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Purpose: 
The purpose of the report is to update Governing Body on the development of a proposed 
delivery model for integrated localities and next steps in implementation/roll out.  
Background: 
Appendix 1 sets out the proposals for the development of integrated locality working in 
Rotherham. The Rotherham Integrated Care Partnership Board has requested a detailed 
proposal on a service model that could be adopted across the borough. The Board has also 
requested a report setting out details on how the new service model can be rolled out.  
Because of the interdependency with other aspects of the Place Plan, the report (Appendix 1) 
provides an overview of the key elements of the co-dependent priorities within the remit of the 
Acute and Community Transformation Group. 

This service model is set within the context of the NHS Five Year Forward View, the 
Rotherham Adult Social Care Vision and Rotherham’s Adult Social Care Commissioning 
Strategy. It also builds on the learning from the Health Village pilot.   

The Health Village Integrated Locality pilot was implemented in July 2016 initially for one year 
with the intention to roll the model out across all Borough localities.  The overarching aims of 
the project were; 
• to prevent/reduce hospital admissions
• to reduce the length of stay in secondary care
• to reduce the cost of health and social care through early intervention
• reduce duplication for patients and professionals
• improve communication and joint working between professionals
• develop a holistic approach to care

The project was based upon the development of an integrated locality team servicing the adult 
population, primarily those aged over 64 years. The project concentrated on delivering care to 
the populations of two GP practices with a population of 35,949 residents.  The project also 
services the Care Homes within that same locality. 

The team was multi-agency and co-located within the building that hosts the two GP practices.  
The core team consisted of a Community Physician, Community Matron, District Nurses, 
Physiotherapy, Occupational Therapy, Social Care, Community Development and Link Worker, 
Mental Health and Social Prescriber.   



                                                                                                                                  

 
 
 
 

 
 
 
Summary of proposed service model 
The proposed model is a concept that spans beyond the initial scope of the Village Pilot. 
Through the pilot and stakeholder engagement it is recognised that the efficacy of integrated 
localities is interdependent with key services that operate outside of the pilot. It is therefore not 
possible to consider localities independently without jeopardising the opportunities to be had if 
the approach is considered from a whole system perspective.  Therefore the recommended 
approach describes a whole community system model.  
 
The primary aim of the emerging Community Care model is to embed prevention based 
interventions.  The approach is aimed at preventing, reducing or delaying health and social 
care long term interventions. 
 
It is proposed that there should be a planned community care hub for each partnership area. 
However, it is important to note that these may look different in each locality dependent on the 
demographics and needs of the population. These hubs are likely to house the leadership 
team/s, overarching functions and some operational staff.  In addition there will be Planned 
Community Care satellites for each of the localities.   
 
Picture 1: Proposed locality structure for provision defined within Appendix 1  
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Manor Field 
Dinnington 
Village 
Kiveton Park 
Swallownest 

Rother Valley South 

 
It is proposed that partner organisations align functions to the Integrated Localities where it is 
clear a multi-disciplinary approach would add value and where it is more likely that our joint 
outcomes will be achieved.  It is proposed that the following functions are aligned to move to 
the desired vision of Integrated Locality Teams. 
 
• Community Nursing/therapy              Rotherham FT 
• Social Workers   Rotherham MBC 
• Community Link Workers  Rotherham MBC 
• Social Prescribing Brokers  Voluntary Action Rotherham 
• Mental Health Workers   RDASH 
 
It is important to note that in order for prove of concept to develop there will be an alignment of 
functions in the first instance to allow for bespoke development of the locality model in each of 
the 3 areas. Aligned localities will be referred to as integrated locality teams as this is the 
overarching vision.  
 
Integrated Locality Proposed Structure 

 
 
Development of GP provider localities 
 
As an enabler to the integrated locality model, work is taking place to develop the Rotherham 
GP provider model.  Funding has been provided by NHS England to create localities of 30 – 
50,000 patients who work ore cohesively as follows: 
 

• Interoperable systems and Integrated clinical records   
• Sharing workforce across their locality 
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• Community Development 
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• Rationalisation of primary care with optimum estate usage 
• Fully functioning Integrated Teams   
• Risk stratification and care plans for all high risk patients   
• Internal referral processes in place  
• Stratification of appointments with 7 day working   
• The locality take collective responsibility for available funding   
• Clinical pathway change leading to care closer to home   
• Data being used at individual clinical level to make best use of resources 

This work will be aligned with the integrated locality model. 
 
Analysis of key issues and of risks 
The report outlines the proposed performance and outcomes framework that the integrated 
localities will be held to account on. It also establishes key milestones throughout 2018-19 to 
achieve roll out and implementation of the proposed model.  
 
Risks to delivery of the model will be identified through the working group that will be 
established to take forward this work stream. An evaluation matrix is being devised that will 
support key stakeholders across primary care, RDaSH, the Council, CCG and voluntary sector 
to identify the model (North, Central, South) for roll out. 
 
The key recommendations contained within Appendix 1are set out below and have been 
presented and agreed at the Integrated Care Partnership and Acute and Community 
Transformation Group (March 2018). 
 

• Support in principle the service model set out in this document recognising that 
implementation will follow a proof of concept in one locality area and the model is likely 
to evolve over time 

• Agree the definitions of “Partnership” and “Locality” as defined in this document  
• Agree to configure localities around GP practice populations   
• Support the proposed locality and partnership footprint      
• Agree that the functions identified in this document should align within the  localities 
• Agree the structure of integrated partnership teams      
• Agree the proposed leadership model for integrated localities   
• Agree to the proposed performance and outcome framework 
• Agree to the proposals on roll out for the integrated localities  

Patient, Public and Stakeholder Involvement: 
Engagement with key stakeholders has taken place through various events including Patient 
Participation Group and the evaluation of the ‘Village Pilot’ by RDaSH. Feedback from patients 
was positive, with a general consensus of agreement for the direction of travel to a more 
seamless and integrated service.  
Consultation with members on how we engage views on the proposed locality model will take 
place at locality level.  
Equality Impact: 



                                                                                                                                  

 
 
 
 

Appropriate impact assessments will be completed if required as service changes are made. 
Financial Implications: 
To be determined, this will be reviewed as part of the direction of travel. Any financial 
implications identified will be received through the appropriate governance. 
Human Resource Implications: 
To be determined, this will be reviewed as part of the direction of travel 
Procurement: 
To be determined, this will be reviewed as part of the direction of travel 
 
 
Approval history: 
Integrated Care Partnership and Acute and Community Transformation Group (March 2018). 
Operational Executive 27th April 2018  
Strategic Clinical Executive: 1st May 2018 
GP Members Committee 30th May 2018  
 
Recommendations: 
Governing Body is asked to: 

(i) note the content of the report and the slides presented 
(ii) agree  the strategic direction of travel   

 
Appendix 1: Integrated Locality Proposed Service Model  
 
 
Appendix 2: Integrated Locality Presentation  
  
 



  

Integrated 
Localities 
Proposed Service Model 

This document sets out proposals for an integrated locality working in Rotherham. It 
builds on the learning from The Health Village pilot.   

[Pick the date] 
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1. Purpose of report 
The purpose of this report is to present proposals for the development of integrated locality working 
in Rotherham. It uses the learning from the Health Village pilot that has been running since July 2016.  

The Rotherham Accountable Care Partnership Board has requested a detailed proposal on a service 
model that could be adopted across the borough. The Board has also requested a report setting out 
details on how the new service model can be rolled out.   

Because of the interdependency with other aspects of the Place Plan, the report provides details of an 
extended service model that incorporates the current function of the Integrated Rapid Response 
Service.  

2. Background 
This service model is set within the context of the NHS Five Year Forward View, the Rotherham Adult 
Social Care Vision and Rotherham’s Adult Social Care Commissioning Strategy. It also builds on the 
learning from the Health Village pilot.   

2.1 Rotherham MBC: Adult Social Care Vision 

The Rotherham MBC “Adult Social Care Vision” sets out the strategy for development of adult social 
care services for the next 3 years. There is fresh impetus towards placing people at the centre of their 
support, whilst reducing demand for formal care. By March 2020 strengths based practice will be 
embedded across social work teams to maximise independence and help people to regain control. 
There is a commitment for social care teams to be part of a multi-professional service model 
delivering health and social care in integrated locality teams.   

This service model marks the first phase towards implementation of this vision. It provides a 
framework for development of integrated locality working, where social workers can work alongside 
health professionals in a way which supports self-management and promotes independence.    

2.2 Rotherham’s Commissioning Strategy for Adult Care  

Rotherham’s Commissioning Strategy for Adult Care sets out the challenges for adult social care over 
the next few years. Rotherham has a relatively high proportion of customers per 10k head of 
population. At 236, we are ranked 4th highest out of 152 local authorities. Rotherham has the highest 
number of mental health customers in the country. Rotherham supports 80% more than the national 
average of adults and 30% more than the national average of people aged 65 and over. Nationally, 9% 
of people referred to support discharge from hospital are assessed as needing long term community 
services, compared with 23% in Rotherham. 

These issues indicate high levels of dependency on formal care services, generating demand and 
increasing pressure on social care budgets. The development of integrated localities will support a 
move away from dependence and toward self-management.   
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2.3 The NHS Five Year Forward View 

The NHS Five Year Forward View commits the NHS to giving patients greater control of their own care 
– including the option of shared budgets combining health and social care. It states that the NHS will 
become a better partner with voluntary organisations and local communities. It will take decisive 
steps to break down the barriers in how care is provided between family doctors and hospitals, 
between physical and mental health, between health and social care. The future will see far more care 
delivered locally but with some services in specialist centres, organised to support people with 
multiple health conditions, not just single diseases. 

2.4 The Health Village Pilot 

The Health Village Integrated Locality pilot was implemented in July 2016 initially for one year with the 
intention to roll the model out across all Borough localities.  The overarching aims of the project were; 

· to prevent/reduce hospital admissions 
· to reduce the length of stay in secondary care 
· to reduce the cost of health and social care through early intervention 
· reduce duplication for patients and professionals 
· improve communication and joint working between professionals 
· develop a holistic approach to care  

The project was based upon the development of an integrated locality team servicing the adult 
population, primarily those aged over 64 years. The project concentrated on delivering care to the 
populations of two GP practices with a population of 35,949 residents.  The project also services the 
Care Homes within that same locality. 

The team was multi-agency and co-located within the building that hosts the two GP practices.  The 
core team consisted of a Community Physician, Community Matron, District Nurses, Physiotherapy, 
Occupational Therapy, Social Care, Community Development and Link Worker, Mental Health and 
Social Prescriber.   

3. Summary of proposed service model 
The proposed model is a concept that spans beyond the initial scope of integrated localities.  Through 
the pilot and stakeholder engagement it is recognised that the efficacy of integrated localities is 
interdependent with key services that operate outside of the pilot. It is therefore not possible to 
consider localities independently without jeopardising the opportunities to be had if the approach is 
considered from a whole system perspective.  Therefore the recommended approach describes a 
whole community system model.  

The primary aim of the emerging Community Care model is to embed prevention based interventions.  
The approach is aimed at preventing, reducing or delaying health and social care long term 
interventions. 

4. Partnerships and Localities  
A variety of terminology is used to articulate the geographic groupings or population bases within the 
Borough. For the purposes of this report the following definitions will be used.   
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4.1 Definition of localities  

The Five Year Forward view encourages GPs to form Primary Care Networks to assist in managing 
demand and increasing patient access.  A Primary Care Network is based upon total network practice 
populations of 30,000-50,000. The Primary Care Networks are more commonly recognised within 
Rotherham, as localities. 

Currently community nursing services are organised on a locality footprint. This has been highly 
effective in developing the relationship between community nursing and primary care. Therefore it is 
proposed that community nursing continues to operate within 7 locality teams.    

4.2 Definition of partnerships 

There are a range of community based health and social care services that are too small to operate 
across 7 locality teams. It is therefore proposed that these services are distributed across 3 
partnership areas; central, north and south. Each partnership area is a conglomeration of 2-3 
localities. Services transferred into the partnership will support patients from the practice lists of GPs 
attached to their partnership.  

Table 1 sets out the proposed locality structure for Rotherham. It suggests locations for the 
partnership hubs and identifies the GP practices that will be covered by the locality/partnership 
teams.  
 
Table 1:  Proposed Locality Structure for provision  

GP  Practices Locality Partnership 
Woodstock Bower 
Broom Lane 
Broom Valley 
Greasbrough 
Greenside 

Central North 

 
Central 

Proposed Hub Location 
To be determined 

 

Stag 
Treeton 
The Gate 
Brinsworth 

Rother Valley North  

St Anns 
Clifton 
York Road 
Shakespear Road 

The Health Village 

Market Surgery 
Crown Street  
Thorpe Hesley 
High Street 

Wath/Swinton 

 
North 

Proposed hub location  Rawmarsh 
Service Centre 

 

Parkgate 
Magna 
Rawmarsh 
Brookfield 

Wentworth South 

Wickersley 
Morthen Road 
Braithwell 
Queens 
Blythe Road 
Manor Field 

Maltby/Wickersley 

 
South 

Proposed hub location  
Maltby Service Centre Dinnington 

Village 
Kiveton Park 
Swallownest 

Rother Valley South 
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It is proposed that there should be a planned community care hub for each partnership area. 
However, it is important to note  that these may look different in each locality dependent on the 
demographics and needs of the population. These hubs are likely to house the leadership team/s, 
overarching functions and some operational staff.  In addition there will be Planned Community Care 
satellites for each of the localities.   

The proposed locations are based upon analysis of activity. The proposed locations also take into 
consideration travel time and distance.  Additional work is required to establish the feasibility of 
operating from the proposed sites. 

4.3 Configuring around GP practice populations  

It is proposed that all services will configured around GP practice populations. This means that all 
workers will support patients on the practice lists of GPs attached to their locality or partnership. 
There are significant advantages to this approach. 

• It delivers a single point of access for patients into planned community care services   
• There is a clear interface between primary care, community health and social care  
• Care homes are supported by 1 GP Practice and 1 Community Care Team    

Potential risks associated with this approach are; 

• Increased travel time for health and social care professionals   
• The delivery of social care support based on GP practice populations is more difficult  

In order to address the issue of travel time, GP localities have been reconfigured so that GP practices 
are geographically aligned.  

5. An Integrated Community Care Pathway for Adults  
Before considering in details the service model for localities, it is important to provide a clear vision for 
the whole community care pathway, from initial referral, initial response, planned intervention and 
long term care. Figure 1 provides a diagrammatic representation of the proposed community care 
pathway.  
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Figure 1: Proposed Community Care Pathway 

 

5.1 A new approach to unplanned/scheduled care 

It is proposed that a new approach to unplanned/scheduled community care is adopted. The new 
community care pathway will focus on the front door to ensure prevention and early intervention so 
that people are deflected away from the use of health and social care services (particularly in the long 
term). The overarching principle for health and social care support will be Home First, ensuring that 
we are focused on the outcomes for individuals (greater independence, health and wellbeing,through  
recovery and rehabilitation and reablement. Therefore the pathway will still incorporate the following 
key functions 

• An integrated point of contact 
• A care coordination function  
• An integrated intermediate care pathway that includes rapid response, reablement, rehabilitation, 

community based step up and step down  

This ensures that the service model remains consistent with the priorities set out in the Place Plan.  

5.2 An Integrated Point of Contact (IPC)  

The vision for the Rotherham Place  is a move towards an Integrated Point of Contact which can 
receive all referrals for adult community health care and adult social care (including mental helath and  
learning disability). It would provide basic triage and initial advice on where someone might receive 
the support they need and all self-referrals could be routed through the IPC for initial assessment. The 
IPC will act as the hub for receiving referrals(i.e. community nursing and social care assessment). This 
would be a multidisciplinary team with for example, social worker, nurses, therapists, the voluntary 
sector, mental health workers and admin, the model builds upon the Single Point of Access for Adult 
Social Care and the Care Co-ordination Centre.  

The CCC will continue to take direct referrals from GPs, NHS 111 and Paramedics. These referrals will 
already have been subject to expert triage and therefore do not require the support of the IPC.  
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5.4 Intermediate Care and Reablement including Rapid Response   

There is a collective desire 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 community based 
services (delivered in the home and in community beds), integrating specialisms such as therapist, 
social workers, nursing, mental health and reablement support workers. There would be a ‘Home First 
Community Team’ with a single referral and assessment pathway and single leadership model. This 
would 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.   

It is anticipated that there will be opportunities to proactively manage and monitor individuals health 
and social care needs through solutions such as telehealth.  Where it is possible to do so, this will be 
managed through the Unplanned Community Service.   

6. Integrated Locality Teams:  Key Functions    
 
It is proposed that partner organisations align functions to the Integrated Localities where it is clear a 
multi-disciplinary approach would add value and where it is more likely that the above aims will be 
achieved.  It is proposed that the following functions are aligned to move to the desired vision of 
Integrated Locality Teams. It is important to note that in order for prove of concept to develop there 
will be an alignment of functions in the first instance to allow for bespoke development of the locality 
model in each of the 3 areas. For the purposes of this report aligned localities will be referred to as 
integrated locality teams as this in the overaching vision.  

6.1 Assessment and Care Management 

Under the Care Act, local authorities must arrange services that help prevent people developing needs 
for care and support or delay people deteriorating such that they would need ongoing care and 
support. In taking on this role, local authorities need to work with their communities and arrange 
services that support independence. Local authorities are also required to carry out assessments to 
establish whether somebody requires support to remain at home.  

The main aims of the assessment and care management function are to; 

• Empower individuals and their families to self-manage where possible  
• Utilise non statutory services and the wider MDT for low and moderate levels of need 
• Undertake proportionate person-centred assessments 
• Ensure individuals and their families are integral to the development of their care management 

plans. 

Under this service model, initial assessments for social care support will be carried out by the 
Unplanned/Scheduled Care Service. The Integrated Locality Teams will review those people who are in 
receipt of social care packages. Reviews will 

1. Establish how far the services provided have achieved the outcomes, set out in the care plan 
2. Re-assess the needs and circumstances of the person in receipt of services 
3. Help determine a person’s continued eligibility for support 
4. Confirm or amend the current care plan, or lead to closure 
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5. Comment on the effectiveness of direct payments, where appropriate.  

There will be an initial review within three months of help first being provided. Thereafter, reviews will 
be scheduled at annually or more often if a person’s circumstances warrant it. Reviews may be 
considered on request from the person in receipt of services. Reviews will be co-ordinated by 
professionals who are competent in assessment and are in a position to determine eligibility and plan 
care services. Reviews will involve; 

• Carers and representatives of the person receiving services where appropriate 
• Agencies that have purchased services for the service user 
• Key providers of those services.    

6.2 The Proactive Primary Care Programme 

The Proactive Primary Care Programme is a series of initiatives that, collectively support early 
intervention and prevention work through joint working with Primary Care.  These can be added to or 
amended to suit the health and care issues within an area and may be further expanded in future.  
Examples include; 

• Proactive Case Finding 
• Long Term Conditions MDT 
• Caseload sharing 
• Joint Planning of daily visits  
• SMI clinics 
• Medicines Optimisation 

6.3 Community Nursing  

The main aims of the community nursing function are to ; 

• Provide safe and effective, high quality professional nursing care to patients  
• Support housebound patients who require episodic care  
• Facilitate discharge from hospital of patients on a community nursing caseload 
• Assess the health needs of patients using appropriate and accredited assessment tools  
• Provide medication reviews and improve the quality of prescribing (Community Matron)  
• Assist in the delivery of palliative and end-of-life care services   
• Support people to die in their place of choice  

The Integrated Locality Teams will deliver episodic community nursing services to patients who are 
housebound. In general a patient can be categorised as housebound if they are unable to leave the 
house or require assistance to do so. This includes patients who are unable to attend a GP surgery 
because they are temporarily immobilised and those who have a chronic condition that prevents them 
from leaving the house.   

The Integrated Locality Teams will also deliver direct nursing care for patients requiring episodic 
nursing interventions. These patients will have been recently discharged from hospital or referred by 
relevant health and social care professionals. Service response times will be agreed based on an initial 
assessment of need according to the priority rating scale identified below. 

Priority 1:  Contact within 4 hours and for patients requiring urgent nursing intervention. 
Priority 2:  Contact the same day and to be seen within 24 hours. 
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Priority 3:  Contact within 72 hours and visit within 7 days. 
Priority 4:  Contact within 72 hours and planned arranged visit requested by referrer. 
 
Priority 1 & 2 patients will be referred to the Unplanned Care Service. 
 
The Integrated Localities will deliver all aspects of the current specification agreed between TRFT and 
Rotherham CCGH for the delivery of community nursing services. This includes;  

• The development of clear and focused care plans.  
• Baseline observations and investigations 
• Operation of locally approved protocols on intravenous antibiotic therapy  
• Supporting patients  on medicine management 
• Supporting patients on continence issues 
• Ensuring an appropriate response to tissue viability and wound management 
• Supporting patients who require palliative care, alongside the Rotherham Hospice    

It is proposed that the Integrated Localities incorporate a specialist Nurse and/or AHP Consultant to 
support the leadership team and provide expertise on management of people at home. The new role 
will provide a solution to the problem of Community Physician recruitment. Nurse/AHP Consultant will 
play a lead role in supporting research, promoting education and development of innovative practice.  
This resource could also support education within Primary & Community Care to run specialist rapid 
access clinics. 

6.4 Management of Long Term Conditions  

The Integrated Localities will support people who have long term conditions. Resources will focus on 
those in greatest need and those people with modifiable risk factors 

The Integrated Localities will, through active case finding, identify patients who are, or have the 
potential to be, high intensity users of health and social care resources, including those with palliative 
care needs and those in residential care accommodation. The provider will also identify patients 
currently in hospital beds or institutional care who could, by pro-active management of their 
condition, be discharged back home. The provider will stratify all patients on chronic disease registers 
using predictive modelling techniques.  

The leadership team will review with GPs the list of individuals identified at highest risk and agree 
those who would benefit from a case management approach. The Integrated Localities will hold a 
central database of patients on the case management programme to assist with care coordination.  

For the cohort of patients placed on the case management programme, the Integrated Locality Team 
provider will; 

• Provide a named community matron  
• Combine high level assessment of physical, mental and social care needs  
• Develop personalised care plans, which incorporate evidence based treatment plans  
• Agree self-management plans and provide up-to-date information, advice and support to carers 
• Review medication via independent and supplementary prescribing arrangements  
• Co-ordinate inputs from other agencies and follow the patient through changes in care setting 
• Teach and educate patients and their carers about warning signs if complications or crisis occur 
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• Integrate the patient journey throughout all parts of the health and social care system 
• Identify alternate pathways for patients experiencing signs of deterioration 
• Manage an acute exacerbation of disease in order to prevent avoidable admission to hospital  
• Work closely with partner agencies to effect timely discharge from hospital 
• Provide a comprehensive range of palliative care services in line with the local EOLC framework 

The team will regularly review care plans for patients on the case management programme.   The 
purpose of review is to identify whether the outcomes specified in the care plan are being achieved.  

Patients on the case management programme will have an individual self-management plan which is 
reviewed regularly. The Self-Management Plan will act as a subset to the personalised care plan.  

6.5 Community Therapy     

The service model offers opportunities for joint assessments and rehabilitation packages aimed at 
people who are currently in receipt of formal care services. This will help drive down the proportion of 
customers who receive formal care and bring Rotherham into line with other local authorities. 

The main aims of the community rehabilitation function are to; 

• Provide short-term rehabilitation at home to optimise independence 
• Provide therapy support to the local intermediate care bed-base 
• Improve patients’ health-related quality of life.  
• Reduce the need for high-cost home care packages through effective rehabilitation/reablement. 
• To provide advice to fallers and prevent recurrence of future falls. 

Integrated locality teams will coordinate community rehabilitation packages for their GP practice 
populations. These packages can be delivered within a residential intermediate care setting or in a 
person’s own home.    

The following cohorts of people will be eligible for a community rehabilitation package.  

• People identified to have low mood, social isolation and/or increasing attendance at GP practice. 
• People who are currently on the GP Case Management programme  
• People who require reablement or rehabilitation support after hospital discharge 
• People with a long term condition who have an exacerbation and require optimisation 
• People receiving social care package where intervention could reduce the amount of care 
• People applying for social care support 
• People being discharged from intermediate care, Breathing Space or the Community Unit   

Referrals will be triaged by a qualified therapist. People accepted for a reablement package will be 
allocated a key worker who will support them through their programme. Each programme will last for 
a maximum of 6 weeks. The team will carry out a detailed assessment of need and set out how a 
programme of reablement support could benefit. On completion of the assessment the key worker 
will draw up a Personalised RehabilitationProgramme. A typical Rehabilitation Programme could 
incorporate the following elements.  

Physical Rehabilitation   
The Personalised Rehabilitation Programme will support the optimisation of physical function through 
a planned package of physical exercise and activities. The programme will encourage an active lifestyle 
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as a means of maintaining physical function and mental well-being. One of the key aims of the 
programme will be to reduce risk of falling and increase physical resilience.  

Occupational Therapy 
The  Programme will provide support with activities of daily living. The aim is to improve skills in food 
preparation, personal care, home maintenance, managing money and shopping.  The service will 
ensure appropriate equipment is in place to support independent living. There will be support with 
medication issues. e.g. Nomad systems and supporting self-management 

Mental Health 
The Rehabilitation Programme will provide expert advice for people with mental health needs. It will 
provide support on issues such as depression, social isolation, bereavement or anxiety. It will also 
support people on learning to live with loss of cognitive function. Through effective use of mental 
health professionals the Rehabilitation Programme will provide support with motivation and self-
esteem.  

Community Integration  
The Rehabilitation Programme will support development of and access to social networks. 
Rehabilitation support workers will be able to support people in the use of public transport, for 
example. This part of the programme covers the take-up of hobbies and finding new interests which 
support a healthy lifestyle.  

The Integrated Locality Team will provide Rehabilitation and rehabilitation services to intermediate 
care residents who are registered with a GP practice linked with the locality team.  

6.6   Parity of Esteem: Mental Health and Learning Disabilities 

The main aims of the Mental Health and Learning Disabilities function are to; 

• Provide advice, education and training to ensure reasonable adjustments are made to support 
patients with learning disabilities and / or mental ill health  

• Intervene to prevent deterioration into mental ill health and reliance on services 
• Provide specialist support and co-ordination of complex patients with chaotic lives 
• Provide specialist advice on the level and type of support required and the management of risk 
• To contribute to the management of long term conditions  

6.7 Community Development  

The main aim of the community development function is to develop effective cross system working by 
engaging effectively with voluntary and community organisations. Community Development Workers 
will support the development of informal support networks that can replace the need for formal high-
cost care. 

The role of a community link worker is tri-fold; prevention and early identification, engagement and 
community development. 
 
The Community Link worker will support communities to develop non-statutory community based 
resources based upon consultation with locality residents and other key stakeholders.  They will 
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undertake a health and social care needs assessment and community provision gap analysis on an 
annual basis which will be based upon locality information sources and consultation. 
 

They will commence this process by undertaking a health needs analysis of the locality population 
working in partnership with the Integrated Locality Team, local residents and patient participation 
groups, locality GP practices, Public Health and any other appropriate partners to identify health and 
social care trends and matters of greatest concern.  They will engage with key partners who can 
contribute to addressing the greatest needs, as part of a wider prevention strategy.  This may include, 
but is not limited to, area assemblies, Voluntary and Community organisations, community groups, 
health practitioners, social care practitioners, Community Connectors.  

Whilst supporting the development of community provision, individual level impact work will be 
undertaken in the form of consultation, brief interventions, supporting self-management, workshops 
and making referrals to appropriate services including the integrated locality team.  

6.8 Post Discharge Follow Up 

Key community caseload information will be displayed on Meditech regarding individuals who are in 
attendance or admitted to hospital or intermediate care.  It is intended that this will provide the 
Integrated Locality Teams with the information required to support discharge back to the community 
caseload holder at the earliest opportunity. 

A Referrals Co-ordinator within the Planned/Scheduled Community Care service will monitor 
Rotherham Health Record daily to identify individuals that are in attendance or been admitted to 
hospital from their area. Those on a caseload and those not known to services.  They will establish 
whether an unknown individual requires urgent/short, medium to long term support and MDT or 
single service input.  

The Unplanned/Responsive Community Care Provision (Intermediate Care including Reablement and 
Rapid Response ) will be contacted to support individuals requiring urgent/short term input and the 
Planned Service Referrals Co-ordinator will process the case for those requiring medium to long term 
support based upon the care pathway. The Referrals Co-ordinator will pass details onto the Lead 
Professional for those known to service/s, who will undertake a follow up call and/or visit.  Where it is 
not possible to plan a visit into future work, the Unplanned/Responsive Community Care Service will 
support.   

6.9 Community Engagement & Development 

There is a need for continual involvement and links with local Communities, to ensure local people 
inform future community and service developments.  With this, it is proposed that the Area Assembly 
Officers or an equivalent role becomes an integral part of the Integrated Locality Teams.  This would 
make the very much valued community knowledge base available to the wider team. 

7. Integrated Localities: Structure  
The proposed structure for Integrated Localities assumes that there are 3 partnership areas 
supporting 7 localities. It is proposed that each partnership area has a Partnership Hub and a satellite 
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across which all staff will be based. Each Partnership Hub will have 2-3 community nursing teams and 
one multi-disciplinary Partnership Team where health and social care professionals are aligned   

• Allied Health Professionals  Rotherham FT 
• Social Workers   Rotherham MBC 
• Community Link Workers  Rotherham MBC 
• Social Prescribing Brokers  Voluntary Action Rotherham 
• Mental Health Workers   RDASH 

These workers will be employed and line managed by their host organisations in the first instance.  
Each Partnership Hub will also have a fully aligned leadership team. The team will be accountable for 
all health and social care outcomes determined by commissioners. 

Figure 2 provides a diagrammatic representation of the locality structure.   

Figure 2:    Integrated Locality Structure  

 

8. Integrated Partnerships: Leadership Model  
Figure 3 provides a diagrammatic representation of the proposed leadership model. 

It is proposed that each locality will have a designated leadership team composed of; 

• Team Manager (Social Care)   
• An Integrated Health Manager 
• A Nurse Consultant 

8.1 Role of the Team Manager (Social Care)  

The Team Manager (Social Care) will be hosted by Rotherham MBC. They will be responsible for 
operational management of all social care staff within the joint service specification. They will have 
autonomy to realign resources within the locality in order to achieve the joint outcomes.  

Integrated 
Partnership 

Hub 

Leadership Team  

Partnership Team 
• Community Therapy    
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Management  
• Mental Health  
• Social Prescribing  
• Community Development  
• GP Practices  Community Nursing Team 

• Episodic Care 
• Long Term Conditions 

Management  
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8.2 Role of the Integrated Health Manager    

The Integrated Health Manager will be hosted by Rotherham Foundation Trust. They will be 
responsible for operational management of all health care and social prescribing staff within the joint 
service specification. They will have autonomy to realign resources within the locality in order to 
achieve the joint outcomes.  

The Integrated Health Manager will play a leading role in developing and promoting integrated 
working to support an efficient and effective multi-disciplinary approach, particularly in the support of 
complex patients.   They will take overall responsibility for all health functions in each partnership 
areay. They will; 

• Manage all qualified professional   
• Promote integration of care between primary, secondary and community health  
• Promote alignment of health and social care within the Partnership  
• Lead on service redesign alongside other members of the leadership team  
• Ensure that statutory obligations in relation to the Mental Health Act are met 
• Work with other localities to share good practice and ensure consistency of care  
• Oversee arrangements for multi-disciplinary support of complex patients  
• Provide clinical support and expert advice for patients on the locality Virtual Ward 
• Provide leadership on the admission avoidance and early discharge pathways 
• Act as a learning resource and provide continuing education across the Partnerhship   
• Be a point of contact for specialist queries from GPs 
• Contribute to developing systems which promote better end of life care 

8.2 Role of the Nurse Consultant 

The Nurse Consultant will take overall professional responsibility for the community nursing and 
therapy services within each locality. They will; 

• Manage all qualified district nurses in the locality  
• Form part of the leadership team within the locality  
• Promote integration of care between primary, secondary and community health care 
• Promote integration between community nursing and social care  
• Lead on service redesign alongside other members of the leadership team  
• Work with other localities to share good practice and ensure consistency of care  
• Support the selection of patients for the GP case management programme  
• Provide clinical support to patients on the locality Virtual Ward 
• Provide clinical leadership to the admission avoidance and early discharge pathways 
• Act as a learning resource and provide continuing education for the locality team  
• To be a point of contact for clinical queries from GPs  
• Assess and manage patients with complex needs in the community   
• Develop systems which promote better end of life care  
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12. Integrated Localities: Outcome Framework  
 
Table 2 sets out the proposed joint metrics that would apply to integrated localities during year 1.  The 
metrics are all strategically relevant to either health of social care. The leadership team is accountable 
to the Accountable Care Partnership for delivery against all outcomes. During year 1 it is proposed 
that the metrics are measured against retrospective data for the relevant partnership area. 
Commissioners will apply an expected percentage reduction or increase against each metric. Each 
metric will also be locally benchmarked against the two other partnership areas. 

 

Table 2:  Key Metrics for Integrated Localities (Year 1)  
 

No. Description Strategic Relevance Trajectory Health Social Care 
1 Average cost of home care package   Reduction  
2 Total cost of home care to RMBC   Reduction  
3 No. of new home care packages commissioned    Reduction  
4 No. of adult social care customers/10k population   Reduction  
5 No. of residential/nursing placements/100k population   Reduction  
6 % on supported discharge who enter long term care   Reduction  
7 Total weekly adult care spend    Reduction  
8 Admissions to intermediate care beds   Reduction  
9 No. of home based reablement packages commissioned    Increase 

10 Non-elective bed days    Reduction  
11 A&E attendance from care homes    Reduction  
12 Non-elective length of stay for care home residents    Reduction  
13 Elective admissions   Increase 
14 Elective length of stay   Reduction 

 

It is proposed that during year 1 the Accountable Care Partnership establishes a performance group 
made up of commissioners and providers. This group will meet on a monthly basis and act as an 
interface between commissioner and provider organisations. The performance groups will receive 
monthly reports on the key metrics. The meetings will provide an opportunity for leadership teams to 
report on implementation of the new service model. It is also proposed that the Accountable Care 
Partnership supports the establishment of a provider forum where leadership teams can meet and 
share ideas on roll out.      

13: Integrated Localities: Implementation Programme  
Table 3 sets out the proposed milestones for roll out of integrated localities in year 1. There are three 
key elements to rolling out localities this year. 

• Development of project management, performance and governance framework  
• The establishment of an Unplanned Community Care Service  
• The establishment of integrated locality working within the Central Partnership area  

 

Table 3:  Key milestones for roll out of integrated localities  
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No. Key Milestone  Target date  

Project management, performance and governance  

1 Consultation on proposed service model  March 18 

2 New integrated locality service model signed off by ACP Board  May 18 

4 Performance framework signed off by ACP Board  May 18 

5 Project team appointed  May 18 

6 Project plan signed off at ACP Board May 18 

7 Outcome framework signed off by ACP Board  May 18 

8 Integrated locality specification signed off by ACP Board May 18 

10 Performance Group established  June 18 

11 Project team in place  July 18 

Implementation of integrated locality Partnerships  

12 Identification of Partnership area for implementation in 2018/19  April 18 

13 Partnership hub identified and signed off by ACP Board  May 18 

14 Partnership satellite sites identified and signed off by ACP Board  May 18 

15 Staffing cohort identified May 18 

16 Integrated Health Manger appointed   Aug 18 

17 Nurse consultant appointed  Aug 18 

18 Team maanger (Social Care) identified   Aug 18 

19 Leadership team in place   Oct 18  

20 Staffing cohort and leadership team transfer to hub and satellites   Oct 18 

21 New Partnership fully operational  Oct 18 

14. Key Recommendations  
 
The key recommendations contained within this report are set out below. It is recommended that the 
ACP Board support these; 

• Support in principle the service model set out in this document recognising that implementation 
will follow a proof of concept in one locality area and the model is likely to evolve over time 

• Agree the definitions of “Partnership” and “Locality” as defined in this document  P.4 
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• Agree to configure localities around GP practice populations     P.4 
• Support the proposed locality and partnership footprint      P.4   
• Agree that the functions identified in this document should align within the  localities P.6 
• Agree the structure of integrated partnership teams      P.11 
• Agree the proposed leadership model for integrated localities     P.12 
• Agree to the proposed performance and outcome framework     P.13 
• Agree to the proposals on roll out for the integrated localities    P.14 
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