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Guidance

Overview

The Better Care Fund (BCF) quarterly monitoring template is used to ensure that Health and Wellbeing Board areas continue to meet the requirements of the BCF 

over the lifetime of their plan and enable areas to provide insight on health and social integration. 

The local governance mechanism for the BCF is the Health and Wellbeing Board, which should sign off the report or make appropriate arrangements to delegate 

this.

Note on entering information into this template

Throughout the template, cells which are open for input have a yellow background and those that are pre-populated have a grey background, as below:

Data needs inputting in the cell

Pre-populated cell

Note on viewing the sheets optimally

To more optimally view each of the sheets and in particular the drop down lists clearly on screen, please change the zoom level between 90% - 100%. Most drop 

downs are also available to view as lists within the relevant sheet or in the guidance tab for readability if required.

If required, the row heights can be adjusted to fit and view text more comfortably for the cells that require narrative information. Please note that the column 

widths are not flexible.

The details of each sheet within the template are outlined below.

Checklist

1. This sheet helps identify the data fields that have not been completed. All fields that appear as incomplete should be complete before sending to the Better Care 

Support Team.

2. It is sectioned out by sheet name and contains the description of the information required, cell reference (hyperlinked) for the question and the 'checker' column 

which updates automatically as questions within each sheet are completed.

3. The checker column will appear “Red” and contain the word “No” if the information has not been completed. Clicking on the corresponding “Cell Reference” 

column will link to the incomplete cell for completion. Once completed the checker column will change to “Green” and contain the word “Yes”

4. The 'sheet completed' cell will update when all 'checker' values for the sheet are green containing the word 'Yes'.

5. Once the checker column contains all cells marked 'Yes' the 'Incomplete Template' cell (below the title) will change to 'Complete Template'.

6. Please ensure that all boxes on the checklist tab are green before submission.

1. Cover

1. The cover sheet provides essential information on the area for which the template is being completed, contacts and sign off.

2. Question completion tracks the number of questions that have been completed; when all the questions in each section of the template have been completed the 

cell will turn green. Only when all cells are green should the template be sent to england.bettercaresupport@nhs.net

2. National Conditions & s75 Pooled Budget

This section requires the Health & Wellbeing Board to confirm whether the four national conditions detailed in the Integration and Better Care Fund planning 

requirements for 2017-19 continue to be met through the delivery of your plan. Please confirm as at the time of completion.

https://www.england.nhs.uk/wp-content/uploads/2017/07/integration-better-care-fund-planning-requirements.pdf

This sheet sets out the four conditions and requires the Health & Wellbeing Board to confirm 'Yes' or 'No' that these continue to be met. Should 'No' be selected, 

please provide an explanation as to why the condition was not met within the quarter and how this is being addressed. Please note that where a National Condition 

is not being met, the HWB is expected to contact their Better Care Manager.

In summary, the four national conditions are as below:

National condition 1: A jointly agreed plan

Please note: This also includes onfirming the continued agreement on the jointly agreed plan for DFG spending

National condition 2: NHS contribution to social care is maintained in line with inflation

National condition 3: Agreement to invest in NHS-commissioned out-of-hospital services

National condition 4: Implementation of the High Impact Change Model for Managing Transfers of Care

https://www.england.nhs.uk/wp-content/uploads/2017/07/integration-better-care-fund-planning-requirements.pdf
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3. National Metrics

The BCF plan includes the following four metrics: Non-Elective Admissions, Delayed Transfers of Care, Residential Admissions and Reablement. As part of the BCF 

plan for 17/19, planned targets have been agreed for these metrics.

This section captures a confidence assessment on meeting these BCF planned targets for each of the BCF metrics.

A brief commentary is requested for each metric outlining the challenges faced in meeting the BCF targets, any achievements realised and an opportunity to flag 

any Support Needs the local system may have recognised where assistance may be required to facilitate or accelerate the achievement of the BCF targets.

As a reminder, if the BCF planned targets should be referenced as below:

- Residential Admissions and Reablement: BCF plan targets were set out on the BCF Planning Template

- Non Elective Admissions (NEA): The BCF plan mirrors the CCG Operating Plans for Non Elective Admissions except where areas have put in additional reductions 

over and above these plans in the BCF planning template. Where areas have done so and require a confirmation of their BCF NEA plan targets, please write into 

england.bettercaresupport@nhs.net

- DToC: The BCF plan targets for DToC for the current year 17/18 should be referenced against the agreed trajectory submitted on the separate DToC monthly 

collection template for 17/18.

The progress narrative should be reported against this agreed monthly trajectory as part of the HWB’s plan

When providing the narrative on challenges and achievements, please also reflect on the metric performance trend when compared to the quarter from the 

previous year - emphasising any improvement or deterioration observed or anticipated and any associated comments to explain.

Please note that the metrics themselves will be referenced (and reported as required) as per the standard national published datasets.

4. High Impact Change Model

The BCF National Condition 4 requires areas to implement the High Impact Change Model for Managing Transfer of Care. Please identify your local system’s current 

level of maturity for each of the eight change areas for the reported quarter and the planned / expected level of maturity for the subsequent quarters in this year.

The maturity levels utilised are the ones described in the High Impact Changes Model (link below) and an explanation for each is included in the key below:

Not yet established -  The initiative has not been implemented within the HWB area

Planned -                         There is a viable plan to implement the initiative / has been partially implemented within some areas of the HWB geography

Established -                  The initiative has been established within the HWB area but has not yet provided proven benefits / outcomes

Mature -                           The initiative is well embedded within the HWB area and is meeting some of the objectives set for improvement

Exemplary -                    The initiative is fully functioning, sustainable and providing proven outcomes against the objectives set for improvement

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/systems-resilience/high-impact-change-model

Where the selected maturity levels for the reported quarter are 'Mature' or 'Exemplary', please provide further detail on the initiatives implemented and related 

actions that have led to this assessment.

For each of the HICM changes please outline the challenges and issues in implementation, the milestone achievements that have been met in the reported quarter 

and any impact to highlight, and any support needs identified to facilitate or accelerate the implementation of the respective changes.

Hospital Transfer Protocol (or the Red Bag Scheme):

The template also collects updates on areas’ implementation of the optional ‘Red Bag’ scheme. Delivery of this scheme is not a requirement of the Better Care 

Fund, but we have agreed to collect information on its implementation locally via the BCF quarterly reporting template.

Please report on implementation of a Hospital Transfer Protocol (also known as the ‘Red Bag scheme’) to enhance communication and information sharing when 

residents move between care settings and hospital.

Where there are no plans to implement such a scheme please provide a narrative on alternative mitigations in place to support improved communications in 

hospital transfer arrangements for social care residents.

Further information on the Red Bag / Hospital Transfer Protocol: 

A quick guide is currently in draft format. Further guidance is available on the Kahootz system or on request from the NHS England Hospital to Home team. The link 

to the Sutton Homes of Care Vanguard – Hospital Transfer Pathway (Red Bag) scheme is as below:

https://www.youtube.com/watch?v=XoYZPXmULHE

The HICM maturity assessment (particularly where there are multiple CCGs and A&E Delivery Boards (AEDBs)) may entail making a best judgment across the AEDB 

and CCG lenses to indicatively reflect an implementation maturity for the HWB. However, the AEDB lens is a more representative operational lens to reflect both 

health and social systems. Where there are wide variations in their maturity levels, making a conservative judgment is advised. Please note these observed wide 

variations in the narrative section on ‘Challenges’. 

Also, please use the ‘Challenges’ narrative section where your area would like to highlight a preferred approach proposed for making this assessment, which could 

be useful in informing design considerations for subsequent reporting.

5. Narrative

This section captures information to provide the wider context around health and social integration.

Please tell us about the progress made locally to the area’s vision and plan for integration set out in your BCF narrative plan for 2017-19. This might include 

significant milestones met, any agreed variations to the plan and any challenges.

Please tell us about an integration success story observed over reported quarter highlighting the nature of the service or scheme and the related impact.

https://www.local.gov.uk/our-support/our-improvement-offer/care-and-health-improvement/systems-resilience/high-impact-change-model
https://www.youtube.com/watch?v=XoYZPXmULHE
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Please Note:

-  You are reminded that much of the data in this template, to which you have privileged access, is management information only and is not in the public domain. 

It is not to be shared more widely than is necessary to complete the return.

-  Any accidental or wrongful release should be reported immediately and may lead to an inquiry. Wrongful release includes indications of the content, including 

such descriptions as "favourable" or "unfavourable".

-  Please prevent inappropriate use by treating this information as restricted, refrain from passing information on to others and use it only for the purposes for 

which it is provided.

-  This template is password protected to ensure data integrity and accurate aggregation of collected information. A resubmission may be required if this is 

breached.

Question Completion - when all questions have been answered and the validation boxes below have turned green you should send the template to 

england.bettercaresupport@nhs.net saving the file as 'Name HWB' for example 'County Durham HWB'

Herefordshire, County of

Emma Evans

evevans@herefordshire.gov.uk

01432 260460

Martin Samuels





Selected Health and Well Being Board:

National Condition Confirmation

If the answer is "No"  please provide an explanation as to why the condition was not met within 

the quarter and how this is being addressed:

1) Plans to be jointly agreed?

(This also includes agreement with district councils on use 

of  Disabled Facilities Grant in two tier areas) Yes

2) Planned contribution to social care from the CCG 

minimum contribution is agreed in line with the Planning 

Requirements? Yes

3) Agreement to invest in NHS commissioned out of 

hospital services?
Yes

4) Managing transfers of care?

Yes

Statement Response

If the answer is "No"  please provide an explanation as to why the condition was not met within 

the quarter and how this is being addressed:

If the answer to the above is 

'No' please indicate when this 

will happen (DD/MM/YYYY)

Have the funds been pooled via a s.75 pooled budget?

No

A s75 agreement is in place, which is due to expire on 31 March 2018. Partners have both agreed to 

extend the agreement to 31 March 2019 and are currently working together to update the scheme 

level schedules. 31/01/18

Confirmation of National Conditions

Confirmation of s75 Pooled Budget

Herefordshire, County of
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Selected Health and Well Being Board:

Metric Definition Assessment of progress 

against the planned 

target for the quarter

NEA Reduction in non-elective admissions On track to meet target

Res Admissions

Rate of permanent admissions to 

residential care per 100,000 population 

(65+) 

On track to meet target

Reablement

Proportion of older people (65 and over) 

who were still at home 91 days after 

discharge from hospital into reablement 

/ rehabilitation services

Not on track to meet target

Delayed Transfers of 

Care*
Delayed Transfers of Care (delayed days) Not on track to meet target

Herefordshire, County of
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3. Metrics

* Your assessment of progress against the Delayed Transfer of Care target should reflect progress against the monthly trajectory submitted separately on the DToC trajectory template



Challenges Achievements Support Needs

Achieving the NEA target continues 

to pose a challenge to all partners. 

Seasonal pressures have caused 

additional challenges during quarer 

3.

NEA performance is broadly in line 

with target for the year to date. 

NEAs for the over 65 age group are 

below target.

None identified

Capacity within the care home 

market within Herefordshire 

continues to challenge partners, 

specifically nursing care provision. 

To date this year, the number of 

new paermanent admissions to 

residental and nursing homes has 

been kept at a lower level than in 

the previous year, and meeting 

targets set out.  There remains a 

None identified

Performance remains at 78.8% at 

period end.  This is still in relation 

to clients that were discharged in 

to the Reablement service, rather 

than the fully revisied homefirst 

service.

The development work in Q2 

identified a number of issues with 

patient flow through the service.  

Workshops were held with 

Homefirst staff, therapists and 

community WVT staff.  Then 

None identified

Achieving the DToC target 

continues to pose a challenge to all 

partners. Seasonal pressures have 

caused additional challenges 

during quarter 3.

Significant reductions in DTOCs 

have been made compared to the 

reference period

None identified

Herefordshire, County of

* Your assessment of progress against the Delayed Transfer of Care target should reflect progress against the monthly trajectory submitted separately on the DToC trajectory template





Q2 17/18
Q3 17/18 

(Current)

Q4 17/18 

(Planned)

Q1 18/19

(Planned)

If 'Mature' or 'Exemplary', please 

provide further rationale to support this 

assessment

Challenges Milestones met during the quarter / 

Observed impact

Chg 1 Early discharge planning Established Established Established Established

Out of county patients continue to pose 

challenges to all partners. Seasonal 

pressures and increases in demand have 

also provided additional challenge.

DToC figures are reviewed on a weekly 

basis in order to ensure that all partners 

have a clear understanding of the 

reasons for delays. The Red to Green 

programme continues to be delivered 

and is progressing within the 

Chg 2
Systems to monitor 

patient flow

Not yet 

established

Not yet 

established
Plans in place Plans in place

Further scoping continues to be required 

to explore options in relation to system 

requirements. 

Partners continue to work together to 

ensure patient flow is improved, which 

includes a daily system call. 

Chg 3
Multi-disciplinary/multi-

agency discharge teams
Established Established Established Established

Challenges are minimal. Partners 

continue to work well together.

Daily calls are in place with system wide 

multi agency involvement.

Chg 4
Home first/discharge to 

assess
Plans in place Plans in place Established Established

Implementing a change in culture to 

embed a reablement ethos continues to 

be a challenge. 

The Home First service was implemented 

during quarter 3. The impact of this 

service is expected to be seen during 

quarter 4. 

Chg 5 Seven-day service Established Established Established Established

Discussions continue with care home 

providers in order to ensure they are 

able to respond to transfers and returns 

7 days a week.

Seven day provision continue to be 

delivered for key services, including 

Home First and Falls response service.

Chg 6 Trusted assessors
Not yet 

established

Not yet 

established

Not yet 

established
Plans in place

Providers were encouraged to consider 

trusted assessor pilots as part of the iBCF 

funding bid process, however no formal 

bids were received. 

No key achievements or progress made 

during quarter 3.

Chg 7 Focus on choice Established Established Established Established

None identified. The redesigned ASC pathway has been 

implemented, which has a clear focus 

upon client choice and strength based 

assessments.

Chg 8
Enhancing health in care 

homes
Plans in place Plans in place Plans in place Established

Commissioners continue to progress 

plans in addressing the limited nursing 

home capacity within the county. 

Red bag pilot scheme has been 

implemented during quarter 3. 

Better Care Fund Template Q3 2017/18
4. High Impact Change Model

Narrative

Herefordshire, County ofSelected Health and Well Being 

Board:

Maturity assessment



Q2 17/18
Q3 17/18 

(Current)

Q4 17/18 

(Planned)

Q1 18/19

(Planned)

If there are no plans to implement such 

a scheme, please provide a narrative on 

alternative mitigations in place to 

support improved communications in 

hospital transfer arrangements for 

social care residents.

Challenges Achievements / Impact

UEC Red Bag scheme Plans in place Established Established Mature

Previous challenges have included 

difficulties in engaging providers, 

however positive feedback has been 

utilised to encourage further 

engagement.

Red bag pilot scheme has been 

implemented during quarter 3. An initial 

cohort of 10 providers continue to take 

part and an additional cohort of 18 

providers are now engaged. An 

evaluation is due to take place during 

Hospital Transfer Protocol (or the Red Bag Scheme) 

Please report on implementation of a Hospital Transfer Protocol (also known as the ‘Red Bag scheme’) to enhance communication and information sharing when residents move between care settings and hospital.



Support needs

None identified

None identified

None identified

None identified

None identified

None identified

None identified

None identified

Narrative



Support needs

None identified

Hospital Transfer Protocol (or the Red Bag Scheme) 

Please report on implementation of a Hospital Transfer Protocol (also known as the ‘Red Bag scheme’) to enhance communication and information sharing when residents move between care settings and hospital.



Selected Health and Wellbeing Board:

19,485     

17,180     

Progress against local plan for integration of health and social care

As detailed within the Herefordshire Integration and Better Care Fund plan 2017/19, our shared intent is to redesign services in order to improve 

patient and service user outcomes by delivering person-centred care, working together to support people to improve their wellbeing, maintain 

their independence and live longer in good health. 

During quarter 3 partners have continued to work together during the implementation of the Home First service. A clear example of this positive 

arrangement is detailed below. 

Better Care Fund Template Q3 2017/18
5. Narrative

Herefordshire, County of

Remaining Characters:

Please tell us about the progress 

made locally to the area’s vision and 

plan for integration set out in your 

BCF narrative plan for 2017-19. This 

might include significant milestones 

met, any agreed variations to the 

plan and any challenges.

Please tell us about an integration 

success story  observed over the 

past quarter highlighting the nature 

of the service or scheme and the 

related impact.

Integration success story highlight over the past quarter

The adult social care system in Herefordshire has been redesigned in order to manage demand and to deliver a system which is fit for purpose.  

The redesigned service model is formed of 3 key pathways – urgent, short term care and long term care. The Home First service provides a 

fundamental function within the short term care pathway. Ensuring that effective and responsive short term interventions are available for 

people in the community are key in helping to reduce or eliminate the need for longer term solutions. The primary objective of the Home First 

service is to deliver a strength based model, which is built upon an enabling ethos, to support people to regain skills and enable independence. 

The aim is to assist people on their journey to independence, allowing them to remain independent and to prevent the need for long term care. 

The service will work closely with frontline health services and will have an integrated therapy led approach.

The Home First service has been further implemented during quarter 3.  Initially there were significant challenges posed by a large demand for 

the service and difficulties recruiting staff.  There were also issues with the skills and levels of training inherited staff had received.  This has 

required a significant training programme to be developed and implemented. The service has a new eligibility criteria based on 3 levels of 

support the service provides.  This has taken time to embed in terms of understanding of the criteria by the team and ensuring referrals into the 

service are of good enough quality to enable initial decisions about eligibility to be made.

As the services has embedded issues arose around the patient flow into and out of the service with a lack of clarity and understanding on how 

this pathway worked in terms of its relationship with community therapeutic services and a number of potential blocks that needed to be 

Remaining Characters:





Complete Template

1. Cover

Cell Reference Checker

Health & Wellbeing Board C8 Yes

Completed by: C10 Yes

E-mail: C12 Yes

Contact number: C14 Yes

Who signed off the report on behalf of the Health and Wellbeing Board: C16 Yes

Yes

2. National Conditions & s75

Cell Reference Checker

1) Plans to be jointly agreed? C8 Yes

2) Social care from CCG minimum contribution agreed in line with Planning Requirements? C9 Yes

3) Agreement to invest in NHS commissioned out of hospital services? C10 Yes

4) Managing transfers of care? C11 Yes

1) Plans to be jointly agreed? If no please detail D8 Yes

2) Social care from CCG minimum contribution agreed in line with Planning Requirements? If no please detail D9 Yes

3) Agreement to invest in NHS commissioned out of hospital services? If no please detail D10 Yes

4) Managing transfers of care? If no please detail D11 Yes

Have the funds been pooled via a s.75 pooled budget? C15 Yes

Have the funds been pooled via a s.75 pooled budget? If no, please detail D15 Yes

Have the funds been pooled via a s.75 pooled budget? If no, please indicate when E15 Yes

Yes

3. Metrics

Cell Reference Checker

NEA Target performance D7 Yes

Res Admissions Target performance D8 Yes

Reablement Target performance D9 Yes

DToC Target performance D10 Yes

NEA Challenges E7 Yes

Res Admissions Challenges E8 Yes

Reablement Challenges E9 Yes

DToC Challenges E10 Yes

NEA Achievements F7 Yes

Res Admissions Achievements F8 Yes

Reablement Achievements F9 Yes

DToC Achievements F10 Yes

NEA Support Needs G7 Yes

Res Admissions Support Needs G8 Yes

Reablement Support Needs G9 Yes

DToC Support Needs G10 Yes

Yes

<< Link to Guidance tab
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Sheet Complete:

Sheet Complete:

Sheet Complete:



4. HICM

Cell Reference Checker

Chg 1 - Early discharge planning Q3 F8 Yes

Chg 2 - Systems to monitor patient flow Q3 E9 Yes

Chg 3 - Multi-disciplinary/multi-agency discharge teams Q3 F10 Yes

Chg 4 - Home first/discharge to assess Q3 F11 Yes

Chg 5 - Seven-day service Q3 F12 Yes

Chg 6 - Trusted assessors Q3 F13 Yes

Chg 7 - Focus on choice Q3 F14 Yes

Chg 8 - Enhancing health in care homes Q3 F15 Yes

UEC - Red Bag scheme Q3 F19 Yes

Chg 1 - Early discharge planning Q4 Plan G8 Yes

Chg 2 - Systems to monitor patient flow Q4 Plan G9 Yes

Chg 3 - Multi-disciplinary/multi-agency discharge teams Q4 Plan G10 Yes

Chg 4 - Home first/discharge to assess Q4 Plan G11 Yes

Chg 5 - Seven-day service Q4 Plan G12 Yes

Chg 6 - Trusted assessors Q4 Plan G13 Yes

Chg 7 - Focus on choice Q4 Plan G14 Yes

Chg 8 - Enhancing health in care homes Q4 Plan G15 Yes

Chg 1 - Early discharge planning Q1 18/19 Plan H8 Yes

Chg 2 - Systems to monitor patient flow Q1 18/19 Plan H9 Yes

Chg 3 - Multi-disciplinary/multi-agency discharge teams Q1 18/19 Plan H10 Yes

Chg 4 - Home first/discharge to assess Q1 18/19 Plan H11 Yes

Chg 5 - Seven-day service Q1 18/19 Plan H12 Yes

Chg 6 - Trusted assessors Q1 18/19 Plan H13 Yes

Chg 7 - Focus on choice Q1 18/19 Plan H14 Yes

Chg 8 - Enhancing health in care homes Q1 18/19 Plan H15 Yes

Chg 1 - Early discharge planning, if Mature or Exemplary please explain I8 Yes

Chg 2 - Systems to monitor patient flow, if Mature or Exemplary please explain I9 Yes

Chg 3 - Multi-disciplinary/multi-agency discharge teams, if Mature or Exemplary please explain I10 Yes

Chg 4 - Home first/discharge to assess, if Mature or Exemplary please explain I11 Yes

Chg 5 - Seven-day service, if Mature or Exemplary please explain I12 Yes

Chg 6 - Trusted assessors, if Mature or Exemplary please explain I13 Yes

Chg 7 - Focus on choice, if Mature or Exemplary please explain I14 Yes

Chg 8 - Enhancing health in care homes, if Mature or Exemplary please explain I15 Yes

UEC - Red Bag scheme, if Mature or Exemplary please explain I19 Yes

Chg 1 - Early discharge planning Challenges J8 Yes

Chg 2 - Systems to monitor patient flow Challenges J9 Yes

Chg 3 - Multi-disciplinary/multi-agency discharge teams Challenges J10 Yes

Chg 4 - Home first/discharge to assess Challenges J11 Yes

Chg 5 - Seven-day service Challenges J12 Yes

Chg 6 - Trusted assessors Challenges J13 Yes

Chg 7 - Focus on choice Challenges J14 Yes

Chg 8 - Enhancing health in care homes Challenges J15 Yes

UEC - Red Bag Scheme Challenges J19 Yes

Chg 1 - Early discharge planning Additional achievements K8 Yes

Chg 2 - Systems to monitor patient flow Additional achievements K9 Yes

Chg 3 - Multi-disciplinary/multi-agency discharge teams Additional achievements K10 Yes

Chg 4 - Home first/discharge to assess Additional achievements K11 Yes

Chg 5 - Seven-day service Additional achievements K12 Yes

Chg 6 - Trusted assessors Additional achievements K13 Yes

Chg 7 - Focus on choice Additional achievements K14 Yes

Chg 8 - Enhancing health in care homes Additional achievements K15 Yes

UEC - Red Bag Scheme Additional achievements K19 Yes

Chg 1 - Early discharge planning Support needs L8 Yes

Chg 2 - Systems to monitor patient flow Support needs L9 Yes

Chg 3 - Multi-disciplinary/multi-agency discharge teams Support needs L10 Yes

Chg 4 - Home first/discharge to assess Support needs L11 Yes

Chg 5 - Seven-day service Support needs L12 Yes

Chg 6 - Trusted assessors Support needs L13 Yes

Chg 7 - Focus on choice Support needs L14 Yes

Chg 8 - Enhancing health in care homes Support needs L15 Yes

UEC - Red Bag Scheme Support needs L19 Yes

Yes

5. Narrative

Cell Reference Checker

Progress against local plan for integration of health and social care B8 Yes

Integration success story highlight over the past quarter B12 Yes

YesSheet Complete:

Sheet Complete:








