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Delayed Transfers of Care (DTOC)  

 

Lead Executive: Ian Atkinson  

Lead Officer: Claire Smith, Interim Head of Adult Commissioning   

Lead GP: David Clitherow 

 

Purpose:  

The purpose of the report is to update OE on progress in relation to the Delayed Transfer of 
Care (DTOC) action plan – Integration of Health and Social Care Transfer of Care. 

Background: 

The NHS Five Year Forward View emphasises the need to develop new care models to 
support the full integration of Health and Social Care by 2020. Rotherham’s response to the 
national agenda is outlined within the Rotherham Place Plan and Rotherham Better Care Fund 
Plan 2017-19 (Draft).  
 
One of the four national conditions set out in the BCF planning guidance and policy framework 
relates to the reduction in DTOCs. The ambition is to ensure that all areas reach/maintain a 
level of no more than 3.5% for all DTOCs (Health and Social Care).  
 
In 2017, Rotherham NHS Foundation Trust reported DTOC as follows:  
 

Jan-17 Feb-17 Mar-17 Apr-17 May-17 Jun-17 

4.1% 4.2% 6.0% 5.1% 5.9% 5.4% 

 
This is an increasing trend against a relatively stable position prior to 2017, where figures were 
under the 3.5% target at c. 3%.  
 
In response to the increase in DTOC levels locally, the introduction of the national condition 
and in order to effectively plan Rotherham’s future delivery model an external evaluation of 
discharge processes took place in April 2017.  
 
The two day review of current transfer of care was carried out by a senior advisor from the 
Care and Health Improvement Programme, Local Government Association and a Discharge 
Planning Manager from University Hospitals of North Midlands NHS Trust.  
 
This report outlines the content of the DTOC Action Plan (Appendix 1) required as part of the 
Better Care Fund Policy Framework and Guidance for 2017-19 under National Condition 4 and 
the Project Initiation Document (Appendix 2) for the integration of the Health and Social Care 
Transfer of Care teams, an action contained in Appendix 1.  
 

Analysis of key issues and of risks 

1. The Case for Change 
Evidence suggests that patients are more likely to make a better recovery at home and regain 
or retain independence the earlier they return home or to a suitable care home setting.   The 
experience of services, such as Doncaster Royal Infirmary, indicates that an integrated health 
and social care service with trusted assessors, co-ordinating support for patients who are 



 
 
 
 

medically well enough to be discharged but need additional health and / or social care support 
at home or within the community improves the patient experience and reduces admission, 
length of stay and delayed discharge. 
In April 2017 a two day review of current transfer of care was carried out by a senior advisor 
from the Care and Health Improvement Programme, Local Government Association and a 
Discharge Planning Manager from University Hospitals of North Midlands NHS Trust. They 
recommended the following actions noting the ‘energy, commitment and enthusiasm from staff 
to make improvements’. 
 
 

i. Develop a 7 day a week integrated discharge team  to develop a shared 

understanding and common approach to simple and complex discharges to improve 

patient outcomes and working relationships; aid management of overall discharge 

planning; improve effectiveness of referrals and reduce duplication 

ii. Simplify Pathways and Processes including Home First and DST’s to reduce the 

overall number, developing a universal approach to discharge to assess rather than 

a specific service including trusted assessor options with MDT disciplines and 

community providers.  Develop joint processes to establish daily visibility, ownership 

and management of MFFD patients, those patients who are ‘workable’ and 

monitoring of all unmet demand to aid and support patient flow 

iii. Escalation Process and Response review who and how teams respond to pressures 

and how they are de-escalated including review of potentially ‘stranded patients’ to 

help improve patient flow and outcomes for individuals 

iv. Agree Joint reporting and Data Set to have a standard, single version of the truth to 

provide a firmer foundation for problem solving as a system and allow for focus on 

the right problems rather than assumed issues 

v. Awareness and Training to improve understanding of DTOC’s and Care Act 

requirements  

 
2. Activity to Date 
Following a self-assessment based on the national High Impact Change Model and the review 
recommendations jointly commissioned by TRFT and RMBC, the following activity has taken 
place in relation to the action to integrate the discharge functions: 

• 2 dedicated workshops with cross system stakeholders from the CCG, RMBC, 

TRFT and RDaSH including health, social care and therapy staff 

• Visit to Doncaster Integrated Discharge Team combining physical health, mental 

health and social care 

• Planned event with staff teams 

3.         Approach  
It is recommended that a two phased approach is taken to the project to realise early benefits 
in time for winter resilience activity.   
 
Phase 1: September 2017 

• Integration of the Transfer of Care Team (TOC) and Hospital Social Care Team 

within a single leadership model 

• Re-location of the TOC team to the current Social Care offices on D level, TRFT 

• Scoping of phase 2 for wider integration based on successful models elsewhere 

including: development of  a 7 day service, leadership, roles and responsibilities, 



 
 
 
 

data capture and reporting 

 

Phase 2: April 2018 
The vision for phase 2 is dependent on the scoping exercise, but early discussions would 
suggest the potential for an integrated team of nurses, allied health professionals (including 
physiotherapists and OTs) and social care who work together to provide integrated rapid 
assessments and co-ordinate services to facilitate discharge for patients who are medically well 
enough to be discharged but may require additional support in the community.   
 
 
4.        Risks  
The top initial risks to the workstream are listed below. A full set of risks will be developed and 
maintained throughout the project.  
 

Risk Description / 
Consequences 

Risk /  
Issue 

Mitigation RAG 

There is a risk that if no action is 
taken delays to discharge 
continue to increase 

Risk Approval of two phased approach 
for more effective practice 

tbc 

Staff do not have sufficient skills 
and knowledge to respond 
effectively to an integrated 
service 
 

Risk Training will provided including 
Care Act Compliance  

Green 

The co-located teams continue to 
work in individual silos rather 
than providing an MDT approach, 
drawing on the best use of 
resource available.  
 

Risk A single leadership role will 
facilitate integration.  Feedback 
from staff has been positive to date 
and combined engagement activity 
is planned  
 

Green 

Staff will not have access to 
records held on different systems 
for decision making purposes. 

Risk The Rotherham Health Record is 
being extended to include social 
care.  Discussions will take place 
with IT and IG to ensure the 
requirements of the project are 
included  

Green 

 

Patient, Public and Stakeholder Involvement: 

Provider workshops have taken place over the last few weeks regarding integration of health 
and social care teams (hospital discharge). Further workshop and engagement will take place 
as progress is made.  

Equality Impact: 

Appropriate impact assessment will be completed as part of the project plan including 
requirement for consultation with staff. 

Financial Implications: 

Resource for an integrated health and social care transfer of care lead is being considered for 
approval through the Improved Better Care Fund as part of phase one.  There will also be 
some IT infrastructure costs for ports to enable co-location of the health team with social care.  
The phase 2 project approach will focus on more effective use of existing resource.  Any 
additional costs will be identified as part of the business case. 

Human Resource Implications: 



 
 
 
 

N/A 

Procurement: 

N/A 

Approval history: 

RMBC Directorate Leadership Team – 2nd August  

IH&SC Board in September 2017  

Recommendations: 

OE is asked to note: 

(i) note the content of the report including Appendix 2 DTOC Action Plan  

(ii) agree to the actions outlined in the Project Initiation Document for the Integration 

of Discharge Functions (Appendix 1) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

APPENDIX 1- DTOC Action Plan linked to High Impact Change Model Self-Assessment (NHSE) 
 

 
 

Key Milestone  

 
 

Actions  

 
 

Start Date  

 
 

End Date  

 
 

Lead 
Organisation 

 
Progress/ 

Comments 

Rag  
Rate 

1. Full integration of 
discharge planning  

Map out current teams/function of Transfer of Care Team, Hospital 
Social Work and MDTs 
 

July 2017 
 
  

August 2017  
 
 

RFT/RMBC 
 
 

Exercise undertaken through 2x 
workshops with staff to 
understand current position 
including FTEs across each 
service and main function. 

 

Discussion with Doncaster re; their model including possible 
secondment of Doncaster colleague (6 month). 
 

August 2017 
 
 

RFT/CCG/ 
RMBC 
 

Doncaster visit by all partners in 
late July to understand model 
and bring back learning. 
Secondment not available – 
however Rotherham staff 
experience of model is being 
utilised 

 

Agree shared model for integration of discharge function  
 

September 
2017 

All  
 

Project Initiation Document 
completed on phased approach 
to implementation – to go 
through ACS governance in 
September 

 

Integration of Hospital Social Work into new model for discharge. 
Formalise the sound links with Mental Health and Community 
Teams  

December 
2017 

RFT/CCG/ 
RMBC 
 

  

    Overall Rag Rating   

Agree Joint Reporting 
and Data Set  

Agree revised joint reporting structure and governance for reporting 
(acute, social care and non acute).  
 

July 2017  September 
2017 

CCG/TRFT/ 
RMBC 

Change 2  
Leads for performance 
(CCG/RMBC/TRFT) met and 
agreed process for sharing data 
set to inform performance and 
visibility across the system. 
RMBC metrics are different on 
DTOCs to the NHS ones, there 
these will be reported through 
BCF governance for 
information.  

 



 
 
 
 

 
 

Key Milestone  

 
 

Actions  

 
 

Start Date  

 
 

End Date  

 
 

Lead 
Organisation 

 
Progress/ 

Comments 

Rag  
Rate 

Agree process for signing off delays (acute, social care and non 
acute) 
 

July 2017  September 
2017 

CCG/TRFT/ 
RMBC 

  

Awareness training to 
include full 
understanding of Care 
act 2014  

Awareness training required to ensure principles of Care Act 
implemented – Prevent, Reduce, Delay (Home First) 
All appropriate Health colleagues complete the E-Learning training 
commissioned by RMBC  
 

August 2017  March 2018 TRFT 
 
Support from 
Nigel Mitchell 
RMBC 

Change 3  
E-Learning packages available 
through RMBC – TRFT lead to 
be identified to ensure work is 
progressed 

 

Ensure a Universal 
Home First Approach is 
offered  

Expanded Integrated Rapid Response – incorporate 
enabling/reablement into the provision to provide a universal offer 
of discharge home as pilot provision  NB requires investment 
possible IBCF.  

 

July 2017  
 
 
 
 

October 
2017 
 
 
 

CCG/RMBC 
Jacqui Clark 
 
 
 

Change 4  
Business Case for additional 
resource has been agreed and 
will be funded through IBCF. 
RMBC are currently in 
negotiation with provider for a 
proposed start date in 
September/October 2017 

 

Map current DST activity in acute setting. Revise and implement 
new pathway to D2A provision at Waterside Grange  
Longer term solutions – 

 Review of Discharge to Assess beds (potential to shift 
financial resource to home model) 

 Review of enabling service provided by RMBC  
 

July 2017  
 
 
 
 

October 
2017 
March 2018 

CCG  
 
CCG/RMBC  
 
Support from 
partners  

Pathway process has been 
developed for 3 of the 6 beds at 
Waterside Grange. New process 
to be phased  

 

Agree escalation 
process and response  

All partners on EMS  
 

July 2017  
 

August 2017 
 
 

All partner 
leads 

All changes  
RDaSH and Social Care are not 
currently reporting. Both 
organisations are aware of 
requirement to progress.  

 

All partners agree internally their own actions cards (review against 
NHSE flash cards) and agree as a system  
 

  
 

All partner 
leads  

  



 
 
 
 

 
 

Key Milestone  

 
 

Actions  

 
 

Start Date  

 
 

End Date  

 
 

Lead 
Organisation 

 
Progress/ 

Comments 

Rag  
Rate 

TRFT revise triggers for acute and community  
 

 September 
2017 
 

TRFT   Report taken to TRFT 
transformation board to revise 
triggers – work is ongoing   

 

Social Care offer in 
new Emergency Centre  

Consider how social care will support the new EC model of front end 
streaming (admission avoidance) 

July 2017 March 2018 RMBC  
 
Jo Martin 
CCG/TRFT 

Change 4  
RDASH integration progressing 
well. Social Care involved in the 
frailty team. Further work to 
embed model and understand 
role of social care as team 
becomes integrated 

 

Review 7 Day Offer  Review 7 Day services offer across acute/community – opportunities 
to expand or reconfigure provision to better meet need 
 

July 2017 
 
 
 

September 
2017  
 

RMBC 
 
 
 

Change 5  
Helen Brown change lead 
working on therapy pathway 
and options for flexibility in 
provision (expansion of OT offer 
to meet need of service). 
Potential to take longer to 
implement service redesign.  

 

Provision of  robust 7 day week offer from social care providers 
(Dom Care/Residential Care)  

 March 2018 Jacqui Clark 
RMBC / CCG 
 

  

Develop trusted 
assessor model with 
social care providers  
 

Pilot and look to roll out trusted assessor model in social care – 
Residential Care  
 
 
 

September 
2017  

March 2018 Jacqui Clark 
RMBC / CCG 

Change 6  
Work underway to integrate 
discharge team. Workshop took 
place July 2017 with partners 
and patients re; integrated 
assessment. 

 

Patient and Family 
Choice (19% of DTOCs 
in 2015-16) 

Improve early identification of patient likely to need care home 
admission. Re-design of discharge leaflet. 
 

September 
2017  

March 2018  TRFT   Change 7  
Reviewing this for IRR/CCC 

 

Review MoU 
Agreement  

Review of MoU Agreement already in place, to reflect changes in the 
discharge teams (as above). All partners to implement MoU which  
includes Trusted Assessor 

December 
2017 

January 
2018 

CCG/RMBC  
support from 
Partners 

Change 1 & 3   



 
 
 
 

 
 

Key Milestone  

 
 

Actions  

 
 

Start Date  

 
 

End Date  

 
 

Lead 
Organisation 

 
Progress/ 

Comments 

Rag  
Rate 

Review and streamline 
discharge pathways   
 
NB links to wider place 
plan priority re; 
reablemet review.   

Map current position across the discharge pathways (currently 3 in 
place – discharge home, discharge to intermediate care beds, and 
discharge to nursing/assessment beds).  
 

July 2017  
 
 
 

September 
2017 
 
 

CCG/RMBC  
 
 
 

Change 1 & 3  

Streamline processes and ensure all relevant partners are aware of 
the pathways.  

 March 2018 Support from 
partners  

  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

 
 
APPENDIX 2 - Integration of Discharge Functions  

Transformation Programme Board:   04/07/17  

 

      Agenda item:   

Report:      Integrated Transfer of Care Project Initiation Document 

Presented by:  Steph Watt, Strategy and Transformation Manager  

Author(s):  Steph Watt,  Strategy and Transformation Manager 

  Dominic Blaydon, Associate Director of Transformation 

Strategic Objective:  

Patients: Excellence in healthcare 

Colleagues:  Engaged, accountable colleagues 

Finance: Strong, financial foundations 

Partners: Securing the future together 

Regulatory relevance: CQC Domain: safe / effective /responsive / well-led  

 

Purpose of this paper: 

The purpose of this paper is to: 

 outline the case for change for an integrated health and social care transfer of care team  

 secure approval for the integration of the current TRFT Transfer of Care Team and RMBC Hospital Social Care 
team by September 2017 to contribute to managing winter pressures  

 secure approval for the development for the scoping of a wider integrated team to improve the patient 
experience, reduce admissions, delays to discharge and length of stay 

Given the short lead in time for phase 1 this paper has been drafted for discussion and approval. 

Summary of Key Points: 

Transfers of Care are currently conducted by a range of services including TRFTs Transfer of Care Team, RMBCs 

Hospital Social Care Team and ward based MDT discharge meetings 

 Delayed Transfers of Care have been comparatively low, but recent evidence shows a drop in 

performance compared to the national standard. 

 A recent 2 day review conducted by external assessors recommended:  

 The development of a 7 day a week integrated discharge team 

 A reduction of pathways and simplification of processes 

 Improved escalation processes and response 

 Development of a joint reporting and data set 

 Improved transfer of care and Care Act awareness and training 

 It is proposed to set up an integrated health and social care project to take forward this work to develop 

an integrated team with a single leadership model, a streamlined MDT approach and shared data sets to 

improve admission avoidance and reduce delayed discharges and length of stay 

Transformation Programme Board action required: 



 
 
 
 

For discussion and approval 

Integrated Transfer of Care 

Project Initiation Document  
 

 

 

 

 

Dominic Blaydon, Associate Director of Strategy and Transformation, TRFT 

Steph Watt, Clinical Strategy and Transformation Manager 

July 2017 

 

 

 

Version Control  

Version Date Author Status 

0.1 July 
2017 

Steph Watt Draft based on outcomes from 2 cross system 
stakeholder workshops. For discussion at CCC, IRR and 
TOC project group and TRFT Transformation Board 

    

  



 
 
 
 

Executive Summary 

Purpose of this paper: 

The purpose of this paper is to: 

 outline the case for change for an integrated health and social care transfer of care team  

 secure approval for the integration of the current TRFT Transfer of Care Team and RMBC Hospital Social Care 
team by September 2017 to contribute to managing winter pressures  

 secure approval for the development for the scoping of a wider integrated team to improve the patient 
experience, reduce admissions, delays to discharge and length of stay 

  

Summary of Key Points: 

This paper represents the outcome of discussions with stakeholders from the CCG, RMBC   and TRFT.   

 

Transfers of Care are currently conducted by a range of services including TRFTs Transfer of Care Team, RMBCs 

Hospital Social Care Team and ward based MDT discharge meetings 

 Delayed Transfers of Care have been comparatively low, but recent evidence shows a drop in 

performance compared to the national standard. 

 A recent 2 day review conducted by external assessors recommended:  

 The development of a 7 day a week integrated discharge team 

 A reduction of pathways and simplification of processes 

 Improved escalation processes and response 

 Development of a joint reporting and data set 

 Improved transfer of care and Care Act awareness and training 

 It is proposed to set up an integrated health and social care project to take forward this work to develop 

an integrated team with a single leadership structure, a streamlined MDT approach and shared data sets 

to improve admission avoidance, reduce delayed discharges  and length of stay 

Strategic Alignment 

The proposals are aligned with the 5 Year Forward View and the Place Based Plan for integrated health and social 
care and are part of TRFTs operational plan. 

 

 

 

 

 

 

 

 

 

 

 



 
 
 
 

Purpose of the Document 

The purpose of this document is to ensure that there is a clear and shared understanding of the objectives of the 
project and the approach that will be taken.  The work stream involves the Rotherham NHS Foundation Trust (TRFT), 
Rotherham Metropolitan Borough Council (RMBC)  and the Rotherham Clinical Commissioning Group (CCG).  

Background 

The Current Context 

Transfers of Care are currently conducted by a range of services.   TRFT’s Transfer of Care team operates 8-5 
Monday to Saturday predominantly co-ordinating complex discharges.  Hospital Social Care Team are a 7 day 
service, working into both TRFT and RDaSH’s Woodlands facility.  Both services are involved in ward MDT 
meetings which operate in different ways.  Therapists work with patients prior to being medically fit for discharge 
and to facilitate discharge.  No therapists are formally attached to the discharge team, although in practice two 
roles work closely with them.   A1, A4 and A5 each have an effective ward liaison role which has improved 
outcomes.  An impact of the Frailty Unit has been to reduce the TOC team’s involvement with ED and AMU.   

This fragmented approach to discharge can lead to duplication and gaps in service resulting in delays. Rotherham 
Delayed Transfers of Care have been comparatively low, but recent evidence shows a drop in performance 
compared to the national standard. 

2.2 The Case for Change 

Evidence suggests that patients are more likely to make a better recovery at home and regain or retain 
independence the earlier they return home or to a suitable care home setting.1  The experience of services, such 
as Doncaster Royal Infirmary, indicates that an integrated health and social care service with trusted assessors, 
co-ordinating support for patients who are medically well enough to be discharged but need additional health and 
/ or social care support at home or within the community improves the patient experience and reduces 
admission, length of stay and delayed discharge. 

In April 2017 a two day review of current transfer of care was carried out by a senior advisor from the Care and 
Health Improvement Programme, Local Government Association and a Discharge Planning Manager from 
University Hospitals of North Midlands NHS Trust. They recommended the following actions noting the ‘energy, 
commitment and enthusiasm from staff to make improvements’. 

 

i. Develop a 7 day a week integrated discharge team  to develop a shared understanding and common 
approach to simple and complex discharges to improve patient outcomes and working relationships; aid 
management of overall discharge planning; improve effectiveness of referrals and reduce duplication 

 
ii. Simplify Pathways and Processes including Home First and DST’s to reduce the overall number, developing a 

universal approach to discharge to assess rather than a specific service including trusted assessor options 
with MDT disciplines and community providers.  Develop joint processes to establish daily visibility, 
ownership and management of MFFD patients, those patients who are ‘workable’ and monitoring of all 
unmet demand to aid and support patient flow 

 
iii. Escalation Process and Response review who and how teams respond to pressures and how they are de-

escalated including review of potentially ‘stranded patients’ to help improve patient flow and outcomes for 
individuals 

 

                                                
1
 Imison C et al (2017), Shifting the balance of care: great expectations, research report  Nuffield Trust 



 
 
 
 

iv. Agree Joint reporting and Data Set to have a standard, single version of the truth to provide a firmer 
foundation for problem solving as a system and allow for focus on the right problems rather than assumed 
issues 

 
v. Awareness and Training to improve understanding of DTOC’s and Care Act requirements  

2.3 Activity to Date 

Following a self-assessment based on the national High Impact Change Model and the review recommendations 
jointly commissioned by TRFT and RMBC, the following activity has taken place: 

 2 dedicated workshops with cross system stakeholders from the CCG, RMBC, TRFT and RDaSH 

including health, social care and therapy staff 

 Visit to Doncaster Integrated Discharge Team combining physical health, mental health and social 

care 

 Planned event with staff teams  

3.  Project Definition 

The project objective is to improve the patient experience and reduce admissions, length of stay and delays to 
discharge through the development of an integrated approach to health and social care transfers of care.  

4. Approach 

It is recommended that a two phased approach is taken to the project to realise early benefits in time for winter 
resilience activity.   

Phase 1: September 2017 

 Integration of the Transfer of Care Team (TOC) and Hospital Social Care Team within a single 

leadership model 

 Re-location of the TOC team to the current Social Care offices on D level, TRFT 

 Scoping of phase 2 for wider integration based on successful models elsewhere including: 

development of  a 7 day service, leadership, roles and responsibilities, data capture and reporting 

Phase 2: April 2018 

The vision for phase 2 is dependent on the scoping exercise, but early discussions would suggest the 
potential for an integrated team of nurses, allied health professionals (including physiotherapists and OTs) 
and social care who work together to provide integrated rapid assessments and co-ordinate services to 
facilitate discharge for patients who are medically well enough to be discharged but may require additional 
support in the community.   

5. Financial 

Resource for an integrated health and social care transfer of care lead has been approved from the Better Care Fund 
as part of phase one.  There will also be some IT infrastructure costs for ports to enable co-location of the health 
team with social care.  The phase 2 project approach will focus on more effective use of existing resource.  Any 
additional costs will be identified as part of the business case.  

 

 

 



 
 
 
 

6. Scope 

In scope 

The scope of the project is adult (working age and older adults) health and social care.  

Out of Scope 

Children’s services  

7. Key Deliverables (phase one) 

Functional Area Product 

Human Resources At minimum integration of the Transfer of Care Team and Hospital Social 
Care Team with a single lead.   

Finance,  
Contracting & 
Governance 

Revised contract or memorandum of understanding  

Operational Streamlined operating practice 

Streamlined referral, assessment and discharge processes 

IT and information   Addition of health ports to support health IT requirements  

Reviewed information sharing agreements 

Accommodation  Co-location of teams in the current social care offices, D level, TRFT 

Assurance process Ensuring alignment with integrated care co-ordination centre, rapid 
response, frailty service and locality pilot  

8. Assumptions and Constraints 

Assumptions 

It is assumed that the commitment made to integrated working by the respective health and social care 
organisations will continue in practice.    

Interdependencies and Constraints 

There are interdependencies between this review and the development of the integrated rapid response team, the 
role of the frailty service and roll out of the locality pilot in relation to how admission avoidance and discharge is 
planned and co-ordinated.  The interdependencies will be managed through the TRFT transformation team reporting 
into the Transformation Board and Accountable Care System. 

Key Stakeholders 

Key stakeholders include patients and service users, carers, commissioners, GPs, TRFT and RMBC providers including 
managers and staff in the acute and community setting. 
 
 
 
 
 



 
 
 
 

Governance and Workstream Team 

 

 

 

Governance  

Transfor   

 

 

 

 

 

 

 

 

 

9. Project Plan 

High level milestones are summarised below 

 

Activity  Task  

Ju
ly

 

A
u

g 

Se
p

t 
 

O
ct

  

N
o

v 

D
e

c 

Ja
n

 

Fe
b

  

M
ar

ch
 

Phase 1                     
Governance Agree governance process                   
AS is Review current process                   

  Map as is teams and activity                    

To be Visit Doncaster integrated model                   

  stakeholder engagement activity                    

Phase 1 Identify phase 1 outcomes                   

  Agree September 2017 model                   

  Appoint Integrated Lead                   

Accommodation  accommodation requirements                   

  Review and streamline practice                   

  Go live phase 1                   

Phase 2 Scope                   

  Agree new 7 day working model                    

  HR process if required                   

Pathways & ops 
Review and streamline pathways 
including escalation and response                   

  Trusted assessor                    

IT/IG IT / IG requirements phase 1                   

  Joint reporting requirements                   

Training Care Act Training                   

TRFT  
 

RMBC 

Governance 

Revised CCC/IRR and 
Transfer of Care 
Project Group 

Task Based Working 
Group 

Accountable Care System  

CCG Governance 



 
 
 
 

10. Key Risks & Issues 

The top initial risks to the workstream are listed below. A full set of risks will be developed and maintained 
throughout the project.  

Risk Description / Consequences Risk /  

Issue 

Mitigation RAG 

There is a risk that if no action is 
taken delays to discharge continue 
to increase 

Risk Approval of two phased approach for 
more effective practice 

tbc 

Staff do not have sufficient skills and 

knowledge to respond effectively to 

an integrated service 

 

Risk Training will provided including Care 
Act Compliance  

Green 

The co-located teams continue to 
work in individual silos rather than 
providing an MDT approach, 
drawing on the best use of resource 
available.  

 

Risk A single leadership role will facilitate 
integration.  Feedback from staff has 
been positive to date and combined 
engagement activity is planned  

 

Green 

Staff will not have access to records 
held on different systems for 
decision making purposes. 

Risk The Rotherham Health Record is being 
extended to include social care.  
Discussions will take place with IT and 
IG to ensure the requirements of the 
project are included  

Green 

10. Action  

The Board is asked to approve project initiation and the  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 

 


