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DECISION RECOMMENDATIONS

That the Board:

1. Endorses the proposed adjustments to the programme in terms of scope and targets, 
as recommended to them by the signatory partners (RCC and ELRCCG).

2. Endorses the proposed new governance approach, with the dissolution of the 
Integration Executive and the creation of the Rutland Health and Care Board.

1 PURPOSE OF THE REPORT 

1.1 To provide an update on the status and performance of the Rutland Better Care 
Fund Plan for 2018-19.

1.2 To seek Rutland Health and Wellbeing Board endorsement that the budget and 
target adjustments to the Better Care Fund (BCF) plan for 2018-19 will deliver 
against the outcomes anticipated.

1.3 To review and endorse proposals to renew the operational governance of the Better 
Care Fund programme.

2 BCF PROGRAMME REVISIONS FOR 2018-19

2.1 The current Better Care Fund (BCF) programme spans the two year period 2017-
19. The Rutland plan for this period was submitted to NHS England on 11 
September 2017, in line with the national timetable, and approved on 20 December 
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2017, and has been being implemented ongoing.

2.2 National BCF operating guidance for 2018-19 was published on 18 July 2018. This 
is available at: https://www.england.nhs.uk/publication/better-care-fund-operating-
guidance-for-2017-19.

2.3 Most of the requirements of the programmes remain the same in 2018-19, the main 
change being a new focus on reducing extended hospital stays, including by 
continuing to minimise Delayed Transfers of Care (DToCs).

2.4 There is no requirement this year to update and resubmit narrative plans unless 
local changes are significant. Instead, a light touch assurance process is in place 
for programme adjustments.

2.5 Any changes to plans that impact on schemes or spending in the assured BCF 
template were to be jointly agreed between the LA and the CCGs that are signatory 
to the plan. A short narrative description of programme adjustments and a budget 
summary was then to be submitted to the East Midlands Regional BCF lead for 
initial review by 24 August 2018.

2.6 On this basis, alongside ongoing delivery of the 2018-19 programme, the local 
partnership put together budget proposals (see Appendix 1) and target 
adjustments (to DToC targets, aligning them with the new national expectation 
figures, and Non Elective Admission (NEA) targets, aligning them with revised CCG 
targets). These were reviewed by the Section 75 Partnership Board, then submitted 
to the regional Better Care Fund lead for the 24 August deadline for ‘light touch’ 
assurance to confirm that they continue to meet the requirements of the Funds.

2.7 The endorsement of the Health and Wellbeing Board is now sought for these 
changes.

Updated Expenditure Proposals
2.8 The guidance provided the opportunity to introduce, decommission, expand or 

contract schemes in 2018-19 based on performance and local needs.

2.9 The Board is invited to review and endorse the programme and budget set out in 
Appendix 1. The proposed 2018-19 budget is largely as originally anticipated. 
Adjustments are of three types:

 Adding detail to the delivery approach for some original allocations
 Timetable adjustments for original budget allocations
 Plans to extend selected areas of the programme using funding carried forward 

to respond to evolving local needs.

2.10 The Rutland BCF contingency fund of £136k has been sustained, and will continue 
to be held in reserve, as recommended nationally, to be governed by the Section 75 
agreement.

2.11 The most significant proposals are as follows:

 to increase the resource available to the Admiral dementia nursing service as 
part of an expanded virtual flexible support team closely connected with the GP 
surgeries, and embracing carer support and Integrated Care Coordination (1.2);
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 to continue the MICARE complex care pilot and to extend it to two teams, 
therefore able to operate in two parts of Rutland and generate increased learning 
about successful management of complex care needs in the community (2.3); 

 to use a planned community health allocation to introduce community nursing 
to MICARE supporting the delegation of health tasks and closer health monitoring 
(3.1);

 to allocate explicit funding to falls prevention in order to apply elements of the 
LLR falls prevention programme locally (2.5);

 to reserve up to £59k of one-off funding to support new areas of work on local 
coordinated care for complex patients arising from the proposed combined 
Sub-Locality, BCF and Primary Care Home governance and joint working (see 
Section 3 below) (2.1).

2.12 Changes were shaped:

 to respond to national policy priorities set out in the new BCF Operating 
Guidance, notably the continuing emphasis on minimising delayed transfers of 
care and the new priority to reduce lengthy hospital stays.

 to improve performance in areas where early 2018-19 BCF targets are not 
currently being met, namely rates of DToC and in the local metric of falls-related 
hospital admissions (see Appendix 2).

 to retain some flexibility for local partners to reshape local health and care 
services to sustainably meet needs, including those of complex patients, also 
contributing to Home First aims. This activity is to be shaped and delivered 
through new operational governance arrangements starting in September 2018 
which will establish unified governance for the Rutland Better Care Fund, Sub-
Locality partnership and Primary Care Home programmes (see Section 3). 

2.13 Table 1 summarises available resources, excluding the contingency fund of £136k, 
while Table 2 sets out how these resources have been distributed across the 
programme’s priorities, with a particular emphasis on increasing support for complex 
health needs and prevention.

Table 1: 2018-19 BCF available resources (excluding contingency fund)

Funding source

2018-19 
original 
allocation (£k)

Allocated 
underspend 
(£k)

Total (£k)

CCG BCF 699.5 699.0
RCC BCF 1438.6 1438.6
I-BCF 167.9 15.8 183.7
DFG 220.7 220.7
ASC one-off grant 61.8 61.8
RCC BCF 16-17 carry 55.0 74.7 129.7
CCG BCF 16-17 carry 29.0 75.7 104.7
RCC BCF 17-18 carry 0.0 97.6 97.6
CCG BCF 17-18 carry 20.0 20.0
Grand Total 2610.7 345.6 2956.3



Table 2: Original and additional resources per priority

By BCF priority

Sum of 
2018-19 
original 
allocation 
(£k)

Allocated 
underspend 
(£k)

Total (£k)

1. Prevention 337.0 56.0 393.0
2. Long Term 
Conditions 1126.8 258.7

1385.5

3. Hospital Flow 1043.0 1043.0
4. Enablers 103.9 30.9 134.8
Grand Total 2610.7 345.6 2956.3

Updated Targets
2.14 Targets were set in 2017 for key BCF metrics for 2017-18 and 2018-19.

2.15 The 2018-19 targets for reablement success, permanent admissions to care homes, 
falls prevention and service user satisfaction are still stretching and will remain as 
originally agreed in 2017 (see Appendix 2).

2.16 Non Elective Admissions (NEA) targets have been revised to align with updated 
CCG Operating Plans, using newly published national data which updates the 
ceiling targets per Health and Wellbeing Board area. The impact of this is to revise 
the Rutland NEA target upwards, reflecting the national trend of rising NEAs. The 
change has increased the ceiling target for NEAs in Rutland by 19%, from 3189 
admissions across the year to 3793. While the ceiling target has been raised, it 
remains the ambition in Rutland to minimise Non Elective Admissions, particularly 
of people who are frail or at the end of their life, if there are more suitable local care 
options available./

2.17 For DToCs, Rutland has adopted its national ‘expectation target’ calculated for 
2018-19 based on DToC performance in Q3 of 2017-18. As Rutland was performing 
well last year relative to many other areas, the requirement this year is for Rutland 
to maintain its average Q3 rate of 1.5 days of DToC per day or fewer (equivalent 
to 4.5 DToCs per day per 100,000 adults). This equates to a ceiling of ca45 actual 
days of delay per calendar month.

3 BCF PROGRAMME GOVERNANCE

3.1 To support programme delivery, an enhanced governance model is proposed, for 
consideration and endorsement by the HWB. 

3.2 The Rutland Better Care Fund programme is now being delivered alongside two 
other significant local health and care change programmes, with considerable 
potential for synergies between them: the GP Primary Care Home strategy and the 
work programme of the Rutland Locality Team, under the Sustainability and 
Transformation Partnership (STP) Home First workstrand.

3.3 The opportunity has arisen, in close coordination with the RCC Portfolio Holder for 



Adult Social Care and Health, to update governance structures to coordinate more 
of the change effort across Rutland more effectively in order to increase agility, 
involvement, ownership and accountability across key local partners.

3.4 Under the proposals, the governance mechanisms for these sets of work would be 
combined into a more strategic health and care coordination structure (see Figure 
1), ensuring that the synergies between the parallel programmes are achieved, and 
more fully engaging all key stakeholders in accelerating local health and care 
change. The new structure would be called the Rutland Health and Care Board 
(RHCB), and would continue to report on BCF progress to the Health and Wellbeing 
Board and to work alongside the BCF s75 Partnership Board.

 
Figure 1: Rutland Health and Care Board as part of wider health and care governance

3.5 The aim of the Board would be to work in partnership to further progress the 
integration and enhancement of health and care services in Rutland for the benefit 
of the population, with a particular focus on the governance of key local change 
programmes contributing to this aim.

3.6 While there are not plans to formally transition to a Multispeciality Community 
Provider model in Rutland, this group would bring together stakeholders with the 
ability to operate through collaborative leadership, providing an engine room for 
change steered to meet the needs of the population, taking a tangible step towards 
the aim set out by the BCF partnership at the outset, that “by 2018 there will be an 
integrated social and health care service in Rutland”.

3.7 The Terms of Reference would be agreed at the first meeting of the new Board, 
confirming its function, tasks and operating principles.

3.8 Initial proposals for the RHCB are as follows:

(a) The Board would be chaired by Rutland County Council, with the secretariat 
provided by RCC Business Support.

(b) It would meet monthly to start with and keep its frequency under review.
(c) Participation would consist of:

a. Rutland County Council Senior Officer (chair) 



b. East Leicestershire and Rutland CCG representation
c. Public Health (RCC)
d. Adult Social Care (RCC)
e. Leicestershire Partnership Trust, scope to be agreed
f. Representation of each practice, detail to be confirmed
g. HealthWatch Rutland
h. Citizens Advice Rutland (representing the Community and Voluntary 

Sector)
i. Meeting support

 Health and Care Integration Manager (RCC)
 East Leicestershire and Rutland GP Federation
 Business support

(d) Going forward, some current representatives would elevate their membership to 
the Health and Wellbeing Board only, notably:

a. University Hospitals of Leicester
b. Peterborough City Hospital
c. Housing sector representative

(e) Delivery leads would take part in working groups or operational change teams 
as required, reporting into the RHCB.

(f) The RHCB would continue to be a non-public meeting, with public scrutiny 
achieved as required via the Health and Wellbeing Board.

(g) Participants (and their nominated deputies) would be required to have decision 
making ability on behalf of their organisation. 

3.9 The RHCB will confirm a set of principles for its locality working. The following 
principles have worked well in progressing change to date:

 Shared ownership and accountability
 Time and space to strengthen mutual understanding
 Evidence-based change – opportunity to pool data for fresh insights
 Maximum creativity within statutory or commissioned boundaries
 Front line freedom to innovate in delivery – and continuing innovation within 

business as usual
 Pace through incremental change
 All parties enabled to play to their strengths
 Value generated to the system is fed back into the system
 Taking a broad view on the scope of good health and care.

3.10 An important aim in helping to shape the next steps in health and care integration 
will be to avoid establishing a plethora of new initiatives, instead defining ‘units of 
action or change’ within which roles and services can adapt and reshape relative to 
each other, to become more flexible, responsive and tailored, and to absorb and 
adapt to ongoing learning on the ground.

4 Q1 PROGRAMME PERFORMANCE

4.1 Alongside planning the programme adjustments set out above, Rutland BCF 
implementation progressed well overall in Q1 of 2018-19.



4.2 We are continuing to deliver the agreed 2017-19 programme, both through ongoing 
BCF interventions that are now business as usual, and the start-up of activities 
planned in the 2017-19 programme but not yet live, including: the Healthy Rutland 
community grant fund under Priority 1 (Prevention) which aims to bring forward 
sustainable community projects that enhance health and wellbeing; and the launch 
of a self care toolkit in Rutland GP practices and initiation of a number of care home 
improvement projects under Priority 2 (Long Term Condition Management).

4.3 Innovation continues in areas of business as usual activity. For example, under 
Priority 3 (Hospital Flows), we have recently introduced a more focussed early triage 
process for transfers of care, which identifies which patients are likely to need more 
support and under what discipline (nursing, social work, therapy), ensuring a clearer 
goal and end point to the involvement of the discharge team. This was designed to 
respond to workload pressure from increasing numbers of patients needing 
discharge support. We have also ensured that, where a service user is already 
known to social care, they undergo a short review of their needs in the context of 
their pre-existing detailed assessment, rather than a fresh, albeit simplified, 
assessment. These changes have quickly reduced caseloads per worker. This 
appears to be translating through into improved discharge delay numbers and offers 
service users a clearer, more efficient process – and improved continuity if they were 
already social care service users.

4.4 Facilitated by closer creative working between primary, community and social care, 
we are looking to progress a number of new elements to improve care for those 
living with multimorbidity, with a particular focus on frail individuals.  The reshaping 
of the local response to frailty complements a new LLR STP acute frailty 
programme. The local aim is to be able to intervene more consistently before 
patients need to step up to acute services. This is in the context of Rutland’s non 
elective admissions which continue to rise slowly, both in terms of the overall 
number of nights of admission and the number of admissions themselves, and 
admissions due to falls injuries which are currently over target. The aim is to identify 
ways to intervene earlier and more effectively.

4.5 Some of the proposed additional interventions can be progressed via existing 
funding streams in the current programme, including proposals set out above to 
increase the capacity of the new Admiral dementia nurse service and to include 
community nursing in the complex care pilot, enabling more health tasks to be 
delegated to care workers who can then deliver more holistic care at home to people 
with complex needs. Other proposals ask existing services to evolve new ways of 
working together, for example aiming to achieve synergies across community and 
primary care nursing capacity, and across the therapy capacity in social care and 
community health.

4.6 Good Q1 progress – and areas of challenge – are reflected in the programme’s key 
metrics:

The social care related national metrics are on track
 The target for reablement success was met in Q1, with 90.2% success 

relative to a target of 90%. Reablement has been enhanced recently by 
complementary services e.g. the Housing MOT, being offered to people on 
their return from hospital.

 There were 7 permanent admissions to residential care in Q1 of 2018-19 
relative to a Q1 target of 7, marking continued success with sustaining 



people’s ability to remain living independently at home, but leaving no margin 
for deterioration in rates. 

Non Elective Admission rates are rising, but are within updated 2018-19 targets
 We are seeing a continuing slow rise in non elective admission numbers, 

albeit at a much lower rate of increase than is being experienced nationally.  
(The 2017-18 rate of emergency admissions in Rutland was only 0.5% higher 
than the rate in 2014-15, while non elective admissions rose by 9% in England 
over the same period according to national hospital activity data). Working to 
avoid more NEAs remains a local priority, which will be progressed further as 
part of closer working between primary, community and social care, with a 
particular emphasis on those who are frail or at end of life. 

 We have now obtained access to more detailed data on NEAs, which will start 
to offer broader insights into patterns. In terms of overall patterns, numbers of 
admissions are increasing more quickly than the overall associated length of 
stay, as average lengths of stay have decreased recently, potentially due to 
changes in hospital based care.

Our updated DToC targets are very challenging, and performance is currently 
extremely variable month on month
 Draft ‘expectation targets’ for Delayed Transfers of Care (DToCs) were shared 

with BCF areas in May, calculated relative to 2017-18 Q3 performance. As set 
out above, the Rutland expectation target is 1.5 DToCs per day, equating to 
45 in a 30 day month.  We substantially exceeded this rate in April (at 60 days) 
and May (at 112 days) but have performed significantly better in June (17 
days) and July (43 days).  

 To address a growing discharge workload, a new triage approach was 
introduced in June, as set out above which, based on the above data, appears 
to be helping to reduce DToC numbers. 

 It is also important to note that some ca25 of the May days are still contested 
as they relate to patients whose discharge need was not notified at the time to 
the Rutland Integrated Discharge Team. We are still seeing a disjoint between 
the DToC numbers that are signed off locally each week and those reported 
by hospitals to the NHS England data team at the end of each month. Work is 
ongoing to more closely align this tracking, the key issue being to ensure that 
the Discharge Team is made aware in a timely fashion of any patient in need 
of transfer support.

The local falls target is being exceeded
 Finally, we are still exceeding our locally set ceiling target for falls injuries, 

currently by 19%. A number of interventions are continuing eg. active work 
with care homes on falls risk, accelerated referral to the falls clinic, and Steady 
Steps classes, and we are looking at extending falls assessments including 
through a ‘QTUG’ testing tool that enables non experts to accurately gauge 
falls risk based on an ‘up and go’ standing and walking test. The proposed 
wider work on frailty is also anticipated to have a positive impact on falls 
prevention. 



5 CONSULTATION 

5.1 The changes set out above have been informed and reviewed by key stakeholders 
in the local health and care economy, through the Rutland Integration Executive. 
This includes main health and care stakeholders plus Citizens Advice Rutland on 
behalf of the wider Voluntary and Community sector, and HealthWatch Rutland.

5.2 As an innovative delivery model with the ability to inform future delivery of adult 
social care support in Rutland, the MICARE complex care pilot has also been 
scrutinised by RCC’s Cabinet.

6 ALTERNATIVE OPTIONS 

6.1 In regard to programme governance, the main alternative option would be to sustain 
the status quo of parallel governance structures shaping health and care change in 
Rutland.  However, this would be inefficient, and increase the overall cost of health 
and care integration change while reducing its pace, coherence and effectiveness. 
The current proposal is highly streamlined, builds greater mutual understanding and 
alignment between key stakeholders, and so better supports progress with fully 
integrated services, which in turn are anticipated to enhance the health and 
wellbeing of local residents.

6.2 The programme has adopted externally defined DToC and NEA targets. 

i) Non-adoption of the DToC expectation targets set by NHS England would 
have led to escalation of the Rutland Better Care Fund programme into a 
remedial assurance process. Although challenging, the targets are 
considered more realistic than last year’s as derived from Rutland’s average 
DToC performance in Q3 of 2017-18.

ii) If lower Non Elective Admission targets were set in the BCF programme than 
those proposed and agreed between NHS England and the relevant CCGs, 
then, under the BCF rules, a risk share fund would have to be set aside 
equivalent to £1,500 per additional admission in case this target was not met. 
By not proposing a more challenging target, all the programme’s available 
funding can be dedicated directly to delivering and improving health and care 
services in Rutland. It remains the aim of the programme’s partners to work 
together to reduce emergency admission levels wherever possible.

6.3 The budget changes set out in Appendix 2 are the conclusion of an interactive 
process of review informed by the performance of programme activities (some of 
which will be extended or adapted) and understanding of potential gaps and 
opportunities. Proposals were prioritised which meet identified needs or 
opportunities as confirmed by the Integration Executive and Section 75 Partnership 
Board, and which could be implemented rapidly, given that the national programme 
update process was only launched in Q2 of 2018-19.

7 FINANCIAL IMPLICATIONS

7.1 The 2018-19 programme is on track overall in terms of implementation, with good 
momentum, but it is critical that new areas of spend as set out above are underway 
as soon as possible.



8 LEGAL AND GOVERNANCE CONSIDERATIONS

8.1 The Rutland BCF programme is jointly funded by Rutland County Council and East 
Leicestershire and Rutland Clinical Commissioning Group, with funding managed 
under a Section 75 Agreement under the National Health Service Act 2006. This 
Agreement is to be renewed following confirmation of the changes proposed herein. 

9 HEALTH AND WELLBEING IMPLICATIONS 

9.1 The overriding purpose of the BCF programme is to enhance health and care 
services in Rutland making them more sustainable and effective, to the benefit of 
Rutland residents.  

9.2 The governance and budgetary adjustments have been designed to enhance the 
ability of the current BCF programme to support local health and wellbeing, ranging 
through prevention services to sustainably meeting the needs of residents with more 
complex health and care needs. 

10 CONCLUSION AND SUMMARY OF REASONS FOR THE 
RECOMMENDATIONS 

10.1 BCF areas were invited by NHS England in July 2018 to review their progress at the 
mid point of their two-year programmes and to confirm any required adjustments to 
budget allocations and targets to ensure successful delivery, with a light-touch 
approval process in place where changes were not significant to avoid any loss of 
momentum in programme implementation.

10.2 The Health and Wellbeing Board guides the implementation of the BCF in Rutland 
and is invited to endorse the ensuing changes proposed to the Rutland BCF 
programme, which aim to sustain both the level of ambition of the Rutland 
programme and its ability to deliver on this ambition. The proposed changes relate 
to DToC and NEA targets, spend allocations and governance arrangements.

11 BACKGROUND PAPERS 

11.1 National BCF operating guidance for 2018-19 was published on 18 July 2018 and 
is available at: https://www.england.nhs.uk/publication/better-care-fund-operating-
guidance-for-2017-19

12 APPENDICES 

12.1 Appendix 1 - Rutland BCF 2018-19 Budget

12.2 Appendix 2 – BCF Performance Dashboard: Q1 2018-19

A Large Print or Braille Version of this Report is available 
upon request – Contact 01572 722577.
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