
HEALTH AND WELLBEING BOARD 
 
Venue: Town Hall,  

Moorgate Street, 
Rotherham.  S60 2TH 

Date: Wednesday, 23rd April, 2014 

  Time: 1.00 p.m. 
 

A G E N D A 
 
1. To determine if the following matters are to be considered under the categories 

suggested in accordance with the Local Government Act 1972.  
  

 
2. To determine any item which the Chairman is of the opinion should be 

considered as a matter of urgency.  
  

 
3. Questions from the Press and Public  
  

 
4. Minutes of Previous Meeting (Pages 1 - 9) 
  

 
5. Communications (Pages 10 - 27) 

 
- Public Health Commissioning Plan 

 
- National Child Measurement Data 

 
6. Admiral Nurses  
  

 
7. Better Care Fund (Pages 28 - 87) 
  

 
8. Public Health Outcomes Framework (Pages 88 - 105) 
  

 
9. Health and Wellbeing Board Performance Management Framework (Pages 

106 - 116) 
  

 
10. Director of Public Health Annual Report (Pages 117 - 170) 
  

 
11. Health and Wellbeing Strategy Refresh Timetable  
  

 
12. Health and Wellbeing Board Peer Review Challenge  
  

 
13. Date of Next Meeting  

 
 - Wednesday, 4th June, 2014, commencing at 9.00 a.m. 
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HEALTH AND WELLBEING BOARD 
26th March, 2014 

 
Present:- 
 
Councillor Ken Wyatt Cabinet Member, Health and Wellbeing (in the Chair) 
Tom Cray   Strategic Director, Neighbourhoods and Adult Services 
Councillor John Doyle Cabinet Member, Adult Social Care 
Chris Edwards  Chief Officer, Rotherham CCG 
Naveen Judah  Healthwatch Rotherham 
Dr. Julie Kitlowski  Rotherham CCG 
Councillor Paul Lakin Cabinet Member, Children, Young People and Families 
Dr. David Polkinghorn GP Executive Member, Rotherham CCG 
Dr. John Radford  Director of Public Health 
Joyce Thacker  Strategic Director,  
 
Also in Attendance:- 
Kate McDaid   National Energy Action 
Kate Green   Policy Officer, RMBC 
David Hicks   Rotherham Foundation Trust  

(representing Louise Barnett) 
Brian Hughes  NHS England 
Shafiq Hussain  VAR (representing Janet Wheatley) 
Catherine Homer  Public Health 
Ian Jerrams   RDaSH (representing Chris Bain) 
Chrissy Wright  Strategic Commissioning Officer, RMBC 
 
Apologies for absence were received from Chris Bain, Louise Barnett, Karl 
Battersby, Tracy Holmes, Martin Kimber, Gordon Laidlaw and Janet Wheatley. 
 
S83. QUESTIONS FROM MEMBERS OF THE PRESS AND PUBLIC  

 
 A member of the public asked, given the impending launch of consultation 

on the Care Bill, if there were to be any events for stakeholder 
consultation? 
 
Tom Cray, Strategic Director, Neighbourhoods and Adult Services, 
reported that there had been stakeholder meetings during the past 12 
months the feedback from which had been that there should be separate 
events to allow focussed discussions.  Accordingly, a series of events 
would be organised the first of which would be before the Summer. 
 

S84. MINUTES OF PREVIOUS MEETING  
 

 Resolved:-  That the minutes of the meeting held on 19th February, 2014, 
be approved as a correct record. 
 
Arising from Minute No. S75 (Flu Vaccination Programme), Brian Hughes 
reported that it was an issue still be discussed across the region. 
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S85. COMMUNICATIONS  
 

 (a)  Rotherham Foundation Trust 
The Board’s congratulations were recorded to Louise Barnett who had 
been formally appointed as the Chief Executive. 
 
(b)  Peer Review 
The Chairman reported that the LGA had an offer for Health and 
Wellbeing Board’s to have a peer challenge, which involved a group of 
peers from other areas coming into the Council and reviewing the work of 
the Board over a 4 day period. 
 
It was noted that other Health and Wellbeing Boards in the area had taken 
up the offer. 
 
It was felt that the detail of the review was required as well as any 
resource implications. 
 
Resolved:-  (1)  That contact be made with the Local Government 
Association with regard to taking up the offer of a Peer Review. 
 
(c)  Rotherham Heart Town Annual Report 2013 
The Board noted the Rotherham Heart Town Annual Report 2013 which 
highlighted the work that had taken place during the year. 
 
(d)  Motor Neurone Disease 
The Chairman reported receipt of correspondence from the Motor 
Neurone Disease Association requesting sign up to the MND Charter 
“achieving quality of life, dignity and respect for people with MND and 
their carers”. 
 
Resolved:-  (2)  That the Charter be circulated to all members of the 
Board. 
 

S86. NATIONAL ENERGY ACTION FUEL POVERTY  
 

 Catherine Homer, Public Health Specialist, and Kath McDaid, National 
Energy Action, gave the following powerpoint presentation:- 
 
Winter Warmth – Preparation for Winter 
Project Aims 

− HWB members understand that strategic objectives are being 
delivered at community level via formal process mechanisms 

− Delivering the Fuel Poverty Priority 

− Community Involvement Officers and other key front line professionals 
understanding and knowledge of the causes and solutions to cold, 
damp homes is improved, resulting in signposting and one-to-one 
support 

− Key strategic players aware of fuel poverty agenda and linkages to 
the Health and Wellbeing Strategy 

Page 2



HEALTH AND WELLBEING BOARD - 26/03/14 69S 

 

 

 
What happened? 

− Facilitate meeting including HWB Elected Members and Council 
Officers – focus localities of Brampton Bierlow, Wentworth and Harley 

− Fuel Poverty briefing for Councillors and interested parties 

− Discrete training 

− 2 workshops 

− Community events 

− Feedback to Health and Wellbeing Board 
 
What people said 

− “impression that people buying own homes are wealthy but not the 
case as people tell me that they are struggling” 

− “large areas of the Ward are made up of picturesque countryside 
however rural fuel poverty is a blight on many resident’s lives” 

− “we can’t stop now – we have to keep it rolling, this project has been 
worthwhile because Fuel Poverty is a taboo subject, it is not 
recognised in general and now people are talking about it” 

− “recognition needed that these areas are not classed as deprived but 
have high levels of fuel poverty – different problems associated with 
both properties and residents” 

− “dealing with fuel poverty must rank highly in the prevention and early 
intervention aspects of our joint activities recognising the effects on all 
age ranges, young families and the elderly” 

 
Unintended Outcomes 

− Many of the services and officers engaged in the project have formed 
networks aside from their own areas of speciality 

− Elected and Parish Councillors have together discussed sustaining 
the momentum within their local areas 

− Stronger effective links with the Fitzwilliam Wentworth estate 

− Developed a network who are “Green Deal ready” 

− Synergy with existing pots of funding and projects 
 
Recommendations for the Health and Wellbeing Board 

− Recognition that fuel poverty is not just linked to general poverty in 
terms of low income but is more complex and has issuing 
consequences in terms of ill health and common mental disorders 

− To recognise that perceived ‘affluence’ does not preclude people 
living in cold homes 

− Use Ward Councillors and Parish Councillors to emphasise the very 
negative effects of fuel poverty and recognise the value of this local 
intelligence in utilising existing networks 

− Continue to recognise and uphold the status of fuel poverty as a 
priority area for action 

− Capitalise on the interest shown by health partners for fuel poverty by 
utilising intelligence networks 

− Energy policy is in a statue of hiatus currently with many low income, 
fuel poor households having no access to grants or support; Health 
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and Wellbeing Board to consider future investment to ‘plug’ such gaps 
in provision 

 
Discussion ensued on the presentation with the following issues 
raised/clarified:- 
 

• Rotherham was 1 of the very few Health and Wellbeing Boards to 
have Fuel Poverty within their Health and Wellbeing Strategy 

• Rotherham was a long way ahead of other authorities with their work 
on Fuel Poverty 

• The current 8 projects were writing their reports for submission to the 
Department of Energy and Climate Change 

• The Citizens Advice Bureau was running an energy project through 
some general practices where the practice managers had expressed 
an interest.  The CCG would be happy to work with the project and 
attempt to get more practices to participate 

• Fuel poverty did not just apply to the elderly 

• Fitted in with Making Every Contact Count and ensuring all front line 
staff/volunteers were aware 

• The next performance monitoring report would be an opportunity to 
reflect on the recommendations and consider how to keep the 
momentum on the initiative 

 
Catherine and Kath were thanked for their presentation. 
 
Resolved:-  (1)  That the presentation be noted. 
 
(2)  That the Parish Council Liaison Officer be contacted with a view to 
giving a presentation to the Parish Council Network meeting. 
 
 

S87. BETTER CARE FUND  
 

 Tom Cray, Strategic Director, Neighbourhoods and Adult Services, and 
Chris Edwards, Chief Officer, Rotherham CCG, gave a verbal update on 
the position with regard to the above. 
 

− The plan had been submitted in accordance with the 14th February 
deadline which had met the criteria at that time and would act as a 
catalyst for change that both the Local Authority and CCG were 
comfortable with 
 

− Feedback from NHS England and the Peer Review had been received 
in March in relation to the national conditions, performance measures 
and ambition.  The plan had also been the subject of an all Members 
Seminar and the Health Select Commission 
 

− The plan had a number of “green” with the majority being “amber” 
which meant that NHS England felt there was the capacity to develop 
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the plan further in order to satisfy all the conditions by the 4th April 
deadline 
 

− The Task Group and Officer Group had continued to ensure that the 
final submission was solid and robust and an ambitious plan 
 

− As a result of the feedback it was felt that it needed to be more explicit 
in terms of the whole system change that the plan was seeking to 
achieve.  Accordingly, adjustments had been made so as to 
emphasise how the change at one end of the system would flow 
through to the other end concentrating on the citizen experience  
through an integrated approach  
 

− Work was still continuing on the plan with adjustments made to the 
funding profile and a risk assessment being carried out to ensure 
there were no unintended consequences anywhere in the system 
 

− All the projects contained within the plan were in synch and fitted with 
the commissioning plans of both the Council and CCG 
 

− It has been quite a difficult process because of the timescales 
involved and the national messages been different from the 
Department of Health and Department of Communities and Local 
Government 
 

− The Task Group had committed to continuing to meet to ensure that 
the plan was delivering and take action should any unanticipated 
issue emerge 
 

− There would be a chance to review the plan in 12 months 
 

− Given the short timescale the CCG had taken the decision to include 
the minimum of services to establish the principles of the Fund but 
were committed to having further discussions as to the 
appropriateness of including more services 

 
Brian Hughes stated that the feedback from NHS England recognised that 
the plan was a catalyst for change and there was a level of 
transformation.  The plan now needed to show how it had moved from the 
February submission to the April submission as to how that transformation 
and citizen empowerment would happen. 
 
Resolved:-  (1)  That the Task Group be authorised to submit the Better 
Care Fund submission to NHS England. 
 
(2)  That a copy of the submission be submitted to the April Board 
meeting. 
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S88. HEALTHWATCH ROTHERHAM PROGRESS UPDATE  
 

 Chrissy Wright, Operational Commissioner, presented a report setting out 
the development of Healthwatch Rotherham and the progress achieved to 
date. 
 
The following points were highlighted:- 
 

− Healthwatch Rotherham launched on 2nd October, 2013 

− Website, Twitter and Facebook account developed and a newsletter 
regularly circulated 

− All staff, Chair and Board Directors appointed with each Director 
having responsibility to 1 of the 6 Health and Wellbeing Strategy 
priorities 

− The majority of the first half of the year had been spent establishing 
the service and awareness raising 

− Continued to pass on concerns raised by members of the public to 
commissioners and, where appropriate, to CQC, Ofsted, South 
Yorkshire and Bassetlaw Quality Survey Group, Scrutiny, RCCG, 
NHS England, TRFT and Healthwatch England 

 
The report also set out community engagement and project work planned 
for the forthcoming 6 months. 
 
Parkwood Healthcare had been awarded the Healthwatch Rotherham 
contract with the intention that once established, the contract would 
novate to Healthwatch Rotherham to enable it to operate as an 
independent social enterprise.  The Cabinet Member for Health and 
Wellbeing had approved the intention to novate the contract at his 
meeting on 10th March, 2014. 
 
Naveen Judah, Chair of Healthwatch Rotherham, reported that 
Healthwatch Rotherham was being mentioned by Healthwatch England 
for its good practice and had people from other areas visiting to learn from 
them.  However, it was becoming a victim of its own success.  As the work 
spread about its Advocacy Service, the number of people wanting to use 
the Service was increasing.  Attempts were made to screen the enquiries 
as to those that could be pointed in the right direction to help themselves 
and those that the Service would help but the situation would be 
monitored. 
 
Resolved:-  (1)  That the progress achieved by Healthwatch Rotherham 
be noted. 
 
(2)  That the decision to novate the contract to Healthwatch Rotherham by 
September, 2014, be noted. 
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S89. PROMOTING HEALTH CHECKS  
 

 Dr. John Radford, Director of Public Health, reported that local authorities 
were now responsible for the commissioning of NHS Health Checks which 
was a national risk assessment and prevention programme.  Everyone 
attending a NHS Health Check would have their risk of developing heart 
disease, stroke, diabetes and kidney disease assessed through a 
combination of their personal details, family history of illness, smoking, 
alcohol consumption, physical activity, body mass index, blood pressure 
and cholesterol.  They would then be provided with individual tailored 
advice that would motivate them and support and necessary lifestyle 
changes to help them manage their risk.  Where additional testing and 
follow-up was needed, they should be referred to Primary Care services. 
 
People aged 65-74 would be informed about the signs and symptoms of 
Dementia and informed about memory Clinics if so required. 
 
Over the last 10 years, Health Checks had had success in reducing 
cardiovascular deaths as cardiovascular disease was largely preventable.  
They were extremely important and needed to be promoted. 
 
The objective was to initially screen 18% of the eligible 20% of the 
population. 
 
Discussion ensued with the following points raised/clarified:- 
 

− 1 of the interventions was the prescribing of Statins which would have 
impacts for the population as a whole and as well as the GP practice 
 

− The challenge was to deliver in the most deprived and hardest to reach 
communities and work with the Mental Health sector  

 

− The new NICE Guidance, currently subject to consultation, proposed 
significant changes to Health Checks – cardiovascular risk for the over 
50s was over 10%; the new Guidelines indicated that anyone who had 
a cardiovascular risk over 10% should be on Statins - implications for a 
huge section of the population 

 

− The Guidance also contained advice on diet and exercise 
 

− A number of cardiovascular deaths could have been prevented 
 

− There was an ageing population but was it a healthy population?  Was 
it the prolonging of an unhealthy ageing population 

 

− Statins were not a surrogacy for a lifestyle 
 

Resolved:-  That the report be noted and a further report submitted in 6 
months. 
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S90. MENTAL HEALTH AND LEARNING DISABILITY SERVICES - 
FUNDAMENTAL REVIEW  
 

 Chris Edwards, Chief Officer, presented a report for information setting 
out the purpose, scope and timescale of the Clinical Commissioning 
Group’s fundamental review of commissioned services for Mental Health 
and Learning Disability. 
 
The review would focus on whether the CCG’s overall investments in 
Mental Health and Learning Disability Services was proportionate to the 
health needs of Rotherham patients, how to ensure parity of esteem, how 
to strengthen clinical leadership of the efficiency and quality assurance 
agencies, how to improve the reporting of outcome and activity measures 
and the implications of Mental Health payment by results. 
 
It would include a market analysis, whether the CCG should be using a 
greater plurality of providers (including voluntary sector providers, a 
greater variety of Mental Health Foundation Trust providers, GP 
providers) and more facilitation of self-help such as computerise Cognitive 
Behaviour Therapy. 
 
All reports would be completed by the end of May. 
 
From the perspective of the Police Service, it was an area that was 
growing.  Ian Jerrams stated that the Mental Health Triage initiative in 
Rotherham of having a Mental Health Nurse working alongside the Police 
in Rotherham had already shown good results. 
 
Resolved:-  (1)  That the report be noted. 
 
(2)  That the CCG ensure that South Yorkshire Police was involved in the 
review. 
 
(3)  That a report be submitted on the Mental Health Triage pilot being 
operated by South Yorkshire Police. 
 
(4)  That, should the review recommend any major Service change, they 
be reported to the Health Select Commission. 
 

S91. 2014/15 MEETING DATES AND TIMES  
 

 Resolved:-  That meetings be held in 2014/15 in the Rotherham Town 
Hall as follows:- 
 
Wednesday,  4th June, 2014  9.00 a.m. 
 
   2nd July   9.00 a.m. 
 
   27th August   9.00 a.m. 
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   17th September  9.00 a.m. 
 
   1st October   9.00 a.m. 
 
   12th November  1.00 p.m. 
 
   3rd December  9.00 a.m. 
 
   21st January, 2015  11.00 a.m. 
 
   18th February   11.00 a.m. 
 
   11th March   9.00 a.m. 
 
   22nd April   9.00 a.m. 
 
 

S92. DATE OF NEXT MEETING  
 

 Resolved:-  That a further meeting of the Health and Wellbeing Board be 
held on Wednesday, 23rd April, 2014, commencing at 1.00 p.m. in the 
Rotherham Town Hall. 
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1. Meeting Health and Wellbeing Board 

2. Date 01/04/2014 

3. Title Public Health Commissioning Plan 

4. Directorate Public Health 
 

5. Summary 
The purpose of this paper is to set out the local framework for the use of the Public 
Health Grant to support the Council’s statutory functions of health improvement, 
health protection and healthcare public health advice to the Rotherham Clinical 
Commissioning Group. The Public Health Grant to Local Authorities needs to be 
employed to make the most impact on the Public Health Outcomes Framework 
(PHOF) indicators and the Health and Wellbeing Strategy.  This paper sets out the 
framework for the future delivery of Public Health Services. The paper is split into 
three areas which outline the commissioned activities, statutory functions and future 
opportunities.  Public Health needs to have a mix of proactive and reactive 
commissioned activities to make the most impact on Public Health in the short, 
medium and long term. 
 

6. Recommendations  
That the Health and Wellbeing Board notes; 

• the Public Health Commissioning Plan and its proposed impact on the 
public health priorities and areas for improvement.  

• the prioritisation of Public Health Outcomes Framework priorities in the  
reallocation of resources to Council services to deliver improved  health 
for Rotherham people . 
 

  

ROTHERHAM BOROUGH COUNCIL –  
REPORT TO HEALTH AND WELLBEING BOARD 
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7. Proposals and details  
 
Public Health has reviewed
part of our transfer to the Local Authority
efficiency savings which are to be reallocated as part of the Public Health 
Commissioning Plan.  The Commissioning P
updated risk register to ensure that all public health
better health outcomes for the people of Rotherham
 
A visual breakdown of Public Health spend is shown in Figure 1.
 

Figure1: 

 

The structure for Public Health 
ways; 

• Delivering the statutory functions

• Commissioned activity

• Delivering the Public Health Outcomes Framework
Strategy 

 
7.1 Delivering the statutory functions
Public Health has three statutory functions which need to be delivered by 
appropriately trained, qualified and competent
improvement, health protection and healthcare public health advice to the 
Rotherham Clinical Commissioning Group
(MoU).  The MoU includes Creative Media Service support.  
additional section on Primary Care 
ordination and commissioning.
 

 

   

reviewed the Commissioned Services and statutory functions 
part of our transfer to the Local Authority from April 2013.  This has resulted in 
efficiency savings which are to be reallocated as part of the Public Health 

oning Plan.  The Commissioning Plan will be completed alongside the 
updated risk register to ensure that all public health activity is coordinated

outcomes for the people of Rotherham. 

A visual breakdown of Public Health spend is shown in Figure 1. 

  

The structure for Public Health commissioning for 2014 onwards is set out in three 

the statutory functions 

Commissioned activity 

the Public Health Outcomes Framework and Health and W

7.1 Delivering the statutory functions 
Public Health has three statutory functions which need to be delivered by 

, qualified and competent public health staff; 
improvement, health protection and healthcare public health advice to the 
Rotherham Clinical Commissioning Group through a Memorandum of Understanding 

udes Creative Media Service support.  There is also an 
additional section on Primary Care Commissioning and Drug and Alcohol S
ordination and commissioning. 

  

 

tatutory functions as 
This has resulted in 

efficiency savings which are to be reallocated as part of the Public Health 
lan will be completed alongside the 

is coordinated to achieve 

2014 onwards is set out in three 

and Health and Wellbeing 

Public Health has three statutory functions which need to be delivered by 
 these are health 

improvement, health protection and healthcare public health advice to the 
through a Memorandum of Understanding 

There is also an 
ommissioning and Drug and Alcohol Service co-
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7.1.1. Health Protection 
Health protection provides the coordination, planning and responses to threats and 
incidents arising from communicable diseases.  It includes our infection control lead, 
the commissioning and service improvement of the sexual health services and adult 
safeguarding.  Value: £210,190.   
 
7.1.2 Healthcare Public Health 
Healthcare public health provides public health Intelligence, leadership and technical 
advice that encompasses quality, clinical effectiveness, support for commissioning, 
audit and evaluation, service planning, efficiency, clinical governance, support to 
research governance and sustainable approaches to prioritisation across the 
healthcare sector.  Value: £228,600.   
 
7.1.3 Health Improvement 
Health improvement provides the commissioning and service improvement for health 
promoting healthy behaviours and tackling unhealthy behaviours, e.g. obesity, 
smoking, physical activity, infant health, mental health and wellbeing. Value: 
£245,222.   
 
7.1.4 Public Health Services 
There are two public facing support services within the Health Improvement statutory 
function; they are the Health Trainers, Value: £126,500 and the Rotherham 
Occupational Health Advisory Service (ROHAS), Value: £60,634.   
There is also the Creative Media Services team within Public Health which provides 
advice and creative products for all of the Public Health team and to RCCG.  It 
delivers social marketing support for public health campaigns and manages 
Rotherham Public Health TV which runs across GP surgeries and health settings.  
Value:  £114,240. 
 
7.1.5 Primary Care Commissioning  
We have responsibility for contracting public health activity with 36 GP Practices and 
62 Pharmacies.  Value: £82,944.   
 
7.1.6 Drugs and Alcohol 
We have responsibility for the strategic planning, coordination and delivery of the 
alcohol and drug prevention and treatment services across Rotherham.  This 
includes rehabilitation of offenders, control of blood borne viruses, needle exchange 
and supervision of drug and alcohol rehabilitation programmes in General Practice 
and Community Pharmacies. Value: £200,035. 
 
7.1.7 Public Health Administration Support 
Public health administration team provide business support to the team.  Value: 
£82,332 
 
7.1.8 Statutory function costs 
The total cost of supporting the statutory functions is £1,294,717 which is 10.63% of 
the full allocation. 
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7.2 Commissioned activity 
Public health commissioned activity covers a range of mandated local authority 
services, NHS services and services delivering Health and Wellbeing Strategy 
priorities. These include; sexual health services, drugs and alcohol services, tobacco 
control, school nursing, weight management, teenage pregnancy, NHS Healthcheck, 
school nursing, dental public health, and public mental health.  All services have 
been reviewed and service specifications/contracts reissued or tendered.  
Rotherham Public Health is keen to develop value for money service specifications 
to ensure that Rotherham communities have access to quality services. 
 
7.2.1 Commissioned services and programmes (from 2013/14 budget book) 
 
Sexual health 

• Specialist Genito-urinary Medicine (GUM)   £1,420,000 

• Non-contracted activity (Out of area)    £120,000 

• Contraception and sexual Health (CaSH)   £700,000 

• Condom distribution       £14,000 

• Sexual health grants      £15,000 

• Chlamydia screening      £350,000 

• HIV Prevention Services      £45,000 
 
Tobacco Control 

• Stop Smoking Services and tobacco control   £815,450 
 
Drugs and Alcohol  

• Adult Drug & Alcohol Services (incl criminal justice)  £2,606,733  
 

• GP Primary Care drug service     £225,000 

• Specialist Young People’s Drug and Alcohol Service  £216,304 

• Tier 2 Alcohol Provision (Lifeline) previously NAS  £124,000 

• Peer support and service user involvement   £66,000 

• Specialist midwifery service     £94,000 

• IT in pharmacies NEO      £7,000 

• Drug Improvement Grants      £15,000 
 
Obesity 

• Tier 2 Adult weight management     £120,000 

• Tier 2 Children’s weight management    £170,000 
• Tier 3 Adult and Children weight management   £428,000 

• Tier 4 children’s weight management     £76,000 

School Nursing 

• School Nursing Service      £1,056,000 
 
NHS Healthcheck 

• NHS Healthcheck       £350,000 
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Oral health promotion 

• Oral health promotion      £78,000 

• Epidemiology       £12,500 
 
Teenage pregnancy 

• Targeted Youth support (IYSS)     £180,000 

• Teenage Pregnancy Care pathway Project   £43,000 
 
Public mental health 

• Mental health promotion      £30,000 
 
7.2.2 Primary Care Commissioned Services 
 
There are public health contracts with General Practice and Pharmacies.   

• GP Public Health Services include, intrauterine coil fitting, chlamydia testing, 
long acting contraception, stop smoking, community drug treatment and 
alcohol screening and treatment. The values of these contracts are £596,000. 

• Community Pharmacy Public Health Services include drug programmed and 
needle exchange, Emergency Hormonal Contraception, and Nicotine 
Replacement Therapy.  This funding covers the costs of the providing and 
dispensing the products. The values of these contracts are £724,000. 

• Primary Care Commissioning also contract of the Chlamydia service and 
Healthchecks within Primary Care, both valued at £350,000 per service, see 
7.2.1. 

 
7.3 Public Health Outcomes Fund 
Public Health has a ring fenced budget to deliver public health activities to improve 
and protect the health of the Rotherham population.  Rotherham Public Health 
budget benchmarks below comparator Local Authorities and has received an uplift of 
2.8% which is equivalent to total grant of £54 per head of the population served for 
2014/15.  
 

Area Grant per head 
2013/14 

Uplift 2014/15 Grant per head 
2014/15 

Barnsley 58 4.9% 60 

Doncaster 65 2.8% 66 

Wakefield 61 2.8% 62 

Rotherham 53 2.8% 54 

 
The size of the Public Health grant has been set taking account of estimates of 
baseline spending, including from PCT resources and a fair shares formula based on 
the recommendations of the Advisory Committee for Resource Allocation.  
 
The proposed £1.5m of savings and uplift will be reallocated to delivering the Public 
Health Outcomes Framework objectives from April 2014 onwards. We plan to invest 
the Public Health unallocated grant in services across the Council that contribute to 
improvements to the Public Health Outcomes Framework, see appendix 2.   
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It is proposed that identified Council programmes will have simple Service Level 

Agreements (SLA) developed to ensure that the activity commissioned delivers 

against the Public Health Outcomes Framework.  It is anticipated that this approach will 

drive improvement by focusing on the Public Health outcomes through service development. 

The service level agreements will be performance managed by the Public Health 
team as part of their strategic programmes of activity in line with the policy agreed by 
Cabinet on the monitoring of the PHOF.  This will ensure that there is a coordinated 
programme of activity between the three areas of the commissioning plan.  The 
performance management of the SLAs will be aligned to the PHOF to create synergy 
and avoid duplication. 
 
9. Risks and uncertainties 
Applications for funding under the Grant will need to demonstrate they are meeting 
the statutory public health duties of the Council, the Health and Wellbeing Strategy 
or improving population health outcomes as measured by the Public Health Outcome 
Framework.  Services will need to demonstrate improvements in PHOF targets to 
continue to be funded year on year.  The level of grant funding for Public Health will 
influence the amount of funding available for this work. 
 
10. Policy and Performance Agenda Implications 
The delivery of the Public Health Commissioning Plan supports the ambitions of the 
Health and Wellbeing Strategy and the Public Health White paper, Healthy Lives 
Healthy People: Our strategy for public health in England.  It is essential to invest in 
activities that will promote health within the Rotherham population and prevent ill health.  
 

11. Background Papers and Consultation 

• Public Health Commissioning Intentions 2014 -15  

• Public health efficiencies  

• Public health performance – PHOF  
 
12.  Keywords: Savings, Efficiencies, Outcomes, Public health 
 
Officer: Dr John Radford GMC No.  2630063 
Director of Public Health 
Telephone:  01709 255845 
Email: john.radford@rotherham.gov.uk  
Web: www.rotherham.gov.uk/publichealth 
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Appendix 1: Delivering the Public Health Ouctcomes Framework 

Summary  

   New contributions 

(Appendix 2) 

   
Directorate 

2013/14 2014/15 
Comments 

    

NAS £0.00 £496,000.00   

CYPS £67,000.00 £448,000.00   

EDS £683,000.00 -£100,000.00 

minus £100K from 2014/15 for 

Sports Dev 

Total £750,000.00 £844,000.00   

    Existing contributions 

(Appendix 3) 

  
Directorate 

2013/14 2014/15 
Comments 

    

NAS £164,000.00 £40,000.00   

CYPS £353,000.00 £15,000.00   

EDS £0.00 £0.00   

    

    Full contributions 

   
Directorate 

2013/14 2014/15 
Comments 

    

NAS £164,000.00 £536,000.00   

CYPS £420,000.00 £463,000.00   

EDS £683,000.00 -£100,000.00   

Public Health 

contribution £1,267,000.00 £899,000.00   

Total commitment 

 

£2,166,000.00 
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Appendix 2:  RMBC Budget realignment 2013/14 – 2014/15  

PH outcome contribution to RMBC       

PH Outcome contribution 

Value 
2013/14 

Value 
2014/15 SLA value for 

2014/15 
    

School readiness (1.02i) £400,000.00   £400,000.00 

Physically active adults (2.13i, 2.13ii) £147,000.00 -£100,000.00 £47,000.00 

Utilisation of outdoor space for 
exercise /health (1.16) 

£41,000.00   £41,000.00 

Utilisation of outdoor space for 
exercise /health (1.16) 

£95,000.00   £95,000.00 

People presenting with HIV (3.04)   £49,000.00 £49,000.00 

Mortality rate from causes 
considered preventable (4.03) 

£8,000.00 £39,000.00 £47,000.00 

Domestic abuse (1.11)   £146,000.00 £146,000.00 

Successful completion of drug 
treatment (2.15i, 2.15ii) 

  £30,000.00 £30,000.00 

Successful completion of drug 
treatment (2.15i, 2.15ii) 

  £32,000.00 £32,000.00 

Injuries due to falls (2.24i)  
Killed and seriously injured (1.10) 
Fuel poverty (1.17) 

  £64,000.00 £64,000.00 

 
Population affected by noise (1.14i) 

  £50,000.00 £50,000.00 

Fraction of mortality attributed to 
particulate air pollution (3.01) 

  £80,000.00 £80,000.00 

Self-reported wellbeing (2.23 i-iv)  
Fuel poverty (1.17) 
Excess winter deaths(4.15) 

  £20,000.00 £20,000.00 

children in poverty (1.01) Infant 
mortality (4.01), School readiness 
(1.02i) 

£59,000.00 £123,000.00 £182,000.00 

16-18 NEETs (1.05)   £70,000.00 £70,000.00 

Under 18/16 conceptions (2.04)  
children in poverty (1.01)  

  £216,000.00 £216,000.00 

Statutory homelessness (1.15)   £25,000.00 £25,000.00 

TOTAL £750,000.00 £844,000.00 £1,594,000.00 

 

  

Page 17



 

Appendix 3: Existing contributions to RMBC services 

Service name 
Budget 
code 

Directorate 
2013/14 2014/15 

    

Healthy Schools   CYPS £150,000.00   

IYSS Health Grant   CYPS £180,000.00   

Breast Buddies (peer 

support)   CYPS £23,000.00   

Ministry of Food   NAS £40,000.00   

Lifeline (tier 2 alcohol 

services)   NAS £124,000.00   

Trading standards 

tobacco control   NAS   £40,000.00 

Young people's 

education and 

prevention activity - 

tobacco control   CYPS   £15,000.00 

Total each year   £517,000.00 £55,000.00 

Total existing 

contribution   £572,000.00 
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Key Findings (2012/13)

Rotherham

The percentage of obese children in Year 6 (21.2%) was over twice that of Reception year children (9.6%). (Charts 1-2, Table 1)

Among Reception year children, the prevalence of overweight pupils (12.6%) was greater than the prevalence of obese (9.6%). 

In Year 6, the opposite was true with prevalence of overweight children (14.0%) being lower than that of obese children (21.2%).

(Charts 1-2, Table 1)

Reception Year

Rotherham percentages by weight category were very similar to England  (Chart 2)

Percentages for Rotherham are higher than Yorkshire & Humber, and England for % obese, and higher or the same for % 

overweight and obese combined.

Rotherham now ranks as 172nd of 324 local authorities for overweight and obese combined (215th for obese alone)

Rotherham percentages are statistically not significantly different to England. (Table 2)

Year 6

Rotherham percentage of obese children was greater than England and the healthy weight  percentage lower (Chart 2)

Percentages for Rotherham are higher than Yorkshire & Humber, and England for both % obese and % overweight and obese.

Rotherham now ranks 267 out of 324 local authorities for % obese (significantly higher than England average), and 251st for % 

overweight and obese combined (not significantly different to England) (Table 2)
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Key Findings - Trend

Reception

Percentages for Rotherham for obese and overweight/obese combined increased sharply in 2012/13 to cancel out most of the 

decrease achieved between 2009/10 and 2011/12. The percentage for overweight and obese combined is now the same as the 

England average at 22.2% (Charts 1,3)

England overall is showing a small but steady improvement in overweight and obese since 2009/10. (Chart 1,3)

The prevalence of underweight children in Rotherham was increasing up to 2011/12 but fell in 2012/13 to virtually the same level

as the England average (Rotherham 0.8%, England 0.9%).

For England overall the prevalence of underweight children has remained around 1.0%. (Chart 1)

Year 6

For Year 6 the prevalence of obesity and overweight combined in Rotherham has fluctuated over the 7 year period. It increased in

2012/13 to 35.2% (from 33.0% in 2011/12). This was made up of an increase of 1.5% in the overweight group and 0.7% in the 

obese group. The increase in the percentage of overweight in 2012/13 ended the generally decreasing trend since 2007/08. 

(Chart 1)
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Key Findings – Trend (continued)

Year 6 (continued)

For England the prevalence of overweight and obese combined has increased steadily over the 6 years 2006/07 to 2011/12 from 

31.6% to 33.9%. This is based on a fairly static prevalence of overweight children (14.2% to 14.7%) but an increasing level of 

obese children (17.5% in 2006-07 increasing to 19.2% by 2011/12) However, England overall, has seen a small decrease 

between 2011/12 and 2012/13 in both the overweight and obese categories (Chart 1)between 2011/12 and 2012/13 in both the overweight and obese categories (Chart 1)

The prevalence of underweight children fell in Rotherham in 2012/13 to 1.6% after increasing from 1.1% to 2.2% between 2007/08 

and 2011/12. For England overall this has remained constant at 1.3%.

Chart 3 highlights how the prevalence of overweight and obese children combined for Year 6 has increased in Rotherham in 

2012/13 to above that of England after the encouraging decrease in 2011/12. 
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Chart 3
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Final Version 3.4.14 

 
 

1. Plan Details  
 

1.1 How we have engaged health and social care providers in the 
development of this plan, and the extent to which they are party to it 
 
The Rotherham health and social care community has a strong track record of working 
together in partnership to achieve meaningful change for local people.  We can evidence 
that we continuously work with people using services, to understand and learn from 
them, and to improve their experience.  Their views and experiences are reflected in this 
plan.  
 
Against this backdrop and using principles already established it is easy to see how our 
partnership around integration can be developed, strengthened and sustained.      
 
Health providers  
 
The Rotherham Health and Wellbeing Board has representation from the main local 
health providers (Rotherham Foundation Trust and Mental Health Trust) and the 
voluntary sector (Voluntary Action Rotherham) from the launch of the Board in 2012. 
They are each represented at board meetings, and their contribution has been 
embedded through the key theme groups, and the ongoing discussions regarding BCF.  
This involvement has ensured they have been engaged right through the process and 
are fully signed up to the principles and vision of the BCF, whilst being aware of the 
potential impact on services and the local community. 
 
Healthwatch Rotherham are key partners at the board, bringing added value and 
independence through their direct relationship with the voluntary and community sector 
(VCS), and with people using services.   
 
In addition to this, the BCF has been embraced by The Adults Partnership Board (APB), 
which acts as a commissioner/provider interface on jointly commissioned services. The 
board is coordinated jointly by the council and Rotherham CCG and includes 
representation from Rotherham Foundation Trust, RDaSH (Rotherham, Doncaster and 
South Humber Mental Health Trust) and the voluntary/community sector.  The Adult 
Partnership Board agrees commissioning plans which address outcomes identified in the 
local Health and Wellbeing Strategy, examines national policy and directive and conducts 
impact assessments for Rotherham, making recommendations about commissioning 
priorities to the Health and Wellbeing Board. The APB has a key role in overseeing 
performance on jointly commissioned services including: registered nursing care homes; 
community therapy: equipment; and enabling services; intermediate care; and services 
for older people with mental health problems.  The Rotherham urgent care working 
group, including its task and finish groups have cross system membership, and the BCF 
outline plans have been considered carefully at this forum.  These discussions will 
continue as the action plans are shaped and revised, and developed into detailed 
implementation. 
 
Local health providers understand that Rotherham CCG has identified a range of 
services which will be transferred into the BCF, and that the commissioning 
arrangements, including future specifications and targets for these services are likely to 
to change significantly.  Locally the BCF will affect services delivered by Rotherham 
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Foundation Trust (RFT) and key voluntary sector partners. All provider organisations 
have expressed a willingness to work under the new commissioning framework, 
recognising the potential opportunities to improve outcomes for Rotherham people.  RFT 
is committed to delivering integrated health and social care pathways and regard the 
BCF as a vehicle through which these can be achieved.  
 
Key local healthcare providers have been engaged through monthly clinically led QIPP 
(Quality, Innovation, Productivity and Prevention) groups where pathway redesign, 
innovation and efficiency are key deliverables. Therefore the clinical areas where savings 
are planned from acute care have been generated over the last twelve months from a 
multi-disciplinary group of clinicians and officers of the CCG, local authority and 
appropriate provider.  Appendix 11 shows the workstreams through which the QIPP 
savings are being delivered. 
 
Voluntary sector providers  
 
Rotherham commissioners have a long established relationship with the local voluntary 
and community sector (VCS), both as partners in working to improve social capital 
locally, and directly as provider organisations.  Commissioners engage formally through 
the Council Contracting for Care and Provider Forums, partnership and consultation 
meetings; and through the Adult Social Care Consortium and Health Networks. The VCS 
has a strong local voice with elected members and trust boards, and are seen as true 
partners where opportunities for not-for-profit organisations and charities to unlock 
funding streams not accessible to public services present themselves.  We understand 
the remit and the influence of the VCS extends far beyond that of our public services and 
interfaces with people in our communities who do not use statutory services and who 
arrange their own care. 
  
Voluntary sector partners have engaged with us variously in delivering a wide range of 
services, some of which are included in our BCF plan and form part of integrated care 
pathways in stroke, dementia care, carer support, and crisis services for people with 
mental health problems, We see the BCF as a catalyst and enabler to embed voluntary 
sector services into other condition specific care pathways, and maybe more importantly, 
as a key partner in prevention and early detection - signposting and offering advice and 
support to people who may be at risk of needing acute interventions, and offering more 
sustainable and meaningful activity to offset or delay entry into health and social care 
pathways.  The BCF plan supports this specifically through the social prescribing project 
(Action Plan reference: BCF05).  
 
Social care providers  
 
Rotherham Council formally commissions social care services from over 100 
independent providers delivering registered care (care homes and domiciliary care 
services) and smaller scale specialised services, and operates a robust framework of 
contract management and quality assurance (including gathering intelligence from and 
working closely with CQC and other commissioners) to make sure that services are safe, 
good quality, relevant, and value for money. In addition, growing numbers of customers 
purchase their own support services directly using Direct Payments, and these service 
providers are regulated through formal review arrangements with appropriate and 
proportionate scrutiny. The council operates a risk register and applies appropriate 
incentive to contracts with providers to encourage innovation, added value, and high 
standards, and has a good record of positive engagement with the sector. 
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Local social care providers – the full range of independent sector organisations - have 
been engaged specifically on the implications of the BCF and to better understand some 
of the issues and good practices already taking place.  This was undertaken using an 
online survey circulated to a wide database of local providers, consisting of those who 
are already engaged in work with commissioners, and those who are registered on the 
Rotherham E-Marketplace (Connect to Support), and holding a round-table discussion for 
a smaller group.  The round-table provided an opportunity to use their experiences to 
explore potential solutions and enabled providers with a local focus to engage with the 
priorities for the BCF plan.  A number of common themes have been identified which 
have informed the plan (see Appendix 1).  
 
 

1.2 How we have engaged patients, service users and the public in the 
development of this plan, and the extent to which they are party to it 
 
Our Better Care Fund vision is based on our Health and Wellbeing Strategy and on what 
Rotherham people have told us is most important to them.  Rotherham partners have a 
commitment to make sure that the views and reported experience of people who use 
local services are heard and acted upon, and a “right first time” principle applies to the 
delivery of services whether they are provided directly by us or commissioned.  We 
engage with inspirational local people in a number of forums, both formally brokered (eg 
the Council’s Customer Inspection Team; the Rotherham Learning Disability Partnership 
Board; Rotherham Speak Up) and informal (eg Rotherham Older People’s Forum, the 
Carers4Carers Mental Health Support Group; and Tassibee Womens’ Group) to 
understand the barriers for local people in accessing the most appropriate support, 
staying safe; and keeping well. We have used a variety of methods to capture the views 
and experiences of local patients, service users and their carers to inform our local plans.  
 
Specifically service users and the public have been engaged in the development of the 
BCF submission, including: 

• Healthwatch Rotherham -  commissioned by the Health and Wellbeing Board to 
consult with the local community and engage them in the envisaged transformation of 
services between December 2013 - January 2014 

• During January 2014 Rotherham Council consulted with a group of mystery shopper 
volunteers regarding the proposed vision, priorities and their views of health and 
social care services  
 

Responses from a range of consultation exercises and surveys previously completed 
have also been collated, and used to help shape our vision and priorities, including; Joint 
Health and Wellbeing Strategy consultation July – August 2012, ASCOF Adult Social 
Care User Survey 2011/2, Personal Social Services Annual Survey of Adult Carers in 
England 2012/13, ‘Making It Real’ Programme consultation in 2013, which assisted with 
developing Rotherham’s “I” statements; Health Inequalities consultation 2011, and staff 
consultation regarding the hospital admission to discharge process.  In addition, the 
Council continually works to improve services through customer insight activities and 
learning from customer complaints, ensuring that service users are at the heart of service 
delivery. The Council consults with and recruits customers for all major social care 
commissioning exercises, and undertakes rigorous customer evaluation to establish 
quality in the registered care sector.  The annual Local Account is also used to inform 
members of the public how the Council is meeting the needs of service users and 
improving outcomes.   
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Rotherham CCG co-ordinates a Patient Participation Network, bringing together patient 
representatives from GP Practices across Rotherham. Patient Participation Groups have 
been meeting throughout the year, providing feedback on local health services. The 
Patient Participation Network meets on a quarterly basis, bringing together patients’ 
views from across the local health economy. As part of an exercise to develop the 
patients’ view of the CCG’s five year strategy, the network identified a number of 
priorities that could be addressed as part of the Better Care Fund Plan. 
 
Our local NHS Provider Trusts have robust, monitored, and publicised arrangements that 
consult with and seek participation from people using their services, families and friends.  
 
Through the service user, patient and public engagement described above, we have 
been able to identify a number of common areas for improvement including: 

• Patients and service users do not always feel central to decision making, they want to 
be in the driving seat when it comes to their own care 

• Services, local groups and organisations are not accessible due to a lack of 
information and advice, availability 7 days a week and long waiting times  

• There needs to be better education and information available for people, particularly 
those with long term conditions 

• People often feel unclear of expectations regarding the service they should receive 
and customer pathways due to a lack of advice and support and conflicting 
information.  They are also not always signposted to appropriate services.  Better staff 
training and education is required    

• There is a lack of communication and information sharing resulting in poor joined up 
working between patient/service user, family and carers, health and social care 
services, GP, hospital, providers and partners  

• Service users feel that they have to chase health and social care professionals, 
causing delay in the delivery of care and support 

• Service users and patients would like an allocated key worker/professional; 
inconsistency of workers makes individuals feel unsafe  

• There needs to be more of a focus on preventative, community/home-based services 
to reduce the number of people going into hospital and residential and nursing care.  
Nursing services are also critical for home-based support.     

• Better after care is required.  Examples provided included people felt alone, socially 
isolated, found it difficult to access services, no support for carers who are left behind  

• Service users have a level of distrust using independent sector health and social care 
providers  

 
Further information regarding the specific outcomes from all of the consultation activity 
can be found in Appendix 1.  
 
 

1.3 Future engagement and consultation planned from April 2014  
 
We have developed a consultation and engagement plan (appendix 8), which has been 
used from the start of this process and will ensure continued engagement as we move 
into transition and implementation of the BCF plan.  
 
The council has a well-developed process for engagement with adult social care 
providers and has an ongoing programme for the year which includes engagement to 
explore the implications of BCF and Care Bill.  A planned presentation to adult social 
care providers on the 7 May 2014 will bring together both pieces of work and will result in 
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a co-produced action plan for the year. The Market Position Statement for Older People’s 
services (Appendix 6) has been published and provides clear direction for existing and 
new providers, this will be updated and evaluated periodically, and an additional position 
statement will be available later in the year that will scope activity and intentions across 
all adult care sectors and with close collaboration with health commissioners.  
 
We have produced two public-facing documents which we will use to share with local 
people our plans, how they align with our local priorities and what our proposed changes 
will mean for local people (‘Plan on a page’ Appendix 10 and ‘What will the BCF deliver 
for the people of Rotherham’ Appendix 9).  

 
 
1.4 Related documentation 
 
 

Ref.  Document or information title 
 

Synopsis and links 

A1 Findings from consultations  A summary of all the consultations which 
have taken place as part of the BCF planning 
and wider health and wellbeing agenda.  
 

A2 Rotherham Better Care Fund 
action plan   

Includes the detail and intended outcomes 
(including related ‘I Statements’) of the 
schemes to be delivered through the BCF, 
and shows how these align with the local 
health and wellbeing strategy priorities and 
objectives,  
 

A3 Health and Wellbeing 
Strategy  

The joint strategy which sets out the priorities 
of the health and wellbeing board for 2013 – 
2015.  
 

A4 Joint Strategic Needs 
Assessment   

Assessment of the health and social needs 
of the Rotherham population.  
http://www.rotherham.gov.uk/jsna/ 
 

A5 Overarching information 
sharing protocol  

This protocol complements and supports 
wider national guidance, professional body 
guidance and local policies and procedures 
to improve information sharing across 
services in Rotherham. Signed up to by HWB 
September 2012.  
 

A6  Market Position Statement 
for Older People  
 

The Market Position Statement has been 
developed by Rotherham Council to inform 
current and potential providers of social 
services in the borough of the direction of 
social care services for older people over the 
next few years.  
 

A7  Risk Register  
 

Detailed log of risks and mitigating actions 
which will be used to monitor and review the 
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impact of the BCF plan and identify any 
unintended consequences,  
 

A8  
 

Consultation Plan  Plan for continued consultation and 
engagement with service users, patients and 
providers.  
 

A9  What will the BCF plan 
deliver for the people of 
Rotherham  

A public document which provides an 
overview of the BCF planned schemes, ‘I 
Statements’, and case studies demonstrated 
the what the changes will mean for local 
people.  
 

A10 BCF ‘Plan on a page’  2 page document which demonstrates how 
the BCF actions align with the health and 
wellbeing strategy and outcome measures.  
 

A11  Workstreams delivering 
savings  
 

Table showing the workstreams through 
which QIPP savings are being delivered.  

A12  Governance Frameworks  Diagrams demonstrating the decision making 
structure, as well as the framework for 
delivery and performance. 
 

 
 

2. Vision and Schemes 
 

2.1 Our vision for integrated health and care services for 2019  
 
The Rotherham Health and Wellbeing Strategy sets out our overarching vision to improve 
health and reduce health inequalities in the borough.  Through the strategy, the Health 
and Wellbeing Board has made a commitment to more integrated, person-centred 
working, to improve health outcomes for local people.  
 
The Better Care Fund plan will contribute to 4 of the strategic outcomes of the local 
Health and Wellbeing Strategy:  
 

• Prevention and early intervention: Rotherham people will get help early to stay 
healthy and increase their independence 

 

• Expectations and aspirations: All Rotherham people will have high aspirations for 
their health and wellbeing and expect good quality services in their community 

 

• Dependence to independence: Rotherham people and families will increasingly 
identify their own needs and choose solutions that are best suited to their personal 
circumstances 

 

• Long-term conditions: Rotherham people will be able to manage long-term 
conditions so that they are able to enjoy the best quality of life 
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Local ‘I Statements’  
 
Our vision for integration is based on the experiences, values and needs of our service 
users, patients and carers.  Through mapping these and understanding the journeys 
people take in and out of health and social care, we have identified a number of ‘I 
statements’ which demonstrate the outcomes local people want from better integrated, 
person-centred services. From 2015/16 our Better Care Fund plan will work towards the 
following:  
 
‘I am in control of my care’  
People want to feel central to decision making and development of their care plans, they 
want all professionals and services to communicate with each other to understand their 
care needs and ensure they receive the most appropriate care for their circumstances, 
and they want to be provided with the right information to help them to manage their 
conditions and make informed choices about their own health and wellbeing.  
 
‘I only have to tell my story once’ 
Service users, patients and carers want all organisations and services to talk to each 
other and share access to their information, so that they only ever have to tell their story 
once.  
 
‘I feel part of my community, which helps me to stay healthy and independent’ 
People want to feel independent and part of their community and want organisations to 
provide better information and support to help them to do this, understanding that this 
reduces social isolation and avoids the need for more formal care services later on.  
 
‘I am listened to and supported at an early stage to avoid a crisis’  
People want support, advice and information at an early stage to help them look after 
their mental health and wellbeing, avoiding the need for more intense, high-level services 
when they reach crisis point.  
 
‘I am able to access information, advice and support early that helps me to make 
choices about my health and wellbeing’  
People want a greater focus on preventative services and an increased capacity in 
community activity to prevent high intensity use of services and more formal care, and to 
help them better manage their conditions.  They also want services to be available 7 
days a week and information and advice to be more accessible. Understanding the 
journeys that people take into health and care services will help us to provide more 
appropriate information and support at times when people need it most.   
 
‘I feel safe and am able to live independently where I choose’ 
People want to stay independent and in their own home or community for as long as 
possible.  They want to feel safe to do this and know that the right support is available 
when and where they need it. 
 
Customer experiences will be closely monitored throughout the delivery of the BCF 
action plan via the 6 ‘I statements’.   This will involve the council’s Performance and 
Quality Team contacting relevant service users and patients, upon delivery of each of the 
BCF actions and obtaining their views regarding service/s they are receiving.   This will 
help us to see the real customer journey and to learn and improve service delivery based 
on customer feedback.   
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Through surveys, telephone and face to face interviews, the team will develop a number 
of case studies, to identify the positive and negative impacts that the BCF plan has had 
on customer experiences.  Rotherham Council has in place a Customer Inspection 
Service, with individuals who are customers and experts by experience.  This group will 
support the assessment of the impact of the BCF plan and help us to see the 
implementation through the eyes of the customer.  These experts by experience will also 
help us to identify where further improvements are needed.  All feedback will be used to 
further enhance and improve the customer experience.  
 
Our vision – a customer perspective  
 
As a result of the changes we will make, we expect that all service users, patients and 
their carers will have confidence in the care they receive and feel supported to live 
independently, manage their conditions and participate in their community.  They will feel 
well and less likely to rely on acute services, resulting in a reduction in overall pressure 
on the hospital and health budgets.  Although, when acute care is the best option for 
people, they are helped to move quickly back into their community when they are ready 
to do so. We will see a greater shift from high cost reactive care, to lower cost, high 
impact preventative activity.  
 
Integrated commissioning  
 
To achieve this, we have agreed a number of actions that will begin this journey and 
result in changes short and medium term. We have a tradition of shared commitment to 
delivering joined up services, as demonstrated by our well-established Joint Adult 
Community Mental Health Services; Joint Learning Disability Service; Joint Residential 
and Nursing Care Service, and a joined up approach to Safeguarding of Vulnerable 
People; Intermediate Care Service; Stroke Recovery Services; dedicated Step- Up/Down 
placements; and Integrated Community Equipment Services, all supported either by 
pooled budgets and/or partnership agreements overseen by dedicated joint 
commissioning staff. Currently the majority of commissioning activity is undertaken 
separately by experienced officers in the council (including Public Health) or in the CCG 
(and colleagues in the Regional Commissioning Support Unit), though key partner 
decisions, broad commissioning intentions; and efficiency programmes are shared 
through our joint consultation forums: the Adult Partnership Board; Chief Executives 
Group; Rotherham Partnership Board; and HWBB. 
 
Our longer term, 5 year plan, will see health and social care teams working in an 
increasingly integrated way and our commissioning plans aligning more comprehensively 
to meet the priorities set by the HWBB, to achieve maximum efficiencies, preserve 
service quality, and reach beyond critical, acute or “eligible” social care to impact on the 
prevention agenda.  We will move to a whole-system commissioning model, which has 
services commissioned in line with our health and wellbeing strategy principles that are 
coordinated across all agencies to ensure they are person-centred and we maximise 
local spend.  We will scope and routinely share information on commissioning activity, 
share respective commissioning plans and timetables, align wherever possible, and 
develop joint market facilitation arrangements so that market providers receive a 
consistent and transparent message from the Rotherham health and social care 
community.  Our integrated approach extends to public health services; complimentary 
public health activity focuses on primary prevention and supporting and developing the 
healthy ageing agenda. The synergy between BCF and public health will help to 
maximise the improvements across the pathway from prevention to early diagnosis/help.  
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2.2 Our aims and objectives for integrated care and how the fund will 
secure improved outcomes in health and care in Rotherham.  
 
Our aim is for an integrated system, that provides care and support to people in their 
home or community, which focuses on prevention, early intervention and maximising 
independence.  To do this, we have identified a number of key objectives set out in our 
health and wellbeing strategy which have been used to inform our plan.  We have 
demonstrated below where these will impact on the specific outcome measures of the 
BCF:  
 

To deliver our vision on Prevention and Early Intervention  

What we will do  Related measures 

We will coordinate a planned shift of resources from high 
dependency services to early intervention and prevention  

N1, N2, N4, N5, L1 
 

Service will be delivered in the right place at the right 
time by the right people  

N1, N2, N3, N4, N5, L1 
 

 

To deliver our vision on Expectations and Aspirations  

What we will do  Related measures 

We will ensure all our workforce routinely prompt, help 
and signpost people to key services and programmes  

N1, N2, N3, N4, N5, L1 

We will co-produce with Rotherham people the way 
services are delivered to communities facing challenging 
conditions  

N1, N2, N3, N4, N5, L1 

 

To deliver our vision on Dependence to Independence  

What we will do Related measures 

We will change the culture of staff from simply ‘doing’ 
things for people to encouraging and prolonging 
independence and self-care  

N1, N2, N3, N4, N5, L1 

We will support and enable people to step up and step 
down through a range of statutory, voluntary and 
community services, appropriate to their needs  

N1, N2, N3, N4, N5, L1 

 

To deliver our vision on Long-term Conditions  

What we will do Related measures 

We will adopt a coordinated approach to help people 
manage their conditions  

N1, N2, N3, N4, N5, L1 

We will develop a common approach to data sharing so 
we can provide better support across agencies and put 
in place a long-term plan for the life of the individual  

N3, N4, N5, L1 

 
Outcome measures (key): 
 

• N1 Admissions into residential care  

• N2 Effectiveness of reablement 

• N3 Delayed transfers of care  

• N4 Avoidable emergency admissions  

• N5  Patient and service user experience  

• L1 Emergency readmissions  
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The 4 vision themes and objectives of the health and wellbeing strategy described above 
are being delivered through a set of workstreams, jointly led by the council and CCG.  
The proposed schemes to deliver the BCF described in the following section will form 
part of this broader work and contribute to achieving these objectives.  Although the BCF 
plan is only part of the picture, we feel it will significantly contribute to the strategic 
outcomes that the Health and Wellbeing Board have already signed-up to through the 
local strategy, which is why we have closely aligned the two pieces of work.  By ensuring 
the BCF plan is closely aligned to the objectives of the Health and Wellbeing Strategy, 
we are able to identify specific funded activity that will improve outcomes for local people 
through a better integrated system, which will ultimately help us to achieve our vision.  

 
 
2.3 A description of our planned changes 
 
Achieving our vision will mean significant change across the whole of our current health 
and care landscape.  Commissioners and providers welcome the opportunity to adapt 
and change the way they do things. The following actions demonstrate the commitment 
both the council and CCG have made to transforming services and working in a more 
integrated way for the benefit of Rotherham people.  
 
The local BCF action plan is transformational and signifies a major shift in the way we 
commission health and social care services. For example: 

• The development of an integrated Rapid Response Service is one example of how 

the BCF will ensure a consistent and integrated response to people who have an 

urgent need. 

• By responding quickly with the full range of support we will be better able to reduce 

hospital admissions and delay admission to residential care. 

• An integrated falls and bone health care pathway will reduce the impact of falls 

related injuries and save costs further down the care pathway.  

• Finally the introduction of person held care record will ensure that health 

professionals can make informed decisions about treatment options and most the 

appropriate place of care. 

 
An action plan is attached as Appendix 2.  

 
What we want to achieve: Rotherham people will get help early to stay 
healthy and increase their independence 
 
We will use the BCF to put in place the following schemes:  
 
BCF01 Mental Health Service  
 
The mental health liaison service will be provided through a multidisciplinary team 
working to support the care of older people with mental health needs and younger people 
with dementia. The team will work in partnership with care homes and general wards in 
the hospital. Its minimum function will be to reduce admissions into mental health wards 
by supporting people effectively in the community, and also to support timely discharges 
from hospital. 
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We have identified the following key objectives for developing the service. 

• Improve the provision of mental health liaison  across CAMHS, Adults and Older 
People services 

• Reduce avoidable emergency admissions and re-admission to The Rotherham NHS 
Foundation Trust (TRFT).  

• Reduce the number of admissions and length of stay for older people with dementia 
or adults with mental health problems. 

• Improve outcomes and patient experience for people with mental health illness 
accessing TRFT. 

• Raise the profile and increase awareness of mental health and dementia within TRFT 
as an aspect of holistic health. 

• Improved compliance of TRFT with the legal requirements of the Mental Health Act 
(2007) and Mental Capacity Act (2005). 

• Improve access to mental health services through 7 day working. 

• Improve parity of esteem. 

• Ensure people with mental health problem receive the right treatment in the right 
location at the right time 

 
How will we do this?  
 

• Commission a 7-day a week with extended hours (9.00am – 8.00pm) for mental 
health liaison service for adults with mental health problems and older people with 
dementia. 

• Raise the profile and awareness of mental health within TRFT as an aspect of holistic 
health.  This will be achieved through the increase prominence of mental health 
services at TRFT and the delivery of training programme to TRFT staff. 

• Ensure there is effective liaison  and improved pathway of care with other parts of the 
health / social care system, including Rotherham GPs, Crisis and inpatient teams 
(TRFT, Woodlands, Swallownest etc.), specialist mental health teams (adult and older 
people), social services, emergency service and non-statutory agencies, Alcohol 
Liaison service, Substance misuse services. 

• Pilot the introduction of an additional CAMHS consultant into the service to support 
7/7 working. 

• Provide expert advice on capacity to consent for treatment in complex cases, 
including advice regarding the use of Mental Capacity Act (MCA) and Deprivation of 
Liberty Safeguards (DOLS). 

 
Who will benefit? 
 
Customers will benefit from being provided with more skilled and appropriate support 
when they do need to experience a hospital admission, and will also benefit from having 
care provided to them where they live. The coordinated assessment and care plan 
should result in more person centred care and better outcomes for people using services. 
Those who will benefit include: 

• People with dementia and their carers 

• Adults with mental health problems and their carers 

• Children and young people with mental health problems and their carers 

• Staff in TRFT, RDaSH, social care and working in the Emergency Care Centre 

• NHS England interface with Rotherham services, such as RDaSH, social care and 
TRFT 
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BCF02 Falls Prevention 
 
Rotherham will set out a systematic approach to falls and fracture prevention. We have 
identified four key objectives for developing the service  
 
1. Improve patient outcomes after hip fractures through compliance with core standards 
2. Respond to a first fracture, through falls and fracture services in acute and primary 

care settings 
3. Early intervention to restore independence, through falls and fracture care pathways  
4. Prevent frailty, promote bone health and reduce accidents through encouraging 

physical activity and healthy lifestyle, and reducing unnecessary environmental 
hazards 

 
How will we do this? 
 
Engaging all key partners to comprehensively scope and apportion lead responsibility for 
the actions needed, and establish an intelligence network to collect evidence to be 
presented at a bi-yearly clinic around falls prevention,  pro-actively engaging care sector 
providers through the Shaping the Future Forum. To link this work to the Dependence to 
Independence Workstream and the partnership approach around risk management. 
 

• Identifying patients presenting with fragility fracture and assess them to determine 
their need for bone active therapy to prevent future osteoporotic fracture 

• Ensuring that people at high risk of falls and fracture are given comprehensive 
assessment and evidence based intervention 

• Introducing a care management pathway with clear lines of referral for an integrated  
approach to bone health, fracture liaison and falls prevention 

• Reducing year on year increase in falls that result in hospital admission and serious 
injury and to reduce the numbers of people who sustain fractured neck of femur 
following a fall. 

 
Who will benefit? 
 
There will be separate care pathways for each of these cohorts; 
 

• People at risk of an injurious fall   Primary and community care 

• People who have had a recent fragility fracture  A&E and Fracture Clinic 

• People with an injurious fall who have complex needs Case management  
 

BCF03 Joint call centre Incorporating telecare and telehealth 

 

This workstream provides a joint vision for the development of telehealth and telecare 

services in Rotherham. It sets out the principles for care pathway development, maps 

current telecare provision and puts forward proposals for joint commissioning activity.  

 

The overall objective of developing a joint telecare/telehealth strategy is to optimise the 

care of patients with long term conditions. Rotherham MBC and Rotherham CCG 

recognise that technology is an enabler for optimisation but not the whole solution. 

Pathways should be developed in conjunction with national guidelines and strategies for 

the management of long term conditions. All pathways should be systematically reviewed 

with clinicians in order to draw on their local expertise.  

Page 41



Final Version 3.4.14 

How will we do this? 

 

Rotherham CCG and Rotherham MBC will work to together to develop telecare 

prescriptions for GP Practices participating in the case management programme. We will 

introduce integrated telecare and telehealth packages which can be offered as part of a 

self-management programme for patients with a long term condition. We will scope the 

potential for development of a joint telecare/telehealth hub. Specifically we examine the 

potential for combining the Rothercare Service with the Care Coordination Centre.  

 

Who will benefit? 

 

The main benefit of this initiative is its potential to deliver improvement in outcomes for 

people who have a high dependency on health and social care services. A combined 

approach to care coordination, telehealth and telecare allows local practitioners to 

maintain contact with vulnerable patients. It can help improve the reach of health and 

social care, supporting those who are often ‘invisible’ from main acute services.  

 

This initiative is more likely to ensure that intervention is early and appropriate. It makes 

more efficient and effective use of available clinical teams by reducing unnecessary 

home visits. It involves people far more in the management of their own healthcare and 

could lead to significant reductions in A&E usage and unplanned admissions  
 
BCF04 Integrated Rapid Response Service  
 
Rotherham will extend the current Fast Response Service so that it is capable of meeting 
the holistic needs of adults with long term conditions who experience an exacerbation. 
The new service will incorporate community nursing, social work support, enablement 
and commissioned domiciliary care. The main aims of the service will be to;  

• Prevent avoidable admission to hospital for people with long term conditions  

• Support discharge from hospital for those who are medically stable  

• Ensure that patients receive the most appropriate level of care that can meet their 

needs  

• Ensure that patients receive seamless care that is patient focused and clinically safe   

• Provide a service from 7am until 2am, 7 days a week including bank holidays  

• Ensure safe and effective handover of care to mainstream primary and community 

services.  

 
How will we do this? 

 

We will enhance the current Fast Response Service so that it incorporates social 

workers, reablement workers and it will work in a streamlined way with commissioned 

domiciliary care providers. The new Integrated Rapid Response Service will assess 

patients who are medically stable but need additional support to remain at home.  The 

service will meet all the health and social care needs of eligible patients for up to 72 

hours at which point there will be a hand-off to mainstream services.  
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Under this enhanced service model the GP will retain overall medical responsibility for 

patients. The team will have access to the Fast Response beds located at Lord Hardy 

Court.  If it is not possible to meet the needs of the patient at home, the Integrated Rapid 

Response Service will be able to arrange transfer to one of the Fast Response beds for 

recovery and recuperation.  

 

Who will benefit? 

 

In order to qualify for support from the Integrated Rapid Response Service the patients 

has to be 18 years or over. They have to have a Rotherham GP and they must be 

medically stable at the time of referral. 

 

The patient may require rehabilitation. They may be a falls risk or have poor mobility. 

Patients who require IV Therapy would be eligible for the service as would those 

experiencing an exacerbation of a medical or long term condition.  

 

BCF05 Seven day community, social care and mental health provision to support 

discharge and reduce delays      

 

Rotherham will extend current provision so that appropriate services are available 7 

days/week. This will enable timely discharge from hospital and avoid unnecessary 

admissions to hospital or residential care. 

 

Emergency care should not be used when patients would benefit from care in other 

settings. We will ensure that community health and social care services deliver a high 

quality, responsive service both in and out of hours. We will focus on improving 

diagnostics and urgent care. Through good partnership working, we will ensure that 

community services deliver a high quality, responsive service both out of hours. We will 

ensure that when someone has an urgent care need out of hours the quality of health 

provision is maintained and that patient outcomes are good.  

 

How will we do this? 

 

Rotherham will review and evaluate existing arrangements against potential increase in 

demand arising from 7-day working across community, social care and mental health. 

We will increase social work capacity and, through jointly agreed specifications, we will 

commission future domiciliary care capacity, to support discharge at weekends. We will 

enhance and integrate out of hours services, and review commissioning arrangements, 

so that they are more responsive.  

 

Who will benefit? 

 

7 day services have the potential to drive up clinical outcomes and improve patient 

experience through, reducing the risk of morbidity and excess mortality following 

weekend admission in a range of specialties. Case studies reveal the potential for: 

• improved quality, efficiency and innovation through 
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• Admission prevention; 

• Speed of assessment, diagnosis and treatment; 

• Safety and timing of supported discharge; 

• Reduced risk of emergency readmission; 

• Better use of expensive plant and equipment; 

• Avoidance of waste and repetition 

• Service rationalisation to enable safe consultant staffing levels. 

 

 

What we want to achieve: All Rotherham people will have high 

aspirations for their health and wellbeing and expect good quality 

services in their community 

 

We will use the BCF to put in place the following schemes:  

 

BCF06 Social prescribing  

 

The social prescribing project has had a successful start and has been recognised 

nationally as good practice. The plans included in the Better Care Plan will extend 

availability. The project acts as a portal for health professionals to access voluntary and 

community support services, to enable existing third sector providers and groups to 

complement the formal support that people with long term conditions receive. They are 

able to provide flexible, appropriate services that help people to self-manage. 

 

How will we do this?  

 

Through funding community navigators, employed by VAR, the local community and 

voluntary service, people with long terms conditions are able to access through their GP 

the following services: 

 

• Condition management programmes: education, managing pain and fatigue, healthy 

eating, exercise, emotional support, support to self-care, understanding care 

pathways, self-help groups. 

 

• Health and wellbeing: craft groups, music sessions for people with dementia, 

community garden projects, peer support groups, healthy cooking clubs, walking 

groups, specialist yoga and assistive technology support. 

 

• Employment, education or wider community participation: one to one support, group 

work, social activities, training, apprenticeship s, support to access community 

facilities, travel support, community transport. 

 

The service employs dedicated workers whose role includes liaison with providers and 

support to enable referred patients to access the prescribed service. This may include a 
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short period of one to one support to access available services, taking someone to a self-

help group or organised activity.  

 

Who will benefit? 

 

GPS will benefit from being able to support patients to follow through on self-help 

activities. Customers will benefit from being able to access a wider range of support that 

enables them to regain or gain independence, and the community benefits from having a 

wider range of people actively engaged. The third sector is fully engaged into patient care 

pathways. It contributes to a reduction in formal social care packages and reduces 

admission to hospital.  

 

BCF07 Joint residential and nursing care commissioning and assurance team 

 

What are we trying to achieve? 

 

Approximately 1500 Rotherham people live in care homes in Rotherham, under a diverse 

set of funding arrangements. Rotherham currently has more available placements than 

demand requires, and this suggests a degree of fragility for the sector. The intention of 

this workstream is to develop a joint approach towards quality assurance of residential 

and nursing care homes. Rotherham CCG and Rotherham MBC will work closely to 

develop an integrated care home support service that fulfils the following functions; 

• Reduce A&E referrals, ambulance journeys and hospital admissions from residential 

care  

• Address health training needs of care home staff 

• Ensure appropriate access to falls prevention services  

• Promote healthy living initiatives  

• Review health aspects within care homes and ensure they are contract compliant 

• Improve communication and align local routes for delivering improvements in care 

home standards and quality. 

 

How will we do this? 

 

Rotherham will carry out a review of existing services to examine where joint working 

arrangements can best apply. We will explore the potential for developing an integrated 

Care Home Support Service, incorporating the current functions of the team with 

responsibilities for contract compliance. Health and social care staff will work closely 

together to improve quality and monitor performance. Where the team identifies issues 

with care quality or where a training need is identified for staff, the service will directly 

intervene. Interventions can include; the development of remedial improvement plans, 

co-ordinating tailored training programmes and case management support for complex 

residents. 
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Who will benefit? 

 

The development of an integrated Care Home Support Service will ensure that care 

home contracts are monitored effectively and that health related concerns are properly 

picked up within the local authority contracts. Residents will benefit because quality and 

performance issues will be identified early, enabling Homes to take remedial action 

before concerns regarding safeguarding start to arise. Care Home Providers will benefit 

from a unified approach to contract monitoring and a consistent message from 

commissioners. They will understand better the local intentions, which will assist them to 

make positive and informed business continuity decisions in a local market that is under 

the development of this type of integrated support provision will support good practice 

and protect residents. 

 

BCF08 Learn from experiences to improve pathways  

 

We want a clearer understanding of the journey through health and social care services 

for people with long term conditions. We want to answer the following questions about 

our local services: 

 

• Is our care proactive, holistic, preventive and patient-centred 

• Are people playing an active role in their care?  Are they engaged, informed and 

empowered? 

• Do health and social care professionals adopt a partnership approach with their 

customers 

• Are clinicians competent in supporting shared decision-making and goal setting 

• Can we reduce duplication of input between health and social care  

• Is the risk stratifications tool identifying high intensity users of health and social care 

services    

• Is there a link between care planning for individuals and commissioning for local 

populations 

• Do we have a diverse range of quality providers to call on that allow sufficient choice 

and flexibility to meet the specialist needs and preferences of people in our 

communities   

 

How will we do this? 

 

We will gain this understanding by: 

1. Undertaking a deep dive exercise which maps the care pathway of a specified 

number of high intensity uses of health and social care services, using customer 

journey tools to enable a better understanding of the customer experience of services. 

2. Carrying out a full evaluation of the risk stratification tool and developing a 

mechanism for identifying high intensity users of health and social care services 

3. Involving customers and carers in refreshing the JSNA so that demand is better 

understood and partners have as much intelligence as possible on which to base their 

commissioning activity.  

4. Health and Social Care Market Facilitation Programme 
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Who will benefit? 

 

This piece of work will ensure that we are targeting resources at the correct cohort of 

people. It will inform plans to reduce duplication within care pathways and it will support a 

partnership approach to care delivery. It will promote partnership working between the 

patient and health & social care professional. It will also support partnership working on a 

case and individual level between health and social care services.  

 

 

What we want to achieve: Rotherham people and families will 

increasingly identify their own needs and choose solutions that are 

best suited to their personal circumstances 

 

We will use the BCF to put in place the following schemes:  

 

BCF09 Personal health and care budgets  

 

The council has a positive record in delivering personalised services, including personal 

budgets and direct payments. Collaborative work between the Council, CCG, and CSU 

has resulted in the early delivery of personal health budgets for people in receipt of fully 

funded health care, so the health and social care economy is on track to deliver personal 

health budgets by 1st April 2015. Through the Better Care Fund, it is our aspiration to 

continue to deliver on these agendas and to extend our current plans to a wider group of 

individuals, ensuring that they have choice and control.  

 

How will we do this? 

 

As the personalisation agenda is rolled out, the CCG will review its the payment 

mechanisms for community services to ensure that where patients choose alternative 

services over commissioned services, the CCG does not pay twice. Where 

commissioned services are no longer required we will seek to decommission services 

without destabilising existing providers. There is potential for a much wider range of 

providers which require the appropriate oversight to ensure quality requirements are 

being achieved, and RMBC and the CCG will work together to present  a consistent 

approach to the care market, and develop streamlined and flexible contract management 

arrangements.  

 

Over the next year we will roll out training to offer personal health budgets (PHB) to all 

patients in receipt of a domiciliary Continuing Healthcare package, including notional 

budgets.  We will monitor the impact of PHB roll out on expenditure. We will hold 

stakeholder development sessions to build strong partnerships between RMBC, 

Rotherham CCG and Commissioning Support Unit colleagues.  Finally we will develop a 

service level agreement with RMBC, subject to agreement of final costs.  
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Who will benefit?  

 

Customers and their families will benefit from being able to choose the way in which their 

services are delivered, offering increased choice and control. Service providers will 

benefit from positive engagement with customers and the ability to work in a more person 

centred way. 

 

BCF10 Self-care and self-management  

 

The purpose of this workstream is to ensure that self-management is embedded in all 

aspects of health and social care. A good system of self-management will support the 

development of knowledge, skills and confidence in self-care support.  Health and social 

care services should support people with long term conditions to actively participate in 

care planning. Care plans should include actions for the person receiving support aimed 

at improving or maintaining their condition. High-risk patients with long term conditions 

should have a person held record, which includes their care plan. Case managers should 

ensure planned follow up on goals. Scheduled appointments should be in place to plan 

care, treatment or support.  

 

Some specialist teams such as the Home Care Enabling Service, Intermediate Care , 

Falls Service, Breathing Space and the Community Stroke / Neurological Conditions 

Teams and community matrons are built on an ethos of self-management. These 

services have the clinical systems in place to support self-care. However many 

mainstream health services still focus on direct support rather than support with self-

management. 

 

How will we do this? 

 

Rotherham will evaluate the current patient skills programme and reconfigure. We will 

bring all self- management programmes under a single banner “Rotherham Patient Skills 

Programme”. We will extend the current patient skills programme so that it supports 

patients on the GP case Management Programme. We will develop specialised 

psychological support services for people with long term conditions, so that they are 

better able to self-manage. 

 

Rotherham will set up a local self-management network, responsible for promoting self-

management and acting as an interface between the statutory, voluntary and 

independent sectors. We will develop a multi-agency practitioner development 

programme, equipping works with the skills to assist in self-management. Finally 

Rotherham will introduce a person held record for people with a long term condition, 

enabling them to monitor their condition and track the progress of their care plan.  

 

Who will benefit? 

 

Every person in Rotherham with a long-term condition should have an opportunity to 

participate in a collaborative care planning process with effective self-management 
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support.  People who recognise that they have a role in self-managing their condition, 

and have the skills and confidence to do so, experience better health outcomes. With 

effective support and education, evidence shows that these skills can be developed and 

strengthen, even among those who are initially less confident, less motivated or have low 

levels of health literacy. Professionals gain new knowledge and skills, leading to greater 

job satisfaction.  

 

BCF11 Person-centred one-page plan  

 

Each individual in contact with services will have a person-held one page plan that 

informs them, their family and professionals involved with their care of their story, their 

plan and what they can do to keep themselves healthy, safe and living in the community. 

It will outline about what is important to that individual,    Building on the success of the 

case management pilot, which has seen every person in the pilot being provided with a 

care plan that is held in the home, the document will be agreed with the customer and will 

be developed in line with current best practice   

How we will do this  

 

How will we do this?  

 

We work with customers and patients to develop an agreed format. This will then be 

tested with a small group of customers and once the result is effective and meets 

customers’ needs, will be rolled out through the case management process, through 

social work assessments and other routes. 

 

Who will benefit? 

 

Customers will only have to tell their story once, and will be able to work with their GP or 

other professional on developing a plan that reflects their needs, and also includes their 

self-care or self-management plan, plus a plan that informs, when needed, other 

professionals to ensure that they receive the care they need where they need it. This 

plan will ensure that people’s needs are met. The case management pilot has resulted in 

a number of people having person held plans in their homes, and this has been 

welcomed by the ambulance service who have found them useful and have been able to 

use them to support decision making – the person centred one page plan will build on 

this. 

 

BCF12 Care Bill preparation  

 

The Care Bill present significant challenges to the Local Authority and partners , in 

relation to a duty to provide effective advice, information and guidance services, 

extended rights for carers, statutory responsibilities for safeguarding adults, deferred 

payments and care accounts including new responsibilities in relation to people who fund 

their own care  and an increased focus on personalisation. The council will identify the 

cost and activity pressures resulting from this new legislation. 
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How will we do this?  

 

There is a Care Act Steering Board in place which has five workstreams each focussing 

on key elements of the Act, The Steering Board will work with customers, providers, and 

partners to determine the actions needed, and will then guide the action plans to deliver 

effective change by 1 April 2015.  

  

Who will benefit?  

 

The Care Act will ensure that there is a consistent approach nationally in relation to the 

eligibility for adult social care, portability of assessment, and the delivery of more 

personalised services., It will ensure that carers are supported. The action plan will 

ensure that staff needs for training, development and information are met at a time of 

significant legislative change.  

 

 

What we want to achieve: Rotherham people will be able to manage 

long-term conditions so that they are able to enjoy the best quality of 

life 

 

We will use the BCF to put in place the following schemes:  

 

BCF13 Review existing jointly commissioned services 

 

All jointly commissioned services will be reviewed to establish if they provide value for 

money and are aligned with the BCF vision and principles.  Where services are not 

efficient and effective, services will be reconfigured or decommissioned. There is a 

recognition that the shift from care in hospital to the community will impact on social care 

services. Where this impact is apparent the Better Care Fund will provide additional 

support to social care services through the service review process.  

 

How will we do this? 

 

Rotherham will develop a 3 year review programme for all services funded through the 

Better Care Fund. We will also develop a robust review process which enables 

commissioners to form a clear picture of the strategic relevance and performance of 

existing services. We will set out joint governance arrangements for making decisions on 

review recommendations. Finally we will put in place a proper performance framework for 

BCF services which demonstrates the effectiveness of services against BCF criteria 

 

Who will benefit? 

 

Reviewing the current portfolio of BCF services will ensure that there is proper alignment 

between health and social care locally. Commissioners from the local authority will have 

a direct influence over the configuration of services that were historically commissioned 

by health. Local Authority commissioners already have a good dialogue and contract 
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management arrangements with the care market and involve health partner 

commissioners in its engagement/ market facilitation programme, to present a united 

approach to commissioning and procurement of services wherever possible. The BCF 

presents an opportunity to understand more thoroughly the models and drivers for 

commissioners from each organisation and to improve future collaborative 

commissioning for the health and social care community. 

 

All commissioned services can be realigned to deliver a combination of health and social 

care outcomes rather than being totally focused on the targets of a single organisation.  

This inevitably benefits the patient as it moves both CCG and Council commissioners 

towards a position where they are commissioning fully integrated health and social care 

services.   

 
BCF14 Data sharing between health and social care  

 

All Rotherham NHS correspondence uses the NHS number as primary identifier, and the 
council has a plan already in development to enable this to be used on social care 
systems.  It is proposed that use of the NHS number as a unique identifier across all 
health and social care will create the starting point for the development of shared IT 
capacity locally. We aim to provide information sharing capacity between and across 
health and social care that is effectively governed and safe. 
How will we do this? 
 
Through the BCF there is a commitment to ensure that all providers have access to 
integrated person-held records, which include all health and social care plans, records 
and information for every individual.  To enable this to happen we will develop portal 
technology to share data in a secure way that is in the best interest of people who use 
care and support.  Accompanied with effective use of new technology it will liberate 
practitioners and transform the way they work.   
 
Who will benefit?  
 
The BCF Plan has highlighted actions related to the use of technology and information 
that, if fully implemented, could deliver significant benefits to the health and social care 
economy. These benefits include improvements to quality and efficiency as well as 
patient experience and satisfaction.  
 
As well as delivering efficiencies, there are also tangible benefits such as the 
improvements in the quality of care delivered, the accuracy of data collected, improved 
data flow between health and social care and the increased flexibility the practitioners 
have in managing their time and location of work. 
 
The BCF Plan will ensure greater efficiency in accessibility of patient information. 
Increased accessibility will enable faster transfer of medical history in a medical 
emergency or when visiting a new practitioner. Researchers and public health authorities, 
with the permission and consent of the patient, will be able to collect and analyse up-to-
date patient data. Such access is imperative in emergency situations, and also allows 
public health officials to easily conduct outbreak and incident investigations. Improved 
accessibility will also enable health care providers to reduce costs associated with 
duplicate testing, appointment reminders and laboratory results. 

 

Page 51



Final Version 3.4.14 

2.4 Our plan’s impact on mental health services 
 
The mental health liaison service is a key component of the BCF plan, which will be in 
addition to existing services and will transform how patients with mental health issues are 
treated in the Rotherham urgent care system. This will also improve patient experience 
and health outcomes 
 
A key change in 2014 will be increased clinician to clinician discussions between CCG 
GPs and mental health service clinicians to ensure that quality improvements can still be 
made in the increasingly challenging financial situation. 
 
There will be an increased focus on the mental health of people with other long term 
conditions. The Older people, Adults and Alcohol liaison services will be part of an 
increased emphasis on the mental health needs of people accessing acute hospital 
services. The GP case management, over 75s and social prescribing schemes describe 
the increased multiagency and voluntary sector inputs we will deliver to 20,000 people 
with long term conditions and who are at risk of hospital admission. 
 
An action log was produced in December 2013 setting out details of as follows: 

• An increased focus on quality for Rotherham residents in both adult services and 
CAMHS; 

• Older and Adult Mental Health Liaison Services and Alcohol Services. These services 
which started in 2013 will be evaluated and enhanced if they provide value for money 
and deliver the required outcomes; 

• Dementia  
o Achieving timely diagnosis and treatment and improving the care pathway, and 

reviewing scanner capacity; 
o Develop a one-stop clinic for dementia diagnosis; 
o Improving support to carers 
o Work with partners to review dementia day care service provision across health 

and social care 
o Social prescribing support is improving support to carers, it is helping more hidden 

carers to be identified and get support earlier 

• Establish an adult autism diagnosis process 

• Work to implement Mental Health Payment by results. This will require primary and 
secondary care clinicians to work together on benchmarking and care pathways; 

 
 
2.5 What our changes will mean for local people  
 
We have developed a set of personas and ‘case studies’ which demonstrate what the 
changes we are making through the BCF will mean for local people.  These have been 
aligned to our ‘I Statements’ providing us a basis for monitoring our changes once the 
plan is full into implementation. 
 
Case studies can be seen in Appendix 9, which we will also use to share with the public 
what our proposed changes are and what this will mean for them as patients, services 
users and/or carers.  
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2.6 How the BCF aligns to other local plans  
 
We have based our BCF plan on the joint commitments that have already been made 
through the local Health and Wellbeing Strategy.  Doing this also ensures that our BCF 
plan aligns with the CCG commissioning plan and that of health and care providers in the 
borough, who have been integral to the development of the Health and Wellbeing 
Strategy and are all fully signed up to its priorities. The alignment between the BCF and 
the Care Bill has been recognised; there is cross-membership between the Better Care 
Fund Operational Group and the Care Act Board and the two plans will cross reference 
to ensure consistent delivery of the changes needed. 
 
 

2.7 Our timescales for delivery  
 
We have identified lead officers for each of the BCF schemes in our plan, who will be 
responsible for developing more detailed action plans for each scheme, demonstrating 
the expected timescales and delivery mechanisms.  
 
This will be supported by the BCF operation officer group, which will begin this work 
during its first meeting in April 2014.  
 
We have identified the budget and where this will be spent during the transition year 
2014/15, which will include reviewing a number of services to ensure the BCF plan is 
ready to be fully implemented from 2015/16.  
 
 

2.8 Implications of our plan on the acute sector 

NHS Rotherham CCG’s share of the national efficiency challenge is around £80 million 
over five years and is referred to as QIPP (Quality, Innovation, Productivity and 
Prevention). QIPP has two components: 

1. Provider QIPP: Efficiencies passed onto health service providers. For the last three 
years and for the foreseeable future, providers have been expected to provide the same 
services with less funding. For example in 2014/15 providers will be given 2.1% uplift for 
inflation but are then expected to make 4% efficiencies. The efficiency requirement is 
£8.8m in 2014/15 and the 5 year plans are as follows 

QIPP Plans 
2013/14 

2014/15 
£000 

2015/16 
£000 

2016/17 
£000 

2017/18 
£000 

2018/19 
£000 

4% Efficiency (8,750) (8,993) (8,993) (8,993) (8,993) 

 
2. System Wide QIPP: NHS financial allocations are expected to rise by around 1-2% 
each year over the next 5 years.  The underlying rate of growth in health service activity 
and costs prior to 2010 was around 6%. Without QIPP we anticipate growth will continue 
at around 6% a year because of the ageing population, rising expectations and new 
medical technologies.  
 
In addition to the £8.8m above, there are two key areas for acute savings: 
 
Unscheduled Care – reducing avoidable admissions - £1.3m 
Historically, Rotherham health community has been an outlier for emergency admissions 
to hospital.  This is not fully explained by the higher than average levels of morbidity and 
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there is evidence that individual clinicians involved in hospital admissions such as GPs, 
ambulance staff, and accident and emergency doctors have different thresholds for 
admission. Whilst hospital admission may seem like the safest and easiest way of 
dealing with an emergency, for many people high quality care at home or in a community 
setting could be a better, safer option. The CCGs strategy provides more alternatives to 
hospital admission, treat people with the same needs more consistently and deal with 
more problems by offering care at home or close to home. There are important links 
between this area and plans to improve community services such as further developing 
the care coordination centre and providing alternative levels of care. 

 
Clinical Referrals - £3.4m 
The CCG will continue its approach based on clinical leadership and peer influence. 
Work with GPs and referring clinicians and providers will ensure referrals and elective 
and non-elective procedures are kept within affordable limits. If the current consensual, 
educationally based approach continues to be successful it will mean that Rotherham 
can maintain short waiting times and avoid unnecessary restrictions on the numbers of 
types of procedures that are available to patients.   
Key to the work is effective communication with all clinicians in Rotherham, by face to 
face meetings, working with GP localities and hospital specialists through the Hospital 
Management Team and Medical Staff Committee, educational events, monthly 
newsletters, top tips for important pathways and by providing benchmarking information. 
Patient experience will be enhanced by improving the quality of referral information to 
consultants, high quality discharge letters back to GPs with advice and management 
plans. 
 
Alternative ways of getting secondary care opinions such as expanding the current virtual 
haematology will be more convenient for patients. The changes will ensure that patients 
receive care as close to home as possible. 
 
Details of how savings are to be invested is covered under section 3.1 
 

Quality Impact Assessments (QIAs) 
 
QIAs are an integral part of the annual planning cycle and are completed by the 
healthcare provider, proposed by the Chief Nurse and Medical Director and adopted by 
the Trust’s Board. The Commissioner reviews the QIAs in advance and views are taken 
on board prior to the final submission. The CCG must also report through to NHS 
England the assurance level it has of provider efficiency savings and the extent to which 
quality and safety is optimised. This process will be completed in April 2014. 
 

 

2.9 Governance arrangements for progress and outcomes  
 
The CCG and RMBC have co-terminus boundaries and already have a layer of 
governance and delivery mechanisms in place. There is clear agreement to the need to 
maintain a simple clear governance framework which does not add to the burden of any 
of the agencies or partnership mechanisms. 
 
The delivery of the BCF will be fully integrated with the delivery of the Health and 
Wellbeing Strategy and as a result, the existing mechanisms with some adaptation will be 
fit for purpose to ensure effective scrutiny, accountability and delivery. 
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The framework shown in Appendix 12 demonstrates the decision making structure and 
how the BCF plan will be delivered through the various groups.   
 
The Health and Wellbeing Board will:  

• Monitor performance against the BCF Metrics (National/ Local) and receive exception 
reports on the BCF action plan  

• Agree the Better Care Fund Commissioning Strategy  

• Agree decisions on commissioning or decommissioning of services, in relation to the 
BCF 

 
The BCF Task group will monitor delivery of the Better Care Plan through quarterly 
meetings, ensuring performance targets are being met, schemes are being delivered and 
additional action is put in place where the plan results in any unintended consequences.  
The Task Group will report directly to the HWBB.  
 
 

2.10 Audit and assurance process  
 
To provide an independent review of the BCF, including the source and use of the funds, 
a local audit and assurance process has been agreed.  The final report of which will be 
shared with the respective members of both organisations and the Task Group.  
 
Scope of the Audit: that the BCF has:  
 

• Been developed with the national planning guidance in mind 

• Is fit for the purpose, in that it clearly sets out indicative budgets for the CCG and 
RMBC and identifies those areas for which each party will have commissioning 
responsibility 

• Provided a clear audit trail of where funds are invested in contracted services 

• Provided a clear audit trail to substantiate claims made against the risk pool;  

• Provided a clear audit trail supporting the financial reporting to the CCG, RMBC and 
BCF Task Group  

• Reflected a diligent approach by both parties to quantify and manage current and 
future budgets and identify future risks 

• Reflected good internal control. 
 
 

3. National Conditions 
 

3.1 Our local definition of protecting adult social care services 
 
NHS savings of £7.6m will be used to fund transformation – this is illustrated in the table 
below: 
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The savings are to be invested as follows:  
 

• Growth monies of £1.3m have been allocated from NHS England for social care in 

2014-15 which will be utilised to protect social care (£1.1m) and provide support to 

advice, Mental Capacity and IT (£0.2m); 

• In relation to concerns around the impact of CCG transformation in mental health and 

integrated fast response, we have proposed a risk pool for 2014/15 to protect both 

parties against unintended consequences. This is estimated at approximately £x00k 

and will require auditable information in year to support the claims from either party; 

• There is a potential unintended impact on the Occupational Therapy service of the 

successful social prescribing initiative which is estimated at £100k by RMBC 

colleagues; 

• The transformation of the intermediate care residential beds including therapy 

services estimated at £320k; 

• Support the development of 7-day working in social care by £240k to provide 

additional social work capacity to supplement the existing emergency duty support at 

weekends; 

• For data sharing – both parties agreed to increase the allocation in this area in 

2014/15; CCG contribution £250k and RMBC £148k; 

• £511k for transformation of S256 care Individual case management of high risk 

patients and over 75s - £2.2m; 

• Hospice at home - £771k; 

• Social prescribing - £500k 

• Mental Health liaison - £375k rising to £1m in 2015/16 

 

There are a number of ways in which the Rotherham BCF will protect social care 

services. Firstly, services such as Community Occupational Therapy, Intermediate Care 

and The Rotherham Equipment Service are all fully integrated health social care 

services, which are measured against the adult social care outcome framework. Placing 

them under the umbrella of BCF will secure these services for the future, save costs 

further down the care pathway, and allow for growth in social care services where 

transformation in other parts of the system require it. 

Page 56



Final Version 3.4.14 

 

Key to the delivery of integrated person centred services, in the context of reduced 

revenue and increased demand for health and social care services, is a core offer of 

social care services including: 

• Advice, guidance and information sharing 

• Preventive services such as telecare/assistive technology, reablement, intermediate 
care – all designed to support independence 

• Ongoing care provision including personalised services which offer choice and control 
to the individual to enable them to lead as independent a life as possible  

• Good quality domiciliary and residential care  
 
This approach will transform the way patients with high needs access services and will 
ensure more joined up working between health and social care. 
 
It is known that cuts to social care services increase pressure on the NHS, and protecting 
the NHS is a key priority for central government.  Without the support that is achieved 
through the Better Care Fund, social care reductions will negatively impact on the local 
NHS community. RMBC has taken the following actions to date: 

• A rational approach to setting reasonable fees for provider services, including tackling 
high cost fees for learning disability residential placements and supporting the quality 
of care in older people’s residential care services 

• Increases in charges for care 

• A greater use of reablement services that offer support to people to enable them to 
remain independent 

• Implementation of personalised support, alongside effective commissioning of 
services 

 
To date it is clear that these efforts have enabled the council to manage increasing 
demand due to demographic pressures – these approaches cannot be effective 
indefinitely, and in 2013/14 there are indications that demand, despite the actions taken 
to reduce demand through reablement etc., is beginning to increase significantly. 
 
In order to prevent further cuts to services, it is essential that the BCF is used to support 
those care services which in turn protect the NHS. 
 

 
3.2 How social care services will be protected within our plan 
 
The Better Care Fund brings together the NHS and local authority resources that are 
already committed to existing core activity. The Better Care Fund will be used in the first 
instance to protect the funding to existing services, allowing the local council to maintain 
its current eligibility criteria, under Fairer Access to Care Services (FACS). Current 
services will be reviewed and evaluated to ensure that they address the key aims of the 
Better Care Fund. Where they are not seen to be delivering against this, they will be re-
commissioned or de-commissioned and the funding reinvested in services that support 
improvements in health and wellbeing, independence, and prevents admission to care 
services or hospital, as well as information and signposting services for people who are 
not eligible for services, to prevent or delay their need for such services.    
 
The BCF will ensure we do not have to raise the eligibility criteria for assessment, care 
management, and commissioned support, with the potential that this investment will need 
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to increase to maintain the offer in the light of developing 7 day services and additional 
responsibilities that the Care Bill will bring when enacted in 2015.  
 
 

3.3 Seven day services to support discharge 
 

There is a commitment in our plan to the achievement of 7 day working in all parts of the 
health service, parity of esteem for people living with mental health issues and better 
care for people requiring integrated health and social care services. This is a key element 
in our contract negotiations with providers. 
 
There is also a commitment from the CCG to support GP practices in transforming the 
care of patients aged over 75 in line with national planning guidance. This is being 
developed in year to complement our strategy for vulnerable people which is also 
included in our plan.  
 
Existing services, including out of hours support by social workers, access to enabling 
care and intermediate care, will be reviewed and strengthened where necessary in 
response to emerging patterns of demand.   
 
 

3.4 Information and data sharing  
 
All Rotherham NHS correspondence uses the NHS number as primary identifier, and the 
council has a plan already in development to enable this to be used on social care 
systems.  It is proposed that use of the NHS number as a unique identifier across all 
health and social care will create the starting point for the development of shared IT 
capacity locally.  
 
Through the BCF there is a commitment to ensure that all providers have access to 
integrated person-held records, which include all health and social care plans, records 
and information for every individual.  To enable this to happen we will develop portal 
technology to share data in a secure way that is in the best interest of people who use 
care and support.   
 
The BCF Plan has highlighted actions related to the use of technology and information 
that, if fully implemented, could deliver significant benefits to the health and social care 
economy. These benefits include improvements to quality and efficiency as well as 
patient experience and satisfaction.  
 
The BCF Plan will deliver improvements in data sharing across health and social care. 
Accompanied with effective use of new technology it will liberate practitioners and 
transform the way they work.  As well as delivering efficiencies, there are also tangible 
benefits such as the improvements in the quality of care delivered, the accuracy of data 
collected, improved data flow between health and social care and the increased flexibility 
the practitioners have in managing their time and location of work. 
 
The BCF Plan will ensure greater efficiency in accessibility of patient information. 
Increased accessibility will enable faster transfer of medical history in a medical 
emergency or when visiting a new practitioner. Researchers and public health authorities, 
with the permission and consent of the patient, will be able to collect and analyse up-to-
date patient data. Such access is imperative in emergency situations, and also allows 
public health officials to easily conduct outbreak and incident investigations. Improved 
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accessibility will also enable health care providers to reduce costs associated with 
duplicate testing, appointment reminders and laboratory results. 

 
We are committed to adopting systems that are based upon open APIs (Application 
Programming Interface).   
 
All Rotherham NHS platforms are Information Governance Toolkit compliant and 
Rotherham CCG has achieved assurance on Caldicott 2 compliance in March 2014. 
 
Underpinning the developments outlined above, the Health and Wellbeing Board has 
collectively signed up to an overarching information sharing protocol (appendix 5), which 
provides a framework for information sharing for all partner organisations.  

 
 
3.5 Joint assessment and accountable lead professional 
 
There is an initiative in place to improve the case management of the 5% (12,000) of 
patients at risk of hospitalisation which is key to our unscheduled care efficiency plan. In 
2013/14 the pilot was solely for patients identified by a computer tool as being at the 
highest risk of admission to hospital. In 2014/15 the tool will still be used to identify the 
first 3% of patients eligible to be on the scheme. An additional 2% of each practices 
population will be eligible for the scheme, this will also include all patients in nursing and 
residential homes and other patients selected on the basis of clinical judgment.  
 
Within the case management programme the accountable professional is the GP. In 
Rotherham the Case Management Programme places GPs at the centre of care 
coordination. Over the next 12 months we will transform community services to ensure 
that patients can access high quality, safe sustainable community services including 
multi-disciplinary community teams and specialist community services that target specific 
conditions.  
 
We are embarking on a programme of integration across acute/community services and 
also across health/social care. This will ensure that packages are fully integrated and 
contain clear lines of accountability   
 
In light of the planning guidance requirement to provide addition GP services for patients 
over the age of 75 the CCG will add an additional component to the Locally Enhanced 
Scheme (LES) to provide services for all 20,000 people in Rotherham over 75. The CCG 
will make the case management and over 75 services funding recurrent so that practices 
can make permanent appointments as the current shortage of locums is affecting the 
stability of current services.   
 
The BCF Plan will deliver significant benefits through delivery of integrated services and 
joint assessment. The development of a joint assessment framework will help prevent 
harm and crises to individuals at risk. It will do this by promoting a shared understanding 
of risk amongst health and social care professionals.  Case management processes, led 
by one person, will improve co-ordination, reduce duplication and support communication 
across organisational boundaries. The clear lines of accountability resulting from 
identifying a case manager will encourage creative approaches to assessment which are 
more person-centred.  The benefits of shared assessment in hospital will include 
improved patient information on admission and better communication between wards. It 
will encourage holistic working and overcome professional boundaries. There will be an 
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improved understanding of other professional roles, increased expertise and improved 
decision-making through information sharing. 
 
 

4. RISKS 

 
We have set out below the most important risks that we believe are associated with the 
delivery of the BCF plan. This includes our ‘mitigating actions plan’ which demonstrates 
the agreed commitment to share the risks between both partners, and ensure robust 
arrangements are in place to identify and manage risks and unintended consequences.   
 
These risks and mitigating actions will be managed by the BCF Task Group, which will 
meet on a quarterly basis to review the BCF plan, reporting to the Health and Wellbeing 
Board where necessary.  
 
A more detailed risk register is included as appendix 7. 
 
 

Risk Risk 
rating 

Mitigating Actions 

Introduction of the Care 
Bill resulting in an 
increase in cost of care 
provision from April 
2015, impacting on 
social care services and 
funding 
 

High  Working group established and initial impact 
assessment undertaken of the potential effects of 
the Care Bill.  

Unintended 
consequences of 
achieving savings in one 
area of the system could 
result in higher costs 
elsewhere.  
 

Medium  All partners have made a commitment to ensure 
that if evidence of these consequences is seen, 
cash will flow to the right place across the system 
that all partners will benefit from.  
 
Both partners have agreed a ‘risk pool’ to form 
part of the BCF plan, which can be used if the 
plan results in any unfunded consequences on 
any part of the system.  
 
The BCF plan will be monitored on a quarterly 
basis by the Task group, and any consequences 
will be reviewed. We will consider turning this risk 
green in-year based on this process if both 
partners are comfortable with progress.  
 
 

Governance is deemed 
by NHS England not to 
meet requirements to 
deliver the BCF change 
 

Medium  Task group to agree the most appropriate 
governance structure for BCF, which includes the 
HWBB as the accountable body.  

Performance targets are 
unachievable    

Medium  Metrics agreed following robust process testing 
for “statistically significant” impact and 
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 investments made through BCF where 
appropriate. 
 

Failure to receive 50% of 
the pay-for-performance 
element at the beginning 
of 2015/16. 
 

Medium  HWBB to ensure plan meets the national 
requirements and is fully adopted by April.  
Performance management framework in place to 
monitor progress throughout 2014/15 to ensure 
meet agreed targets.  
 

Failure to receive the 
remaining 50% of the 
pay-for-performance 
element mid 2015/16 due 
to not meeting the in-
year performance 
targets. 

Medium  Performance management process in place, 
accountable to the HWBB  

Shifting of resources 
could destabilise current 
service providers.  
 

Low   Joint working with stakeholders to develop 
implementation plans and timelines that include 
contingency planning.  Assessment of the 
potential impacts on the provider to be collated 
as integral to the implementation plan 
 
CCG to receive Quality Impact Assessments in 
March from providers regarding their respective 
efficiency plans. 
 
Local authority will continue to engage with 
providers through the Shaping the Future events 
programme to ensure potential impact is 
understood and planned for.   
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This template is to be used for part 2 of HWB BCF plans and replaces the original 

template  available on the NHS England BCF webpage.  The new version contains more 

information in the metrics section and is locked in order to assist in the NHS England 

assurance process . 

This new template should be used for submitting final BCF plans for the 4th April
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BCF Planning Template Finance - Summary DRAFT

Organisation

Holds the pooled 

budget? (Y/N)

Spending on 

BCF schemes in 

14/15 /£

Minimum 

contribution (15/16) 

/£

Actual 

contribution 

(15/16) /£
Rotherham MBC Y  £               3,453  £                   1,968  £                3,670 

NHS Rotherham CCG Y  £             19,646  £                  18,350  £              19,646 

BCF Total 23,099£             20,318£                   23,316£               

Finance - Summary

Approximately 25% of the BCF is paid for improving outcomes.  If the planned improvements are not achieved, 

some of this funding may need to be used to alleviate the pressure on other services.  Please outline your plan for 

maintaining services if planned improvements are not achieved.

############################################################################################################

DRAFT $mypv3zxr.xlsx

Contingency plan: 2015/16 Ongoing

Proportion of older people (65 & 

over) who were still at home 91 

days after discharge from 

hospital into 

reablement/rehabilitation 

services

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)

The BCF plans are based on robust methods of working which will be further enhanced by targeted investment to 

deliver the outcomes. Failure to reduce emergency admissions or social care costs will be mitigated in the first 

instance by any underspends in the BCF funds and CCG/RMBC contingency plans thereafter. 

Permanent admissions of older 

people (aged 65 and over) to 

residential and nursing care 

homes per 100,000 population

Planned savings (if targets fully 

achieved)

Maximum support needed for other 

services (if targets not achieved)

Delayed transfers of care from Planned savings (if targets fully 

achieved)

DRAFT $mypv3zxr.xlsx
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BCF Planning Template Finance - Schemes DRAFT

BCF Investment Lead provider

Recurrent /£ Non-recurrent /£ Recurrent /£ Non-recurrent /£ Recurrent /£ Non-recurrent /£ Recurrent /£ Non-recurrent /£

BCF01 - Mental Health Service MH FT  £                1,128  £                       400  £                1,128  £                   400 

BCF02 - Falls prevention RFT  £                   903  £                       320  £                   914  £                   320 

BCF03 - Joint call centre 

incorporating telecare and 

telehealth RFT/RMBC

 *In year 

workstream to 

inform future BCF 

plan 

 *In year 

workstream to 

inform future BCF 

plan 

BCF04 - Integrated rapid 

response team RFT/RMBC

 £                1,226  £                       435  £                1,226  £                   435 

BCF05- 7 day community social 

care and mental health provision 

to support discharge and reduce 

delays RFT/RMBC

 £                4,802  £                4,802 

BCF06 - Social Prescribing Voluntary Sector

 £                   605  £                       214  £                   605  £                   214 

BCF07 - Joint residential and 

nursing care commissioning and 

assurance team RCCG/RMBC

 *In year 

workstream to 

inform future BCF 

plan 

 *In year 

workstream to 

inform future BCF 

plan BCF08 - Learn from experiences 

to improve pathways and enable 

a greater focus on prevention RFT/RMBC

 £                     27  £                     27 

BCF09 - Personal health and 

care budgets RMBC

 £                1,643  £                1,643 

2014/15 spend 2014/15 benefits 2015/16 spend 2015/16 benefits

Please list the individual schemes on which you plan to spend the Better Care Fund, including any investment in 2014/15.  Please add rows to the table if necessary.

DRAFT $mypv3zxr.xlsx

care budgets RMBC

BCF10 - Self-care and self 

management RFT

 £                     50  £                     50 

BCF11 - Person-centred services Primary Care

 £                3,239  £                    1,148  £                3,239  £                1,148 

BCF12 - Care Bill preparation RMBC  £                   275  £                   275 

BCF013 - Review existing jointly 

commissioned integrated services RMBC

 £                7,938  £                7,938 

BCF14 - Data sharing bewteen 

health and social care
 £                   250  £                   250 

Disabled Facilities Grant RMBC  £                1,013  £                1,219 

Total  £              23,099  £                     -    £                    2,517  £                     -    £              23,316  £                     -    £                2,517  £                         -   

DRAFT $mypv3zxr.xlsx
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BCF Planning Template Outcomes & Metrics DRAFT

Outcomes and metrics

Please provide details of how your BCF plans will enable you to achieve the metric targets, and how you will monitor and measure achievement 

Template 1 provides further details of how our BCF plans will enable Rotherham to achieve the metric targets and these will be monitored monthly through our operational group.  

Permanent admissions of older people (aged 65 and over) to residential and nursing care homes, per 100,000 population - We plan to reduce admissions rate by 12%

Proportion of older people (65 and over) who were still at home 91 days after discharge from hospital into reablement / rehabilitation services - We plan to increase these services 

by 4%.

Delayed transfers of care from hospital per 100,000 population (average per month) We plan to reduce delayed transfers rate by 7%

Avoidable emergency admissions (composite measure). We plan to reduce avoidable admissions by 15% over the 5yr strategic planning period with a 3% reduction in 2014/15.

Emergency readmissions - there is a plan to reduce the rate of emergency readmissions where clinically appropriate by 4%. This is supported by community services which are 

currently being reviewed to ensure that seven day and locally designed services are in place.      

A range of outcomes and benefits from our schemes will be provided via our  action plans. All measures will benefit from aspects of :

- Integrated rapid response team - will provide a joint approach to an integrated rapid response service, ensuring a coordinated response is provided to individuals’ needs, which 

supports them to remain independent while reducing admissions to residential care and hospital.

- 7-day community, social care and mental health provision to support discharge and reduce delays, ensuring appropriate services are available 7 days a week to enable timely 

discharge from hospital, and avoid unnecessary admissions to hospital or residential/nursing care. 

- Social Prescribing pilot findings that deliver on prevention, avoidance and delaying access to formal care services with the outcomes of the need for more formal care services 

being reduced.

- Learning from experiences (of high social care and health users) to improve pathways and enable a greater focus on prevention that sustains users within the community.

- Care Bill preparations, will result in Rotherham adult social care being able to meet the increased demand and maintain / protect the existing level of service. 

- Review existing jointly commissioned integrated services (S75 and S256 agreements and pooled budget arrangements) will deliver value for money for customers and provide 

effective services through de-commissioning/re-commissioning as appropriate.   

      

In addition other actions will impact on  specific metrics from the six national and local suite including outcomes resulting from our actions regarding:

- Review of Mental Health provision resulting in greater investment in community based and primary care preventative activity which addresses mental health issues much earlier.

- Falls prevention service improvements identify that where a person is more at risk of a fall, they are provided with the right advice and guidance to help them prevent it.

- Personal health and care budgets provision will be maximised to individuals so they are provided with the right information and feel empowered to make informed decisions about 

their care.

For each metric, please provide details of the assurance process underpinning the agreement of the performance plans

Each metric will have a performance management and assurance process in place. The overall performance management will take place at the Health and Wellbeing Executive

(Holds HWB and BCF overview, supports HWB)  and will be monitored by the Health and Well Being Board.

Each metric will have: 

A designated senior lead ASC/Health operational manager, who will be responsible for delivery of the overall measure performance and has the ‘power’ to direct available resource 

to meet service demands within agreed limits.

An agreed action plan, with milestones and target delivery profiles

An appropriate frequency of reporting to Senior Management Teams/Executives/Boards etc

An agreed quality assurance of reported performance

An agreed remedial action plan process when a ‘trigger’ is activated

An agreed escalation process with sufficient ‘power’ to direct available resource to meet service demands within agreed limits

Satisfaction testing of outcomes achieved, which when coupled with any complaints learning will lead as appropriate to further improvements being factored into on-going 

arrangements

Permanent admissions - Delivery of this metric will be lead by Rotherham MBC

Reablement -  Delivery of this metric will be lead by Rotherham MBC

their care.

- Self-care and self-management working with voluntary and community groups to co-design, co-develop and co-produce improved health and care outcomes, so that Individuals 

are provided with the right information and support to help them self-manage their condition/s. 

- Person-centred services recorded on a person held plan (using NHS number)  will mean individuals will only need to tell their story once and key details are available (in home and 

on shared portal initially, building to shared IT capacity) which enables integrated, person-centred service delivery. 

For the patient experience metric, either existing or newly developed local metrics or a national metric (currently under development) can be used for October 2015 payment. 

Please see the technical guidance for further detail. If you are using a local metric please provide details of the expected outcomes and benefits and how these will be measured, 

and include the relevant details in the table below

National metric to be used

9

12

1 1

9 12 12

Please complete all pink cells:

Metrics Baseline*

Performance 

underpinning April 2015 

payment

Performance 

underpinning October 

2015 payment

Metric Value 739.6 650.7

Numerator 345 317

Denominator 46645 48720

( Apr 2012 - Mar 2013 ) ( Apr 2014 - Mar 2015 )

Metric Value 86.70 90.00

Numerator 110 117

Denominator 130 130

( Apr 2012 - Mar 2013 ) ( Apr 2014 - Mar 2015 )

Metric Value 124.6 119.9 114.8

Numerator 2282 2207 1415

Denominator 203503 204480 205444

If planning is being undertaken at multiple HWB level please include details of which HWBs this covers and submit a separate version of the metric template both for each HWB 

and for the multiple-HWB combined

Not applicable

Proportion of older people (65 and over) who were still at home 91 

days after discharge from hospital into reablement / rehabilitation 

services

NB. The metric can be entered either as a % or as a figure e.g. 75% (0.75) 

or 75.0

Delayed transfers of care (delayed days) from hospital per 100,000 

population (average per month)

NB. The numerator should either be the average monthly count or the 

Reablement -  Delivery of this metric will be lead by Rotherham MBC

Delayed Transfers - Delivery of this metric will be lead by Rotherham NHS

Avoidable emergency admissions - Delivery of this metric will be lead by Rotherham NHS

Emergency readmissions - Delivery of this local metric will be lead by Rotherham NHS

Permanent admissions of older people (aged 65 and over) to 

residential and nursing care homes, per 100,000 population
N/A

N/A

9

12

1 1

9 12 12

Denominator 203503 204480 205444

Apr 2013 - Dec 2013

(9 months)

Apr - Dec 2014

 (9 months)

Jan - Jun 2015 

(6 months)

Metric Value 2634.8 1193.9 1368.3

Numerator 6807 3115 3570

Denominator 258352 260908 260908

Apr 2012 -Mar 2013

(12 months)

Apr - Sep 2014 

(6 months)

Oct 2014 - Mar 2015

(6 months)

National measure to be 

used

National measure to be 

used
(State time period and 

select no. of months)

(State time period and 

select no. of months)

Metric Value 12.1 11.9 11.6

Numerator 2290 2995 2934

Denominator 18932 25250 25250

Apr 2013 - Dec 2013

(9 months)

Apr 2014 - Mar 2015

(12 months)

Apr 2015 - Mar 2016

(12 months)

NB. The numerator should either be the average monthly count or the 

appropriate total count for the time period

Local measure 

Emergency readmissions within 30 days of discharge from hospital (all 

ages) PHOF 4.11 NHSOF 3b - Note this is a local variation to national 

measure, and calculates from patients registered with a Rotherham GP, 

not local authority population.

N/A

Avoidable emergency admissions (average per month)

NB. The numerator should either be the average monthly count or the 

appropriate total count for the time period

Patient / service user experience 

For local measure, please list actual measure to be used. This does not 

need to be completed if the national metric (under development) is to be 

used

9

12

1 1

9 12 12

DRAFT $mypv3zxr.xlsx

P
a

g
e
 6

5



 

Appendix 2 Rotherham Better Care Fund Action Plan  
 
 

Ref. Scheme 
 

Outcome  Action 
 

Measure/s 
 

 
Finance  

 
Lead  

Prevention and Early Intervention (PE) – Rotherham people will get help early to stay healthy and increase their independence  
 

PE1 We will co-ordinate a planned shift of resources to high dependency services to early intervention and prevention  
 

BCF01  Mental 
Health 
Service  
 

A jointly agreed plan which results in 
a reduction in formal, high intensity 
use of services (including acute 
services and police intervention) and 
a greater investment in community-
based and primary care preventative 
activity which addresses mental 
health issues much earlier on. This 
new service will be addition to 
existing services and will transform 
how patients with Mental Health 
issues are treated in the Rotherham 
urgent care system. This will also 
improve patient experience and 
health outcomes. 
  
 

Commission mental health liaison 
provision, ensuring it is aligned to 
health and social care priorities for 
prevention and early intervention.  
 
Increase funding available for 
social care packages including 
short term support time and 
recovery packages provided 
through Direct Payment, to enable 
where appropriate a  link with 
personal health budgets to support 
longer term recovery . 
 

Admissions to 
residential and 
care homes 
 
Avoidable 
emergency 
admissions 
 
Patient/service 
user experience 
 
Emergency 
readmissions  
 

 
£1.1m 
 
.  

 
Deputy Chief 
Officer CCG 
 
Strategic 
Commission
ing Manager, 
RMBC 

BCF02 Falls 
prevention 

Older people are aware of the risks 
of falls and have opportunities to 
remain active and healthy in their 
community. Where a person is more 
at risk of a fall, they are provided 
with the right advice and guidance to 
help prevent them.  
 
 
 

Review the falls service to ensure 
its primary focus is delivering a 
preventive community-based 
service, as well as targeting those 
most vulnerable, who are most at 
risk of fracture neck of femur.  
 
 

Admissions to 
residential and 
care homes 
 
Effectiveness of 
reablement  
 
Avoidable 
emergency 
admissions  
 
Patient/service 

£0.9m Head of 
Urgent Care 
and Long-
term 
Conditions, 
CCG  
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user experience  
 
Emergency 
readmissions 

BCF03 Joint call 
centre 
incorporatin
g telecare 
and tele-
health 

A coordinated response is provided 
to individuals’ needs and an 
increased use of assistive 
technologies to support 
independence and reduce hospital 
admissions. 
 

Undertake a scoping exercise to 
identify efficiencies and 
improvements in practice that can 
be delivered though integrated / 
joint working between the 
Rothercare Community Alarm 
Centre and the Care Coordination 
Centre.  
 
Review the service to incorporate 
increased use of assistive 
technology and extended use of 
telehealth and tele-coaching to 
support people to stay at home,   
and explore increased use of 
assistive technology to reduce 
costs within  mainstream social 
care services including domiciliary 
care and residential care 
 

Admissions to 
residential and 
care homes 
 
Effectiveness of 
reablement  
 
Avoidable 
emergency 
admissions 
 
Patient/service 
user experience 
 
Emergency 
readmissions 
 

This will 
require 
scoping of 
the 
existing 
service 
and a 
transfer of 
funds 
 
 

Head of 
Urgent Care 
and Long-
term 
Conditions, 
CCG  
 
Director of 
Health and 
Wellbeing, 
RMBC  

PE2 Services will be delivered in the right place, at the right time, by the right people 
 

BCF04 Integrated 
rapid 
response 
team  
 
 

A coordinated response is provided 
to individuals’ needs, which supports 
them to remain independent while 
reducing admissions to residential 
care and hospital. 
 
 

Implement a joint approach to an 
integrated rapid response service, 
including out of hours, capable of 
meeting holistic needs of identified 
individuals to reduce hospital 
admission.  Incorporate community 
nursing, enabling and 
commissioned domiciliary care, to 
be funded the through the BCF to 
protect social care services from 
the impact of additional community 
based support packages. 
 

Admissions to 
residential and 
care homes 
 
Effectiveness of 
reablement 
 
Delayed transfer 
of care  
 
Avoidable 
emergency 
admissions 

£1.2m 
 
 
 
 

Head of 
Urgent Care 
and Long-
term 
Conditions, 
CCG  
 
Strategic 
Commission
ing Manager, 
RMBC 
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Additional assessment time (social 
care support) to be provided 
through the BCF as part of the 
response, in order to enable 
throughput through the Fast 
Response service, either into 
funded packages or through the 
social care prescribing offer into 
community based prevention 
activity. 
 

 
Patient/service 
user experience  
 
Emergency 
readmissions 

BCF05 7-day 
community, 
social care 
and mental 
health 
provision to 
support 
discharge 
and reduce 
delays      

Appropriate services are available 7 
days a week to enable timely 
discharge from hospital, and avoid 
unnecessary admissions to hospital 
or residential/nursing care.  
 
  
 

Review and evaluate existing 
arrangements against potential 
increase in demand arising from 7 
day working across the community, 
social care and mental health.  
 
This will require an increase in 
social work support to support 
discharge, and increases in 
domiciliary care funding for 
packages to protect social care 
services.  
 
Fund a pilot project, social care 
staff working with Community 
Nurses to intervene early to avoid 
admission to hospital and 
residential care, supported by the 
outcomes of the project identified 
at BCF06 
 
 
 

Admissions to 
residential and 
care homes 
 
Effectiveness of 
reablement 
 
Delayed transfer 
of care  
 
Avoidable 
emergency 
admissions 
 
Patient/service 
user experience  
 
Emergency 
readmissions 
 

£4.8m 
 
 
 
 

Head of 
Urgent Care 
and Long-
term 
Conditions, 
CCG  
 
Adult SS 
Service 
Manager, 
RMBC  
 

Expectations and Aspirations (EA) – All Rotherham people will have high aspirations for their health and wellbeing and expect good 
quality services in their community  
 

EA1 We will ensure our workforce routinely prompt, help and sign-post people to key services and programmes 
 

P
a
g
e
 6

8



 

BCF06 Social 
Prescribing  

The need for more formal care 
services is reduced, creating an 
opportunity to shift investment into 
community activity that fosters 
independence and encourages local 
people to participate in their 
community.  This service won a 
National Award from NHS England 
for best practice and will transform 
services from being reactive to a 
pro-active multi agency approach for 
Rotherham patients with high needs.  
 
 

Review social prescribing service 
to ensure it is delivering on 
prevention, avoidance and 
delaying access to formal care 
services, and commit to 
mainstream this service subject to 
findings.  
 

Admissions to 
residential and 
care homes 
 
Effectiveness of 
reablement  
 
Delayed 
transfers of care  
 
Avoidable 
emergency 
admissions 
 
Patient/service 
user experience 
 
Emergency 
readmissions 

£0.6m Assistant 
Chief 
Officer, CCG  

BCF07 Joint 
residential 
and nursing 
care 
commissioni
ng and 
assurance 
team 

Reduction in the cost of contract 
compliance increased monitoring of 
nursing standards, reduced 
admissions to hospital and improved 
hospital discharges.  
Reduced cost of significant service 
failure and safeguarding though a 
more proactive/ preventive/ 
coordinated approach. 
 

Implement a joint approach to a 
single LA and CCG team whose 
purpose is to commission and 
assure quality of service in 
residential and nursing care 
homes, with clear links to GP case 
management and an integrated 
response from health services. 
 

Avoidable 
emergency 
admissions 
 
Patient/service 
user experience 
 
Emergency 
readmissions 
 

This will 
require a 
review of 
existing 
services 
and 
creation of 
a jointly 
commissio
ned/ 
managed  
team 
supported 
by but not 
necessarily 
funded by 
the BCF 
 

Head of 
Urgent Care 
and Long-
term 
Conditions, 
CCG  
 
Strategic 
Commission
ing Manager,  
RMBC  

EA2 We will co-produce with Rotherham people the way services are delivered to communities facing challenging conditions  
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BCF08 Learn from 
experiences 
to improve 
pathways 
and enable a 
greater 
focus on 
prevention  

A shift in investment from high-cost, 
high-intensity users of health and 
social care, to low cost high impact 
community initiatives which focus on 
prevention. 
 
A co-produced (between health, 
public health and social care) risk 
stratification tool to identify high 
intensity users.   
 
 

Undertaken a deep dive exercise 
conducted on cases of high social 
care and health users.  Map the 
journey through health and social 
care services to identify 
opportunities to improve pathways 
and explore where better 
preventative action earlier on may 
help avoid or delay access to 
health and care services in the 
future.  

Carry out a full evaluation of 

Rotherham’s risk stratification tool, 

and develop a mechanism for 

identifying high intensity users of 

health and social care services.  

Admissions to 
residential and 
care homes 
 
Effectiveness of 
reablement  
 
Delayed 
transfers of care  
 
Avoidable 
emergency 
admissions 
 
Patient/service 
user experience 
 
Emergency 
readmissions 

£0.03m Head of 
Urgent Care 
and Long-
term 
Conditions, 
CCG 
 
Director of 
Health and 
Wellbeing, 
RMBC 

Dependence to Independence (DI) – Rotherham people and families will increasingly identify their own needs and choose solutions that 
are best suited to their personal circumstances  
 

DI1 We will change the culture of staff from simply ‘doing’ things for people to encouraging and prolonging independence and sel-care  
 

BCF09 Personal 
health and 
care budgets 

Individuals are provided with the 
right information and feel 
empowered to make informed 
decisions about their care. 
 
 

Commitment to giving personal 
budgets to as many people as 
possible, and will develop our 
plans to do this.  
 
Extend our current plans for 
personal health budgets, working 
with patients, service users and 
professionals.  

Admissions to 
residential and 
care homes 
 
Effectiveness of 
reablement 
 
Patient/service 
user experience 

£1.6m Head of 
Contracting 
and Service 
Improvemen
t, CCG  
 
Adult SS 
Service 
Manager, 
RMBC 
 

BCF10 Self-care 
and self-
management
   

Individuals are provided with the 
right information and support to help 
them self-manage their condition/s.  
 

Develop self-care and self-
management, working with 
voluntary and community groups to 
co-design, co-develop and co-

Admissions to 
residential and 
care homes 
 

£0.05m  Head of 
Urgent Care 
and Long-
term 
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Professionals are equipped with the 
right skills to enable self-care / self-
management and promote 
independence.  
 
 
 

produce improved health and care 
outcomes, including the areas of 
transitions from young people’s 
services into adult care.  
 
Develop patients and practitioner 
skills programmes that can be 
implemented across health and 
social care. Development of 
integrated workforce development 
programmes and risk management 
courses aimed at promoting an 
ethos of self-management.  
 
Develop specialised psychological 
support services for people with 
long term conditions so that they 
are better able to self-manage their 
condition.  
 

Effectiveness of 
reablement  
 
Avoidable 
emergency 
admissions 
 
Patient/service 
user experience 
 
Emergency 
readmissions 
 
 

Conditions, 
CCG  
 
Director of 
Health and 
Wellbeing, 
RMBC  

DI2 We will support and enable people to step up and step down through a range of statutory, voluntary and community services 
appropriate to their needs 
 

BCF11 Person-
centred 
services 

Each individual has a single, holistic, 
co-produced assessment, meaning 
they only need to tell their story once 
and key details are available (in 
home and on shared portal initially, 
building to shared IT capacity) which 
enables integrated, person-centred 
service delivery. This approach will 
transform the way patients with high 
needs access services and will 
ensure more joined up working 
between health and social care. 
 
 
 
 

Develop and implement a person 
centred, person held plan, in 
partnership with key stakeholders.   
 
 

Patient/service 
user experience  
 
 

£3.2m Head of 
Urgent Care 
and Long-
term 
Conditions, 
CCG  
 
Director of 
Health and 
Wellbeing, 
RMBC  

P
a
g
e
 7

1



 

BCF12 Care Bill 
preparation  
 
 

Rotherham adult social care is able 
to meet the increased demand and 
maintain / protect the existing level 
of service.  
 
 
 
  

Identify the cost and activity 
pressures resulting from the 
implementation of the care bill, 
including increased assessments, 
carers assessment and support, 
information advice and guidance 
capacity, and resulting 
administrative and operational 
costs.  Develop a plan to meet 
these pressures. 
 
 

The Care Bill 
will impact on all 
BCF outcome 
measures  

£0.3m 
 
 
  

Director of 
Health and 
Wellbeing, 
RMBC  

Long-term Conditions (LTC) – Rotherham people will be able to manage long-term conditions so that they are able to enjoy the best 
quality of life  
 

LTC1 We will adopt a co-ordinated approach to help people manage long-term conditions  
 

BCF13 Review 
existing 
jointly 
commission
ed 
integrated 
services 

All jointly commissioned services 
provide value for money and are 
aligned with the BCF vision and 
principles.  Where services are not 
efficient and effective, a plan is 
developed to de-commission/re-
commission as appropriate.  
 

Undertake a project to review all 
existing S75 and S256 agreements 
and pooled budget arrangements.   
KPMG (both organisations’ 
External Auditors) to provide 
independent view. 
 
Where this will impact on current 
services being provided, ensure 
that social care is funded to ensure 
that the current levels of outcomes 
being met are maintained. This will 
be achieved through an increase in 
the appropriate budgets ie 
residential care, home care  
 

All integrated 
services impact 
on BCF 
outcome 
measure/s  

£7.9m 
 
 
 
 

Chief 
Finance 
Officer, CCG  
 
Strategic 
Commission
ing Manager, 
RMBC  

LTC2 We will develop a common approach to data sharing so we can provide better support across agencies and put in place a long-term 
plan for the life of the individual  
 

BCF14 Data sharing 
between 
health and 

All providers have access to 
integrated person-held records, 
which include all health and social 

Develop portal technology to share 
data in a secure way that is in the 
best interest of people who use 

Delayed transfer 
of care  
 

£0.3m 
 

Customer 
Relationship 
Manager, 
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social care   
 

care plans, records and information 
for every individual.  
 
 

care and support. Use of the NHS 
number as a unique identifier 
across health and social care will 
create the starting point for the 
development of shared IT capacity.  
 

Avoidable 
emergency 
admissions 
 
Patient/service 
user experience  
 
Emergency 
readmissions 
 

CCG  
 
Systems 
Developmen
t Manager,  
RMBC  
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Appendix 7 Rotherham Better Care Fund Risk Register 
 

Risk Risk Impact Score RAG  Risk Owner  Mitigating Actions 

 Likelihood Impact     

Not meeting the required 
deadlines for completion of 
BCF Plan 
 

1 2 2 Green HWBB Timeline and responsibilities for completion of 
template agreed 

Loss of key leaders in Task 
Group or Officers Group 

3 3 9 Green Martin Kimber/ 
Chris Edwards 

Leadership groups formal membership and 
substitutes agreed 

Plan for BCF not agreed by 
Task Group 

2 2 4 Green Tom Cray/ 
Chris Edwards 

Work Plan developed through multi agency officer 
group and agreed with leadership team and 
Health and Wellbeing Board 

Unable to agree local 
performance indicator 
 

1 2 2 Green Task Group  Local Indicator agreed from the list of 9 to reflect 
a critical strand of work in Rotherham 

Financial information on joint 
and single budget 
contributions not agreed 
 

2 2 4 Green Keely Firth/ 
Mark Scarrott 

Work to progress through financial budgets and 
align with each organisation 

Insufficient or ineffective 
consultation undertaken 

3 3 9 Green Tom Cray/ 
Chris Edwards 

A communication and consultation strategy 
developed to ensure significant sharing of 
information re BCF and future impact. To include 
customers, patient reps, providers and 
stakeholders. 
 
A forward plan for consulting and engaging with 
the public and providers is also included in the 
local plan.  

NHS England deem the BCF 
plan is not innovative enough 
to deliver change 
 

3 3 9 Green  HWBB Challenge process built into formal discussions 
and agreement of the plan 

Governance is deemed by 
NHS England not to meet 
requirements to deliver the 
BCF change 

3 2 6 Green HWBB Task group to agree the most appropriate 
governance structure for BCF, which includes the 
HWB as the accountable body.  
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Shifting of resources could 
destabilise current service 
providers.  
 

3 3 9 Green  HWBB Joint working with stakeholders to develop 
implementation plans and timelines that include 
contingency planning.  Assessment of the 
potential impacts on the provider to be collated as 
integral to the implementation plan. 
 

CCG to receive Quality Impact Assessments in 
March from providers regarding their respective 
efficiency plans hence the amber score.  
 
Local authority will continue to engage with 
providers through the Shaping the Future events 
programme to ensure potential impact is 
understood and planned for.  

Performance targets are 
unachievable    
 

3 4 
 

12 Amber Scott 
Clayton/Ian 
Love  

Metrics agreed following robust process testing 
for “statistically significant” impact and 
investments made through BCF where 
appropriate. 
 
Note: The baseline year for targets had neither 
adverse weather or any major outbreaks, this 
could have an impact on achieving targets in 
subsequent years, appropriate monitoring of 
performance throughout the year to ensure they 
continue to be achievable.  

Unintended consequences of 
achieving savings in one area 
of the system could result in 
higher costs elsewhere.  

4 3 12 Amber  Martin Kimber/. 
Chris Edwards  

All partners have made a commitment to ensure 
that if evidence of these consequences is seen, 
cash will flow to the right place across the system 
that all partners will benefit from.  
 
Both partners have agreed a ‘risk pool’ to form 
part of the BCF plan, which can be used if the 
plan results in any unfunded consequences on 
any part of the system.  
 
The BCF plan will be monitored on a quarterly 
basis by the Task group, and any consequences 
will be reviewed. We will consider turning this risk 
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green in-year based on this process if both 
partners are comfortable with progress. 

Failure to receive 50% of the 
pay-for-performance element 
at the beginning of 2015/16. 

3 4 12 Amber  HWBB HWB to ensure plan meets the national 
requirements and is fully adopted by April.  
Performance management framework in place to 
monitor progress throughout 2014/15 to ensure 
meet agreed targets.  

Failure to receive the 
remaining 50% of the pay-for-
performance element mid 
2015/16 due to not meeting 
the in-year performance 
targets. 

3 4 12 Amber  HWBB  Performance management process in place, 
accountable to the HWB  

Introduction of the Care Bill 
resulting in an increase in 
cost of care provision from 
April 2015, impacting on 
social care services and 
funding. 

5 4 20 Red  Shona 
McFarlane  

Working group established and initial impact 
assessment undertaken of the potential effects of 
the Care Bill.  
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BCF Appendix 8 

 

Better Care Fund Consultation Plan  

 
 
 
 
 

Objective  Communication 
method used  

Delivered by Delivered to Timescales Feedback 
Mechanism 

Progress  

Consultation pre development of the plan   

Initial consultation to obtain 
individuals views regarding 
integrated support and 

care   

  

Survey using the 
healthwatch database 
and survey monkey  

 

Rotherham 
Healthwatch 

Healthwatch members 
and  individuals who 
have accessed the 

advocacy service and  
had experiences of 

poor care  

To be 
concluded by 
24

th
 January 
2014 

 

Report to task 
Group on findings 
on 31

st
 January 

2014 

COMPLETE – evaluation 
report submitted to RMBC and 

finding used to inform the 
development of the BCF 

action plan  

Semi structured 
interviews  

Report key findings 
from comments which 
relate to people who 
have used more than 
one service (Collected 
from July 13 – 
December 13) 

Gather existing information 
available regarding patient 
and service user 
experiences via previous: 

• Consultation 
exercises  

• Surveys 

RMBC - Annual 
ASCOF – Adult Social 
Care User Survey  

Tanya Palmowski 
and Claire Green 
(Performance and 
Quality Team) and 
Dominic Blaydon 
(CCG) 

Services users, 
patients, carers, VCS,  

24
th
 January 

2014 

 

 

Report to task 
Group on findings 
on 31

st
 January 

2014 

COMPLETE – existing 
information available has been 
gathered and summarised and 
the findings have been 
included within the Better Care 
Fund consultation document.  
The findings have also  been 
used to inform the 
development of BCF action 

RMBC – Social 
Services Survey of 
Adult Carers   

Health and Wellbeing 
consultation  
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BCF Appendix 8 

•  Case studies  RMBC Learning from 
customers - 
Complaints, 
compliments and 
lessons learnt  

plan  

RMBC Local Account  

Public Health - Health 
Inequalities consultation  

RMBC - Staff 
consultation previously 
conducted with RMBC 
and Health staff to 
identify improvements 
to the hospital 
admission to discharge 
process  

CCG – Patient 
Participation Network  

To consult with providers 
on a range of issues 
around better joined up 
working with Health. 

Survey via survey 
monkey to be 
distributed via email   

RMBC 
Commissioning 
Team  

305 Health and adult 
social care providers  

28
th
 January 

2014 

 

Report to task 
Group on findings 
on 31

st
 January 

2014 

COMPLETE – 40 providers 
responded  

Provider Focus Group – RMBC 
Commissioning 
Team and Kate 
Green (Policy 
Officer) 

Health and adult social 
care providers  

28
th
 January 

2014  
COMPLETE – 9 providers 
attended  

Evaluation of findings  RMBC 
Commissioning 
and Kate Green 
(Policy Officer) 

 29
th
 January 

2014 
COMPLETE – the findings 
have been summarised and 
included within the BCF 
consultation document. The 
findings have also been used 
to inform the development of 
the BCF action plan  
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BCF Appendix 8 

Consultation with RMBC 
customer inspectors on the 
vision, priorities and 
experiences of health and 
social care   

Surveys completed 
over the telephone    

RMBC Tanya 
Palmowski and 
Claire Green 
(Performance and 
Quality Team)  

RMBC Customer 
inspectors 
representatives  

Consultation 
between 20

th
– 

24
th
 January.  

Analysis by 28
th
 

January 2014 

Report to task 
Group on findings 
on 31

st
 January 

2014 

COMPLETE – The RMBC 
customer inspectors were 
asked various questions 
focussed around the proposed 
vision and obtain their views 
on what needs to change to 
improve services.   The 
findings have been 
summarised and included with 
the BCF consultation 
documents and used to inform 
the development of the BCF 
action plan.   

Consultation on the proposals  

Consultation with patients 
and service users on the 
BCF proposed actions, 
targets, I statements and 
case studies   

Survey/Workshops  Tanya Palmowski 
and Claire Green 
(Performance and 
Quality) 

Service users and 
patients 

 

Dates tbc  Evaluation of 
findings to task 
group  

 

Consultation with health 
and social care providers 
on the implications of the 
BCF and Care Bill to bring 
together both pieces of 
work, resulting in a co-
produced action plan for 
the year. 

RMBC Shaping the 
Future of Care event 

RMBC 
Commissioning 
and Kate Green 
(Policy Officer) 

Social Care providers  07
th
 May 2014 Evaluation of 

findings to task 
group 

 

Consultation with health 
providers on the 
implications of the BCF 

Provider Focus Group  Dominic Blaydon  Health and Social Care 
providers  

Dates tbc  Evaluation of 
findings to task 
group 

 

Consultation via 
Healthwatch on the 
proposed BCF actions, 
targets, I statements and 
case studies   

Survey/workshops/inter
views 

Healthwatch  Healthwatch members 
and  individuals who 
have accessed the 
advocacy service and  
had experiences of 
poor care 

 

Dates tbc  Evaluation of 
findings to task 
group 
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BCF Appendix 8 

 
 
 

Consultation during delivery of the plan   

I statements - Monitor 
customer experiences 
following delivery of each 
of the actions contained 
within the BCF plan   

Surveys/Telephone 
interviews/Face to face 
interviews/case studies   

Tanya Palmowski 
and Claire Green 
(Performance and 
Quality) 

Service users and 
patients 

 

Dates tbc  Evaluation of 
findings to task 
group 

 

Consultation with patients 
and service users on 
progress  

Survey/workshops  Tanya Palmowski 
and Claire Green 
(Performance and 
Quality) 

Service users and 
patients 

 

Dates tbc Evaluation of 
findings to task 
group 

 

Consultation with providers 
on progress  

Provider Focus 
Group/Shaping the 
Future of Care event   

RMBC 
Commissioning 
and Kate Green 
(Policy Officer) 

Health and Social Care 
providers  

   

Consultation via 
Healthwatch on progress   

 

Survey/workshops/inter
views  

Healthwatch  Healthwatch members 
and  individuals who 
have accessed the 
advocacy service and  
had experiences of 
poor care 

Date tbc  Evaluation of 
findings to task 
group 
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• BCF01 - Increased community based preventative support for people with mental health needs  

• BCF02 - A preventative community based Falls Service which targets those most vulnerable and those most at risk  

• BCF03 - Increased access to and use of assistive technology to support people to live independently in the community  

• BCF04 - A joint health and social care Rapid Response Team, including out of hours, providing a direct route to community based services and reducing the need for hospital admissions  

• BCF05 - A 7-day a week joint community, social care and mental health service which is there to promptly support people back into the community who need to be discharged from hospital  

• BCF06 - Increased use of voluntary and community based services by GP’s, reducing the need for individuals to access formal care services and supporting independence 

• BCF07 - Improved standards in residential and nursing care through the development of a joint quality assurance team  

• BCF08 - Improved customer pathways as a result of listening to their experiences, providing better preventative services to support more people in the community  

• BCF09 - Increased the use of personal health and care budgets to help more customers have choice and control about the support they receive  

• BCF10 - Provided Information and support to help people self-manage their conditions and stay independent  

• BCF11 - Each person has a single, health and social care plan which means they need to only tell their story once 

• BCF12 - Social Care Services meet the new requirements and demands of the Care Bill to ensure that people of Rotherham are supported when they need it most  

• BCF13 - Joint health and social care services deliver the best outcomes for the people of Rotherham  

• BCF14 - Customers see that health and social care information about themselves is shared and supports them to receive a better joined up service  

• More people will have been supported to live independently in the community and the number of people 

admitted into residential and nursing care will have reduced by 12%. 

• We will have increased the number of people who are still at home 91 days after hospital discharge by 

4% 

• The number of people who are unnecessarily delayed from being transferred from hospital back into the 

community will have reduced by 7% 

• Avoidable admissions to hospital will have reduced by 3% 

• Emergency re-admissions within 30 days of discharge will have reduced by 4% 

 

WHAT WILL THE BETTER CARE FUND PLAN DELIVER FOR THE PEOPLE 

OF ROTHERHAM 

Better Care Fund Actions:  

Better Care Fund Targets:  
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WHAT WILL THE BETTER CARE 

FUND PLAN DELIVER FOR THE 

PEOPLE OF ROTHERHAM 

Harry is a full time Carer for his wife who suffers with dementia and has been feeling 

depressed and isolated. Harry is also worried about the couple’s finances.  This has 

meant that Harry has been making regular visits to the GP surgery as a coping 

mechanism.   

 

Upon visiting the GP it was identified that Harry was at risk of a breakdown and the GP 

made arrangements for a Multi-disciplinary Team meeting (which includes various 

representatives including; GP, Voluntary Action Rotherham, Social Worker).  The 

meeting resulted in Harry being provided with various information and advice about 

local support groups for those suffering with dementia and their careers and being 

signposted to financial support services.  

 

Harry and his wife now attend a regular dementia café and support sessions which 

have prevented them from feeling isolated and accessing formal care services.  Harry 

also receives 3 hours respite a week, to allow him to socialise within the community 

and he no longer has concerns about their finances.  Through the support received and 

self-help Harry and his wife have been able to stay independent and improve their 

health and wellbeing.   

 

Harry stated ‘I feel part of my community, which helps me to stay healthy and 

independent.’  

 
 

Jackie is 35 and suffers from rheumatoid arthritis.  Due to a long term condition Jackie spends a lot of 

time in hospital, which can last for several weeks. Jackie is at breaking point and wants to spend 

more time at home, managing her condition, so she contacts her GP for help.     

 

Jackie’s GP arranges for her to receive a joint health and social care assessment of her needs. During 

the assessment it is agreed that a personal health and care budget would provide Jackie with choice 

and control over the support she receives.    

Jackie is involved in developing her support plan and provided with information regarding various 

local groups that could support her, to manage her condition.  Discussions also take place regarding 

things that Jackie could do for herself, to reduce the support she requires, for example staying 

healthy.   

Using the personal health and care budget, Jackie decided to appoint a personal assistant to support 

her with daily tasks and purchased a gym pass to improve her health and wellbeing.  Jackie also 

attends a number of activities in her local community.   Through involvement in self-managing her 

condition Jackie’s health is significantly improved.       

Jackie stated ‘Through my personal health care budget I am in control of my care.’   

George is 72 years of age and lives alone.  George has diabetes and his health recently deteriorated, resulting in him being admitted to hospital.  George is discharged from hospital and various 

support services are put in place. 

 

Upon returning home George takes to his bed and is at risk of developing bed sores.  The district nurse visits George and although she has never met him before, she has full access to his health and 

social care records and is able to make informed decisions regarding the treatments he requires.    

 

6 weeks after discharge, a Social Worker visits George to review his care and support.  During the review George says that he would like more support to help him within the community and it is 

agreed that a direct payment would give him the flexibility required, giving him more choice and control.  The Social Worker has access to all George’s records and works with him to develop a support 

plan, to meet all his longer term health and social care needs.  The Social Worker develops a person centred plan which includes self-care/management to help George manage his condition.    

 

George now has a managed direct payment which is paid directly to a provider and receives both home care and community support to help him with shopping and visiting the local café. Through 

improved joint working and data sharing George’s customer/patient experience is significantly improved.   Health and Social Care staff were also able to deal with Georges needs in a more timely 

manner.   

 
George stated ‘I only had to tell my story once.’   

Brian is a 65 year old man and lives alone in a rented property.  Brian has recently 

retired under ill-health.  He has suffered with bi-polar disorder for a number of years 

which affects his mood; sometimes he can feel very depressed whilst other times he is 

overactive.  Brian’s sister recognises that he is increasingly showing signs of 

depression so she takes him to see the GP.   

 

Brian was referred to the Mental Health Liaison Team promptly by his GP to ensure 

he is supported early to prevent his health and wellbeing deteriorating and reaching 

crisis point.  The service encourages Brian to be actively involved in his support plan 

which keeps him in control enabling him to manage his condition more effectively.  

Brian has a person held record which sets out his goals.  Brian has a schedule of 

appointments with his support worker which encourages him to live independently 

and safely in the community.  He is also supported to access a Personal Health 

Budget to meet his long term needs, giving him control over the care and support he 

receives.  This prevents Brian from reaching crisis and ensures that his condition is 

managed in a way that promotes better quality of life. 

 

Without intervention Brian would be prone to neglecting himself when feeling 

depressed. This would impact on his general health and wellbeing and quality of life.  

He would also become increasingly dependent on other crisis intervention services 

including the Police and A&E. 

 

Brian said ‘I am listened to and supported at an early stage to avoid crisis.’ 

Dorothy is 73 years of age and lives with her husband in their own property.  

Dorothy has recently suffered a number of falls due to dizziness.  This has 

had a significant impact on the couple’s quality of life and independence.  At 

11pm one evening Dorothy fell.  Her husband knew to ring the out-of-hours 

number due to previously contacting Assessment Direct for information and 

advice.  

 

The Rapid Response Team visits immediately to listen to both Dorothy and 

her husband’s concerns. Dorothy’s social care needs are assessed and it is 

recommended that she would benefit from some equipment to help her to 

move safely around the house. A number of referrals are made to specialist 

services to make sure Dorothy’s health and wellbeing needs are met. This 

includes the GP for further tests to be undertaken to diagnose the cause of 

Dorothy’s dizziness.  A referral was also made to a team specialising in falls 

prevention - the community based Falls and Fracture Service due to her being 

at risk of future falls.  

 

The specialist assessments resulted in Dorothy being provided medication to 

prevent her dizziness, a falls belt and several grab rails being installed around 

the house to help Dorothy to move safely and independently.  Dorothy was 

also provided with Rothercare Alarm System to provide her and her husband 

with peace of mind and reassurance that support is just a call away. Dorothy 

received a 12 week exercise programme and information and guidance to 

prevent future falls and following this she attended a community exercise 

programme to help maintain her functional ability, strength and balance. 

Each intervention has prevented Dorothy from falling again and potentially 

being admitted to hospital.   

 
Dorothy said ‘I feel safe and am able to live independently where I choose.’ 

 

Emma is 42 years old and lives with her daughter who is her main carer.  Emma has 

Multiple Sclerosis, which is a long term health condition.  She was recently involved in a car 

accident.  Emma was admitted to hospital to treat a broken leg and head injury.  Emma is 

due to be discharged from the hospital back home. 

 

The Social Care and Mental Health Community Team work 7 days a week to ensure Emma 

care and support needs will be met upon discharge from hospital.  As Emma wishes to 

return home, the team recommends the Home Enabling Service.  Emma is also referred to 

a specialist brain injury service.  

 

Back home Emma receives support from the Home Enabling Service.  The team helps 

Emma on a short term basis to mobilise safely and regain her confidence and 

independence.  The Home Enabling Team and brain injury service recognise that Emma 

has ongoing care needs due to her brain injury and refer her for a social care assessment.  

Longer term social care support is provided to Emma through a jointly agreed support 

plan.  This helps her maintain her independence and enable her to live at home, as she 

chooses. The brain injury service provides information and advice to Emma’s carer to 

enable her to encourage Emma’s recovery and provide practical day to day support at 

home.  Without this intervention, Emma would have experienced a longer stay in hospital 

and as a result her long term health and quality of life could have been affected.  

 

Emma said ‘I am able to access information, advice and support  

‘I feel part of my community, which helps me 

to stay health and independent’ (BCF06 & 10) 

‘I am in 

control 

of my 

care’ 

(BCF09, 

10 & 11) 

‘I only have to tell my story once’ (BCF11, 13 

&14) 

‘I feel safe and am able to 

live independently where I 

choose’ (BCF02, 04, 07 & 

03) 

I am listened to and 

supported at an early 

stage to avoid a crisis’ 

(BCF01 & 12) 

‘I am able to access 
information, advice and 
support early that helps 
me to make choices about 
my health and wellbeing’ 
(BCF05, 08, & 12) 
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People felt that young people had poor skills for life and work. 
 
 
 
 
 
 
 

• Prevention and Early Intervention (PE) 

• Expectations and Aspirations (EA) 

• Dependence to independence (DI) 

• Long Term conditions (LC) 

 

 
 

• PE – Rotherham people will get help early to stay healthy and increase their 

independence 

 

• EA – All Rotherham people will have high aspirations for their health and 

wellbeing and expect good quality services in their community 

 

• DI – Rotherham people and families will increasingly identify their own needs and 

choose solutions that are best suited to their personal circumstances 

 

• LC – Rotherham people will be able to manage long-term conditions so that they 

are able to enjoy the best quality of life 
 

 

To improve health and reduce health 

inequalities across the whole of Rotherham 

Rotherham Health & Wellbeing 

Strategy Vision 

Strategic Outcomes   

Priority areas 

Rotherham Better Care Fund (BCF) Plan 

• N1 Admissions into residential care - Permanent admissions of older people (aged 65 and over) to residential and nursing care homes, per 100,000 

(We will support more people to live independently in the community and reduce the number of people admitted to residential and nursing care by 

12%) 

• N2 Effectiveness of reablement - Proportion of older people (65 and over) who are still at home 91 days after discharge from hospital into 

reablement/rehabilitation services (We will increase the number of people who are still at home 91 days after hospital discharge by 4%) 

• N3 Delayed transfers of care - Delayed transfers of care from hospital per 100,000 population (average per month) (We will reduce the number of 

people who are unnecessarily delayed from being transferred from hospital back into the community by 7%) 

• N4 Avoidable emergency admissions - Avoidable emergency admissions (We will reduce avoidable admissions to hospital by 3%) 

• N5  Patient and service user experience – tbc 

• L1 Emergency readmissions (We will reduce emergency re-admissions within 30 days of discharge by 4%) 

Outcome measures  
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Page | 2                                                                               ‘Your Life, Your Health’ Rotherham CCG Single Integrated Plan Executive Summary: March 2012 

 
 

  

PE 1 – We will co-ordinate a planned shift of resources from high dependency 

services to early intervention and prevention (N1, N2, N4, N5, L1): 

 

• BCF01 – We will review Mental health provision (N1, N4, N5, L1) 

• BCF02 – We will review the Falls prevention service (N1, N2, N4, N5, 

L1) 

• BCF03 – We will deliver a joint call centre incorporating telecare and 

tele-health (N1, N2, N4, N5, L1) 

 

PE 2 – Services will be delivered in the right place at the right time by the right 

people (All outcome measures): 

 

• BCF04 – We will create an integrated rapid response service (All 

outcome measures) 

• BCF05 – We will strengthen 7 day social care provision in hospitals (All 

outcome measures) 

EA 1 - We will ensure all our workforce routinely prompt, help and signpost 

people to key services and programmes (All outcome measures): 

 

• BCF06 – We will review the Social prescribing pilot (All 

outcome measures)  

• BCF07 – We will implement a joint residential and nursing 

commissioning and assurance team(N4, N5, L1) 

 

EA 2 - We will co-produce with Rotherham people the way services are 

delivered to communities facing challenging conditions (All outcome 

measures): 

• BCF08 – We will learn from experiences to improve pathways 

and enable greater focus on prevention (All outcome 

measures) 

PE– Rotherham people will get help early to stay healthy and increase 

their independence 

 

EA – All Rotherham people will have high aspirations for their health and 

wellbeing and expect good quality services in their community 

 

DI 1 – We will change the culture of staff from simply ‘doing’ things for people to  

encouraging and prolonging independence and self-care (All outcome measures) 

 

• BCF09 – We will develop personal health and care budgets (N1, N2, 

N5) 

• BCF10 – We will develop self-care and self-management (N1, N2, N4, 

N5, L1) 

 

DI 2 – We will support and enable people to step up and step down through a range 

of statutory, voluntary and community services, appropriate to their needs (All 

outcome measures) 

 

• BCF11 – We will develop and implement person centred services (N5) 

• BCF12 – We will make preparations for the implementation of the 

Care Bill (All outcome measures) 

 

DI – Rotherham people and families will increasingly identify their own needs and 

choose solutions that are best suited to their personal circumstances 

 

LTC 1 – We will adopt a co-ordinated approach to help people manage  

their conditions (All outcome measures) 

 

• BCF13 – We will review existing jointly commissioned 

integrated services (All outcome measures) 

 

LTC 2 - We will develop a common approach to data sharing so we can 

provide better support across agencies and put in place a long-term plan 

for the life of the individual (N3, N4, N5, L1) 

 

• BCF14 – We will develop technology to share data between 

health and social care including use of the NHS number and 

shared IT capacity (N3, N4, N5, L1) 

 

LTC– Rotherham people will be able to manage long-term conditions 

so that they are able to enjoy the best quality of life 

 

Rotherham BCF Plan Actions and 

Schemes 
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BCF Appendix 11 
 
 
QIPP Workstreams  
 
 
   Workstream Project 

1 Benchmarking, 
trend analysis, 
and two way 
communication 
with all clinicians  

1. Regular review of trends in GP referrals, consultant 
referrals, A&E referrals, other referrals and elective 
activity. 

2. Specialty specific discussion of areas identified by 
benchmarking or changing trends.  

3. GP communication/education; bite size newsletter, 
SCE newsletter, protected learning time, top tips/map 
of medicine guidelines, GP peer led visits. 

4. Communication with TRFT clinicians 
 

2 Two way dialogue 
with all clinicians 
on benchmarking, 
trends and 
improved care 
pathways 

1. Better information on self-care  
2. More fast track services such as the successful fast 

track gynaecology service 
3. More one stop services 

 

3 Outpatient follow 
up reduction 
programme 

1. Reduction in Follow ups 
2. Secondary to primary care Locally Enhanced Service 

 

4 Diagnostics 1. Reduction in duplicate and inappropriate diagnostic 
testing 
 

5 Care Pathways 
(with Urgent Care 
Working Group 
and Mental Health 
QIPP Committee)  

1. COPD  
2. Cardiology / CVD  
3. Children’s care pathways  
4. A review of pain management services  
5. Alcohol (with mental health QIPP group) 
6. Falls (with UCWG) 
7. Dementia (with Mental health QIPP group) 

 

6 Safe effective non 
face to face 
‘referrals’ 

1. Review of current virtual Haematology and 
consideration of extension to other specialties 

2. Explore other ways of safe, effective non face to face 
contacts 
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BCF Appendix 12  
 
 

Better Care Fund Governance Framework  
 

 
 
 
 
 
   

Health and Wellbeing Board 

 

Better Care Fund Task Group  

 
Rotherham CCG 

Governing Body 

 
SCE/Operational 

Executive 

 
CCG Chief Officer & 
RMBC Strategic 

Director  

 
Cabinet/Cabinet 

Member 

 
Directorate Leadership 

Team (DLT) 
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Action Plan, Finance and Performance 
 

 
 

 
 

 
Health and Wellbeing 

Board 

 
BCF Task Group  

 
BCF Operational Group 

Health and Wellbeing Steering 

Group 

Dependence/Independence 

Workstream 

Finance                             

 
Jointly 

Commissioned 

Services 

 

Care Bill 
Steering 

Group 

 
Alternative 

Levels of Care 

 

UCMC 

 

MH QUIP 
 

Rehabilitation/ 

Reablement 

 

Task and 
Finish (1) 
One Page 

Plan and IT 

 

Task and 
Finish (2)       
7 Day 

Working 

 

BCF04 

BCF05 
BCF06 
BCF08 

 
BCF07 

BCF03 
BCF011 
91 days 

Reablement 

BCF10 BCF13 
BCF14 

Care home 
admissions 

• Emergency 
admissions 

• DTOC 
• Emergency 
Readmission 

BCF01 91 days 
reablement 

BCF09 
BCF12 

BCF05 
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