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‘Co-operating for better health and 

wellbeing’ is a joint health and wellbeing 

strategy and Locality Plan for health and 

wellbeing in Rochdale Borough (the Plan). 

 

The Plan is aligned with NHS England’s 

Five-Year Forward View and the Council’s 

Corporate Plan. It also reflects strategic 

priorities in the Borough’s Sustainable 

Community Strategy and the Greater 

Manchester Strategy.  

 

The Plan describes where we are now, 

where we want to be and how we will get 

there.  

 

Our Vision 

By 2021, we will have reduced health and 

wellbeing inequalities between our most 

and least deprived communities and 

between the Borough and the rest of 

Greater Manchester. 

This vision is underpinned by six-priorities: 

Our priorities 

 

 Reduction in premature mortality in our 

Borough 

 

 Improving health through lifestyle and 

behaviour change 

 

 Early-years, prevention and early 

intervention 

 

 Enabling community resilience, 

engagement, independence and 

action 

 

 Improving mental health and 

wellbeing 

 

 Health and social care integration 

 

This is a Plan for all ages and the 

outcomes we are seeking to achieve 

through our improvement activities are 

based on the three broad themes of 

getting a good start, living well and 

ageing well (‘the life course’).  

 

We have designed a new model of 

health, care and support to help us to 

deliver our priorities. The new model will 

also achieve significant financial savings 

across health and social care in our 

Borough.  

 

We will pool resources across health and 

social care to transform the way we 

currently work, delivering seamless 

integrated services for local people.  

 

Our new model of care and support 

redirects resources and places greater 

emphasis on self-care, self-help, 

prevention and screening, and early help, 

to reduce demand for more specialised 

services now and in the future.  

 

This in turn will allow us to improve the 

quality of those specialised services for 

those most in need. 

 

Our new model of care and support will 

be delivered by seven inter-related work 

programmes, underpinned by the delivery 

of our new Primary Care Strategy.  

 

Programme 1 - Thriving and coping 

This programme of work will focus on 

developing the building blocks that 

people need to support themselves to 

thrive and cope, to stay healthy and to 

achieve and prosper.  

 

Programme 2 - Community service hubs 

will act as a bridge between coping and 

thriving and getting health and social 

care help and these new service centres 

are therefore a critical part of our model.  

 

Programme 3 - Getting help will support 

people who have significant and 

emerging needs. It will provide immediate 
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more comprehensive and better 

coordinated care through multi-

disciplinary teams working together to 

provide support that will be personalised 

to the person and their families.  

 

Programmes 2 and 3 are inextricably 

linked to the delivery of our Primary Care 

Strategy (see section 5.5). 

 

Programme 4 - Getting more help will 

provide more intensive support to people 

in the community, which may only be 

required for a short period of time. We will 

enhance our existing integrated tier of 

intermediate services as part of this 

programme.  

 

Programme 5 – Getting specialist help will 

support people who need to be cared for 

in a 24 /7 setting or children who need to 

be looked after. When people do enter 

this level of care, our focus will be on 

quality and effectiveness, with discharge 

back to the getting help level services at 

the earliest point.  

 

Programme 6 – Mental health recognises 

that mental wellbeing is intrinsic to 

people’s motivation, confidence and 

ultimately success in managing their own 

needs and taking control over their own 

health and care.  

 

Programme 7 – System transformation will 

address the system and behavioural 

changes we need to make to ensure we 

deliver the outcomes we are seeking and 

that we successfully manage complex 

dependency across the whole system. 

 

The work programmes shown in Appendix 

5 to this Plan provide more details about 

each of these programmes. 

 

The key enablers for successful delivery of 

our vision are set out in Section 5 of the 

Plan.  

 

The Plan recognises the impact that other 

factors have on peoples’ health and 

wellbeing and as such is inextricably 

linked to the wider transformation of 

public services within Greater Manchester 

in relation to housing, education and skills, 

employment, crime and justice and 

complex dependency. 

 

Many of the challenges facing us are 

shared by other localities in Greater 

Manchester and accordingly, we are 

working together through the wider 

Greater Manchester Devolution Work 

Streams to address these. Further details 

can be found in Appendix 8. 

 

We have engaged extensively with local 

people and other stakeholders in our 

Borough in the development of our new 

model of care and support for our 

Borough, so we know that the changes 

we plan to make reflect local needs.  

 

The devolution of health and social care 

responsibilities to Greater Manchester and 

its ten constituent Boroughs provides an 

opportunity to do things differently with a 

focus on addressing those issues that will 

result in the greatest impact in improving 

health and wellbeing outcomes across 

the sub-region.  

 

The importance of this extends beyond 

the health and social care economy. 

Healthier, more resilient and independent 

communities are better able to take 

advantage of education, training and 

employment opportunities, all of which will 

contribute to economic development 

and growth in our Borough and across 

Greater Manchester.  

 

In particular, the potential to flex, reduce 

or remove some of the regulatory and 

financial barriers, move to ‘fair shares’ 

financial settlements across Greater 
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Manchester, and plan finances across 

multiple years, will significantly aid the 

development of a sustainable health and 

social care system, as will sub-regional 

support for ‘invest to save’ schemes and 

transition funding that are difficult to 

enable within the current regime. 

 

In response, Greater Manchester has 

committed to the development of a 

Greater Manchester Strategic Plan for 

health and social care that is aligned with 

the NHS 5-Year Forward View, and which 

will describe how a clinically and 

financially sustainable landscape of 

commissioning and provision can be 

achieved by 2021.  

 

Locality Plans for each of the ten 

Boroughs in Greater Manchester have 

been developed to inform the 

overarching Greater Manchester Plan.  

 

This is the Locality Plan for Rochdale 

Borough (encompassing the Heywood, 

Middleton, Rochdale and Pennines 

Townships). It summarises the ambition 

and aspirations for improving health and 

wellbeing outcomes for local people that 

have been agreed by all the partners in 

our Borough with responsibility for health 

and care (the partnership).  

 

It describes where we are now, where we 

want to be and what we will do to 

achieve our ambitions.  

 

The Plan is underpinned by our Primary 

Care Strategy and seven bold and 

ambitious programmes of work that will 

transform the way that health and social 

care is commissioned and delivered over 

the next five-years.  

 

Over time, we expect that the changes 

we are making will result in improved 

health outcomes for local people, a 

reduction in health inequalities in our 

Borough and a more financially 

sustainable system.    

 

Our Plan translates public service reform 

ambition into meaningful delivery.   It 

connects our reform work streams through 

collective baselining, evidence gathering, 

sharing intelligence and strategic 

planning across our partnerships, enabling 

us to pool resources with confidence and 

to jointly commission care and support to 

deliver improved outcomes for local 

people. 

The Borough of Rochdale lies to the north 

east of Greater Manchester. It is made up 

of four Townships, each having its own 

diverse and distinct identity. We are 

bordered by Bury, Manchester and 

Oldham (within Greater Manchester) and 

Lancashire and Calderdale to the north 

and east of our Borough. 

 
Population 

Rochdale Borough’s population is 

212,9621. Future population growth is 

expected to be modest across most age 

groups (3% over the next 10 years), but 

with a predicted large increase in the 

over 65s age group.  

 

Age 

The population is relatively young, with 

19.7% of the population being under 15, 

                                                
1
 Mid-Year Estimates 2014 
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compared with 18.8% across Greater 

Manchester and 17.8% in England.  

 

In future there is an expectation that there 

will be a greater proportion of elderly 

residents compared to those of working 

age as people are living longer. The 

population aged 65 or over in Rochdale 

Borough is expected to increase by 18.8% 

by 2021, which will put pressure on both 

health and social care services in the 

future. 

 

Deprivation 

The Borough is one of the most deprived 

Boroughs in England, being ranked 

between 16th and 46th most deprived2. A 

proxy measure for deprivation used to 

segment the Borough into 5 categories 

from the most (Group 1) to the least 

(Group 5) deprived shows an increase in 

the Borough’s population living in our two 

most deprived population segments 

compared to 2011.  

 

Our most deprived communities have a 

younger age profile compared to the 

Borough average and our more affluent 

areas.  

 

Ethnicity 

Our population is ethnically diverse. 

People from black and minority ethnic 

communities (BME groups) account for 

over 21% of the Borough’s population3  

and the rate of increase since 2001 and 

other evidence, such as the schools 

census, suggests that it may be higher 

than this.  

 

The socio-economic profile of our BME 

groups is often vastly different to that of 

our White British residents with consequent 

effects on their quality of life and health 

outcomes.  

 

 

                                                
2
 Indices of Deprivation 2015 district level 

measures 
3
 2011 Census 

Language 

91.7% of the Borough identified English (or 

Welsh) as their main language in the 2011 

Census. South Asian was the second most 

common language (5.6%) and 4% of 

households having no occupant with 

English as their main language. This can 

impact on people’s ability to access help 

and support when they need it. 

 

Housing  

We know that poor, unsuitable housing 

and homelessness causes ill health and 

additional cost to health and social care 

budgets and that deprivation causes ill 

health and cost to health and social care 

budgets, and can be concentrated in 

certain areas and forms of tenure. In 

Rochdale: 

 

 61% of homes are owner occupied, 

23% housing association and 13% 

private rented 

 

 11.3% of all households in our Borough 

are in fuel poverty 

 

 The number of inquiries received by 

Homelessness services has been 

increasing over the last 2 years, from 

3,864 in 2012-13 to 8,599 in 2014-15 

 

 The last House Condition Survey was 

carried out in 2003. At that time, 5.05% 

of homes were unfit for human 

habitation and a further 16.24% were 

seriously defective and borderline unfit. 

There has been a 25% increase in calls 

to the Council regarding the condition 

of private rented homes 

 

While the majority of unhealthy homes are 

in private ownership (home ownership 

and private rented) the bulk of housing 

association properties are in the areas of 

highest health inequalities.   
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We know that health outcomes in 

Rochdale Borough are generally worse 

than regional and national averages4, 

and there are significant variations 

between people living in the Borough’s 

most and least deprived areas and 

between ethnic groups5.  
 

 Although life expectancy in the Borough is 

increasing, it is below national levels for 

both males and females.  

 
 The Borough ranks 140th out 150 local 

authorities for overall premature deaths 

(under 75-years of age) 

 

 A large proportion of the Borough’s early 

deaths are caused by heart disease, 

cancers, digestive disease (including liver 

cirrhosis) and lung disease (including lung 

cancer) 

 

 High numbers of local people in our 

Borough have long-term conditions 

 
 Emergency hospital admissions for 

Dementia and Schizophrenia are high  

 

 Suicide rates are high in our Borough 

 
 Our Borough has high numbers of adults 

with learning disabilities  

 

The wider determinants of health make a 

significant impact on these outcomes. 

 

In our Borough: 

 
 Smoking prevalence is higher than 

national averages and under-18 hospital 

admissions for asthma are also higher than 

regional and national rates 

 

 Levels of childhood and adult obesity are 

higher than national averages  

 

                                                
4 2011-13 data 
5 JSNA 2015 

 Alcohol related mortality and admissions 

to hospital are higher than national 

averages 

 
 Substance misuse is higher than national 

average 

 

 Our Borough has some poor housing 

 

 School readiness and educational 

attainment rates and adult skill levels are 

lower than national averages. 

 
 High rates of unemployment in the 

Borough also lead to poverty and poor 

mental health 

 

System outcomes 

 

Pressures on existing health and social 

care systems are caused by lack of 

alternative provision and customs and 

practice.  

 
 Long Term Conditions are known to take 

up 50% of GP appointments, 70% of 

Primary Care budgets and 70% of hospital 

inpatient bed days 

 
 Rates of attendance at Accident and 

Emergency departments are high  

 

 Hospital admission rates for both falls and 

hip fractures  in over 65s remain above the 

England averages  
 
 Mental health services are too heavily 

weighted towards secondary level care  

 

 Too many people access hospital care for  

conditions that can be managed better in 

the community 

 

 Once in hospital many people stay too 

long  

 

 Emergency hospital admissions for people 

over 85 years are continuing to grow and 

our nursing care home capacity is 

inadequate for the future 

  

 22.2% of the population have some sort of 

carer role, putting them at increased risk of 

developing ill-health themselves 
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Vulnerable groups  

 
 Black and minority ethnic groups generally 

have worse health than the overall 

population and language or cultural 

barriers may prevent these groups from 

accessing mainstream services  

 

 Both physical and mental disabilities can 

lead to health inequalities due to the 

barriers they can present to accessing 

treatment  

 

 There is an adverse impact on the health, 

future employment opportunities and 

social and leisure activities of those 

providing unpaid care, particularly in 

young carers 

 

 The majority of asylum households that are 

in accommodation in the Borough are 

families with children and many will have 

experienced significant trauma and 

instability 

 

 Lesbian, Gay, Bisexual & Transgender 

(LGBT) people experience significant 

health inequalities, which impact both on 

their health outcomes and their 

experiences of the healthcare system  

 

 Although the majority of ex-armed forces 

can adapt to civilian life without any 

problems, the veteran population are at 

increased risk of developing certain 

physical or mental conditions in later life 

 

 The 2011 Census estimated that there were 

186 travellers in Rochdale Borough. Further 

local data from August 2014 estimates the 

combined traveller community in the 

Borough to be around 250 people. 

 

 Homeless people are an extremely 

vulnerable group with very complex health 

and social care needs.  

 

Mental health and wellbeing  

 

The Borough’s mental health needs are 

high. Although existing services are 

available at both primary and secondary 

care level, they are too heavily weighted 

towards secondary level care with a 

focus on people who already have a 

severe and enduring mental illness, too 

much use of inpatient and residential 

care and limited recovery and 

movement through services.  

 

Good mental health is vital to ensuring 

good physical health. It is also important 

for ensuring the development and 

maintenance of family relationships and 

friendships, our education, training and 

ability to fulfil our potential in employment.  

 

Many of our young people live in areas of 

high poverty and deprivation, factors 

often associated with poor mental health, 

while the projected increase in older 

people will likely see an increase in the 

prevalence of Dementia.  

 

Further data can be found in Appendix 3 

and the most recent Joint Strategic Needs 

Assessment. 
 

Getting a good start 

 

The health and well-being of the 

Borough’s children is generally worse than 

the England average. There are also 

significant variances in outcomes within 

the Borough itself 

 

This may increase their risk of achieving 

poor outcomes, and of their needs 

escalating and impacting on their adult 

lives, which in turn impacts on the 

resources required to support them.  We 

understand that by supporting our 

children and young people now, we will 

be ‘turning off the tap’ of future demand. 

 

A significantly high number of children 

who have an early help assessment 

(Common Assessment Framework) or are 

in the child protection system have 

parents who are affected by the ‘toxic 

trio’ of  poor mental health, drug or 

alcohol misuse or who experience 

domestic abuse.  

 

Over 60% of children on child protection 

plans are there as a consequence of 

http://www.statsandmaps.org.uk/Custom/Resources/JSNA15.pdf
http://www.statsandmaps.org.uk/Custom/Resources/JSNA15.pdf
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neglect and this emphasises the need to 

work across organisational boundaries to 

provide wrap around support to whole 

families to address need. 

 

Too many vulnerable children and young 

people go on to become vulnerable 

adults. Lifetime outcomes are determined 

very early in a child’s life. More effective 

intervention early in a child’s life and 

earlier in the onset of problems will reduce 

long term demand on acute services. 

 

Living well 

 

We know that lifestyle choices can have a 

significant impact on health outcomes. 

Eating a healthy diet, being physically 

active, not smoking and not drinking too 

much alcohol can all help us stay healthy 

and enjoy a longer life.   

 

High numbers of local people in our 

Borough have long-term conditions, many 

resulting in emergency admissions to 

hospital.  

 

We also have higher than average rates 

of people living on disability related 

benefits, which is indicative of the 

prevalence of long-term conditions. 

 

In 2013, 48% of people claiming 

incapacity benefit/employment support 

allowance in our Borough were claiming 

for mental health or behavioural disorders. 

  

Ageing well  

 

Our population is ageing. By 2025, nearly 

one in five people in our Borough will be 

aged 65 or over.  

 

Over 65s have significant contributions to 

make, and our focus is therefore on 

prevention, early intervention and 

personalisation to keep them healthy so 

they can live independently with a good 

quality of life alongside providing high-

quality care and support for those with 

complex needs.  

We know that depression and dementia 

rates in older people are highest in more 

affluent areas and that there is a 

projected increase in dementia as our 

much older population (age 80 plus) is 

growing. 

             

Over the past 5-years fewer people, 

especially older people have been able 

to access social care – a service that 

should be effective in keeping people 

well and independent at home. Along 

with other Boroughs, more people have 

been signposted to a community and 

voluntary sector that has been 

significantly financially challenged. This is 

exacerbated by changing in family 

patterns.  

 

Instead of supporting more people with a 

low or moderate level of need, on-going 

adult social care support is now 

concentred on the 3,000 residents who 

have the very highest levels of need.   

 

The financial gap facing the CCG and the 

Council between 2016 and 2021 increases 

year on year to a total of £71.74m by the 

end of March 2021 (Figure 1: Appendix 1)  

 

This figure reflects the position without 

large scale transformation i.e. if the CCG 

and the Council continue to commission 

and provide their current services. The 

investment needed to pump priming new 

initiatives are shown in the Programmes of 

work shown in Appendix 5. 

 

The figure does not reflect the financial 

challenges of our main NHS providers – 

only those of the CCG and the Council.  

Health Providers are expected to be 

addressing the GM provider gap of £1.4bn 

separately with the Central Devolution 

Team, of which £736m is to be delivered 

as provider reform, this being a 2.5% 

efficiency in 2016-17 and 2% thereafter. 

NHS England is also expected to address 

its plans for Specialist Commissioning and 
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Primary Care for the Borough directly with 

the Devolution Team. 

 

Rochdale Council 

The Council anticipates a reduction in its 

Revenue Support Grant funding from 

£48.9m in 2015-16 to £10.5m in 2020-21, 

reflecting reductions of 17.5% in 2016-17 

and 28.5% in the remaining years.  

 

This allied to a potential reduction in the 

Public Health Grant of £2.4m in 2016-17 

and anticipated inflationary (including 

living Wage) and demographic pressures 

on adult and children’s services in 

particular (which are offset only 

marginally by anticipated annual 

increases in Council Tax of 1.99% and 

Discretionary Fees and Charges of 2%) 

means that the overall budget gap for the 

Council will total £80m by 2020-21. £52.3m 

of this gap relates to adult social care, 

public health and children’s services. 

 

See Appendix 1 for methodology and 

assumptions. 

 

Impact of Locality and Sector Plans 

 

Whilst the locality and sector will look to 

address the predicted £71.74m gap by 

2020-21, there will be a requirement for 

additional funding/upfront investment for 

a number of areas such as parallel 

running, public engagement, workforce 

training and culture change activity, 

changes to the estate, recruitment drives 

for GPs, data sharing etc.    

 

Impact of Greater Manchester 

transformation 

 

Greater Manchester modelling has 

confirmed the legitimacy of the inclusion 

of Greater Manchester’s share of the 

national £8bn additional Health funding 

equating to £444m across Greater 

Manchester. HMR CCGs allocation for 

2015-16 equates to 8% of the total 

allocation for CCGs across Greater 

Manchester. For the purpose of bridging 

the financial gap we have assumed that 

22% of Rochdale’s allocation of the £444m 

relates to specialist commissioning, 

leaving 78% (£27.706m) to be applied to 

the Locality Plan. This is indicative, and will 

be revised once final allocations are 

confirmed.  

 

We have also assumed national funding 

protection of Social Services within our 

Plan (£16.7m), and have also allocated 

savings arising from healthcare schemes 

within the plan (£9.2m) and from Council 

schemes that are currently subject to 

consultation (£2.9m). In total, the gap 

anticipated by 2021 is therefore £7.3m, as 

shown in the tables in Figure 2 of 

Appendix 1. 

 

The local modelling reflects early budget 

planning from the CCG and the Council’s 

developing medium term financial 

strategy relating to social care.  For the 

Council, this includes savings from 

transformation initiatives in the Locality 

Plan and efficiencies from social care 

budgets in scope that the Council would 

do anyway without integration.  Given the 

scale of pressures and reductions, savings 

are being considered from non-statutory 

services where this could lead to a 

consequential financial risk for the CCG, 

providers and the Council from additional 

demand for services. However, the need 

to meet savings targets means that the 

Council cannot afford to continue to fund 

without protection of social care and / or 

movement of funding from health.   

 

To support delivery of Plans, additional 

investment both capital and revenue and 

transitional funding will be required. The 

financial modelling described above will 

estimate the investment and phasing 

required to deliver this and will be subject 

to further refinement as transformational 

initiatives are developed. 
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In common with other areas in England, 

there are a number of workforce 

challenges that exist now and in the 

future. It is becoming increasingly difficult 

to recruit and retain skilled clinicians to 

work in areas of the greatest demand 

such as in Accident and Emergency and 

Medical Wards in our hospitals and in 

Primary Care which struggles to recruit 

both GPs and Practice Nurses. A 

significant number of GPs are nearing 

retirement age, with fewer trainees 

choosing General Practice as their 

specialty. 

 

We also need to address the shortage of 

consultant psychiatrists, geriatricians and 

nurses within community and mental 

health services and to change and 

expand these roles so that they are able 

to support more people outside of a 

hospital setting. 

 

Locally, social care faces similar workforce 

challenges. Most adult social care is 

provided by independent and third sector 

organisations. The low pay that is common 

across the social care sector nationally is 

also prevalent in our Borough. The adult 

social care workforce in the independent 

sector is paid at, or close to the current 

minimum wage. Whilst the new national 

living wage will improve this to a limited 

extent, there are considerable risks 

associated with the ongoing sustainability 

of social care providers if increased 

employer costs are not reflected in 

increased fee levels. 

 

The tendency for other non-care sector 

low wage employers to raise their pay, 

terms and conditions as a result of the 

new national living wage is already 

leading to even greater pressure and 

turnover in the social care sector with a 

turnover of up to 30% in some areas. This 

affects the availability of care workers and 

impacts on consistency and quality of 

care.  

 

At the present time, the social care 

providers in our Borough are able to meet 

current demand but these issues must 

remain a priority now and in the future.  

 

Similar issues have been raised by 

childcare partners both nationally and 

locally who have traditionally 

experienced high turnover of staff and will 

need to retain staff to meet Government 

pledges to increase the availability of 

childcare for 3-year olds.   

 

Recruitment of nurses is also a major 

challenge in the independent care homes 

sector. In this sector fee levels are 

restrained and not sufficient for the sector 

to compete with NHS terms and 

conditions. This is a critical challenge for 

the Borough and the sub-region as the 

provision of high quality personal care at 

home and in care homes is dependent on 

being able to recruit and retain high-

quality staff.  

 

There are also recruitment and retention 

challenges for professionally qualified 

social workers. Both adult and children’s 

social care services in the Borough are 

working locally to support recruitment and 

retention, but this remains an issue at both 

Borough and Greater Manchester level.  

 

 

Currently the Borough has an Urgent Care 

Centre site based in Rochdale Infirmary, 

37 GP surgeries, 42 care / residential 

homes (60 including homes for people 

with learning disabilities) and a number of 

intermediate care facilities. In addition the 

Borough has 12 children’s centres 

operating on a hub and spoke model – 7 

hubs and 5 spokes, 4 residential children’s 

homes (1 being a short-break unit for 

children with disabilities and complex 
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needs) and 43 private children’s homes, 

as well as a range of community assets, 

for example community centres, libraries 

and community day support centres. 

 

The independent, voluntary and 

community sector also provides services, 

mainly focusing on prevention and self-

help service offers, some but not all of 

these being commissioned by the CCG or 

the Council.  The work of this sector is not 

currently clearly aligned to an overall 

Borough strategy or consistently reviewed 

and developed to extend its reach and 

impact. 

 

The social care market functions 

effectively in that it is usually able to meet 

current demands, however there are 

significant points of weakness. There are 

too few providers able to deliver care at 

home for people with high level needs, 

and nursing level care capacity is 

severely compromised. Both of these 

present short term significant threats to 

supporting more people outside of 

hospital.  

 

Bury and Rochdale Doctors on Call 

(BARDOC) and the national NHS 111 

number provide GP out of hour’s services 

across Rochdale and Bury.  

 

Pennine Care Foundation Trust provides 

mental health inpatient and community 

services.  

 

Pennine Acute Hospital NHS Trust (PAHT) 

provides a range of hospital, specialist, 

integrated and community services in the 

Borough.   

 

GM Integrated Programme for Health and 

Social Care Reform 

 

The Healthier Together programme is part 

of the Greater Manchester Programme for 

Health and Social Care Reform, which 

aims to provide the best health and care 

for Greater Manchester 

(https://healthiertogethergm.nhs.uk/. It is 

the largest and most ambitious health and 

care reconfiguration programme in the 

country.  

 

The programme’s focus has been to 

identify opportunities for services to be 

shared across a number of defined 

hospital sites within the sub-region, with 

clinicians working across those sites to 

provide seamless care, and the teams 

delivering the ‘once-in-a-lifetime’ 

specialist care on a designated site. The 

changes will lead to improved outcomes 

for local people as well as system 

efficiencies across the sub-region. 

 

Under ‘Healthier Together’, the Royal 

Oldham has been designated as a 

specialist hospital, supported by North 

Manchester and Fairfield General Hospital 

as local hospitals. Healthier Together 

changes enhance the current single 

service model with Acute Surgery and 

Acute Medicine at the Royal Oldham. 

 

Building on Healthier Together and 

working in partnership with commissioners, 

PAHT has commenced a clinical service 

transformation programme (including a 

full transformation programme being 

developed for Rochdale Infirmary) that 

covers its full range of services and 

delivers clinical and financial sustainability 

by 2019-20. The Trusts plans are set out in 

the Transformation Map 2015-16.

 

 

 

Property and the built environment is an 

important part of delivering high quality 

public services in the communities we 

serve.  It also represents a significant cost 

and therefore it is more important than 

ever that as much as possible of the 

public services budgets is spent on front 

line service delivery.  £1 saved from 

property running costs is an additional £1 

available to spend directly on frontline 

services.  

 

https://healthiertogethergm.nhs.uk/
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There are continually growing demands 

and expectations placed on the public 

sector and current models are considered 

to be no longer sustainable in the long 

term.  As such there is a need and an 

opportunity for public services to work 

more collaboratively to reduce 

duplicated overhead costs and to deliver 

more joined up services at a local level.  

 

We routinely engage with local people, 

service users and other stakeholders 

through a number of different 

mechanisms and this helps us to develop 

priorities, and to plan and design services.  

 

For example, the Council operates a 

Youth Parliament to engage with young 

people, has a local Youth MP and 

children’s champions.  

 

In adult care, service users can engage in 

setting priorities and service redesign 

through a range of forums including the 

carers’ forum, the learning disability 

partnership and the mental health 

partnership.  

 

Local GP practices have Patient 

Participation Groups which routinely meet 

to consider issues of concern in relation to 

health. 

 

To supplement this regular engagement 

activity, we have engaged widely with a 

range of stakeholders to co-design a new 

model of care and support for our 

Borough. This engagement has included 

people from our communities, third sector 

organisations and providers of services 

from across the Borough.   

 

A design week was held in early 

September which included a series of 30 

themed events.  These events were open 

forums for people to discuss issues, ideas, 

innovation and to explore the 

opportunities that devolution to Greater 

Manchester will provide. In total, 225 

people comprising local residents, 

voluntary organisations and community 

groups provided feedback on a range of 

themes.  

 

This engagement process was then 

supplemented by further involvement 

work carried out by all partners on key 

transformational themes. One of the 

largest events in recent years was hosted 

by the CCG focusing on integrated care 

and services. The interactive event took 

place in October 2015 and attracted 140 

local community participants.   

 

Subsequent to the design week further 

engagement sessions were held in 

September and October. 

 

The key points from these events are 

shown in the table in Appendix 2.  

 

 

 

By 2021, we will have reduced health and 

wellbeing inequalities between our most 

and least deprived communities and 

between the Borough and the rest of 

Greater Manchester. 

This vision is underpinned by six-priorities: 

Our priorities 

 

 Reduction in premature mortality in our 

Borough 

 

 Improving health through lifestyle and 

behaviour change 

 

 Early-years, prevention and early 

intervention 
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 Enabling community resilience, 

engagement, independence and 

action 

 

 Improving mental health and 

wellbeing 

 

 Health and social care integration 

 

This is a Plan for all ages and the 

outcomes we are seeking to achieve 

through our improvement activities are 

based on the three broad themes of 

getting a good start, living well and 

ageing well (‘the life course’).  

 

We have designed a new model of 

health, care and support to help us to 

deliver our priorities. The new model will 

also achieve significant financial savings 

across health and social care in our 

Borough.  

 

We will pool resources across health and 

social care to transform the way we 

currently work, delivering seamless 

integrated services for local people.  

 

Our new model of care and support 

redirects resources and places greater 

emphasis on self-care, self-help, 

prevention and screening, and early help, 

to reduce demand for more specialised 

services now and in the future.  

 

This in turn will allow us to improve the 

quality of those specialised services for 

those most in need. 

 

 

The key outcomes we are seeking to 

achieve to underpin our vision are shown 

below. These are structured around the 

life course with the addition of some 

system outcomes that underpin our new 

model of care and support. 

 

We recognise that many of these 

outcomes will not be seen in the life of this 

Plan. 

The diagram below shows how we expect 

improved outcomes to be phased over a 

15-year period to 2031 and beyond. 

 

 
 

We have identified a range of proxy 

measures of success that will show us that 

we are on an upward trajectory and on 

track to achieving the longer-term 

outcomes (Appendix 4).  

 

Outcomes for getting a good start 

 

 Children and young people in our 

Borough will live longer and with better 

health and wellbeing 

 Children and young people in our 

Borough will be kept safe from harm 

 Children and young people in our 

Borough will achieve and prosper 

 

Outcomes for living well 

 

 People aged 18-65 in our Borough will 

enjoy good health and wellbeing 

 People in our Borough with one or 

more long-term conditions will have a 

better quality of life  

 People will live independently and / or 

safely at home 

 People will feel in control of their own 

care and treatment and will believe 

they have had the best care possible 

 There will be parity of physical and 

mental health in our Borough 

 People in our Borough will live longer 

 

 

 

 

 

Short term outcomes 
for the next 1- 5 
years to improve 
outcomes for the 

current population 
and reduce demand 

on the system 

Medium term outcomes for 
the next 1- 15   years aimed 

at future proofing the 
system by improving 
outcomes for the next 

generation through early 
intervention and prevention.  

Longer 
term 

outcomes  - 
which links 
to the wider 
devolution 
programme  
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Outcomes for ageing well 

 

 More people will be able to die in their 

place of choice and feel in control of 

their own care at the end of their life 

 People who are providing care will feel 

well supported and able to continue 

to provide care for their family 

member 

System outcomes 

 

 Reduced use of hospital care and an 

increased use of primary, community 

and social care support 

 People feel safe at all times whilst using 

services 

 High-quality, best value health and 

social care economy 

 

 

To achieve our vision, we need to have 

one high quality, sustainable health and 

social care system which is part of a wider 

system of public service delivery including, 

for example  housing, employment, and 

police services. 

 

Local services need to make the best use 

of collective resources, maximising 

opportunities for early intervention and 

the prevention of ill health, reducing 

health risks and the resulting need for 

services, promoting good self-care and 

mental health, and protecting vulnerable 

people.  

 

The new model needs to close the 

financial gap whilst at the same time 

improving health outcomes for people in 

both the short and the longer-term and 

improve their experiences of the care and 

support they receive. 

 

Our approach is inter-generational, 

‘future-proofing’ the system to reduce 

future demand for services, by focusing 

on improving the outcomes for the next 

generation as well as the current 

generation. Everyone in our Borough will 

have a good start and will live and age 

well.   

Principles of change 

 

Our new model of care and support will 

be based on the following principles. 
 

 We will be transformational and 

radical using an evidence base to 

track the impact of change 

 

 We will commission full end to end 

integrated high quality pathways of 

care and support, reducing the need 

for multiple hand-offs between services 

and organisations 

 

 We will move away from reactive 

services to preventative and proactive 

services, using evidence based 

interventions that have been 

successfully piloted within and outside 

of the Borough 

 

 Our model of care and support will 

cover all ages (to fully cover the life 

course) 

 

 We will seek full integration across 

provider and wider public sector 

traditional boundaries 

 

 We will provide clear and open clinical 

leadership to underpin our plans at all 

stages 

 

 We will move to true person centred 

and personalised care, where 

individuals have choice and control 

over how their health and care needs 

are met, always promoting  dignity 

and respect 
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 We will use our resources jointly across 

public services to deliver the very best 

use of the ‘Rochdale Pound’ 

 

 We will manage the co-production of 

our plans with our population, 

providers and stakeholders including 

full engagement and involvement of 

our workforce across our respective 

organisations 

 

The diagram below shows how we want 

to change demand for services over the 

life of this Plan. We will do this in many 

ways, but the significant change is 

investment in a number of local 

community service hubs that will provide 

a range of support and signposting for 

people in the community, to divert people 

from more intrusive and costly primary 

and secondary care.  

 

Our prevention work will help local people 

and communities to become more 

independent and resilient, they will take 

personal responsibility to help them to 

thrive and cope without support and 

intervention, making use of the new hubs 

at times in their lives when some level of 

support is needed.  

 

At the same time, the amber and red 

circles shown in the diagram (which 

accounts for a significant proportion of 

current total spend) will reduce as people 

are helped to manage their health and 

their conditions themselves with lower 

levels of personalised support closer to 

their homes.   
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 (Graphic work needed) 
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An Estates Strategy for the Borough is 

currently in development which will outline 

the approach to support integration 

through the efficient and effective use of 

the estate. The strategy aims to identify 

opportunities which will drive out service 

and / or cost benefits and enhance the 

quality of the estate.  We are seeking 

opportunities to share estate where 

possible and have already begun to 

identify the existing estate (location, use 

and condition) across the partnership.  

 

This will be managed through the Public 

Service Reform Asset (PSR) Programme 

Board which will provide clear strategic 

direction and priority to the work of the 

PSR Asset Management Group, creating a 

direct link to the PSR Board and strengthen 

the oversight given to key strategic assets. 

It will ensure the service needs of the 

Borough’s service providers and 

commissioners are clearly articulated in 

terms of property assets so ensuring that 

all opportunities are identified and 

realised where appropriate, whilst 

fostering the expression and delivery of 

the ‘One Public Estate’ ethos for our 

Borough. 

 

Our guiding principles  
 

The management of publicly owned 

assets will be coordinated across the 

Borough and be supported by a clearly 

defined vision, integrated asset strategy 

and delivery plan.  The strategy will assist 

in delivering improved asset solutions 

against an agreed set of balanced cross-

organisational priorities and projects.  

These priorities will be developed with 

specific input from key service 

commissioners and providers and 

delivered through an agreed and 

empowered structure. 

 

The focus of work will foster improved 

connectivity across all public and 

voluntary organisations with the specific 

aim of gaining a greater understanding of 

their strategic and operational needs.  This 

will enable the achievement of greater 

integration of assets in relation to future 

service delivery models while mindful of 

the need for overall equality of access to 

services across the community.  The Asset 

Management Group will assume the 

position of the Borough’s key advisers in 

relation to asset management matters.   

 

Assets (land and property) will be 

referenced to and underpin all key policy 

initiatives while taking precise account of 

all partner’s organisational plans and 

objectives.  

 

The efficient and effective management 

of assets will be critically supportive of an 

improved service planning and delivery 

function within the Borough.  This process 

will need to be supported and prompted 

by the Asset groups.  The groups will 

support and act as a catalyst to aiding all 

public sector organisations, within and 

without Rochdale Borough to deliver 

greater integration of service delivery.  This 

will mean the development of process 

and methodology around ‘engagement’. 

 

Asset data will be stored and accessible 

upon a shared and open ICT platform 

which will need on-going resourcing.  The 

group will input, interrogate and update 

key property data to enable the 

production of reports on vacant/surplus 

space and underutilisation.  The system will 

have a mapping layer for the Borough’s 

public assets. 

 

Accessibility protocols will enable 

organisations to meet the Government’s 

Transparency agenda and the 

requirement to upload key data to central 

government’s electronic Property 

Information Mapping Service (e-PiM’s) for 

asset data (likely to be linked to future 

funding).  All key asset information will be 

widely available to support informed asset 

and service decision making. 
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A regular review of the longer-term 

challenges and ambitions for Rochdale’s 

PSR Asset Management model is essential, 

between the groups and the PSR Board, in 

order to reap the full benefits of 

collaborative working. 

 

The purpose of the Asset work stream is to 

ensure that Rochdale’s Public Sector 

Organisations take full advantage of all 

property asset opportunities arising from:  

 

 Working collaboratively as Public 

Sector Organisations (Estates) to 

reshape ‘Place’ 

 The reshaping of public services 

delivery 

 

The scope and focus of the work, 

approved by the PSR Board, will 

encompass any property asset, public 

service or voluntary service which is 

capable of being utilised in delivering 

improved public services to the people of 

Rochdale.  In the first instance it is most 

likely that the asset work will originate from 

the public sector partner organisations.  

Opportunities to involve the Voluntary 

Sector must be explored and where 

appropriate exploited to initiate new 

service delivery models. 

 

 

Reform is at the heart of our approach.  

Services will be co-ordinated around 

family needs enabled by new 

technologies. We will:  

 

 Invest in early intervention and 

prevention 

 

 Reduce the dependency and 

demand for services by building 

independence and resilience amongst 

local people and communities  

 

 

 Integrate and streamline services 

across the Borough 

 

 Develop a flexible and experienced 

workforce that is able to work across 

organisational boundaries to meet 

future challenges 

 

 Embrace whole system thinking, 

examining current systems flow and 

the redesign / co design and co 

delivery of services  

 

 Adopt a life-course approach from 

pre-birth, through childhood, 

adolescence (getting a good start), 

working age (living well), up to old age 

(ageing well) and end of life. This will 

improve many outcomes for local 

people in the short-term but 

importantly will also put in place the 

building blocks for future generations 

to enjoy good health and wellbeing. 

 

Our Families’ Data Warehouse will 

connect across work streams and 

partnerships ensuring effective targeting 

of services and our plans for the 

development of a public service reform 

hub will take our intelligence gathering 

and single front door ambition for 

vulnerable people to an enhanced level. 

 

We are taking learning and good 

practice from a range of sources 

including our Public Service Reform pilot, 

our nationally acclaimed community 

champions, front line / key workers and 

advocates and will use this to develop 

workable solutions to change behaviours, 

and build confidence.   

   

We understand how the lack of skills, 

worklessness and poor housing impacts on 

health and wellbeing and will ensure that 

our activities are appropriately linked to 

other public service reform work streams 

being undertaken in Greater Manchester 

to address these issues.  
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We know through collaborative 

commissioning we can tap into the 

experiences and ingenuity of citizens and 

staff to solve big challenges. Different 

perspectives can lead to radically 

different solutions.  

 

We therefore want to create a dialogue 

with communities and individuals to not 

only understand their needs but also their 

assets and their aspirations, and an 

environment where providers are 

incentivised to collaborate with each 

other, sharing risks and rewards and where 

the voluntary and community sectors feel 

safe and empowered to innovate and 

improve services.  

 

Central to our model of care and support 

is the principle of ‘no decision about me 

without me’ for all stakeholders.  

 

To make this happen, we need to 

understand the experiences of the local 

population, the barriers they face and the 

outcomes they expect by having a 

continuous dialogue with local people 

and providers.   

 

We will continue to involve patients, carers 

and local people, and community 

leaders, representatives and groups in the 

planning, design and commissioning of 

services. We will continue to develop 

existing networks, building on our already 

strong relationships with communities to 

establish new and innovative partnerships.   

 

We will continue to support local GP 

practices to develop their own Patient 

Participation Groups and from these 

groups form a Patients Participation Forum 

to reflect the demographic of Practice 

populations.  

 

We will be accountable to local people 

for the delivery of this Plan, and will 

develop new ways of engaging with local 

people to do this. Fundamental to the 

success of the Plan are behaviour 

changes by commissioners, providers and 

people in our Borough.  

 

We will use our recent experiences in the 

co-design of services to develop our new 

model of care and support, together with 

recent work we have undertaken with the 

Innovation Unit to develop a model of 

collaborative commissioning as shown in 

the diagram below.   

 

(Graphic work to be done) 

 

 
Provider involvement in the 

transformational process is also a key 

factor in our plans. This includes health 

care providers, providers of adult and 

children’s social care services, housing 

providers and the voluntary and 

community sector. 

 

We will establish a provider forum to 

discuss the implementation of this plan 

and our new model of care and support 

and the role of providers in delivering the 

required changes. 
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Primary Care is central to our new model 

of health care and support. Currently, 

some people go to see their General 

Practitioner (GP) when their problem 

could or should be addressed elsewhere 

in a wider system.   

 

Many people cannot access a GP 

appointment in a timely way to meet their 

needs or their perceived needs.   Local 

people want and expect same day 

access to GP’s when they are feeling 

unwell.  People who work want to be able 

to access their GP outside of normal 

working hours.   

 

To address these challenges, we have 

developed a Primary Care Strategy, to 

widen access and make use of other 

associated practitioners within the system. 

The key elements of our strategy are: 

 

 Development of the Primary Care 

workforce including new clinical roles 

(for example physician associates) and 

integration of pharmacists into general 

practice (to deliver minor ailments 

care and medication reviews for 

example) 

 

 The development of the nursing 

workforce (secondary care nurses’ 

conversion to practice nurses, 

increasing the number of Advanced 

Nurse Practitioners, and the 

implementation of social prescribers 

within primary care)  

 

 Development of the GP workforce into 

clinical commissioning leaders and a 

new GP incentive scheme to attract 

and retain new GPs  

 

 To embed the 7-day access to Primary 

Care Services into core provision of 

routine Primary Care Medical Services, 

thus ensuring equitable levels of 

access across General Practice 

 

Our new Primary Care service model will 

include the development of integrated 

health and social care hubs across our 

Borough (see Programme 2 referred to in 

section 5.6 below) incorporating health 

promotion, early intervention services, first 

contact support from new generic 

workers, integrated neighbourhood 

community and social care teams social 

prescribers, 7-day access to GPs and 

social care, intensive community 

services/out of hospital care, domestic 

abuse support, community policing, skills 

and employment support, housing 

officers, leisure and physical activity 

services. 

 

The new primary care estate will see 

development of suitable sites/buildings for 

hubs and the enhancement of existing 

practice premises to support merged/co-

located practices.   

 

The new primary care information 

technology infrastructure will see: 

 

 One clinical system to enable 

appropriate sharing of patient records 

 

 Integration of health and social care 

systems  

 

 Expansion of demonstrator information 

technology systems innovation across 

the whole of the Borough  

  

Provider development will see federated 

GP provider development with the 

potential to develop 

alliance/collaborative working with 

Community Providers and Social Care to 

deliver the hub model (see below). 

 

Integrated community primary, health 

and social care services  

 

We will develop a new level of integration 

with primary care with aligned and direct 

support into general practices covering 

the following: 
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 Health interventions:  District Nurses, 

Occupational Therapists, 

Physiotherapists, Speech and 

Language and GPs 

 Social care support 

 Carers’ support 

 Domestic abuse advice and support 

 Skills and employment advice and 

support 

 Housing advice and support 

 Leisure and physical activities  

 Community policing  

 Stronger Families advice and support 

 Healthy Minds advice and support 

 

Our new model of care and support will 

be achieved through seven inter-related 

programmes of work, underpinned by our 

Primary Care Strategy.    

 

Programme 1: Thriving and Coping 

 

Most people resolve issues in their lives 

without recourse to services at all, drawing 

on the support of their families, friends and 

local communities throughout their lives.  

 

This programme of work builds on this 

premise, by developing the building 

blocks that people need to support 

themselves to thrive and cope, to stay 

healthy, to achieve and prosper. We will 

be extending the local offer to fill some 

gaps where more open access to support 

would assist more people to help 

themselves, and to coordinate services 

better to reduce duplication and costs.   

 

This will be underpinned by our work on 

prevention and self-care (Appendix 7).  

 

We will continue to prioritise the causes of 

poor health. We will link our health and 

wellbeing programmes with our local 

programmes on poverty, debt, housing, 

unemployment, environment and crime 

and reduce negative impacts on health 

and wellbeing. 

 

Programme 2: Community service hubs 

 

This new level of service will help people 

to find early help and support them 

through it for a period of time, if 

necessary.  

It will be a personalised service, helping 

people who currently need some help but 

not necessarily from a GP, other primary 

care or social care.  Not only will this 

better support people but it frees up 

opportunities for GPs and other health 

and care professionals to focus more time 

and resources on those that need their 

help.  

 

We envisage more health care advice 

being available through pharmacies 

linked to the new service hubs, along with 

easy access to the full range of thriving 

and coping services, and essentially 

mental health self-help, community 

support and counselling offers.  

 

We expect that the community service 

hubs will act as a bridge between coping 

and thriving and getting health and social 

care help, and that many people will be 

supported without having to access 

Primary and social care. The new service 

centres are therefore a critical part of our 

model.  

 

Programme 3: Getting help 

 

If a person has not been able to be 

helped at this stage, they will be referred 

onto the getting help level of service.  

 

At the moment the time offered to people 

who have significant and emerging needs 

can be quite limited. We are going to 

change this so that once a person has this 

level of need they will immediately 

receive more comprehensive and better 

coordinated care.  
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Multi-disciplinary teams supporting 

children and adults will work together, 

linked to a comprehensive set of support 

services that can be personalised to the 

person – making use of the principles of 

personalisation in adult social care and 

comprehensive early help assessments in 

children’s services. There will also be work 

with children and families through family 

support arrangements. 

Most people will be supported and will be 

able to achieve the outcomes they want 

for themselves through this extended level 

of service. It will be supplemented, as and 

when required by other more intensive 

specialist interventions, pulled out of 

secondary care rather than people being 

referred to secondary care i.e. specialist 

services will reach into the community 

teams, to avoid a person’s difficulties 

escalating to the point that they need an 

emergency hospital admission or an 

admission to a care home or need to be 

looked after by the Council. 

 

Programmes 2 and 3 are inextricably 

linked to the delivery of our Primary Care 

Strategy (see section 5.5 above). 

 

Programme 4: Getting more help 

 

There will be times when the getting help 

offer needs to be enhanced by even 

more support – and this will be provided 

through our 4th programme of work.  

 

This more intensive support will still be 

provided to people in the community, 

and it may only be required for a short 

period of time. We will be enhancing our 

existing integrated tier of intermediate 

services as part of this programme.  

 

There will also be intensive work 

programmes with children and families 

through commissioned services that offer 

a higher level of support such as the Child 

and Adolescent Mental Health Service 

(CAMHS). 

 

Another example is the more intensive 

services, including medical, nursing and 

social care that we will make available to 

people at the end of their life.  

 

Alongside this, the service will work with 

people to discuss and communicate 

options with them, as part of putting 

people in more control of the care and 

treatment options available and 

supporting them to make more 

considered decisions about what is right 

for them and their families.   

 

Getting help and getting more help are 

part of the same spectrum. We envisage 

both these levels of service will grow in our 

model, year on year as need is reduced in 

the specialist level of intervention. 

 

Programme 5: Getting specialist help  

 

This programme represents our specialist 

services for people who need to be cared 

for in a 24 /7 setting or children who need 

to be looked after. However, we see all of 

these reducing significantly over the life of 

our Plan.  

 

When people do enter this level of care 

our focus will be on quality and 

effectiveness, with discharge back to 

‘getting help’ level services at the earliest 

point where possible.  

 

Programme 6: Mental health 

 

Fundamental to our model is better 

mental health and wellbeing support for 

people of all ages in our Borough.  

 

Mental wellbeing is intrinsic to people’s 

motivation, confidence and ultimately 

success in managing their own needs and 

taking control over their own health and 

care and as such, mental health will cut 

across Programmes 1-5 above.  

 

Our Mental Health Strategy has a strong 

focus on prevention, recovery and 
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outcomes and therefore underpins our 

model. It has three key priorities: 

 

 More effective prevention services are 

required 

 

 Access to services needs to be 

improved and to be more flexible 

through our revised Mental Health 

Front door offer, which delivers all age 

services, providing assessment and 

care plan development for both 

mental wellbeing and the treatment of 

mental illness. The service will be 

delivered through a partnership 

approach, which provides access to 

holistic person-centred care, from 

statutory and third sector providers, 

covering 24/7 day access 

 

 Service delivery for people with severe 

mental illness needs to be improved 

 

In line with our Mental Health Strategy, we 

have recently increased spend on Mental 

Health services, focusing this additional 

investment on the following areas: 

 

 Early Intervention in psychosis 

 Enhanced early intervention and 

prevention for Children and Young 

People 

 Enhanced IAPT (primary care mental 

health) service offer 

 Liaison psychiatry and Street Triage 

 Mental Health Crisis Care Concordat 

 Mental Health care system 

improvements 

 

Programme 7 – System transformation 

 

Our final programme will address the 

wider system transformation that will be 

needed to make sure our new model of 

care delivers the outcomes we are 

seeking and manages complex 

dependency across the wider system. This 

programme will be inextricably linked to a 

number of the Greater Manchester work 

streams referred to in Appendix 8. 

 

More details about each of these seven-

programmes can be found in Appendix 5. 

 

Our new model of care and support will 

require a step change in the way that 

health and social care staff are employed 

and deployed across a wider system.  

 

We need to change the way staff work 

including taking on new responsibilities 

and roles that transcend traditional 

organisational boundaries and care 

settings.   

 

Our Local Education and Training Board 

will be a vital source of support 

throughout the transformation of our 

workforce, and we will also look for 

support from the Greater Manchester-

wide Workforce work stream and Health 

Education England. 

 

 

Shared IT systems across agencies and 

sharing of data between professionals is 

key to improving access to care and 

support, improving experiences of care 

and support and creating efficiencies 

across the wider system.  

 

Our work is aligned to the wider Greater 

Manchester strategy under the following 

work streams: 

 

 Connect: Joining networks to provide a 

single resilient network across health 

and social care enabling practitioners 

and staff to work across any health 

and social care location  

 

 Integrate: Joining records to deliver 

information to the point of care for 

safer care 

 

 Empower: Focusing on delivering 

consistent digital platforms across 

services to enable people to take 
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more control of their own health and 

care 

 

 Collaborate: Providing the technology 

to work collaboratively on a local and 

sub-regional level 

 

 Understand: Using data and business 

intelligence to provide excellence in 

commissioning, training and shared 

resourcing across health and social 

care. Implementing an agreed joint 

risk stratification or identification 

approach to identify and manage 

individuals with health and social care 

needs that can and should be met 

within their local community 

Key aspects of our work include: 

 

 An Integrated Digital Care Record 

(IDCR)  

 

 System-wide data sharing and mobile 

access to data  

 

 A centralised telephone booking 

system and IT infrastructure to facilitate 

7-day access to Primary Care and 

community service hubs 

 

 Smartphone app technologies and 

tele-health /telecare to underpin our 

new model of care and support

 

 

Commissioning 

 

Radical system transformation requires a 

fully integrated approach to 

commissioning, underpinned by pooled 

budgets. Bringing together Council and 

CCG commissioning skills and experience 

will promote challenge and drive change 

and innovation.  

 

During 2015 the CCG and the Council 

have been progressing towards a fully 

integrated approach to commissioning. 

Several services, including those 

commissioned through the Better Care 

Fund, are already commissioned through 

an integrated approach, some with a 

pooled budget, and others with aligned 

budgets. 

 

The current commissioning of our 

integrated neighbourhood teams’ service 

has been undertaken together, with intent 

to achieve fully integrated health and 

care provider services as one of the 

outcomes.  

 

We have a number of key strategic 

commissioning challenges which are built 

into three-work programmes (adults, 

children’s and cross cutting wellbeing). All 

the commissioning work programmes will 

reflect the content of this Plan.  

 

A new Integrated Commissioning Board 

has been established, as a sub-committee 

of the Health and Wellbeing Board (See 

section 6 below), which will govern the 

commissioning of the associated pooled 

budget for April 2016 of approximately 

£450m.  

 

Our approach to engagement and co-

design (see Section 5.4) underpins our 

approach to commissioning.  

 

Our market  

 

We have a diverse market in our Borough, 

with GPs and two large NHS provider 

trusts, smaller scale local authority directly 

provided services, and over 100 adult 

social care independent sector providers.  

 

In addition, we have many third sector 

providers, particularly in mental health 

and learning disabilities services, and 

delivering broader prevention and 

wellbeing services. Adult social care 

providers range from very small scale, 

sometimes self-employed carers, to large 

national organisations. There are also 43 

private children’s homes in the Borough, 

operated by eight-providers and a 

significant number of foster care agencies 

and foster carers.  
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When we talk about our local providers 

we refer to all of the above. We see the 

provider market being developed 

differently for the future, working much 

more collaboratively than it does now.   

 

From a commissioning perspective we will 

be challenging the models of care 

offered by bidders to ensure that 

interventions are delivered by a staff 

group and in an organisational form that 

offers best value. We expect that this will 

mean that single provider contracts will 

be less common than at present.  

 

We have experience of setting up social 

enterprise organisations in the Borough – 

achieving better outcomes for less 

investment. This is a model that we will be 

further promoting.  

 

CVS, our local third sector infrastructure 

organisation, has been tasked with 

bringing community and voluntary 

organisations together to work alongside 

NHS and local authority providers to 

deliver services as part of a collaborative 

approach.  

 

Again, we intend to promote this further 

and we expect it will become a common 

delivery model in our Borough over the 

next 5-years.  

 

Contracting 

 

Alongside a different approach to 

commissioning, we will offer different 

contractual and procurement 

arrangements where this helps achieve 

the outcomes and value that we need.  

 

We will strengthen our approach to 

contract management, being clear 

about activity and outcomes and 

ensuring the measurement is timely and 

accurate and will make appropriate 

linkages with the Greater Manchester 

contracting and procurement work 

stream.  

 

We will also work harder to fully articulate 

and measure outcomes from the person’s 

point of view.  

 

We will ensure that social value and the 

contribution that all providers make to the 

wider social good in our Borough is clearly 

evaluated and delivered. We see this as 

linking to the Borough agenda for growth, 

strengthening communities, skills and jobs.  

The National Memorandum of 

Understanding (MoU) to support joint 

action on improving health through the 

home (signed by Public Health England 

and NHS England) states that the right 

home environment can:  

 

 Delay and reduce the need for 

primary care and social care 

interventions, including admission to 

long-term care settings 

 

 Prevent hospital admissions 

 

 Enable timely discharge from hospital 

and prevent re-admissions to hospital 

 

 Enable rapid recovery from periods of 

ill health or planned admissions 

 

To address these issues, we have 

developed a set of ‘universal prevention’ 

priorities to complement the coping and 

thriving work stream by:  

 

 Embedding the 5 Ways to Wellbeing to 

the approximately 50,000 people living 

in social rented homes, with 

measurable wellbeing outcomes  

 

 Communicating health messages 

utilising existing communication 

processes  

 

 Training the housing workforce on key 

health messages and making every 
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contact count, focusing on prevention 

and self-care 

 

 Training the health and allied health 

professionals workforce on how to 

identify where housing is impacting on 

health and wellbeing and how to 

signpost to housing services  

 

 Data sharing to ensure health 

strategies are effectively targeted 

 

 Aligning existing work of housing 

associations which helps people to 

cope and thrive, with an initial focus 

on starting well (children) and ageing 

well (dementia)   

 

 Aligning housing strategies, duties and 

powers to health priorities – initially 

focusing on the homelessness strategy 

refresh 

As the ambitions of this Plan are 

developed, a number of further 

collaborations are being explored, where 

there is a strong evidence base of cost 

savings, including:  

 

 Supported Accommodation options 

for vulnerable young people (18-25), 

ensuring they are supported to make 

the transition to healthy adulthood 

 

 Tackling Fuel Poverty – delivering 

expanded and targeted warm homes 

advice and interventions  

 

 Hospital Discharge – advice service 

and housing pathways including ‘step 

down’ accommodation, reablement, 

aids and adaptations, handyperson 

and permanent rehousing where 

needed 

 

 Streamlining access to specialist 

housing advice – ensuring people 

accessing all parts of the health system 

and health and allied professionals 

also have access to expert housing 

and social advice 

 

Managing expectations – the need for a 

different conversation  

 

User expectations of  public sector 

services, including health and social care, 

has increased over recent years as 

information has become more readily 

accessible. 

In order to deliver our Plan we will need to 

develop a new relationship with local 

people, whereby a different set of 

expectations of the relationship and 

behaviours between the person and 

service is clear and understood.  

 

This applies to both service users and 

practitioners and will enable our new 

models of care to work to best effect, 

making the most use of the resources we 

have, and to deliver the best possible 

outcomes for the people whose need for 

services is greatest. 

 

We will work in partnership with local 

people and communities enabling them 

to do the best they can to look after their 

own health, to keep as fit and well as they 

can, and to make healthy lifestyle 

choices. 

 

Information about services (including 

satisfaction rates) will also be 

disseminated and / or gathered through 

existing engagement mechanisms such as 

Patient Participation Groups, social care 

surveys and the Friends and Family Test.  

 

We will develop our systems to routinely 

use this information to inform our planning 

and decision–making processes in the 

future. 

 

Managing the shift and risks 

 

We will use proxy measures of success 

(see Appendix 4) to monitor the impact of 

our new model of care.  
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In the short-term however, existing services 

will continue to be provided in order to 

minimise the risk to those who need help.  

 

Similar levels of specialist care will need to 

continue to be made available until new 

services are in place, embedded and 

service users have confidence in them. 

 

Our programme management 

mechanisms and the Integrated 

Commissioning Board (see Section 6 

below) will monitor outcomes and risks at 

appropriate intervals to ensure that the 

desired shifts are beginning to take place 

in accordance with our new model of 

care and support. 

 

Innovation is critical to successfully deliver 

our ambitions.  It is driven by continuous 

challenge and idea generation by our 

clinical leaders, workforce and 

population.  Idea generation will be 

supported through the effective use of 

business intelligence and provider market 

landscape information, to assist in the 

translation of ideas into action and 

outcomes, having due regard for 

appropriate governance and legislation.   

 

We have built a focus on innovation into 

each step of our seven-programmes to 

ensure that they are fully realised.  We will 

ensure that innovation is diffused across all 

stakeholders, including local voluntary 

and community groups to facilitate 

radical change based on the Community 

Assets Model.  This in turn will ensure that 

innovation is owned and nurtured at a 

local grass roots level, alongside more 

formalised professionally led structures. 

 

To underpin this, we will actively seek out 

best practice and innovation from other 

regions and other countries and seek to 

innovate and to use the freedoms and 

flexibilities that devolution to Greater 

Manchester provides to trial new 

approaches to health and social care. 

We will also make use of the work of the 

Greater Manchester Research and 

Innovation work stream to inform our 

plans. 

 

 

Additional funding / upfront investment for 

a number of areas such as parallel 

running, public engagement, workforce 

training and culture change activity, 

changes to the estate, recruitment drives 

for GPs, data sharing etc. will be required. 

 

Additional capital and revenue 

investment and transitional funding to 

develop the new model of care and 

support (and specifically in relation to 

enhanced services within community 

service hubs) will also be required.  

 

An estimate of the total investment 

required is shown in each of the 

transformational work programmes set out 

in Appendix 5. 
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In recognition of our collective 

responsibility for the commissioning of 

high-quality, effective and efficient health 

and care in our Borough, we have 

established an Integrated Commissioning 

Board which operates as a sub-

committee of the Health and Wellbeing 

Board. This Board will oversee the delivery 

of this Plan and report its progress to the 

Health and Wellbeing Board,  

 

The Board will routinely report to the 

Council’s Cabinet and the CCG’s 

Governing Body as shown in the diagram 

at Appendix 6. 

 

 

 

We will deliver our new model of care and 

support through seven inter-related 

programmes of work as described in the 

previous section. 

 

We are in the process of establishing a 

programme management approach to 

manage these programmes, which will 

include the identification of sponsors for 

each programme and the establishment 

of a Programme Board supported by a 

small dedicated project office. 

 

An overview of progress will be reported 

by the Programme Board to the 

Integrated Commissioning Board at 

appropriate intervals. 
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Appendix 1 

Figure 1: Total predicted financial gap over 5-years to 2021  

 

  2015-16 2016-17 2017-18 2018-19 2019-20 2020-21 

Spend             

CCG Spend £304.040m £310.170m £318.516m £327.167m £336.141m £344.605m 

CCG required surplus £3.979m £3.044m £3.095m £3.146m £3.199m £3.252m 

LA Spend £133.924m £136.249m £139.523m £143.924m £148.315m £152.692m 

Total Rochdale Spend £441.943m £449.463m £461.134m £474.237m £487.655m £500.549m 

Resources             

CCG Resources £308.019m £308.422m £312.543m £317.735m £323.014km £328.384m 

LA Resources £133.924m £122.417m £113.787m £107.939m £103.631m £100.427m 

Total Rochdale Resources £441.943m £430.839m £426.330m £425.674m £426,645k £428.811m 

Gap             

CCG Gap £0 £4.792m £9.068m £12.578m £16.326m £19.473m 

LA Gap £0 £13.832m £25.736m £35.985m £44.684m £52.265m 

TOTAL GAP £0 £18.624m £34.804m £48.563m £61.010m £71.738m 
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Figure 2: Predicted financial gap including Greater Manchester Transformation and social services protection 

 

 

Gap 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 

Total Initial Gap £0 £18.624m £34.804m £48.563m £61.010m £71.738m 

Financed by             

HMR CCG element of 

£444m £0 -£6.926m -£13.853m -£20.779m -£27.706m -£27.706m* 

RBC element of Protection 

of Social Services £0 -£3.991m -£7.401m -£10.653m -£13.753m -£16.710m 

Net Saving from Health 

Care Schemes identified £0 £0.399m -£0.607m -£5.192m -£8.138m -£9.244m 

Net Savings from LA 

schemes subject to the 

outcome of consultation & 

Member Decision £0 -£2.439m -£2.929m -£2.929m -£2.929m -£2.929m 

Revised Gap £0 £5.667m £10.014m £9.010m £8.484m £15.149m 
 

* We have assumed that 22% of Rochdale’s allocation of the £444m relates to specialist commissioning, leaving 78% or 

£27.706m   
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Methodology and assumptions 

 

The following assumptions have been made in the calculations of the financial gap for HMR CCG: 

 

Allocations 

 

 Allocation growth of 1.7% per annum from 1st April 2016 

 The £5,080k Better Care Fund allocation in 2015-16 is made recurrent 

 1% growth per annum in running cost allocation 

 Prior year’s surplus is drawn down the following year 

 

Expenditure 

 

 4% growth per annum in acute expenditure which will also support increased spend in the community 

 Parity of esteem for spend on Mental Health services Expenditure per annum will be 10% of annual allocation 

 1.7% increase per annum in prescribing expenditure 

 3% increase per annum in expenditure on Continuing Healthcare 

 1% increase per annum in running cost expenditure 

 

Other 

 

 CCG achieves a surplus of 1% per annum 

 

The inflation and growth assumptions are per the Regional Finance Directors Planning Assumptions agreed in November 2013. 

 

The following assumptions have been made in the calculations of the financial gap for Rochdale Council: 

 

The growth / reduction assumptions across the years underpinning this are as follows: 

 

 Council Tax +1.99% all years 

 Revenue Support Grant -17.5% in 2016-17 and -28.5% thereafter 

 Business Rates 0% all years 

 Top Up Grant 0% all years 

 General Grants +8.5% in 2016-17 and 0% thereafter 



 

Page | 37  
 

 Pay Inflation 1% all years 

 Superannuation increase +0.8% in 2016-17 and +0.9% thereafter 

 Prices – contractual arrangements and other significant inflation issues considered on a case by case basis, otherwise 0% 

 Discretionary Fees and Charges +2.0% all years 

 Waste Disposal Levy -0.21% in 2016-17 and +2.0% thereafter 

 PTA Levy +2.09% in 2016-17 and +2% thereafter 

 Adult Care Demographic Growth £1m in 2016-16, £0m in 2017-18 and £0.5m thereafter 

 Impact of Living Wage on RBC +£8.547m by 2020-21 

 Public Health funding -12.5% in 2016-17  

 Assumes the Better Care Fund continues at the same levels as 2015-16 

 All assumptions subject to change in relation to decisions on savings for 2016-17, delivery of balanced budgets in each of the 

years and announcements re Comprehensive Spending Review    

In respect of Public Health the assumption is that the position in relation to future commissioning from the Public Health Grant will 

be determined taking into account the financial position of the Council and the pool. 
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Appendix 2 

What local people and other stakeholders told us are important to them 

 

Theme Key points 

Starting well  Services for children to be delivered by multi-disciplinary teams based on the 

specific needs in that locality 

 Empower and allow communities to help themselves 

Living well  Encourage greater independence and healthy lifestyles 

 Make access to services easier 

Ageing well  There are too many routes-in to services and this is confusing 

 Belonging to a community maintains health 

 Adapt services and communication for older people, if needed 

Nurturing a social movement for change  Engage staff to become advocates for change 

 Develop the holistic approach to mental and physical health 

New models of care  Move away from one size fits all approach 

 Let the third sector reach their potential in the benefits they can bring 

 Focus on health education with children 

End of life  Intervention needs to be quicker to help families 

 Inform all involved what the patient’s wishes are, earlier on 

Supporting families  Improve technical links between agencies 

 Make referral routes easier 

In-hospital care  Discharge planning is key to better outcomes 

 Speed up availability of equipment and third sector involvement 

Out of hospital care  Increase the number of services delivered in community settings 

Mental health and wellbeing  Evidence base should include patient and user feedback as well as data 

 Streamline information portals and single key workers are crucial 

Social care  Greater awareness, mutual understanding and signposting is key 

Primary care  Allow GPs and nurses time to be used to best effect 

 Allow more flexibility 

Prevention  Lifestyles – more focus on smoking cessation, healthy weight, wellbeing, physical 

activity 

 Growing community and voluntary assets, supporting behaviour change 

 Maximising uptake of screening and immunisations 

 Self-management with strong focus on diabetes and respiratory illness 
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Theme Key points 

 Supporting those experiencing domestic abuse, alcohol dependency, Mental 

Health issues, worklessness, homelessness 

 Prioritising early years and parenting 

 Supporting older people through social isolation, dementia, falls 

 Promoting work, skills and health as essential to health and wellbeing 
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 Appendix 3 

Health outcomes in Rochdale Borough 

 

 

 

 

 

Headlines 

 

 

The Borough ranks 140th out 150 local authorities for overall premature deaths (under 75-years of age) 

 

 

 

A large proportion of the Borough’s early deaths are caused by heart disease, cancers, digestive disease (including liver cirrhosis) and lung 

disease (including lung cancer). Some of these conditions are preventable through avoiding smoking, drinking alcohol within 

recommended levels for health, eating a balanced diet, being physically active and maintaining a healthy body weight 

 

 

 

Life expectancy in the Borough is increasing; male life expectancy increased from 74 years in 2000-02 to 77.2 in 2011-13, female life 

expectancy increased from 78.8 years in 2000-02 to 81 in 2011-13. However, life expectancy in the Borough remains below national levels for 

both genders (males 79.4 years, females 83.1 years). There are also large disparities between the life expectancy in the most deprived areas 

and those in the least deprived areas for both males (9.9 years) and females (6.5 years) and the lower healthy life expectancy means the 

quality of life in the Borough is also below that seen nationally 

 

 

 

 

Circulatory diseases (for males) and cancer (for females) are the biggest contributors to the gap in life expectancy between Rochdale and 

England in 2010-12, accounting for 28.9% and 25.4% of the difference respectively.  Circulatory diseases for both males (26%) and females 

(32.8%) are the biggest contributors to the gap in life expectancy between the most and least deprived quintiles in Rochdale (2010-12) 

 

 

 

Self-assessed general health in the Borough is poor, with more people stating they have bad or very bad general health compared to 

national or regional comparators. Inequalities also exist across the Borough with those in deprived areas more likely to experience bad or 

very bad health (ONS Census 2011). People in Rochdale Borough develop long term limiting illnesses earlier than expected compared to 

the England average (ONS Census 2011). The most prevalent long term conditions locally include obesity, hypertension, diabetes and 

depression. It is important we do everything we can to prevent such conditions, identify them early and work with people to manage them 

well in the community 

 

 

 

Key 

Worse than England average   

Worse than England average but improving 

Better than England average 
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Getting a good start: Key facts  

 

 

Infant and child mortality in the Borough are similar to the England average. Immaturity related conditions such as respiratory and 

cardiovascular disorders were the most common cause of infant deaths in 2012, along with congenital anomalies 

 

 
 

 

Health protection is generally good with immunisation rates in the Borough above the England averages and World Health Organisation 

95% targets in most indicators 

 
 

 

Rochdale has a slightly higher proportion of 4-5 (22.8%) and 10-11 (34.4%) year olds who have excess weight compared to England (22.5% 

and 33.5% respectively) and although the difference is not significant, a higher proportion of those overweight in Rochdale are obese 

 
 

 

Educational attainment in the Borough is below that of England and the North West with variances in the Borough confirming the link 

between this and deprivation.  The gap is most evident at foundation stage where only 50% of children in Rochdale are achieving a good 

level of development (Early Years Foundation Stage Profile, 2014) compared to 60% nationally 

 

 

 

Rates of 16-18 year olds not in education, employment or training are decreasing at a faster rate than the England average (Department 

for Education, 2014).  

 
 

 

There are high rates of children in care, where numbers have steadily increased since 2009/10 (DFE, 2014)   

 
 

 

Levels of child poverty in the Borough are higher than national averages (24.6% of children under 20) (HM Revenue and Customs, 2012) 

 
 

 

There has been a decline in the number of under-18 conception rates to 26.1 in 2013 (only slightly above the national average)  
 

 

Rates of tooth decay in 5-year olds are better than the North West average, but worse than those of England and 31% of those who 

experience decay had an average of 5 teeth affected (Public Health England, 2014) 
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Emergency hospital admissions caused by unintentional or deliberate injuries for those aged 0-14 year old increased to 173.4 in 2013/14 

(Public Health England). This is above both the regional (144.3) and national (112.2) average rates  

 

However, in 15-24 year olds the rate has been in decline since 2010/11 and was 163.3 in 2013/14 

 

 

 
 

 

 

Under-18 hospital admissions for asthma are also higher than regional and national rates but declined in 2013/14 to 348.2 (per 100,000) 

  

 

Rates of under-18s hospital admissions for self-harm saw an increase to 474.6 in 2013/14, this trend was also seen in both regional and 

national comparators (Public Health England) 

 

 

 

Smoking at the time of delivery is high in the Borough (19% in 2013/14) and although it has declined since 2010/11 remains above the 

England rate of 12%.  

 

Rates of breastfeeding initiation have improved in the Borough since 2010/11 (60.6%) and in 2013/14 65.1% of women had initiated 

breastfeeding within 48 hours of delivery. Breastfeeding prevalence at 6-8 weeks is also increasing, from 39.2% in 2010/11 to 45.8% in 2012/13 

and is now just below the England rate of 47.2% 

 

 
 

 

 

Smoking prevalence at age 15 it is estimated to be 7% (WAY Survey, 2014/15) which is slightly less than the national rate of 8.2%. This trend is 

replicated in our local Health Related Behaviour Survey (2014) where fewer children seem to be taking up smoking and drinking of alcohol 

 

Diet and physical activity in under-18s remain a concern 

 

Chlamydia detection rates are increasing in the Borough and are above the target rate of 2,300 (currently 2,671 diagnoses per 100,000 

population) in 2013/14 (Public Health England) 

 

 
 

 
 

 
 

 

Over half of people with a lifetime mental health disorder at the age of 26 will have met the diagnostic criteria first by the age of 14. The 

reasons why a child may experience mental health problems include deprivation, learning disability, children in care, domestic abuse and 

homelessness. There are an estimated 12,310 children and young people with a mental health problem appropriate to a response from 

CAMHS. The majority of these (7,715) would be appropriate to a Tier 1 response 
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Living well: Key facts 
 

 

Our Borough had the 2nd lowest wellbeing score of 20 Boroughs across the North-West in the North-West Wellbeing Survey in 2013 with an 

average score of 26.3 out of a possible 35 

 

 

 

Rochdale Borough scores poorly on most smoking outcomes compared to regional and national comparators. This includes smoking 

prevalence (22.7% in Rochdale compared to 18.4% in England); smoking at the time of delivery (18.7% in Rochdale compared to 12% in 

England); hospital admissions (2,155 per 100,000 population in Rochdale compared to 1,688 in England) and smoking attributable mortality 

(360.6 per 100,000 population in Rochdale compared to 288.7 in England). Although this is a downward trend and some outcomes are 

improving, oral cancer registrations have increased and in 2010-12 were significantly above the England average (18 registrations per 

100,000 population in Rochdale compared to 13.2 in England) 

 

 

 

There have been recent notable improvements in alcohol specific/ related admissions to hospital for all age groups, but overall 

performance in alcohol related outcomes is poor compared to national averages.  Areas were Rochdale is significantly worse include:- 

Alcohol Specific Mortality rate of 18.8 per 100,000 (compared to 11.9 nationally); Mortality from Chronic Liver disease –rate of 19.5 per 

100,000 (compared to 11.7 nationally);  Hospital Admissions for Alcohol related Mental health/ Behavioural issues -crude rate 647 (compared 

to 394 National) 

 

 

 

Rochdale Borough has higher rates of substance misuse i.e. crack, opiates and injection use than England as well as poorer treatment 

outcomes. Rochdale also has the highest rate of drug related deaths in Greater Manchester at 67.5 per 100,000  (National rate is 33.5) 

 
 

 

Only 1 in 4 adults in Rochdale maintain a healthy weight, 68% of people are classed as having excess weight and 3.7% are underweight. 

Less than half of the population eat the recommended 5 portions of fruit and veg every day and the number of fast food outlets in the 

Borough (100 per 100,000 people) exceeds the national average 
 

 

 

Participation in regular physical activity is low amongst the population. A relatively high percentage of residents complete less than 30 

minutes exercise per week and a correspondingly low percentage (51.1%) exercise for over 150 minutes 
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Prevalence of sexually transmitted diseases is high and increasing in the Borough. HIV continues to be a real issue for high risk groups, and 

people from black African communities, although overall numbers are low (1.6 per 1,000, compared to 2.1 across England). The proportion 

of people being diagnosed with late stage HIV infections is higher than England at 61% 

 

 

 

The most prevalent long-term conditions locally include obesity, hypertension, diabetes and depression.  Long Term Conditions are known 

to take up 50% of GP appointments, 70% of Primary Care budgets and 70% of hospital inpatient bed days 

 

 

 

There are approximately 730 adults aged 18-64 with learning disabilities at the profound (PMLD) and severe level (SLD) in the Borough.  We 

estimate that virtually all are receiving services.  We estimate a further 3,500 local people have a moderate learning disability, with only 17% 

of these known to services 

 

 

 

Our Borough has the 12th highest prescribing rates for anti-depressants in England 

 
 

 

Levels of fuel poverty in the Borough are high (11.3%) but the areas of greatest need are in areas which generally have a younger 

demographic profile 

 

 
 

 

Higher percentages of our older population (ages 50-64) have no qualifications (33.3%) compared to the 16+ population (28.7%) in the 2011 

Census 

 
 

 

Levels of employment in older people (ages 50-64) have been steadily climbing since 2011 and are now at a similar level to the North West 

(63.1%) and Greater Manchester (63.6%) rates. The most recent period (January 2014 to December 2014) saw a drop in the Borough rate to 

62.7% from 63.2% 
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Ageing well: Key facts 

 

 

Life expectancy at the age of 65 is lower in the Borough (17.7 years for males, 19.9 years for females) than the England average (18.7 years 

for males, 21.1 years for females) 
 

 
 

 

Hospital admission rates (per 100,000 population) for both falls (2,126 from 2,462) and hip fractures (612 from 710) in over 65s have 

decreased in 2013/14, however they both remain above the England averages (2,064 and 580 respectively) 
 

 
 

 

Rates of A&E admissions in 2014/15 for Rochdale followed a similar trend to those seen in Oldham, however the admission rates in both were 

above those seen in Bury for almost the whole year. The top five diagnoses for A&E admissions in over 65s in 2014/15 for Rochdale were: 

Pneumonia, disorders of urinary system, COPD other, heart failure and acute lower respiratory infection 

 

 

The Borough has a lower percentage (41.3%) of adult care users who have as much social contact as they would like compared to the 

national average (44.5%) and analysis of eight potentially contributory factors revealed higher risk of loneliness and isolation in Rochdale for 

six of them compared to national levels 

 

 

 

Vaccine coverage is generally excellent within the Borough with rates of flu vaccination for both over 65s (77.4%) and the wider at risk 

population (61.3%) above England (73.2% and 52.3% respectively) rates in 2013/14 

 

However, rates of Pneumococcal vaccination in the Borough (66.4%) are lower than those seen nationally (68.9%) 

 

 
 

 

 

Factors such as social isolation, illness, bereavement and providing unpaid care can all contribute to an increased risk of developing mental 

ill health. Rochdale Borough has slightly higher proportions of older people in key risk groups compared to England, such as those living 

alone (35% in Rochdale compared to 31.5% in England), divorced or widowed (41.5% compared to 37.4%) or with limiting illness (32.5% 

compared to 26.9%). Prevalence of conditions such as dementia and depression increases with age. Therefore the projected increase in 

over 65’s from the 2013 population of 33,000 to 41,300 by 2025 will lead to increased pressure on service demand 
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Vulnerable groups: Key facts 

 

 

Hospital admissions data for the Borough shows that a higher proportion of admissions for BME groups are emergencies, compared to people of White 

British ethnicity. Mixed or multiple ethnic groups were found to have the highest proportion of emergency admissions (53.2%) 

 

 

The Borough has high percentages of claimants for incapacity benefit and employment support allowance (66% of out of work benefit claims in 2014) 

and claimants for mental health conditions (49.4% of ESA claims) are higher than the national average of 47.6% 

 

 

In the 2011 Census, 23,231 people in the Borough identified themselves as providing some amount of unpaid care. The majority of these (13,500) did so 

for between 0-19 hours per week but over 6,000 provided over 50 hours of unpaid care per week 

 

 

The number of ex-armed forces veterans in Rochdale was estimated to be 14,623 (8.7% of the over 16s Borough population) in 2012, which is similar to 

the average for Greater Manchester 

 

 

The Borough has higher rates of households being accepted as being homeless and in priority need (3.35 in 2014/15) compared to England (2.4) and 

Greater Manchester (2.12). However, the Borough has a low rate of those accepted as homeless being placed in temporary accommodation (0.38 per 

1,000 households) 
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Mental health and wellbeing: Key facts 
 

 

The Mental Wellbeing score for Rochdale has declined from 28.4 to 26.3 between 2009 and 2013 

 

 

Emergency hospital admissions for Dementia and Schizophrenia are high  

 

 

Our Borough has the 12th highest prescribing rates anti-depressants in England and ADHD prescriptions have also seen year on year increases since 

2011/12 

 

 

There is a low uptake / follow up of physical conditions and illnesses amongst mental health patients on the mental health register 

 

 

There is a correlation between mental health prevalence and deprivation 

 

 

Less than 5% of people receiving secondary mental health services have a job, which is one of the key ways to recovery 

 

 

Prevalence of conditions varies within the different wards of the Borough, with more affluent areas estimated to have lower rates than the more 

deprived wards for most common conditions including general neurotic disorders, personality disorders, psychotic disorders and major depression 

 

 

Rates of hospital admissions for mental health disorders (both planned and those classed as emergencies) are higher in areas of high deprivation. 

Rochdale has a higher rate of admissions for self-harm (2.42 admissions per 100,000 population) than the national average (1.88). Those aged under-18 

account for 16% of admissions (compared to 24% of the overall population) 

 

 

There are on average 20 deaths a year in the Borough due to suicide or injury undetermined. The highest risk age group is those aged 40-49 and around 

three quarters of all suicides in the Borough occur in the male population 
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Good physical health is vital to ensuring good mental health. Rochdale has a higher proportion of people with a long term illness or disability (20.9%) 

compared to England (17.6%)6 and fewer people partaking in regular exercise (52.1%) than the national average (55.6%) 

 

  

                                                
6
 2011 Census 
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Appendix 4 

Measures of success  

(Needs further development as a performance framework for the Board) 

 
 

Long-term outcomes  

 

Proxy measures of success Target  

 

Getting a good start 

 

 

Children and young people in our 

Borough will live longer and with better 

health and wellbeing 

 

 

Smoking at delivery rate 

 

 

Decrease the % of new mothers who smoke at time of delivery 

from 18.7 % to 13% 
 

 

Breastfeeding prevalence at 6-8 weeks 

 

Increase prevalence from 37.5% (2014-15) to TBC 

 

Infant mortality rate 

 

Infant and child mortality rates are similar to the rest of England.  

We aim to sustain this 

 

Childhood obesity rate 

 

Reduce obesity at aged 5 and 11 from 9.2% (aged 5) and 20.3% 

(aged 11) (2014-15) to TBC 

 

Children being supported through Early Help 

 

Increase the number of children, young people (and families) 

receiving Early Help and not progressing to statutory services 

 

Children in need of child protection due to neglect 

 

Reduce the proportion  of children over 5 becoming subject to a 

Child Protection Plan as a result of neglect 

 

Rates of childhood dental decay  

 

Reduction in childhood dental decay from an average of 1.55 

decayed, missing or filled teeth (2012) to TBC 

 

Hospital admission rate of under-18s  

 

Reduction in emergency hospital admissions 

 

Smoking prevalence at age 15-years 

 

 

 

 

 

 

 

 

 

 

Reduce prevalence from 7% (2014-15) to TBC 
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Long-term outcomes  

 

Proxy measures of success Target  

 

Getting a good start 

 

 

Access to Children and Adolescent Mental Health Services 

(CAMHs) 

 

 

Increase the number of children/young people seen within 18 

weeks 

 

Increase the number of Cared 4 Children supported through 

CAMHS 

 

Increase the number of children from targeted vulnerable groups 

being supported through CAMHS 

 

 

Children and young people in our 

Borough will be kept safe from harm 

 

 

Rate of children in care 

 

 

Reduce the rate of children in care to be in line with statistical 

neighbour average 

 

Children at risk of exploitation  
 

 

Reduce the number of young people known to be at risk of 

exploitation  (Modern Slavery, Sham Marriages, CSE) 

 

 

Childhood poverty rate 

 
Reduce childhood poverty from 25.2% (2012) to TBC 

 

Hospital admission rate of under-18s due to unintentional or 

deliberate injury 

 

Reduce admission rates from 144.7 per 10,000 (2014-15) to 

TBC 

 

Children and young people in our 

Borough will achieve and prosper 

 

 

School readiness  

 

 

Improve the % children attaining a good level of development at 

the end of the Early Years Foundation stage towards the national 

average  

 

 

GCSE passes at grades A*-C including English and Maths 

 

Improve the % young people attaining 5 A*-C including English 

and mathematics to at least the national average  

 

Young people in education, employment or training 

 

% of year 12s participating in learning (Raising Participation Age 

agenda) to be above 94% by 2021 

 

Under-18 conception rate 

 

Continue to reduce the under -18 conception rate from 26.1 per 

1,000 aged 15-17 (2013) to TBC 

 
 



 

Page | 51  
 

 

Long-term outcomes  

 

 

Proxy measures of success 

 

Target  

 

Living well 

 
 

People in our Borough will enjoy good 

health and wellbeing 

 

Smoking prevalence  rates 

 

 

Reduce prevalence from 21.1% (2014) to 16% 

 

Alcohol related hospital admissions 

 

 

Reduce admissions form 2,842.3 per 100,000 (2014-15) to TBC 

 

Substance misuse treatment rates 

 

 

Increase the % who complete treatment and don’t re-present 

within 6-montsh from TBC to TBC 

 

 

Adult participation in physical activity rate 

 

 

Increase from 48.9% (2014) to 56% 

 

Health checks programme 

 

Increase uptake for health checks programme from 43% (2014-

15) to 73% 

 

 

Cancer screening 

 

 

Increase uptake of breast screening from 67% (2014) to 80% 

 

Healthy life expectancy 

 

 

Increase healthy life expectancy for men from 59.5 years to TBC 

and for women from 58.8% to TBC 

 

People in our Borough with one or more 

long-term conditions will have a better 

quality of life  

 

Social care outcomes quality of life measure 
 

To be in the top 10% nationally by 2021 

 

Delayed transfers of care 

 

Top 10% nationally by 2021 

 

Number of emergency admissions and re-admissions 

 

We will reduce emergency admissions by 5% per year. This 

equates to a 25% reduction from our current position, against the 

composite indicator, over 5 years.  This equates to a decrease 

from 3459.5 to 2594.6 

 

 

Number of planned hospital episodes 

 

 

We will reduce planned hospital episodes by X per year. 
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Long-term outcomes  

 

 

Proxy measures of success 

 

Target  

 

Living well 

 

People will live independently and / or 

safely at home 

 

Number of people using intermediate tier services who remain at 

home 

 

TBC 

 

Number of people admitted to care homes 

 

TBC 

 

Number of people who benefit from reablement 

 

TBC 

 

Availably of extra supported housing for older people 

 

X number of units TBC 

People will feel in control of their own 

care and treatment and will believe 

they have had the best care possible 

 

 

The proportion of people reporting good patient experience of 

inpatient care 

 

 

Baseline measurement for this indicator equates to an 8% 

negative response rate. The CCG plans to reduce this to 7% by 

2018/19. This will move the indicator from 124 negative responses 

per 100 patients to 110 
 

 

The proportion of people reporting good  experience of General 

Practice and Out of Hours services 

 

 

We will increase the number of people having a positive 

experience of GP and OOH services, achieving the GM and 

national average by 2016-17 

 

 

The proportion of people reporting good experience of social 

care services 

 

TBC 

 

Proportion of people reporting they have choice and feel in 

control 

 

TBC 

 

People achieving level 4 using the Patient Activation Measure Tool 

(Kings Fund) 

 

TBC 
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Outcome 

 

How we will measure success Target 

 

Living well 

 

There will be parity of physical and 

mental health in our Borough 

Access to psychological therapies (IAPT) TBC 

 

The proportion of people reporting good experience of mental 

health services 

 

TBC 

Suicide rate Reduce suicide rate from 11.8 per 100,000 (2012-14) to TBC 

People in our Borough will live longer 

 

Premature mortality rate  

 

Reduce premature mortality rates (under75 years) from 460.5 per 

100,000 to 311 by 2019 
 

Potential years of life lost from causes considered amenable to 

healthcare 

Reduction in the number of potential years of life lost by 3.2% 

each year. This equates to a 15% reduction from our current 

position over 5-years 
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Outcome 

 

How we will measure success Target 

 

Ageing well 

 

More people will be able to die in their 

place of choice and feel in control of 

their own care at the end of their life 

 

Number of people who die in their place of choice 

 

75% by the end of 2021 (TBC) 

 

 

Number of people who are at or near the end of their life with 

advanced care plans in place 

 

TBC 

 

Number of emergency and planned admissions to hospital for 

people who are at or near to the end of life 

 

Reduction to be confirmed 

 

People who are providing care will feel 

well supported and able to continue to 

provide care for their family member 

 

 

Number of carers receiving services 

 

TBC 

 

Number of carers on Carers Register 

 

Increase by 100% by 2021 

 

Self-reported experience of carers 

 

 

TBC 

  

Self-reported own health of carers 

 

TBC 
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Outcome 

 

 

How we will measure success 

 

Target 

 

System outcomes 

 
 

Reduced use of hospital care and an 

increased use of primary, community 

and social care support 

 

Length of stay in hospital 

 

 

10% reduction in all lengths of stay by 2021 

Hospital attendances  for falls for over 65-year olds 
 

Reduce attendances from 10% to TBC  

Hospital admission rates for hip fractures for over 65-year olds 

 

Reduce admission rates from 612 per 100,000 (2011-14) to 

TBC 

 

Hospital admission rates for Pneumonia for over 65-year olds  
 

Vaccination rates in over 65-year olds 

 

Maintain uptake of the flu vaccination between 76% 

(2014) and 80% 

 

 

People feel safe at all times whilst using 

services 

 

 

Avoidable hospital deaths 

 

 

TBC 

 

Identification of safeguarding issues in all care settings 

 

 

TBC 

 

Rate of hospital acquired infections 

 

 

Deliver and sustain the zero tolerance approach for 

MRSA  

 

C Dificile - From Apr 15 to Aug 15 HMR CCG has 20 cases 

against a YTD target of 21. There were 4 in the acute 

setting and 16 in the community. The aim will be to 

reduce the number of cases year on year 

 

 

CQC Inspection assessments 

 

 

Specific targets to be developed to increase the number 

of good and outstanding regulated services across 

health care 
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Outcome 

 

 

How we will measure success 

 

Target 

 

System outcomes 

 
 

High-quality, best value health and 

social care economy 

 

 

Sufficient numbers of providers in the Borough to meet needs 

 

 

Supply consistently meets demand 

 

Quality of regulated providers 

 

 

TBC 

 

CQC Inspection assessments 

 

 

Specific targets to be developed to increase the number 

of good and outstanding regulated services across social 

care 
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APPENDIX 5 

Programme 1: Thriving and coping 

Vision:  

 

Individuals, families and communities thrive, achieve and succeed. People are 

independent, resilient, healthy and happy most of the time. People cope well with 

challenges, access preventive community services and know about and act upon early 

signs of problems and access early help when needed. Inequalities are reduced 

Officer Lead:   Andrea Fallon, Director of 

 Public Health 

Professional Leads: Michelle Loughlin, Wendy 

 Meston 

Objectives: 

 

1.  To develop an assets based approach to all our 

work and services - to build on all our strengths, 

potential and resources and better connect our 

services with each other and with communities 

 

2.  Local residents will feel more able to connect with 

others to develop strong social networks  
  
3.  Residents live, work and play  in  settings that 

support health and wellbeing from birth to old age  

 

4.   Local people access preventive services offered, 

we reach out to those who don’t and people are 

aware and act on early signs of problems 

  
5.  Local people supported to take as much control of 

their own lives as possible and we all support others 

to do the same 
  
6.  We tackle the causes of poor health including; 

poverty, debt, housing, unemployment, 

environment and crime and reduce negative 

impacts on health and wellbeing  

 

7.  We upscale mental wellbeing and resilience work 

 

 

What we will do: 

Year 1: 

 

 Community asserts, preventive services and early help will be mapped and publicised 

 Our plan to reduce premature mortality will be implemented by all partners 

 Our revised Healthy Lifestyles Strategy will be implemented  

 Commission a new integrated 0-4 service model as part of our approach to encourage the best start in life 

 We will develop a new network and service model for  of community development and health improvement 

services 

 A revised integrated service for health improvement, behaviour change support and community action will be 

commissioned 

 We will complete a review of volunteering opportunities and infrastructure across the Borough to identify capacity, 

skills and opportunities for expanding the contribution of volunteering to health and wellbeing. 

 We will upscale the implementation of our ‘5 Ways to Wellbeing’ programme 

 Revise and upscale our  Boroughwide approach to supporting resident’s literacy and numeracy  

 Develop a new response by re-designing services  to address the key factors which affect residents’ capacity to 

make positive choices: poor housing, low incomes and low literacy and numeracy levels to address the key factors 

which affect residents’ capacity to make positive choices 

 Revise our health inequalities plan to ensure that health inequalities reduce across groups and communities 

 Design and implement a lifestyles, health checks, screening and immunisations behaviour change programmes 

are made across groups and communities 

 Ensure that prevention priorities, self-care, social value, and an asset based approach is included in all major 

contracts and specifications  

 All main partners will lead by example by developing as a  workplace that enables people to thrive and cope 

 Produce a Borough aging well programme to incorporate plans for preventing loneliness, falls and isolation and 

supporting thriving and coping with dementia, illness or disability 

 Develop a joint communications strategy  
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Programme 1: Thriving and coping 

 

8.   We enhance and enable successful volunteering, 

self- help, self-care and community action  

 

9.   Behaviour change programmes to tackle lifestyles 

priorities including aspiration and motivation to 

change, tobacco, obesity, blood pressure, uptake 

preventive services and alcohol 

 

 

   

 

 

 

 

 
  

Year 2: 

 
 Monitoring the impact of initiatives in year 1 

 Expand and embed a system-wide ‘Making Every Contact Count’ programme for all front-line health and social 

care workers building on our ‘Health chats’ programme that will continue in year 1 
 Develop our offer to support parents to thrive and cope 

 Implement a programme to assess and reduce the impact of austerity including benefit take up ,reduce fuel 

poverty and reduce excess winter deaths  

 Establish a programme of participatory budget approaches with communities and partners.  

 Develop strong working relationships with the business sector through a workplace health programme, ensuring 

that local people are fit for work and are able to stay in employment. 

 Enhance our partnership working with schools to implement shared programmes and initiatives 

 Further develop our behaviour change programme 

 Launch a community web based resource to support thriving, coping and early help 

 To establish a workforce volunteering programme for the Borough, starting with Public Sector workers, and 

promoting the initiative across the business sector 

Year 3: 

 

 Embed new service models and evaluate their impact. 
 

Year 4:  

 

 Review the programme in its entirety and understand what’s working well for communities, what’s working less well 

and review the investments according to the evaluation 

Year 5:  

 

 Review the effectiveness of the expansion of the voluntary, its impact on communities,  individuals  and the health 

and social care system 

 Review  the effectiveness of behaviour change approach  and assess impact on system demand 

Impact / Outcomes:  

 

Our intention is that this plan will reduce reliance on services, and improve premature mortality through improvements in key outcomes in Rochdale toward national averages (in 

parentheses) within 5 years as follows: 
  

 Reduce premature mortality rates (under75 years) from 460.5 per 100,000 to 311 by 2019 
 Increase the % of physically active adults from 48.9% (to 56%) 
 Decrease the % of new mothers who smoke at time of delivery from 18.7 % to 13% 
 Reduce adult smoking rates from 21.1% to 16% 
 Increase the % of children that are school ready from 57% 2015 (national average 63%) 2015 to 2% above national average by 2020  
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Programme 1: Thriving and coping 

 

 Reduce alcohol specific hospital stays from 54.6 to 40.1 
 Reduction in the number of people claiming Employment Support Allowance for mental health needs. 
 Increase in the numbers volunteering (based on baseline established during year1) 
 Increase in uptake of health checks programme from 43% to 70% 
 Increase uptake of breast screening from 67% to 80% 
 

The impact of a robust thriving and coping section will also reduce demand on other parts of the system and these impacts are captured in the other sections. Reductions in levels 

of smoking, obesity, alcohol misuse, falls and loneliness and increasing levels of physical activity, uptake of checks, self-care advice, screening and immunisations will all reduce 

demand for services further down the live and improve quality and length of life 
Current Spend: 
 

CCG: £1.287m 
Rochdale Council: £29.83m –  
 

CCG finance includes identified programmes for 

thriving and coping. Activity expected within main 

NHS contracts has not been identified but will be 

addressed via joint working on specifications, quality 

and performance monitoring and through partnership 

working with providers. 

 

Please note that Rochdale Council figures include, 

Community Centres grants, Libraries, Link 4 Life and 

Parks & Play budgets, all of which are in addition to 

some Adult, Children’s and Public Health Services that 

form the main basis of the Locality Plan. Other budgets 

and services also align such as schools etc. 

Anticipated savings: (estimated) 

 

This programme will result in savings in other areas of 

the plan. Overall if applied at scale savings will be 

seen in all other sections of the plan and health and 

wellbeing outcomes for residents will improve.  

 

There are some potential savings within Council 

Services that are currently being consulted upon  

within the Thriving & Coping Programme that are 

subject to public consultation as part of the current 

Council  2016-18 as below; 

 

Year 1 : £686,000 

Year 2 : £251,000 

Year 3 : tbc 

Year 4 : tbc 

Year 5 : tbc 

Investment: (additional pump priming required) 
 

Year 1: £650,000 investment in a behaviour change 

programme, programme to support the expansion of 

volunteering, an enhanced affordable warmth scheme, 

hypertension programme, 5 Ways to wellbeing 

implementation and an ageing well programme 

 

Year 2: £850,000 extra cost to pick up full years costs of year 

one programmes and expand in community empowerment 

and development and programmes to support early 

identification of disease and increase community resilience 

 

Year 3: £250,000 to roll out and embed 

Year 4: £100,000 to roll out and embed  
Year 5 tbc 

Potential barriers / risks:  
 

 Commitment to investment in light of current system and financial pressures, recognising slow stream impact of this programme including likely reductions to Council budgets 

including Public Health grant 

 Anticipated pace and breadth of cultural change is less than anticipated. 

 Successful delivery of this programme is dependent upon both individuals and systems. 

 Programme delivery is partly reliant on digital resources some of which have not yet been developed. 

 Sustainable change will require services to trust communities and individuals and devolve control to them. 
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Programme 1: Thriving and coping 

 

Links to other work programmes:  
 

 Major interface with HUB/EASY. This section is critical to the success of the all of the savings in other areas 
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Programme 2: Early Access to Support for You delivered via Community Hubs and the Nerve Centre 

Vision:  

To reduce high cost reactive services by ensuring that residents are effectively 

managed from the outset and then supported at the most appropriate  level of 

intervention, underpinned by real time, integrated data tracking to support 

patient care, service development and intelligent commissioning of responsive 

services. 

Officer Lead:   Jeanette Leach / Kathryn 

Saunderson / Simon O’Hare 

Clinical Lead:  Dr Lynn Hampson 

Objectives: 

 

1. Progressive employment opportunity i.e. Hubs are 

an employment opportunity, local jobs for local 

people, progression from call handling to front 

desk, skills retention, strong development focus, 

jobs that people want, as this is the start to career 

and therefore they can see the progression so they 

will take lower paid work to start with, this 

progression will be helpful to link in with the end of 

academic years and this offers support to people 

finishing courses, open day recruitment.  High 

quality consistent customer experience, 

underpinned by a standard message, which instils 

pride in the workforce and confidence in the 

population 

 

2. Offers Gateway and Management for the entire 

remodelled health and social care system. The 

focus of the offer will be on delivering early access 

and shifting the balance towards a preventative 

system, whilst offering coordinate support, and 

facilitating rapid access at the point of need. This is 

not just about the front end of care but the nerve 

centre will track patients through the system and 

offer opportunities for preventative and proactive 

intervention with residents of all ages 

 

 

 

 

What we will do 

Year 1:   

 

 Finalise agreement of sites for delivery of this model 

 Ensure sites are mobilised in line with relevant timescales 

 Engage a team to deliver this including Organisational Psychologist, Service Designer, Customer Service Training 

experts, Architect / Design team for 18 months to support through first 6 months of delivery 

 Engage, recruit and train the EASY non clinical workforce 

 Consult with existing staff to be based here on changed role, changed location and changed ethos 

 Recruit clinical staff not within existing services 

 Finalise demand and capacity modelling 

 Map current provision and understand anticipated interplay and impact upon existing services 

 Secure data sharing agreements and resolve any Information Governance issues  

 Procure the Nerve Centre IT and ensure on time delivery  

 5 year marketing and Communications Strategy to be developed within Year 1 implementation in year at least 6 

months before opening on physical sites 

 Comprehensive Directory of all services including voluntary sector produced 

 To mobilise in line with Primary Care extended hours timescales and to support this active monitoring of the 

extended hours demand and uptake at each site 

 

 

Year 2: 

 

 EASY launched including both the Community Hubs and the Nerve Centre 

 Ongoing marketing and active promotion through all media forums 

 Active monitoring of site, service and demand uptake with remedial action taken if initial assumptions prove to be 

incorrect 

 Begin the proactive intervention through use of the Nerve Centre data 

 Continue to embed and promote underpinning ethos 
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Programme 2: Early Access to Support for You delivered via Community Hubs and the Nerve Centre 

 

3. An enabler to the wider scale behaviour change 

programme, underpinned by a strong coaching 

culture that runs through the whole Borough wide 

health and social care system 

 

4. Buildings to be inviting and attract residents.  It is 

vital to ensure a positive experience to reduce the 

use of, and reliance upon, existing high cost 

service and therefore support changes to service 

delivery 

 

5. To signpost to support and co-ordinate residents’ 

journey through the system with particular 

attention on referrals to Thriving and Coping and 

Getting Help where appropriate 

 

6. Reduce system waste by offering care and support 

at the right time in the right place to minimise 

duplication, prevent escalation and allow 

reinvestment and ensure sustainability 

 

7. To identify high risk presentations and escalate at 

the appropriate time to the support necessary 

 

8. To initiate an all age early help assessment  and 

refer into Getting Help locality based teams  

 

9. A co-ordinated Multi Agency Response at all 

points in the system 

Year 3:  

 

 Act upon the findings of the enablers in year 2 

 

  

Year 4: 

 

 Act upon the findings of the enablers in year 2 

 

Year 5: 

 

 Act upon the findings of the enablers in year 2 

 

 

 

 

Impacts / Outcomes:  

 

 Effective triage can reduce demand for GP appointments by 35% therefore supporting the implementation of the primary care strategy and improving primary care quality 

 Reduction in inappropriate A&E (15%) & Urgent Care Centre attendances (60%).  Savings will result in other parts of the system 

 Reduction in inappropriate Emergency Admissions (10%). Savings will result in other parts of the system 

 Reduction in inappropriate Outpatient appointments (10%). Savings will result in other parts of the system 

 Reduction in inappropriate referral to Adult Social Care.  Savings will result in other parts of the system 

 Reduction in inappropriate referral to Children’s Social Care. Savings will result in other parts of the system 

 Increase in  residents’ confidence in accessing and  utilising low level support 

 Increased public confidence in staying well 

 Empower residents to self-manage.  GM strategy suggests that supporting those with chronic conditions in the community can lead to a 15% reduction in elective and a 30% 

reduction in unplanned 
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Programme 2: Early Access to Support for You delivered via Community Hubs and the Nerve Centre 

Current Spend 

 

The EASY will be comprised of current services (these 

services are within the current cost envelope) and 

new functions in the EASYs which will be implemented 

at an additional cost.  A proportion of the investment 

into the EASY will be for the delivery of a true customer 

service model that acts as a vehicle and an enabler 

for both behaviour change and realisation of desired 

system shift.  

 

A guiding principle of the EASY model will be access 

to the right level of the right services in the right places 

at the right time.  Long term planning around this 

programme will recognise that the role, function and 

utilisation of the EASY will change over time in order to 

best serve its purpose as a vehicle for change. 

 

The design of the EASY model will be predicated upon 

a requirement to deliver sustainable savings through 

ongoing and iterative system change i.e. reduced 

spend and activity in Getting Help, Getting More Help 

and Getting Specialist Help rings, with the EASY serving 

as a gatekeeper into traditional health and social 

care services. 

 

There will be an evidence based co-design of the 

EASY through 2015/16 and into 2016/17 as evidence 

has shown that co-production can lead to system 

wide savings of up to 7%. 

Anticipated savings: 

 

CCG savings 

 

Year 1: £0 

Year 2: £2.8m 

Year 3: £6.4m 

Year 4: £8.8m 

Year 5: £9.2m 

 

These are assumed direct savings and do not take into 

account any indirect savings such as have been 

estimated in places such as Kirklees where the 

HealthMyself website COACH is estimated to save 

c£2m per annum. 

 

 

Investment: 

 

Year 1: £1.1m Nerve Centre & £0.75m staff & other costs. 
Year 2: £2.2m Nerve Centre & £3m staff & other costs. 
Year 3: £2.2m Nerve Centre & £3m staff & other costs. 
Year 4: £2.2m Nerve Centre & £3m staff & other costs. 
Year 5: £2.2m Nerve Centre & £3m staff & other costs. 

 

Costs for Nerve Centre are based on that worked up and 

submitted by Trafford CCG.  The EASY model will save money 

in all areas of the system through both its co-coordinator role 

and also its intervention role.  The most significant aspect of 

this will be the pump priming to develop the sites themselves 

and train the staff to deliver the ethos and excellent customer 

service.  It is not possible to estimate the costs at this stage as 

this will require support to model footfall, required space and 

layout.  The savings calculated give a further opportunity for 

costs of up to £7m yet the recurrent costs are unlikely to 

exceed 50% of this as the majority of the workforce will be 

existing staff and the new staffing that need costing is shown 

below. 

 

To be costed: Band 3 front desk, community connectors / 

marketers, additional RAID, call handlers, web developers, 

children’s assessment via Advanced Nurse Practitioners, 

increase the living well service by 30 – 50%,     

Potential barriers / risks:  

 

 The Thriving and Coping offer is not comprehensive enough and so residents access Getting Help provision instead 

 Behaviour change is not as significant as required and residents continue to use existing services. Mitigation is via Programme 7 Strategic Change and the Behaviour change 

element of this 

 The EASY is perceived to bypass other processes with a more instant response 

 Information Governance and data sharing agreements not in place to allow Nerve Centre to flourish mitigated as GM IM&T strategic plan aligns to nerve centre 
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Links to other work programmes:  

 

 The Thriving and Coping offer will enable effective signposting  

 Getting help will provide the higher level of support after screening 

 Behaviour Change element of the Strategic Change Enablers is key to full utilisation of the Community Hubs 

 Hub at Rochdale Infirmary has significant links to the Mental Health Programme due to the MH Sanctuary being developed through this 

 Links to GM IM&T Strategic Plan to allow the Nerve Centre to come into being and be used to its full potential 

 

 

  



 

Page | 65  
 

 

Programme 3: Getting help 

Vision:  

 

To work as one team, to improve the wellbeing and quality of life for people who have 

on going health and /or social care needs, supporting them to remain independent at 

home and to avoid unnecessary escalation of their care and support needs 

 

Officer Lead:  Sheila Downey, Director of Adult Care, 

Rochdale Council 

Clinical Lead:  Dr Lynn Hampson 

Objectives: 
 

1. Increase people’s confidence, independence 

and wellbeing to support them to cope better 

and live well with their long term health 

conditions 

 

2. Ensure people with multiple or complex 

conditions receive coordinated and 

proactive help, extending the current case 

management approach to more people 

 

3. Extend the range of help available for people 

with ongoing long term conditions, taking a 

personalised approach to care planning, and 

through the use of a wide range of support 

services 

 

4. Extend the range of care and support for 

carers recognising the critical role they play in 

keeping people well, at home; and also the 

health care needs carers themselves face  

 

 

 What we will do: 

Year 1: 

 

 Commission a new generic care and support service. This will be linked to the integrated neighbourhood teams and 

deliver both direct care and advice and support for a targeted group of people. The targeted group include people with 

fluctuating long terms conditions and people at, or approaching the end of life  

 Implement a new carer’s service– through an integrated commissioning approach. This will focus on advice and 

information, improve reach and increase breaks  

 Commission an integrated early help early years’ service (phase 1 of the integrated All Age Early Help offer) 

  Implement multiagency response to domestic abuse incidents with follow up to address  causes  

 Remodel existing services  for children with disabilities and special educational needs   

 Commission new Community Dementia Support Service, to include diagnosis at Primary Care, information, advice and 

dementia support including day support and breaks for carers. It will also include a safe and well weekly call for all carers 

of people with dementia  

 Implement phase 1 of the new Borough telecare and telehealth strategy, extending Careline monitoring type services to 

reach 75% of people over 80 years by 2020 

 Enhance Community Falls service  

 Implement A single point of contact for Health and allied health professionals to get specialist housing advice  

 Commission a Warm Homes Rochdale on a payment by results basis to reward interventions and outcomes, Joint 

Partnership with Rochdale Council, HMR CCG and Rochdale Housing Partners to tackle fuel poverty. ( Evidence base 

Oldham LA and CCG- 2012) 
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5. Reduce demand for more hospital care, and 

more intensive social care. 

 

6. Bring expertise out of  intensive services to 

support people at home where necessary  

 

7. Develop and implement an all age early help 

offer, supporting people to manage and be in 

control of their own care and support, and 

where possible able to return to manage with 

support from the thriving and coping set of 

services 

 

8. Extend the care and support services 

available to people at, or near, the end of life. 

This will aim to supporting people to die in their 

place of choice but crucially to make 

advance decisions about their care and 

treatment with the full knowledge and 

understanding of the implications 

 

9. Streamlining access to Housing advice and 

support   

 

10. Tackling Fuel Poverty to improve health 

outcomes  

 

 

Year 2: 

  

 Scale up the number of people supported through multi-disciplinary case management, supported by the integrated 

neighbourhood teams along with the new generic support teams and linked with other local support services  

 Full implementation of the new Community Dementia Support Service, to include diagnosis at Primary Care, information, 

advice and dementia support including day support and breaks for carers   

 Commission new models of care as an alternative to our current Supported Living Offer for people with learning disabilities 

and more complex multiple conditions  

 Commissioning of the 2
nd

 phase of the integrated All Age Early Help offer  

 Ongoing implementation of the integrated All Age Early Help offer, scaling up evidence based interventions including 

Family Nurse Partnership   

 Increase telecare and telehealth monitoring linked to Borough wide work on extending digital access, and increase use 

of telephone and on line health care consultations and social care assessments.  

 Accelerated access to aids and adaptations, handy person assistance and where necessary permanent rehousing to 

address health impacts of poor or unsuitable housing 

 

Year 3: 

 

 Further development of years 1 and 2  

 Commission more supported housing offer with housing providers to offer real alternative to residential and nursing care 

and more intensive supported living type arrangements 

Year 4: 

 

 Further development of years 1 and 2   

Year 5: 

 

 Further development of years 1 and 2  

 

Impacts / Outcomes: -  

 

 To reduce the number of people needing high cost reactive services, specifically hospital services,  high costs intensive social care, and to reduce the number of children 

looked after  

 Improved wellbeing for people with Long Term Conditions, including people with dementia as reported by themselves  

 Improved wellbeing of carers , with better reported health and satisfaction with services  

 Increased confidence  for people that they can live well with their long term conditions, with choice and control over the way their treatment and care is delivered  and 

reduced crisis in their condition  

 Increase in the number of people cared for at home 
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 Increased satisfaction with health and care services provided , more people feeling more in control 

 To decrease the cost of ongoing support , through using resources more effectively and different models of care  

 75% people die in place of choice by 2020.  

 75% of people at , or near the end of life, to have advanced decision  planning  

 75% of all older people over 75 years and 75% of people supported by case management to have Careline type services  

 Reduce the number of falls by 25% 

 

Current Spend: 

 

CCG: £95.5m 

Council: £23.1m 

NHS England: £43.6m (this is Primary Care expenditure, 

GP, Dentist, Pharmacy and Optician, that will transfer to 

the CCG at 1
st
 April 2016)  

 

CCG finance is indicative and needs to be validated 

Anticipated savings: 

 

CCG savings 

 

Year 1: £0.1m 

Year 2: £0.2m 

Year 3: £0.4m 

Year 4: £0.6m 

Year 5: £0.9m 

 

Council savings 

 

Year 1: £794,000 

Year 2: £833,000 

Year 3: £833,000 

Year 4: £833,000 

Year 5: £833,000 

 

Investment: 

 

Year 1: £0.1m 

Year 2: £0.1m 

Year 3: £0.1m  

Year 4: £0.1m 

Year 5: £0.1m 

Potential barriers / risks: 

 

 Scale not significant enough to achieve impact 

 Relies on Primary Care and Integrated Neighbourhood Teams being able to focus on those most in need – the new alternatives need to work to allow this to be optimum impact  

 Relies on early help for children and families to be more impactful and divert from need for more intensive children’s social care support  

Links to other work programmes: 

 

 Strong links to Thriving and Coping and seamless managed pathways to Getting More Help and Getting Specialist Help 
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Programme 4: Getting more help 

Vision:  

 

Promote services that provide the right care in the right place, promoting management 

and provision within the local community and at home where possible. 

Officer Lead:   Charlotte Booth 

Clinical Lead:  Dr Lynn Hampson 

Objectives: 

 

1. Prevent escalation to Getting Specialist Help 

 

2. Manage and supporting local people within this 

element to allow step down to Getting Help 

 

3. Support the prevention agenda 

 

4. Enhance community provision of service to reduce 

the need for local people to access Getting More 

Help service 

 

5. Increase in the use of assistive technology to 

support those managing long term conditions and 

disabilities 

 

6. More appropriate management of patients / 

residents disabilities and long term conditions with 

an initial focus on Dementia 

 

7. More responsive reablement and rehabilitation 

service 

 

8. Roll out of Integrated Elective Care Pathways and 

benefits therein 

 

9. Repatriation of all residents with learning disabilities 

patients back to the Borough 

 

10. Provide more flexible and responsive respite 

services for families with children with disabilities 

 

11. Implement an effective edge of care provision to 

prevent children moving into care 

 

 

What we will do 

Year 1:   

 

 Increased Community IV Therapy Service. 

 Improved Dementia pathway and offer greater social care domestic and community support to reduce 

residential admissions. 

 Intermediate Tier roll out and expansion, reduction in dementia admissions to urgent care.  

 Review ratio of community and inpatient MH service offer and develop business case for new model 

Development of a short break offer, foster care recruitment, development of ASD pathway.  

 

Year 2:  

 

 Review of social care patients out of area to ascertain if sections placed upon them are still appropriate and RBC 

should pay. 

 Increase use of intermediate care service. 

 Complete mobilisation of Mental Health Access HUB and Sanctuary links to MH work stream 

 Implementation of new model of community inpatient care (with a focus on strengthening Getting Help offer).  

 

Year 3: 

 

 Reduction in unnecessary outpatient and planned care activity. 

 

Year 4:  

Year 5: 



 

Page | 69  
 

Programme 4: Getting more help 

 

12. To reduce inappropriate referrals into getting more 

help so to ensure action is taken earlier 

 

13. Deliver a clear ADS pathway to manage demand 

and provide support 

 

14. Preventing the un-necessary escalation of need 

resulting in children becoming looked after.  

Impacts / Outcomes:  -  

 

 Reduction in A&E attendances and Emergency Admissions 

 Reduced number of falls within the Borough 

 Reduced number of patients being placed in Residential Care 

 Reduction in acute physical health spend for people with a mental illness 

 Reduction in residents re-presenting in getting more help services 

 Increase in residents reporting confidence in managing their needs 

Current Spend: 

 

CCG: £132.4m 

Council: £30.8m 

 

CCG finance is indicative  and needs to be validated 

Anticipated savings: 

 

CCG savings 

 

Year 1: £4.9m 

Year 2: £5.7m 

Year 3: £6.2m 

Year 4: £6.5m 

Year 5: £7.0m 

 

Council savings 

 

Year 1: £626,000 

Year 2: £826,000 

Year 3: : £826,000 

Year 4: : £826,000 

Year 5: : £826,000 

 

Investment: 

 

Year 1: £3.4m 

Year 2: £2.9m 

Year 3: £2.6m 

Year 4: £2.5m  

Year 5: £2.5m 

Potential barriers / risks:  

 

 Lack of investment in Getting Help and need to pump prime additional community support whilst maintaining current level of inpatient provision.  

 Mental Health is not seen as a high priority.  

 3) Challenge with getting physical health services to understand and acknowledge mental health needs particularly regarding perinatal mental health. 
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Links to other work programmes:   

 

Strong links to Mental Health work and the Hub / EASY and Getting Help programmes. 
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Programme 5: Getting specialist help 

Vision:  

Ensure that the quality of services commissioned are of the appropriate quality, that 

patients are  managed safely and securely with the best outcomes whilst value for money 

is maintained 

Officer Lead: Charlotte Booth / Neil 

Meadowcroft 

Clinical Lead: Dr Lynn Hampson 

Objectives: 

 

1. Manage local people within this element to allow 

step down to Getting More Help where 

appropriate 

 

2. Repatriation of local people back to the Borough 

or GM conurbation from out of area placements 

3. Local provision to provide Specialist / Forensic LD 

treatment 

 

4. Deliver Gtr. Manchester LD Fast Track objectives 

 

5. Reduction in the number of children with complex 

needs placed out of Borough 

 

6. Reduction in the number of inappropriate referrals 

to children’s Social Care Services 

 

7. To build the local foster care and adoption 

capacity to meet local demand 

 

8. Ensuring synergy with the Gtr. Manchester Trauma 

Network 

 

9. Gtr. Manchester Neuro Rehabilitation services 

 

10. Ensuring synergy with the Gtr. Manchester 

Healthier Together Programme 

 

11. Become compliant at a Gtr. Manchester level 

against the Improving Outcomes Guidance 

(IOG)for all relevant cancer areas  

 

12. Ensure synergy with the Gtr. Manchester wide 

Devolution Manchester programmes 

What we will do: 

Year 1:   

 

 Review all out of area placements and scope required provision i.e.  specialist workforce, estates, wider support 

 Begin the repatriation process for local people whose care is delivered out of area 

 Review and scope required provision to commission Specialist / Forensic LD treatment and commence delivery of 

the GM LD Fast Track Objectives 

 Review and scope the local foster and adoption capacity and demand 

 Ensure synergy with the Gtr. Manchester wide transformation programmes e.g. Healthier Together, Neuro 

Rehabilitation 

Year 2: 

 

 Continue the repatriation process for local people whose care is delivered out of area 

 Ensure synergy with the Gtr. Manchester wide transformation programmes e.g. Health Together, Neuro 

Rehabilitation 

 Commence increasing the local fostering and adoption capacity to meet demand  

 Commence the delivery of Specialist / Forensic LD treatment and continue the delivery of the GM LD Fast Track 

Objectives 

Year 3: 

 

 Complete the repatriation process for local people whose care is delivered out of area 

 Ensure synergy with the Gtr. Manchester wide transformation programmes e.g. Healthier Together, Neuro 

Rehabilitation 

 Complete delivery of the GM LD Fast Track Objectives 

 Continue increasing the local fostering and adoption capacity to meet demand  

Year 4:  

 

 Ensure synergy with the Gtr. Manchester wide transformation programmes e.g. Healthier Together, Neuro 

Rehabilitation 

 Commence increasing the local fostering and adoption capacity to meet demand  
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13. Reduce the number of and cost of Looked After 

Children  

Year 5: 

 

 Ensure synergy with the Gtr. Manchester wide transformation programmes e.g. Healthier Together, Neuro 

Rehabilitation 

 Local fostering and adoption demand and capacity match 

Impacts / Outcomes:  

 

 Reduction in Out of Area Placements for both Health and Social Care with an increase in provision within Borough for residents with complex needs  

 Reduced number of patients being placed in Residential Care and Continuing Health Care 

 Reduced LOS for those patients who are appropriately admitted to hospital with safe, appropriate discharge and no readmissions 

 Reduction in reliance on inpatient and out of area high end provision and rebalancing of system towards community care closer to home 

 Reduction in the number of Cared4children 

 Reduction in the number of children on child protection plans 

 Increase in the number of placements with foster carers and adoptive families  

 Delivery of outcomes as per Gtr. Manchester transformation programmes e.g. Healthier Together  

Current Spend: 

 

CCG:  £64.8m 

Council: £34.3m 

NHS England: £0m 

Anticipated savings: 

 

CCG savings 

 

Year 1: 

Year 2: 

Year 3: 

Year 4: 

Year 5: 

 

Savings will be mainly driven through GM wide pieces 

of work due to the complex nature of residents within 

this category and also the prevention and better 

management agenda which over time will reduce the 

number of residents who escalate and need support 

and to access services with this programme. 

 

Council savings 

 

Year 1: £333,000 

Year 2: £333,000 

Year 3: £333,000 

Year 4: £333,000 

Year 5: £333,000 

 

Investment: 

 

Year 1: 

Year 2: 

Year 3: 

Year 4: 

Year 5: 

 

Investments to deliver savings will be mainly driven through 

GM wide pieces of work due to the complex nature of 

residents within this category and also the prevention 

agenda and better management which over time will 

reduce the number of residents who escalate and need 

support and to access services with this programme.  

Investments for the non GM elements of this will be included 

within the relevant other programmes to prevent / reduce 

escalation. 
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Potential barriers / risks:  

 

 Lack of investment in Getting Help and need to pump prime additional community support whilst maintaining current level of inpatient provision 

 Mental Health is not seen as a high priority 

 Challenge with getting physical health services to understand and acknowledge mental health needs particularly regarding perinatal mental health  

 Challenge with mental health providers to understand and acknowledge physical health needs to help towards the reduction of health inequalities 

 4) External factors e.g. in Borough migration and immigration impact on modelling 

Links to other work programmes:  

 

This programme links to all other programmes as the overall aim of the Locality Plan is to reduce activity and spend in this programme and redistribute to other areas 
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Programme 6: Mental health 

Vision:   

Embedding a preventative mental health system which promotes recovery and builds on 

the foundations of emotional wellbeing 

Officer Lead: Kathryn Saunderson 

Clinical Lead: Dr Bob Wood 

Objectives: 

 

1. Reduce the  number of people reaching mental 

health crisis through rapid access to the right level 

of support and a managed approach to care 

 

2. Embed the Five Ways to Wellbeing as a 

framework for prevention and sustainable 

recovery 

 

3. Provide timely and accurate assessment closer to 

home, to ensure residents receive the right level 

of support 

 

4. Shift balance of current system from acute 

inpatient services to local community provision, 

and reduce Out of Area placements.  Current 

CCG ratio of spend for adult MH care is 15 

Primary Care, 25 Community and 60 inpatient.  

Secondary Care Adult Community spend 

currently equates to 12% of main CCG Mental 

Health Contract 

 

5. Strengthen the Getting Help offer for Mental 

Health All Age provision, and commit to 

community offer investment 

What we will do: 

Year 1:  

 

 Co-design Mental Health Access HUB and Sanctuary and develop implementation plan 

 Understand the demand for Thriving and Coping model which will be required from step-down from health and 

social care services 

 Understand gap in provision and mobilise sustainable offer through partnership approach. 

 Understand network and virtual team needed to provide whole-person approach to service users and develop 

pathway 

 Review ratio of community and inpatient service offer, and develop business case for new model 

 Complete Dementia pathway review and implementation of integrated service model and CCG and RBC 

 Implementation of  CAMHS Transformation plan 

 Mobilisation of new offer for psychological therapies 

 Map the current emergency hospital usage for patients with a mental health condition who do not have a 

physical health condition and begin the process to ensure that the MH sanctuary within the Rochdale Infirmary 

Hub can manage all of these patients. 

Year 2:  

 

 Complete mobilisation of Mental Health Access HUB and Sanctuary 

 Implementation of new model of community inpatient care (with a focus on strengthening Getting Help offer) 

 Implement pathway between Mental Health service and Thriving and Coping provision to enable step-down from 

services  

 Ongoing implementation of CAMHS Transformation plan. 

 Mobilise services to ensure that the MH sanctuary can accept up to 50% of patients with a mental health 

condition but no physical health condition who would have gone to A&E. 

Year 3:  

 

 Continue to shift the focus from inpatient to community provision and monitor and review impact of system 

change. 

 Mobilise services to ensure that the MH sanctuary can accept up to 75% of patients with a mental health 

condition but no physical health condition who would have gone to A&E. 
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Year 4: 

 

 Continue to shift the focus from  inpatient to community provision and monitor and review impact of system 

change 

 Mobilise services to ensure that the MH sanctuary can accept up to 100% of patients with a mental health 

condition but no physical health condition who would have gone to A&E. 

Year 5: 

 

 Continue to shift the focus from inpatient to community provision and monitor and review impact of system 

change. 

Impacts / Outcomes:  

 

 Reduction in frequent fliers to urgent and emergency care 

 Reduction in frequent fliers to urgent and emergency care with no physical health condition as per trajectory included above. 

 Reduction in reliance on inpatient high end provision and rebalancing of system towards community care closer to home, this is what the investment is designed to do. 

 Increase in population mental wellbeing and mental wellbeing for people with mental illness 

 Reduced gap in life expectancy for people with a mental illness 

 Reduction in Out of Area placements 

 Significant reduction in young people and new mothers presenting with mental health needs 

 Reduction in acute physical health spend for people with a mental illness 

Current Spend: 

 

CCG:  £30.8m 

Council:  the costs of mental health services are 

included in Programmes 1, 3, 4 and 5 above 

 

The finance values are included within each of the 

other templates.  Mental Health is a cross cutting work 

stream not a separate programme of work. 

Anticipated savings 

 

Savings are anticipated to be realised in the Getting 

Specialist Help Tier with regards to High Cost 

Independent Sector placements.  However, it is 

recognised that the system shift will require a 3 – 5 year 

lead in time to ensure robust community and 

reablement provision is available for this cohort.   

 

The Borough’s main Mental Health service provider is 

currently commissioned under a block arrangement.  

From April 2016 this is anticipated to move to a 

shadow Payment by Results model, with full 

implementation from April 2017.  This represents an 

opportunity to significantly reduce current costs as 

current investment is heavily weighted towards 

expensive inpatient provision. Realisation of this 

opportunity will be dependent upon implementation 

of the investment approach shown above and the 

development of safeguards which incentivise the 

Investment: 

 

Year 1: £1m 

Year 2: £2m 
Year 3: £3m 
Year 4: £3m 
Year 5: £3m 

 

Establishment of investment required will require further work 

up of Mental Health Access model, which will be delivered 

through a co-design approach. The Getting More Help 

programme identifies potential additional investment 

requirements for Mental Health service provision. 

 

This is to support the ring fencing of current expenditure on 

adult inpatient care while community capacity is 

significantly strengthened in order to rebalance the local 

model of MH provision. 
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provider to gate keep from inappropriate admissions 

to inpatient beds. 

Potential barriers / risks:  

 

 Lack of investment in Getting Help and need to pump prime additional community support whilst maintaining current level of inpatient provision 

 Mental Health is not seen as a high priority 

 Challenge with getting physical health services to understand and acknowledge mental health needs particularly regarding perinatal mental health 

Links to other work programmes:  

 

Mental Health programme cuts across the whole of the Locality Plan system model and this work programme will align to these agendas and support and enable delivery. 

Thriving and Coping model will be the key to delivering the recovery model and supporting overall mental wellbeing agenda.  
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Programme 7: System transformation 

Vision:  Create and sustain radical change through the development of a 

‘Rochdale Change Co-operative’. It’s mission will be to positively influence the 

delivery of public services, challenge current norms and drive innovation through 

co-design. 

Officer Lead: Kathryn Saunderson (CCG) and 

Laura Beesley (Council) 

 

Objectives:  

 

‘Rochdale Change Co-operative’: 

 

1. To be a catalyst for radical and sustainable 

change by bringing in expertise and knowledge 

which allows us to challenge current norms for 

public service delivery, identify new and 

innovative ways to deliver, and implement and 

embed this through developing local talent 

 

Systemic change programmes 

 

The ‘Rochdale Change  Co-operative’s agenda will 

have an initial focus on 4-interrelated systemic change 

programmes delivered on a Borough wide level, to 

create a new cooperative relationship between 

residents, business and agencies. These change 

programmes form the foundation upon which 

successful implementation of our new model for 

health and social care delivery is built 

 

1. Behaviour change 

 

To initiate a dialogue in the Borough which results in a 

change of behaviour in our residents, businesses and 

agencies resulting in more effective use of resources 

 

2. Co-design of services 

 

To embed a model of collaborative commissioning in 

which services are co-designed by local people, 

providers and commissioners 

 

 

 

 

What we will do: 

Year 1:  

 

 Develop a specification for the ‘Rochdale Change Co-operative’ centre 

 Engage key strategic partners to provide leadership for the ‘Rochdale Change Co-operative’, e.g. Academic 

Centres, Business Organisation and Public Sector leaders 

 Recruit core team to deliver the infrastructure of the Rochdale Change model 

 Develop training programme and recruit/second wider team to deliver change programmes 

 Four year Change model programme plan for 2017-21 developed and approved, with executive sponsorship 

across all public agencies 

Year 2:  

 

 Commencement of behaviour change programme  

 Co-design with key stakeholders a communications strategy which enables genuine dialogue between residents 

and staff based on the knowledge and experience of residents  

 Delivery of Change model programme plan 

 

Year 3:  

 

 Delivery of Change model programme plan 

Year 4: 

 

 Delivery of Change model programme plan 

Year 5: 

 

 Delivery of Change model programme plan 
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3. Marketing 

 

To develop effective communication and marketing 

strategies with residents which builds on their assets 

and overcomes current barriers 

 

4. Quality Improvement 

 

To work with the Nerve Centre to utilise data and 

intelligence to deliver proactive and ongoing quality 

improvement 

 

 

Impacts / Outcomes:  

 

The outcomes are a combination of the outcomes identified in each of the other 6-programmes of work 

 

Current Spend: 

N/A There will be current spend in the delivery areas 

for this programme. However the Rochdale Change 

Co-operative delivery vehicle will be entirely new 

investment. Once implemented this will enable 

reduction in spend across these areas and will 

continue to drive change across the system 

Anticipated savings 

 

The savings are a combination of those identified in 

each of the other 6-programmes of work. 

Investment: 

 

Costings to be worked up in further detail once concept is 

agreed and support for vision is secured. 

Potential barriers / risks:  

 

 

 

Links to other work programmes:  

 

 Each of the 6-programmes of work 

 Greater Manchester works streams – specifically IMT, Estates, Workforce and Contracting and Procurement 
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Appendix 7 

 

A good prevention system 
 

We will continue to develop a public health approach for all of our population across the different stages of their lives with a focus 

on prevention.  We want public health potential to be maximised across our entire local system, including in our communities, the 

places where people live and work, our voluntary and community sector and across all of our services (including preventative 

services, primary care, community services, acute and specialist services). Our overarching framework for achieving this is outlined 

below, and summarised in our ‘Prevention Pyramid’ diagram. 

 

We want to see maximised health gain from our local ‘Wider Determinants of Health’ – A clear public health focus across 

education, employment and skills, housing, community safety, environment and transport. We also want to see healthy 

workplaces across the Borough. 

 

We want to ensure a life-course approach to health is in place from pre-birth, through childhood, adolescence, working age, up 

to old age and end of life. We want to be clear about where the people with the greatest needs are and how we support them, 

but also where we have existing strong assets within our communities to improve health.  

 

Our top prevention priorities based on immediate need and demand are cardiovascular disease (CVD) and heart failure, 

respiratory disease, cancers, type 2 diabetes – including renal management, hypertension (high blood pressure), anxiety and 

depression, liver disease and alcohol misuse, childhood parenting, neglect and domestic abuse, falls, social isolation and 

dementia. 

 

Our prevention priorities are to have: 

 

 Resilient individuals, families and communities that are empowered to thrive and cope 

 A health improving voluntary and community sector  

 Universal and targeted public health and preventative services including maximising uptake programmes and reducing risk 

from high blood pressure, NHS Health checks, cancer screening and immunisation 

 Effective self-care, where people are empowered and skilled to manage their own long term conditions with a strong focus on 

diabetes and respiratory illness such as COPD 

 A good start for children including parenting support and early help 

 An ageing well prevention programme including reducing social isolation, falls prevention and dementia  
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 Work, skills and health - healthy workplaces and a prevention approach to worklessness 

 Skilled and knowledgeable carers who get the support they need, when they need it. 

 Lifestyles - a strong primary prevention programme with upscaled focus on tobacco and weight as biggest impact areas and 

wellbeing, physical activity, food and drink 

 Prevention approach to domestic abuse, alcohol, mental health, and homelessness within a complex dependency approach 

 A golden thread of public health and prevention in all services. We will embed prevention and health improvement in ALL our 

services and contracts including primary care, community services, acute and specialist services, social care, housing, libraries, 

environmental services etc. This approach includes a ‘Making Every Contact Count’ (Health Chats) approach. 
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 Maximise potential for prevention and health 

improvement in ALL our services and 

contracts & Equity audit and actions,  

 Early help, making every contact count, 

Healthy workplaces 

 Promote screening, immunisations and 

checks 

 Community development approach across 

all services 

 

 

 Effective self-care, people empowered and 

skilled to manage their own conditions 

 Skilled and knowledgeable carers who get 

support they need 

 Preventive services to support lifestyle and 

wellbeing behaviour change and uptake 

 

 

 Resilient individuals, families and 

communities- asset based approach 

 Maximum health gain from education, jobs, 

skills, housing, safety, transport, environment 

 Vibrant voluntary and community sector 

Rochdale Borough Prevention Pyramid 

 

 

 

Specialist 

Secondary 
care 

Community services 
& social care 

Primary care 

Carers 

Self care 

Preventative services 

Health Improving Voluntary sector 

Wider Determinants 

Resiliant, healthy communities 
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Appendix 8 

Links to Greater Manchester work streams 

 

 

Greater Manchester 

works stream 

 

Rochdale link 

officer(s) 

 

Rochdale Borough change 

programme 

 

 

Why this is important to our Plan 

 

Mental Health (including 

children and young 

people) 

 

Andrea Fallon Programmes 1- 6  
Link to specialist mental health services provided at 

scale 

Dementia 

 

Kathryn Saunderson 

and Dorothy Latham 

 

Programme 6 Link to wider research and specialist care 

Learning & Disability 

 

Janet Fenton and 

Trevor Stephenson 

Programmes 5 and 6 
Shared access to specialist and supported care and 

accommodation 

Early years 

 

Laura Beasley 

 

Programmes 1-3 Link to wider research and learning 

 

Prevention 

 

Andrea Fallon Programme 1 Link to wider research and learning 

Primary Care Kate Hudson 

 

Primary Care Strategy and 

Programmes 1-3 

 

Link to wider research and learning  

 

Acute & specialised 

services 

 

Charlotte Booth Programmes 5 and 6 
Shared access to specialist services and economies 

of scale 
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Greater Manchester 

works stream 

 

Rochdale link 

officer(s) 

 

Rochdale Borough change 

programme 

 

 

Why this is important to our Plan 

 

Cancer 

 

Laura Fletcher Programme 1 and 5 
Link to wider research, shared access to specialist 

services and economies of scale 

 

New Society 

 

Andre Fallon Programme 7 Supporting behaviour change 

Public Service Reform TBC Programme 7 

 

Link to wider research and learning, and shared 

services and expertise 

 

Social Care Reform Sheila Downey Programmes 3,4 and 5 

 

Link to wider research and learning, and shared 

services and expertise 

 

 

Enabler – 

Communications & 

Engagement 

 

Danny Brierley and 

Alison Mitchell 
Programmes 1-7 

Supporting behaviour change, and marketing of 

new models of care 

 

Enabler – Research & 

Innovation 

 

Fiona Boyd Programmes 1-7 Link to wider research and learning 

 

Enabler – Capital & 

Estates 

 

Ian Mello Programmes 2-7 

 

 

Improved premises and economies of scale 
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Greater Manchester 

works stream 

 

Rochdale link 

officer(s) 

 

Rochdale Borough change 

programme 

 

 

Why this is important to our Plan 

Enabler – IM&T 

 

Paul Chadwick and 

Scott Moseley 

Programmes 2-7 

 

Shared systems to support single patient record and 

data sharing between agencies to manage 

complex dependencies, signposting, assessments 

and referrals 

 

Enabler - Workforce Lesley Mort Programmes 1-7 

 

Addressing skills shortages, support for training, 

recruitment and retention and flexible working 

across organisational boundaries 

 

Enabler – Contracting & 

Procurement 

Simon O’Hare and 

TBC 
Programmes 1- 7 

 

Shared access to specialist services and economies 

of scale 

 

 

 

 

 

 

 

 

 

 

  


