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, .. ,:bi 
Government 
Association England 

Better Care Fund planning template - Part 1 

Please note, there are two parts to the template. Part 2 is in Excel and contains metrics 
and finance. Both parts must be completed as part of your Better Care Fund Submission. 

Plans are to be submitted to the relevant NHS England Area Team and Local 
government representative, as well as copied to: NHSCB.financialperformance@nhs.net 

To find your relevant Area Team and local government representative, and for additional 
support, guidance and contact details, please see the Better Care Fund pages on the 
NHS England or LGA websites. 

1) PLAN DETAILS 

a) Summary of Plan 

Local Authoritv Wokim1ham Unitarv Authoritv 

Clinical Commissioninci Groups NHS Wokinciham CCG 

<Identify any differences between LA 
Boundary Differences and CCG boundaries and how these 

have been addressed in the olan> 

Date agreed at Health and Well-Being 
13 February 2014 

Board: 

Date submitted: 14 February 2014 

Minimum required value of ITF pooled 
£ to be confirmed 

budget: 2014/15 
2015/16 £ 8,044,000 

Total agreed value of pooled budget: 
£ to be confirmed 

2014/15 
£ 8,044,000 

2015/16 It is the intention to include other existing into the 
BCF but detailed fiqures are to be confirmed. 
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b) Authorisation and signoff 

Signed on behalf of the Clinical 
Commissioning Group Wokingham CCG 
Bv Steve Madgwick 
Position Clinical Chair 
Date <date> 

<Insert extra rows for additional CCGs as required> 

Sktned on behalf of the Council 
Bv Stuart Rowbotham 
Position Strategic Director - Health and Wellbeing 
Date <date> 

<Insert extra rows for additional Councils as required> 

Signed on behalf of the Health and 
Wellbeing Board David Lee 
By Chair of Health and Wellbeina Board Leader of Wokinciham Council 
Date <date> 

<Insert extra rows for additional Health and Wellbeing Boards as required> 

c) Service provider engagement 
Please describe how health and social care providers have been involved in the 
development of this plan, and the extent to which they are party to it. 

The development of the draft plan has drawn together a number of existing programmes 
aiming at integrating local services and achieving better outcomes for patients and 
residents. These have involved health and social care providers at an early stage in both 
representation at the sub group governance of the Health and Wellbeing Board (the 
Wokingham Integrated Strategic Partnership) and in provider workshops to share ideas 
across all those involved in delivery of local services, including the voluntary and 
community sector, to further shape and develop the plan. 

The local partners have recognised the need to develop a shared narrative to explain 
why integrated care matters. That is to identify causes of common difficulties and 
problems and to work together to overcome fragmentation between services and develop 
more integrated models of care. 

The integration partnership has specifically worked to scope and define the integrated 
pathway and develop remodelled service designs to feed into service re-specification. In 
December Wokingham UA and Wokingham CCG shared that development plans through 
the Berkshire West Planning Unit, to include acute and community provider 
organisations. 

d) Patient, service user and public engagement 
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Please describe how patients, service users and the public have been involved in the 
development of this plan, and the extent to which thev are partv to it 
The plan has been developed in response to the views and experiences of local people, 
what they want from their services and what's important to them. This valuable feedback 
from patients, social care customers and carers has given us a very clear direction to 
create closer integrated services around individual lives, wishes and choices. It builds on 
the reshaping of services that has already happened locally that puts the person at the 
heart of their health and social care services. 

Through consultation and engagement in partnerships, workshops, survey and 
participation groups we know that people want to experience seamless transition 
between services; to be well informed and involved in decisions; to know who is involved 
in their care and that person has access to all the relevant information about them. 

We have a network for engagement and participation across all our partner organisations 
and through this we will continue to keep the individual's experience and perspective as 
the organising principle of service design. 

The NHS 'Call to Action' day has also given very clear messages to inform the integration 
planning agenda. As well the improved levels of integration across health and social 
care, local people also called for preventative care being improved and incorporate more 
self care and education; ensure that the vital contribution of the voluntary sector is more 
highly valued and put greater more focus on developing community services, particularly 
for those with long term conditions and older people. 

The Learning Disability Partnership engagement work in preparing the Joint Health and 
Social Care self assessment also provided local voices and stories about people's direct 
experience of health and social care which has also shaped development of the plan. 

e) Related documentation 
Please include information/links to any related documents such as the full project plan for 
the scheme, and documents related to each national condition. 

Document or information title Synopsis and links 
Pioneer Application Berkshire West 10 application to become an 

integration pioneer 

Health and Wellbeing Strategy 2013-14 The joint Health and Wellbeing Strategy 
identifies the priorities and action that the 
Health and Wellbeing Board will deliver in the 
period 2013-14. 

Joint Strategic Needs assessment Outlines and profiles the demographic needs of 
the population of the borough to inform 
commissioninq activity. 

Hospital at Home business case Outlines detail of the scheme, proposed model 
of workinq and anticipated costinqs and impact. 

7 day working As part of agreed local plans, 7-day services in 
health and social care to support patients being 
discharged and prevent unnecessary 
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admissions at weekends 
Medical Intra-operability Gateway business Better data sharing between health and social 
case care, based on the NHS number 
Wokingham case coordination Operation plan Ensure a joint approach to assessments and 
Wokingham Health Hub care planning and ensure that, where funding is 

used for integrated packages of care, there will 
be an accountable professional 

Wokingham Call to Action report Agreement on the consequential impact of 
chanqes in the acute sector 

Integration of health and social care short term Project Plan outlining the business case, scope 
reablement services and timescales for an inteqrated service. 
Joint Health and Social Care Self Assessment Self assessment and the easy read report. 
Framework 
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2) VISION AND SCHEMES 

a) Vision for health and care services 
Please describe the vision for health and social care services for this community for 
2018/19. 

• What changes will have been delivered in the pattern and configuration of services 
over the next five years? 

• What difference will this make to patient and service user outcomes? 

Wokingham's vision for health and social care services 

Our aim is to provide health and social care services to people within the borough that 
deliver: 

• Better customer journey - people get the right care and support when they need 
it, have a smooth transition across and between different services; between hospital 
and home; between involvement of different professionals. This is experienced as 
seamless, well co-ordinated and happens without undue delay. 

• Better customer outcomes - services are coordinated around the individual, 
where people are well informed about their conditions and options available to 
them, are able to maximise their independence, exercise choice and supported to 
manage long term care arrangements. 

• Better value for money to commissioners - through better co-ordination, closer 
working and timely interventions which lead to better outcomes; the need for more 
costly interventions are avoided or delayed; and the health and social economy in 
Wokingham delivers more efficient, cost effective services. 

Working towards these outcomes requires focus and planning to achieve the 
following: 

• A greater emphasis on prevention and self-care; 
• Patients being in control of their own care planning, 
• Making better use of technology; 
• Establishing a single integrated short team health and social care team 
• Establishing 'hospital at home' services 
• 7 day access to essential services that enable community based response to 

alleviate pressure on acute services 
• Removing organisational boundaries, bringing together hospital and community 

services into a more integrated health and social care system. 

The difference this will make for patients and service users is that for many individuals 
who are at risk of losing their independence as a result of delays or lack of the right 
support at the right time will be supported to continue to live safe and well in their own 
homes and communities for longer and helped to manage their physical or mental health 
conditions. 

The plan is built around what we want people to say about their experience of health and 
social care services in Wokinqham. We call this 'Sam's Story' with Sam being a typical 
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child, young person, adult or older person in need care and support in their physical 
health and emotional wellbeing. 

• "There are no gaps in my care" 
• "I am fully involved in the decisions and know what is in my care plan" 
• "My Team always talk to each other to get the best care" 
• "I will always know who is in charge of my care and who to contact" 
• "I won't have to wait in all day for lots of different people to come at different times" 
• "it is less time consuming if all services are together in one place" 
• "My care is planned with people who work together to understand me and my 

carer, put me in control, coordinate and deliver services to achieve the best 
outcomes for me" 

We have been listening and collecting other local stories which demonstrate where 
working across different services and organisations currently fails. These include 
examples of delays whilst many phone calls are made trying to find the right services 
where criteria are unclear or misunderstood or where lack of capacity in the service 
means referrals are restricted or turned away. 

b) Aims and objectives 
Please describe your overall aims and objectives for integrated care and provide 
information on how the fund will secure improved outcomes in health and care in your 
area. Suggested points to cover: 

• What are the aims and objectives of your integrated system? 
• How will you measure these aims and objectives? 
• What measures of health gain will you apply to your population? 

The outline plan 

More people are living longer, with more long term conditions. As a result, demand for 
services is increasing and is forecast to continue to increase. This is set against the 
context of reduced budgets in real terms on both health and social care commissioners 
and Wokingham's expected 12% increase in population size by 2018. Integrated care 
has been identified as a key route to more effectively address the demands and 
challenges posed. 

Integrated care makes sense for Wokingham patients and service users. It means a 
better customer experience, better patient outcomes, less confusion and complexity for 
patients (and carers) and because our model is mostly focused on providing care closer 
to home, it presents a real cost saving opportunity. We also know that continuing to 
service plan and try and make further efficiencies year on year without moving to a wholly 
integrated care model is simply not sustainable given the further reduction of funding to 
the local authority in the coming years. 

The single integrated model of health and social care for Wokingham offers an 
opportunity to test different ways of working to achieve shared goals of reducing 
unplanned care admissions and reducing the cost for people with L TC to the system 

It was ar:ireed that local objectives need to encompass the aims set out in National 
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Voices: 

Objectives: 
• Achieving the best outcomes for Wokingham residents through early intervention 

and prevention, case management and maintenance and end of life care 
• Reducing unnecessary hospital admissions through a co-ordinated, focussed 

response 
• Providing management and maintenance of people with long term conditions, 

including dementia, moving towards self-care 
• Providing services which promote faster recovery and maximise independent 

living 

Against this we also know that the health and social care system has to move to a seven 
day economy in order for services to be reactive and immediate when they're needed as 
well as being closer to home. This includes the vital services that support people with 
their emotional health and wellbeing at times of crisis. 

We also recognise to more closely plan and integrate the acute and community health 
services together with the many care providers in the private, voluntary and independent 
sectors that contribute to the system. 

Whilst much of the focus of avoiding admissions and reducing delays is focused on the 
care pathway for elderly frail people it is also imperative that integration of health and 
social care brings improved outcomes for other groups, in particular younger people and 
the emotional and mental wellbeing of our borough residents. Our aim is to include these 
groups in key areas of the plan. 

c) Description of planned changes 
Please provide an overview of the schemes and changes covered by your joint work 
programme, including: 

• The key success factors including an outline of processes, end points and time 
frames for delivery 

• How you will ensure other related activity will align, including the JSNA, JHWS, 
CCG commissioning plan/s and Local Authority plan/s for social care 

The proposed plan for Wokingham have been developed and agreed across partners as 
our priority areas for integration under the Better Care Fund that will improve local 
services for people living in Wokingham: 

1. A Single Point of Access for local health and social care services in 
Wokingham 

The establishment of Single Point of Access is vital to manage referrals efficiently and 
effectively whereby the responsibility and accountability for finding, accessing and 
transfer of cases sits within one integrated team. This will have a single telephone 
number which will do take on case co-ordination and management of all the referrals for 
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short term health and social care services. It will operate throughout the week providing a 
7-day service, 24 hours a day, to ensure that the whole system is supported throughout 
the week. 

Through this single point of contact it will be much easier for the public and professionals 
to access the right service. Currently these can be disjointed which both frustrates 
referrers in taking undue time to find the right service and confirm they accept and can 
transfer, and slows down the process of discharge or mobilising short term community 
based services to avoid an unnecessary admission. Active management of cases will 
prevent those circumstances when a case is batted between services due to differing 
referral criteria or Jack of capacity. 

Referrals are made to the already established Health Hub (which operates across the 
West of Berkshire) through which all referrals from professionals for healthcare services 
are now channelled. For example, all local authorities in west of Berkshire now receive 
their referrals from the Royal Berkshire Hospital through the Health Hub. This is proving 
effective and time saving as the referral arrives already screened leading to quicker 
allocation and assessment times. 

With the establishment of the single point of access some investment will be made to 
develop a streamlined, integrated assessment. This will be a model of assessment and 
care planning which is based around people's needs which does not duplicate 
assessments; respects the knowledge and wishes of those being assessed and enables 
people to have control over their care plan. This will include the sharing of demographic 
information using the NHS number as the unique identifier and greater detail that would 
aid screening and understanding of need more holistically (so including environmental 
and housing needs). 

This will be developed at a Berkshire West level or wider to achieve consistency and 
process for assessment of frail elderly people and ability to share assessment 
information electronically. 

2. Integrated short term health and social care team 

This will provide effective and efficient intermediate care and reablement services in 
order to promote self-sufficiency and to reduce dependence. The aim is to have a 
comprehensive fast response of a skilled short term intervention to support a timely 
discharge and regain independence. 

This project brings together the existing START (short term assessment and reablement 
team) with Intermediate Care into a single short term intervention team under a single 
manager and with a shared resource and budget. It will also consolidate the use of one
off funding to build a more sustainable service to manage peaks of activity throughout the 
year. 

Currently short term services within the borough are fragmented although good joint 
working does exist at an operational level. Issues identified from patients and 
professionals indicate a Jack of clarity about respective services and their criteria and 
sometimes being passed around with no service taking responsibility for taking charge 
and making arrangements. 

The aim of the integrated team is to improve customer experience as well as the 
outcomes and efficiency of care. 
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Integrated care is further reinforced by the development of whole system working to 
address the demands arising from an ageing population and increases in the number of 
people with multiple long term conditions. 

Project objectives: 

1. To change the model of service delivery to better meet people's demands for a 
modern care service which is customer focused and offers choice, personalisation 
and maximises independence. 

2. To increase the effectiveness of intermediate care and reablement services using 
detailed modeling drawn from the lessons learnt. This new integrated reablement 
service will be able to assess the potential financial impact and possible savings in 
the following areas: 

- Reduction in nursing and residential care placements. 

- Achieve and maintain up to 50-60% of patients and customers receiving no 
further intervention after reablement, Wokingham Intermediate Care achieved 
78% this year. 

Prevent admissions through a number of changes to how care is delivered in 
the short-term through the use of step up, step down facilities, resulting in lower 
attendances at secondary care as well as enhancing the discharge pathway for 
people returning home, preventing inappropriate long term care placements. 

Wokingham is lacking a short-term residential therapeutic or assessment 
facility. Such short term service facilities would give greater choice to people 
either to prevent them going into hospital/care home in the first place as well as 
ensuring that reablement and independence is professionally assessed post 
hospital discharge. 

The service specification brings together NHS domiciliary rehabilitation, specialist 
rehabilitation and adult social care linked services under one single person-centred, 
outcome based pathwav. 
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End of Life 
Care 

Wokingham 
Direct/ 

Health Hub 

60%-70%of 
all contacts 
should be 
resolved at 
first point of 
contact 

Sign-Posting 
Universal 

Service 

Short Term 
Support 
(other) 

Low level 
Support 

No Services 

Required/ 
Provided 

Sudden& ~ / 
severe change Review 

in need I i 
Simple service ~-----~ T 

A--------1 Carer !--'-----~ 

Short Term Support Support Brokerage & Lang 
to Maximise '---,--'-'---...-' Term 

Independence Support 

Integrated Team (Single Point of 
Access) 

Rapid Response 
OT "Home Safe" 

Intermediate Care 
Reablement 
Social Care Assessment & 
Comn1issioning 

1 
Home Safe (48 hours) 
Social Care Assessment (24 hours 
Reabtement Service {48 hours) 
Intermediate Care (48 hours) 
Rapid Response {2 hours) 

Working closer with the acute trust 

Within the short term integrated team we will also be enhancing the partnership working 
between the hospital and the social care Health Liaison Team to have greater Social 
Work presence in the acute hospital. 

Evidence has shown that early contact by Social Worker when required in A&E has very 
effectively facilitated and supported access into short term services by assist in pre
discharge discussions. The social work role will be present within and alongside the ECU 
(emergency care unit) and AMU (acute monitoring unit) within A&E. Whilst Wokingham 
already has this in place the plan would extend this presence into evenings and 
throughout the weekend. 

The team would also continue its working supporting ward rounds throughout the hospital 
working alongside the service navigation team with discharge planning. 

Step up facilities 

As part of the development of short term services the plan also includes the creation of 
'step up' facilities which can provide a period of intensive rehabilitation in community 
based accommodation. This would broaden the options of support that could be offered 
through the integrated short term team. It would provide support to those people that are 
medically fit for discharge from community or acute hospital beds but need ongoing 
assessment or are not yet able to return home. Work is in progress to identify potential 
sites within the borough to provide a number of step up beds. 

3. Hospital at Home Service 
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dependent on health and social care services to receive the best possible, affordable 
care in their own homes. 

This scheme will offer a safe alternative to hospitalisation and prevent unnecessary 
admissions. The service will operate within each Berkshire West CCG, including 
Wokingham, supported by the Berkshire Healthcare Foundation Health Hub. The aim of 
is to provide a service that standardises practice in relation to the management of 
patients with complex care needs (sub-acute) in the short-term. The service will be 
targeted at those patients that require initial intensive 24-hour support and treatment but 
can be managed at home and then discharged after a few days into traditional 
community care provision. 

The benefits of the service will be: 

L Improved healthcare experience for Wokingham patients; 
2. An integrated approach to care; 
3. Reduction in unnecessary admissions; 
4. Reduction in outpatient attendances; 
5. Improved access to Intravenous Therapy; 
6. Improved quality of life for patients; 
7. Improved coordination of crisis management 

4. Enhanced Care and Nursing Home Support 

This scheme will provide a new model of high level health care support into care and 
nursing homes throughout the borough to improve consistency in the quality of care and 
outcomes for residents. 

The aim is to reduce non-elective hospital admissions from care homes through 
Introducing a GP enhanced community service. It will do this through strengthening 
partnership working between care home providers, community geriatricians, health and 
care staff to improve the quality of life for residents by reducing the number of falls, and 
the prescribing of multiple medications to elderly people. This will in turn improve the 
overall health and wellbeing of care home residents. 

Scope of the scheme 

The local authority and Wokingham CCG are partners to this project which is intended to 
be rolled out across the West of Berkshire, and is led by the Berkshire West Care Home 
Working Group. 

The aim of the model is to enhance the quality of medical cover for all residents of 
registered care homes in Berkshire West (excluding care homes for adults with a learning 
disability) over 18 years of age. 

Each care home will have a named GP who is their principal point of contact with the 
general practice looking after their residents. There will be a comprehensive and 
formalised assessment and formation of an individual Supportive Care Plan (SCP) for 
each resident This will be completed by the GP with input from social worker. 

There will be regular contacts and visits by GPs with care home staff and community 
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geriatricians to monitor the health status of care home residents. This will pre-empt 
crises and emergency calls wherever possible through planned care interventions. It will 
enable a consistent, efficient approach to the use of medical cover, reducing the need for 
emergency call outs to individual patients and thereby non-elective admissions to 
hospital. 

Joint medication reviews will be performed annually between the GP and the care home 
pharmacist from the Medicines Management Team using the CCG protocol. Prescribing 
interventions should maximise clinical benefit and minimise the potential for medicines 
related problems, e.g. incidence and impact of falls. Prescribers will adhere to the CCG 
antipsychotic prescribing protocol 

Benefits of the scheme 

Wokingham has chosen to target Better Care Fund resources on care home residents 
because their medical needs are complex and rapidly changeable. 80% will have mental 
health needs such as dementia, depression or a long term mental health diagnosis. They 
have higher needs than other patients for essential medical cover because not be able to 
attend their local GP practice. This means that regular GP visits to the care home are 
required as well as frequent and multiple prescribing interventions. Currently, however, 
the range, type, quality and consistency of overall care can vary widely between the 
individual care homes. 

With more people being supported to live at home for longer, those who need 24 hour 
support in a care home likely to complex or multiple long term health conditions. This has 
growing cost implications for the health and social care economy. These costs can 
include Accident & Emergency attendances, emergency admissions to hospital, and 
readmissions. Some admissions are potentially avoidable, such as fractures or urinary 
tract infections. 

Enhanced training to care home staff 

This scheme will also include additional nurse trainers into care homes. Currently, the 
Royal Berkshire Healthcare Trust receives a high number of referrals from care homes 
which turn out to be either inappropriate or avoidable if there was better knowledge within 
the care home setting of how to manage long term conditions. 

Introduction of an additional Community Pharmacist Resource 

Increasing the community pharmacist resource would ensure the community pharmacist 
would be able to visit each care home twice a year to undertake medication reviews and 
provide training on medicines. 

5. Joint information and interoperability of IT systems 

This will be to improve production, analysis and sharing of information across health and 
social care services. This will focus on three areas of information activity to ensure: 

• signposting and advice 

Where people are directed to other available services or given information and 
advice this information this should be from a shared resource and be both 

35 



consistent and of a high quality 

• performance management and shared intelligence 

At both a strategic and operational level information and intelligence should be 
shared and discussed across services and partner agencies, including providers, 
public health, CCG and local authority. This should form the annual needs 
assessment process and commissioning activity. Service improvements and 
outcome monitoring will be based upon shared information and intelligence 
derived from existing health and social care information systems. 

• operational sharing of information to facilitate seamless service (includes 

systems interoperability) 

Health and Adult Social Care Services systems interoperability 

The ability to share patient data electronically across healthcare and social care settings 
will enable clinicians and care staff to make better informed judgements about the care 
they provide or arrange. It also means that people don't have to tell their story or give 
information more than once. Information sharing is often an important factor in ensuring 
that people can be moved as quickly as possible to the most appropriate setting for the 
care they need, so systems interoperability will help to address delayed transfers and 
discharges. 

Scope of the proposal 

There are a number of technology solutions which facilitate wide-scale information 
sharing between the clinical systems used in different settings. The Berkshire West 
Federation of Clinical Commissioning Groups (which includes the Wokingham CCG) is 
currently looking at possible solutions that could support system interoperability across 
the local health and social care economy. 

Only a small proportion of the population will request and be deemed eligible for social 
care services so as to acquire a social care record. However, most people will be 
registered with a GP. The GP record is therefore the natural "hub" in terms of a patient's 
full health and social care record. 

Currently, the GP record is built and maintained as a result of interaction with the patient 
within the GP Practice, but also includes reports such as pathology and radiology results, 
out-of-hours primary care reports, and discharge summaries from acute, community and 
mental health providers. Most of these reports are transmitted electronically. Outbound 
information sharing is used to enable GP practices to complete referral forms into other 
provider services automatically, or to submit core data to the Summary Care Records 
(SCR), i.e. medication, adverse reactions and allergies. More data could be submitted 
into the SCR with the existing technology but only manually, and there have been some 
technical difficulties with authorised agencies viewing the SCR 

The aim of the project is to achieve real time access to data between GP Practices, wider 
healthcare settings and the adult social care record system. It presents information in 
existing clinical systems while meeting interoperability technical and security standards. 
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Subject to information sharing agreements and patient consent being established, data 
can be presented within a Detailed Care Record. The benefits include the following. 

I. Real time display of the detailed GP patient record 
2. GPs fully control access through local sharing agreements 
3. Common view of the record in end user systems 
4. Fully integrated and embedded into the end user system i.e. no separate login 
5. Provides clinicians with access to more clinically-rich patient data at the point of care 
6. Fewer investigations ordered creating less duplication 
7. Robust audit functionality to support Information Governance 

Careful consideration around information governance is required to preserve information 
security and to build and maintain the confidence of patients and clinicians. Experience 
from information sharing initiatives indicates that careful stakeholder management is 
required and that extensive work is required to establish acceptable and effective 
information sharing agreements. 

6. Prevention and Supporting People to Self Care 

The majority of people are themselves best placed to make decisions about their own 
health and care needs provided they have capacity and are supported with good 
information and advice. This work builds on national pilots as well as the model of 
support that promotes citizenship and personalisation. 

The focus of this element is on supporting people to have greater choice and control and 
ability to manage both their health and social care. This will form part of the development 
of long term conditions management and integrated personal budgets for health and 
social care for people to manage and co-ordinate their care and support arrangements. 

Self-care can benefit people from making basic daily lifestyle choices through to people 
with long term chronic and complex conditions. Supporting people to self care requires 
better information, support to help with care co-ordination and planning, making best use 
of new technologies and assistive technology. 

Neighbourhood working 

The scheme is also about reducing interventions and so is linked closely to enhanced 
primary care and developing neighbourhood initiatives. By supporting health 
improvements earlier it can break social isolation, keep people active and prevent illness 
and falls. It also into our Public Health outcomes framework. 

This part of the plan will also entail working closely with neighbourhoods and the plans 
for development of neighbourhood clusters in primary care. We recognise the need to 
develop a whole system health and case model within which component interventions 
can be located. 

Wokingham are pilots of a neighbourhood based system offering case management and 
coordination supported by predicted risk modelling to improve crisis responses services, 
support pathways to enable assessment and review. The clusters are a chain of 
interlinked and connected activities which bring organisation together though enhances 
processes. The component parts are: 

• Engagement with communities 

Community development is at the heart of primary prevention, encouraging and 
enablinq healthy aqinci, so that Wokinciham citizens can live active and 
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independent lives. Neighbourhood clusters will need to engage community 
groups and other public agencies to encourage and where necessary enable 
initiatives like community transport, volunteering and self-health approaches 

• Integrated Care teams 

Building on the Integrated short team health and social care initiatives, with the 
GPs practices in the neighbourhood cluster working closely with the team 

Children and young people 

Building resilience and early intervention can reduce the number of children becoming 
mentally unwell. Supporting the mental health of children and young people is not just a 
task for specialist CAMHs. Universal and targeted services at Tiers 1 and 2 can provide 
cost-effective interventions such as parenting support, anti-bullying initiatives in schools, 
mental health first aid, counselling, brief alcohol screening and advice in general practice 

7. Night Sitting Carers Service 

The night sitting service has been identified as an essential element of the support to 
keep people at home. This will form part of longer team support to people at home and 
avoiding care home placement. It will offer night sitting support to approximately four 
people at any one time covering from 1 Opm- Sam. It will enhance and extend the current 
carers support which is currently available short term (up to 3-4 nights) as part of 
Intermediate Care to avoid admission. 

8. Primary Care Enhanced hours 

This element is supporting the proposals already being put forward to the Prime 
Minister's Challenge Fund which focus around extending access to local GP services 
from 8am-8pm Monday to Friday and 8am-1pm at weekends. (This will link with 
integrated short term team in 2.) 

Carers services and support 

Carers commitments are briefly outlined within elements this submission of the draft plan, 
further detail will be included in the final draft and will include support to Foster Carers. 

d) Implications for the acute sector 
Set out the implications of the plan on the delivery of NHS services including clearly 
identifying where any NHS savings will be realised and the risk of the savings not being 
realised. You must clearly quantify the impact on NHS service delivery targets including 
in the scenario of the required savings not materialising. The details of this response 
must be developed with the relevant NHS providers. 

The integration of enhanced primary care, community health services, the acute hospital 
services and social care will prevent ill health and better manage the demand on local 
services. People will complex health conditions will be suooorted to stay at home or in 
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the community and only be admitted to acute hospital when they require treatment that 
cannot be delivered elsewhere. 

The initiatives outlined in the Better Care Plan for Wokingham have been conceived and 
developed together with our acute provider. They are focused on areas which will 
improve patient pathways in and out of the acute hospital service, avoid admission where 
possible, reduce length of stay and enable people to return home in a well-supported and 
timely way. 

Successful delivery of the programme is expected to improve delivery of health and 
social care services and improve the individual's experience within the service and 
achieve better outcomes. 

[Further detail of the impact on NHS delivery targets and anticipated cost savings to be 
added] 

e) Governance 
Please provide details of the arrangements are in place for oversight and governance for 
progress and outcomes 

Wokingham has developed strong governance arrangements in preparation and 
establishment of the local Health and Wellbeing Board. One of the sub-committees has 
a specific remit for working towards the integration of health and social care services 
(The Wokingham Integrated Strategic Partnership) which is looking at how we start to 
bring together management responsibilities and accountability across health and social 
care services locally. 

Because the local health and social care economy works across our borough boundaries 
many of the schemes within the plan are part of a wider Berkshire West federated 
programme and therefore governance arrangements are also part of a Chief Officers 
group and the Berkshire West Partnership Board. 

Locality 
Integration Group 

Locality 
Integration Group 
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The Wokingham Health and Wellbeing Board will have oversight of this Better Care Fund 
plan governed through the Wokingham Integrated Strategic Partnership and delivered 
through a local implementation team. 

[further details of governance to follow] 

40 



3) NATIONAL CONDITIONS 

a) Protecting social care services 
Please outline your aqreed local definition of protectinq adult social care services 
Protection of social care services through the Better Care Fund is to ensure that vital 
care and support services delivered in our community is maintained and also sustainable 
for the long term. There will be growing demand on services as the population ages and 
grows in Wokingham, particularly given the new housing developments which will be 
seen in the next few years. 

It's essential that we plan financially to meet and manage the requirements of the new 
Care Bill and that resources are protected for meeting our new liabilities under the act. 
This includes the implementation and operation of a new eligibility threshold for adult 
social care, new obligations to carers, implementation of a capped care cost system and 
setting up accounts for those funding their own care as well as enhanced information, 
advice and signposting services. 

In moving to a critical threshold for eligibility Wokingham has already seen a significant 
investment in prevention services across the borough which starts 'upstreaming' of 
resource to prevent or delay the need for health and statutory social care services. We 
want to ensure that we can continue to support people at the earliest opportunity long 
before they have a critical social care need where possible. Working together with our 
voluntary and community sector partners is vital in recognition of the huge contribution 
they play in the health of our residents. 

Where people do need statutory social care support we have to be able to respond 
quickly with professional assessment and personalised support planning to ensure that 
people are able to achieve good health and wellbeing outcomes and remain at home 
where possible. 

Please explain how local social care services will be protected within your plans 

Social care services have to be able to continue to provide support to people with critical 
care needs in a timely and sustainable way through professional social care assessment 
by social worker or occupational therapist, brokerage and longer term support and 
review. The care bill is anticipated to bring changes to the eligibility criteria for social care 
nationally which we have to able to respond to both for new customers and in reviewing 
those already receiving services. We need to develop additional capacity for this and also 
the additional responsibilities for carers and people funding their own care. 

The Wokingham social care pathway and workforce have gone through significant review 
in recent years in order to manage significant reductions in budget whilst protecting 
essential services for those receiving care. It is proposed that part of the Better Care 
Fund will be put into additional social care support to deliver enhanced services 
throughout the week both in the acute hospital and in short term community based 
services. Enhancing and extending to 7 day services whilst taking some additional 
investment will bring benefits for avoiding admissions, supporting discharge and reducing 
care home placements. 

b) 7 day services to support discharge 
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Please provide evidence of strategic commitment to providing seven-day health and 
social care services across the local health economy at a joint leadership level (Joint 
Health and Wellbeing Strategy). 

Please describe your agreed local plans for implementing seven day services in health 
and social care to support patients being discharged and prevent unnecessary 
admissions at weekends 

Our commitment is to care for the most vulnerable people in our community 24 hours a 
day, 7 days a week throughout the year. This includes support through social work, GPs 
and in A&E to support avoiding admissions and enabling safe discharge throughout the 
week. 

In Wokingham we currently have a number of services which are working extended 
hours. The Berkshire Healthcare Foundation Trust provide community nursing 24 hours a 
day, 7 days a week from the. Other services such as Intermediate Care, Rapid Response 
and START services run a 7-day service (but not 24hrs) 

Additional funding has been identified to facilitate discharge and avoid un-necessary 
admissions from hospital over the weekend which includes support into A&E, GP cover, 
Social Work and ancillary services that are essential to support timely discharge, such as 
pharmacy and transport. 

c) Data sharing 
Please confirm that you are using the NHS Number as the primary identifier for 
correspondence across all health and care services. 
Yes, all health and social care systems will use the NHS number as the primary identifier 
for patients and customers that will enable and support the IT systems interoperability 
across the sector locally. 

If you are not currently using the NHS Number as primary identifier for correspondence 
please confirm your commitment that this will be in place and when by 

Please confirm that you are committed to adopting systems that are based upon Open 
APls (Application Programming Interface) and Open Standards (i.e. secure email 
standards, interoperabilitv standards (ITK)) 

The Berkshire West Federation of Clinical Commissioning Groups has engaged with an 
IT development partners to undertake work on the feasibility of a 'medical interoperability 
gateway' which will provide a greatly enhanced information sharing of records providing 
access to live data on various systems in use across the local health and social care 
sector. 
Wokingham has moved to a system of secure email for all communications within and 
across partner organisations in addition to the use of GCSX. 
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Please confirm that you are committed to ensuring that the appropriate IG Controls will 
be in place. These will need to cover NHS Standard Contract requirements, IG Toolkit 
requirements, professional clinical practice and in particular requirements set out in 
Caldicott 2. 

d) Joint assessment and accountable lead professional 
Please confirm that local people at high risk of hospital admission have an agreed 
accountable lead professional and that health and social care use a joint process to 
assess risk, plan care and allocate a lead professional. Please specify what proportion of 
the adult population are identified as at high risk of hospital admission, what approach to 
risk stratification you have used to identify them, and what proportion of individuals at risk 
have a joint care plan and accountable professional. 

The multi- disciplinary team meeting (MDT) are the centre of providing local integration 
with health and social care teams, and have enabled joint patients review and joint 
planning to support the reduction in unnecessary admissions to hospital by improving 
preventative clinical care. 

Patients with L TC and those who are a high risk of being admitted to hospital have been 
identified via the ACG risk satisfaction tool and discussed at the a MDT meeting by key 
professional including community health staff, primary care, social care, medicine 
manager and voluntary sector and a health improvement plan is put in place. 

A lead professional is names for each patient to ensure the effective delivery of actions 
form health improvement plan and co-ordinate integrated services when there are a 
number of professionals/service involved 
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4) RISKS 
Please provide details of the most important risks and your plans to mitigate them. This 
should include risks associated with the impact on NHS service providers 

[Details of risks to follow] 

Risk Risk rating Mitigating Actions 
Failure to deliver a High Senior leadership directly 
coherent, rigorous involved, with strong 
programme to implement programme governance 
the plan, including arrangements and robust 
organisations ability to co- plans 
ordinate and manage 
change will lead to 
inefficient service models 
A lack of detailed baseline High The BCF integrated care 
data and the need to rely on activity will include 
current assumptions could undertaking a detailed 
make our financial and mapping and consolidation 
performance targets for of opportunities and costs 
2015/6 onwards which will be used to 
unachievable. validate our plans. 
Operational pressures will High By understanding what we 
restrict the ability of our believe the investments 
workforce to deliver might achieve there can be 
the required investment and mechanisms to identify 
associated projects to make system stress, where there 
the vision of care outline in is success or where 
our BCF submission a schemes are not delivering. 
reality. By constructing clear 

metrics success can be 
accelerated and 
unsuccessful interventions 
reviewed. 

Improvements in the quality High We shall model our 
of care, in preventative assumptions using a range 
services and Hospital at of available data. 2014/15 
Home will fail to translate will be used to test and 
into the required refine these assumptions, 
reductions in acute and with a focus on developing 
nursing/care home activity detailed business cases and 
by 2015/16, impacting on service specifications. 
the overall funding available 
to support core services and 
future schemes. 
The introduction of the Care High Wokingham adult social 
Bill currently going through care has undertaken an 
Parliament and expected to initial assessment of the 
receive Royal Assent in effects of the Care Bill and 
2014 will result in a we shall continue to refine 
significant increase in the our assumptions around this 
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cost of care provision from as we develop our final BCF 
April 2016 onwards that is response, and begin to 
not fully quantifiable deliver upon the associated 
currently and will impact on schemes. 
the sustainability of current 
social care funding and 
plans. 
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BCF Planning Template Finance - Summary 

MSSO>C1ai:1on 
Finance - Summary 

For each contributing organisation, please list any spending on BCF schemes in 2014115 and the minimum and actual contributions to 
the Better Care Fund pooled budget in 2015116. 

Approximately 25% of the BCF is paid for improving outcomes. If the planned improvements are not achieved, some 
of this funding may need to be used to alleviate the pressure on other services. Please outline your plan for 
maintaining services if planned improvements are not achieved. 

DRAFT 

DRAFT Copy of Copy of Finance and metrics DRAFT FINAL 14 2 14 



BCF Planning Template Finance -Schemes DRAFT 

Please fist the Indlvlduaf schemes on which you pf an to spend the Better Care Fund, fncludlng any investment In 2014/15. Please expand the table If necessary. 

-!=> 
-.J 

DRAFT Copy of Copy of Finance and metrics DRAFT FINAL 14 2 14 
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BCF Planning Template Outcomes & Metrics 

DRAFT 

Association Cl 1y1a1 JU 

Outcomes and metrics 

For each motric o/herlhan patient experience, p/eue provide delai/:s of/he expected ou/come:s and bonefil:s of/he :schema end how these will be meuured. 

Rapid Rnponn will be In place within two hours. Where patien!s need eccns to th!s service to avoid admlulon, and referring through the single plllnt of access, the referral will be connrmed 
and Cllnlac! made wi!h the palient and intervention started within two hours from time of referral. This will be a 24n response time. These response limes be cllllected by the single point llf access 
and repllrted lo the Integration Partnership and the Hea!lh and Wellbeing Bllard as part Qf the suite llf performance measures monitllring progress against the Bellor Care Fund programme. 
Benems will be for more people to be suppllrted to remain al home which will reduce avoidable admissions. 
Hospilal :i.t Homo win support puople wi!h med!cal MBds in their own home for a short period (uptll 7 days mnximum) which will reduce hospilal admissions ac!ivlty. ll ls intend eel to provide up\o 
30 beds incrementally. 
Re:i.b!ement seNlcn will be in place within 24 hours from referral through to tho Single Point llf Access for short term health and social cara services. This will support pell pie to return hllme from 
hospital or remain at hllme for a shllrt perilld Qf Intensive rehabililelion to help rega!n and maximise independence. Wilhln the short term team there will be the provision of 'step up' beds as a 
bridge between hosp!tal and hllme. 
Single Pint of Access ror Haallh and Sllcl:i.I Cue seNlces ·will provide a single clearer route for people Jnto local short term services so that cases are passed quickly andwilhllut delay helping 
reduced delays and lmprllv(ng experience of transition between nrvicas. 
Reduced delayed tr:i.nsfan1 llf care and fewer emergency adml111!ons will be measured and monilllred from existing collec!lon end reporting processes. 

For /he patient experience metric, eil/Jerexisling or newly deve/r:>pcd fr:>caf metries ora na/illnal metric (currently underdeve/Qpmen/) can be used for October 2015 pa)JTIMf. Please see /he 
technical guidance for fur/her de lei/. /!you are u:s/ng a local motrie please provide defails Qffhe expected outcomes and benefits and how thesa will be measurod, and inc/ur:Je the relevant d11tai/s in 
lhe t11b/o bo/Qw 

Fllreach metric, ploeslJ provide details o//he assurance pn:JCIJ$S underpinning /he agreement oflhe perfurmance plans 

If planning i$ being underlakon al mu/lip/a HWB level please include datai/$ of which HWBs this Clll'tlrs and submit a separate version of/h11 metric template tmth forear;h HWB and for the mu//iple
HWB Cllmbined 

DRAFT 

Cr:>py of Copy of Finance and metric$ DRAFT FINAL 14 214 


