-19.  

 

Below is the number of care package and reablement referrals to brokerage.  To note that the reablement numbers 

run from November and in-house referrals only started to be added from December.  

 

Care Package Referrals  

Date Referrals received 

September 2017 40  

October 2017 121 

November 2017 125 

December 2017 85 

January 2018 142 

February 2018 166 

March 2018 139 

 

Reablement Referrals  

Date Referrals received 

November 2017 66 

December 2017 55 

January 2018 136 

February 2018 91 

March 2018 105 
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Challenges 

The team faced some challenges over 17-18 winter including the receipt of late referrals for Broker packages after 

4.00pm.  This was a challenge due to short notice and the some limitations in being able to contact Providers after 

5.00pm (some close and some have limited staff).  This, however, has now been addressed for winter 18-19 through 

the development of Care Brokers Service Standards.  The standards set working parameters and give clearer 

guidance to social workers wanting packages sourced the following day.  

Intermediate Care  

Intermediate Care is currently provided by the Council through the Better Care Fund (jointly commissioned service).  

This is a therapy-led service delivered by the Council across several sites (currently Lord Hardy Court and Davies 

Court - 27 beds at each unit) for patients who are unsafe to return home until they are fully optimised.  Patients who 

access this service should have no nursing needs as the provision does not have nurse input. The average length of 

stay for general and specialist (Stroke) rehabilitation is 31 days in 2017/18; this is slightly higher than the average of 

27 days found in the National Intermediate Care Audit 2017 report.  Hospital, GP, community nursing, therapy, IRR 

and social work staff refer into the service.  Around 650 patients are admitted to the service each year, with around 

85% returning to live in the community and 2% admitted to 24 hour residential care according to the service 

provider.  

See Section 2.7 Community Bed Analysis and Winter Bed Analysis for details of admissions and outcomes. 

2.4 Primary Care – GPs  

Direct bookings into the GP Hubs from GP OoHs were established, with all slots filled on Saturdays and a slightly 

reduced number filled on Sundays. However, not all capacity was utilised across the weekend during this period and 

this continues throughout the summer of 2018.  It is recognised that direct bookings from the UECC into the GP Hubs 

could improve utilisation. In 2017/18 the number of extended hours including those being undertaken at individual 

practices totalled 131 per week; from October 2018 this will increase to 241, providing 330 additional appointments 

per week in primary care.  It will be key that the Hubs and UECC work together to ensure this capacity is fully utilised 

and support both the urgent care system and the increasing demand on core hours of primary care. 

Two GP practices supported additional winter beds in the community.  The feedback from the providers and those 

who supported these additional beds was very positive however these beds were significantly more ‘GP/ANP’ 

resource intensive than normal intermediate care arrangements.  If it is determined that a similar arrangement is 

required for Winter 2018, planning for these arrangements will need to be undertaken early (August at the latest) to 

enable practices to plan resources as this is the period when locum resource is least likely to be available and 

existing GP resource is already stretched to maximum to meet the increased demand over winter. 

2.5 Clinical Commissioning Group  

The CCG have strong relationships across partner organisations and formed an integral part of the planning and 

implementation of the Winter Plan 2017-18. The main elements of the plan were implemented successfully and to 

timeline. For example in terms of the Improved Better Care Fund (IBCF);  

1. Winter beds (19) across 2 independent sector care homes were commissioned for the period Jan to March 

2018 to plan, all partners were engaged in the process and weekly MDTs took place to ensure that timely 

discharge occurred. See section 2.7 Community Bed Analysis and Winter Bed Analysis for further details.  

2. Age UK was commissioned to provide additional capacity into the UECC to support discharges home for mobile 

patients who are then assessed and either signposted to other services or if necessary provided with non-

personal reablement support up to 5 hours over 14 days.  The service is being provided on a pilot basis from 1 

October 2017 to 30 September 2018.  To date it has received 121 referrals, provided transport for 109 patients 

and saved approximately 300 hours of waiting time for transport.  Age UK has integrated its team within the ED 

and AMU attending the MDT huddle daily to identify suitable patients.  Realised benefits from the pilot so far 
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have been a small number of saved bed days through supported discharge and a reduction in TRFT staff time 

facilitating and managing patient transport.  A proposal has been made at RCCG to integrate this pilot service 

with the existing Hospital at Home Contract with Age UK to enable the ED/AMU service to continue over the 

18-19 winter period.   

3. Additional Reablement capacity was delivered and continues to August 2018 – plans are in place to continue 

capacity into winter 2018-19. See section 2.3 Social Care for details. 

The CCG took the lead on organisation of winter telephone conferences and operational group meetings (these sat 

under the A&E Delivery Board) between system partners that linked to on call and escalation processes across the 

system. The purpose was to share intelligence of the key issues affecting daily performance across the system and 

manage actions required to mitigate Escalation. Their success is shown by the continuation of these meetings on a 2 

weekly basis to inform winter planning for 2018-19. The CCG managed communication and exception reporting with 

NHSE successfully when performance against a number of triggers set by NHSE was reached.  Exception reporting 

was done via a NHSE template submitted to the Yorkshire and Humber NHSE Winter team and focused on reporting 

against: 

 Reablement service / brokerage – the number of patients waiting for the service, the number in receipt of 

the service and the number of hours utilised 

 Capacity in the primary care and minors streams and the number of breaches in each stream 

 Staffing in A&E – details of any gaps in the consultant & middle grade rotas, level of reliance on locums and a 

forward look position over the next few days 

 The number of discharges before 11am and numbers identified for discharge over the next 24 and 48 hours 

 Capacity across the wider system and any actions in response to issues identified. 

Issues/pressures reported by exception were multi-factorial however the main themes were doctor staffing, 

particularly Middle Grades, bed capacity (with surge beds open), and acuity.  There were also some pockets of 

pressure regarding infection control from the beginning of December to mid-January.   

In terms of Continuing Health Care the Quality Premium indicator requires less than 15 % of all full assessments take 

place in an acute hospital setting   was achieved each month and processes in the discharge team supported better 

patient flow and communication. Interim funding was used where appropriate to support flow but this has an 

impact on the CCG budget and needs to be managed alongside the review of D2A beds, which is currently underway. 

There were also some delays within the Discharge to Assess (D2A) provision i.e. Waterside Grange bed stay is based 

on a maximum of 28 days. This should have provided a turnover of 72 patients with a target of 56 however, only 41 

patients accessed the service. 50% of patients remained longer than the anticipated stay, often longer than 3 

months while awaiting social care packages of care. There are changes being made to social work delivery across the 

D2A process that will positively impact on the flow, instead of several teams dealing with the beds there will be a 

dedicated function that provides assessment for social care and CHC.  

2.6 NHS 111  

Demand for the NHS 111 service for Rotherham registered patients increased from 2016-17 to 2017-18 over the 

winter period with an overall increase of 8.4% (1,782) during this time.   



 

 

13 

 

 

Source:  Embed – NHS 111/YAS Monthly Performance Dashboard  

The percentage of calls transferred to a Clinical Advisor for Rotherham Registered patients showed improvement in 

2017-18 compared to 2016-17.   

% Calls Transferred to a Clinical Advisor  Dec Jan Feb March 

2016-17 18.8% 20.4% 19.9% 22.2% 

2017-18 22.3% 22.2% 21.7% 21.0% 
Source:  Embed – NHS 111/YAS Monthly Performance Dashboard  

2.7 Community Bed Analysis and Winter Bed Analysis   

The full reports for the Community Bed Analysis Winter 2017-18 (November 17 to February 18) and the Winter Beds 

(Layden and Athorpe Lodge) are attached at Appendices 1 and 2.  

Below is a summary of these reports which includes the analysis of admissions, length of stay and outcomes on 

discharge.  

Admissions 

The table below shows the number of admissions to each community bed provision over the 2017-18 winter period.  

The highest number of admissions was to Intermediate Care (186), Breathing Space (169) and the Community 

Hospital (Excluding D2A) (101).  The highest number of admissions by month was in January 2018 with a total of 221 

admissions. In total there were 714 admissions.  

Community Area Nov-17 Dec-17 Jan-18 Feb-18 Total 

Intermediate Care (Lord Hardy and 
Davies Court) 

51 43 55 37 186 

Breathing Space 48 40 48 33 169 

Community Hospital (excluding D2A) 38 34 26 3 101 

Winter Pressure Beds (Athorpe Lodge/ 
Layden Court) 

N/A N/A 51 36 87 

Ackroyd 13 16 12 12 53 

D2A Community Hospital 3 5 9 34 51 

Spot Purchase Admissions - 
Independent Sector 

8 5 12 4 29 

Ferns 5 6 5 8 24 

D2A Waterside Grange 6 4 3 1 14 

Grand Total 172 153 221 168 714 
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Bed Occupancy  

The graph below shows the average bed occupancy rates for all Community Bed Areas covered in this report over 

the winter period.  The highest bed occupancy rate over this period was Waterside Grange (95%), Community 

Hospital (95%) and Breathing Space (94%).  The lowest bed occupancy rate was the Winter Pressure beds (72%), 

although these were commissioned on an ‘as needed’ basis.  It is important to note that length of stay in some of 

these units is high and contribute to the high bed occupancy rate.  

 

To note that there is no bed occupancy data for The Ferns Ward as this is not collected.   

Community Beds Discharge Destination 

In total 652 patients were discharged from community beds and almost three quarters of these 73% (475) were 

discharged home,  10% (64) patients were transferred to an acute hospital bed, and 9% (58) patients were 

discharged to residential/nursing care.  The outcomes vary based on the provision and this is detailed in Appendix 2, 

whilst it is important to note that the outcome of a return home is positive there is evidence based on some length 

of stays in the community beds that patients could have returned home on discharge instead of entering a bed 

based facility first. This is in line with the national direction ‘why not home, why not today4’ and our local strategic 

direction for a ‘home first model’. 

 

 

 

 

 

 

 

 

 

                                                           
4 The British Association of Social Workers (2017) https://www.basw.co.uk/resource/?id=7282  
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Length of Stay 

The average length of stay for each Community Bed Area during this period is shown in the table below:  

Community Bed Area  Number of Days 

Breathing Space In-Patient 5.5 

Community Hospital (non D2A) 17.3 

Community Hospital (D2A) 25.8 

Intermediate Care (Lord Hardy and Davies Court)  29 

Spot Purchase Admissions – Independent Sector 11 

Winter Pressure Beds (Athorpe Lodge/Layden Court) 11 

Ferns Ward 18 

Waterside Grange D2A  20.8 

Ackroyd House  24.3 

 

Winter Community Beds  

What worked well – this helped with patient flow from hospital and Delayed Transfers of Care, it also allowed for a 

reduced number of acute escalation beds opened over winter. The co-location of the health and social care 

discharge teams commenced prior to winter enabling processes and relationships to be established. The 

implementation of a robust wrap around service provided by a signed up and fully committed MDT including health, 

social care and care homes which enabled early discharge from service. There was also full engagement from Care 

Home providers who were committed to the project. 94.62% of patients questioned on discharge were satisfied with 

the service that they received. 

Challenges – Concerns regarding social work and therapy provision for some patients as this was provided within 

existing resources. Beds at Athorpe Lodge closed on 9th April, in Rotherham there was a challenging period in March 

that was not predicted for and the beds could have supported this. There was an expectation that patients wouldn't 

need therapy when many did.  

Suggestions for Winter 2018-19 - Develop Home is Best model and ethos amongst staff – redesign pathways for all 

community/care home beds. More lead in time to arrange GP cover and to get them fully on board with the 

initiative. Review social work and therapy cover as need dedicated provision in future to meet needs. Need better 

and earlier engagement with Community Physician to address ongoing physical needs and RDaSH for ongoing mental 

health needs. 

2.8 System Response 

In summary the system as a whole worked extremely well together across a challenged environment. This was 

mainly due robust escalation and communication processes with clear actions and accountability and excellent 

relationships across partners with willingness to support other parts of the system and understand implications of 

actions. 

There are significant opportunities to improve and build on our plans in winter 2017-18 including;  

 Further development of Brokerage Support  

 Continued additional Reablement capacity  

 Building a home first model of provision  

 Strengthening Ambulatory Care and UECC  
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 Strengthening workforce across acute and community (ensuring the right workforce, with the right skills in 

the right place) 

TRFT Joint Patient Care Review – Discharge Pathways  

A joint patient case review has been undertaken by TRFT following the 2017/18 winter period, to look at discharge 

pathways where patients have had an acute hospital admission, care support on discharge has been required, and 

transfer to a care home setting was agreed. 

The review used patient medical records for this group of patients who left The Rotherham NHS Foundation Trust 

and transferred to an alternative place of care at the point of discharge, against the Home First and Discharge to 

Assess ethos, the review evaluated and identified the following: 

 Overall patient journey and experience 

 Safe transfers and subsequent discharges were achieved for most if not all patients 

 Satisfactory or good patient outcomes can be evidenced 

 Appropriate use of resource was attained for both assessment and discharge planning 

 Set of lessons learned to assist and support the development of future discharge planning across the Local 

Health Economy and systems.  

 

Are for improvement and focus were identified as: 

 Where processes can be revised to aid an increase in activity against the Home First ethos 

 Capacity and Demand gaps and  

 A plan to address 

 To identify potential High Intensity User group and develop plan to improve access and support from 

services including the Ambulance Service, GP service, Community Providers, ED portals, etc 

 Education and training gaps for all groups of staff and a plan to address 

 Where patient experience needs to be improved and a plan to address 

 Potential to hold regular Review Panels on a smaller scale to continue to develop a shared approach to 

learning and identifying new ways of working 

 How this will inform planning for Winter 2018/19. 

 Details of additional actions over Winter 2018-19 are documented in Appendix 5.  

3. What will be different: Preparing for Winter 2018-19  

The Winter Plan for 2018-19 builds on the success of 2017-18 and uses learning to improve elements such as severe 

weather resilience planning, workforce across TRFT acute and implementation of ‘home first’ principles.  

The sections below detail key elements of the Winter Plan for the Rotherham Health and Social Care system.  

3.1 Governance and Leadership across the System  

The Rotherham’s Health and Social Care Community has been working in a collaborative way for many years to 
transform the way it cares for and achieves a positive change for its population of 261,000. We are passionate about 
providing the best possible services and outcomes for our population and are committed to a whole system 
partnership approach.  Only through working together can we provide sustainable services over the long term that 
aim to help local people enjoy happy, healthy and longer lives.   

 
Rotherham Partners’ recognise that to realise our ambition and the necessary scale of transformation, we need to 
act as one voice with a single vision and a single Plan to deliver the ‘Best for Rotherham’.  Our shared vision is: 

 
‘Supporting people and families to live independently in the community, with prevention and self-management at 
the heart of our delivery’ 
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The Place Plan is intended to work as a catalyst to deliver sustainable, effective and efficient health and care support 
and community services with significant improvements underpinned by collaborative working through the 
development of the Rotherham Integrated Care Partnership (ICP). Partners are fully committed to working together 
to make decisions on a ‘Best for Rotherham’ basis to achieve the transformations set out in the Place Plan. This is 
underpinned by robust governance arrangements and the ‘Rotherham Agreement’, a document that captures how 
we work together, developed and endorsed by all partners. 

 
The Rotherham Place has a strong, experienced and cohesive executive leadership team who have set clear 
expectations and the spirit of collaboration and inclusiveness across the Rotherham ICP with the key aim of driving 
forward the transformation set out within the Place Plan. It has set a high standard of integrity amongst leaders 
across all partners, and a culture of empowering and engaging with all staff.   
 
Governance 

 
The ICP Place Board is the group responsible for directing and leading the ICP, reporting to the H&WB Board for 
progress against the Place Plan as well as liaising where appropriate with: 

 the South Yorkshire and Bassetlaw ICS to communicate the views of the ICP on ICS level matters; and 

 national stakeholders (including NHS England and NHS Improvement) to communicate the views of the 
ICP on national matters relating to integrated care and winter planning. 

 
Collectively the ICP has worked towards an agreed governance structure and have an agreed a shared vision and a 
set of principles by which the Rotherham Place Board, and sub-groups will adhere to.   

 
The ICP Place Board assures delivery of the Place Plan and will deal with system issues such as planning and delivery 
of winter and all year round escalation; it is supported by the ICP Delivery Team who is responsible for overseeing 
operational delivery of the Place Plan.  There are three transformational groups taking forward the 5 workstreams of 
the Place Plan; Children and young people, mental health and learning disability and urgent and community care.  
The transformational groups report directly to the ICP Delivery Team. 
 
3.2 Reablement and Intermediate Care  

Rotherham Intermediate Care Centre (RICC)  

RICC is a day rehabilitation service provided by Rotherham Council (the Council) and The Rotherham Foundation 

Trust (TRFT).  The service provides rehabilitation sessions to adults 60 years and over in a day setting and serves 

approximately 300 customers per annum.  There are two elements within the day rehabilitation service.  The first 

comprises of the physical rehabilitation service in order to improve safety, function and independence and the 

second includes the community integration service in order to maintain the physical health and well-being achieved 

through ongoing exercises and access to community services. Both services (Phase 1 and Phase 2) are delivered at 

the Rotherham Intermediate Care Centre on Badsley Moor Lane. 

A report has been produced and agreed through RMBC Cabinet to decommission RICC as a building based 

rehabilitation service and re provide within the community. It is proposed that the support staff and therapists are 

redeployed into community services with a focus on recovery at home. Rehabilitation and reablement provision 

supports customers to live life as independently as possible, through an outcome-focused, personalised approach, 

whereby the person using the service sets their own goals and is supported by a reablement team to achieve them 

over a limited period. It focuses on what people can do, rather than what they can’t, and aims to reduce or minimise 

the need for on-going support after reablement.  

The delivery of the new model has not been fully developed as yet, consultation (formal 30 days) is required with 

staff and will commence in September 2018. However, indications are that the service can be provided at the same 

level if not for more customers per annum in their own homes and provision is expected to be in place by April 2019.  
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Reablement  

The current reablement model is being reconfigured with a pilot underway to integrate health and social care 

provision by including occupational therapy resource. This is having a positive impact on staff skill mix (sharing of 

knowledge and skill throughout the team) and the ability to assess the reablement needs of more complex 

customers appropriately. Feedback from the service is that physiotherapy input would also be valuable in the model. 

In 2017-18 an additional c500 hours per week was commissioned (maximum commissioned hours per week was 

1000 on a spot purchase arrangement) over the winter period, it is the intention to ensure that capacity is available 

within the system to continue to provide to the average level of demand used in 2017-18 (417 hours). This will be 

through further reconfiguration of the in-house reablement service to ensure effective delivery including the 

separation of the out of hours function to release capacity in the team.  

The Occupational Therapist (OT) plays a key role in the team: working alongside both assessment and delivery staff, 

quickly intervening where risk requires management / mitigation and aiding staff when meeting customer outcomes. 

OT has also developed a strong network across her health colleagues in the community, and having come to us 

directly from the hospital she helps us to understand / utilise the pathways in the acute. 

A recruitment process is currently taking place with funding identified through the IBCF, this includes increasing 

management resource to support the additional staff hours being commissioned and an offer of extra hours for 

current staff within the service.  Contingency planning should capacity not be deliverable will come through 

additional resource into the service (agency staff) and/or capacity in the independent sector. The Council have well 

established links with social care agencies and have already begun preparation. For some months weekly MDTs have 

been convened for every reablement customer to be reviewed: this frees up capacity by ensuring that only those 

people who have reablement potential remain on service. 

Intermediate Care  

Intermediate Care Services receive referrals 7 days a week. Historically hospital discharges could only take place 

during the working week. Extending the time frame for referrals supports timely discharge and can prevent 

admissions during the weekend.  There is a specialist Mental Health OT and CPN which carry out assessments and 

management of mental health for individuals whose needs affect their function and ability to undertake 

rehabilitation. This service also covers the Integrated Rapid Response service.  

One of the 6 agreed priorities of the Rotherham Urgent and Community Transformation Group is the review and 

development of the re-ablement and intermediate care offer.   The 6 priorities focus on a move to a ‘home 

first’/’home is best’ model which supports individuals to live as independently as possible in the community.  

Therefore, a priority of the Rotherham Integrated Health and Social Care Place Plan is to consider options for the 

redesign of intermediate care and reablement services. The intention is to provide a more streamlined pathway of 

provision to prevent, reduce and delay care and support needs through a reduced reliance on community bed based 

provision that can create dependency on long term care.  

A fully integrated reablement pathway home is required that redesigns our current integrated rapid response service 

and reablement provision (delivered in the home), integrating specialisms such as therapist, social workers, nursing, 

mental health and reablement support workers. This will deliver economies of scale, broaden the range of people 

who can receive support and act as a vehicle for health and social care integration. This objective is likely to be 

delivered by 2020. Progress is being made to deliver this model including; 

 Current state of intermediate care and reablement: strategy for the future has been developed and agreed 

in principle by partners – this has led to a number of key work streams including;  

o Pilots are underway with therapy and the hospital/intermediate care to identify patients that can be 

discharged home from both settings with wrap around support. This will utilise services already in 

place in the currently work in silos and promote better integration of provision.  
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o Analysis of the current service (reablement/rapid response/therapy) activity and practice has been 

completed to ensure services are fit for purpose. 

o Development of a new streamlined pathway is underway to support the delivery of home first. 

o A Trusted Assessor role has been established in the UECC to turn people around and the front door 

ensuring appropriate support in their own home is provided. 

o Discharge coordinators are being appointed for each ward with changes to paper work to ensure 

that all patients are consider for home first prior to utilising alternative levels of care.  

Our aspiration is to create an environment that supports integrated working across reablement services ensuring a 

model of recovery for all predicated on your bed is the best bed, with a combination of health and social care 

professionals working as part of a multi-disciplinary team to support clients at home.   This will include: 

I. Rapid response functions from current  RFT Integrated Rapid Response Team;  Mental Health Crisis, 

Home Treatment and Learning Disability Intensive Support and RMBC AMHP and Social care front 

line service  

II. Therapies 

III. Integrated Discharge Team (priority 3) 

IV. Domiciliary Care 

The community bed offer will also be reviewed to ensure that services are fit for purpose and streamlined to create 

a reduced dependency on bed based provision. Rationalising the number of community beds in Rotherham will 

ensure we are in line with our comparators and support the ethos of Home First. To achieve this vision we will divert 

resources (therapy, nursing and social care) into the reablement and discharge to assess at home. It is important to 

note that this work is a 2020 vision and the Winter Plan for 2018-19 mitigates risk in the system by ensuring that the 

community bed base is not reduced, whilst investment is provided to services that are delivered in a person’s home.  

Ackroyd House  

TRFT has commissioned 11 care home beds at Ackroyd House throughout 2017-18 for people who are MFFD and no 

longer requiring consultant-led medical care; patients awaiting non-acute health and social care support will be 

transferred from TRFT to Ackroyd House.  

It is TRFT’s intention to continue to work with Ackroyd House over the 2018-19 winter period. 

Rapid Response  

The TRFT Integrated Rapid Response service was established to improve the process for planned hospital discharge 

and admission prevention.  It was recognised that at any one time there were a proportion of patients in an acute 

bed, whose medical episode was complete, but were awaiting further assessment, care package initiation or 

decisions on choice of care home. There was also a significant proportion of patients whose care needs could have 

been met at home, if appropriate services were in place. 

The service provides: 

 support patients who are at immediate risk of hospital admission, co-ordinating health and social care in the 

community to prevent an avoidable admission 

 assess patients who are medically stable but need additional support to remain at home.  Nursing support is 

provided for up to 72 hours, or to a maximum of 7 days if required.  

 The service is supported by RMBC’s Enablement Service, delivering home-based reablement and home care 

support.  

 Out of hours  district nursing   

 intensive clinical care and support to older people who live in CQC registered Care Homes 

In addition the service triages community referrals from the Care Co-ordination Centre. 
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Mental health rapid response services include Crisis and Home Treatment including RMBC Adult Mental Health 

Practitioners and the Learning Disabilities Intensive Support team.  These teams support individuals in the 

community, reducing avoidable admissions and facilitating discharge.     

The rapid response function is a key component of both 

i.  the Integrated Point of Contact, providing crisis support, triage and brief interventions and  

ii. the home first pathway through admission avoidance and facilitating discharge.    

The longer term aim of the scheme is to incorporate the rapid response function into an integrated multi-disciplinary 

team which provides time limited brief interventions and wrap around support to enable individuals to remain or 

return home.  This will be a cornerstone of the Home First pathway, with a working title of Targeted Home Response 

to reflect the need for a step change in ethos and delivery.  

Development of a home first pathway which provides: 

 improved experience for those in need, supporting more people to be cared for at home through an MDT 

response and time limited interventions 

 more support through lower levels of care with less reliance on admission and secondary services 

 improved staff experience and reduced risk through shared expertise  

 efficiencies through provision of most appropriate level of care, more effective use of resource and economies of 

scale, particularly out of hours 

 opportunities to develop new roles providing development opportunities for staff and more effective use of 

resource. 

There is a resource of c.£400,000 from the Improved Better Care Fund support high demand in the winter period, in 

2018-19 this will be used (with additional monies from CCG budgets) to;  

1. Deliver an increase in resource across nursing, therapy and social care to support the home first pathway 

and provide learning for the future delivery model. Work has taken place to identify the exact number of 

professionals across disciplines to be employed covering therapy, nursing and health and social care support 

staff and recruitment will be taking place soon. It is estimated that the resource will support the equivalent 

of 10 beds but that this resource cannot alone be relied upon to mitigate risk over winter due to the time 

requirement to embed culture and integrated working. Therefore;  

2. Care Home beds will be commissioned on a block basis (nursing/nursing EMI and possibly residential if 

demand is evidenced) to a maximum of 19 between January 2019 and April 2019. The process completed in 

Winter 2017-18 will be replicated and will start on the 17 October with an expression of interest to 

appropriate care homes in the borough.   

The contingency, should this model be unsuccessful in supporting all patients required over the winter period, will 

be the use of spot purchase beds.  This arrangement is already in place through the Integrated Rapid Response 

service and can be expanded on a case by case basis, and will be agreed by all parties through the escalation (EMS) 

meetings (daily discussion/weekly meetings/calls).  

 See Section 3.7 IBCF for further details and Appendix 5 Winter Action Plan 2018-19. 

3.3 Social Care  

The JSNA predicts a substantial increase in the number of adults with additional health and social care needs over 

the next five years. The Rotherham BCF plan and Integrated Health and Social Care Place Plan are aligned with all of 

the emerging population needs and all the local priorities focus on addressing the impact of the ageing population.  

Through a combination of integration, prevention and case management the Rotherham can deliver better 

outcomes for the growing population of older people and reduce pressure on the local health and social care 

economy. 
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The Joint Strategic Needs Assessment can be found at the following website address: 

http://www.rotherham.gov.uk/jsna/  

 

Market Sustainability  

RMBC has produced a Market Sustainability report which uses the Cordis Bright framework to understand the risks 

associated with the current diminishing market place for adult’s social care. This looks at the local, sub-regional and 

regional market place and carries out benchmarking exercise around Residential, Nursing and EMI beds within the 

market place.  

There are on average 1,282 people at any one time receiving Domiciliary Care packages and this is provided by 8 

contracted domiciliary providers and 7 spot purchase providers.  

7 day social care working is now in place and embedded at the hospital with on-site social care assessment available 

to support patients.  The hospital and Hospital Social Work Team (now known as Supported Discharge Pathways 

team) now provide a joint approach to assessments and care planning on a 7 days a week basis.  This new pathway 

also reduces length of stay in hospital medical wards and continues to support discharge and admission prevention. 

Additional support over and above the dedicated resources identified can be accessed through the out of hour’s 

service on an as needed basis.  Over the winter period to support pressures the OOH social care service has also 

been based within the Supported Discharge Pathways Team, this will continue in 2018-19. 

Domiciliary care providers are also now (new in 2017-18) contracted to respond to urgent referrals on a 7 day a 

week basis, delivering urgent packages of care and night visiting packages 

Intermediate Care Services receive referrals 7 days a week. Historically hospital discharges could only take place 

during the working week. Extending the time frame for referrals supports timely discharge and can prevent 

admissions during the weekend.  There is a specialist Mental Health OT and CPN which carry out assessments and 

management of mental health for individuals whose needs affect their function and ability to undertake 

rehabilitation. This service also covers the Integrated Rapid Response service.  

Brokerage  

This function was new in 2017-18 and will continue to be in place, funded through the IBCF monies in 2018-19.  

The co-location of the Brokerage Team with the SDP Team at the hospital in 17-18 proved to be beneficial and 

enabled better planning in events of increases in demand.  This helped to facilitate hospital discharge when patients 

were medically fit for discharge, avoiding delayed transfers of care.   In 17-18 there were some challenges with late 

receipt of referrals and this has been addressed by the production of a document which gives clear guidance to 

social workers wanting packages sourced the following day.  The document includes: 

− Core working standards for the Brokerage Team. 

− Contractual obligations of commissioned providers.  

− Use of the Fast Response service.  

− Guidance for Adult Care staff.  

3.4 Acute Services 

The Rotherham A&E Delivery Board predicts that demand for beds will be as challenging as 2017-18, with an 

unknown element attached to the opening of the new Urgent and Emergency Care Centre in July 2017.  

The current acute bed base is not sufficient to manage the forecast demand alone; therefore a focus on early 

discharge home is essential. We know that the acuity of patients in winter is higher than in summer. We know that 

more patients are admitted to hospital beds in winter and that there are specific days when admissions are higher. 

These days tend to coincide with those when discharges are lower, usually a Monday.  

http://www.rotherham.gov.uk/jsna/
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Extreme demand (80+ admissions a day) should be expected and planned for.  50% of days, where the daily 

admission rate is 80+, occur November to February and 40% occur on Mondays.  The data suggests every 2 out of 4 

Monday’s (at least) could be an 80+ admission day. 

The A&E Delivery Board will ensure that there are clear strategies to reduce waiting times, maintain service and 

promote patient flow during these periods embedded in our plans across the system.   

3.4.1  Realistic Capacity Planning – Establishment of a Fixed-Bed Base and Flex Beds  

As part of the transformation programme, TRFT is reconfiguring its acute bed base.  The initial focus will be on front-

end assessment facilities to co-locate surgical and medical assessment units.  Within the reconfigured bed base, TRFT 

will provide escalation capacity for winter.  Internal flex capacity will be supported by a Health at Home virtual Ward, 

the Frailty pathway.  

A&E Delivery Board is committed to ensuring that there is enough fixed bed capacity to meet demand. To meet the 

winter demand, projections suggest the need to increase bed capacity by 47 above summer baseline (general and 

acute bed base is 371).  Modelling suggests extreme pressure surges, could require up to 105 medical beds above 

summer base line (see graph below).  

Assuming no demand change from last year we will need 418 beds to have good flow in all but the high pressure 

periods. For flow through the high pressure periods we will need 476 ie December 26th 2018 – January 18th 2019. 

This assumes no improvement in demand management schemes or length of stay change from last year. 

 

To meet the 47 additional beds for winter capacity requirements, the local health economy requires additional 

capacity within the system. In 2018-19 TRFT, in collaboration with partners are working to provide a more flexible 

approach to demand management through the reconfiguration of the current bed base (acute) to flexibly meet 

demand across busy periods and in times of escalation (EMS Level 3 and Level 4). The current suggested approach to 

achieve the 47 additional winter beds is achieved through the implementation of a number of schemes which are set 

out in the table below.  The remaining gaps in beds to achieve surge pressures (up to 105 additional beds) will be 

achieved by a further deployment of capacity, for a specific period of time, and the options that are being worked up 

and developed are as per the table below. This also then provides an overall position across the system against the 

bed demand anticipated.  
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Scheme Downside Working Plan Upside 

From 3 December 2018    

Bed reconfiguration (Internal Medicine) +4 +12 +12 

Ability to spot purchase beds at EMS Level 4 +0 +9 +10 

Additional Nursing home capacity +0 +10 +10 

Ferns +0 +0 +3 

DTOC +0 +4 +8 

Elective smoothing +2 +5 +5 

DST/CHC assessments off acute site +0 +0 +2 

SAU reconfiguration 0 +6 +10 

TOTAL (v 47 requirement 3 December – 23 January) 6 (-41 gap) 46 60 (+13) 

26 December 2018 – 18 January 2019    

Surgical Capacity +15 +28 +38 

Elective smoothing 0 +5 +5 

2 January 2019 – 23 April 2019    

Additional N/Home Capacity  +10 +20 +30 

Increased discharge home capacity 0 +6 +10 

TOTAL (v 105 requirement 3 weeks 27 Dec onwards) 31 (-74 gap) 105 143 (+38) 

 

The working principle around the bed stock to meet the surge demand is that the specific timing and around the 

need for these beds is not known, although it is likely to be post the Christmas period, and therefore particular 

attention has been applied to the month of January.  Alongside beds, Rotherham is continuing its ambition of 

increasing the community capacity to enable patients to be directed ‘Home First’, in January it is expected that this 

will have at least a 6 bed impact however once fully established it is anticipated that the impact would have an 

approximate 24 bed impact. 

 

In line with the escalation plans developed over previous winters and through the deployment of more robust 

escalation management, other options will also be available depending on the nature of any mini-surges. These will 

be serviced through: 

• Use of surgical outlying beds*.  

• Availability of surge/spot purchase beds (particularly Monday am). 

• Additional flexibility within Intermediate Care. 
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• Surge Plan to access Oakwood Community Unit, Breathing Space, and Intermediate Care. –  
• Use of IBCF to procure additional hours per week of additional re-ablement support. 

 

The system will manage extreme pressure surges in demand by: 

• Use of EMS across the network. 

• Agreed action cards to support a response. 

• Support to weekend discharge planning teams (social care, therapists, nurses). 

• Monday morning Health Economy review (teleconference). 

 

Further demand analysis will be undertaken at TRFT in September 2018 to ensure both the planned fixed and flex 

bed bases can be utilised effectively to cope with fluctuations in demand.  

 

*The use of surgical outlying beds is often factored in but this can be increased with further management of the 

elective pathway and impact on RTT waiting times.  

  

Regarding elective phasing, TRFT has plans in place to manage seasonal variations in demand.  From December, the 

Trust will reduce its elective bed base to increase non-elective bed capacity for winter.    

3.4.2     Care Home Beds  

The current vacancy factor for nursing care placements in Rotherham is 41 beds for nursing and 22 for dementia 

placements – see table below (as at 30 August 2018); running at a 90% bed occupancy rate (10% vacancy rate).  It is 

difficult to provide a direct comparison to 2017-18 figures due to a number of variables but overall the system 

reports a vacancy rate of 14% (in real terms it is 10% because of embargoes) in comparison to 19% in November 

2017 -   there has therefore been a total reduction of 5% due to closure of 2 x 60 bedded homes.  

In terms of homes that are CQC rated “good” it means that there are only 18 nursing care beds and 6 nursing 

dementia placements. 

CQC Rating  No. Care 
Homes 

% Residential Residential 
EMI 

Nursing Nursing 
EMI 

Outstanding  0 0 0 0 0 0 

Good 19 53 13 14 18 6 

Requires Improvement  13 39 47 41 21 10 

Inadequate  2 6 1 0 2 3 

Unknown 2 2 0 2 0 3 

Total  36 100 61 57 41 22 
Source:  RMBC Joint Commissioning Team  

There have been serious safeguarding concerns which have led to the decision to terminate contracts with 2 

residential and/or nursing homes by the Council, this is a trend that is not dissimilar to the national and regional 

picture. There are 3 homes in the Rotherham area that can offer a reasonable amount of nursing beds to support 

winter pressures according to initial discussions equating to approximately 24 beds – although two homes have CQC 

rating of “requires improvement”. The Rationale for moving to a ‘Home First’ pathway is strengthened by the 

weakening position of the residential and nursing care home sector.   

3.4.3 Reducing Long Stays in Hospital and Super Stranded Patients  

In order to ensure that systems have sufficient capacity to deliver elective and emergency care performance and 

prepare for winter 18-19, there is a new national ambition to lower bed occupancy by reducing the number of long 

stay patients (and long stay bed days) in acute hospitals by 25%.  This needs to be delivered whilst holding and/or 

reducing the length of stay for all other patients, and reducing bed occupancy to manageable levels.  This capacity is 

required by December 2018.  Achieving this will require concerted effort across the whole health and care leadership 
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system: at least half of the opportunity rests within the direct control of hospitals, and the remainder in joint 

working with GPs, local authorities, community health and social care providers and others.  

Targets have been set for whole system ambitions to reduce the number of long stays in hosptial by:  

 

i) Acute Trust view – TRFT  

Baseline  
- Beds occupied with long stay 

patients 2017/18 

Ambition - maximum number of 
beds to be occupied with long 

stay patients 

Reduction to be 
delivered by whole 

system 
Reduction % 

43 39 4 -10.0% 

 

ii) Clinical Commissioning Group view – RCCG  

Baseline  
- Beds occupied with long stay 

patients 2017/18 

Ambition - maximum number of 
beds to be occupied with long 

stay patients 

Reduction to be 
delivered by whole 

system 
Reduction % 

56 48 8 -14.8% 

 

iii) Health and Wellbeing Board View – Rotherham  

Baseline  
- Beds occupied with long stay 

patients 2017/18 

Ambition - maximum number of 
beds to be occupied with long 

stay patients 

Reduction to be 
delivered by whole 

system 
Reduction % 

57 48 8 -14.8% 

 

Hospitals have been asked to keep their PAS up to date in real time – admissions, discharges and internal patient 

transfers.  This will enable PAS or a connected system to provide a ‘live’ bed status.  Details of the NHSI’s Long Stays 

Dashboard – Monthly Performance and Sectorial Ambitions for TRFT is at Appendix 4.    

  

A number of actions have been set out to delivery against this ambition across the system which includes a focus for 

acute trusts and system partners in community and local government – full details are attached at Appendix 3.  

 

Technical guidance on how progress will be measured is to be published in due course.  The ambition is for each 

local system to deliver and every acute trust will be required to report progress through their Board papers.  Trusts 

will be encouraged to collect data frequently and regularly on their current inpatients, including length of stay, 

expected date of discharge, the number of patients ‘who no longer require hospital care and are well enough for 

care in a (named) community setting’ and the reasons for patients still being in hospital.   

 

Locally, work is taking place at TRFT during August with colleagues from ECIST, including the national lead, to review 

length of stay across Medicine.  TRFT is seen as an area of good practice, benchmarking well on length of stay 

nationally.  The work will review good practice, but also look at how the new national tool for reviewing long stay 

patients can be implemented within TRFT.   

 

Rotherham’s status has been compared against the recommendations in NHS E guidance and a number of actions 

have been identified for the Rotherham health and social care system.  These are included in the Rotherham Winter 

Initiatives 2018-19 Action Plan at Appendix 5.  

 

Super Stranded patient definitions are expected from National Guidance soon.  
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3.4.4 Urgent and Emergency Care Centre  

The Rotherham Urgent and Emergency Care Centre (UECC) became fully operational on 6 July 2017. The UECC aims 

to provide a fully integrated service for all urgent and emergency care, offering co-located urgent primary care 

streaming and the ability to flex the clinical workforce, where appropriate, to meet demand. This includes the 

development of alternatives to workforce to support medical staffing challenges through ANPs and ENPs.  The 

Rotherham GP Out of Hours service, mental health liaison service and social care services are also co-located at the 

UECC.   At the point of writing the UECC business case, 30% primary care streaming was anticipated.  Current 

performance as at June 2018 is 28.14% therefore getting close to target. 

  

Medical workforce recruitment – TRFT has undertaken recruitment overseas and appointed a number of doctors, 

both in Emergency Medicine and Acute Medicine (7 in each).  These posts will provide additional resilience over the 

winter period, providing stability to the workforce within the UECC and across medicine, these staff will be in post in 

October 2018, on the Wards in November, with induction and familiarisation complete by December allowing 

deployment to the medical UECC rotas in December.  These are two-year posts and all have been given visas and 

GMC registration. The rationale for this is to replace agency and bank locums. However, contingency planning  is 

underway to ensure that there is an ability to retain and/or recuit agency and bank locums should the need arise; 

locums have been formalised in post until May 2019.   Should we need additional beyond current establishment for 

winter, we would also have the option to retain these.   

Waits within the UECC are affected by staffing which should be mitigated by the recruitment of the overseas doctors 

as mentioned above (7 of the middle grades are based in ED ).  TRFT is rolling out electronic rotas for medical staff 

which will allow it to control leave to 22% but as mentioned previously, the Trust is reliant on locums.  

Other waits are preliminary linked to flow there are plans to create capacity in the community by creating initially 10 

with the aim to achieve 24 beds worth of additional community capacity (Home First plans) and additional 

community beds circa 15. The Trust will also create 15 additional acute beds with capacity to take that to 25 at high 

times of pressure available from October.   

Frailty pathway – TRFT has been piloting a frailty model, which has now been substantively funded.  The frailty team 

are based on AMU and take a home first, patient centrered approach.  Where patients can be cared for in the 

community they liaise closely with the community teams to make sure patients have the support in place that they 

need.  The frailty team has been recruited and will be virtual for the first 6 months (covering all areas and beds as 

required and supporting ED and AMU) with dedicated beds as well as a virtual service linked to the additional beds 

the Trust is planning as mentioned above.  

  

Zero tolerance of minor breaches – additional guidance is expected soon which will focus on good practice including 

GP streaming, dedicated staffing of minors stream, improvement in physical layout (discrete areas where possible) 

and improvements in how data is recorded.   It is acknowledged that minors breaches should be exceptional.  The 

UECC has been trialling see and treat and during the pilot and did see significant improvement in minors waiting 

times.  It is however fragile when attendance numbers are high and additional resource required in Resus.  A review 

of the UECC model to date is currently underway to enable required actions to be put in place before Winter.  

Discussions have taken place with the Trust in relation to utilisation of additional extended hours capacity which is 

due to increase from 28 to 132 hours from October 2018.  The agreed UECC model had been to deflect primary care 

patients requiring routine care however to date, the Trust has continued to deliver care.  GP out of hours have 

started to book some patients into the extended access appointments however given the significant increase in 

capacity the Trust have confirmed that they will deflect clinically appropriate patients which will support the use of 

the hubs.  From September, Rotherham is also rolling out a new APP (My Healthcare APP) which enables patients to  

book directly into the hub appointments along with other features e.g. online consultation, patient online, health 

messaging from practices and is also being developed to include secondary care and social care. 



 

 

27 

 

Monday demand surges – a Monday surge tool has been produced which allows systems to look at their own 

indicators in comparison to others to enable diagnosis of local issues and effective targeting of improvements.  

Whilst awaiting the National release of the tool, NHSI intends to make it available to all North systems imminently to 

assist with improvement and capacity planning.  

 

Eliminating corridor care – the Rotherham UECC building has been built with sufficient capacity to eliminate corridor 

care and this is not expected to be an issue.  

 

3.4.5 Wards  

By winter 2018, Ward Discharge Facilitators will be in post across each of the medical wards.  They will work closely 

with the Integrated Discharge Team, to facilitate timely and effective discharge for patients.  In addition, a patient 

flow co-ordinator is in place supporting flow in Medicine, a key focus of the role is ensuring early flow and reviewing 

all patients with a length of stay over 14 days.   

 

3.4.6 Exit Planning  

Plans will be developed as winter plans progress to ensure that exit strategies for winter schemes are in place.  

 

3.5 Ambulance Services  

Timely ambulance handovers – delayed handovers are a safety issue as well as impacting on system capacity.  NHS 

E/NHSI will be working with the 3 North ambulance trusts to focus on those systems that continue to be most at risk.   

Locally, Rotherham has arrangements in place with YAS to locate a HALO at Rotherham hospital during periods of 

high pressure.   YAS and TRFT also report through EMSPlus and participate in daily escalation calls, weekly 

operational telephone calls and weekly A&E Delivery Group meetings over winter.   

3.6 Community Services  

The Locality based community nursing teams support the transition from hospital to community. They are a key 

service for supporting vulnerable patients at home during the winter period. The current service model incorporates 

7 community nursing teams serving GP practice populations. The teams service geographical clusters of GP practices.   

 

 A new community nursing model has been introduced this year and will be fully embedded in time for winter.  The 

new model includes having separate staff for planned and unplanned work with an improved triage system.  This 

should provide a more efficient, effective and responsive community nursing service.   

 

The service will be undertaking more activity data analysis to be able to review skill mix and flex staffing to meet 

demand and this will be particularly pertinent over the winter period when demand is expected to increase.   

 

The Trust is also considering the introduction of an automated service which will schedule and allocate tasks to staff 

with the appropriate skills.  This will include both planned and unplanned work and is a ‘live’ system so that changes 

for urgent unplanned care can be done easily and quickly.  Planning of work is currently done manually so the 

automated system will result in more efficient use of resources.  The plan is for the service to start from 1 November 

2018 and there will be dual running and testing done to ensure there is no detrimental impact going into winter.  

 

Work has been ongoing to pilot an Integrated Health and Social Care Locality at the Rotherham Health Village and 

plans to roll this model out across the whole of Rotherham are being progressed through the Urgent and Community 

Transformation Group.  Milestones for implementation of roll out are being agreed.  The Integrated Locality model 

will include service provision for both planned and unplanned community care and will include district nursing and 

phlebotomy, community matrons, nurse/AHP consultants, therapy and reablement, mental health, social prescribing 

and social care.  
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3.7 Improved Better Care Fund  

The table below sets out agreed funding for the schemes included in iBCF for 2017-18 and 2018-19 (updated 8 December 2017).  These schemes will support year round 

resilience across health and social care and also support winter planning.  

 

  

 +BCF Allocation Updated 08.12.17

Priority Area 

Use of resources 2017/18 2018/19 Commissioner Provider 

1.1 Social Care Sustainability To enable the current level of service to continue and mitigate in 17/18 service 

reductions which would have an adverse impact on service delivery across the 

system.  This would be across all user groups and service areas. RMBC RMBC

1.2 Increase current capacity of 

social work resource within the localities   

Recruit designated social workers for each of the locality teams 

(19 additional social workers) responsible for carrying out social care 

assessments for each of the locality teams and Reablement. RMBC RMBC

1.3 Specialist input from experienced transformational 

consultants to deliver a new social care offer whilst having 

integration at the centre of its transformation.

Development of a transparent pathway which builds in good practice under the 

Care Act 2014, it will embed a model of self management as outlined in the H&SC 

plan ensuring hospital avoidance 

RMBC RMBC

1.4 Increase capacity of the social prescribing service to 

meet the growing need for low level intervention and 

support for issues such as social isolation, low mood as 

well as more specific issues.  

Current model evidenced to have impact however there is insufficient capacity to 

meet the greater need. This would include supporting voluntary sector helplines 

to divert ‘just to talk’ calls from urgent crisis and care co-ordination /crisis services

CCG  VAR 

2.1 Phase 2 - Population Segmentation and demand

 management planning (KMPG outcomes)  next steps
Further costs to the accountable system to be aligned to the allocation.  

Acknowledging the importance of understanding our population and our collective 

responses to it. Clear segmentation to respond to trends and local needs.   This 

would be signed off at the ACP Board. CCG  TRFT 

2.2 Adaptation of Liquid Logic to support care pathways To ensure that our systems whilst separate can best make use of data to

 inform service delivery and monitor outcomes for customers/patients

RMBC RMBC 

2.3 Rotherham System Wide Escalation Management Tool Support for system management during periods of Escalation 

CCG  EMS

2.4 Enhance SEPIA portal to integrate Social Care Develop SEPIA to link live feeds of Care Homes and IC bed capacity availability 

CCG  TRFT 

1. Sustainability and mitigation of service 

reduction, to allow transformation
£4,400,000 £2,679,000

2. Information Sharing /

System development 
£360,000 £160,000
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 +BCF Allocation Updated 08.12.17

Priority Area 

Use of resources 2017/18 2018/19 Commissioner Provider 

3.1 Head of Service for Adult Care,  Operations, Integration 

and Transformation 

Have a dedicated resource for the system to work on areas of integration and 

ensuring transformations within RMBC are outlined to other transformation 

agendas to ensure consistency, efficiencies and best outcomes for 

customers/patients
RMBC RMBC

3.2 Development of Place Based finance approach and 

model. (John Berwick) 

Provides an opportunity to leading from the front and looking at our resources

 from a systems perspective.   Developing understanding and awareness of each 

organisations pressures and challenges.   Bringing finance together in a 

structured way.
CCG  TBC

3.3 Evaluation of Integrated Locality Pilot The integrated locality pilot is already starting to demonstrate impact on 

unscheduled hospital admissions, length of stay and admissions from care 

homes. By successfully rolling out across Rotherham this impact could be 

amplified, delivering significant savings across the health and social care 

economy 
CCG  TRFT 

3.4 RMBC / TRFT joint partnership provider lead post 
To identify and support implementation of joint schemes which support close 

working relationships and working from a provider perspective. This would be 

specifically be between RMBC and TRFT but could also encompass other 

partners RMBC RMBC/TRFT 

4.1 Rotherham Place DTOC Project Manager, to manage 

and oversee implementation of the agreed DToC action 

Plan

Dedicated manager to oversee all aspects of DTOC implementation 

CCG  TRFT 

4.2 Additional expert external project support to provide 

capacity to implement  DTOC transformation 

Additional support from LGA and NHS to provide Critical Friend 

CCG  TRFT 

4.3 Newton Europe DTOC analysis 

OD development for staff engaged in DTOC transformation CCG  TBC

4.4 Re-ablement capacity to commission additional hours 

during winter 

A pro-active  response to current demand and to ensure a more efficient 

response to current pathways both in and outside of the hospital.
RMBC External

4.5 Night Support Service 

The integrated rapid Response Service already provides limited night-sitting 

services, mainly for people on end-of-life care pathways. By enhancing this offer it 

should be possible to prevent hospital admission and improve patient outcomes RMBC TBC 

4.6 Resource for Winter Bed Capacity Winter Capacity funding - To identify a contingency fund to ensure that there is 

money in the system to escalate  during winter pressures if necessary for the 

system

CCG  TBC 

4.7 Enhance Domiciliary Care RMBC TBC 

4.8 Age Uk 'Back to Home' Age UK currently deliver a “Back to Home” service for patients who require 

short term, low-level support when they are discharged from hospital. This service 

is very popular but only has capacity to support patients on the ward. It is 

proposed that the service is extended so that it can support patients on ED and 

the assessment units
CCG  Age Uk 

3. Leadership capacity 

for System Transformation 
£290,000 £135,000

4. Discharge Pathways 

and Patient Flow 
£1,025,000 £870,000
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 +BCF Allocation Updated 08.12.17

Priority Area 

Use of resources 2017/18 2018/19 Commissioner Provider 

5.1 Develop and implement strategy for re-provision of 

night care 

Ensure strategy in place for future sustainability 

RMBC TBC 

5.2 Development of Joint Strategy for Domiciliary Care Ensure strategy in place for future sustainability 

RMBC TBC 

5.3 Facilitated engagement with the Care Home Sector Ensure strategy in place for future sustainability 

RMBC TBC 

Total Allocation identified £6,165,000 £3,844,000

Actual iBCF Grant Allocation

Remaining Allocation - BCF Contingency Fund Care Co-ordination 

5. Market Capacity / Sustainability £90,000 £0
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3.8 High Impact Change Model   

National Condition 4- Managing transfers of care (new national condition in 2017-18) of the Better Care Fund (BCF) 

sets out the requirement to ensure people’s care transfers smoothly between services and settings. This requires all 

local areas to implement the high impact change model which is also a condition of the Improved Better Care Fund 

(IBCF). 

Rotherham used the High Impact Change Model to self-assess the local position in 2017-18 developed a Delayed 

Transfer of Care (DToC) action plan. This self-assessment was completed by the Rotherham health and social care 

system partners and is reported through to our local A&E Delivery Board (when appropriate).  As a system we 

commissioned an external review of the discharge processes and pathways by the LGA and NHSE in preparation for 

winter 2017-18. The outcome of which was as follows;  

 Rotherham’s Delayed Transfers of Care are comparatively low. However there was an upward trajectory 

 There was an energy, commitment and enthusiasm from staff to make improvements 

 There were some examples of good practice on wards i.e. MDT approaches – but this was not consistent  

 IT system Rotherham Care Record was best practice model 

 Pathways out of hospital were confusing  

 Planning around the individual was strong  

 Lack of process for agreeing and signing off DTOCs  

We have made significant progress as we have moved through 2017/18 and into 2018/19 and are now proud to 

report that our DTOC levels are routinely under the National ambitions of:  

A maximum of 5.5 daily delays per 100,000 population for NHS attributable delays. 

 A maximum of 2.6 daily delays per 100,000 of the population for adult social care attributable delays. 

 Maintenance of joint attributable delays at Q3 2017/18 levels. 

These requirements have changed following the recent publication of the Integration and Better Care Fund 

Operating Guidance For 2017-19. The expectations nationally for Delayed Transfers of Care (DTOCs) have been 

revised using Q3 2017/18 as a starting point or baseline. The metric has also been reset to be presented as daily 

delays per 100,000 population (18 years+). 

The Delayed Transfers of Care (DTOC) targets have been set nationally based on national ambition and the baseline 

position of each Health and Wellbeing Board area, with areas further from the target being required to make greater 

reductions. The definitions for this target are set nationally. 

As Rotherham Health and Wellbeing Board area is already performing below these national maximum ambitions, the 

nationally set trajectory is to maintain current levels of strong performance. 

What we have achieved:  

1) Co-location and realignment to form an Integrated Discharge Team: 

 To enhance and clarify roles & responsibilities, create efficiencies, generate effective working 

environment and improve processes i.e. reporting of DTOCs. 

 Provide structure to MDT’s, referral processes, working relationships 

2) Agreed joint reporting framework  

 System to have standard, single version of the truth 

 Clarity on what is reportable  

3) Simplify Pathways (including Home First and DST’s) 
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4) Recruitment to a joint integrated discharge manager in July 2018.  

5) Commenced a trusted assessor role in ED to support better patient flow home. 

 There still remains too many pathways and the need for greater clarity, however, we have in 

principle our vision for ‘home first’ and have a number of key milestones identified through 2018-19.  

 The number of DST’s being completed in an acute setting is negligible in Rotherham (at 8 DSTs per 

quarter during 17-18) and work has been completed to simplify and improve this pathway, however, 

a review of bed base Discharge to  Assess is underway to shift the emphasis to ‘Home first’.  

 Reablement capacity has improved with the pilot independent provision but further work is required 

to ensure the in house service is fit for purpose. 

DTOC performance has remained strong over the winter period and into 2018/19, as per the table below: 

Daily delays per 100,000 population (18 Years+) 

  Nov-17 Dec-17 Jan-18 Feb-18 Mar-18 Apr-18 

NHS Attributable Delays 6.9 5.3 4.1 4.8 5.1 4.1 

Adult Social Care 

Attributable Delays 
2.3 2.0 2.1 2.1 1.0 3.0 

Joint Attributable Delays 0.3 0.5 0.2 0.5 0.0 0.2 

 

This compares to a national picture in April 2018 of 6.9 daily delays per 100,000 population for NHS attributable 

delays, 3.4 daily delays for adult social care attributable delays and 0.8 daily delays for joint attributable delays. 

3.9 Continuing Health Care Processes  

RCCG ‘s NHS Continuing Health Care (CHC) service and RMBC’s NHS Continuing Health Care social care service have 

implemented a CHC trusted assessor initiative. The CHC trusted assessor initiative will mean that where the MDT at 

the DST visit is in agreement of an eligibility recommendation, this will be confirmed as approved at the time of the 

DST, the initiative will be in practice across the borough, and will benefit patients in any setting with the aim of 

providing timely outcomes that will improve patient flow.  

RCCG CHC service also offer to commission a package of care , for individual patients in the acute setting that are 

eligible for a DST and are medically fit for discharge on a without prejudice agreement with RMBC . This means that 

RCCG will commission a package of domiciliary or residential care that meets the patients’ needs, and allows the 

patient to be discharged from hospital without delay to a preferred placement and the DST completed in the 

preferred placement. Once there is an eligibility outcome the funding will be reconciled as appropriate with the 

responsible authority.   

RCCG and RMBC CHC services continue to provide regular availability of at least 5 DST visits a week, to support 

patient flow the allocation of assessments is now managed by RCCG’s CHC service which allows the CHC service to 

be flexible regarding prioritising individual cases and proactively increasing and decreasing the number of slots 

available as required to effectively support patient flow. 
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3.10  ‘Home first: discharge to assess’ ways of working 

As discussed in 4.6 High Impact Change Model the self-assessment process has identified the need for additional 

reablement capacity in Rotherham. The main areas of concern were;  

 In 2017-18 the Council’s reablement service was not meeting current demand and in danger of not meeting 

future demand given the requirement for assessment and reviews to be undertaken.  The service model of 

the in house service was not effective in optimising the reablement potential of service users.  At this point 

the DTOC is causing negative impact on the Rotherham Foundation Trust in terms of patient flow through 

the service. However, there is still a capacity gap within the in house provision due to issues such as dealing 

with out of hours calls. Whilst it is recognised that the service reconfiguration will resolve some of the ability 

to meet demand, the IBCF will continue to fund additional capacity as required.  

A trusted assessor approach, where service users who have reached their optimum level of reablement are promptly 

discharged from the service if they have no further need for paid care, is now place.  This is achieved through 

offering intense support at the commencement of the service (including therapy), a model that is currently being 

developed through the reablement provision and community therapy team, which links to the Home First principles.  

The commissioning of this provision is expected to be delivered through winter 2018-19, through the IBCF.   

Discharge to Assess; Community Beds  

Rotherham Clinical Commissioning Group (RCCG) commission 14 Discharge to Assess beds (D2A) across 2 

placements: 

 Waterside Grange Nursing Home  

 Oakwood Community Unit  

It is believed that patient flow within these beds may not be optimised and therefore in preparation for winter a new 

process for supporting beds by social care is being developed by which one social work team will be responsible for 

assessment and discharge planning. Work is also underway to assess the opportunities to provide discharge to 

assess at home. These plans will not adversely affect the winter period for 2018-19 but it is expected that 

improvements in flow will be achieved and a new model in place by 2019-20.  

3.11 ‘Trusted Assessor” ways of working  

As discussed in 4.6 High Impact Change Model the self-assessment process has identified the need to review and 

reconfigure the discharge teams within the hospital (Hospital Social Work, TOC and Therapists in particular) to form 

an integrated team. Significant focus will be taken to ensure that the Trusted Assessor model outlined in the 

Memorandum of Understanding (signed in 2017-18) is implemented across all pathways.  

This model is implemented arbitrarily by teams; in terms of intermediate care progress has been made to implement 

the trusted assessor approach with some success and it is also working well within the Ackroyd (Independent Sector 

Home commissioned by TRFT). However, there is much work to be done to ensure a single assessment process 

across Health and Social Care that meets all requirements including Care Act 2014 compliancy. 

It was also recognised that the trusted assessor model should be rolled out across all Care Homes (Recommendation 

in Enhanced Health in Care Homes). This is discussed in the BCF plan 2017-19 and is now being piloted initially 

through £30,000 of funding from NHSE through the BCF initiatives of delivering against the High Impact Change 

Model.   

In June 2018 an initial six month pilot began with the appointment of a physiotherapist and occupational therapist 

job share.  The role holders were recruited from the urgent community therapy team and will form an effective 

bridge between acute and community teams.  As part of the Integrated Discharge Team, based in UECC and AMU, 

they will play a key part in championing new ways of working and cultural change to promote the Home First ethos 

and pathway.  Their initial focus is twofold. Firstly to identify specific patients for admission avoidance, liaising with 
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care home support and rapid response teams to provide community support to enable patients to return home and 

secondly, to identify patients for early discharge, tracking the patient through the hospital to facilitate this.  The role 

holders will benchmark and evaluate the pilot, making recommendations for a future model.   

Initial analysis on the first 3 months of the pilot shows that 53% of those seen resulted in an admission being 

avoided.   

− 158 patients were either referred by hospital staff or picked up by the Trusted Assessor when appropriate. 

− 144 patients were seen. 

− 21 patients were not seen; 14 were screened and then found to not be appropriate and 7 were not seen as 

the therapist had no further capacity that day.   

− Where there was no capacity, the in-patient team were usually contacted to provide assistance.   

− Of the 158 patients referred, 43 were in ED and 115 on AMU ie over a third were seen on ED.   

− Of the 144 patients seen, 76 admissions were avoided by utilising the Community Urgent Therapy Team to 

meet on-going therapy needs the same or next day.  

More data is currently being collated relating to the pilot. 

This will continue to run through the winter period 2018-19. 

3.12 Primary Care – GPs  

All GP practices will be sent a copy of the covering letter and action cards for the Cold Weather Plan when the 2018 

version is produced which relate to commissioners/providers and RCCG will be reviewing this to capture all 

recommended action into the winter/surge plan actions. Action cards are now in place following the publication of 

flash cards and have been localised to Rotherham. This involves an arrangement for non-patient facing clinicians to 

commence patient facing duties if the system is on OPEL 3/4. Public Health England has put in place arrangements 

for 2018 influenza vaccinations. 

Extended access for patients ie appointments outside 8.00am to 6.30pm core hours are already in place for the 

whole population of Rotherham.  These arrangements will be increased by October 2018 to meet the requirement to 

deliver a minimum of 132 hours of extended access.  Saturday provision is in place from three hubs within 

Rotherham and there is good utilisation of appointments.  Sunday provision is in place via one central hub as 

utilisation to date has been poor however discussions are ongoing with the Trust to improve utilisation.  An 

Application ‘APP’ is also being procured to enable patients to directly book appointments via their phone or 

computer to ensure the appointments are fully utilised.  In addition to this, 24 practices are providing individual 

practice extended access.  Rotherham has implemented a Quality Contract within primary care to more clearly 

define the requirements and expectations of primary care.  This includes the following requirements: 

1. Practices will offer sufficient capacity to achieve  

a. Urgent access within 1 working day  

b. An appointment for patients within 5 days when their condition is routine.  

c. Follow-up appointments within a working week of when the clinician identified i.e. if a 1 month 

follow-up, the appointment offered will be no more than 1 month and 5 working days.  

2. It is a requirement that there is a minimum of 75 contacts per 1000 patients per week. Contacts may be 

provided by a GP (or training GP) and/or Nurse Practitioner (who is qualified to diagnose) and may be face to 

face or by telephone (triage followed by face to face consultation will be deemed as one episode).  

3.  Practices are required to have reviewed their capacity and demand and to ensure they are resourcing to 

meet this demand. This includes: 

- provision of capacity in alternative ways e.g. virtual (telephone) and using alternative roles. 

- 10 bookable sessions (am/pm) 

- offer access to both male and female clinicians. 

4. Ensure acutely ill children under 12 are assessed by a clinician on the same day 
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5. Accept deflections from Yorkshire Ambulance Service (YAS). 

6. Provide an in hours home visiting service for those patients presenting with an urgent clinical need requiring 

a home visit who live within the practice boundary but are registered with a practice outside of Rotherham 

CCG Boundary in accordance with GP choice requirements with associated payments (currently £60 per 

home visit). It is not anticipated that demands for such visits will exceed one per month. 

http://intranet.rotherhamccg.nhs.uk/standards.htm 

7. Improve on patient survey measures. 

Care navigation is in operation in 28/30 practices.   We are anticipating approximately 25% of workload being 

navigated away from these practices freeing up more capacity from general practice teams to support winter.  The 

quality contract also has requirements to deliver ‘best care’ in the management of long term conditions, the key 

conditions are as follows: 

 Diabetes 

 Heart Failure (with Left Ventricular Dysfunction) 

 Chronic Obstructive Pulmonary Disease (COPD) 

 Asthma 

 Atrial Fibrillation (AF) 
 
There are a number of delivery requirements of practices with the key aim to improve the management of these 
conditions in primary care.  Regular performance monitoring is undertaken and sessions held with practices to aid 
improvement and share good practice. 
 
RCCG continues to commission social prescribing arrangements with the voluntary services to ensure patients are 

better informed and supported with their conditions. This has now been extended to include mental health patients. 

RCCG is also supporting practices to ensure they have sufficient capacity in place to manage the increased demand 

over the winter period. All Rotherham practices have undertaken productive general practice which has a core 

module which looks at capacity and demand along with how alternative roles can support the practice. Rotherham is 

also implementing an NHSE recommended capacity and demand tool (APPEX) to support practices to understand 

this in more granular detail and enable a more responsive approach. 

Rotherham already has Clinical Pharmacists working with a number of practices and funding has been provided to 

the Federation to increase the number of clinical pharmacists across Rotherham.   

Medical documentation training has now been provided for all practices to free up clinician time within practices and 

provide this for front line services. 

Care homes across Rotherham are now aligned with a GP practice (more than one where the numbers of patients 

are very high), the intention of these arrangements is to provide improved continuity for care home teams, 

improved care planning and reduce hospital admissions.    RCCG has also implemented an Advanced Nurse 

Practitioner/Rapid Response service for care homes to support patients to remain within the care home and not 

default into secondary care. 

All GP practices have marketing literature on display in relation to ‘Right care first time’ to educate and support 

patients in relation to the range of services available. 

3.13 Primary Care – Community Pharmacy  

The CCG commissions 2 Local Enhanced Services with Rotherham pharmacies.  These are the Pharmacy First (Minor 

Ailments Scheme) and the Palliative Care Service.      

The Pharmacy First Scheme enables patients to receive medication(s), to treat a range of common conditions, direct 

from the pharmacist without a GP prescription.  If a patient does not usually pay NHS prescription charges, then they 

can receive medicine supplied under the Pharmacy First scheme free of charge.  The conditions covered by the 

http://intranet.rotherhamccg.nhs.uk/standards.htm
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scheme are; acute cough, allergic conjunctivitis, common warts and verruca, constipation, diarrhoea, fever in 

children, head lice, infantile colic, infective conjunctivitis, scabies, threadworm and vaginal thrush.  

 

The Palliative Care Community Pharmacy Service ensures the availability of palliative care drugs across all 

participating community pharmacies in Rotherham. The service is designed to improve access to palliative care 

medicines (from a locally agreed list) for patients, carers and healthcare professionals when they are required, in 

order to ensure that there is no delay to treatment whilst also providing access and choice.  The scheme is available 

every day of the year when participating pharmacies are open and pharmacies have a set list of palliative care drugs 

that they are expected to hold at their pharmacy for the scheme.  

The Rotherham Emergency Prescription Service is no longer commissioned by RCCG.  From October 2016, NHSE has 

commissioned a pilot scheme – NHS Urgent Medicine Supply Advanced Service (NUMSAS).  The objectives of the 

service are to:  

 Manage appropriately NHS 111 requests for urgent medicine supply; 

 Reduce demand on the rest of the urgent care system;   

 Resolve problems leading to patients running out of their medicines; and 

 Increase patients’ awareness of electronic repeat dispensing.  

3.14 Care Homes 

The Five Year Forward View emphasises the importance of Enhancing Health in Care Homes to ensure that they have 

direct access to clinical advice, including appropriate on-site assessment. This work is furthered developed within the 

Framework for Enhanced Health in Care Homes5. The elements of this framework include; 

1. Enhanced primary care support 

2. Multi-disciplinary team (MDT) support including coordinated health and social care 

3. Reablement and rehabilitation 

4. High quality end-of-life care and dementia care 

5. Joined-up commissioning and collaboration between health and social care 

6. Workforce development 

7. Data, IT and technology 

Rotherham has already assessed its self against this framework and has identified actions to improve the local offer 

through the BCF Plan 2017-19.  

Achievements to Date  

The Better Care Fund has supported the recruitment of a Clinical Quality Advisor within the Care Home Support 

Service from February 2017. This post is integral in ensuring that health issues are addressed when monitoring 

contract quality and performance. The post works flexibly across health and social care and will improve the 

standard of care for residents.  The Advisor monitors quality standards of care and undertakes audits, reviews, 

assessments and provides advice, training and support to care homes.  The Advisor also works with the Local 

Authority contracting team and contributes to co-ordinated patient pathways.   

The Rotherham Care Home Support Service carries out targeted interventions on residential and nursing homes who 

are outliers on emergency admissions. The service supports GPs in the case management of people who are at high 

risk of hospital admission.  The team supports residential and nursing homes in meeting the needs of residents with 

                                                           
5 NHSE (2017) https://www.england.nhs.uk/publication/the-framework-for-enhanced-health-in-care-homes/  
 

http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12%2011%20MAS%20Protocol%20Acute%20Cough%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12-12%20MAS%20Protocol%20Allergic%20conjunctivitis%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12-12%20MAS%20Protocol%20Warts%20Verrucas%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/13-2%20MAS%20Protocol%20Constipation%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12-12%20MAS%20Protocol%20Fever%20in%20children%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12-12%20MAS%20Protocol%20Head%20Lice%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12-12%20MAS%20Protocol%20Infective%20Conjunctivitis%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12-12%20MAS%20Protocol%20Scabies%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12%2011%20MAS%20Protocol%20Threadworms%20new%20updated.pdf
http://www.rotherhamccg.nhs.uk/Downloads/Pharmacy%20First/12%2011%20MAS%20Protocol%20Vaginal%20thrush%20new%20updated.pdf
https://www.england.nhs.uk/publication/the-framework-for-enhanced-health-in-care-homes/
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organic and functional mental health problems, including annual mental health assessments.  The assessment will 

identify residents with depression and dementia who will be monitored sign-posted to appropriate health and adult 

social care services for support.  The service identifies residents who have memory problems and ensures that they 

are referred to the Rotherham Memory Service for a comprehensive dementia assessment.  The team also delivers 

an extensive and comprehensive training programme agreed with RCCG and RMBC commissioners including 

safeguarding, infection control, continence, tissue viability, falls and equipment assessment.  

The Integrated Rapid Response Service incorporates an Advanced Nurse Practitioner service to people living in care 

homes that are registered by the CQC and are within the boundaries of the Rotherham Local Authority.  The service 

is the first point of contact following minor injury or acute minor illness (non-life threatening).  ANPs can 

independently assess, diagnose, treat minor illnesses and injury, and prescribe medication.  They also provide a care 

co-ordinating role for people who are at high risk of admission.  

All Rotherham care homes (elderly and EMI residential and nursing homes) are now aligned to a GP practice to 

improve the overall care for Rotherham people living in care homes.  The service is delivered by practices through a 

Local Enhanced Service and consists of regular planned clinics (minimum fortnightly), 6 monthly reviews (physical 

review and review of care plan), bi-monthly meetings with the care home manager to discuss unplanned admissions, 

a practice register for all care homes residents, care plans for all residents, 6 monthly medical reviews and 

assessment of residents within 2 weeks of admission to the care home.  

NHSI has issued requirements for winter plans which should include a focus on supporting care homes through the 

Red Bag Scheme.   This was implemented in all care homes for older people in October 2017.   

All Rotherham older people care homes have now registered on the Care Home Live Bed State which provides live 

information on current bed vacancies across the North of England and helps to support discharge planning.  

The Hospice at Home care home pilot has been established from October 2017 for an 18 month period.  The project 

will address both immediate advice and rapid response in emergency situations and the provision of education and 

supervision of front line care and residential home staff.  The project will also look to improve relationships across 

community teams, the wider health and social care network and care homes. 

A trusted assessor role has been appointed as part of the Integrated (Health and Social Care) discharge team and will 

be based in the Urgent and Emergency Centre (UECC) and AMU.  This role will play a key part in championing new 

ways of working/cultural change to promote the Home First/Home is Best ethos/pathway.  This role will identify 

specific patients for admission avoidance, liaise with Care Home support/Rapid Response teams to provide support 

at home, identify specific patients for early discharge/track through to wards to support discharge planning. 

3.15 Development of a Rotherham 24/7 Care Co-ordination Centre 

The aim of the CCC is to act as a central point of access for health professionals and people into community and 

hospital based urgent care services. The scope of the CCC has expanded in 2017-18 to include mental health and 

Learning disabilities, in future provision will align/integrate with the voluntary and social care sector services, 

improving access through a comprehensive directory of services, driving efficiency and cutting down waste.   

As part of the Rotherham Place Plan, the CCC will be reviewed as part of the Urgent and Community Transformation 

Group priority to develop a system wide single point of access for the Borough which will: 

 Provide a 24/7, 365 day service 

 Promote the prevent and self-support model with the people of Rotherham 

 Provide  streamlined web and phone based access routes, making appropriate referrals 

 Carry out initial assessments, using a trusted assessor model 

 signpost and co-ordinate to ensure that people receive the right level of support, in the right place at the right 

time according to their needs including alternatives for individuals who are in need, but do not need a health or 

social care intervention 
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 share information to facilitate decision making, removing the need for repeated questioning 

 deploy appropriate resource to resolve more cases at the front door, reducing reliance on statutory services 

 manage system capacity 

 an MDT triage service to support complex cases. 

4 A&E Delivery Board Partner Organisations Winter Plans  

All partner organisations within the A&E Delivery Board will have their own operational winter plans in place to 

cover demand and capacity planning, cold/severe weather, and business continuity.  

These will be available later in the year once they have gone through each organisation’s review, governance and 

approval processes.    

5. Continued focus on UEC Transformation  

The South Yorkshire and Bassetlaw Shadow Integrated Care System has a plan in place for urgent and emergency 

care which it is progressing through the SY&B Urgent and Emergency Care Network.   Bi-weekly delivery group 

meetings/calls are in place to track performance and delivery against key work streams.  A summary of the plan and 

progress as at April 2018 is outlined below.    

5.1 NHS 111 Online 

By March 2019 30% of the population should have access to NHS 111 on-line.  Implemented 24/7 with no issues.  

5.2 Integrated Urgent Care  

By March 2018, clinical advice is to be offered to 50% of callers to NHS 111.   Performance in SY&B is approximately 

57% which is higher than the national target of 50%.  The percentage of calls transferred to a Clinical Advisor for 

Rotherham Registered patients showed improvement in 2017-18 compared to 2016-17.  This has been delivered by 

improved access to clinicians within NHS 111. Plans are in place in Rotherham to monitor and record the number of 

patients receiving clinical advice via the Out of Hours GP services and the Care Co-ordination Centre. This will ensure 

appropriate patients receive face to face consultation and appropriate patients receive self-care advice.  

All patients who call NHS 111 out of hours will be directly booked into further appointments by March 2019 and 20% 

for callers in-hours.  Across SY&B this is available for approximately 15% (out of hours) and 14% (in-hours).  This is 

higher than the regional Yorkshire and Humber figure of 5% and is largely attributable to the extended access hubs 

in Sheffield and Doncaster.  Plans are being developed between SY&B and YAS to improve.    

Fully integrated 24/7 urgent care services will be in place by March 2019. This is being progressed as a place based 

model across the South Yorkshire and Bassetlaw footprint.  

5.3 GP Access  

Coverage of enhanced access is to reach 50% by March 2018 and 100% by March 2019.  Work is ongoing at Place 

and is being led by the SY&B Primary Care Work stream.  Local progress is summarised below:  

Twenty three practices continue to provide extended hours in Rotherham and from October 2017, Broom Lane 

practice will provide extended access for the remaining 8 practices to ensure all Rotherham population have the 

ability to have appointments outside of the normal working day. 

There are two operational hubs in Rotherham providing full population coverage on Saturdays.  Preparations are 

being made for a third hub to provide this closer to the patients in the South of Rotherham and this is expected to be 

in place from October 2018 in line with national recommendations.  Broom Lane has been providing Sunday access 

since December 2017 for the whole population of Rotherham. 

5.4 Urgent Treatment Centres  

All services designated as UTCs to meet the guidelines and be in place by December 2019.   
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Locally discussions are still taking place for NHS 111 to directly book into the Urgent and Emergency Care Centre. 

5.5 Ambulance Services  

Roll out of the Ambulance Response Programme by autumn 2018 is being progressed through the SY&B Urgent and 

Emergency Care Network.  

Implementation of enhance Hear and Treat and See and Treat to be done by March 2018.   

A SY&B Transport Summit was held on 6 March 2018 and a follow up session is to be organised.  

5.6 Hospitals  

Plan: 

− 95% achievement of the 4 hour A&E Standard by March 2019.   

− 100% of patients arriving to ED by ambulance handed over within 15 minutes.  

− Co-located GP streaming in place by October 2017. 

− 100% provision of ambulatory care, frailty pathways and Wards with SAFER bundles by September 2017. 

− 13%+ of acute hospitals to meet CORE 24 by March 2018.     

Progress: 

Patient flow through hospitals has been identified as one of the top 3 priorities for the SY&B Urgent and Emergency 

Care work stream for 2018-19.  Work is ongoing to establish a protocol for mutual support across the system – 

regular telephone conferences are in place to consider EMSPlus reports.   Primary Care streaming is in place across 

SY&B.   

5.7 Hospital to Home  

Plan:  

− High Impact interventions to be in place by September 2017 – continue to embed for 2018-19.  

− Delayed Transfers of Care to be reduced to 3.5% by September 2017. 

− CHC full assessments in acute settings to be less than 15% by March 2018.  

Progress: 

A baseline exercise is being undertaken to understand the use across the system.  The SY&B Care Home Group 

continues to meet and review priorities.  A workshop is proposed which will include care home teams across SY&B.  

5.8 Reshaping Hospital Services  

Hospital Services Reviews are ongoing including the HASU Stroke reconfiguration.  

5.9 Improving System Intelligence and Operational Arrangements  

Plan:  

− To have all relevant services on the EMS system by May 2018 and all services reporting on the system by July 

2018 (embedded from July to September).   

− All ‘Places’ to review current resilience and demand management by the end of June 2018.   

− Options for mutual support and joint working across SY&B to be done by September 2018.   

− Mutual support to be implemented, as part of Winter planning for 2018-19, during October to December 

2018.   

Progress: 

EMSPlus has been implemented across SY&B for acute providers and YAS.  Project plan and timescales are in place to 

have all services included by May 2018, although progress is behind schedule. All acute providers are reporting 
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system pressure triggers at least Monday to Friday; Barnsley, Rotherham and Sheffield Children’s now embedded 

into operational processes 7 days a week.   

A mutual support workshop was held 22 February 2018.  Weekly calls take place and learning continues to be 

captured to shape the roll-out of EMSPlus.   

The Rotherham health and social care system will comply with any operational response required both locally and 

nationally including the collection and use of sitrep data and the use of EMS to inform the OPEL framework for 

escalation management.   

6  Prevention and Self-care 

6.1 Social Prescribing  

The Rotherham Social Prescribing Programme is funded through the Better Care Fund. Social prescribing is an 

approach that links patients in primary care with non-medical support in the community. The Rotherham social 

prescribing model particularly focuses on secondary prevention, commissioning services that will prevent worsening 

health for those people with existing long term conditions, and thus reduce costly interventions in specialist care. 

Voluntary Action Rotherham (VAR) have been commissioned to employ a social prescribing team which maps 

voluntary and community services across the borough. The team will attend case management MDTs and link 

patients into services that promote community integration and re-ablement. VAR provide a one-to-one service to 

people on the GP Case Management Programme, motivating, signposting and supporting them to access services in 

the voluntary and community sector. 

Rotherham CCG also runs a second scheme within Mental Health.  This has supported people to move away from 

traditional secondary care services and to become more independent and integrated within their local communities. 

Voluntary Action Rotherham, on behalf of NHS Rotherham CCG, co-ordinates both social prescribing schemes, by 

connecting people with a range of voluntary and community sector-led interventions, such as exercise/mobility 

activities, community transport, befriending and peer mentoring, art and craft sessions, carer’s respite, (to name a 

few), the scheme aims to lead to improved social and clinical outcomes for people and their carers; more cost-

effective use of NHS and social care resources and to the development of a wider, more diverse range of local 

community services.  

 Both services have been independently evaluated by the Centre for Regional Economic and Social Research (CRESR) 

at Sheffield Hallam University and are well regarded.   

This initiative has recently been recognised nationally and is being recommended for inclusion in Accountable Care 

System Plans (ACPs). 

6.2 Long Term Conditions 

Strategic Vision and Key Deliverables 

The South Yorkshire and Bassetlaw Urgent and Emergency Care Delivery Plan aims to improve how individuals with 

long term conditions self-manage to reduce non-elective admissions.  It has a target of 2.07% reduction in non-

elective admissions by 2021.  

Local Planning  

When done well, care planning can be effective in improving the quality of life of people with long term conditions. 

Over the next two decades, shifts in demographics and disease management will result in a greater proportion of 

people than ever before, living well into their eighth and ninth decades of life. The majority of these people will also 

be living with at least one long term condition. Ensuring their care is well managed over the long term, including the 

approach to the end of their lives, will become an increasing challenge for the CCG and the local authority.  
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One major barrier to supporting this cohort of is the fragmented approach to care planning. Health and social care 

still have separate systems for preparing care plans. Although communication and connectivity has improved 

between health and social care professionals, they are hampered by a requirement to have separate care plans. 

The Cochrane Review on integrated care planning found that it leads to improvements in physical, psychological and 

subjective health. Integrated care planning also affects people’s capability to self-manage their condition. The 

studies showed that the effects were greater when it incorporated a single health and social care plan. 

In Rotherham through the BCF Plan 2017-19 we will develop integrated health and social care plans for people on 

the long term case management programme. Now that social care and health records can be matched using the NHS 

number there is an opportunity to develop single care records and care plans. Using integrated care planning we can 

avoid duplication and multiple monitoring regimes. This work is already starting to take place within the integrated 

locality pilot and will be a consideration on commencement of roll out across the borough.  

 

7. Summary of Key Risks 

The Rotherham A&E Delivery Board has a risk register which is reviewed and updated at each meeting.  The risk 

register is rag rated and identifies where issues are being managed.   The following key risks to the local health 

economy have been identified as we approach the winter. 

1. Achievement of A&E 4 Hour Target 2018-19:  

– medical workforce (Consultants and Middle Grade) 

-  embedding the new UECC model and utilising the new estate.  

-  impact of IR35 on locum GPs.  

 

Mitigated through actions such as the recruitment of overseas medical workforce; the trust has recruited 14 

middle grade doctors all commencing in October with a plan to have them fully operational in clinical areas 

in November and on the on call rotas in December. These are two-year posts and all have been given visas 

and GMC registration.  Other actions include strategic planning for staff leave over winter period to ensure 

gaps in permanent workforce are managed appropriately, review of new UECC model to identify good 

practice and areas for development (in process September 2018), work undertaken to mitigate impact of 

IR35 (achieved).  

 

2. Achievement of YAS targets 2018-19.  
 
Mitigated through actions such as weekly multiagency meetings to discuss escalation levels and actions 
required, use of HALO when required, and the ability on a daily basis for YAS staff to be based in ED. 
 
 

3. Achievement of non-elective trajectories 2018-19.  

 

Mitigated through actions such as the Trusted Assessor in ED to ensure people are supported into the 

appropriate pathway prior to an admission to hospital, the Frailty Team (nurses, social workers, therapists) 

in place to support prevention of admission, additional monies to Age UK to work into ED and support home 

first model.  

 

4. Delayed Transfers of Care: 

- quality and access to care homes and domiciliary care packages.  

 

Mitigated through actions above and work to ensure ward co-ordinators on each ward, planning for 

discharge including early discharge planning, focus on changing the culture to Home First.  
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5. Social Care funding pressures 

 

Mitigated through actions under the IBCF programme including additional social work practitioners, 

additional reablement capacity, home first model and spot purchase beds.  

  

6. High levels of norovirus / vomiting bug in acute beds 

 

Mitigated through TRFT having an agreed co-horting protocol.  It also bioquels all infected areas and is 

planning on having the bioquel facility at weekends (which is new for 18-19).  The Trust is bidding for funding 

for the AMU SAU and if successful will add doors which can be closed to allow for separation on its 

admission areas as well as additional toilets and sinks in every bay. 

 

Risks are being mitigated through interventions identified within this plan and the Winter Action Plan (Appendix 5).   

8.  Flu Immunisation Programme 

The Department of Health and NHS England has published its National flu immunization programme plan for 2018-

196.  The plan provides the public and healthcare professionals with an overview of the coordination and the 

preparation for the flu season and signposting to further guidance and information. 

In 2018-19 the one change in eligibility is the extension to an additional cohort of children, those in school year 5.  

Therefore, in 2018-19 the following are eligible for vaccination:  

 those aged 65 years and over 

 those aged six months to under 65 in clinical risk groups 

 pregnant women 

 all children aged 2 to 9 (but not 10 years or older) on 31 August 2018 

 all primary school-aged children in former primary school pilot area 

 healthcare workers with direct patient contact  

 those in long-stay residential care homes 

 carers. 

Delivery through the Community Pharmacy Seasonal Influenza Vaccination Advanced Service will continue in 2018-

19. Eligible adults aged 18 years and over will have the choice of getting their flu vaccine at a pharmacy. 

It is expected that frontline health and social care workers to be offered flu vaccination by their employer. This 

includes general practice staff.  Locally, plans will be in place for vaccination programmes for health and social care 

staff across all partner organisations. The Rotherham health and social care system will be following NHSE guidance 

– Seasonal influenza vaccination programme for health and social care workers 2018-19.  The guidance sets out that 

flu immunisation should be provided to:  

health and social care staff, employed by a registered residential care/nursing home or registered domiciliary care 

provider and health and care staff employed by a voluntary managed hospice provider, who are directly involved in 

the care of vulnerable patients/clients who are at increased risk from exposure to influenza.  Vulnerable means those 

patients/clients in a clinical risk group or aged 65 years and over.   

                                                           
6
 NHS England (2018) https://www.gov.uk/government/publications/national-flu-immunisation-programme-plan  

https://www.gov.uk/government/publications/national-flu-immunisation-programme-plan
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TRFT has a dedicated flu team and flu HQ which will drive the process.  It has recruited local representatives and has 

an agreed communication process and mascot (Hong Kong Fluey).  The Trust achieved in the top quartile last year 

and plans to do so again.   

9. The NHS Cold Weather Plan for England  

This report incorporates Rotherham’s response to the National Cold Weather Plan updated in 20177.  The plan is a 

framework intended to protect the population from harm to health from cold weather.  It aims to prevent the major 

avoidable effects on health during periods of cold weather in England by alerting people to the negative health 

effects of cold weather, and enabling them to respond appropriately. The NHS Cold Weather Plan for England sets 

out what should happen before and during severe winter weather in England.  It describes what individuals and 

organisations can do to reduce health risks and includes specific measures to protect at risk groups.   

The cold weather plan relies on well co-ordinated plans being in place for how to deal with severe cold weather 

before it strikes, including the following essential elements: 

 Strategic planning across partner organisations and at a national and local level.  

 Advance warning and advice during the winter months.  

 Communicating with the public.  

 Communicating with service providers.  

 Engaging the community.  

 Outlines responsibilities and actions for health care organisations, the Local Authority and care professionals in 

the event of cold weather.  

 

The A&E Delivery Board wants to avoid two separate systems of escalation, responding to spikes in demand and 

severe weather events. Therefore the Escalation management System will cover the triggers and actions for both 

these scenarios.   

10. Winter Communications 

A continuation of the Rotherham Right Care, First Time campaign will be used throughout winter, with a focus on 

older people, 25- 40 year old adults, people with long-term conditions, carers and parents of children under 5. This 

multi-agency campaign, aligned to the national Stay Well This Winter campaign, will ensure that winter messages to 

staff, patients and carers are consistent and activity is joined up. 

NHS England and Public Health England lead on the national Winter campaign, which will be utilised locally to share 

messages and materials, in a timely manner. These messages have included keep warm, keep well and flu 

vaccination will help people to self-manage their condition/illness and prevent avoidable use of busy health services. 

Rotherham residents will be encouraged to access approved online information such as www.nhs.uk/staywell to 

help themselves over the winter months.  

Throughout winter, our communications activity will be based on local insight to encourage a reduction in 

unnecessary attendances at A&E and an increase in use of community/primary care services and support services 

such as GP out-of-hours and NHS 111. Key messages will be developed to be used by all partners, using positive 

language about services that people can and should use rather than telling them not to use services such as A&E. A 

local winter communication activity plan will be implemented from October 2018 onwards. 

  

                                                           
7 NHS England (2017) https://www.gov.uk/government/publications/cold-weather-plan-cwp-for-england  

http://www.nhs.uk/staywell
https://www.gov.uk/government/publications/cold-weather-plan-cwp-for-england
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10.1 Severe Weather – Responding more effectively  

Weather alerts form part of system wide communication across the borough, adverse weather warnings are 

included in this communication. All organisations will a winter plan in place, the identification of vulnerable groups 

and people at risk in severe weather forms part of this winter planning.  

The Health and Social Care System follow EMS action cards as part of any response to extreme cold weather / snow. 

For example; where there are problems in the community with staff reaching their base, cases work is re-allocated & 

moved to geographical working.  

11. Infection Prevention and Control  

A Rotherham multi-agency outbreak plan, which provides a system wide approach to outbreaks of a healthcare 

associated infections or communicable diseases, is in place with annual review. There is also a multi-agency mass 

treatment plan that is in development and needs to go through CCG approval processes.    In addition, all Providers 

have their own outbreak plans in place.   TRFT is planning to put in place the sterilisation (Bioquel) process for wards 

and beds over the weekends and bank holidays during the winter.  
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12.  Appendix 1 – Evaluation of Winter Pressure Beds Report  

 

 

 

1. Introduction  

It is widely acknowledged that many acute hospital beds are occupied by patients who would be better placed in an 

alternative level of care.  A number of Clinical Commissioning Groups and Councils have entered into operational 

partnerships with care home providers in order to achieve this.  Work is being undertaken nationally, which supports 

the delivery of healthcare in care homes, some of this is set out by NHS England in the Vanguard work outlined in 

“The Framework for Enhanced Health in Care Homes”. 

A Delayed Transfer of Care (DTOC) is where a patient is ready and safe to leave hospital care, but is unable to do so, 

and remains occupying a hospital bed.  In 2016/17, there were 2.3 million delayed transfer days in England, an 

average of around 6,200 per day and the NHS has been asked to reduce the DTOC to a national rate of 3.5%.   

This also has a financial impact, as 92,000 days were lost in acute care due to DTOC in February 2018 and with the 

cost of hospital care at an average of £400 per night, this amounts to nearly £37 million lost in acute care funding for 

this month.  

Winter pressures and “black alert” has made media headlines again this winter, with numerous hospitals cancelling 

elective operations to reduce the extreme pressure on services over the winter period.  In theory there is a 15% bed 

vacancy factor at any one time expected, in order to ensure patients can safely and efficiently be bedded when 
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required. However, this winter has seen some hospitals hit 100% bed occupancy meaning hospitals struggle to cope 

with the smallest influx of patients. 

Nationally the average number of delayed days for 2016/17 was 25% higher than the previous year. It is estimated 

that delayed transfers have increased by 19% from 2015/16. Much of this increase is attributable to pressures in 

system related to patients waiting for a suitable home care package to be put in place or for a residential/nursing 

care home to be found.  The majority of delayed days are still attributable to the NHS, but delays attributable to 

adult social care have risen by 85% over the past two years. 

During the winter period 2017/18, The Rotherham NHS Foundation Trust (TRFT) in partnership with NHS Rotherham 

Clinical Commissioning Group (NHSRCCG) and Rotherham Metropolitan Borough Council (RMBC) have changed how 

patients are supported who need ongoing health and social care assessments. The patients who still arrive at the 

hospital doors, and who are unable to go straight home after an acute admission due to various reasons are the 

focused patient group. These patients would have traditionally been known as a ‘Stranded Patient’ or a Delayed 

Transfer of Care (DTOC). A DTOC is where a patient is ready to leave hospital care, but is unable to do so and remains 

occupying a hospital bed, usually due to safety of managing at home, care provision not available or further care 

assessments needed amongst other reasons. 

Rather than opening additional capacity in hospital, community care, which research shows encourages a better 

recovery, was commissioned from two independent sector nursing homes.   The aim was to improve patient 

experience, hospital flow throughout services, giving the right level of care with a holistic approach.  The better use 

of winter funds means better use of the public purse, feeding in to the reduction of Delayed Transfers of Care 

attributed to Acute Care Trusts.  

Although the patient is not discharged ‘home’, this project aims to show that the community provides a better 

environment than the Acute Hospital. This is in line with the Rotherham Integrated Health and Social Care Place Plan 

and Better Care Fund Plan (2017/19), which outlines in detail Rotherham’s ambition for delivering sustainable and 

fit-for-purpose services in the future. 

2. Background 

The Rotherham health and social care system developed a robust winter plan for 2017-18 that included the 
additional funding for community beds over a short period of time (January 2018 to April 2018). The additional 
capacity was implemented on the principle that it would support patient flow in the hospital, leading to an increase 
in performance against the four hour A&E target. This report outlines the learning from this initiative and any lessons 
learnt for the future, in particular winter planning for 2019-20.  

3. Local Context 

NHSRCCG and RMBC are committed to developing an integrated locality model of health and social care which 

involves partnership working including better working relationship with the independent care home sector. The 

partnership model envisaged involves the notion of a shift in support from hospital services into the community 

where this is safe and appropriate to do so. The vision for the future is that ‘home is best’ wherever possible. During 

the winter period (2017-18), it was recognised that the Rotherham system were not quite ready to deliver ‘home is 

best’ for everyone due to inefficiencies in the current pathways and our bed based culture.  

Rotherham health and social care have jointly developed a DTOC action plan which has now been established to 

ensure that we reduce the rate of DTOC from hospital to the national requirement of 3.5%.  Rotherham has made 

significant progress against this target from a position of 5% in August 2017 to 2.2% in January 2018 (4% in 

September, 2% in October, 2.4%, November, 2.3% December and January 2.2%).  This rate is challenging to health, 
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social care and care home providers, in particular over the winter period.  The provision of step-down nursing beds 

in the community was thought to be a positive step to alleviate those pressures. 

4. Aims and Objectives 

NHSRCCG and RMBC worked collaboratively with two independent sector nursing care homes over the winter period 
(2017/18) to ensure patients who are medically optimized and no longer require in-patient consultant led care, are 
discharged from hospital and care for in the right environment on a short term basis. 
 
The pilot involved the commissioning of 19 step-down nursing care beds funded by the Improved Better Care Fund 
monies for 2017/18.  The pilot was encompassed within Pathway 2 of the discharge process from hospital. 
 
This pathway provides 24 hour, seven day nurse led care for adults with nursing needs but who are medically stable. 
The pathway is for patients who require a safe place to recover from the impact and consequences of an acute 
illness prior to an assessment regarding long-term care needs. Pathway 3 provides assessment and rehabilitation for 
patients with nursing needs.  
 
The aim and objectives of the project was: 

 

 To improve patient experience, by reducing stranded patients and provide a better ongoing health and social 
care experience. 

 By reducing stranded patients in hospital, the ambition was to lower the risk of hospital acquired infections 
and reduce growing dependency, which is created in hospital, to deliver a positive impact on the 
empowerment of patients. 

 To improve on the multi-disciplinary approach that is embedded at hospital and recreates this in the 
community, for flow to continue within the hospital. 

 To improve flow throughout the hospital, giving the right level of care outside of the ‘one size fits all’ hospital 
safety net. 

 To better utilise winter funds, which are limited, and support the reduction of Delayed Transfers of Care 
attributed to acute care Trusts. 

 To provide nurse led community care service with wrap around support across health and social care. 

5. Commissioning Arrangements 

The RMBC and CCG commissioning team contacted all care homes who are registered with the Care Quality 
Commission (CQC) to deliver nursing care in Rotherham, asking for expressions of interest in October 2018.  The 
remit included the ability to provide a minimum of 5 nursing beds for an initial 8 week period, starting from 2nd 
January to 26th February, 2018.  
 
A total of four care homes provided a written expression of interest and one care home verbally expressed an 
interest, but only had two vacancies within the home at the time.  The remaining 6 nursing care homes had only a 
very small number of vacancies; as such they were unable to meet the terms and conditions of the contract. 
 
A tour of the four proposed facilities took place on 22nd November, 2017, that had a sufficient number of nursing 
vacancies, and was carried out by the Strategic Commissioning Manager (RMBC/CCG), the Lead Nurse/Social Worker, 
Corporate Operations, (TRFT) and Clinical Quality Advisor (TRFT).   
 
The Nursing Home managers/owners and members of staff were questioned and asked to provide evidence against 
a number of key quality and safety areas in line with CQC expectations.  
 
The most recent CQC reports were also inspected and consideration was given to the number and types of 
contracting issues over the last 12 months and what rating each care home were rated on the Council’s risk register.   
 
The two care homes that were awarded the contract for the initial 8 week are as follows: 
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 Athorpe Lodge – Dinnington – 10 beds 

 Layden Court – Maltby – 9 beds 
 

Formal written feedback was given to each home in November 2018. 

6. Outcomes of the Project 

The outcomes of the project are as follows: 

 The project ran for a total of 98 days (14 weeks from January to April 2018) and the anticipated numbers to 
use the service were an estimated 35-39 people across the entirety of the project, basing this on the average 
ward being 27 bed spaces, giving an additional 12 for throughput, anticipating the beds would be occupied 
for longer than the 10 days a ‘Stranded Patient’ would usually occupy a bed.  

 The number of admissions amounted to 93 over a 14 week period across the two care homes. 

 The number of hospital days overall saved is 1,024 over the winter period. 

 There were 16 admissions avoided by assessing and transferring to the facility before being admitted to 
acute hospital from our Urgent and Emergency Care Centre and Acute Medical Unit, which is 17% of the 
overall numbers saving c.165 days of acute care. 

 Based on the average hospital bed cost of £400 per day, this is a saving of £410,000 against the cost of the 
project being £153,970 equalling a real term saving of around £256,000. 

 Length of stay (LOS) at its highest was 42 days for 1 particularly complex client, and shortest was 1 day for a 

number of clients. The average length of stay was 11 days (with the long length stays of 33, 41, 42 days 
counted for). Taking these 3 complex clients out as anomalies, took this average to 10 days in line with 
‘Stranded Patient’ definition.  

 31% of all the clients using the base stayed less than 7 days. 

 Given that a number of patients went home in a short period of time (less than 7 days), this suggests that 
better pathways in the community could have provided them with an outcome of “Home First”, without the 
transfer to a community bed. 

 77% bed occupancy rates at Layden Court and 66.32% at Athorpe Lodge, amounting to a total bed 
occupancy rate of 70.01%, against a target of 8%.  This suggests that only 15/16 nursing beds needed to be 
commissioned to meet demands. 

 The average age of the clients using the service was 83 years old. 

 67% were female patients and 33% male patients. 

 43% of patients required double handled and 57% required single handled care. 

 Patient satisfaction of the service is high with 94.62% of patients questioned on discharge were satisfied 
with the service that they received.   

 Complimentary/thank you letters have been received around the difference this made to the patient’s life 
since receiving support, enabling them to return to their own home. 

 

Table 1 – Discharge Outcomes from Winter Pressure Beds 

 

The pie chart below illustrates the discharge outcomes from the project on leaving the bed base as follows: 
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This shows that 52% of patients were successfully returned home, of which 4% were discharged home with no care, 
41% discharged with formal care and 7% discharged with a reablement package in place.  However, a large number 
of patients were discharged to residential care (19%), nursing care (8%) and 7% respite care/short stay placements.  
12% admitted to hospital and 2% passed away. 

7. Success of the Project 

The success of the project was dependent on providing a multi-disciplinary approach as follows: 

 Senior Nurses and Pathway Co-ordinators ensured identification of patients and transition from hospital 
wards to care homes were carried out in a timely manner. 

 Social work staff from the reablement and long-term conditions project (early planning) ensured that a 
strengths-based approach was maintained. 

 Accessing a wealth of community resources and promoting independence wherever possible. 

 Dedicated therapy support provided a robust and positive risk management with all potential solutions 
explored (e.g. assistive technology, equipment, aids and adaptations) etc. 

 Care home managers, nurses and carers responded to the challenge, knowing the work around building a 
positive, robust MDT.  The complexity of the patients, the dynamics of their health and social care needs and 
the wrap around service provided by a signed up and fully committed MDT including nursing, therapy, 
continuing health care, social care, mental health practitioners, GP practices and care homes which enabled 
early discharge from service and saved over 1,000 hospital stays in hospital.   

 Teleconference calls were also used to address strategic and operational issues within the health and social 
economy (commissioner and provider involvement) which were dealt with swiftly and in a professional 
manner to resolve and improve better outcomes of the project. 

 The DTOC rate in Rotherham has reduced from 5.0% in August 2017 to 2.2% in January 2018; therefore, the 
project has had a positive impact on reduced delayed discharges. 

 Although the project was successful in reducing delayed transfers of care, there were a number of patients 
who were discharged within a short period of time (less than 7 days).  Therefore, if better pathways in the 
community were developed, this would provide an outcome of patient being discharged home, without a 
transfer to a community bed 

  

52% 

7% 

19% 

8% 

12% 

2% 

Discharged home

Respite/short stay

Residential Care

Nursing Care

Hospital

Died
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8. Financial Costs of the Project 

Table 2 – Financial Costs 

The table below illustrates the financial costs of the project as follows: 

Costs 
2nd Jan -26th Feb  
(8 weeks) 

27th February to 9th April  
(6 weeks) 

Athorpe Lodge - £591 per bed per 
week £47,280 £35,460 

Athorpe Lodge Spot Purchase Bed 
Costs - £591 x 2 beds for 1 week £0 £1,182 

1:1 staffing costs (to support 
complex needs of 1 patient) £0 £605 

Layden Court - £591 per bed £42,552 £0 

Agency OT in Care Home Support 
Service £0* £0* 

Care Pathways Co-ordinator £3,752 £2,814 

GP Costs - Layden Court £2,250 £0 

GP Costs - Athorpe Lodge £2,500 £1,725 

Additional GP Costs –  
Athorpe Lodge  £0 £7,190 

SW Locum Costs £0* £6,660 

Total  £98,334 £55,636 

TOTAL COSTS £153,970 

*met within existing resources – but would need to identify additional costs if community beds were commissioned 

in future 

The total cost of the project amounts to £153,970 for 14 week period which includes GP, Locum SW, Care Pathways 
Co-ordinator, winter pressure bed bases and additional 1:1 costs to support a person with dementia.  However, if 
the service were established in the winter of 2018/19 with the same provision there is likely to be an increase in GP 
costs, SW and therapy costs – so potentially future costs of the project would be in the region of around £200,000 
per annum for same level of service (19 beds).  Commissioning a smaller bed base would reduce costs and still 
maintain the outcome of alleviating winter pressures. 

 

However, by diverting this investment in a “Home First” model for next winter would enable patients to be 
discharged home, thus promoting better outcomes, reducing delayed transfers of care and reducing the number 
admitted to long-term residential care.  

9. Recommendations 

 Whilst the winter beds successfully supported flow from the hospital over the peak periods in winter the 

evidence suggests that a high proportion of people may have received better outcomes if they were 

supported home initially. The redesign of the community reablement and rehabilitation offer will be focused 

on a “Home First” model which consists of a community team providing all elements of a multi-disciplinary 

service (some elements will provide 24/7 cover) through a single referral and assessment process and single 

or streamlined management structures.  This will enable people to recover in their own home, if deemed 

appropriate. 

 Engagement with GP practices will need to be on board  to ensure “buy in” from outset of the project to 

support patient’s needs in the community 
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 Should beds be delivered over winter 2018-19 it is important to ensure attendance of the GP practice at all 

weekly MDT’s to ensure needs are addressed and promote better outcomes. 

 Engagement with Community Physician to provide support for patients with ongoing physical needs. 

 Consultation and engagement with RDaSH to provide support for patients with mental health needs. 

 Trusted assessor post to be part of the winter pressure and Home First models of provision to assist hospital 

discharges to care homes. 

 Hospital will need to develop a prompt sheet to assist ward staff in collecting comprehensive patient data, 

robust screening process and pre-assessment to accurately reflect the needs of the patients/customers, thus 

reducing the number of inappropriate admissions/referrals to the service.   

 A review of  the “discharge to assess” referral form should include information around whether the patient 

has been diagnosed with dementia (including type), allocated CPN, allocated SW, any challenging 

behaviours, including frequency and intensity of incidents, communication aids e.g. glasses, hearing aids, 

dentures, pacemaker, nutrition (weight on discharge), dietician input, input from SALT, continence e.g. 

reason for catheter in place, baseline observations, type of bed, mattress required, copy of capacity 

assessment completed, skin integrity and body map showing any pressure sores/bruising/marks etc, details 

around activities of daily living. 

 Hospital will need to provide medications with clear instructions around dosage which match the discharge 

letter, include photocopies of warfarin sheet on the wards, discharge patients with appropriate quantities of 

all medication (a minimum of 14 days), provide a discharge summary on the patient’s records, including past 

medical history, so that clinicians have adequate information when caring for patients and complete 

medication reconciliation, so that it is clear whether medications have been started/stopped/charged.  Also 

need full name and address of patient’s own GP practice. 

 Hospital to complete mental capacity and best interest decisions and those relatives have power of attorney 

for health and well-being. 

 Adequate supply of continence wear should be provided by hospital on discharge. 

 Next of kin should be contacted to discuss the transfer of patient prior to this taking place. 

 Transfer of Care Co-ordinator or ward/discharge lounge to contact care home on discharges, 

 Admissions to care homes should not take place after 10.00 pm. 
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13. Appendix 2 – Community Beds Analysis Report – Winter 2017-18 

 

Community Beds Analysis – Winter 2017-18 (November 2017 to February 2018) 

1. Background  

There are a number of community bed units providing community bed based care for Rotherham service users.   

Below is a summary of what each Community Bed Area provides.  

1.1 Breathing Space In-Patient Beds 

RCCG commissions 20 in-patient beds at Breathing Space (10 of these have been closed over the winter period).  

These are in-patient beds for adults with acute respiratory care needs.  The beds provide both step-up and step-

down provision and patients can self-refer if they are known to the service.  

1.2 Community Hospital and Community Hospital Discharge to Assess (D2A) Beds 

The Community Hospital is a nurse led unit which has 19 beds, including 11 beds for mainly Elderly Frail patients and 

8 Discharge to Assess (D2A) beds.  The D2A beds are for medically fit for discharge patients who require a period of 

optimisation before being assessed for Continuing Health Care.  The Elderly Frail beds are for people needing a brief 

intervention such as recovering from recent illness or who need a period of recovery/recuperation.  Beds can be 

both step-up and step-down.  

1.3 Intermediate Care (Lord Hardy and Davies Court) Residential Care Beds  

These are therapy led beds which provide rehabilitation predominantly for people 60+ who are considered unsafe to 

remain at home or return home but who would have the ability to safely live at home following therapy/ 

stroke/mental health/neurological/reablement intervention.  Also people who are unstable to remain at home safely 

but who not need hospital admission.  There are 54 beds in total 27 beds at both Lord Hardy Court and Davies Court.  

The beds include 8 Integrated Rapid Response beds. 

1.4 Spot Purchase Admissions – Independent Sector  

There are 14 independent sector care homes (residential) in the North, South and Central area of Rotherham which 

are used by the Integrated Rapid Response Service to support admission avoidance by providing short stay 

residential placements until the patient has recovered from an illness or fall who cannot be safely managed at home. 

These beds are only utilised when the intermediate care beds are fully occupied or where double handling/complex 

needs cannot be met.  

1.5 Winter Pressure Beds (Athorpe Lodge/Layden Court) 

Additional step-down nursing care home beds from the independent sector were commissioned by RCCG and RMBC 

between January and early April 2018 to provide additional community nursing bed capacity during winter 

pressures.  This was funded from the Improved Better Care Fund (IBCF).  19 beds were available from 2 January to 26 

February 2018 and 10 beds from 27 February to 7 April 2018. The average length of stay for these beds is 11 days. 
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1.6 Ferns Ward 

The Ferns Ward provides cognitive rehabilitation for people with dementia/cognitive impairment who no longer 

require an acute inpatient bed at TRFT. The 12 beds are predominantly for people 60+ who are considered unsafe to 

remain or return home but who would have the ability to safely live at home following therapy/ stroke enablement 

intervention.  Also people who are unstable to remain at home safely but who not need hospital admission.   

1.7 Waterside Grange Discharge to Assess (D2A) beds  

RCCG commissions 6 beds at Waterside Grange for patients who are medically fit for discharge and require a period 

of optimisation before being assessed for Continuing Health Care and other ongoing assessments.  Beds can be both 

step-up and step-down.  

1.8 Ackroyd House  

TRFT commissioned 11 beds at Ackroyd House for patients who are medically fit for discharge and no longer require 

consultant-led medical care. Patients awaiting non-acute health and social care support will be transferred from 

TRFT to Ackroyd House.  (The beds exclude patients requiring Intermediate Care and Discharge to Assess).    

2. Admissions 

The table below shows the number of admissions to each community bed provision over the 2017-18 Winter period.  

The highest number of admissions was to Intermediate Care (186), Breathing Space (169) and the Community 

Hospital (Excluding D2A) (101).  The highest number of admissions by month was in January 2018 with a total of 221 

admissions.  

Community Area Nov-17 Dec-17 Jan-18 Feb-18 Total 

Intermediate Care (Lord Hardy and 
Davies Court) 

51 43 55 37 186 

Breathing Space 48 40 48 33 169 

Community Hospital (excluding D2A) 38 34 26 3 101 

Winter Pressure Beds (Athorpe Lodge/ 
Layden Court) 

N/A N/A 51 36 87 

Ackroyd 13 16 12 12 53 

D2A Community Hospital 3 5 9 34 51 

Spot Purchase Admissions - 
Independent Sector 

8 5 12 4 29 

Ferns 5 6 5 8 24 

D2A Waterside Grange 6 4 3 1 14 

Grand Total 172 153 221 168 714 

 

3. Bed Occupancy  

The graph below shows total the average bed occupancy rates for all Community Bed Areas covered in this report 

over the winter period.  The highest bed occupancy rate over this period was Waterside Grange (95%), Community 

Hospital (95%) and Breathing Space (94%).  The lowest bed occupancy rate was the Winter Pressure beds (72%), 

although these were commissioned on an ‘as needed’ basis.   
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To note that there is no bed occupancy data for The Ferns Ward as this is not collected.   

The table below gives detail of bed occupancy rates per month, per Community Bed Area.  

Community Area  Nov-17 Dec-17 Jan-18 Feb-18 Total 

Breathing Space 91.3% 91.9% 97.1% 95.0% 93.8% 

Community Hospital (includes Elderly Frail and D2A)  98.9% 84.2% 99.7% 96.2% 94.7% 

Community Hospital D2A only  92.1% 87.5% 95.9% 67.8% 86.3% 

Intermediate Care (Lord Hardy Court/Davies Court) 84.4% 82.7% 88.0% 92.0% 86.7% 

Winter Pressure Beds (Athorpe/Layden) 0.0% 0.0% 63.2% 81.4% 72.3% 

Waterside Grange D2A  81.7% 100% 98.4% 100% 95.0% 

Ackroyd  82.4% 81.3% 91.6% 88.3% 88.3% 

Total Beds ALOC 87.8% 84.9% 88.5% 90.9% 88.1% 

 

4. Community Beds Discharge Destination 

The chart below shows discharge destination from all Community Bed Areas.  In total 652 patients were discharged 

from community beds and almost three quarters of these 73% (475) were discharged home,  10% (64) patients were 

transferred to an acute hospital bed, and 9% (58) patients were discharged to residential/nursing care.    
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The graphs below give more detail per Community Bed Area: 

4.1 Breathing Space In-Patient Beds  

 

 

 
 

  

475, 73% 

64, 10% 

58, 9% 

18, 3% 
16, 2% 

13, 2% 7, 1% 
1, 0% 

Discharge Destination From All Community Bed Areas 
Nov 17 to Feb 18 

Home

Acute Hospital

Residential/Nursing Care

Temporary place of
residence

Died

Respite Care

Inappropriate Referral

Rotherham Hospice

151 

9 
7 2 1 

Discharge Destination from Breathing Space In-Patient Beds   
Nov 17 to Feb 18 

Home

Hospital

Died

Non NHS Nursing/Residential
Home

Died
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4.2 Community Hospital D2A Beds 

 

4.3 Community Hospital (non D2A) 

 

  

9 

7 

5 

3 

Discharge Destination from Community Hospital D2A Beds  
Nov 17 to Feb 18  

Home

Residential/Nursing Care

Inappropriate Referral

Temporary place of residence

62 

15 

9 

6 
3 2 1 

Discharge Destination from Community Hospital (non D2A beds) 
Nov 17 to Feb 18 

Home

Temporary place of residence

Residential/Nursing Care

Acute  Hospital

Died

Inappropriate Referral

Rotherham Hospice
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4.4 Intermediate Care (Including Spot-Purchase) 

 

4.5 Winter Pressure Beds  

 

4.6 Ferns Ward  

There were a total of 11 discharges from the Fern Ward, 11 patients went home and 1 patient was transferred to 

residential/nursing care.  

4.7 Waterside Grange D2A  

There were a total of 5 discharges from Waterside Grange, 4 patients were discharged home and 1 patient was 

transferred to hospital.  

  

174 

30 

8 7 3 

Discharge Destination from Intermediate Care (including spot       
purchase) 
Nove 17 to Feb 18 

IC (incl spot purchase beds)

Home

Hospital

Residential/Nursing Care

Respite Care

Died

42 
16 

8 

6 

Discharge Destination from Winter Pressure Beds  
Nov 17 to Feb 18 

Home

Residential/Nursing Care

Hospital

Respite Care
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4.8 Ackroyd House  

There were a total of 50 discharges from Ackroyd House, 23 patients went home, 15 went into 

residential/nursing care, 10 were admitted to hospital and 2 patients died.  

 

 

5. Length of Stay  

The average length of stay for each Community Bed Area during this period is shown in the table below:  

Community Bed Area  Number of Days 

Breathing Space In-Patient 5.5 

Community Hospital (non D2A) 17.3 

Community Hospital (D2A) 25.8 

Intermediate Care (Lord Hardy and Davies Court)  29 

Spot Purchase Admissions – Independent Sector 11 

Winter Pressure Beds (Athorpe Lodge/Layden Court) 11 

Ferns Ward 18 

Waterside Grange D2A  20.8 

Ackroyd House  24.3 

 

  

23 

15 

10 

2 

Discharge Destination from Ackroyd House  
Nov 17 to Feb 18 

Home

Residential/Nursing Care

Hospital

Died



 

 

59 

 

14. Appendix 3 – Reducing long stays in hospital – to reduce patient harm and bed occupancy – Actions  

Annex 2 – actions to be taken to deliver the ambition 

 

How do you expect systems to deliver this? 

1. Delivering this ambition will require the same level of focus, grip and leadership as when the significant 

reductions in healthcare acquired infections were delivered a decade ago. 

2. What will work in each local system will differ based on local circumstances but the key activities which 

are required to deliver this improvement will include; 

• whole system leadership and partnership working with a shared aim grounded in patient 

safety and avoiding harm; 

• long-stay patient reviews and multi-agency discharge events to ensure whole system partnership 

working in delivering the overall ambition; 

• putting in place executive lead escalation arrangements working with senior leadership across 

health and social care systems to tackle blockages that can’t be addressed locally or internally; 

• delivering the existing delayed transfer of care reduction ambitions; 

• 7 day working to reduce the variation between weekday and weekend non-elective discharge 

volumes from acute hospitals. 

3. For acute trusts a focus on: 

• treating lengths of stay above best practice guidelines as a safety issue which need urgently 

addressing ; 

• getting and using accurate daily information on all long stay patients in hospital, supported by 

real time use of Patient Administration Systems used for bed management and to give automatic 

capacity and occupancy information; 

• work at the front door (and ideally before it), including ambulatory emergency care,  therapy 

services and appropriate care pathways to avoid admissions for patients who do not require acute 

care in hospital and are at risk of deconditioning if they do. This will reduce the number of 

complex discharges; 

• routinely screening within 2 hours of presentation all older people (aged 75 and over) for their 

prior degree of frailty using a validated tool, their prior level of functional need and their present 

cognitive status.        This data and clinical judgment should be used to identify within 72 hours of 

admission and pro-actively plan for discharge home of: 

• those patients who are most vulnerable to hospital-associated de-conditioning and who 

are judged fit enough to be provided rehabilitation and recovery care in a community 

setting 

• those patients who require end of life care and for whom this can be provided in a 

community setting 

• trusts implementing processes so that patients who require admission for more than 72 hours are 

not moved from their admitting ward until discharge from hospital  except where this is deemed 

necessary on clinical grounds by a senior clinician (equivalent ST3 level doctor or above); 

• ensuring that simple and timely discharges are optimised, including through criteria led 

discharge; 

• work in the hospital to address bottlenecks and expedite discharges, including by implementing 

Red2Green and SAFER patient flow bundle systematically across ALL wards; 

• supporting hospital therapy, medical and nursing teams to identify and address inappropriate risk 

adversity which may be delaying assessment for , or leading to the requesting of excessive packages 

of community care; 

• work closely, supportively and continuously with community health and social care partners to 



 

 

60 

 

expedite discharges from acute and community beds in order to ensure whole system flow; 

• ensuring effective Board accountability, including publishing monthly board reports on number of 

stranded (7 days or more) and long stay (21 days or more) patients delayed in hospital and the 

coded reasons for these delays. 

4. For system partners in community and local government a focus on: 

• delivering 100% access to extended GP services; 

• preventing unnecessary hospital admissions - the default should be that all care home residents 

with ‘urgent’ and ‘less urgent’ needs  at risk of admission to hospital, first have a clinical 

assessment, through a  GP,  paramedic or other health professional  based ‘Hear & Treat’/‘See & 

Treat’ model; 

• ensuring that home and bed based intermediate care, crisis response and reablement should be 

available in all areas for step up care as an alternative to hospital admission as well as on discharge. 

These should be available to self-funders as well as people needing council or NHS funded support; 

• ensuring staff in hospitals have timely access to social care assessment staff and social care 

practitioners seven days a week, and that multi-disciplinary teams work together to make 

referrals and support discharge seven days a week; 

• ensuring that all inpatients and their relatives, and in particular those who arrange and fund 

their own support, have access to information and advice in hospitals so that they can begin to 

make plans for discharge as soon as possible; 

• offering a co-designed and mutually supported (by care providers) trusted assessment service for 

care homes, so that care home managers do not have to  come into hospitals themselves and can 

rely on a trusted assessment in order to decide about potential admissions; 

• home and bed based intermediate care, crisis response and reablement (for step up and step 

down care) should commence within 2 days of receiving the appropriate referrals. [NICE 

guidance (NG74) for bed based services extended to home based services to avoid a perverse 

incentive to refer patients to bed based services]; 

• care homes accept admissions (discharges from hospital) 7 days a week; for new residents until 

5pm and returning residents up until 8pm; 

• ensuring discharge to assess services are available in all areas, so that there is default expectation 

of home first, with increasing proportion of patients supported to return to their own home rather 

than going into long term care. 

•  

An improvement guide on reducing long stays in hospital will be available at 

https://improvement.nhs.uk/resources/guide-reducing-long-hospital-stays 

 

How will progress be measured? 

5. Technical guidance will be published in due course. 

6. The ambition will be for each local system to deliver. Every acute trust will be required to report progress 

through their Board papers. A proposed dashboard for operational use and for Board reporting is being 

developed. 

7. We encourage trusts to collect data frequently and regularly on their current inpatients, including their 

current length of stay, expected date of discharge,  the number of patients ‘who no longer require 

hospital care and are well enough for cared in a [named] community setting’ and the reasons for patients 

still being in hospital. There are a number of tools and approaches to support this including use of 

Red2Green and number of stranded patients at 7, 14 and 21 days. Where trusts have significant 

performance challenges or are off track with their agreed improvement trajectory we may require 

additional reporting. 

https://improvement.nhs.uk/resources/guide-reducing-long-hospital-stays
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15. Appendix 4 – NHSI Long Stays Dashboard – Monthly Performance and Sectorial Ambitions for TRFT 
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16.  Appendix 5 – Rotherham Winter Initiatives 2018-19 Action Plan  

Winter Initiatives   
2018-19  

 
 

Date of Plan  

26 September 2018 
 

Rating 

 
On Track 

 
Mostly on Track 

 
Off Track 

 

Programme Lead;   Claire Smith CCG 

Email; Claire.smith@rotherhamccg.nhs.uk  
 

Telephone Number Claire: 01709 428721 

 

Project / 
Programme / Sub 

Progress this Period 
(July/August/September) 

Actions next Period (October) Achieved 
by Date  

Owner  

IBCF  

01: Age UK  
Continued additional 
capacity into ED/AMU 
over winter  

Report to CCG outlining the 
proposal for continued 
investment. Service to be merged 
with core contract to deliver 
efficiencies – total cost £36,000 

  

Agree model and implement for 
September 2018.  Further work 
required to ensure model is 
working effectively.  Timeframe 
revised to October 2018.    

October 2018 Julia Massey CCG Lead  

02; ‘Home First’ 
Additional resource 
(current therapy, fast 
response nurses and 
social work) and 
reconfiguration of 
community teams to 
deliver discharge 
home pathway and 
prevention of 
admission.  

Audit of 50 community bed 
referrals (examining why not 
home) – achieved  

  
‘Home First’ pilot has commenced 
with therapy, fast response and 
social care. 

  
Proposals for increase resource in 
Therapy, Nursing (Fast Response) 
and Social Care have been 
submitted. Process of recruitment 
(agreement though organisation in 
principle commenced.  
 
Agreed contingency funding of 
£50,000 for spot purchase beds if 
required 

 

Agree allocation of IBCF funding 
(£400,000) in across service areas.  
 
Agree contract variation to 
Domiciliary Care providers to 
ensure urgent response to 
supporting people at home (prior to 
assessment) to deliver home first 
model. 
 
Begin recruitment process for 
additional resource across health 
and social care 

December 
2018  

Claire Smith CCG lead  
George Briggs TRFT 
lead  
Chris Corton RMBC 
lead  
 

03; Trusted assessor 
in hospital to support 
patient flow including 
deflection in ED to 
support at home.  

2 Part Time therapists have been 
appointed (June 2018) to 
implement this role. Service is 
monitored and reported on to 
NHSE (BCF).  

  

No further action required. Achieved  Claire Smith CCG lead  

04; Reablement  
Increase capacity to 

Business Cases submitted and 
agreed for the following –  

Recruit to Manager (by August 18)  
Recruit to casual bank (by October 

November 
2018  

Chris Corton, RMBC 
lead  

mailto:Claire.smith@rotherhamccg.nhs.uk
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meet 500hrs through 
effective delivery of 
in-house provision  

Casual Bank, Extending hours of 
existing staff group, Manager to 
manage casual bank, Senior 
Business Support Officer (to 
oversee the extra capacity/ 
planning).  

  
Increasing hours of existing staff 
has already commenced to meet 
additional demand. Take up is 
expected to increase once the 
school holidays are over. 

18)  
 
 

05; Community Beds 
Spot Purchase 

Funding agreed of c. £50,000 from 
IBCF to manage at high escalation 
(level 4) additional demand. This is 
to support risk management of the 
home first model.  

No further action required. use of 
arrangements in place through 
integrated rapid response provision 
(14 care homes used for spot 
purchase throughout the year).  

N/A Claire Smith CCG Lead  

TRFT 

06; Community 
Services – Planned 
and Unplanned  

A new community nursing model 
has been introduced this year and 
will be fully embedded in time for 
winter.  The new model includes 
having separate staff for planned 
and unplanned work with an 
improved triage system.  This 
should provide a more efficient, 
effective and responsive 
community nursing service.   

   

Planned and unplanned activity has 
been separated.   

Completed.  Penny Fisher TRFT lead  

07; Reducing Length 
of Stay: 
a) 6As for managing 

emergency 
admissions 

The 6As event will be addressed 
via an extended operational group 
which currently meets on alternate 
Wednesdays (weekly during 
winter) – this will be undertaken 
on 5 September and all system 
leaders have been requested to 
release staff for the whole morning 
on this day.  In addition an ED 
consultant, member from 
Voluntary Action Rotherham and 
the CCG GP clinical lead will be 
required. 

 

Event has taken place and an action 
plan created to address the actions 
identified. 

Completed Jacqui Tuffnell CCG 
lead 

b) Ambulatory 
emergency care 

 

Work is continuing in relation to 
ambulatory emergency care and a 
report has recently been provided 
by TRFT. Whilst ambulatory 
arrangements are working, there is 
a programme of work to ensure 
the service is fully sustained, is 
receiving all of the ambulatory 
procedures which are feasible and 
is operating 7 days per week. 

 

Meetings have been diarised to 
discuss the TRFT report and the 
separate CCG report. 

October 2018 David Clitherow, CCG 
lead 
 

c) Safer patient flow 
bundle 

SAFER, EDD, CDD and Red2Green 
days are all part of a programme of 
work being undertaken within 
TRFT.  Good progress is being 
made however this is a significant 
programme of work changing 
culture across the organisation and 
‘Home First’ is being used to 

The acute beds have been audited 
internally re compliance with EDD’s 
Safer Board rounds and Nurse led 
discharges.  A refocus has taken 
place on criteria led discharge with 
plans agreed and a program or 
work in place to improve such.  
Focus on AMU and A3.  Audit of 

October 2018 
 
 
 
 
 
 
 

George Briggs, Trust 
lead 

d) EDD and CDD 

e) Red2Green days 
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support embedding these 
arrangements. 

 

AMU shows increased nurse led 
discharges.  Red 2 Green and PJ 
Paralysis being re-launched 
September onwards.   

 
November 
2018 
 
 

f) Multi-agency 
discharge event 

See 7 a) above.  

 

   

g) Full 7 day working 
to reduce 
variation between 
weekday and 
weekend non-
elective discharge 
volumes. 

The Trust is taking part in the NHSE 
7-day program and has achieved 
the following key standards:-The 
Trust is taking part in the NHSE 7-
day program and has achieved the 
following key standards:- 
2 – Patients wait no longer than 14 
hours to first Consultant review. 
5 – Patients get access to 
diagnostic tests with a 24-hour 
turnaround time.  
6 – Hospital inpatients must have 
timely 24-hour access, seven days 
a week, to key consultant-directed 
interventions.  
8 – Patients with high-dependency 
care needs receive twice-daily 
specialist consultant review.  

 

Spring 2018 Seven Day Services 
Survey Results:- 
Achieved 2018 Seven Day Services 
Survey, reaching compliance 
against the four clinical priority 
standards.   
 

Number of 
Standards met 

4 

CS2 93%  

CS5 100%  

CS6 100%  

CS8 90%  
 

Yearly June  George Briggs 
Trust Lead 

h) Patients only to 
be moved from 
their admitting 
ward where 
clinically required. 

The Trust is developing plans to 
ensure patients are moved only 
when clinically appropriate and 
within normal hours. 

 

Ring-fenced Gynaecology beds have 
been agreed and ring-fenced.  
Stroke beds have been agreed.  The 
Gynaecology Assessment Unit is in 
place and opened in August 2018.  

September 
2018  

George Briggs 
Trust Lead  

i) Use of extended 
access hubs  

Meetings have taken place 
between the CCG, Federation and 
UECC to put in place the booking 
arrangements for extended access 
 

 

Arrangements for patients to be 
directly booked into extended 
access appointments will be in 
place by the end of October 
 

 

October 2018 Mel Simmonds  
Trust Lead 
Lucy Cole 
Federation lead 

Social Care  

Integrated Discharge 
Team – recruitment 
to lead and 
implementation of 
policy/process for 
further integration  

Recruited to post of Integrated 
Service Lead  

   
Develop shared Patient / Family 
Choice Policy – in draft awaiting 
sign off from TRFT     

  
 

Single referral process to be 
implemented   

 
Care Coordination Centre and 
Integrated Rapid Response co-
located (requires confirmation of 
building availability)  

  

Appointment 
to post 
achieved 
 
Milestone 
achieved by 
October 18  

Steph Watt 
RMBC/TRFT lead  

Social Care – 
Brokerage Function & 
7 day services 

Brokerage team manager 
appointed 

 

Staff will work at hospital to 
manage surge periods i.e. Monday 
and Friday as per 2017-18 plan. 
Social workers continue 7 day 
working practices. 

Achieved  
 
Ongoing 
through 
Winter 18-19 

Jenny Anderton RMBC 
lead 

Reablement – 
Increase in Capacity 

Casual Bank of enabling support 
workers who operate on zero 
hours;  will allow social care to 
flexibly increase hours available at 
peak demand ( ie: during winter 
pressure periods ). 
 
Increase Provision of additional 
hours for existing ESWs; on a 

Recruiting a further Staff Manager 
to oversee new workers / this extra 
work.   
 
Additional posts to be advertised 
and recruited to. 

November 
2018 

Chris Corton RMBC 
lead 
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voluntary basis, not on shifts but 
‘by the hour’ according to demand. 
This has been in place for at least a 
month now.   

 
 

RDaSH  

Review of Ferns ward 
criteria 

Discussions taking place between 
the CCG, TRFT and RDaSH in 
relation to amending Ferns criteria 
to enable improved utilisation  
 

 

Agree criteria change to support 
the system 
 
 
 

 

October 2018 Dianne Graham 
RDaSH lead 
Kate Tufnell 
CCG lead 
 

System Wide Actions  

Escalation process – 
more robust process  

Need to have a more robust 
process in place for system wide 
escalation.  To be done through 
EMS.   

Action cards to be reviewed for 
organisations on EMS.  

November 
2018 

Claire Smith, CCG Lead  

Rating Copy button to populate  

Key Risks / Issues  

ID Risk Issue Description  Impact Mitigating 
Actions 

Owner Status  

        

        

        

 

Milestones Overdue 

Project / Sub 
Programme 

Milestone 
Description 

Expected End Date Revised End 
Date 

Dependant tasks 
/milestones – Y/N 

Owner  

      

      

Escalated Issues (including those from last Highlight Report not yet resolved) 

Item Issue Recommended Action (s) Owner  

    

Escalated Risk 

Item Risk H.M.L. Recommended Action (s) Owner  
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17.  Appendix 6 – Summary of Rotherham Winter Initiatives 2017-18 and 2018-19  

2017-18 Initiative  2018-19 Initiatives  
Is this a continuation of 2017-18? 

Comments 2018-19  

Age UK additional capacity in ED (IBCF) Yes  Reduced funding is now supporting to new initiatives;  
1. Trusted Assessor  
2. IT system for Community Nursing to support effective/efficient 

distribution of workload.  

Reablement additional capacity  Yes  Last year this was through an independent sector provider, this year the in-
house provision will pick up the additional capacity through additional 
resource.  

Winter Pressure Beds (Dec17-March 18) No  
Spot Purchase beds 

Spot purchase budget has been identified to mitigate risk of delivery of the 
home first programme 

Frailty Unit (Team) 
AMU 

Yes  Frailty Team established and in place. AMU up and running.  

Workforce pressures: Management of leave, 
support by Locums, additional GP/ANP resource 
sought  

Yes – continuation of workforce 
planning and management however 
new initiative is Medical workforce 
capacity (overseas) 

Implementation of additional capacity has commenced through 
recruitment of overseas medical workforce  

Escalation Management System, Operational 
weekly meetings and telecalls 

Yes  EMS has expanded to include services such as Intermediate Care  

Elective Planning  Yes  Contract with TRFT has planned for reduced elective work over winter 
period  

Brokerage Function in social care  Yes  Service will continue to work from the hospital site on days of peak 
demand i.e. Monday and Friday  

GP Hubs and Direct Booking  Yes  Significant expansion to hours available planned  

Minors streaming  Yes  Improved utilisation of GP hubs to use all system capacity 

Ward Co-ordinators  Yes   Not all wards had a co-ordinator in 2017-18 this is now in place to support 
discharge planning alongside the integrated discharge team 

No CHC assessments in acute setting   Yes  Continues to have low levels of assessment in acute setting  

Social prescribing  Yes  Increased funding through IBCF to expand provision and increase cohort of 
people supported above risk stratification level 
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