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Purpose:  

This paper provides a progress report on the Community Transformation Programme 

Progress Report  

Rotherham CCG’s Commissioning Plan identifies 5 key priorities, which need to be addressed as part of 
the Community Transformation Programme.     

Priority 1: A better quality and more relevant community nursing service  
Priority 2: Integration across health and social care 
Priority 3: Reconfiguration of the Care Coordination Centre  
Priority 4: Increased Utilisation of Alternative Levels of Care (ALOC)  

The Community Transformation Board oversees implementation of these workstreams, ensuring that 
key milestones are met.  

Priority 1: A better quality and more relevant community nursing service  

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 includes the introduction of incorporates 7 locality community nursing teams serving GP 
practice populations. Additional resources have been secured to for Clinical Team Leaders who will take 
responsibility for performance and quality. Extra resources have also been ring-fenced for frontline 
nurses and administrative support.  

The introduction of Clinical Team Leaders coupled with a new focus on practice populations should 
support partnership working between community and primary care. The role of the Clinical Team 
Leader is critical to the success of the new model.  As well as providing direct support to patients they 
will be responsible for performance & quality, partnership arrangements with primary care, complaints 
and workforce development.  

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 he service is now underpinned by a comprehensive 
service specification, a coherent system of governance and a robust performance management 
framework.  

Priority 2: Integration across health and social care 

The Better Care Fund has been a key driver in developing integrated health and social care services. 
There are real opportunities for creating pooled budgets, reinvigorating joint commissioning and 
bringing health and social care workers together under a common set of objectives. As part of this 
workstream We will develop new integrated care pathways, commission joint health and social care 
teams and extend intermediate care services.  
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The Community Transformation Board milestones on this priority are; 

• Implementation of an integrated falls and bone health care pathway 
• Development of specialist respiratory community support service 
• Development of Breathing Space and a Centre for Respiratory Research  
• Introduction of local tariff for respiratory which incentivises care in the community 
• Implementation of  an integrated neurological conditions care pathway 

Priority 3: A Enhanced  Care Coordination Centre (CCC) 

The Care Coordination Centre is a valuable resource for GPs, enabling them to make informed choices 
about the best level of care for patients. The CCC uses real time information on system capacity to 
support GPs. It organises patient transport when appropriate and provides real time communication to 
clinicians as to where the patient is in the system. The service provides an alternative community-based 
diagnostic and treatment pathway for patients with suspected DVT and supports discharge planning 
with follow up telephone support to patients who are at high risk of readmission. 

The Community Transformation Board recognises the potential for extending the role of the CCC so 
that it can act as a portal into community health services . Figure 1 provides a summary of the key 
functions that we intend to introduce this year.  

Figure 1: An Enhanced Care Coordination Centre 

 
 
Priority 4: Increased Utilisation of Alternative Levels of Care (ALOC)  

Rotherham has a range of ALOC services that are easily accessible, well utilised and which have a 
proven track record in admission avoidance. The Community Transformation Board recognises the 
need to use ALOC services to improve patient flow and support the discharge process. .  At any one 
time there are a proportion of patients in an acute bed, whose medical episode is complete, but who 

24/7 Service  

Service will receive out-of-hours calls from patients and health professionals who 
require access to comunity health services or who have an urgent health need.  

Supported Discharge Care Pathway 

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

Single Point of Access for Community Nursing Referrals 

Receive all hospital based referrals for community nursing services. The CCC will, 
using the Strata system, carry out task allocation for all community nursing 
teams. Primary care referrals can be submitted to the CCC or direct to teams  

Supporting Case Management  

Support the case management of patients with long term conditions. Case 
managers set up monitoring and support arrangements as part of the care plan 
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are awaiting further assessment, care package initiation or decisions on choice of care home. The aim 
of this priority is to improve patient flow so that acute care capacity can be rationalised and alternative 
levels of care properly utilised.   

Figure 2 sets out the proposed structure for Supported Discharge Services in Rotherham. It is proposed 
that Rotherham develop three sets of care pathways linked to level of need.  
 
Figure 2:  Proposed Structure for Supported Discharge Service  

 
 
Analysis of key risks 

The key risks that are currently being managed by The Community Transformation Board are;  

• Ensuring that the community nursing model is fully implemented 
• Ensuring that there is sufficient social care support for the supported discharge care pathways   
• Reconfiguration of the Community Unit so that it is able to meet the needs of Pathway 3 patients  
• Commissioning of nursing home beds in the community to support Pathway 3 
• Securing additional resources for the CCC and supported discharge care pathways  
• Medical cover arrangements for the Community Unit and Nursing Homes Beds  
 
Financial Implications: 

Resources have been secured for the new community nursing service model. Financial modelling is 
currently underway for the Enhanced care coordination Centre and Supported Discharge Pathways.  

Recommendations: 
Governing Body is asked to note the report.  
 

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 specially commissioned nursing 
home beds. Residential assessment and rehabilitation for patients with nursing 
needs. Supports patients preparing  for Continuing Health Care assessments.  
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