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Purpose:  

This paper provides a summary of the business case for services prioritised for review under the 
community transformation project  (including 7 day working). 

Background  

In February 2014 Rotherham CCG initiated a Community Transformation Programme aimed at delivering 
a 7 day/week service that brings care closer to home. In order to do this more investment is required to 
extend hours of provision and enhance community health services. Investing in these services will help 
deliver positive health outcomes and free hospitals to focus on acute care.  

The Community Transformation Board is proposing to focus investment in the following key areas.    

1. Development of a Better Quality Community Nursing Service 
 Realign the service so that it targets GP practice populations. Focuses on episodic support for 
 housebound patients and the case management of people with long term conditions. 

2. An Integrated Out of Hours Service 
 Combine current OOH community nursing services and add capacity so that they are better 
 able to support patients with an urgent health need. Additional support for patients on the 
 end-of-life care pathway.  

3. Supported Discharge and Admission Prevention  
 Introduction of 3 new care pathways which; support patients in  their own home, provide 
 rehabilitation support within a residential setting and deliver nurse led care for adults with 
 complex care.  

4. An Enhanced Care Coordination Centre  
 Increase functionality of existing service. Utilisation as a supported discharge hub and providing 
 proactive support to GPs on case management. The service will be extended to cover 24/7 and 
 will be a single point of access for community nursing referrals. 
 
In addition to this paper, there will be future proposals to take forward around services such as Heart 
Failure where the existing services are to be reviewed.    
 
The success of the services in these proposals will also be predicated upon how well TRFT can work with 
other providers particularly around End of Life Care and this is something that the Community 
Transformation Group will ensure is achieved. 
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Financial Implications: 

Table 1 provides a breakdown of the investment profile for the Community Transformation Board. The 
proposed investments are currently under negotiation and it is likely that the final capacity 
requirements will flex to suit the service models and pressures inherent in the changing demands from 
service users. However the commissioner and provider are close to an agreement which will ensure that 
the investment reflects the cost envelope available.   

The source of funds is £0.9m from 4% reductions to RFT community contract for 2014/15 and £1.5m 
additional investment agreed by GP Members and Governing Body in March 2014. Total £2.4m. 

Table 1: Summary of Investment Proposals  

 

 
Risks and Mitigation  

The key risks associated with this business case are; 

• Capacity and capability of the provider to deliver within identified timescales; 
• Difficulty in assessing the increased demand for community services generated by new pathways; 
• Potential impact on primary care of transferring care from hospital to the community; 
• Reduction in thresholds for hospital admission once capacity is created in acute care. 
 
The Community Transformation Board will mitigate the above risks in the following ways.  

1. The Board has developed a full suite of service-specific Key Performance Indicators which will help 
commissioners identify where the new pathways are not operating effectively.  

2. The Community Transformation Board is confident that this business case will deliver the vision to 
transfer care closer to home. However it acknowledges that there are risks and some uncertainty on 
outcomes. It therefore proposes to carry out a full evaluation of the new model in April 2015. 

3. On completion of the evaluation, if there are issues with performance and/or quality Rotherham 
CCG will take the following staged approach to remedial action. 

- Redistribution of investment to deliver better value for money 
- Realignment of services to deliver greater impact 
- Recommissioning services where it is clear that sufficient progress has not been made  

 

Recommendations: 
Rotherham CCG Governing Body are asked to approve the business case for community transformation.  
 

Service Staffing

Potential          
WTE                   

(still under discussion)

Potential 
Investment          

(still under discussion)

Community Nursing Qualified Nurses, HCAs & Admin 22.76 985                        
Supported Discharge:
Integrated Rapid Response Nursing and Therapists 5.79 225                        
Oakwood Community Unit Nursing and Therapists 12.41 352                        
Waterside Grange 6 beds and Therapy support 2.00 272                        
Care Coodination Centre Qualified Nurses, Call Handlers, Care Coordinatiors 15.50 465                        

Falls, Fracture & Bone Health Service Specialist Nurse 2.00 101                        

TOTAL 60.46                   2,402                    
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1 Background  

In February 2014 Rotherham CCG initiated a Community Transformation Programme aimed at 
reconfiguring community health services so that they are better able to support people closer to home. A 
Community Transformation Board was established which included representation from key stakeholders. 
Membership of the Board includes; 

• Chair of the Rotherham CCG Governing Body  Rotherham CCG 
• Chief Finance Officer     Rotherham CCG 
• Clinical Director for Medicine     Rotherham FT 
• Head of Nursing for Medicine    Rotherham FT 
• Director of Health and Well Being    Rotherham MBC 
• Consultant in Palliative Care     Rotherham Hospice 

The Community Transformation Board has produced a series of reports setting out the vision for 
development of community health and social care services. It has actively engaged with key stakeholders so 
that this vision can be tested. Commissioners have sought views from GP Locality Groups, GP Members 
Committee, The Community Nursing Focus Group and Service Development Groups. There has also been 
active engagement with patients through a specifically commissioned patient engagement programme 
delivered by Voluntary Action Rotherham. 

 

2 National and Local Strategic Framework 

2.1 Forum of NHS Services: 7 Day Working Report (Keogh 2013)  

This report states that, over the next 3 years, 7 day working should be adopted starting with urgent care 
services. The report highlights variation in service provision on a weekend which impacts on mortality rates, 
patient experience, length of stay and readmissions. The report identifies potential causes of this variation 
the lack of community and primary care services that could prevent avoidable admissions and support 
timely discharge. 

2.2 Everyone Counts 

Everyone Counts is the national five year strategy for NHS commissioners. It describes an approach to 
deliver transformational change within local health economies so that they can achieve sustainable high 
quality care for all. For patients with complex needs, a new model of integrated care is proposed, led by a 
senior clinician who takes responsibility for co-ordinating the full range of health and social care services.  

2.3 Better Care Fund 

The Community Transformation Programme will be a vehicle for delivering the following schemes agreed as 
part of the Rotherham Better Care Fund Action Plan. 

BCF04  Development of an integrated rapid response service  
BCF05  7-day community and social care provision to support discharge and reduce delays 
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2.4 Rotherham CCG - Strategic Clinical Executive Priorities 

The Strategic Clinical Executive fully supports the priorities identified by the Community Transformation 
Board. The Executive has highlighted a range of issues that it wanted addressing, which are compatible with 
the national strategic framework.   

- Ensure that current capacity within community health services is being utilised  
- Ensure that additional investment in community nursing is fully utilised 
- Review community bed capacity/utilisation    
- Review clinical standards in community services. 
- Review early discharges and re-admissions to see if further integration could improve performance 
- Review effectiveness of community matrons, advanced nurse practitioners and community physicians 
- Consider whether fast track clinics/telephone advice to GPs could be implemented 
- Examine of the role of specialist nurses  
- Review managerial and clinical leadership within community health services  

 

3 Case for Change   

3.1 Demographic Pressures 

The ageing population has resulted in rising demand for and use of health services. The proportion of the 
population who are old or very old is rising and so too are demands on health and social care. The health 
and social care system has not adapted to meet the needs of the growing number of older people and 
there is too great a reliance on hospitals and care homes. Particularly for frail elderly patients, it is 
important that, were possible, care should be delivered at home. Increased longevity has implications for 
health and social care services. The main users of hospitals and care homes today are older people. People 
over 65 account for 62 per cent of total bed days in hospitals.  

3.2 Health Outcomes and Life Expectancy 

While life expectancy has increased, the number of years spent in ill health has also increased. Medical 
advances have turned many life-threatening conditions such as cancers and heart disease into long-term 
conditions, which require management in the community. In addition, increases in the prevalence of long-
term conditions such as diabetes and dementia present challenges to the health and social care system. 
These challenges have to be met through community interventions. The under-development of community 
services may explain why policies to promote more care ‘closer to home’ have been slow to gain traction. 

3.3 The State of the Health Economy 

The long-term macroeconomic outlook suggests that public spending will remain constrained for the 
foreseeable future. Spending constraints on social care have led local authorities to tighten eligibility 
criteria, and this has resulted in an increase in unmet need. Community health services can act as a vehicle 
to support patients with a combination of health and social care needs. However investment in these 
services is likely to depend on releasing resources from hospitals.  
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4 A New Vision for Delivering Community Health Services (Incl. 7 Day Working)   

The Community Transformation Board has focused on how we can deliver a 7 day/week service that brings 
care closer to home. In order to do this more investment is required to extend hours of provision and 
enhance community health services. Investing in these services will help deliver positive health outcomes 
and free hospitals to focus on acute care. The Community Transformation Board has identified 5 priorities, 
which will support the transformation of community care pathways.    

1: A better quality community nursing service  
2: Greater integration across health and social care 
3: Development of an enhanced Care Coordination Centre  
4: Increased Utilisation of Alternative Levels of Care (ALOC)  
5: A robust governance framework for community health services  

By focusing on these priorities The Community Transformation Board is proposing to realign and extend 
services so that they support care closer to home. Figure 1 provides an illustration of the overarching 
vision.   

Figure 1: Proposed Structure for Supported Discharge Service  

   

A Better Quality Community Nursing Service 

The Community Nursing Service serves GP practice populations. Focuses on 
episodic support for housebound patients and the case management of 
people with long term conditions.    

Supported Discharge and Admission Prevention  

Pathway 1 Supporting patients in  their own home  
Pathway 2 Rehabilitation support within a residential setting 
Pathway 3 Nurse led care for adults with complex care needs 

An Enhanced Care Coordination Centre  

Routes patients to the most appropriate level of care. Access point for GPs 
who require an alternative level of care for a patient. Advises on available 
range of services. Makes referrals, arranges placements and  co-ordinates 
transport.  
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5 A Better Quality Community Nursing Service   

5.1 Description of Service Model  

The Community Transformation Board has carried out a review of community nursing services and 
produced a new service model that supports the transition from hospital to community care. The new 
service model incorporates 7 community nursing teams serving GP practice populations. The teams service 
geographical clusters of GP practices.   

Additional resources have already been approved for investment into the community nursing service and 
are included in the summary table for completeness. New staff nurses have already been recruited and 
currently being deployed. Clinical Team Leaders have been introduced to take responsibility for 
performance and quality. The new service model will deliver better leadership and clinical supervision for 
staff, creating an environment where nurses can safely care for patients with a higher level of need.  

The Community Transformation team have worked with the provider to reduce the administrative burden 
on the community nursing service. Community nurses are no longer responsible for completing Continuing 
Health Care assessments. There has been a full roll out of IT equipment for community nurses. All nurses 
have recently received new laptops with full 4G connectivity.  

The focus on practice populations should support partnership working between community and primary 
care. Vacancy control policies have been lifted, stabilising the service and improving staff morale. The new 
service model uses a new allocation formula which ensures equitable distribution of community nursing 
resources across the borough. Finally the service is now underpinned by a comprehensive service 
specification, a coherent system of governance and a robust performance management framework.  

6 Supported Discharge and Admission Prevention      

6.1 Summary of Care Pathway  

Figure 2 sets out the proposed pathway for supported discharge and admission prevention in Rotherham. It 
is proposed that Rotherham develop three sets of care pathways linked to level of need.  

6.2 Pathway 1: Hospital to Home 

Pathway 1 will support patients who are medically stable, but cannot be supported at home with generic 
health and social care services.  Rotherham CCG and Rotherham MBC will jointly commission an Integrated 
Rapid Response Service to support discharge and prevent admission for this cohort of patients. The service 
will incorporate the current functions of the Fast Response Service and Community Rehabilitation and the 
Advanced Nurse Practitioners (Care Homes). It will include social workers responsible for delivery of social 
care assessments and care package coordination.  

The Integrated Rapid Response Service will operate 7 days/week, providing short term therapy, nursing and 
social care support. The service will actively in-reach into hospital.  

6.3 Pathway 2: Intermediate Care  

Pathway 2 provides residential rehabilitation to patients who cannot return home. The aim is to maximise 
independence and optimise patients who do not have nursing needs. The Intermediate Care Residential 
service will support all patients on Pathway 2.  
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Intervention focuses on active enablement with view to maximising independence and returning home. 
The service is provided on the basis of a comprehensive assessment, resulting in a structured individual 
care plan that involves active therapy and treatment. The care plan sets out agreed rehabilitation goals and 
milestones. The service is time-limited, normally no longer than six weeks with average stay of 18 days.   
There are currently 50 beds across the borough, commissioned jointly by RCCG and RMBC   

The Intermediate Care Residential Service accepts admissions 7 days/week.  

6.4 Pathway 3: Discharge to Assess 

Pathway 3 provides 24/7 nurse-led care for adults with complex care needs who are medically stable. The 
pathway is for patients who need a place to recover from an acute illness before an assessment can be 
made about their long term care needs. Pathway 3 provides residential assessment and rehabilitation for 
patients with nursing needs. It also supports patients who trigger positive for the CHC checklist but have 
not yet had an assessment. 

Pathway 3 services will be delivered by The Oakwood Community Unit, Breathing Space Inpatient Beds and 
Waterside Grange Nursing Home. Oakwood is a 20 bed nurse-led unit situated in the grounds of Rotherham 
District General Hospital. Work is currently underway to reconfigure the unit so that it is better able to 
meet the needs of Pathway 3 patients. Breathing Space is a 20 bed nurse-led unit focusing on patients who 
have COPD and other respiratory conditions. It is both a step-up and step-down facility for this cohort of 
patients.  Rotherham CCG has also commissioned 6 nursing home beds at Waterside Grange Nursing Home 
to support Pathway 3 patients during the winter period. The Community Unit, Breathing Space and 
Waterside Grange will play a pivotal role in facilitating timely discharge from hospital for those patients 
who no longer require specialist acute care. Both units will take Pathway 3 referrals via the Care 
Coordination Centre. All Pathway 3 services will receive admissions 7 days/week.  

Figure 2: Proposed Structure for Supported Discharge Service  

 

Pathway 1: Hospital to Home   

Integrated Rapid Response Service provides early supported discharge at home. 
Active in-reach into hospital, identifying patients who are medically stable and 
can be cared for at home. Delivered by an MDT for up to 6 weeks. Supported by 
specialist home care provider. Incorporates community rehabilitation.  

Pathway 2: Intermediate Care  

Intermediate Care provides residential rehabilitation to patients who can not 
return home. Aim is to maximise independence. Patients do not have nursing 
needs. Delivered by an MDT for up to 6 weeks.  52 community based beds  

Pathway 3: Discharge to Assess 

24/7 nurse-led care for adults with complex care needs who are medically 
stable. Delivered from The Community Unit and Breathing Space. Residential 
assessment  and rehabilitation for patients with nursing needs. Supports 
patients who are preparing to undergo Continuing Health Care assessments.  
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6.5  Rationale for Investment  

Integrated Rapid Response Service 

The Integrated Rapid Response Service will combine the current functions of Fast Response, Community 
Rehabilitation and the Advanced Nurse Practitioners (Care Homes). This process of integration will generate 
economies of scale, increasing the numbers of patients that can be supported in the community. However 
the extra demand for community health services generated by Pathway 1 patients cannot be met through 
service reconfiguration alone. There is a risk that the new supported discharge pathways will place 
additional pressure on primary care services if there isn’t an accompanying shift of resources into Pathway 
1 services. The Community Transformation Board therefore recommends additional investment in the 
Integrated Rapid Response Service. This will ensure that the service can act as a resource for GPs in not only 
supporting hospital discharge but also preventing admission. GPs will be able to refer patients with an 
urgent health need to Integrated Rapid Response through the Care Coordination Centre for assessment and 
intervention.  

Waterside Grange  

This investment specifically responds to the need for additional community based bed capacity where 
patients are medically stable but require 24/7 nursing care. Waterside Grange, an independent sector 
nursing home, will support the “Discharge to Assess” care pathway. It will target patients who experience 
long length of stay on medical wards. A proportion of these patients are medically fit for discharge but 
unable to return home. They require a period of optimisation before being assessed for Continuing Health 
Care. Investing in “Discharge to Assess” beds provide a more appropriate and cost-effective environment 
for these patients.  

Oakwood Community Unit 

Rotherham CCG currently provides non-recurrent funding for the Community Unit to support patients who 
are medically stable but have ongoing nursing needs. The Unit has been successful in diverting patients 
away from hospital. It is used extensively by the Care Coordination Centre and A&E to support patients who 
do not require hospital admission. However there are a number of systemic issues that need to be 
addressed to ensure the Pathway 3 service model is sustainable. 

• Bed occupancy is currently running at 63% because of admission restrictions linked to staffing levels 
• There is insufficient therapy input into the unit 
• Configuration of the unit makes it difficult to monitor patients who have dementia or are a falls risk 
• There is insufficient investment in clinical leadership    
• The Unit is not resourced to support patients on the “Discharge to Assess” pathway 

Additional investment is required to address these issues. It is recommended that the Unit is rebranded as a 
Frail Elderly Unit, incorporating 8 “Discharge to Assess” beds to support patients with Continuing Health 
Care needs.    

7 An Enhanced Care Coordination Centre 

7.1 Current service Model  - The Community Transformation Board has identified the development of 
an Enhanced Care Co-ordination Centre (CCC) as a priority. Figure 3 sets out the current functions of the 
Care Coordination Centre.  
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Figure 3: Current Functions of the Care Coordination Centre 

 

7.2 Building on Success 

It is proposed that the CCC is extended to support the following functions identified in Figure 4.    

 

GP Support Service 
Access point for GPs requre an alternative level of care for a patient. Advises on 
available range of services. Makes referrals, arranges placements and  co-
ordinates transport. Includes community pathway for suspected DVT.  

Hospital Discharge  
A follow up service for patients at risk of readmission. Telephone call after 3 days 
to check state of condition and whether patient is coping at home. Also checks 
that support packages are operating effectively.    

Telehealth  
Telehealth hub for patients with heart failure. Patients submit health data 
electronically. Collated and assessed to establish whether defined thresholds 
have been reached. Response coordinated.   
 
Urgent Response Service 
Single point of access for NHS 111 and the 999 ambulance service into alternative 
levels of care. CCC forms part of the YAS Pathfinder Project which supports 
ambulance crews when patients do not require A&E services    
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Development of a 24/7 Care Coordination Centre  

The Care Coordination Centre is currently available from  

8.00 am – 10.00pm  Weekdays  

10.00 am – 6.00pm  Weekends and bank holidays  

There is evidence that a significant number of admissions made out of hours could be prevented if the Care 
Coordination Centre was in operation. Although service levels in the community are dramatically reduced, 
there are community interventions that could prevent a hospital admission out-of-hours. 

Supported Discharge Care & Admission Prevention    

The Care Coordination Centre will act as a hub for the supported discharge and admission prevention care 
pathways.  

On supported discharge the CCC will hold a register of patients in an acute bed, whose medical episode is 
complete. It will actively engage with the relevant community services to ensure that patients are placed 
on the right discharge pathway.  

The CCC will coordinate transfer to the relevant service. It will monitor outcomes and identify where there 
are capacity issues within each discharge care pathway. The CCC will support the commissioning process by 
identifying where there is under and over-utilisation of services on each care pathway. 

The CCC will support discharge planning by providing follow up telephone support to patients who are on 
Pathway 1. Within 48 hours of discharge nurse advisers from the CCC will contact patients to check 
whether all elements of the post-discharge care package are in place.  

Single Point of Access for Community Nursing Referrals  

The CCC will receive all hospital based referrals for community nursing services. As part of the switch to 
24/7 cover, it is proposed that the CCC replace the current call handling service delivered by YAS. This 
receives referrals for community nursing and Fast Response in the evenings and weekends. The service is 
supported by non-clinical staff and there is evidence of quality and performance issues. Transferring 
responsibility to the CCC for these calls will ensure that health professionals and patients are able to speak 
to a clinician about the most appropriate level of service. 

Supporting Case Management  

The CCC will support the case management of patients with long term conditions.  

Case managers (GPs & Community Matrons) will be able to set up monitoring and support arrangements 
through the CCC as part of the care planning process. The case manager will still have overall responsibility 
but will use the CCC to enhance the quality of care delivered.  

The CCC will be able to carry out the following tasks as part of any care plan.  

• Enable health professionals to access care plans for those on the case management programme  
• Provide an urgent access point for patients who require advice and support on self-management  
• Monitor conditions remotely using telehealth and responding to these where appropriate   
• Delivery of the High Intensity User Intervention Programme   
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7.3  Rationale for Investment   

This proposal is a significant enhancement to the current service. A significant proportion of the costs are 
associated with extending service hours so that the CCC can operate 7 days/week, 24 hours/day. The new 
service model incorporates 3 additional senior nurses who will lead on supported discharge and provide 
OOH support. The service will also introduce 16 care assistants. These staff will act as call handlers and 
support clinicians with the coordination of care packages. The new service model also builds in additional 
resource for clinical leadership and management. The new service will be sufficiently resourced to provide 
case management support for 4 patients per GP Practice. This means that the CCC could be providing 
telephone support for over 160 patients who are currently on the case management programme.    

  

8 Integrating and Extending Out-of-Hours Services 

8.1 An Integrated Service Model for Out-of Hours Services 

The Community Transformation Board is proposing to develop an integrated OOH service model, extending 
the Integrated Rapid Response Service so that it operates 7 days/week and 24 hours/day. Figure 5 provides 
a diagrammatic representation of the new integrated service model.    

   

Figure 5: Integrated Rapid Response Service - 7 Days/Week  

 

This marks a significant shift in approach with a single service model bringing together 6 legacy services. 

8.2 Rationale for Investment   

The resource currently available to support patients out of hours is not sufficient to safely meet the 
demands of the new community service model. The level of acuity being managed in the community will be 
higher and the impact will feed through to OOH services.  

Additional investment will be used to recruit more front-line nurses and Health Care Assistant support.  

Figure 6: Legacy Services Included in Integrated Rapid Response Service (OOH) 

Integrated Rapid  
Response Service 

Out of Hours 
• Fast Response Service  
• District Nursing Evening Service 
• District Nursing Twilight Service 
• Night Time Nursing service 
• Advanced Nurse Practitioners 

 

Core Hours 
• Community Rehabilitation  
• Fast Response Service  
• Advanced Nurse Practitioners 
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9 Role of Social Care on Supported Discharge Pathways 

Considerable work has been done with Rotherham MBC on social input into the supported discharge and 
admission prevention pathways. Rotherham CCG has already set aside funding as part of its winter 
pressures strategy to support social care assessments. Rotherham CCG and Rotherham MBC have also 
agreed to the use of BCF recurrent funding to support this business case. Both organisations have agreed to 
the development of a Memorandum of Agreement which sets out responsibilities for social care 
assessments in all three pathways. RMBC and RCCG have also agreed interim measures which will enable all 
the pathways to operate effectively over the winter period.      

10          Benefits of New Service Model  

10.1 Reconfiguration of the Community Nursing Service 

The key benefits of the new service model for community nursing are; 

• More nurses doing direct work with patients 
• Local Area Teams are aligned to GP Practice populations 
• Better connection between community nursing services and primary care 
• Better distribution of resources based on weighted population 
• Clear feedback loop for GPs into local community health services 

10.2 Supported Discharge and Admission Prevention 

District Nursing Evening Service 

Operates from 17:30 – 22:00.  There are currently three teams of nurses. Includes 
2 Registered Nurses, a Health Care Assistant and three escorts.  

Night Time Nursing Service 

Operates from 22:00 – 07:15 hours.  One Registered Nurse on duty with an 
escort.  In addition there are number of Health Care Assistants who provide night 
time support to people who are terminally ill.   

Fast Response Service 

Operates from 07:00 hours to 02:00 hours. It provides a reactive service to 
patients at risk of hospital admission.  Primary role is to assess patients who are 
medically stable but need additional support to remain at or return home.  
Coordinates care for up to 72 hours.   

Advanced Nurse Practitioners (Care Homes) 

Operates from 08:00 – 20:00 Monday to Friday. Weekends the service finishes at 
16:00. Provides reactive clinical care and support to older people in Care. First 
point of contact following injury or acute illness. The service will independently 
assess, diagnose, treat minor illnesses and injury and prescribe medication. 
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The supported discharge and admission prevention pathways set out in this business case are clear and 
simple.  They will make available a range of supported discharge options which respond to level of need. 
These pathways will reduce the need for acute care and provide an opportunity to reinvest savings back 
into the community. The “Discharge to Assess” pathway will ensure that joint health and social care 
assessments take place in an appropriate environment. Assessments will be followed up by community 
based rehabilitation services which support independence and reduce the long term cost of care.   

The combination of service realignment and additional investment will deliver the following outcomes. 

• All admission prevention care pathways will be accessible 7 days/week 
• Merging ANPs, Community Rehabilitation and Fast Response into a single Integrated Rapid Response 

will reduce fragmentation and deliver economies of scale 
• The Integrated Rapid Response Service will be better able to support GPs managing patients with an 

urgent care need 
• Pathway 1 services will reduce pressure on primary care because patients are receiving enhanced, 

integrated community health care packages  
• Community beds will now be able to support patients with rehabilitation and/or nursing needs 
• Community bed capacity will be able to flex so there is increased availability during the winter period  
• Community beds will offer full medical, therapy and social care cover  
• The average length of stay for elderly medical patients should reduce significantly  
• Frail elderly admissions should reduce as patients are diverted to alternative levels of care  

10.3 Care Coordination Centre 

The new service model for the Care Coordination Centre will provide clear visibility of patients in hospital 
who are medically fit for discharge. For these patients the CCC will be the interface between acute and 
community health services. It will ensure that patients are on the appropriate care pathway, liaising with 
the relevant community services to expedite discharge.  

The new Care Coordination Centre will be a single point of access for GPs into all community health 
services, not just ALOC. It will act as an interface between primary care and community health services. GPs 
will be able to make informed decisions about the most appropriate level of care for patients by talking to 
experienced nurses with knowledge of and accessibility to all of Rotherham’s community health services. 
GPs will be able to use the CCC as a resource to support case management. Where patients require regular 
support that can be delivered by telephone the CCC will come into its own. For 24 hours/day and 7 
days/week, nurses with the right level of clinical competence will be available to support patients on the 
case management programme either as part of a care plan or during an exacerbation.  

Finally, patients who require community nursing support out-of hours will now be able to speak direct to a 
clinician who has access to their care plan. Ambulance crews and the new Urgent Care Practitioners will be 
able to contact the CCC when making decisions on the most appropriate service option. NHS 111 will also 
have a single point of access into the full range of Rotherham’s community health services  

10.4 Integration and Extension of Out-of-Hours Services 

This clear and simple approach to delivering out-of-hours care will reduce fragmentation and increase 
efficiency. This, along with extra investment in front-line capacity, will ensure that admission prevention 
work can continue 7 days/week. The Integrated Rapid Response Service (OOH) will be an essential element 
of the supported discharge and admission prevention pathways. There will be an increase in the population 
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of patients requiring support outside core hours and this new service should have the capacity to provide 
appropriate cover.  

Finally, the new service model should reduce pressure on primary care. Health issues that arise out of hours 
will be properly dealt rather than waiting for GP surgeries to reopen   

11 Risks and Mitigation 

There is evidence that investing in the community health services can reduce costs in acute care. However 
there are a range of service models and even when the model is right CCGs are reliant on providers’ ability 
to implement and manage effectively. 

The key risks associated with this business case are; 

• Capability of the provider to deliver within identified timescales 

• Difficulty in assessing the increased demand for community health services generated by the supported 
discharge pathways 

• Potential impact on primary care of transferring care from hospital to the community 
• Reduction in thresholds for hospital admission once capacity is created in acute care 
• Under-utilisation of the admission prevention care pathways could create an imbalance in the local 

health system which increases the number of emergency admissions 

The Community Transformation Board will mitigate the above risks in the following ways.  

1. The Development of a Robust Performance Framework 

The Board has developed a full suite of service-specific Key Performance Indicators which will help 
commissioners identify where the new pathways are not operating effectively. The new performance 
framework, set out in Section 12 will focus on the following outcomes; 

• Reductions in hospital length of stay in hospital  
• Increased patient flow through the hospital.  
• Increased capacity on wards, preventing medical outliers  

2. Evaluation of the New Service Model 

The Community Transformation Board is confident that this business case will deliver the vision to transfer 
care closer to home. However it acknowledges that there are risks and some uncertainty on outcomes. It 
therefore proposes to carry out a full evaluation of the new model in April 2015.The review will answer the 
following key questions; 

• Has the community nursing service improved and is it interacting effectively with primary care? 
• Is there full visibility of patients who are in hospital and medically fit for discharge? 
• Is the admission prevention and supported discharge care pathway working effectively? 
• Is Integrated Rapid Response maintaining patients at home and managing risk appropriately?  
• Do we have the right distribution of staff in the right parts of the service? 
• Is the new service model achieving the full range of targets set out in the performance framework? 
 
3. Response to Poor Performance  
On completion of the evaluation, if there are issues with performance and/or quality Rotherham CCG will 
take a 3 staged approach to remedial action. 
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1. Redistribution of investment to deliver better value for money 
2. Realignment of services to deliver greater impact 
3. Recommissioning services where it is clear that sufficient progress has not been made  

12 Outcome Framework  

 

Measure Outcome  Target 

Pathway 1 

1 Proportion of patients discharged from hospital within 24 hours 80% 

2 No. of patients received onto care pathway per month* 152 

3 Proportion of patients discharged from service within 2 weeks  90% 

Pathway 2 

1 Proportion of patients discharged from hospital within 48 hours 90% 

2 No. of patients received onto care pathway per month 30 

3 Proportion of patients discharged from service within 6 weeks 90% 

Pathway 3 

1 Proportion of patients discharged from hospital within 48 hours 90% 

2 No. of patients who trigger CHC assessment received on care pathway per month*** 17  

3 No. of general nursing patients received onto care pathway per month**** 110 

* No. of supported discharges/day (comparator CCG) 5/day 
 No. of discharges/month = (Daily rate x 365)/12  152/month  
** No. of step down placements agreed in KPIs  325/year 
 No. of discharges/month = Annual rate/12  27/month  
*** N1 = No. of beds allocated for CHC patients  12 beds 

L1 = Average length of stay for CHC patients  21 days 
No. of patients/month = (N1 x 365)/(L1 x 12)  17/month   

**** N2 = No. of beds allocated for general nursing   18 beds 
L2 = Average length of stay for general nursing patients 5 days 
No. of patients/month = (N2 x 365)/(L2 x 12)  110/month 

15 

 


	Governing Body 05-11-14 Community Transformation Business Case
	Governing Body 05-11-14 - CT Business Case
	1 Background
	2 National and Local Strategic Framework
	3 Case for Change
	4 A New Vision for Delivering Community Health Services (Incl. 7 Day Working)
	5 A Better Quality Community Nursing Service
	6 Supported Discharge and Admission Prevention
	7 An Enhanced Care Coordination Centre
	8 Integrating and Extending Out-of-Hours Services
	9 Role of Social Care on Supported Discharge Pathways
	10          Benefits of New Service Model
	11 Risks and Mitigation
	12 Outcome Framework


