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Executive summary This report provides an overview of the content of the Better Care 
Fund (BCF) plan for 2019-20. 

The BCF is a key delivery vehicle in providing person centred 
integrated care with health, social care, housing and other public 
services, which is fundamental to having a strong and sustainable 
health and care system. 

National planning guidance was released in July 2019 advising 
that plans need to be completed and submitted for national 
assurance by NHS England by 27th September 2019. The plan 
needs to be jointly agreed and signed off prior to this by the Health 
and Wellbeing Board as one of the planning requirements. 

This is to be a year of minimal change to BCF plans. Any major 
changes from a national review of BCF will be from 2020 onwards.  

The aim is to use the 2019-20 plan to continue to help deliver ‘Our 
Dorset’ the Integrated Care System Plan. This is also going 
through a process of review in light of the national NHS Long Term 
Plan issued in January 2019. 
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 the Better Care Fund Plan for 19/20 taking into account the 
investment and delivery plans outlined in this report, be 
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Introduction 

1. This report provides an overview of the content of the Better Care Fund Plan (BCF) for 

2019-20 including the schemes, priorities, governance, metrics and spending for the 

year. The full narrative of the plan is attached at appendix 1. 

Background and Better Care Fund 2019-20 

2. Since 2013 the Better Care Fund (BCF) has been a programme spanning both the 

NHS and local government which seeks to join-up health and care services, so that 

people can manage their own health and wellbeing and live independently in their 

communities for as long as possible.  

3. The majority of the pooled resources for the Better Care Fund come from existing 

activity within the health and social care system such as Disabled Facilities Grants 

used for aids and adaptations, and additional contributions from Local Authority or 

CCG budgets. Also, extra short-term grants from central government have been paid 

directly to local authorities such as the Winter Pressures Grant and Improved Better 

Care Fund which are used for meeting adult social care needs, reducing pressures 

(including seasonal) on the NHS and ensuring that the social care provider market is 

supported.  

4. In addition, the BCF is funded by a CCG minimum contribution. An uplift to this 

contribution must be applied to meet one of the imposed conditions for meeting the 

national assurance process.  

5. The planning guidance for 2019/20 has specified that to meet the assurance process 

plans need to be submitted through a prescribed excel template. This considers 

narrative information including progress on plans, the High Impact Change Model, 

income and expenditure and metrics an outline of the plan is detailed below. 



 

 

The Better Care Fund Plan 

Progress on plans 

Section A- Delivering person centred outcomes by promoting choice, 
independence, prevention and self-care. 

6. This section of the plan acknowledges the significant system changes for both the 

Local Authority in regard to Local Government Re-organisation and the councils 

previously serving Bournemouth, Christchurch and Poole being replaced by one new 

council, responsible for all local government services, known as BCP Council; and 

changes to the Integrated Care System as it continues to evolve around place. 

7. It explains that the Council and CCG budgets have been set in order to plan and 

deliver services to the diversity of residents across the BCP area. This includes 

incorporation of budgets from the two Unitary Councils of Bournemouth and Poole and 

a population split of 11.7% for disaggregation of funding of former Dorset County 

Council for Christchurch to the new Council area for both Local Authority and CCG. 

8. It describes the delivery of support in community settings including social care front 

door services, reablement, care planning and direct payments and considers the need 

to reconfigure and deliver a consistent approach across the new health and wellbeing 

area. The section also describes how Primary Care Networks are delivering a new 

model of care based on new nationally set service specifications which focus on being 

personalised to meet individual need. 

9. The plan then provides an overview of how health and social care staff are working 

together on a range of measures in order to support timely discharge from hospital 

settings, including initiatives at the front door of the hospital to avoid admissions and 

support to adults who’ve had a long stay in hospital. 

Section B1- Approach to integrated Services at Health and Wellbeing level 

10. This section of the narrative describes the five schemes that Dorset CCG and BCP 

Council (working in conjunction with local NHS providers and the wider market) are 

proposing to continue to invest all BCF allocation in. These are: 

(a) Maintaining independence- early intervention and prevention services, 
information and advice, support to self-funders, integrated community equipment 
and increasing use of assistive technology. 

(b) Early supported discharge- responding to the 8 high impact changes that make a 
difference to discharge planning, linking closely with acute hospitals in particular 
for safe discharge into community settings. Maintaining wrap around services 
such as reablement, step down beds and intensive care packages. 

(c) Support to carers- ensuring available resources are being deployed in the most 
appropriate areas of significance to carers, focussing on respite, direct payments 
and the sitting service.  

(d) Moving on from hospital living- providing integrated personalised care for people 
with complex needs who moved on from long stay hospital accommodation.  



 

 

(e) Integrated Health and Social Care Locality Teams- continuing to develop 
community hubs across the BCP Health and Wellbeing area; developing more 
personalised models of care provision within the newly formed primary care GP 
networks.  

11. This section also describes additional areas of work for 2019-20 in regard to 

developing strong and sustainable care markets and understanding joint expenditure. 

Section B2- Your approach to integration with wider services including Housing 

12.  This part of the plan considers the journey of integration with Housing, with BCP 

Council developing its housing strategy with a focus on specialist support 

accommodation including Telecare and Disabled Facilities Grants.  

13. It also focusses on the growing relationship with the voluntary sector and how this 

contributes to the Integrated Community Services work through social prescribing and 

development of models of care through the Primary Care Networks. 

Section C- System Level Alignment 

14. This part of the plan describes how the Better Care Fund Plan aligns to the Integrated 

Care System Plan and provides the Health and Wellbeing area’s annual operational 

plan for joint delivery of services to adults. This section also describes the composition 

of the Health and Wellbeing Board and how the Board will have governance and 

oversight of the delivery of the performance measures, outcomes and budget 

management of the plan.  

15. A joint Commissioning Board will lead on the development of joint commissioning 

strategies for the system and financial monitoring of the plan. Alongside this will be 

corporate reporting for BCP Council and the CCG. 

The High Impact Change Model 

16. This part of the plan describes how the system is working together to implement the 

High Impact Change Model. The model is recognised and adopted nationally by the 

NHS and Local Government as a method that has the greatest impact on reducing 

delayed discharges from hospital. It identifies eight system changes as detailed below: 

 early discharge planning 
 systems to monitor patient flow 
 multi-disciplinary/multi-agency discharge teams, including the voluntary and 

community sector 
 home first/discharge to assess 
 seven-day services 
 trusted assessors 
 focus on choice 
 enhancing health in care homes. 

 
17. There is also a self-assessment to grade maturity of implementation. This ranges from 

not yet established to exemplary. The System has assessed itself as a mid-range 

grading of established, apart from one area rated as mature which is in multi- agency 

discharge team. 



 

 

Income and expenditure 

18. This section of the plan provides a very granular breakdown of the spending by 

scheme type, source of funding and expenditure. A high level view of this is detailed 

below: 

Scheme Description 
CCG 

contribution  
BCP 

contribution 
Total 

  £000 £000 £000 

Maintaining Independence 7,798 13,374 21,172 

Early Supported Hospital Discharge 4,883 3,086 7,969 

Carers 1,148 0 1,148 

Moving on From Hospital Living 7,265 2,182 9,447 

Integrated Health & Social Care 
Locality Teams 

19,105 0 19,105 

Total 40,199 18,642 58,841 
 

Performance Metrics 

19. This section of the plan asks for a narrative around how the Better Care Schemes and 

enabling activity will impact positively on the four national performance metrics of: 

Non-elective admissions in hospital per 100,000* population (all ages).  The 
narrative focusses on the priorities set by the Urgent and Emergency Care Board 
which include length of stay in hospital, Emergency Department Initiatives 
(admission avoidance) and Ambulance Service transformation and use of 
alternative pathways. The target for the year is to be confirmed and will be set 
through the NHS operating plans.  
 
Delayed Transfers of Care (ages 18+).  This section focusses on enhanced  
seasonal service provision through the use of the Winter Pressures Grant. The local 
target for 19/20 has been nationally set as 25.0 bed days daily (it is recognised 
nationally that this target does not take into account the new BCP geographical 
area) 
 
Admissions to Residential and Nursing Homes (older people 65+).  This part of 
the narrative considers schemes in place to promote independent living but also 
recognises the dichotomy that placing adults with complex care needs into a care 
home setting has a positive impact on reducing delayed discharges. The local 
target is 592 per 100,000 population. (This is based on Pan Dorset BCF metric for 
2018/19. This target has also been used for the ICS long term plan). 
 
Percentage at Home 91 days after discharge (older people 65+).  The narrative 
outlines how reablement services will be bolstered over the winter pressure period 
to enhance therapy led services. Due to the 2018/19 target of 79.7% not being met, 
this target has been retained for 2019/20.  



 

 

Summary of financial implications  

20. The non-recurrent nature of funding solutions in 19/20 and the challenges to the 

sustainability of funding for both the CCG and LAs means that managing the BCF 

budget creates risks for both Dorset Clinical Commissioning Group and BCF Council.  

21. The mandatory 2019/20 uplift for BCP is 4.6% calculated on the Expenditure on Social 

Care from the Minimum CCG contribution of £10.437m.  The uplift increases the 

minimum CCG contribution to be spent on Social Care to £10.919m.  That is an 

increase of £482k. 

22. The table below summarises the sources of funding and area of spend. 

Sources of funding Area of spend   

  Social Care 
Community 

Health Total 

  £000 £000   

BCP contributions 
  

  

 - Disabled Facilities Grant 3,101 
 

3,101 

 - iBCF 11,296 
 

11,296 

 - Winter pressures Grant 1,748 
 

1,748 

 - Additional LA contribution 2,497 
 

2,497 

  
  

  

CCG contributions 10,919 29,280 29,975 

  
  

  

  29,561 29,280 58,841 

 

23. There is also £1 million funding pressure experienced by the CCG, BCP Council and  

Dorset Council in regards to the Integrated Community Equipment Service in 2019/20. 

A recovery plan is in place. Funding partners have agreed not to reduce their 

contributions for 2019/20 and 2020/21. This still leaves a potential funding risk to all 

partners if demand outstrips resource. There is also pressure within the pooled funding 

agreement for Moving on From Hospital Living. This is due to cost of living and national 

living wage increases as well as increasing complexity for those individuals funded 

through the scheme. Any cost pressures impact on both partners through the risk 

share agreement. 

Summary of legal implications   

24. New Section 75 agreements will be put in place by November 2019 as prescribed in 

the planning guidance for each of the pooled budget components in the fund. 

Summary of equality implications   

25. An overall Equalities Impact Assessment (EqIAs) was completed when the 2017-19 

BCF plan was agreed. The plan for 19-20 has minimal changes. An EqIA will be 

carried out if there any proposed future changes to policy of service delivery.  

  



 

 

Appendix 1 
 
Strategic Narrative 
 
What is your approach towards integration of health and social care from: 
 
A. Person centred outcomes your approach to integrating care around the 

person 
 

To include: 
 

 Prevention and self-care 

 Promoting choice and independence 
 
Changing organisations and systems 
 
It should be acknowledged that significant organisational changes are taking place within 
the Dorset area and as a system. This is in regard to the forming of two new unitary 
Councils across the Dorset area now known as Dorset Council and Bournemouth, 
Christchurch and Poole Council (BCP); and running concurrently are changes to the 
integrated care system as it continues to evolve around place.  
 
On 1st April 2019 the councils previously serving Bournemouth, Christchurch and Poole 
were replaced by one new council, responsible for all local government services for the 
area, known as BCP Council. The new Council will provide services to around 395,600 
residents and now has the twelfth largest resident population of any council in England. 
 
Forming as a new Council and a new Health and Wellbeing area from 1st April 2019 poses 
as an opportunity to review existing services working in conjunction with Dorset CCG and 
other key stakeholders.  
 
A new Health and Wellbeing Board has been established and has had oversight of the 
development of the jointly agreed plan and will be signed off by the Board prior to 
submission on 27th September 2019. 
 
The Council and CCG budgets have been set in order to plan and deliver effective 
services to the diversity of residents across the BCP area. This includes incorporation of 
budgets from the two Unitary Councils of Bournemouth and Poole and a population split of 
11.7% for disaggregation of funding of former Dorset County Council for Christchurch to 
the new Council area for both Local Authority and CCG. 
 
Alongside changes for Councils is the continued development and delivery of Dorset’s 
Integrated Care System plans. It is continuing to implement plans for: 

 

 service redesign of primary and community care services, through workforce reshaping 
and redistribution: matching resource to demand to develop more sustainable services 
through improving skill mix and providing more consistency of care from community 
hubs (with or without beds); 

 service configuration to provide services at a time that reflect people’s needs and 
ensure that there is more comprehensive support for carers and service users, as well 
as care professionals; and 



 

 

 right sizing the capacity of community health beds across Dorset to best reflect the 
changing population growth/need and working with the independent care home market 
to enable more people to be supported closer to home. 

 

These plans now incorporate a more focussed place-based approach, with the 
establishment of 18 Primary Care Networks. These will support general practice coming 
together, in partnership with community services, social care and other providers of health 
and social care to provide proactive, personalised and coordinated out of hospital care 
within geographically defined areas in Dorset. Networks will form around natural 
communities, and serve a population of around 30,000 to 50,000. 
 
This backdrop of significant organisational and system change offers up real opportunities 
to reconfigure how services are currently organised with person centred care being the 
central component to every aspect of service delivery. 
  
Below is an overview of the current system approach and future developments in regards 
to personalisation and person centred care. It also highlights where plans are being put in 
place to review the current approach based around the opportunities described above:  
 
Person centred care and support in community settings 
 
In community settings social care front door services continue to meet the Care Act duty 
and promote and encourage self management, wellbeing and short term low level support 
to reduce and delay the need for long term care. The Assist Service in Poole and Care 
Direct for Bournemouth and Christchurch offer information, advice and signposting 
services to individuals based on their desired outcomes and need.  
 
In Poole visiting officers are on hand to offer rapid intervention for low level services such 
as equipment provision, reablement and telecare support.  
 
Plans are in place to review these current functions so that a consistent offer is in place 
across the health and wellbeing area. The Council are working with KPMG, as our digital 
transformation partner, to develop the future operating model for the Council; specifically 
for adult social care, taking an evidence based and best practice approach in the context 
of partnership working. Longer term benefits should be realised by both residents and 
health and social care practitioners in promoting wellbeing, choice and independence, 
reducing and delaying need for more formal or clinical interventions. 
 
BCP Council currently operates two models of reablement services provisions, inherited 
from its predecessor Councils. There are plans for these services to be reviewed in order 
to offer a consistent service delivery model that will maximise potential outcomes for 
individuals using the service.  
 
Better Care Fund targets for the percentage of people at home 91 days after discharge 
(older people 65+) are not being met. This is likely in part due to the emphasis on reducing 
delayed discharges and maintaining system flow, which increases the potential risk of 
patients being discharged, although medically fit, not always being able to be fully 
supported back to independence. 
 
The quality of reablement services, as judged by Care Quality Commission inspections, is 
very good but we need to ensure consistency with rehabilitation services such as 



 

 

intermediate care. The potential outcomes and benefits of a review are unlikely to be 
achieved in the current financial year, but improvements from the review will be delivered 
in 2020/21 onwards. A proportion of the winter pressure grant will be used in order to grow 
the reablement offer and improve performance in the interim, with a focus on deploying 
extra reablement assistant capacity and employment of an Occupational Therapist to 
enhance therapy led services. 
 
An asset based approach has been rolled out across community and hospital social care 
teams for care planning for those with long term care and support needs. The 3 
conversations model has been adopted and explores what a good life looks like to the 
user, and how best to mobilise those resources needed, based on both personal and 
community assets available. 
 
Plans are also in place to review the service delivery model for social care Direct 
Payments in order to maximise choice and control for recipients and encourage wider 
usage as the service has relatively low take up across the area. This includes rolling out a 
consistent approach by using pre-paid cards for new and existing users, thereby making 
managing an account easier.   
 
One of the aims of the new Primary Care Networks is to offer more differentiated support 
with a focus on being tailored to meet individual need. Dorset CCG are currently working 
with the networks, local authorities and other stakeholders to support the personalisation 
agenda. 
 
End of Life (EOL) care will be personalised by building on the mobilisation of pilot to wider 
networks.  The plan will continue to have a focus on training and development of a 
system-wide workforce to support personalised care using a train the trainer model.  
Social Prescribing mobilisation and delivery of the new Social Prescribing contract is 
underway across Dorset working with voluntary sector partner Help and Care to deliver 
this. There is scope to expand the model further in line with the PCN requirement for link 
workers and social prescribing across networks.  This will continue to support the 
development of the role of the community and voluntary sector as an integral part of 
PCNs.  
 

A significant focus is placed, at pace, on extending the use of Personal Health budgets 
and integrated budgets.  The legal right has been extended to include personal wheelchair 
budgets and for those eligible for Section 117 mental health aftercare, together with it 
being the default for those in receipt of Continuing Healthcare.  
 
Person centred care and support for out of hospital settings 
 
Hospital social care leads are developing flexible ways of working in order to assist 
hospital teams most effectively in responding to high demand and priority which include 
the stranded patient, admission avoidance, using electronic monitoring (health of the 
wards) and frailty. This involves having a stronger presence at the hospital front door 
including ED, medical assessment and rapid access clinics. The practice model will put 
patients at the centre throughout the assessment and follow up support, working positively 
with individuals and families with the person retaining control of care decisions and with 
support to set realistic expectations. 
 



 

 

These measures should not only impact on improved patient experience but positive 
health and wellbeing outcomes by focussing on reduction of emergency admissions, 
where  Better Care Fund targets are only just being missed but also reducing the number 
of long stays in hospital.  
 
These areas reflect the priorities set by the Urgent and Emergency Care Board which 
include reducing length of stay, Emergency Department Initiatives (Admission avoidance) 
and Ambulance Service transformation and use of alternative pathways. 
 
A care brokerage service is arranged across the BCP area to assist social care and health 
practitioners find the most appropriate care and support for individuals. This service will be 
expanded and enhanced over the winter period, offering a service in both acute hospitals 
by using some of the winter pressure grant. This service will expedite discharge from 
hospital through prioritised packages of care and reablement.  
 
Using money from the winter pressures grant current support for people who fund their 
own care will be enhanced by expanding the independent living advisor service to be in 
place across both acute hospitals. This will enhance the service to patients across Poole 
and Christchurch as well as the current Bournemouth service. The service will help 
prevent delayed discharges by assisting people who fund their own care and support and 
provide timely information and assistance as they make decisions about services and 
paying for them. The advisor will also facilitate social care assessments, best interest 
decision making and deputyships as required. 
 
B1  Approach to integrated services at Health and Wellbeing level 
 
A collaborative approach is taken in the delivery and commissioning of services. This will 
continue to develop and mature moving forward as a new Health and Wellbeing area and 
are reflected in the 5 Better Care Fund Schemes as below: 
 
Maintaining Independence 
 
Information, advice and early help is supported through joint commissioning of the digital 
online offer “My Life My Care” which is widely promoted and has been rolled out and 
supported by health and social care staff across the BCP area.  
 
Support to self funders is also funded through the BCF pooled budget. This area has been 
prioritised in order to boost capacity in the acute hospitals in 2019/20 through the use of 
the winter pressure grant. It has been acknowledged by acute providers and the council 
that support to those who fund their own care has a positive impact on reducing length of 
stay in an acute bed. 
 
We continue to commission a PAN Dorset Integrated Community Equipment Service 
through a pooled budget, with the lead commissioning role transferring from the previous 
Bournemouth Borough Council to BCP Council. Performance monitoring takes place 
through the monthly Pan-Dorset equip for Living Partnership Board.  
 
The use of the Disabled Facilities Grant has a maintained level of service in place 
providing adaptions within the home through Poole and Bournemouth teams and a 
commissioned service for Christchurch which will end in March 2020. Work is taking place 
to align the teams for one service across BCP Council ready for April 2020. 



 

 

 
Carers Services 
 
Priority has been to ensure Carers across the new council area are receiving consistent 
services across the conurbation. This has involved ensuring carers resident in 
Christchurch receive services new to them including membership of Carers in Crisis, the 
local Emergency Back up scheme.   
 
As we enter 2020 a new contract will start, offering befriending and mentoring to local 
carers.  Carers have been involved with the design of this service, and the process leading 
up to the award of the contract.   
 
There have been new ways of supporting carers agreed with the voluntary sector and we 
will be introducing more ways of encouraging carers to take a break, some of these 
include the person they care for.  
 
We are looking at how the Council may develop new ways to show their appreciation of 
the local carer population, and its commitment to carers will be reflected in the forthcoming 
BCP Council plan. 
 
Early Supported Hospital Discharge  
 
We continue to work with acute hospitals in planning for safe discharge into community 
settings. Better Care Fund targets for Delayed Transfers of Care are being met. However, 
length of stay continues to be challenging and more focussed work on long stay patients is 
taking place collectively. A dashboard has been rolled out to acute hospitals to enable 
more active monitoring and management of patient flow. Weekly structured calls take 
place between senior officers to ensure that everything is being done to support long stay 
patients.  
 
We will continue with Integrated hospital discharge practices in both acute hospitals which 
is influencing more efficient and co-operative ways of working, linking closely with 
community hospitals to facilitate timely discharge.  
 
A newly constructed 80 bedded care home (Figbury Lodge) will be opening shortly in the 
Poole area. The home is for adults with specialist nursing care needs and dementia. 
Having this facility available should have a positive impact on reducing delays and long 
length of stay in hospital. Dorset CCG will be commissioning a number of short stay beds 
within the home and the home will offer 20 transitional beds across the BCP area to 
support timely discharge. 
 
We continue to work to Home first philosophy and D2A practices. These are now 
embedded in daily practice and the Council have services in place in line with the 
principles of Home First through use of the winter grant. 
 
There are also a number of initiatives being invested in through the winter monies 
including additional community equipment for care home discharge, small grant practical 
help and support to carers in regard to overnight sitting support in order to facilitate timely 
discharge. To increase confidence for those returning home from hospital we will be 
working with Housing colleagues to extend the Councils’ use of the community alarm and 
response service. 



 

 

 
Using the winter pressures grant we will also make additional funding available to facilitate 
timely discharge through care home placements and care packages for very complex/high 
cost cases. This will provide a budget to enable us to agree quickly high cost placements. 
We will also extend protected hours for care providers, in order to secure hard to source 
packages of care for up to 2 weeks. For those with complex care needs (in particular those 
adults difficult to place in a residential setting out of hospitals), it will continue to have a 
negative impact on performance for meeting the target for new admissions to care homes, 
but a positive impact on reducing delayed transfers of care. 
 
In line with the High Impact Change Model we will be deploying increased social work 
capacity in both of the acute hospitals through extended weekday working (up to 8pm) and 
weekend capacity (up to 8 hrs per day). It is anticipated that this will begin mid to late 
November 2019.  
 
We are retaining reablement support, to support adults maximise their independence on 
discharge from hospital using funding from the Improved Better Care Fund. As mentioned 
previously, reablement will be reviewed to consider consistency of service and process 
across the new council area. 
 
We will also continue to use additional step down beds for enhanced discharging at 
Coastal Lodge (10 beds) and additional interim beds. 
 
Progress is being made in the commissioning and delivery of the integrated electronic 
patient record “Dorset Care Record”. This will improve data sharing between organisations 
and fulfil previous national conditions relating to information sharing.  So far practitioners 
with access can view the records for GP practices, demographic data, radiology reports, 
medical appointments and attendances from Bournemouth, Poole and Dorset County 
Hospitals.  
 
Integrated health and social care locality teams 
  
The integrated health and care partnerships across the BCP area are continuing to 
provide and further develop quality services in line with the newly formed primary care 
networks. Significant investment is being directed in developing rapid response services in 
order to deploy rapid intervention, treatment and monitoring of patients that have an 
immediate and/or escalating need. Multidisciplinary working, virtual wards, home visiting 
and risk profiling tools ensure that the right support is provided at the right time and in the 
right place.  
 
A stocktake of the ICS’ Integrated Community and Primary Care Services investment is 
currently underway, with the aim of better understanding the impact from the model of care 
that has been implemented across Dorset. This piece of work will help inform future 
investment decisions across the various funding streams (including BCF) to ensure we 
continue to deliver on the aspirations identified within the Clinical Services Review and 
now incorporated within our system’s long term plans.     
 
Moving on From Hospital Living 
 
This relates to providing integrated personalised care for people with complex needs who 
moved on from long stay hospital accommodation. The Dorset wide pooled budget has 



 

 

provided a shared approach to managing financial risks over the past 3 years.  A decision 
was made in early 2019 by partners to separate the current Dorset wide arrangement into 
two separate pooled budgets, reflecting the two new councils. 
 
In addition to this Dorset CCG and BCP Council continue to focus on some additional 
areas of work for 2019-20 as detailed below: 
 
Strong and sustainable care markets 
 
A number of initiatives have taken place or are in train to support the care provider market. 
Joint procurement of home care; mobilisation of a new 80 bedded care home (Figbury 
Lodge) for people with specialist nursing care needs and dementia in Poole with the NHS 
commissioning a number of short stay beds and 20 transitional beds to support timely 
discharge; and purchasing of a care home in the Bournemouth area are progressing. 
Increasing capital funding for care homes to support improvements and enhanced quality 
in return for stabilisation of fees continues. There is also a strategic intention agreed to 
work towards an integrated quality function and team covering home care, nursing homes 
and residential homes. There is also an intention to work towards developing a shared 
market management plan. 
 
We are also planning to undertake a media campaign to expand the audience and 
success of Proud to Care by reaching providers and care workers across Bournemouth, 
Christchurch & Poole areas. To ensure that this has the maximum impact a professional 
marketing agency is being sought to optimise the success of the campaign in promoting a 
career in care as a rewarding and fulfilling job role. 
 
Understanding joint expenditure 
 
Prior to further aligning NHS and social care budgets it has been agreed that we will share 
financial information in order to better understand our joint expenditure and common areas 
of spend. This will enable us to make informed decisions of where we align budgets in the 
future. 
 
B2  Your approach to integration with wider services, including housing 
 
Integration with Housing 
 
Since 2015 considerable improvements have been made to how older and disabled 
residents are supported to remain at home safely and independent through integrated 
plans within BCF. The additional DFG allocation has allowed a greater flexibility to provide 
more responsive and tailored outcomes for people. This includes the provision of the 
nationally prescribed DFG, minor adaptations, assistive technology and equipment.  
 

The new BCP Council is developing it’s housing strategy which will incorporate the need 
for specialist and support accommodation, this will include identifying how we can 
maximise the part that housing adaptations, daily living aids, and assistive technology can 
play to prevent, delay or reduce hospital admissions through homefirst/ reablement 
pathways and care home placements or demand for other social care services.  
 

In order to increase confidence for those returning home from hospital we will be working 
with Local Authority Housing colleagues to enhance the Council’s community alarm and 



 

 

response service and further promotion and development of the wide range of technology 
available to support people in their own homes. 
 
There are several extra care schemes across the Council area and more will be 
considered as part of the housing strategy delivery plan to cater for a range of needs 
including physical disabilities and learning disabilities.  
 
Local authority housing departments commission a range of support services which work 
in conjunction with health and social care partners for people with complex needs. 
 
BCP Council have a dedicated role within housing who works closely with adult social care 
commissioners and health partners.   
 
Voluntary Sector 
 
There are strong links with voluntary sector organisations and we recognise the value that 
these organisations bring to our services and communities by offering valuable services 
within local communities that contribute to the support and wellbeing of many individuals. 
 
The Council and the CCG provide grants to the Council for Voluntary Service (CVS), 
which operates across the health and wellbeing area, to enable it to provide support and 
advice to the thousands of voluntary sector organisations across the area. With the 
formation of the new Council there is the potential to work with the CVS to enhance our 
procurement services to enable the voluntary sector to be better placed to apply for work 
and tenders that we might be offering. 
 
Voluntary sector partner Help and Care is working with the CCG to deliver social 
prescribing services and delivery of the new Social Prescribing contract is underway 
across Dorset. There is scope to expand the model further in line with the Primary Care 
Network requirement for link workers and social prescribing across networks.  This will 
continue to support the development of the role of the community and voluntary sector as 
an integral part of PCNs.  
 
The Council are also exploring ways we can work with the voluntary sector in order to 
enhance current short intervention home from hospital initiatives across the acute 
hospitals. 
 
The Dorset Integrated Care System are also embarking on the Building Health 
Partnerships programme, working with the voluntary sector and community to inform work 
on models of care emerging from Primary Care Networks. This is likely to impact on future 
planning for the Better Care Fund schemes and reducing health inequalities, considering 
those people often not currently served by current care models. 
 
C   System level alignment 
 
The Better Care Fund plan aligns to the Integrated Care System Plan and the local vision 
of providing services to meet the needs of local people and deliver better outcomes. The 
system partnership has grown building on the track record of collaborative working.  
The refreshed Long term plan reflects the life journey of starting well, living well and 
ageing well regardless of circumstances.  
 



 

 

It focusses on the wider factors that affect people’s lives, so that people have brighter 
futures, living in communities which are safe, secure and people are engaged. It considers 
local planning policies to encourage people to be more physically active, make healthier 
choices through creating sustainable environments. 
 
The plan aims to address the varying health and wellbeing outcomes and inequalities by 
designing services based on local population needs in line with locality working and the 
newly formed primary care networks.  
 
The plan also responds to variances in care provision with enhanced quality monitoring of 
commissioned services across health and social care, with the health and wellbeing area 
having a higher than the England average proportion of CQC rated good and outstanding 
health and social care provision.  
 
The plan is also responsive to the increasing pressure on resources and ways of 
managing increasing demand and complexity of health conditions within health and social 
care in order maximise self management and capitalise on community based resources. It 
considers the workforce challenge and shortages in key roles and skills.  
 
The 2019/20, Dorset Integrated Care System Operating Plan provides the vehicle for 
delivering the STP. This plan sets out the priority for integrated services and draws upon 
the success of the BCF in delivering this to date. 
 
The Better Care Fund 19/20 aligns with the ICS Operating Plan 19/20 and provides the 
Health and Wellbeing area’s annual operational plan for joint delivery for adults. 
 
The content of the BCF aligns well with new structural developments such as the Primary 
Care Networks. 
 
The BCF plan currently aligns to the Health and Wellbeing strategy, but this is due for 
revision based on a new health and wellbeing area and Board, political environment and 
newly formed Council. The new council is currently developing its four year corporate 
strategy which is currently out to consultation.  
 
We are developing a JSNA to understand need and inequality in health outcomes. The 
area has one of the highest proportions of older people with high impact care needs in the 
country and also a high proportion of younger adults aged 18-24 years due to expansion 
of three local universities. 
 
 
Governance arrangements 
 
The BCP Health and Well-Being Board will provide governance oversight to the delivery of 
the performance measures, outcomes and budget management of the BCP Better Care 
Fund plan for 19/20. Senior officers of the Dorset CCG, BCP Council, Dorset Public Health 
Service,  NHS Trust providers, Dorset Police Force and the Wiltshire and Dorset Fire and 
Rescue Service; BCP Council Leader and Cabinet members and representatives of the 
Dorset Healthwatch service and the BCP voluntary and community sector will form the 
Board membership of the new Health and Well-Being Board. The BCP Health and Well-
Being Board is part of the Governance framework of the Dorset Integrated Care System 



 

 

and will provide oversight of the delivery and outcomes in the BCP area of key joint plans, 
including  the BCF. 
 
The Health and Wellbeing Board receives six monthly reports on the progress of the BCF. 
A joint Commissioning Board of lead health and social care officers provides the forum for 
the development of joint commissioning strategies for the system as well as decision 
making in implementing the agreed BCF plans. 
 
Regular meetings are held between lead commissioners from each Council and their CCG 
colleagues to implement work specific to each Health and Wellbeing area. 
 
Financial monitoring 
 
Our jointly agreed plan includes agreed expenditure, scheme by scheme. Monitoring is 
undertaken through our joint commissioning structures, ensuring schemes provide value 
for money and that funding is used for its intended purpose. BCF financial reporting also 
forms part of the normal corporate reporting for the Council and the CCG. 
 
Explain your priorities for embedding elements of the High Impact Change Model 
locally: 
 
There are a number of workstreams in place that make up the overall plan of delivering the 
improved management of transfers of care, through the High Impact Change Model. 
 
Early Discharge Planning.  The pan Dorset Integrated Community Services programme 
of work has been established and work has begun on improving the process and 
experience for those patients who have experienced a long length of stay in hospital. 
There are planned regular meetings and calls in place focussing on this area. There is an 
identified pathway for highlighting which patients need to be picked up under this pathway 
and there are regular review and learning workshops in place. National support from 
ECIST and a nationally commissioned evaluation by McKinsey Rand have added further 
focus to this for 2019/20 and health and social care stakeholders have been fully involved 
with this work.  
 
Systems to monitor patient flow.  There are regular forums now established that have 
good attendance at an executive level where patient flow is discussed, monitored and 
where needed issues addressed and changes made to improve patient flow. Hospital 
social care leads are looking at ways to flex in order to assist hospital teams most 
effectively in responding to high demand and priority in particular in areas such as the long 
stay patient, admission avoidance and frailty. This involves having a stronger presence at 
the hospital front door (Emergency Department, medical assessment and rapid access 
clinics) offering a model which puts patients at the centre throughout their assessment and 
follow up.  The aim is to work positively with individuals and families with the person 
retaining control of care decisions whilst being supported to set realistic expectations. 
 
These measures should not only impact on improved patient experience but positive 
health and wellbeing outcomes by focussing on reduction of emergency admissions and 
reducing the number of long stays in hospital.  
 
Multidisciplinary/ multi-agency discharge teams.  The discharge bureaus are working 
as one which involves doing cross cutting work across the conurbation.  This is a real 



 

 

positive and is reducing duplication and creating more time for patient assessments. The 
greater focus and dedicated staff being applied to front of house encompasses a whole 
system approach to discharge and is showing really positive signs within the acutes and at 
the same time is bringing benefits to patients being able to return home promptly. Locality 
integrated hubs have developed across the whole of the county and the key features of 
the hubs have been mapped to ensure consistent response to admission avoidance, 
supported hospital discharge and coordination of community referrals.  
 
Home first and D2A is embedded in daily practice and the use of the winter pressures 
money has enabled home first/D2A to be responsiveness. The Council have in place 
services that are accessed for discharge in line with the principles of home first.  These 
once again are linked to winter pressure plans.  
 
Seven day services.  Winter pressure money is being used to extend working hours 
running into the evening and has enabled weekend cover to be in place for longer periods 
of time. This also covers being able to access Brokerage and other operational teams. 
These extensions to working hours have enabled there to be access to front of house in 
the evening which is showing higher discharge numbers. Investment in ICPCS and the 
integrated hubs will enhance the offer available 7 days per week. 
 
The Trusted Assessor model is embedded within the hospital discharge process and is 
done collectively with Council and hospital staff. Opportunities to extend the role of the 
Trusted Assessor will be further explored through the Long Length of Stay programme of 
work. 
 
Focus on Choice.  The Council has been involved and continues to be involved in difficult 
conversations and have escalation processes in place. It is evident from the Length of stay 
work that the hospital discharge standards and the discharge policy and choice elements 
need updating.  This work is currently taking place via a system wide discharge planning 
task and finish group.    
 
Enhancing Health in Care Homes.  Two bids totalling 48k have been approved by NHSE 
which will support /accelerate the delivery of this whole programme. 
Two workshops have taken place training Care Homes in completing the Decision Support 
Process toolkit. A new governance structure has been developed and agreed which will 
support the full implementation of the programme. End of Life and Dementia, Rehab and 
Reablement Sub Groups have commenced; Refocussed Clinical Leadership for the 
programme has been agreed. In response to the NHS long term plan the programme is 
focussing on the seven elements that describe the EHCH care model. These include 
better use of technology in care homes and enabling homes to access NHS Mail and 
Systm 1. This will enable care homes to have access to a consistent named GP and to 
out-of-hours/urgent care when needed. 
 
The Councils have established and mature regular provider forums and have in place a 
well-established quality function which monitors and reviews regulated service providers 
and when needed this is carried out as a whole system approach. 
 
 
 
 
 



 

 

Performance Metrics 
 

Please set out the overall plan in the HWB area for reducing Non-Elective 
Admissions, including any assessment of how the schemes and enabling activity 
for Health and Social Care Integration are expected to impact on the metric. 
 
NEA target for the year will set through the NHS operating plans.  
 
We will be continuing to build on our investment in developing new integrated care models 
within primary and community care to prevent unnecessary hospital 
attendances/admissions. As referenced above, one of Dorset’s Urgent and Emergency 
Care priorities this year is on admission avoidance within Accident and Emergency 
Departments.  
 

Better Care Fund Schemes such as Early Supported Hospital Discharge, use of the Winter 
Pressure Grant and the High Impact Change Model will have an impact on the number of 
non elective admissions by having a stronger presence at the hospital front door. There 
will be increased investment in social work capacity and independent living advisors with 
hospital social care leads looking at ways to flex in order to assist hospital teams most 
effectively in responding to high demand. With priority in particular areas such as the 
stranded patient, admission avoidance and frailty; having a stronger presence in the 
Emergency Department, medical assessment and rapid access clinics. 
 
These measures should not only impact on improved patient experience but positive 
health and wellbeing outcomes by focussing on reduction of emergency admissions and 
reducing the number of long stays in hospital.  
 
These areas reflect the priorities set by the Urgent and Emergency Care Board which 
include length of stay, Emergency Department Initiatives (Admission avoidance) and 
Ambulance Service transformation and use of alternative pathways. 
 

 
Please set out the overall plan in the HWB area for reducing Delayed Transfers of 
Care to meet expectations set for your area. This should include any assessment of 
how the schemes and enabling activity for Health and Social Care Integration are 
expected to impact on the metric. Include in this, your agreed plan for using the 
Winter Pressures grant funding to support the local health and care system to 
manage demand pressures on the NHS, with particular reference to seasonal winter 
pressures. 

 
25.0 bed days per day is nationally set target 
 
The High Impact Change Model is established and will be an enabler for the system to 
keep hospital delays to a minimum. However, we need to bear in mind that BCP is 
establishing as a new council footprint with differing population needs, resources and 
infrastructure, therefore there are still a number of unknowns. It is too early to define what 
delayed transfers of care will look like compared to the Bournemouth and Poole Health 
and Wellbeing area. Since forming as a new Council early signs have indicated that there 
is a higher number of delays in the Christchurch locality than had been anticipated. It will 
take time for a baseline of need to become clear. In order to mitigate these concerns 
winter pressure money has been focussed across the two acute hospitals to what we 



 

 

know works well currently and what our acute hospital partners find beneficial. A winter 
pressures plan has been agreed and the schemes agreed include: 
 

 Ensuring there is enhanced Brokerage Services working in both acute hospitals in 
order to prioritise packages of care and reablement in order to expedite discharge from 
hospital 

 The independent living advisor service will be expanded in order to cover Poole and 
Christchurch as well as the current Bournemouth service. The service will help prevent 
delays by assisting people who fund their own care and support. Providing timely 
information and assistance as they make decisions about services and paying for 
them. The advisor will also facilitate social care assessments where one is required, 
best interest decision making if necessary and deputyships as required. 

 Tricuro hospital discharge support team will continue to be delivered. It has three 
pathways. Pathway 1 is for those ready to be discharged from hospital, but they are 
unable to manage at home, and who are not yet safe to receive care or therapy there. 
Pathway 2 is for those who are assessed as fit for discharge to return home and who 
require further reablement/therapy support with the benefit of assistive technology 
where appropriate. A third pathway is a combination of the two. 

 Related to above there will be also additional capacity injected into the Poole area this 
includes enhanced use of interim beds at Figbury Lodge, extra reablement assistant 
capacity and employment of an Occupational Therapist  in order to enhance therapy 
led services. 

 In line with the High Impact Change Model we will be deploying increased social work 
capacity in Poole and Bournemouth Hospitals through extended weekday working (up 
to 8pm) and weekend capacity (up to 8 hrs per day). It is anticipated that this will begin 
mid to late November 2019.  

 There will be additional funding available to facilitate discharge through care home 
placements and care packages for very complex/high cost cases. This will provide a 
budget to agree quickly high cost placements to facilitate timely discharge. We will also 
extend protected hours for care providers, in order to protect hard to source packages 
for up to 2 weeks.  

 In order to reduce or prevent admissions and increase confidence for those returning 
home from hospital we will be enhancing BCP’s community alarm and response 
service. 

 There are also a number of lower costs initiatives being invested in through the winter 
monies including financial and childcare incentives in order to attract staff into the care 
industry, additional community equipment for care home discharge, small grant 
practical help and support to carers in regards to overnight sitting support in order to 
facilitate timely discharge of the person they care for. 

 There will also be a scheme to promote care home assessments being undertaken at 
weekends prior to discharge to the home in a planned and timely way on Monday 
mornings. Providers will be paid a premium payment to enable assessments to be 
undertaken at weekends for both publicly funded and self-funding patients 

 
Please set out the overall plan in the HWB area for reducing rates of admission to 
residential and nursing homes for people over the age of 65, including any 
assessment of how the schemes and enabling activity for Health and Social Care 
Integration are expected to impact on the metric. 
 
592 per 100,000 population  
 



 

 

The current BCF schemes in place have been designed to promote independent living and 
reduce the numbers of older people needing residential and nursing provision. This 
includes the use of equipment, Disabled Facilities Grants, enhancing support to carers and 
expanding and enhancing reablement services to be more therapy led. Working with 
Housing colleagues more extensive use of assistive technology can also bolster 
confidence for those anxious about returning home. Further expansion of using Discharge 
to Assess and investment in the integrated health and social care teams, rapid response 
services and frailty risk profiling should all have a positive impact on reducing the numbers 
of older adults entering a care home. 
 
Reducing rates of admissions to residential and nursing homes has been a significant 
challenge for the Bournemouth and Poole Health and Wellbeing area and is likely to 
remain a challenge for the new health and wellbeing area with the Christchurch locality 
older people population being 3.5% above the England average. For those with complex 
care needs in particular those adults difficult to place in a residential setting out of 
hospitals it will continue to have a negative impact on performance in this area but 
conversely a positive impact on reducing delayed transfers of care. 
 
Please set out the overall plan in the HWB area for increasing the proportion of 
older people who are still at home 91 days after discharge from hospital into 
reablement/rehabilitation, including any assessment of how the schemes and 
enabling activity for Health and Social Care Integration are expected to impact on 
the metric. 
 
79.7% based on 18/19 target in BCF Plan 
 
Better Care Fund targets for the percentage of people at home 91 days after discharge 
(older people 65+) were not met during 2018/19.. This is likely in part due to the emphasis 
on reducing delayed discharges and maintaining system flow, which increases the 
potential risk of patients being discharged, although medically fit, not always able to be 
fully supported out of hospital. 
 
We know the quality of reablement services is very good but we need to ensure 
consistency with rehabilitation services such as intermediate care. There are plans for 
Local Authority reablement services to be reviewed in order to offer a consistent service 
delivery model for health and social partners to access in order to maximise potential 
outcomes for individuals using the service. The potential outcomes and benefits of a 
review are unlikely to be achieved in the current financial year, but is a longer term 
ambition.  
 
However in order to improve performance in this area a proportion of the winter pressure 
grant will be used in order to grow the reablement offer and improve performance in the 
interim, this is focussed on deploying extra reablement assistant capacity and employment 
of an Occupational Therapist in order to enhance therapy led services. 

 
 
 


