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The experiences of people whose 
discharge from hospital was 
delayed. 

Healthwatch Reading 
October 2014 



Executive summary 

This report presents phase one findings of a Healthwatch Reading project, 
which is collecting the experiences of people who have experienced delayed 
discharges from Royal Berkshire Hospital (RBH). 

Delayed discharges (or ‘delayed transfers of care’ (DTOCs), as they are 
officially known), describe people who are medically fit to leave hospital 
but are delayed from doing so while assessments or ongoing care packages, 
such as nursing home placements, are arranged by social services. Such 
delays can stop new, ill patients being admitted onto wards quickly, and can 
also disrupt the lives of those waiting to leave hospital. 

Between September 2013-March 2014, 70 pieces of feedback, were 
collected from seven Reading residents (and/or their relatives/carers) 
through in-depth interviews by Healthwatch Reading staff. Some of the case 
histories were shocking and prompted referrals to the local safeguarding 
team. This report is believed to be the first of its kind in Reading. 

Key findings: 
Only 24% of the feedback praised health or social care professionals
or services; no one was satisfied with the overall discharge process.
Relatives/carers say opportunities were missed to prevent hospital
admissions, particularly from sheltered housing or care homes.
Relatives/carers did not always view delayed discharges as problems
because wards provided a ‘safe haven’ of food and safety from falls.
People and/or their relatives/carers say they were given inadequate
or delayed information about finding a nursing or care home place.
People and relatives/carers felt there was not enough, or any, choice
of nursing home or home care provider to cater for ‘complex’ needs.
People’s hospital discharge was sometimes halted at the last minute
because of failure to confirm ongoing care was in place.
Some interviewees thought they were ‘caught in the middle’ of
hospital or social care staff, who failed to communicate properly.

Key recommendations: 
Sheltered housing safety procedures should be reviewed, to check
that residents can receive immediate emergency help.
A review into attitudes towards, and knowledge about, managing
falls, among care and nursing home staff, should be carried out.
Relatives/carers should be educated on early warning signs in loved
ones of worsening health, care or safety, and who to report this to.
An information tool or service about how to find a nursing or care
home should be routinely offered in good time to people/relatives.
The RBH and Reading Borough Council should agree a protocol on how
and when a discharge date is communicated to patients/relatives.
Service users should have a strong say on future nursing home places.



 
Introduction 
 
This report presents phase one findings of a Healthwatch Reading project 
which is collecting the experience and opinions of people who have 
experienced delayed discharges from hospital. 
 
Delayed discharges (or ‘delayed transfers of care’ (DTOCs) as they are also 
officially known) describe people who no longer need acute hospital care - 
the ‘medically fit’ - but are being held up from doing so while their ongoing 
care – such as an RBC-partially funded nursing or care home place, or home 
care package, is arranged. In the past these patients have also been 
described as ‘bed-blockers’, although the term is now not commonly used.  
 
DTOCs can prevent new, ill patients from being admitted to wards in a 
timely fashion, and as a knock on consequence, can prevent acute hospitals 
from meeting their four-hour A&E waiting times. However the pressure by 
hospitals to get medically fit people out of hospital, collides with the need 
for service users and/or their families, supported by social workers, to have 
time to make far-reaching decisions about care or nursing home placements 
where they may well spend the rest of their lives. 
 
Reading’s health and social care leaders say they are committed to tackling 
the issue. In April 2014 they submitted plans to NHS England to reduce the 
average daily number of people on the ‘fit list’ (ready to leave the Royal 
Berkshire Hospital) from 18 to 7, by October 2015. These plans are part of a 
wider bid for resources from the national ‘Better Care Fund’ and include: 

 a Hospital at Home scheme to give people 24 hours of intensive 
support at home, instead of admitting them to hospital;  

 more regular visits by named GPs to care homes to assess residents’ 
health; 

 better training for care home staff on managing residents’ health;  
 a ‘Time to Decide’ scheme, involving 15 residential nursing home 

beds being converted into ‘step down’ beds to which the hospital 
could more quickly discharge ‘fit’ patients and give social care and 
families more time to arrange ongoing care such as nursing home 
placements. 

 
Healthwatch Reading has been invited onto various local forums on these 
plans to ensure the patient voice is put across as plans develop. 
 
Project Aims 

Healthwatch Reading’s project aims to ensure the patient experience, as 
retold at the point of, or after hospital discharge, is fully understood and 
taken into account by health and social care leaders as they design and 
implement the proposals in the Better Care Fund submission. 
 
The project also aims to inform individual services – such as social services, 



GPs, the acute hospital, and care homes - how their own actions impact on 
the entire service user’s journey in and out of hospital.  
 
The project does not seek to ‘blame’ which services are responsible for the 
delays the patients experienced, but it does note which services the person 
recalled being involved for each element of their journey.  
 
Healthwatch Reading was given access to some background information on 
the actions that socials services and/or the hospital generally took to 
facilitate discharge of service users. However these ‘behind the scenes’ 
efforts might not be reflected in this report, unless service users were 
specifically made aware of them by the professionals dealing with them, 
and/or recalled these actions during the research interviews. 

Methodology 
 
Healthwatch Reading was aided in finding interviewees by senior staff at 
Reading Borough Council and Royal Berkshire Hospital staff, who identified 
people recently discharged or awaiting hospital discharge, and who also 
sought consent for their details to be passed to Healthwatch Reading/or to 
be approached on a hospital ward. 
 
Healthwatch Reading then solely undertook the process of contacting 
interviewees, obtaining signed consent, interviewing, and writing the 
findings. 
 
Healthwatch Reading development officers visited people and/or 
relatives/carers in their own homes (or carried out telephone conversations 
where visits were not possible or wanted) to carry out semi-structured 
interviews. One Healthwatch Reading officer asked questions while the 
other took notes. Interviews typically lasted an hour. 
 
All, bar one, of the interviews was carried out after hospital discharge; the 
other was undertaken in hospital, days before a planned discharge date. 
 
People were asked to recall the discharge process by giving recollections on: 

 what information they were given about when they would be 
discharged, and by whom, and at what stage of the hospital stay 

 whether the information told them everything they needed to know 
 whether they were assessed by any health or social care staff to help 

plan their post-hospital care needs 
 the hospital experience, such as the quality of care, food, and the 

physical environment 
 the quality of the care or nursing home, or home care package and 

any other follow up they received after being discharged. 
 
They were also asked what was the most important change or improvement, 
if any, they would suggest be made to the hospital discharge process. 



 
 
 

Findings 

Healthwatch Reading collected 70 separate pieces of feedback from seven 
interviewees. 
 
Just over half of the feedback (57%) related specifically to the service user’s 
experience while in hospital waiting for discharge. The next biggest 
category of feedback (41%) related to pre-admission care, and the rest of 
the feedback was about experiences after discharge. 
 
Healthwatch Reading believes it is important not to exclude pre- and post- 
hospital discharge feedback from this report, as it helps paint a picture of 
people’s journeys through various parts of the health and social care 
systems, as well as highlighting potential missed opportunities to prevent 
admissions.  
 
Seen in isolation, some of the negative experiences reported by service 
users might appear relatively minor, but they may be the latest in a long 
line of experiences that leave a long-lasting, negative impression. 
 
Of the 70 pieces of feedback, 17 (24%) specifically praised staff or services.  
 
Feedback about pre-admission care 
 
Many of the interviewees were keen to volunteer information about their (or 
their relative’s) past experience of health and social care, some going back 
years. Many described what they saw as failures by services to respond to 
crisis situations, or to potentially prevent admission to hospital. 
 
Three of the seven people had a similar history of being admitted to 
hospital from their sheltered housing accommodation: 

 
 

 
“At the sheltered housing flat, he was needing more and more help. The 
day he went into hospital we’d got someone to price up removing the 
carpet and replacing it with vinyl, to cope with his toilet issues. He had 
seen the GP but without one of us there at every appointment – someone 
who represents him – to ask the right questions…Someone should’ve said 
to social services his needs had changed. It’s our responsibility too….He 
fell out of bed, rang the bell, nothing happened and he was stuck under 
there for hours, bruised. When he got to hospital they found he had a 
UTI [urinary tract infection], which probably caused the fall.” 
 



 
 
Two of the service users had been admitted to hospital from care homes, 
one after repeated falls. 

 
 
The other person who was admitted to hospital from a care home said 
hospital staff had told him they were concerned about his malnourished 
state on arrival. The service user said he had disliked the food at the home. 
He had also failed to respond to antibiotics. 
 
A daughter of another service user said her mother’s hospital admission 
came after her pleas for a respite care home place - where her mother’s 
ability to safely self-administer her medication could be monitored – was 
turned down.  An overdose of medication by her mother had resulted in a 
previous, recent hospital stay: 
 

 
“I had thought on various occasions, after she’d had the stroke, that 
things weren’t quite right. She’d suddenly stare into space and go all 
lopsided. If she was sat on a chair I’d have to prop her up or else she’d 
fall and many times I’d think, ‘There’s something going on here’, but 
nobody would listen to me – even though I was the only one that ever 
saw what was actually happening.” 
 
“It’s [the service user’s sheltered housing flat] got a pull-cord. But a 
couple of times I phoned, she didn’t answer. She’d fallen down and 
couldn’t get back up. One time she fell behind the door and my wife 
couldn’t get in.” 
 

 
“One day we went in and she had this lump on her head and a black eye, 
all down her face. I went to get somebody [who worked at the care 
home] and said, ‘What’s happened to Mum?’ because usually they should 
ring me. She just looked up at me and said: ‘Oh, she’s been moving her 
furniture and probably fell over.’ She wouldn’t get up to come and see so 
I grabbed two of the other carers and I brought them into the room to 
show them Mum’s face. They said, ‘Oh [service user], what have you 
done?’ and I said, ‘Well, what has she done?’ and one of them said, ‘Well, 
she wasn’t like this this afternoon’. Nobody had noticed.” 
 



 
 
Feedback about the hospital stay: overall care 
 
Most praise given by interviewees about services related to care that they or 
their relatives received in hospital. Families reported how their loved ones 
started to eat properly again, regain strength and were in a place of safety. 
This was particularly a source of comfort if their relative had had a poor 
diet or repeated falls in their sheltered housing or in care homes. This 
perception of the hospital as a safe haven often offset any concerns about 
the service user’s delay in leaving hospital. 

 
 
Feedback about the hospital stay: the discharge planning process 
 
Praise was volunteered about some of the individual social workers trying to 
arrange post-hospital care. However, none of the people (or 
relatives/carers) praised the overall hospital discharge experience: 

 
“I begged for her to go into respite care. They said they would up the 
[home] care to an extra 15 minutes [visit] per day to allow her to go 
home [from hospital]. I warned them she would fall again and to the 
week…she fell in the kitchen.” 
 

 
“One morning she was so bad the doctor called us in to sign forms about 
whether we wanted her resuscitated. This went on for a fortnight, three 
weeks. Then one day I walked in there and there she is eating a roast, 
drinking a cup of coffee, right as rain. The hospital care, I can’t fault – 
they did have a shortage of staff at weekends, but that isn’t their fault 
is it? She was kept clean and they got her to eat – which they should have 
been doing at the care home.”  
 
“At the time I was thinking, ‘Thank goodness she’s in hospital being 
looked after.’ She started eating again, proper food, instead of just tea 
and biscuits.’ 
 
“Mum didn’t mind being in hospital. She was continually looked after, 
given three meals and she got a lot of care and attention.” 
 



 
Overall, people found the process of being discharged bewildering. The 
main problems reported by people (or relatives/carers) were: 
 

 Not being sure if they or social services were responsible for finding a 
nursing or care home place and who would pay for this. 

 Not being sure how to start finding a care or nursing home best for 
them, and how to independently check the quality of that home. 

 Care and nursing homes or home care agencies not appearing able or 
wishing to take on ‘complex’ cases. 

 Being told that no local places were available. 
 The hospital telling patients and/or the families that the service user 

was leaving on a certain date when a placement or package of care 
had not yet been agreed. 

 The hospital not appearing to talk to, or be able to get hold of social 
workers to confirm discharge dates. 

 Being placed in homes or with home care agencies they had been 
given no information about, apart from location and/or name. 

 Not being ‘allowed’ to be discharged at the weekend. 
 

 

 
“The social services side of it was very good. Their heart is in the right 
place. She [the social worker] was a very good lady, a very bright lady. 
But the system is not designed for speed. It’s very, very slow. The system 
hasn’t been designed properly. Each step of the way should have 
prescribed time limits.” 
 

 
“The hospital said to me, ‘Have you got anywhere [a nursing home] yet? I 
said; ‘Have I got her anywhere?’ I said, ‘No’. Apart from someone saying 
to me ‘She needs a nursing home’ [no-one had told her she was 
responsible for finding the place – she thought social services were].” 
  
“This social worker, she kept phoning, saying ‘We’re going to sort out a 
nursing home’, we’re going to do this, we’re going to do that – and 
that’s all it was. It took them an awful long time to set to and do it. And 
there was the excuse, ‘Well, it’s Christmas’, but I’m sorry, we all know 
the date of Christmas, it’s been that date forever. Maybe I’m too 
organised a person, but it winds me up when people say ‘I’m busy’ – well 
it’s your job, sort yourself out.  I’d get the hospital on the phone saying, 
‘Have you got any information? Did I know if she was going to be able to 
go home?’, and I’m thinking, ‘Why are you phoning me?’ If it was in my 
power I would have dealt with it, but it’s not, I’m only the stepping 
stone [to the service user].” 



 

 
“I didn’t have a clue [when service user would be leaving hospital and to 
where].  I had to rely on my daughter [to find out what was happening]. 
She had to call them and they would say they would ring back, but they 
wouldn’t.” 
 
“If you look on the Internet at homes, the majority of them say they will 
take [people with] dementia, but with no other problems. But my mum 
wasn’t a normal dementia patient where she sort of forgot people and 
could sit and be entertained. She had a mental health problem.” 
 
“The hospital kept ringing me, saying she’d be going on Saturday, and I’d 
say, ‘No, I’ve not got her a place yet’.” 
 
 “They [social services] couldn’t get anyone to accept the [home care] 
tender. I thought there’d be plenty of agencies wanting work, but then 
there’s also the complication of her situation [of needing a visit every 
four hours for medication administration]. It took a bit of pushing in the 
end.” 
 
“Nobody gave us choice [over the home care agency that would be used]. 
We were told, ‘This is the only people who can do it’.” 
 
“Before home care starts, you should know the details of the company 
supplying it. I don’t know who is coming, whether it will be the same 
person or different for each visits. They will have keys to my home, but 
they are strangers.” 
  
“Twice I was told she would be discharged at the end of the week, but 
she wasn’t. Then I was suddenly told, she could come out tomorrow, ‘Can 
you pick her up?’…. It seems as soon as they had the care package in 
hand, it was time to ‘get rid’.” 
 
“The hospital could get their act together more. The right hand should 
know what the left hand is doing. I would have a matron ringing, saying, 
‘She’s ready for collection at 1pm’ and obviously the message from one 
shift to the other [that the SU was not allowed to leave because she had 
a safeguarding order on her] hadn’t passed on…..They would also be 
telling my mum, ‘You’re going home after dinner and then she would ask 
me, ‘Am I coming home?’ and I would have to say, ‘No, you can’t yet’. 
You can’t do that [give wrong information] to a person with mental 
health problems.” 
 
“No way [was SU going to go to a nursing home in Newbury, Camberley or 
Slough]. My family can’t be expected to travel that far to see me.” 
 



 
 
 

 

Feedback about post-discharge care 
 
A variety of feedback was volunteered about the care that people received 
after being discharged from hospital, ranging from praise for follow-up visits 
at home from GPs and district nurses to check leg wounds, to concerns 
about growing dependence, and also serious concerns about dehydration. 

 
  

 
“You just want some sort of idea of what [type of nursing home] you’re 
going into it. It’s an unknown place.” 
 
“I would’ve liked to have gone home for Mother’s Day [on the Sunday]. 
But the hospital advised me that ‘Sunday is not a good day to go home, 
in case she falls and needs further help’.” 
 
“In the end we went for [care home in Reading] but they couldn’t get her 
in for a fortnight because one of the other people that was on respite [in 
that care home] was in a bad way and they were staying on, which was 
fair enough. But the hospital said she was due out Saturday so we found 
[a different home in Maidenhead] that would take her and transfer her 
[back to Reading] when the place came up. They were going to assess her 
in the hospital but they couldn’t because there was a hospital bug – we 
couldn’t visit her either. In the meantime, the [original] place came up.” 
 
“It’s all so disjoined. It’s unbelievable. There’s too many chiefs and not 
enough [staff] and none of them talk to each other.”  
 

 
“I think more proactivity could have helped [keep him more 
independent]. When he was in hospital, he was vaguely mobile, he could 
use a [walking] frame. But when he went to [the first care home], 
nobody encouraged him to walk and the frame he was given seemed to 
be in need of repair. My point is – look at the cost of somebody who can’t 
move – he needs three people to move in and out of bed – versus the cost 
of intense phsyio to help him keep more mobile and independent. It 
seems it’s too late and his mobility is gone.” 
 
“I liken it now to looking after a child. She keeps saying, ‘I’ll wait till 
you, or [home care worker] come’, instead of doing things for herself, 
like making a cup of tea.” 



 

 

Discussion and recommendations 
 
Sample size 
 
The number of completed interviews to date is 7, which may appear 
insignificant. If these interviews had been carried out on a single day, they 
might have represented 38 per cent of the average daily number of people 
who are on the ‘fit list’ awaiting a discharge. 
 

 
“Initially the home care was pretty poor timing, It would be 9am, 
9.30am, even 10am once, before they first came, and she would be 
sitting in bed saying, ‘Am I allowed to get out of bed?’ She thought she 
had to wait. The visits were squeezed together, not to mum’s timings [of 
meals/routine]. When I first complained the agency said the care 
worker’s car had broken down, or she had got stuck in traffic.” 
 
“The two moves [from the care home to the nursing home in the space of 
two months after the hospital discharge] have had a huge impact on him. 
We can’t blame anybody in particular for the two moves as the system 
obviously doesn’t want to dole out funding for nursing care to anybody, 
they have to be careful where to allocate funding. With him, it just 
turned out that his needs were more than originally thought.” 

“I was shocked at the state of [her, in the care home she was discharged 
to] because she’d lost such a lot of weight. Her lips were absolutely 
snow white, and I thought, perhaps she’d had sore lips and they’d put 
cream on it.  Then the girl [working at care home] brought the cups of 
tea round and slices of cake. We said to [service user], you eat the cake, 
and she didn’t know what to do with it and so we were feeding her. The 
same with her tea. I think they must have been plonking it in front of 
her, and perhaps by this stage her sight was so bad she didn’t realise it 
[the tea] was there…so I realised that her lips…she must have been 
dehydrated, very dehydrated.” 

“When we said goodbye to her, we called into the office en route to say 
we’re got personal items to take back to her room. That’s when the 
[member of staff] physically tried to stop us. She was really rude and 
abrupt and to my mind, it doesn’t matter who it is or how elderly they 
are, if they’ve got a few personal belongings around them, it just makes 
it appear more homely. In the end I said, ‘I’m sorry, I’m going to carry 
on’. We put her toys on the bed and brought her shower gel and nice 
powder, just ordinary things we thought she might have needed.” 
 



 
A Health Foundation study published in March this year notes that there is 
no single ‘silver bullet’ for measuring person-centred care1. It also cites a UK 
study comparing a postal survey of 82 patients with 13 narrative interviews. 
It found that surveys may be useful as a screening tool to identify potential 
problems, but they do not provide sufficient detail about what needs to be 
done to improve services. The study went on to recommend that surveys be 
used as preliminary tools, with better use of open-ended comments, 
followed by in-depth qualitative interviews and analysis to ‘capture the 
multifaceted nature of patient experience’2.  
 
The interviews conducted by Healthwatch Reading were time intensive and 
required the use of half of its team of officers, for each visit to a person’s 
home.  The goodwill and time of RBC and RBH staff was also required in 
identifying potential interviewees. 
 
Given the large amount of feedback generated by the interviews, 
Healthwatch Reading believes there is value in carrying out further 
interviews, particularly of those still in hospital, to capture more ‘real time’ 
experiences. This would require the same helpful facilitation from a ward 
matron on an RBH ward that was offered to Healthwatch Reading during 
phase one. 
 
It should also be noted that findings of a special inquiry into discharge from 
health and social services, of vulnerable people who are elderly, homeless 
or who have mental health problems, are due to be published in September 
2014 by Healthwatch England, based on the feedback it receives from the 
network of local Healthwatch across England. 
 
Warning signs 
 
The feedback shows that families often spot signs or have an inkling that 
their relatives are at risk of a hospital admission, but are not sure how or 
when to act on this. Healthwatch Reading would ask services: 

 How many falls should a sheltered housing resident experience before 
the sheltered housing manager/staff, or family, or GP, alert social 
services so they can assess whether it is still safe for them to live in 
such accommodation? 

 Is it ever acceptable for a pull-cord or alarm that has been activated 
by a resident to go unanswered for hours? 

 Who should be the first port of call for a relative or friend to raise 
concerns, and how will they know in advance who this is? 

 Do care home staff see falls as just ‘one of those things’ that 
happens?  

 How could families and friends be educated on potential signs of a 
urinary tract infection? 

 

1 The Health Foundation (2014) Helping measured patient-centred care; pg2; London 
2 BMC Health Serv Res 2012;12:271 



 
Information gaps 
 
The feedback shows that relatives of people in hospital who will need to be 
discharged into a care or nursing home, need to be given a lot of 
information about how to embark on this process in a clear, easy-to-
understand and pragmatic fashion. They do not want to infer what they 
have to do from rushed telephone conversations from social workers, nor do 
they want to make wasted trips to care homes that turn out to be 
unsuitable for their relative’s needs. 
 
A number of options for the future should be considered, which could be 
used in either a hospital setting, or in the ‘Time to Decide’ step-down model 
being proposed. These options include: 
 

 An information pack that pools together existing, but separate 
council leaflets, on choosing a care home, selling your home to pay 
for a care home, and paying for a care home. 

 A brochure or web-based list of all potential residential or nursing 
homes in Reading which gives detailed information on the complexity 
of needs they can or cannot cater for, and their current CQC rating, 
to aid service user/family choice 

 Dedicated face-to-face meeting with social worker/information 
officer to discuss needs, options, finance, and local intelligence on 
place availability 

 Signposting people to an external information/advocacy service to 
give families independent advice on finding homes. 

 
Similar information options should also cover home care packages that are 
being arranged for service users leaving hospital, and should include the 
latest list of ‘DASL’ providers that have been approved by the council. 
 
Information gaps 
 
Service users told Healthwatch Reading that one of the most frustrating 
things they experienced was being told the service user was going home 
when it later transpired not to be the case. This caused inconvenience for 
family members who might need to take time off work to assist with the 
discharge, left mentally vulnerable patients more confused and distressed, 
and left a negative impression on family members who felt that health and 
professionals just did not talk to each other. 
 
Healthwatch Reading believes a concerted effort is needed by staff at the 
Royal Berkshire Hospital and Reading Borough Council to improve the way 
they communicate with each other about individual cases and the actual 
discharge date.  
 
In particular, patients or relatives should not be put under direct or implicit 
pressure to sort our delays that are out of their control. 



People who are ‘too hard’ to place 

This project also raises longer-term questions about whether the right type 
of care is available for people leaving hospital and whether this will need to 
change in the future.  

As one person’s daughter put it, her mother was not a ‘typical’ dementia 
patient and had more complex needs which she felt that local nursing 
homes did not want to take on. Another person’s daughter described her 
surprise that it was difficult to find a home care agency to meet her 
mother’s need for medication administration every four hours.  

RBC’s latest Joint Strategic Needs Assessment states that new nursing homes 
will need to be built in the future to meet the needs of people with 
dementia.3  Healthwatch Reading urges commissioners to ensure these new 
places, as well as the new group of home care agencies being retendered, 
include provision for complex case. 

Key recommendations 

Healthwatch Reading should continue to carry out in-depth interviews
of people awaiting hospital discharge.
Sheltered housing safety procedures should be reviewed, to check
that residents can receive immediate emergency help.
A review into attitudes towards, and knowledge about, managing
falls, among care and nursing home staff, should be carried out.
Relatives/carers should be educated on early warning signs in loved
ones of worsening health, care or safety, and who to report this to.
A common information tool or service about how to find a nursing or
care home should be developed and routinely offered in good time to
people/relatives
Royal Berkshire Hospital and Reading Borough Council should agree a
protocol on when and how a patient is told their definite discharge
date. The protocol should cover how hospital staff can quickly get
confirmation from social workers on whether nursing or care home
placements are ready.
Service users’ views should strongly shape what kind of nursing home
and home care is commissioned in the future in Reading

3 Reading Borough Council (2013-2014) http://jsna.reading.gov.uk/   section on Residential and 
nursing care provision. 



Summary 

Healthwatch Reading believes phase one of this project has uncovered 
strong evidence directly from people who use services, which the hospital 
discharge process needs urgent reform. 

People have also volunteered extra evidence beyond the initial scope of the 
project, that points to serious failings in settings such as sheltered housing 
and care homes to protect the health and safety of vulnerable, older 
people.  

Healthwatch Reading urges health and social care commissioners and 
providers to act swiftly to transform the patient experience.  
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Responses from services/providers 

The Reading Health and Social Care board, comprised of leaders and/or 
senior managers of health and social care services, submitted a six-page 
response, plus an action plan, to Healthwatch Reading, on 30 September 
2014. The response and action plan is printed in full, overleaf: 
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Foreword 

A report was prepared by Healthwatch Reading in April 2014 following a 
series of in-depth interviews with seven people whose discharge from the 
Royal Berkshire Hospital had been delayed beyond the point when they 
were medically fit for discharge. Family members and friends were also 
interviewed to give feedback from their perspectives. 

Healthwatch’s report was discussed at the Reading Health and Social 
Care Board on 3rd June, 2014. This Board brings together senior officers 
overseeing the delivery of care across local organisations, and directs the 
Reading Integration Programme which aims to co-ordinate health and 
social care services around individual need. The Board welcomed 
Healthwatch’s insights into the patient / customer experience, and 
directed Reading’s Integration Programme Manager to work with 
partners to develop an action plan to address the issues highlighted. This 
action plan will be monitored through the Reading Integration 
Programme Board, of which Healthwatch is a member.  

The negative experiences which Healthwatch Reading reported are 
precisely those which Reading’s Integration Programme has been set up 
to tackle. The programme includes reducing delayed discharges from 
hospital as one of its priorities. It also includes reducing avoidable 
admissions to hospital, another area highlighted in Healthwatch’s 
findings. The programme has been developed from a vision which was 
set out in Reading’s Better Care Fund submission, first approved in 
outline by the Health and Wellbeing Board in February 2014, and which 
has since become one of the national BCF fast track plans.  This local 
vision is to provide the right care by the right people at the right time and 
in the right place.  

Our integration programme is intended to put the person at the centre of 
how services are designed and delivered. Healthwatch’s findings are a 
timely reminder of how vital this is. As Chair of the Health and Social 
Care Board, I will retain oversight of the integration programme to ensure 
we do not lose sight of this.  



Heathwatch’s Key findings 

Only 24% of the feedback praised health or social care
professionals or services; no one was satisfied with the overall
discharge process.

Relatives/carers say opportunities were missed to prevent hospital
admissions, particularly from sheltered housing or care homes.

Relatives/carers did not always view delayed discharges as
problems because wards provided a ‘safe haven’ of food and safety
from falls.

People and/or their relatives/carers say they were given inadequate
or delayed information about finding a nursing or care home place.

People and relatives/carers felt there was not enough, or any,
choice of nursing home or home care provider to cater for‘complex’ needs.

People’s hospital discharge was sometimes halted at the last minute
because of failure to confirm ongoing care was in place.

Some interviewees thought they were ‘caught in the middle’ of
hospital or social care staff, who failed to communicate properly.

Responses to Healthwatch’s key recommendations 

(1) Sheltered housing safety procedures should be reviewed, to check 
that residents can receive immediate emergency help. 

Keeping vulnerable residents safe is a high priority. Equipment 
is checked regularly, and we have carried out the review of 
procedures as recommended.  

Both sheltered housing and extra care housing services 
managed by RBC and other landlords have processes in place 
to contact residents proactively, and to act should residents 
require additional support. It has been agreed that these 
processes should be developed to add in the following points. 



When gathering information about those close to the
resident, staff will ask the resident about their wider
network of support and record this provided the resident
agrees.
Staff will review the availability of phone number/ contact
information for housing support staff to ensure friends and
family have clarity about who they can contact about
concerns e.g. by putting posters up in lifts and common
areas.

(2) A review into attitudes towards, and knowledge about, managing 
falls, among care and nursing home staff, should be carried out. 

Reading’s integration programme includes a project to develop 
skills and capacity amongst care home staff to prevent hospital 
admissions. Improved falls awareness and management is a 
key element of this, and Reading’s Integration Programme 
Manager now has oversight of Reading delivery of this project, 
which includes the other Berkshire West localities. 

In addition, Berkshire Healthcare Trust will work with the 
Council to raise the profile of the local falls prevention service 
and will send information about the service to all domiciliary 
care agencies and carers groups. The CCGs have recently 
invested in a new falls liaison service for follow up and 
prevention of subsequent falls in people who have had a 
previous fracture.  

(3) Relatives/carers should be educated on early warning signs of 
worsening health, care or safety, and who to report this to. 

We recognise that clear information about managing various 
health conditions or issues is an important service for family 
carers, as well as for the relatives they support. We aim to help 
carers access the information or training they need in this 
regard through our carers assessment process, as well as 
supporting a range of community groups which provide carer-
specific support or peer support for people with long term 
health conditions and their families.  



We are currently reviewing local information and advice for 
people with care needs (see below) and within this will look at 
how we can develop the information available about warning 
signs and improve timely access. 

(4) An information tool or service about how to find a nursing or care 
home should be routinely offered in good time to people/relatives. 

The Council currently produces a number of information 
leaflets about care and support services, and also hosts the 
online Reading Services Guide which contains information 
about a wide range of services likely to be relevant to people 
with care and support needs. In addition, there are both 
Council teams and Council-funded community organisations 
who support people to understand their care choices. 

The Council is currently reviewing local information and 
advice about care choices, including on finding a nursing or 
residential care home, as part of its preparations to meet new 
obligations under the Care Act which come into force from 
2015.  Within our information and advice review, we aim to 
identify key times and places when people need personalised or 
focused information. We appreciate that there are times when 
too much information can be as unhelpful as too little and 
people may need extra support to identify what is relevant in 
their current circumstances.  

(5) The RBH and Reading Borough Council should agree a protocol on 
how and when an estimated discharge date is communicated to 
patients/relatives. 

This is something with the Integration Programme Manager 
has been exploring with the various care staff who may be 
involved in hospital discharge. Improving the patient 
experience of moving on from acute hospital care is one of the 
key objectives of the Integration Programme, and all agencies 
are now working to give patients an estimated discharge date 
within 24 hours of their arrival. 



Discharge dates will change, however, such as when people 
become unwell, and good communication between all parties is 
essential. To this end, the joint health and social care policy on 
transfers of care is being reviewed. The refreshed policy will be 
available by the end of October, and will clarify the 
responsibilities of staff members from all agencies and the 
timescales for action. It will also include a flow chart for 
patients and relatives which describes the process. This will 
cover both acute and community hospitals throughout the 
Berkshire West area. 

(6) Service users should have a strong say on future nursing home places. 

The Council’s aim is to support anyone looking for a nursing 
home place to exercise choice and to find the most appropriate 
place to meet individual needs. We realise, however, that 
service users and their families may feel under pressure to 
make decisions at the time of hospital discharge, which is why 
we have developed the ‘Time to Decide Beds’ project within 
our Better Care Fund proposal. The intention is to enable 
people who may need ongoing nursing care to be discharged 
from hospital as soon as this is safe, but then be supported to 
make the best choice about meeting their long term needs. The 
details of how this will operate are now being developed. 

Additional actions identified 

Developing an action plan in response to Healthwatch’s findings has 
helped organisations to identify other ways that the links between 
sheltered or extra care housing and hospital could be strengthened. The 
following points were therefore added to our action plan. 

The hospital discharge team manager will forward information
about the hospital discharge service to all sheltered and extra care
settings in Reading.
Sheltered and extra care services will amend their processes to
make contact with wards, and the discharge team, when individuals
are admitted to hospital. The aim will be to ensure that healthcare
staff know of the housing staff involvement and can seek



agreement from the resident to their being contacted when 
discharge is planned.  
An information sheet will be sent to wards by housing providers
(with the resident’s permission).
An information sheet / checklist will be developed on the process
for giving up a tenancy and clearing homes to assist those moving
into residential care, and their families.

Although Healthwatch concentrated on the experiences of patients in the 
acute hospital, Berkshire Healthcare Foundation Trust will take this 
learning and the issues highlighted to improve internal discharge 
processes within Mental Health and Community hospitals. Berkshire 
Healthcare Foundation Trust will also embed the key recommendations 
into their discharge processes to ensure timely contact is made with the 
various housing providers prior to discharge. 
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1. PURPOSE OF REPORT AND EXECUTIVE SUMMARY



2. RECOMMENDED ACTION

2.1 The Health and Wellbeing Board notes:
(a) the progress made in developing plans for health and social
care integration in Reading;
(b) the recognition Reading’s Better Care Fund plans have
received as ‘exemplar’ proposals; and
(c) the work that has been done in developing an Operational
Resilience and Capacity Plan for the local health and social care
system.

2.2 The Health and Wellbeing Board formally approves Reading’s
revised (August 2014) BCF submission as set out in the following
documents:

            Better Care Fund Planning Template – Part 1
            Better Care Fund Planning Template – Part 1 – Annex 1
            Better Care Fund Planning Template – Part 1 – Annex 2
            Better Care Fund Planning Template – Part 2
            Better Care Fund Library of Supporting Documents

3. BACKGROUND
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4.  FRAIL ELDERLY PATHWAY UPDATE  
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5. OPERATIONAL RESILIENCE AND CAPACITY PLAN
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6. CONTRIBUTION TO STRATEGIC AIMS

  
7. COMMUNITY INVOLVEMENT
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8. LEGAL IMPLICATIONS

9. EQUALITY IMPACTS

10. FINANCIAL IMPLICATIONS  
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Scheme ref no.
BCF01 
Scheme name
Hospital at Home
What is the strategic objective of this scheme?  

The service aims to enable care to be delivered closer to home, reducing avoidable non-
elective admissions into the Acute Trust, providing a positive patient experience and 
journey of care through intensive, integrated and seamless multi-disciplinary case 
management in the patient’s own home.

A large number of non-elective admissions are a result of acute episodes that could be 
treated at home, as the patients are clinically stable and do not require diagnostic 
assessment. The Hospital at Home scheme will facilitate this by providing a “virtual ward” 
by which patients can be cared for at home. The service will provide safe intensive health 
support at home for people who are high acuity.

Overview of the scheme 
Please provide a brief description of what you are proposing to do including:

- What is the model of care and support?
- Which patient cohorts are being targeted?

The service is being provided by Berkshire Healthcare NHS Foundation Trust (BHFT), a 
Community Services Provider.  Patients attending Royal Berkshire ED department, that 
meet the inclusion criteria and are considered suitable for H@H, will receive full 
diagnostics and treatment in RBFT and then will be transported home by South Central 
Ambulance Services, to be met at the home by the Matron from BHFT. 

Daily virtual ward rounds including Social Services, BHFT medical team, and the 
clinicians responsible for the well-being of the patient will take place. Visits to the patient 
home will occur as necessary, and it is expected that there will be multiple visits per day. 
Social Services will support the patient where applicable. 

The Hospital at Home Service will need to be coordinated, both proactively and 
reactively, providing clear and integrated pathways of care.  This means that  those 
patients that are already known to clinicians within the community and are already 
receiving continuous care would benefit from contacting a single point of access to the 
Hospital at Home Service when experiencing a crisis. 

The target population for this service is those patients with acute infections, or 
deteriorating long term conditions, or conditions like dehydration, where they are clinically 
stable, but require intensive support. Patients will be selected by the Community 
Geriatricians when they consider that an admission would be appropriate and the patient 
would normally have had a greater than zero length of stay in hospital. We will use the 
National Early Warning Score (NEWS) and suitable patients will have a NEWS score of  5 
or less and be assessed as being stable. They will also be carefully selected according to 
the inclusion and exclusion criteria for the scheme, but could potentially be anyone over 
the age of 18 who is registered with a Reading GP and resides within the Reading Unitary 



Authority area. The patient needs to consent to be treated in their usual place of 
residence (home). Patients who meet these criteria therefore are likely to cover a wide 
age span of suitable patients who may have a variety number of different medical 
conditions. i.e. the inclusion criteria are not disease specific but offer a more holistic and 
outcomes focused  view of the patient.

Hospital at Home will deliver:
Locality sensitive operational pathways that deliver sub-acute care in the 
individual’s home, seven days a week
Clinical assessment and intervention within 4 hours of attendance at the ED in the 
RBH and effective interface arrangements to ensure as many patients as possible 
are offered the opportunity to be treated in their own home wherever clinically 
appropriate, and therefore supported in early and proactive discharge from 
Emergency Department
Multi-disciplinary assessment, intervention and review of patients referred into the 
service led by a Community Geriatrician
Effective operational liaison between community health and social care services to 
ensure coordinated and seamless patient care, and timely and safe discharge from 
Hospital at Home

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and 
providers involved

Wokingham CCG is leading the commissioning of this service. RBFT is the secondary 
Trust provider that will be responsible for identifying, diagnosing and treating the patient 
initially, before transferring the patient into the ward at home. BHFT will be the main
provider of all clinical and medical staff that will support the patient during their admission, 
through to discharge, where the community re-ablement team and other appropriate 
community services provided by BHFT and Adult Social Care may be engaged, where 
necessary. 



The evidence base 
Please reference the evidence base which you have drawn on 

- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

The need for a solution in Reading

Non elective admissions to hospital are rising in Reading due to the increased age profile 
in Berkshire West, and there is also an expected increase in long term conditions that will 
have an impact on services.  Older people stay one and a half times longer in hospital
than the average for all age admissions and people with a diagnosis of dementia stay on 
average four times longer.

The people admitted who are elderly or have long term conditions are often acute but 
clinically stable. In these instances it is possible to care for patients in the community via 
a virtual ward.

Evidence base – hospital at home

With specific reference to the “Hospital at Home” Scheme a recent report from the King’s 



Fund “ Avoiding hospital admissions – what does the research evidence say?”
confirmed that a systematic review of trials comparing ‘Hospital at Home’ schemes with 
inpatient care found that, for selected patients, avoiding admission through provision of 
hospital care at home yielded similar outcomes to inpatient care at similar or lower cost. 
Elderly patients with a medical event such as stroke or COPD, who were clinically stable 
and did not require diagnostic or specialist input, had slightly more subsequent 
admissions in the hospital at home group, but had greater levels of satisfaction, and their 
care at home was less expensive. This report went on to recommend that commissioners 
should consider implementing hospital at home.
  
In addition, the Nuffield Trust study (June 2013) of 3 current Virtual Ward programmes, 
has shown an overall  reduction in Electives, Outpatients, A&E and Emergency costs for 
the first 6 months post discharge to the ward of around 5% overall, compared to the costs 
of the patients pre referral. However:

In Devon emergency admissions were reduced by 25.7%;
In Wandsworth it was a 45% reduction in the first few months;
In North East  Essex they expect a 25% reduction over the first year.

There has been no significant analysis of H@H schemes and even those that exist in the 
USA (e.g. VA Centres, Presbyterian Healthcare Services, Mercy health and Cigna 
Medical Group) are based on different models with different outcomes, but all show a 
reduction in costs of at least 19%.

Investment requirements
Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB 
Expenditure Plan

£827,000
Impact of scheme 
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not captured in 
headline metrics below
The key outcomes anticipated are:

A reduction in non-elective admissions from the defined cohort of patients by 
approx 84%;
High patient satisfaction levels;  
Successful discharge from the service to integrated community teams; and
No avoidable readmissions back to hospital from the H@H service. 

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to understand 
what is and is not working in terms of integrated care in your area? 
The benefits realisation reporting mechanism is still being designed, and we expect to 
have absolute measurables for reporting actual benefits for both patients and the health 
and social care system. 

There is a project board in place which will monitor the implementation of the scheme, 



and which has representatives from all partners including Healthwatch and patient 
representatives.

What are the key success factors for implementation of this scheme?

Key success factors for the Hospital at Home scheme:
Awareness of the service to ensure that there is enough uptake of the service
Adherence to a length of stay of seven days to avoid bed blocking
Sustaining the workforce – although a lot of the staff for this will be redeployed 
from elsewhere, this will be critical to the success of the scheme
The model is dependent on a quick turnaround of diagnostic/pathology results
The volume of calls may impact on the ability for the HUB to manage the 
coordination process
Availability of patient transport to convey patients home
A robust risk assessment of the patient environment will be critical

Scheme ref no.
2.

Scheme name
Supporting Residential and Nursing Care Homes
What is the strategic objective of this scheme?  

This scheme provides 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. Residents and their families will experience improved 
communication with those responsible for their care across the whole of the health and 
social care system. Their care will be more patient centric, making their experience of 
care a more positive one. When a crisis occurs, the needs and wishes of the individual 
will be fully documented in their pre prepared care plan, allowing the right care to be 
provided at the right time in the right place, This will include avoiding any unnecessary 
visits to A & E or an unplanned admission to hospital, thus reducing the pressures on the 
urgent and emergency care system.  Care home residents will have equity of access to 
the care that meets their need over the whole week that is independent of their place of 
residence, including avoiding any delayed discharges or transfers of care.   This scheme 
will support our aspiration to reduce delayed transfers of care as well as our local metrics 
of reducing the “Fit to Go” list and the length of time individuals remain on this list. 

With more people being supported to live at home for longer, those who need 24 hour 
support in a care home are likely to have 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 those for fractures or 
urinary tract infections. 



The aim is to reduce non-elective hospital admissions from care homes through 
introducing a GP enhanced community service, providing additional training to care home 
staff, and additional community pharmacist resource.  The scheme overall will strengthen 
partnership working between care home providers, community geriatricians, and health 
and care staff to improve the quality of life for residents.  This will include 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. 

Overview of the scheme 
Please provide a brief description of what you are proposing to do including:

- What is the model of care and support?
- Which patient cohorts are being targeted?

Reading 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 they are not 
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.   

The project is expected to deliver an improved quality of life for patients in care homes 
through a reduction in emergency admissions, the number of falls, and poly-pharmacy. It 
will also deliver improved end of life experience through advanced care planning, which 
will in turn improve the overall health and wellbeing of the patients in homes. The work 
streams within this project are detailed below.

(a) GP Enhanced Community Service

Each care home will have a named GP for each resident 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 a
social worker.   

There will be regular contacts and visits by GPs with care home staff and community 
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 by 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.

(b) Enhanced training to care home staff



This scheme will also include additional nurse trainer resource going into care homes.
Currently, the Royal Berkshire Healthcare Trust and the South Central Ambulance 
Service receive 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. There are 970 members of staff employed in a care 
or nursing capacity (i.e. excluding catering, maintenance etc.) based in care homes in 
Reading. Developing capability within this workforce has the potential to make a
significant impact on hospital admission rates.   

(c) Introduction of an additional Community Pharmacist Resource

Increasing the community pharmacist resource will ensure the community pharmacist is 
able to visit each care home twice a year to undertake medication reviews and provide 
training on medicines.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners and 
providers involved

Berkshire West CCGs will commission this enhanced service from local GP practices.  
Berkshire Healthcare Foundation Trust’s Care Home In-reach team, supported by CCG 
medicines management pharmacists, will deliver a programme of training to all care 
home staff across the nursing and residential homes within Berkshire West . 

The evidence base 
Please reference the evidence base which you have drawn on 

- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

The case for change

As the UK population ages, GPs and NHS providers face an increasingly difficult task 
managing the complex needs of care home residents whilst there is increasing pressure 
through the system. The case for change is unequivocal. In 2011 more than 400,000 
people were living in care homes across England, equivalent to the population of Bristol.  
Over the next 40 years, this is expect to rise to 825,000. 

In 2008 Sheffield PCT reported1 that ‘medical cover to care homes is haphazard, evident 
in a rising and variable rate of emergency admissions that is unacceptable’. In 2005, for 
example, Sheffield admissions rose by 30 per cent and after a 2006 drop, peaked at 
2,270 in 2007. A 2004 local bed usage survey showed  40 per cent of these were for long 
term condition exacerbations and 25 per cent of admissions from care homes were 
‘avoidable’. Analysis of non-elective admissions data showed a nearly ten-fold difference 
in admission rates between homes, indicating inconsistency of care between care homes.

Evidence base for impact

1 Sheffield - Integrated care and supporting care homes, BGS March 2012 
                                                           



The Cornwall and Isles of Scilly PCT project2 to train nursing home staff resulted in:

• Reduction in falls and injuries; 
• Reduction of hospital admissions by 50%; and
• Prescription savings of £100 per patient per year.

Similarly in Sheffield, savings were evidenced, and if extrapolated to apply to the 
Berkshire West population the overall cost of secondary care admissions from care 
homes could be reduced by approximately £941,500.

The introduction of an additional Community Pharmacist and eradicating issues from 
poly-pharmacy along with a further 5% reduction due to improved training,  could realise 
gross savings of £1,258,500.

Sheffield - Integrated care and supporting care homes, BGS March 2012
Improving the Quality of Dementia Care, HSJ October 2012
Nursing Homes in Walsall, Improving care for elderly people, December 2011

Investment requirements
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB 
Expenditure Plan
£175,000
Impact of scheme 
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not captured in 
headline metrics below

The Care Homes scheme should:

Reduce unnecessary NEL admissions ; 
Reduce prescription costs (to be further  modelled and quantified);  
Increase the skills of care home staff (numbers trained will be monitored and 
competency levels assessed as part of the training programme); 
Improve end of life experience through advanced care planning (numbers of care 
plans in place will be monitored, which will include those with end of life planning 
templates in place, and in additon  the number of residents being admitted and 
dying within 0 days will be captured);   
Avoid unnecessary A&E/Clinical Decision Unit (CDU) attendances (to be 
monitored through acute activity data by the project board as it is has not been 
possible to retrospectively differentiate by patient address from current data, only 
by postcodes which includes neighbouring properties to the care home);   
Support the reduction of the incidence of falls by appropriate prescribing of 
medication and referral to Therapy Services(monitored through the Falls 
Prevention QIPP project);  
Reduce the number of care home residents appearing on the “fit to go list” (Local 

2 Improving the Quality of Dementia Care, HSJ October 2012 
                                                           



Metric HWB Supporting metric tab, monitored through “Alamac Kit Bag”); and
Reduce length of time on the “fit to go list” for care home residents (Local Metric 
HWB Supporting metric tab, monitored through “Alamac Kit bag” ).

  

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to understand 
what is and is not working in terms of integrated care in your area? 

The benefits realisation reporting mechanism is still being designed, and we expect to 
have absolute measurables for reporting actual benefits for both patients and the health 
and social care system.

There is a project board in place which will monitor the implementation of the scheme, 
and which has representatives from all partners including Healthwatch and patient 
representatives.

In addition the project  board will closely monitor the participation in the scheme by GPs 
as this will be critical to the success of the scheme.

What are the key success factors for implementation of this scheme?

The critical success factors for this scheme are:



GP engagement and participation as the scheme relies on GPs as the accountable 
lead professional
Care home staff to be released to attend training
Availability of training to care home staff
Defining the care and support delivered by GPs to patients & care homes.
Supporting the establishment of standards for care planning, medicines reviews, 
information & communication
Improved end of life experience through advanced care planning which in turn will 
improve the overall health and wellbeing of patients in homes

Scheme ref no.
3.
Scheme name
Berkshire West Connecting Care
What is the strategic objective of this scheme?  

The strategic objective of this project is to improve communication by connecting all 
the organisations across Berkshire West.  We will aim to remove information silos in 
health and social care, allowing health and social care professionals to make more 
informed decisions by having access to accurate and timely information regarding 
their patients/service users. By facilitating the sharing of information, across the 
whole system over the week, patients will only have to tell their story once and will 
experience improved communication between themselves , their family, carersand
those responsible for their care . The scheme will also enable patients/service users 
to have a more positive experience of care which is consistent, efficient and 
seamless  across health and social care. 

This scheme will directly improve  efficiency of working, and will also indirectly 
support - through improved communication - avoidable unplanned admissions ,and 
avoidance of delays by facilitating more timely discharges.. 

Good communication between health and social care will support our aim of 
providing the right care by the right people at the tight time and in the right place. 
  

Overview of the scheme 
Please provide a brief description of what you are proposing to do including:

- What is the model of care and support?
- Which patient cohorts are being targeted?

This initiative is being split into multiple phases to ensure the expected benefits are 
being realised and appropriate controls are in place at all stages of the project. 

Phase 1:



The Medical Interoperability Gateway (MIG) will be purchased and information 
sharing agreements put in place to enable GP practices to share their data with 
Westcall (OOH), Reading Walk in Centre and Newbury Minor Injuries Unit. Currently 
these healthcare settings do not have access to any medical information from 
primary care and use systems that are compatible with the MIG, meaning a quick 
implementation is feasible. No cohort of patient is being targeted during this phase 
as this will potentially benefit any West Berkshire resident who attends these care 
settings and gives consent for their record to be viewed.

Phase 2:

This will be the implementation of a “quick-start” portal solution provided by Orion. 
This portal solution will be purchased for one year and will form the basis of a full 
business case for the next phase. The portal will be implemented with feeds from at 
least GP Practices via the MIG, Royal Berkshire Foundation Trust, Berkshire 
Healthcare Foundation Trust and Out of Hours. There will also be the opportunity for 
other organisations to feed data into the portal, but is dependent on the use of the 
NHS number within the system and it being compatible with Orion.

This limited rollout will be the first time that multiple healthcare systems have been 
linked up in Berkshire West and will provide a single point of access for health and 
social care workers. The viewing organisations will cover both health and social care, 
and the project will be looking for a wide range of clinicians and social care workers 
to view the data and to compare expected benefits against those realised.

The teams that will make up the pilot will be focussed on the frail and elderly cohort 
of patients to ensure there is a maximum impact of this limited rollout.

Phase 3:

Presuming that the expected benefits were realised, the third phase would be 
initiated which would be to procure a full portal with feeds from all participating 
organisations in health and social care in Berkshire West. Access will being given to 
all health and social care staff that would benefit and are involved in the direct care 
of patients. During this phase, the scope of the project, or future projects, would also 
be revisited, with patient access portals and mobile working potential explored. 

There is significant evidence to support data sharing amongst organisations with 
NHS England supporting initiatives through the integrated digital technology fund. 
The Kings Fund highlight integrated care teams as a key priority and one of the 
enablers for this is sharing data. A case study was also completed in Cumbria for 
data sharing through the MIG.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners 
and providers involved



Procurement of the MIG (Berkshire West CCGs)
Information sharing via MIG between GP Practices and Westcall and MIU 
(Berkshire Healthcare Foundation Trust and Berkshire West CCGs)
Information sharing via MIG between GP Practices and Reading Walk in 
Centre. (Virgin Health Care and Berkshire West CCGs)
Information sharing between GP Practices to facilitate extended hours. (South 
Reading CCG).
Information sharing via Orion between GP practices, identified services within 
RBFT, BHFT and SCAS. (Berkshire West CCGs, Royal Berkshire Foundation 
Trust, Berkshire Healthcare Foundation Trust and South Central Ambulance 
Service).
As above but to include at least one Unitary Authority (Reading Borough 
Council, Wokingham Borough Council and/or West Berkshire Borough 
Council).
Full procurement of a vendor neutral portal solution with rollout to all 
participating organisations. 

The evidence base 
Please reference the evidence base which you have drawn on 

- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

There is a significant evidence base for the  benefits that can be realised by having 
an IT system that can be accessed by all, removing health and social care silos.

The benefits that have been seen elsewhere include

Contribution to a reduction in elective inpatient activity

Reduction in A&E attendances

Reduction in diagnostic testing

Sources for the benefits estimates are:

Health & Social Care NI Electronic Care Record Deployment

NHS Greater Glasgow & Clyde EPR

NHS Lanarkshire Clinical Portal deployment

Walsall ERDIP programme  - the “Fusion” project

Connecting Care programme in South West of England

Wrightington, Wigan & Leigh NHS trust EPR deployment

Canterbury District Health Board in New Zealand

Province of Alberta in Canada

Investment requirements
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB 



Expenditure Plan
£256, 000
Impact of scheme 
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not 
captured in headline metrics below

As this scheme is an enabler, there are no direct measurable impacts on the HWB 
metrics  However, it is envisaged that interoperability will be key to ensuring the 
success of other integrated  schemes, and as such will indirectly deliver a number of 
benefits. In particular, a key interdependency exists with BCF01. For the Hospital@ 
home scheme to be efficient and safe, health and social care staff need to have real 
time and timely access to patient care records. Connecting Care will provide the 
vehicle for staff to communicate with each other and to be able to update care plans, 
avoiding unnecessary delays in care provision and minimising the risks of errors in 
the delivery of care. Without Connecting Care, the Hospital@Home scheme would 
become less efficient and could incur delays at numerous stages in the patient’s 
journey.  Connecting Care will help reduce hand –offs and duplication across 
agencies. 

Information sharing between practices and out of hours and urgent care providers 
will facilitate robust communication and may support admission avoidance and 
unnecessary A & E attendances. 

Improved communication in general across health and social care integrated teams 
will being efficiencies in work patterns as well as streamline the patient journey by 
avoiding unnecessary delays which currently exist due to the lack of real time 
communication routes.            

Patient experience will be measured through feedback questionnaires and it is 
anticipated that a positive experience will influence the patient experience metric as 
outlined in the HWB supporting metric tab in Part 2. 

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to 
understand what is and is not working in terms of integrated care in your area? 

Each phase is broken into individual workstreams where expected benefits will be 
measured before moving onto the next workstream. There is a significant change to 
clinical working so it is important to ensure the change management is sufficient to 
ensure the clinical transformation is safe and benefits are maximised.

Success will be measured using questionnaires that have been developed from 
other pilots, usage statistics and assessing secondary care data to check that the 
expected cost savings are achieved over the period of the pilot. 

What are the key success factors for implementation of this scheme?

The key success factors for this scheme include: 



Agreement and sign up by all organisations to information governance and 
data sharing protocols that are robust and clear
Regular use and input by health and social care profesisonals form all 
organisations in the system, such that this way of working becomes the norm
Sufficient numbers of patients, when asked, that consent  to the wider spread 
access to their care records 

Scheme ref no.
4
Scheme name

Time To Decide / Discharge to Assess

What is the strategic objective of this scheme?  

The strategic objective of this scheme is to support the reduction in admissions to 
residential and nursing care homes, reducing the increasing pressures on adult 
social care for care home packages. 

Patients who have been assessed in hospital as requiring a residential placement 
will not remain in hospital for longer than is necessary. The length of time these 
individuals remain on the “Fit To Go List “as described in our local measure will be 
reduced as will the overall number of people on the list.

We know that a hospital environment, particularly for those with dementia, can be  a
frightening one, where behaviours associated with dementia are difficult to manage.  
This has an impact on the assessment process and assessment outcomes, with the 
likelihood of selecting more intensive onward care solutions being higher than if the 
individual was in a calmer environment, which is dementia friendly.Patients entering 
this service will be assessed in a more suitable environment, allowing them, 
whenever possible, to be empowered and supported to manage their health at home 
for as long as possible.

Patients will therefore be given better opportunities to have care provided by the 
right people at the right time and in the right place.  

It is hoped that this will provide for a more positive patient/service user journey and 
experience of care 
    
Our Reading vision, outside of the BCF, is also to increase the number of people in 
Extra Care Housing, and utilising Extra Care Housing as a viable alternative to 
residential care. Together, these two initiatives will contribute to the overall aim of 
reducing demand for residential care packages. 

Overview of the scheme 
Please provide a brief description of what you are proposing to do including:



- What is the model of care and support?
- Which patient cohorts are being targeted?

The proposed scheme will provide a “step down from hospital” approach, for people 
whose likely onward care needs on leaving hospital would be for residential care or 
residential care with dementia support. 

This service will be available to all patients/service users over the age of eighteen 
years, who pay Council Tax to Reading Borough Council. It will be free for up to six 
weeks. Patients will be selected after having been assessed whilst in hospital as 
requiring onward residential care.  It is anticipated that approximately 150 individuals 
will be eligible to be placed in a “Discharge To Assess” bed over a 12 month period ( 
based on 10 beds and an average length of stay of 3 weeks) .   

The service will build upon an already tried and tested integrated intermediate care 
model that is provided within one of the Council’s care homes.  The current service 
provides support with the aim of working on goals which will enable people to 
practise the skills of daily living in a supported setting The primary aim will be to 
maximise independence, so that the person can return to their home environment.  

The service will provide support to a variety of people, utilising capacity in the 
residential dementia unit as well as through the ten self- contained flats within the 
facility.  Procurement of extra care living assessment flats is also underway so that 
people whose needs could best be met by a service somewhere between Extra Care 
Housing and residential care can receive a comprehensive and supportive 
assessment with a view to moving into supported housing.

Service input will be provided by a dedicated social worker, who will develop a more 
comprehensive assessment in alliance with nurses, physiotherapists, occupational 
therapists, intermediate care assistants, community psychiatric nurse and general 
practitioner support. 

The service with take on a phased approach, which will be developed on the 
success of this project, and constant scrutiny of the “fit list” to see what other support 
could assist a reduction in this number. 

Phase one:  the service is focused on those whose likely long-term care needs 
could be met in an extra care / sheltered housing environment or residential home.  
This includes consideration of including people with dementia (cognitive 
impairment).

Phase two:  following service review, data from the fit list will be scrutinised to 
ascertain whether there would be benefits in extending the service to people waiting 
for nursing care.

The scheme will enable patients to be discharged from hospital environments as 
soon as they are medically stable, seven days a week.    

The scheme can support up to one hundred and fifty people annually based on an 
average length of stay of three weeks.  Currently, this type of assessment is 



provided at two Independent Living Assessment Flats, one in sheltered and the other 
in an extra care  housing scheme. These additional resources will increase the 
annual assessment capacity from eight to one hundred and fifty.  

Other integrated initiatives this scheme will support include:

                             ‘Hospital at Home’
                             ‘Seven Day Access to Health & Social Care’
                            ‘ Managing the Market Through Whole Systems Commissioning 
Processes’ 
                            ‘ Development of a Single Point of Access Through a Health & 
Social Care Hub’
                             ‘Frail Elderly Care Pathway’
                             ‘Reading Borough Council policy of ‘Value for Money’

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners 
and providers involved

Service delivery is integrated and provided by Berkshire Health Foundation 
Trust and Reading Borough Council.  Primary care input will also be evident 
as part of the scheme.
Five additional intermediate care assistants (full time equivalent) and one 
member of the clinical support team (full time equivalent)  will be recruited to 
meet the increased demand to provide services for people with more complex 
needs including double-up support.
This service will be commissioned by Reading Borough Council 

The evidence base 
Please reference the evidence base which you have drawn on 

- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

The case for change

Evidence shows that admissions to the Royal Berkshire Hospital are increasing 
significantly and particularly for those over 75 years of age.  It is also evident that the 
length of stay for this age group and for those with dementia is much greater than for
any other cohort of patients.  Equally, it is evident locally that those with the longest 
length of stay in hospital are those who require discharge to a care home rather than 
returning to their own home.  

Once a placement is identified the current pattern of discharge is only between 
Mondays and Thursdays as care homes are reluctant to receive a resident directly 
from hospital over the weekend.  It is anticipated this scheme operating seven days 
a week will help address this issue.  



Data collected from the hospital ‘Fit List’ one day per week for the first quarter of 
2014 show patients waits as follows:

Packages of care Residential care
Incidents Waiting Incidents Waiting

April 10 incidents 53 days 2 incidents 36 days
May 13 incidents 67 days 4 incidents 47 days
June 15 incidents 65 days 5 incidents 40 days

If we forecast this for a year the likely number of people that would be able to receive 
this service would be 196, with a potential reduction of bed days lost 308.

Evidence for the impact  

These types of assessments already take place at two Independent Living 
Assessment Flats in sheltered and extra care sheltered housing schemes.  Evidence 
demonstrates that where hospital assessments have been inconclusive in 
determining a discharge pathway, the majority of people have returned home or 
moved to sheltered housing schemes following a period of assessment. In designing 
this pathway, the Kings Fund research into good integration following ‘Sam’s Story’ 
is being used to ensure best practice in service design and delivery. Currently, 
rehabilitation is provided with the goal of people returning people to their homes.  
The admissions criteria are restrictive and only provide services for people with lower 
level needs.  It is mainly older frail adults accessing the service.   

The new scheme will provide an appropriate assessment to determine the right 
accommodation pathway for adults with complex needs, particularly for those whose 
onward journey would have been a residential setting.  Historically, Reading has had 
a service deficit with assessment facilities for younger adults who often have 
complex needs.  This deficit is reflected across the country resulting in people having 
to move a long distance from home creating isolation from next of kin and family 
members. The other outcome has been people moving directly into expensive long-
term placements without being given the opportunity to identify the most suitable 
accommodation.  The ethos of this scheme will change to be inclusive of younger 
adults. 

There are similar models operating across the country. 

External service is that providers of residential or nursing care report insufficient 
confidence in the hospital assessment to facilitate hospital discharge on Fridays and 
at weekends.  In many cases, this limits the number of discharge days per week to 
four.  The outcome is that medically stable patients are kept waiting in the hospital 
setting for community services, and risk being exposed to further infection and 
deterioration which can have serious consequences.

Investment requirements



Please enter the amount of funding required for this scheme in Part 2, Tab 3. HWB 
Expenditure Plan
£456,000
Impact of scheme 
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not 
captured in headline metrics below

Supported by our planned commitment to increase extra care housing 
provision, we plan to reduce our residential admissions by 19 in 2014/15 and 
a further  20 in 2015/16.   
Will support reducing the number of patients on the Royal Berkshire Hospital 
‘Fit To Go List’ due to better patient flow –overall for all patients from Reading 
we have set ourselves a target of five patients to be on the list for 2015/16.
Support reducing the number of days patients appear on the Royal Berkshire 
Hospital ‘Fit To Go List’ – overall for all patients from Reading we have set 
ourselves a target of achieving no more than five days duration on the on the 
Fit to Go list for 2015/16. 
Reduction in delayed discharges from acute and non-acute hospitals over the 
whole week (seven days).
Increase in effectiveness of enablement  (to be monitored by project board 
following implementation to assess level of impact ).
.

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to 
understand what is and is not working in terms of integrated care in your area? 

Use of data from the Alamac Kitbag on the fit list which will include numbers 
and length of stay. This data is inputted by each partner in the health and 
social care system and produced by the Royal Berkshire Hospital and 
circulated to local authorities on a daily basis
User satisfaction feedback from the intermediate care questionnaire given to 
everyone using the scheme.  The data will be processed and analysed by 
Reading Borough Council.
Complaints and commendations from those using the service.
The metrics will be monitored via a dashboard at the Reading Integration 
Board that is currently in development.

What are the key success factors for implementation of this scheme?

Patient / family “buy in” 
Competent, well trained staff who are able to deliver reablement
Shared vision and buy in from staff across the health and social care 
system including the acute sector, primary care, social care and 
community health
Dedicated social worker support will provide advice and guidance to 
enable timely planning and discharge to appropriate accommodation.  

 Implementation of a trusted assessment process to enable timely 
decisions and discharges from the scheme to be made.



Scheme ref no.
BCF 05a 
Scheme name
Whole System - Whole Week (Health & Social Care Hub)
What is the strategic objective of this scheme?  

This scheme is one element of a suite of three schemes within the “Whole System:  
Whole Week” programme (BCF05a-c). They are grouped together as they all share 
the same strategic aims and all are interdependent upon each other to ensure these 
aims are met. 

The project will be composed of 3 interconnected work streams:

A. Berkshire West Health & Social Care Hub –  

B. 7 day Integrated Neighbourhood Teams - Multi-disciplinary teams of health 
and social care staff at a neighbourhood level organised around groups of GP 
practices. 

C. Increased Access to GP Practices

The strategic aim of this suite of schemes is to ensure equity of access to services 
across the whole system for the whole week.  This will provide a more positive 
patient/service user journey and experience of care which is both consistent and 
efficient. Integrated care provided by neighbourhood teams, centred around GP 
practices, accessed by all through a single point of access, will ensure seamless 
accessible care is delivered.   Reading residents will feel empowered and supported 
to live well for longer in their own home. There will be improved communication 
between the individual, their family, carers, and health and social care professionals 
responsible for their care. 

Care providers within acute care, primary care, the community and in social services 
will work together, breaking down organisational barriers to deliver patient centric 
care offering the best patient outcomes.   The right care will be provided by the right
people at the right time and in the right place. 

We will, through our neighbourhood  teams, have more opportunity to promote 
health and wellbeing  to people with lower support needs.

These schemes are aimed at contributing to a reduction in delayed transfers  of care 
and increasing the effectiveness of  reablement. 

Scheme 5a aims to create an effective integrated single point of access for health 
and social care across West Berkshire, Reading and Wokingham by:

providing one centralised point of contact for patients, service users and 
health/social care professionals, available 24/7; and, 



developing a model that provides a simplified processes, a consistent 
approach, less bureaucracy and less duplication.  

Overview of the scheme 
Please provide a brief description of what you are proposing to do including:

- What is the model of care and support?
- Which patient cohorts are being targeted?

There are currently around 56 different points of access to care across Berkshire 
West, all with different arrangements and resources, using different referral criteria 
for eligibility into specific services. Few of the existing points of access are available 
24/7. This creates inconsistency, fragmentation and duplication.   

The aim is to create a model of referral and assessment that moves from a 
fragmented set of health and social care services to a co-ordinated service that is 
easily accessible through a single point. It will build on and integrate with the newly 
established Berkshire-wide Health Hub and on the “Berkshire 10” system wide 
approach to integration.

A Berkshire West Health Hub, hosted by Berkshire Healthcare Trust, our community 
and mental health provider, has been operating for some time and is demonstrating. 
efficiency benefits for the staff as well as improving delays in discharge, evidenced 
by a reducing “Fit To Go list”  within the acute sector. The aim will be to replicate 
some of these gains into the new single point of access health and social care hub. 

Detailed work is underway through consultation and engagement with all key 
stakeholders to scope out, plan and develop an integrated single point of access 
Health and Social Care Hub across Berkshire West. This will include mapping of 
existing patient flows with the aim of improving efficiency and productivity. The 
service will operate throughout the week providing a 7-day service, 24 hours a day.

As part of the detailed scoping work, the Project Board will explore options relating to 
who will deliver the Integrated Health and Social Care Hub and from where – eg: it 
could be incorporated into the existing health hub run by BHFT or into one of the 
existing points of access run by one of the local authorities.  

It is important to recognise that the development of an integrated single point of 
access Health and Social Care Hub will  require a significant culture shift to achieve 
better collaboration, partnership working and integration, not only across local 
government and the local NHS at all levels but also across and between the three 
localities in Berkshire West.  There will be a need for staff to embrace change and to 
focus on doing things differently and not just delivering more of the same.   

This initiative will align with the frail elderly pathway work, and will be closely 
interrelated with a number of other BCF schemes.  

- The Berkshire West Connecting Care IT solution - true interoperability will 



significantly enhance the efficiency and effectiveness of the Hub.
- A 24/7 single point of access for health and social care will support the 

implementation of neighbourhood working and increased GP access over the 
week by providing an effective and timely resource for triage, provision of advice, 
information, support and signposting and so potentially reducing delay in the 
management of referrals. 

It is proposed to target patients and services users most likely to benefit: ie those in 
high risk groups with complex health and social care needs and with multiple long 
term conditions, with the intention of reducing the occurrence of additional health 
problems in this group and supporting them to achieve greater control and ability to 
manage their health and social care.  

The volume of patients that will benefit from this scheme is yet to be determined, as 
the detailed design of  hub has not yet been agreed. However it is anticipated that 
the 2% with high risk of unplanned admissions will be included. The baseline will be 
determined from the current activity through the Health Hub, Reading Borough 
Council and all other main points of entry into the system. 
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners 
and providers involved

The delivery of this scheme will be designed, managed and controlled by a 
dedicated Integrated Health & Social Care Hub project board, reporting to the 
Berkshire West Partnership Board and the West of Berkshire Integration Programme 
Board.

The aim is to establish the Hub by June 2015; details regarding the “Hub” timelines 
are indicated on the GANTT chart in section 4a) 

A key part of the detailed planning will involve the key stakeholders, the Berkshire 
West Partnership Board and the West of Berkshire Integration Programme Board 
agreeing the commissioner(s), budget, performance metrics and management 
structure for the Hub.  
The evidence base 
Please reference the evidence base which you have drawn on 

- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

A lack of joined-up care has been described by National Voices as a huge frustration 
for patients, service users and carers. (National Voices 2011). Emerging evidence 
suggests that developing an integrated single point of access health and social care 
hub where services are co-located (either virtually or in reality) is more convenient 
for users, and has the potential to help enable more integrated and timely care 
(Imison et al 2008).

Reviews by The King’s Fund and the Nuffield Trust of the research evidence 
conclude that significant benefits can arise from the integration of services where 
these are targeted at those client groups for whom care is currently poorly co-
ordinated (Curry and Ham 2010; Goodwin and Smith 2011; Ham et al 2011b; Rosen 



et al 2011). 

The literature confirms that focusing on patients at highest risk leads to better 
outcomes (Hofmarcher, Oxley and Rusticelli, 2007) and that focusing on improving 
patient care helps to overcome professional boundaries for staff working in an 
integrated and collaborative structure (Heenan and Birrell, 2006).

The provision of information and support for patients / carers / members of the public 
through a single point of contact will create better informed service users. Being 
informed is a prerequisite to being involved and engaged, and there is a growing 
consensus that more engaged patients experience better outcomes (Health 
Education England, 2014).

The establishment of a single point of access for health and social care in 
conjunction with other transformational improvement schemes is identified as being 
best practice, as demonstrated by initiatives across the country, eg: NHS North West 
London, Torbay & Southern Devon Care Trust, Bridgewater Community Health NHS 
FT. However, many of these initiatives have yet to publish robust, evidence based 
evaluations of their impact. In addition, as most of the initiatives include a number of 
different improvement schemes, it is not yet possible to identify with certainty the 
unique impact of developing a single point of access health and social care hub.   
Investment requirements
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB 
Expenditure Plan

Impact of scheme 
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not 
captured in headline metrics below
I

Improved communication, transmission of information and data sharing within 
and between health and social care teams across all 3 localities

 Faster response times which should reduce delays in referrals and should 
expedite discharge by facilitating the co-ordination of timely support and care
Contributing to enhancing patient and service user satisfaction as the difficulties 
and frustrations they experience in navigating a complex and un-coordinated 
health and social care system will be reduced if not removed entirely  

 Assist the acute unit  in achieving greater efficiencies through improved patient 
flows  

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to 
understand what is and is not working in terms of integrated care in your area? 
During development of this scheme, the Single Point of Access Health & Social Care 
Hub project board will undertake ongoing monitoring of progress. As part of 
implementation, the project board will determine the process for regular assessment, 
review and evaluation of the Hub. 

It is likely to be agreed that providers working within the Integrated Health & Social 
Care Hub will be required to collect data around service utilisation and service user 



satisfaction; in particular from the perspective of whether the new model of service 
provision makes a difference to those on the receiving end and whether patients and 
service users report a better, more seamless, experience of care.

Project evaluation will involve both qualitative and quantitative evaluation to ensure 
that the Hub is operating effectively and is achieving its objectives. Key performance 
indicators will be agreed during development and will include delivering better 
outcomes and customer experience for patients and service users and the Hub’s 
contribution to the achievement of any of the targets within the Better Care Fund 
metrics.  Evaluation will be undertaken through analysis of data and satisfaction 
surveys and recorded on the project dashboard. 

The findings from the reviews will be reported to The Health and Well Being Boards 
in all localities via the Berkshire West Partnership Board and also to the  Berkshire 
West Integration Programme Board (meetings for the remainder of 2014 are 
scheduled for 18 Sept, 16 Oct, 20 Nov, 18 Dec).
What are the key success factors for implementation of this scheme?

The scoping, planning and development of an integrated single point of access 
Health and Social Care Hub will take place during 14/15 with the aim of having an 
agreed model of an integrated Health and Social Care Hub in place and operational 
by June 2015, although this might be in the form of a pilot across a smaller area 
initially, to ensure the success of the initiative prior to full roll-out. 

Whatever the final design of the hub, there will be a need to:

Achieve agreement, support and commitment for the scheme from all key 
stakeholders, including agreement of a project plan. This will include identifying 
any conflicting organisational priorities / different ways of working between the 
various organisations,  any potential impact on the services required by other 
providers and any perceptions of professional boundaries that may hinder the 
project and agreed action to address these
Agree where/how the Hub is to be established, be that in a virtual or actual 
location 
Ensure that effective IT systems are in place to support delivery of care via the 
Hub 
Identify and address any real and perceived barriers to data sharing across the 
constituent parts of the local health and social care system that might impinge on 
the development of the Hub
Ensure appropriate governance processes are in place relevant to the integrated 
health & social care hub  
Ensure availability of staff in sufficient numbers with the right skills to provide 
adequate staffing for the hub in response to anticipated no of contacts  
Provide the required education and training to equip the existing and future 
workforce for this new models of care



Scheme ref no.
5b –
Scheme name
Whole System - Whole Week (7 Day Integrated Neighbourhood Teams)
What is the strategic objective of this scheme?  

This scheme is one element of a suite of three schemes within the “Whole System: 
Whole Week” programme (BCF05a-c). They are grouped together as they all share 
the same strategic aims and all are interdependent upon each other to ensure these 
aims are met. 

The strategic aim of this suite of schemes is to ensure equity of access to services 
across the whole system for the whole week.  This will provide a more positive 
patient/service user journey and experience of care which is both consistent and 
efficient. Integrated care provided by neighbourhood teams, centred around GP 
practices, accessed by all through a single point of access will ensure seamless 
accessible care is delivered. Reading residents will feel empowered and supported 
to live well for longer in their own home. There will be improved communication 
between the individual, their family, carers, and health and social care professionals 
responsible for their care.    

Care providers within acute care, primary care, the community and in social services 
will work together, breaking down organisational barriers to deliver patient centric 
care offering the best patient outcomes.   The right care will be provided by the right 
people at the right time and in the right place. 

These schemes are aimed at contributing to the reduction in delayed transfers of
care and increasing the effectiveness of reablement. 
  
Scheme 5b will, through our integrated neighbourhood teams, have more 
opportunity to promote health and wellbeing to people with lower support need.
Creating smaller, geographical areas as operational units, recognising the variances 
between populations within a district, and creating one team to work together for that 
community, would enhance the patient experience achieving a more effective and 
efficient service provision.

Overview of the scheme 
Please provide a brief description of what you are proposing to do including:

- What is the model of care and support?
- Which patient cohorts are being targeted?



Neighbourhood Cluster Teams (NCTs) are multidisciplinary teams of health and 
social care professionals who will be allied to GP clusters or hubs across Reading.   

The focus of NCTs is to streamline the approach to case managing care for patients 
utilising community based multi professional teams to provide joint care planning and 
co-ordinated assessment of need.  

The NCTs will ensure that there is the opportunity to seek input from a range of 
health and social care specialists in the borough so that any specific care required 
can be provided early..

The Neighbourhood Cluster Teams NCTs) will integrate health and social care 
teams across the week to respond to local patient/service user need providing early 
interventions through care planning. This will reduce the need for repeated 
assessments by reducing duplication, improving that patient/service user experience 
by integrating care and reducing fragmentation of health and social services across 
the economy.

The target population will be those high risk groups with complex health and social 
care needs and multiple long term conditions, the majority of whom will be those in 
the top 2% at high risk of unplanned admissions as identified by the GP practices
through the National Directed Enhanced Service.

The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners 
and providers involved

The service will be commissioned jointly by CCGs/local authority and provided 
through integrated teams within Berkshire Healthcare Foundation Trust and Reading 
Borough Council. 

The evidence base 
Please reference the evidence base which you have drawn on 

- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

Early in 2013, the Berksshire West health and social Care economy commissioned 
Capita to undertake a piece of work focusing on demand and capacity modelling.  It 
identified 5 early specific areas of pressure the economy was experiencing:

1) Increased A&E attendances
2) Increase use of Out of Hours provision
3) Increased demand for Ambulances
4) Pressure on A&E capacity
5) Increase demand for non-elective procedures.

17 options to address these pressures were identified.  Two of these relate directly to 
the Neighbourhood working project, namely, “enhanced use of risk stratification to 
support Multidisciplinary working” and “the creation of the Health and Social Care 
Coordinators”.



Thus a scheme of case coordination was established in July 2013 across health and 
social care, working specifically with those of a risk stratification score (RUB) of 3 – 
4, i.e a future likelihood of requiring an unplanned admission. 

The case co-ordination project has brought health and social care together and has 
acted as a catalyst to better support service users. The neighbourhood teams
scheme will be natural extension of the success we have seen to date. 

Investment requirements
Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB 
Expenditure Plan
£1,372,000
Impact of scheme 
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not 
captured in headline metrics below
It is envisaged that an increase in impact of neighbourhood cluster teams will be an 
enabler to  support:

A reduction in delayed transfers of care (impact to be monitored by 
project board) 
A reduction in demand for residential care placements (impact to be 
monitored by project board)  
A reduction in unnecessary A&E attendances (impact to be monitored 
by project board) 
Increased patient satisfaction with care provision (monitored through 
patient satisfaction surveys carried out by providers)

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to 
understand what is and is not working in terms of integrated care in your area? 

This scheme will be monitored through provider patient satisfaction surveys.

Contractual reporting between the providers and commissioners will be collated 
through the dashboard and monitored by the Reading Integration Board. 

Key performance indicators will include caseload activity, utilisation of health and 
social care resource (activity and finance) and monitoring of any impact on 
admission avoidance, reduction in subsequent caseload, permanent residential 
admissions and any impact on increasing the effectiveness of reablement through 
correlation with the 91 day post discharge data with the NHS numbers of those on 
the neighbourhood cluster casemix. 

What are the key success factors for implementation of this scheme?



Good robust engagement and coproduction with health, social care, housing 
and voluntary sector
Workforce development to include generic worker role
Primary care  involvement in designing the definition of the neighbourhoods
Scoping  of suitable accommodation within each neighbourhood area to 
provide a team base
Robust information sharing agreements
Strong leadership to deliver transformational change 
Increasing community resources to deliver new models of working over a 7 
day period

Scheme ref no.
5c –
Scheme name
Whole System - Whole Week (Increased Access to GP Practices)
What is the strategic objective of this scheme?  

This scheme is one element of a suite of three schemes within the “Whole System: 
Whole Week” programme (BCF05a-c). They are grouped together as they all share 
the same strategic aims and all are interdependent upon each other to ensure these 
aims are met. 

The strategic aim of this suite of schemes is to ensure equity of access to services 
across the whole system for the whole week.  This will provide a more positive 
patient/service user journey and experience of care which is both consistent and 
efficient. Integrated care provided by neighbourhood teams, centred around GP 
practices, accessed by all through a single point of access, will ensure seamless 
accessible care is delivered. Reading residents will feel empowered and supported 
to live well for longer in their own home. There will be improved communication 
between the individual, their family, carers, and health and social care professionals 
responsible for their care.    

Care providers within acute care, primary care, the community and in social services 
will work together, breaking down organisational barriers to deliver patient centric 
care offering the best patient outcomes.   The right care will be provided by the right 
people at the right time and in the right place. 

We will, through our neighbourhood teams, have more opportunity to promote health 
and wellbeing to people with lower support need. 

These schemes are aimed at contributing to the reduction in delayed transfers  of 
care and increasing the effectiveness of  reablement. 

Scheme 5c specifically is anticipated to further support admission avoidance, reduce 
delayed transfers of care and provide enhanced care and access in the community 
so contributing to a reduction in demand for residential care placements. 



Overview of the scheme 
Please provide a brief description of what you are proposing to do including:

- What is the model of care and support?
- Which patient cohorts are being targeted?

- What is the model of care and support?

The model is an expansion of GP service provision beyond core hours (8am - 6.30 
pm, Monday – Friday) to offer access into early mornings, evenings and at 
weekends, particularly Saturday mornings.  This builds upon and enhances existing 
extended hour arrangements that have been commissioned by NHS England.    

Practices will offer both routine and urgent appointments during these extended 
periods, interfacing with other services to support admissions avoidance, reduce 
type 3 A&E attendances and maximise opportunities for discharge back to GPs.  
During these hours there will be requirements to ring fence some appointments for 
patients who have been discharged to  access their GP practice (particularly on a 
Saturday morning) and a requirement to give a priority to patients identified by 
practices as being at high risk of admission.  These will include patients included on 
the 2% care management registered developed by GPs as part of the national 
Avoiding Unplanned Admissions Directed Enhanced Service (DES) (see section 7d) 

The scheme will provide more opportunity for patients to access GP services to help 
manage their long term conditions in the community, thereby avoiding unnecessary 
admissions and/or attendances to A&E.  

This increased access will also enable private home care and residential and care 
home providers to be confident about taking patients on at the weekend as they will 
be able to speak to a GP if necessary.  

Practices are being commissioned to increase extended hour arrangements during 
2014-15 under pilot arrangements which will make more early morning, evening and 
Saturday morning services available.  The service to be commissioned from April 
2015 will be shaped by the findings of these pilots, and national best practice 
including emerging results from the Prime Minister’s Challenge Fund pilots, together 
with the audit of in-hours capacity and utilisation currently being undertaken.  It will 
link with neighbourhood cluster working.

- Which patient cohorts are being targeted?

All patient cohorts are likely to benefit from increased access, but the scheme is 
expected to be particularly effective for patients with complex needs, those identified 
as being at high risk of admission, those who would otherwise attend A&E for type 3 
conditions and those discharged from hospital, including A&E.
The delivery chain
Please provide evidence of a coherent delivery chain, naming the commissioners 
and providers involved

It is anticipated that extended GP hours will be delivered by existing GP providers, 
working as collaboratively as appropriate, with an interoperable IT solution in place 



as soon as possible and if appropriate.  The service is likely to be commissioned by 
the CCGs as a Community Enhanced Service, potentially linking with NHS England 
around the existing Extended Hours DES.

GP Providers will commence extended hours working once appropriate plans are in 
place that ensure there is a sustainable workforce, services are being delivered from 
an appropriate site, and that the model of delivery is an improvement on existing 
access arrangements and better meets the needs of patients.  It is anticipated that 
this will be from April 2015.

The scheme will be overseen by the Primary Care Programme Board, with the 
Primary Care Team within the Berkshire West CCG Federation taking responsibility 
for setting service specifications and monitoring delivery.  The Primary Care 
Programme Board will in turn feed into the Reading Integration Group.  It will be for 
individual GP providers to implement local practice arrangements.  

The evidence base 
Please reference the evidence base which you have drawn on 

- to support the selection and design of this scheme
- to drive assumptions about impact and outcomes

The evidence base around extending GP hours is still emerging and the 
arrangements will be commissioned as pilots initially with a requirement to collect 
capacity and utilisation data which will then be triangulated with A&E and Westcall 
attendance rates and admissions data.  What is currently understood is the patient 
satisfaction rate with opening hours from the National Patient Survey.  For Reading 
CCGs this indicates that the greatest desire is for practices to be open on Saturday 
and in the evenings. 

% requesting 
GP access 
before 8am

% requesting 
GP access 
after 6.30pm

% requesting 
GP access on 
Saturdays

% requesting 
GP access on 
Sundays

North & West 
Reading CCG

34 74 84 37

South
Reading CCG

34 67 76 37

Ring fenced appointments will help patients who have been discharged from a 
hospital setting to have easier access to their GP practice.  The scheme will also 
ensure that GP practices are available outside of core hours to support patients with 
the management of their long term conditions in the community, thereby avoiding 
unplanned admissions.

Investment requirements



Please enter the amount of funding required for this scheme in  Part 2, Tab 3. HWB 
Expenditure Plan

Impact of scheme 
Please enter details of outcomes anticipated in Part 2, Tab 4. HWB Benefits Plan
Please provide any further information about anticipated outcomes that is not 
captured in headline metrics below
Increased Access to GP Practices

It is envisaged that an increase in access to GP practices will be an enabler to  
support:

Reducing delayed transfers of care (impact to be monitored during pilot 
period over winter months and reviewed in March 2015)
A reduction in demand for residential care placements (impact to be 
monitored during pilot period over winter months and reviewed in 
March 2015) 
A reduction in unnecessary  A&E attendances (impact to be monitored 
during pilot period over winter months and reviewed in March 2015)
Increased patient satisfaction with opening hours (impact to be 
monitored during pilot period over winter months and reviewed in 
March 2015)

Feedback loop
What is your approach to measuring the outcomes of this scheme, in order to 
understand what is and is not working in terms of integrated care in your area? 

The scheme will be overseen by the Primary Care Programme Board who will report 
to the Reading Integration Group.  

As part of the providing the service, providers will be required to collect data around 
capacity, utilisation and patient satisfaction.  A&E and Westcall attendances and 
admission rates will be reviewed, with a particular focus on what happens at times 
close to when the surgery is offering additional access.  In addition to practice 
monitoring of patient satisfaction, GP Patient Survey data (questions relating to 
satisfaction with opening times) and Friends and Family data will be reviewed.

What are the key success factors for implementation of this scheme?

Practice engagement will be key. 27 out of 30 practices in Reading have already 
expressed interest in and have indicated a willingness to offer additional hours 
under proposed CCG proposed pilot schemes.  
Key Interdependencies: IT connectivity – the project will link with the Connecting 
Care workstream to ensure that GPs working through a hub model have access to 
the necessary clinical information. The Neighbourhood Cluster model will ensure 
that practices are able to link with other services in the out-of-hours period to meet 
patient needs.



The scheme will require robust patient communication.
Effective co-commissioning arrangements with NHS England to be formalised. 
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1. PURPOSE OF REPORT AND EXECUTIVE SUMMARY 
 
1.1 This paper provides an update to the Board on the work in progress in dementia service 

development locally, which is in support of the National Dementia Strategy and 
implemented as part of the Long Term Conditions Programme. 
 

1.2 This work has been steered by a Berkshire West Dementia Stakeholders Group, with 
representation from health commissioners and providers, unitary authorities and 
voluntary sector partners. Through that group, this paper has had input from all the key 
partners within the West of Berkshire. 
 
 

2. RECOMMENDED ACTION 
 
2.1 The Health and Wellbeing Board notes the contents of this update report. 
 
2.2 The Health and Wellbeing partners commit to supporting the continued work on 

dementia as a priority within Reading.  
 
 
 
3. BACKGROUND 
 
3.1 Mental ill health costs some £105 billion each year in England: this includes £21 billion 

in health and social care costs and £29 billion in losses to business (The Economic and 
Social Costs of Mental Health Problems in 2009/10. London: Centre for Mental Health). 
It was estimated that the financial cost of dementia to the UK in 2012 was over £23 
billion. 
 



3.2 ‘Dementia’ is used to describe a range of conditions which affect the brain and result in 
an overall impairment of the person’s function. The person may experience memory 
loss, problems with communication, impaired reasoning and difficulties with daily living 
skills. This can result in changes in behaviour, which can disrupt the ability to live 
independently and may affect social relationships. Dementia is a progressive and 
terminal condition, which will in most cases lead to increasing cognitive difficulties and 
dependence on others. How long the person will live depends upon the type of 
dementia, their age and their general health, but many will live with the condition for 
several years.  
 

 
4. POLICY CONTEXT 
 
National Dementia Strategy 

 
4.1 The National Dementia Strategy (2009) set out a work programme over a five year 

period to improve dementia care across three main areas - improved detection; earlier 
diagnosis and intervention; and delivering a higher quality of care. The Revised NHS 
Operating Framework (2010/11) articulated clear expectations for NHS organisations to 
be working with partners on implementing the National Dementia Strategy.  

  
4.2 During 2012, the Prime Minister launched the ‘Dementia Challenge’ which set out an 

ambitious programme of work to push further and faster in delivering major 
improvements in dementia care and research by 2015, building on the achievements of 
the National Dementia Strategy.  
 

4.3 Central to the Challenge is the requirement that, from April 2013, there needs to be a 
quantified ambition for diagnosis rates across the country. The rates are published 
annually through the NHS Information Centre and are contained within the NHS 
Outcomes Framework (domain two). The Dementia Prevalence Calculator Tool enables 
local areas to account for local factors and establish estimates of their local prevalence 
rates. According to the tool, the adjusted diagnosis figures for August 2014 are:  

North & West Reading CCG – 49.5 of expected prevalence 
South Reading CCG – 49.0% of expected prevalence 

The diagnosis ambition across Reading is to achieve a rate of 67% by the end of 
2015/16.  

 
4.4 There is a national Directly Enhanced Service (DES) scheme encouraging GPs to screen 

all ‘at risk’ patients with the aim of identifying more people with possible dementia and 
referring them to Memory Clinics. The Quality Outcomes Framework (QOF) data for 
2013-14 shows the following number of patients on the GP registers:  

North & West Reading CCG – 564 
South Reading CCG – 467 

 
The NHS Outcomes Framework 
 
4.5 Domain 2 of the NHS Outcomes Framework, published by the Department of Health, 

identifies three objectives that are of particular relevance in the context of developing 
dementia care services. These are: 



improving the health-related quality of life for people with long term conditions 
and their carers;  
increasing the proportion of people who feel supported to manage their 
condition; and 
the effectiveness of post-diagnosis care in sustaining independence and 
improving quality of life for people with dementia. 

 
 
 

5. THE LOCAL PICTURE 
 
5.1 A number of key improvements for dementia services were proposed at the Dementia 

and Elderly Care Conference hosted by NHS South Reading CCG on 14 May 2013. The 
Berkshire West Dementia Stakeholder Group reviewed the list of priorities identified by 
delegates, and progress updates on these were posted on the South Reading CCG 
website (http://www.southreadingccg.nhs.uk/you-said-we-did/dementia). The 
following key areas were identified:  

Communication and access to services;  
Joined up working around training and information;  
Better integration between hospitals, communities and social care;  
Lack of integrated ring-fenced funding for care support, respite care, premises, 
domiciliary care and training;  
Joined up working across health and social care; and  
Outreach worker for BME community.  

  
5.2 Dementia remains high on local people’s agenda. The ‘Living well with Dementia ‘ 

conference put on by the Earley Charities Group in September 2014 for those with 
dementia and their carers attracted around 150 people. 30 different organisations 
attended with information stalls. 

 
5.3 There is already a significant amount of joint working in this area between health 

agencies, local authorities and the voluntary sector. Updates on work in progress are 
set out below, by reference to the lead partner organisation where appropriate. 

 
 
Dementia Challenge bids 
 
5.4 In response to the Prime Minister’s Dementia Challenge launched in 2012, 7 proposals 

were submitted to the Challenge Fund from across Berkshire West. These were lead by 
the unitary authorities working in partnership with Berkshire Healthcare Foundation 
and the Clinical Commissioning Groups. Five of the 7 bids were successful in securing 
funding.  

 
 

Patient and Carer Information  
 
5.5 This project aimed to give patients with dementia and their carers access to the 

information they want and need via a variety of media, including a local Dementia 
Information website, to inform, empower and improve lives. The approach taken was 



based on the successful model previously developed for stroke patients in Berkshire 
West, which involves working closely with service providers, users and carers.  

 
5.6 The resulting website has now been in existence for over a year with positive feedback 

and visitor volumes. The content includes links to national dementia sites, summaries 
of local support available, and a video ‘Talking about Dementia’. The Dementia 
Information website is accessible from all of the Berkshire CCG websites, e.g: 
www.southreadingccg.nhs.uk/long-term-conditions/dementia 

 
 
 

Care Home In Reach Team  
 
5.7 The aims of this project were: improved quality of life for people with dementia living in 

selected residential and nursing homes; improving the skills of the care home staff, 
building their confidence and professionalism; and improved communication with 
people with dementia, and involvement of, carers. This includes their involvement with 
anticipatory planning for End of Life care. 
 

5.8 The Berkshire West project team includes a clinical team lead and 5.5 FTE experienced 
nurses. There is an equal split between Registered Mental Nurses (RMNs) and 
Registered General Nurses (RGNs). The team works across the 3 local authority areas in 
the West of Berkshire but includes a dedicated RMN and RGN for Reading. All of the 
staff are employed by Berkshire Healthcare NHS Foundation Trust.   
 

5.9 The team began delivering their service in the first wave of identified care homes in 
May 2013. The team works intensively in 2-3 homes (depending on size) for a period of 
3 months and then will move on to a new group of homes. However, links are 
maintained with the first group of homes which are still visited occasionally and staff 
there can continue to approach the In-reach team for support. The In-reach staff work 
alongside the care home staff to model good practice and to observe and identify areas 
for improvement. The team only goes into homes at the invitation of the manager and 
the owners. 
 

5.10 A variety of training has been delivered as training is a big part of the team’s remit.  This 
includes formal training sessions, workshops and informal teaching “on the floor”.  Care 
home staff have also been helped and encouraged to access external training. The team 
is collecting both quantitative and qualitative data to evidence their effectiveness, and 
building a collection of case studies to illustrate the work they have achieved.  
 

 
Cognitive Stimulation Therapy (CST)  

 
5.11 This project aims to extend the current provision of CST and to develop the knowledge 

and competency of staff working in non-health settings. The project supports the initial 
delivery of CST followed by Maintenance CST in Day Care and Extra Care settings and is 
designed to expand the local CST network to deliver continued and expanded CST 
across the local area.  
 

5.12 This project has been running since July 2013. By delivering formal training to staff 
working in Day Centres and Extra Care Housing Schemes, and providing them with the 



opportunity to observe and participate in established CST courses, the project will 
ensure participants then have the confidence and capability to run CST in their 
workplace. This in turn extends best practice across care settings and enables more 
people with dementia to engage in this proven therapy for longer. 
 

5.13 Training typically starts with a full-day programme of explanatory lectures followed by 
group workshops and discussion.  Trainees then shadow the BHFT led CST (3 providers 5 
staff). Two providers have now fully completed the shadowing sessions (3 staff).  
Continuing dialogue with the providers has been productive in striking the right balance 
so that participants can more easily manage the training alongside their existing work 
commitments.  

 
5.14 During December 2013 an evaluation was undertaken with the first cohort of trainees. 

This demonstrated that the shadowing was effective in complimenting and 
consolidating the theoretical element of the training. Woodley Age Concern was the 
first local provider to start marketing maintenance CST sessions, and others are 
expected to follow shortly. 

 
 

Domiciliary Care Training 
 
5.15 This project was designed to scope current training provision, identify training needs 

through a training needs analysis, and then develop a future plan of action to meet 
identified training needs. There is a variable take up of the dementia training currently 
available to domiciliary care providers, and this analysis will help CCGs and the local 
authority to tailor courses based on local need and to target those agencies who wish to 
become market leaders.  

 
5.16 The project manager has developed a work force questionnaire and has begun her work 

with Reading providers, although she is expected to address similar issues across 
Wokingham and West Berkshire in future. This work is overseen by the Berkshire Care 
Association. 
 

 
‘Berkshire Blue Book’  

 
5.17 The bid to the Dementia Challenge Fund for this project was not successful, but the 

Berkshire West CCGs decided to proceed and fund it themselves. The Berkshire Blue 
Book adapts the concept behind Gloucester’s ‘Living Well handbook’ to Berkshire West, 
and was formally launched at the ‘Living Well With Dementia’ conference in September 
2014. It is a tool intended to enhance user participation and ownership from the outset, 
and its development has been informed jointly by ‘experts by experience’ (patients and 
carers) and ‘experts by training’ (professionals). The Berkshire Blue Book draws on the 
online ‘Patient and Carer Information’ project described above to offer a parallel 
physical post-diagnosis pack.  

 
5.18 The pack is based on information, input and results from a review of dementia 

information; qualitative research to elicit patient/carer information needs; and  parallel 
research to identify information considered important by healthcare professionals, by 
local authorities and by voluntary sector staff.  
 



5.19 The process of review and research also included gathering baseline data for evaluating 
the impact of the pack on patient/carer’s reported quality of life, knowledge/skill and 
service usage. The impact of the pack will also be measured against unplanned 
admissions and crises requiring intervention. 

 
 

Dementia Action Alliance in Reading 
 
5.20 Establishing a local Dementia Action Alliance was another bid which secured Prime 

Minister’s Challenge funding. The aim of this project was to assist in making Reading a 
dementia-friendly community by developing a local dementia declaration - as outlined 
by the national Dementia Action Alliance – which major local employers and service 
providers are then invited to sign. Signing commits the organisation to reviewing and 
changing its activities as required to improve support to people with dementia.  

 
5.21 The Reading Dementia Action Alliance was launched in March 2014, and  “Working to 

Become Dementia Friendly” status was awarded one month later. The Reading 
Dementia Action Alliance Steering Group continues to meet quarterly to promote and 
encourage the Dementia Friendly Community concept, and so support the inclusion of 
people with dementia and their carers. The Butts Centre in Reading has now acquired 
dementia-friendly status whilst the  Oracle centre is working towards it. 

 
5.22 The Dementia Action Alliance in Reading has also supported the development of 

contacts, networking and training tools. The aim has been to forge relationships in 
order to develop sustainability for the future. Through the Alliance, a broad range of 
local organisations now include committed ‘Dementia Friends or ‘Dementia 
Champions’.  ‘Times of our Lives’ workshops have been rolled out across primary and 
secondary schools in Reading to support intergenerational dementia awareness raising. 
In 2013, the Hands-On Company researched, devised and rehearsed ‘Times of our Lives’ 
(using drama and puppetry) and created a follow-up CD.  An article in the Reading 
Chronicle about this project then preceded a news story on South Today and a twenty 
minute studio chat with Drive-time Radio Berkshire. The first workshop was held in 
September 2013 and continued into the spring and summer terms of 2014. Feedback 
has been very positive. 

 
 
Younger People with Dementia 
 
5.23 The needs of younger people with dementia and their carers differ greatly from older 

people as the pattern, progression and burden of illness are all different. Loss of 
employment and with it financial insecurity, marital breakdown and impact on children 
have far reaching effects. Furthermore behavioural and psychological symptoms 
associated with the dementia when they occur are very difficult to manage within 
current care provisions for people with dementia which are geared towards people 
who are much older and physiologically frailer. 

 
5.24 A Younger People With Dementia Group is run by Crossroads Reading in partnership 

with Woodley Age Concern to offer a combination of workshops and one-to-one 
sessions which support younger people with a dementia diagnosis. The three Berkshire 
West local authorities provide funding support to Crossroads for this service whilst the 



Woodley Age Concern element receives funding support from the CCGs via the 
Partnership Development Fund.  

 
5.25 Younger People with Dementia (YWPD) was launched as a registered charity in June 

2012 in order to provide support for younger people with dementia (by definition onset 
of symptoms before the age of 65) and their carers. The main aims were to raise the 
profile about the different needs of younger people with dementia, specifically in 
relation to age appropriate activities, to provide social and emotional support and to 
raise funds through grants to provide age appropriate support.  

 
5.26 The Younger People With Dementia Charity offers alternative community based 

activities for this group of patients, and an element of day respite which is of benefit to 
carers. The YPWD Charity is supported from pooled health and social care budgets set 
up to support carers to access breaks. 

 
 
Berkshire West CCGs 
 
5.27  As part of the 2013-14 QIPP programme the Berkshire West CCGs prioritised increased 

investment into their Older People’s Mental Health services delivered by Berkshire 
Healthcare Foundation Trust. This investment is in recognition of the costs associated 
with both the increase in the number of patients with dementia, and the prescribing 
issues relating to anti-dementia drugs, which are only effective for people with some 
types of dementia and not all types.  

 
5.28  Capacity in memory clinics is being increased in line with demand. Prescribing of anti-

dementia drugs is extending to those with mild dementia in line with NICE guidance. All 
memory clinics across Berkshire have seen a rise in referrals. Referrals to memory clinics 
has increased on average by 15.8% compared with the same period in the previous year. 
An average of 30 patients are referred to the memory Clinic from Reading each month 
and 80% of them have been seen within 6 weeks of being referred.  

 
5.29  The Parliamentary All Party report, ‘Dementia does not Discriminate’ recommended that 

the ethnicity of those being identified with dementia should be monitored. We have 
found that the ethnic status of patients attending the memory clinics locally very closely 
mirrors the ethnic profile of the >65 years population in the area. Ensuring that 
Nepalese elders have equitable access to services is of particular relevance to Reading, 
and the Berkshire West GP lead for mental health has met with the Nepali community 
development workers to see if barriers to care/help with education about dementia can 
be identified. The Dementia Advisor from the Reading branch of the Alzheimer’s Society 
is also involved with this project. 

 
5.30  Shared care has been introduced between specialists and GPs, enabling suitable  

patients to transfer to GP care once stabilised on their medication and a care plan is 
agreed by the clinicians involved.   

 
5.31  The CCGs fund a Reading Dementia Care Advisor post to provide information, advice, 

guidance and support to those newly diagnosed with dementia, their family and carers. 
There is also a dedicated post to offer support to people with early onset dementia 
across the Berkshire West area,  funded by the four Berkshire West CCGs collectively. 

 



 
Age UK Berkshire (Home from Hospital Service) 
 
5.32  A specialist service is available to clients with dementia who are in-patients at the Royal 

Berkshire Hospital to support their discharge from hospital and return home. The 
specialist service is an extension of Age UK Berkshire’s generic Home from Hospital 
service run elsewhere in Berkshire, and uses the expertise built up across that broader 
service. The service also supports clients in Reading who have been admitted to other 
hospitals, including the Oakwood Unit at Prospect Park and The Willows Intermediate 
Care facility, and patients at private hospitals receiving NHS elective surgeries. In the 
first quarter of 2014-15, the Specialist Dementia Home from Hospital service supported 
12 people with dementia in Reading. 

 
5.33  This is a service part-funded by the Berkshire West CCGs through the Partnership 

Development Fund with Reading Borough Council also supporting the service via grant 
funding. Charitable donations to Age UK Berkshire also help support this service. 
 
 

 
Reading Borough Council 

 
Improving the environment of care for people with dementia 

 
5.34 The construction of a dementia friendly garden at The Willows care home in Reading 

started in November 2013. A conservatory was built and garden areas cleared of paving 
and overgrown shrubs. Hard landscaping and planting was then followed by the 
development of a programme of activities by Thrive, which specialises in therapeutic 
gardening. The garden is used as a best practice example for local care homes, extra 
care and day care settings.  It has also fed into the production of a national dementia 
friendly environments building design guidance. 

 
 
 Alzheimer’s Society 
 
5.35 The Council provides funding support for the Alzheimer’s Society’s Befriending Service 

which uses volunteers to visit people with dementia and take part in activities with 
them.  Befriending volunteers are paired with people with dementia, having matched 
them according to interests. The programme has experienced difficulty in recruiting 
sufficient volunteers to meet demand, but this has been addressed by the recruitment 
of a dedicated manager for this aspect of the Alzheimer’s Society’s service. 

 
5.36 The Alzheimer’s Society also runs a weekly drop-in, a monthly Dementia Café and an 

empowerment group.  The latter enables people with dementia to influence and 
comment on local services.  

 
 
 Carers Support 
 
5.37 The Council also provides funding support to several voluntary and community groups 

which have services designed to support carers, including carers of those with 
dementia. Crossroads Reading offers a sitting service or ‘at home respite’ and holds a 



monthly carers support group at Hazelwood. Both Age UK Berkshire and Age UK 
Reading receive funding support from Reading Borough Council to offer a range of 
support to elderly people and their carers. Berkshire Carers Service is funded to provide 
an information advice and support service to all carers.   
 

 
The Royal Berkshire NHS Foundation Trust (RBHT) 
 

Staff Training 
 

5.38 As part of the Secretary of State’s Health Education England Dementia Mandate the 
RBH has completed the ‘Health Education England Provider Organisation Dementia 
Scoping Survey’. This relates to the provision of dementia awareness training, based on 
the national expectation that 100,000 NHS staff were to have received foundation level 
dementia training by March 2014. 

  
5.39 Dementia awareness training continues to be provided to all Registered Nurses, Allied 

Health Professionals and Health Care Assistants during Trust Induction. 355 staff 
received dementia awareness training during their induction period in 2013. Student 
nurses on placement in elderly care wards are now provided with training in dementia 
awareness, recognition and management of challenging behaviour, and visuo-
perceptual difficulties. 
 

5.40 The second round of Dementia Champion training in RBH in November 2013 was 
attended by thirty-seven RBHT staff and 14 Student Nurses. There was staff 
representation from the Urgent, Planned and Networked Care Groups and the day was 
very well evaluated by attendees.   

 
5.41 Dementia Champion training has continued in 2014 with bi-monthly 90 minute training 

sessions focusing on communication, recognition and management of challenging 
behaviour, end of life care, and the carers’ perspective. The award winning DVD 
‘Barbara’s Story’, which was created by St Thomas and Guys Hospital, was used for the 
first time at the RBH in the Champion training.  

 
5.42 As a result of the Francis Report, ward-based simulation scenarios have been 

implemented as a Pilot Study. Dementia care has been incorporated into these 
scenarios. In addition, the Older People’s Mental Health Service delivered at RBHT by 
BHFT continues to provide staff training on various subjects. 
 

5.43 In November 2013, RBHT sent a representative to the Health Education England 
gathering of health practitioners, academics, and commissioners to discuss what the 
learning requirements were for post graduate nurses to improve the level of care 
received by older people with complex needs.  This work has been collated by Health 
Education North East (HENE). This HENE project is proposing to define what the 
educational requirements are for post graduate training and how this may be achieved 
at Foundation, Specialist and Higher Specialist Level (There are almost 500 post 
graduate courses for nurses relating to caring for older people. However, there are 
currently no national standards directing the course content.)   
 
 
Dementia Friendly Wards 



 
5.44 Phase 1 of the ‘enhancing the healing environment’ work has been completed on four 

elderly care wards. The new wards incorporate safe flooring, new colour schemes, 
reduced size of nurses’ stations, and space made within the bays for staff to work at. 
This is to encourage staff to be closer to the patients. 

 
 

One to One Care Crew  
 
5.45 The Trust is currently in the process of recruiting a team of Health Care Assistants 

specifically to provide one to one care for patients with cognitive problems. These staff 
will undergo a special training programme. 

 
Forget-Me-Not Scheme 
 

5.46 This scheme will be rolled out across the Trust. Forget-me-nots are put behind the beds 
to aid communication, orientation and reassurance. 
 
Delirium Screening  

 
5.47 The Trust will implement training related to Confusion Assessment Method (CAM) 

screening and delirium recognition. 
 
 
Berkshire Healthcare Foundation Trust 
 
5.48 The Older People’s Mental Health (OPMH) teams that operate within each of the 

Berkshire West localities (Reading, West Berkshire and Wokingham) deliver a number 
of services to support people with dementia and their carers. Memory clinic 
accreditation is being sought for each of the 6 clinics in Berkshire. The details are 
provided below are specific to West Berkshire but all localities run these courses: 

 
 

Collaboration with the Young People with Dementia (YPWD) Charity  
 
5.49 There are no dedicated statutory services for younger people with dementia in 

Berkshire, as there are in other areas of the country, although nationwide provisions 
are quite variable. BHFT offers assessment for people with dementia of any age through 
the Memory Clinics and Community Mental Health Teams for the Elderly, but any 
interventions offered such as the Understanding Dementia Course for Carers and 
Cognitive Stimulation Therapy for patients are aimed at people in their seventies, 
eighties and nineties, as these provide the bulk of the referrals. Whilst carers of 
younger people with dementia have accessed the Understanding Dementia Course, 
feedback has been that this is not appropriate for them.  BHFT (and the Council) have 
therefore been pleased to partner with the Younger People With Dementia Charity to 
develop more appropriate provision for this group.  

 
5.50 YPWD employs an Admiral Nurse part-time (3 days per week). This is on a fixed term 

contract of 18-months according to the funding stream. Admiral Nurses specifically 
provide intervention - psychological and practical - for carers. Carers of younger people 
with dementia often have complex needs, because they tend to be juggling many roles, 



and over 50% of carers of younger people with dementia suffer from mental health 
problems. 
 

5.51 The rest of the activities of the charity are related to fundraising, providing information 
(via website and quarterly newsletter), carer support, social events and networking. The 
staff working for YPWD work extremely closely and jointly with the BHFT team and are 
based in the locality memory clinics, accessing relevant supervision and teaching by 
BHFT staff, are involved in away days and planning of the service both at a strategic 
level but also individual care plans of patients and are involved in the support and 
delivery of the younger people with dementia carer and patient education groups. 
 

 
Prospect Park Hospital 

 
5.52 BHFT were successful in gaining funding of just under £1 million to improve the 

environments of two wards in Prospect Park Hospital: Rowan, a specialist 20 bedded 
dementia ward and Oakwood, a community ward which accommodates patients with 
dementia as a secondary issue.  Rowan ward was opened  on 7th January 2014 for the 
transfer of patients. It includes: 

o a dedicated cinema room;  
o ‘Heal Well’ bedrooms, which use specialist lighting to recreate a gradual sunrise 

and sunset feel to eliminate the need for night sedation (where possible) and so 
discourage the day/night reversal so often found with people who have 
dementia;   

o a ‘Garden Room’ which has a drinks machine (receiving payment by donations 
 only), and microwave facilities to encourage families to sit with the 
patient and eat. The aim is to include the family as much as possible in the care 
of the patient if that is their desire. There have been noticeable positive effects 
on the patients if a member of the family sits and eats with them. 

 
 

End of Life Group  
 
5.53 This group is chaired by Dr Luke Solomon and is overseeing a pilot project in a nursing 

home in Hungerford on advanced care planning. Advance care planning is a sensitive 
area, but can help improve quality of life for people with dementia and their carers. 
This project considers a nursing home population of people with dementia and 
attempts to bring together all parties connected with their care to evaluate the impact 
of an advance care planning intervention that would be available to emergency 
services. The pilot is to map the difficulties and benefits of the scheme which is planned 
to roll out. The advance care plans will be kept in the care notes if a person is in a care 
home where GPs can access them. The information on Adastra will be accessible by 
GPs, A&E, in-reach teams, 111 and 999. 
 

5.54 Care Home In-Reach nurses and a CPN have been running the pilot this year, inviting 
families to be involved in an initial session (with Mandy Coombes), monitoring the time 
required to complete the form, seeing what can be merged from the Nursing Home’s 
current system and how the information can be input onto Adastra. The forms being 
used are in two parts: (i) to be completed by those who have mental capacity; and (ii) to 
be completed on behalf of those who have lost mental capacity. The qualified nursing 
home staff are being given an understanding of how to complete the form.  



 
 
Online support for carers of people with dementia 
 

5.55 SHaRON (Support Hope and Recovery Online Network) for carers of people with a 
mental health condition was launched in June 2014 (during Carers Week), and a version 
adapted for those caring for someone with dementia is about to be launched. BHFT’s 
first SHaRON was developed for people with eating disorders, and the concept has now 
been used to offer online support to other groups. SHaRON facilitates peer support plus 
access to expert support. It is moderated rather than operating on a completely open 
access model. 
 

 
 

 
6.  NEXT STEPS 
 
6.1 Although a great deal has been achieved already, there remain some significant 

challenges in meeting the needs of growing numbers of people with dementia, nationally 
and locally. The Berkshire West Dementia Stakeholders Group has identified the 
following priorities for local development. 

 
a) Sustainability of two of the Dementia Challenge Projects: Dementia Friendly 

Communities and Domiciliary Care Training. 
 

b) CCGs achieving the 67% target diagnosis rate by end of 2015/16. This represents a 
significant challenge despite all the work undertaken thus far. 

 
c) The long term sustainability of tailored and age appropriate activities / accommodation 

for younger people with dementia. 
 

d) End of Life Care – more focus and attention is needed on people with dementia nearing 
the end of life.  

 
e) The standard of care in many local nursing homes – with both the number of 

safeguarding reports and the high staff turnover giving cause for concern.  
 

f) Co-ordination of the services in the different areas particularly around hospital 
discharges and how this may be affecting patients’ length of stay in hospital.  
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READING BOROUGH COUNCIL 

REPORT BY MANAGING DIRECTOR 

TO: Health and Wellbeing Board 

DATE: 10 October 2014 AGENDA ITEM: 

TITLE: Health and Wellbeing Strategy Action Plan 

LEAD 
COUNCILLOR: 

Councillor Hoskin PORTFOLIO: Health 

SERVICE: Public Health WARDS: Borough-Wide 

LEAD OFFICER: Asmat Nisa TEL: 0118 937 3657 

JOB TITLE: Consultant in Public 
Health - Reading 

E-MAIL: asmat.nisa@reading.gov.uk

1. PURPOSE OF REPORT AND EXECUTIVE SUMMARY

1.1  This report updates the Board on the Health and Wellbeing Strategy activity 
delivered and progressed through 2013/14 and 2014/15 to date. The action 
plan captures and reports on delivery of activity from partners contributing to 
the plan. 

 1.2 Appendices with this report: 

A summary of Health and Wellbeing Strategy Goals and Objectives
(Appendix 1)
The updated Health and Wellbeing action plan for 2014/15 (Appendix 2);

2. RECOMMENDED ACTION

2.1 To note the progress of activity that contributed to the delivery of Health 
and Wellbeing Strategy to date, as set out in Appendix 1. 

2.2 To agree the proposed process for developing a baseline action plan for 
2015/16, as set out in paragraphs 4.2 to 4.5, to be presented to the Board 
in April 2015. 

2.3 To agree the reviewed process for keeping the action plan updated, as set 
out in paragraphs 4.6 and 4.7. 
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3. POLICY CONTEXT 
 
3.1 The Reading Health and Wellbeing Board has been working collaboratively with  

Health and Wellbeing partners since it was established in response to our 
statutory obligation.  The Board is responsible for ensuring effective delivery 
of programmes and initiatives, which impact on health, across the Borough and 
this work is influenced by the jointly produced Health and Wellbeing Strategy 
for Reading.  

 
3.2 The Health and Wellbeing Strategy was developed in 2013 and is due to be 

refreshed in 2016.  
 
 
4. HEALTH AND WELLBEING STRATEGY AND ACTION PLAN 
 
4.1 Following feedback from the last board and subsequent discussions with health 

partners and other contributors to the delivery of the strategy, the action plan 
for 2014/15 has been reviewed and progress updates collated on all activity in 
2013/14 and 2014/15 to date (see Appendix 1).  
 

4.2 Public Health proposes to review lessons learnt to date and develop a 
framework for the development of an improved baseline action plan for 
2015/16.  
 

4.3 It is proposed that the Public Health team hold a workshop with partners 
contributing to the health and wellbeing agenda, to ensure that the action 
plan for 2015/16 focuses on and captures, key deliverables from all partners 
that contribute to the delivery of the Health and Wellbeing Strategy 2013-
2016. Key outcome measures will also be included in the action plan for 
2015/16, following feedback from partners, to ensure the impact is clearly 
demonstrated. 

 
4.4 The action plan for 2015/16 will be expanded to include contributions from 

other partners, including Healthwatch, voluntary sector providers and provider 
organisations.  
 

4.5 Baseline action plan for 2015/16 to be presented to the Board in April 2015. 
 
4.6 Public Health will monitor and track progress to the strategy and the delivery 

of activity. Partners will be asked to regularly review activity that they have 
put themselves forward as being accountable for, and provide progress 
updates that will be collated and reported to the Health and Wellbeing Board 
every six months. Usually requests will be issued electronically, but where 
there is an opportunity to review progress at regular meetings that have 
already been planned, public health will ask for the action plan to be added to 
the agenda, for example at regular quarterly update meetings with CCG 
partners.    

 
4.7 The Public Health team has worked with partners to ensure key contacts for 

monitoring activity of each area have been identified. Partners have been 
asked to advise of any changes.  
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5. CONTRIBUTION TO STRATEGIC AIMS 
 
5.1 The Health and Wellbeing Strategy and action plan will impact on the strategic 

aim of promoting equality, social inclusion and a safe and healthy environment 
for all. 

 
 
6. COMMUNITY ENGAGEMENT AND INFORMATION 
 
6.1 Our ongoing commitment to working with other local health services, partners, 

communities and local people in the work we do reflects how important we 
believe engagement in developing local health services is.  

 
 
7. EQUALITY IMPACT ASSESSMENT 
  
7.1 No equality impact assessment has been undertaken for this report.  
 
 
8. LEGAL IMPLICATIONS 
  
8.1 There are no legal implications associated with this report.  
 
 
9. FINANCIAL IMPLICATIONS 
 
9.1  The financial implications of the Strategy must be contained within current 

resources for all partners. For the Public Health team, this is absorbed within 
the ring fenced grant from the Department of Health. The Department of 
Health grant for Reading is £8.212 million for 2014/15 and will remain the 
same for 2015/16. 

 
 
10. BACKGROUND PAPERS 
  
10.1 Health and Wellbeing Strategy 2013 - 2016: 

http://www.reading.gov.uk/documents/Health_Social_Care/Public_Health/25
013/ReadingHealthandWellbeingStrategy.pdf 
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Introduction

What is Pharmaceutical Needs Assessment (PNA)?

PNA is the statement for the needs of pharmaceutical services of the 
population in a specific area. It sets out a statement of the pharmaceutical 
services which are currently provided, together with when and where these 
are available to a given population.

From 1 April 2013 every Health and Wellbeing Board (HWB) in England has a 
statutory responsibility to keep an up to date statement of the PNA. 

This PNA describes the needs of the population of Reading Borough Council 
and is different from the previous PNA which was West Berkshire focussed.
This PNA will also give a view across Berkshire as people move between 
Local Authorities for work and health care. 

Purpose of PNA : 

The PNA has several purposes:
To provide a  clear picture of community pharmacy services currently 
provided 
To provide a good understanding of population needs and where 
pharmacy services could assist in improving health and well being and 
reducing inequalities
To deliver a process of consultation with local stakeholders and the 
public to agree priorities
An assessment of existing pharmaceutical services and 
recommendations to address any identified gaps if appropriate and 
taking into account future needs
It will be used by NHS England when making decisions on applications 
to open new pharmacies and dispensing appliance contractor 
premises; or applications from current pharmaceutical providers to 
change their existing regulatory requirements. 
It will inform interested parties of the pharmaceutical needs in Berkshire 
and enable work to plan, develop and deliver pharmaceutical services 
for the population. 
It will influence commissioning decisions by local commissioning bodies 
including local authorities (public health services from community 
pharmacies), NHS England and Clinical Commissioning Groups 
(CCGs) in the potential role of pharmacy in service redesign. 
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Background: Statutory Requirements 

Section 126 of the NHS Act 2006 places an obligation on NHS England to put 
arrangements in place so that drugs, medicines and listed appliances ordered 
via NHS prescriptions can be supplied to persons. This section of the Act also 
describes the types of healthcare professionals who are authorised to order 
drugs, medicines and listed appliances on an NHS prescription. 

The first PNAs were published by NHS Primary Care Trusts (PCTs) according 
to the requirements in the 2006 Act. NHS Berkshire West & East published 
their first PNA in 2010.

The Health and Social Care Act 2012 amended the NHS Act 2006. The 2012 
Act established the Health and Wellbeing Boards (HWBs) and transferred to 
them the responsibility to publish and keep up to date a statement of the 
needs for pharmaceutical services of the population in its area, with effect 
from 1 April 2013.

The 2012 Act also amended the Local Government and Public Involvement in 
Health Act 2007 to introduce duties and powers for HWBs in relation to Joint 
Strategic Needs Assessments (JSNAs). The preparation and consultation on 
the PNA should take account of the JSNA and other relevant local strategies 
in order to prevent duplication of work and multiple consultations with health 
groups, patients and the public. 

The development of PNAs is a separate duty to that of developing JSNAs. As 
a separate statutory requirement, PNAs cannot be subsumed as part of these 
other documents. 

The PNA must be published by the HWB by April 2015 and will have a 
maximum lifetime of three years. The PNA will be used by NHS England when 
making decisions on applications to open new pharmacies and dispensing 
appliance contractor premises; or applications from current pharmaceutical 
providers to change their existing regulatory requirements. Such decisions are 
appealable to the NHS Litigation Authority’s Family Health Services Appeal 
Unit (FHSAU) and decisions made on appeal can be challenged through the 
courts. 

PNAs will also inform the commissioning of enhanced services from 
pharmacies by NHS England and the commissioning of services from 
pharmacies by the local authority and other local commissioners for example,
CCGs.

The 2013 Regulations 5 list those persons and organisations that the HWB 
must consult. This list includes: 

Any relevant local pharmaceutical committee (LPC) for the HWB area. 
Any local medical committee (LMC) for the HWB area. 
Any persons on the pharmaceutical lists and any dispensing GP 
practices in the HWB area. 
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Any local Healthwatch organisation for the HWB area, and any other 
patient, consumer and community group which in the opinion of the 
HWB has an interest in the provision of pharmaceutical services in its 
area. 
Any NHS trust or NHS foundation trust in the HWB area. 
NHS England. 
Any neighbouring HWB. 

Definition of Pharmaceutical services  

The pharmaceutical services to be included in the pharmaceutical needs 
assessment are defined by the reference to the regulations governing 
pharmaceutical services provided by community pharmacies, dispensing 
doctors and appliance contractors.

Pharmaceutical services are provided through the National Pharmacy 
Contract which has three tiers:

Essential Services
Advanced services – currently Medicines Use Reviews and Appliance 
Use Reviews
Locally commissioned services (Enhanced Services)

Essential Services- set out in 2013 NHS Pharmaceutical Services Regulations 
2013 include:

Dispensing
Dispensing appliances 
Repeat dispensing
Disposal of unwanted / waste drugs
Public Health (Promotion of healthy lifestyles) 
Signposting
Support for self care
Clinical governance 

All contractors must provide full range of essential services.

Advanced Services- set out in 2013 NHS Pharmaceutical Services 
Regulations 2013 include:

Medicines Use Review and Prescription Intervention (MURs)
New medicine service (funded only in 2014/15 long term decision 
awaited )  
Appliance Use Reviews (AURs)
Stoma Appliance Customisation Services (SACs)
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Enhanced Services set out in Directions made subsequent to the NHS 
Pharmaceutical Services Regulations 2013 include:

  Anticoagulant monitoring service
  Care home service 
  Disease specific medicines management service
  Gluten free food supply service
  Home delivery service
  Language access service
  Medication review service
  Medicines assessment and compliance support service
  Minor ailments service
  Needle syringe exchange service
  On demand availability of specialist drugs service
  Out of hours service
  Patient group directions service
  Prescriber support service
  Schools service
  Screening service
  Stop smoking service
  Supervised administration service
  Supplementary prescribing services

Whilst the National Pharmacy Contract is held and managed by the NHS 
England, local Thames Valley Area Team and can only be used by NHS 
England, local commissioners such as Reading Borough Council and the 2 
CCGs can commission local services using other contracts to address 
additional needs. 

Process for developing the PNA 

The PNA is a key tool for identifying what is needed at a local level to support 
the commissioning intentions for pharmaceutical services and other services
that could be delivered by community pharmacies. 

The scope will include recommendations for action to meet the current needs 
of Reading and across Berkshire highlighting any areas of current provision 
which could be improved and potential areas for development that could 
assist the HWB in its duty to improve the health of population and reduce 
inequalities. 

A key part of the process for this PNA is to summarise the health needs of the 
local population using the joint strategic needs assessments of the findings of 
the HWB board. 

The PNA has five main objectives:
1. Identifying local needs
2. Mapping current provision
3. Consultations with partners, patients and the public
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4. Obtaining clinical input from Clinical Commissioning Groups (CCGs) 
and the Local Pharmaceutical Committee

5. Identifying services that are not currently provided or need to be 
improved in the local area. 

The PNA summarises the national vision for community pharmacy also 
summarises the key priorities in the Health and Wellbeing Strategy which 
details the local priorities for our community. 

Principles of Development

The PNA will be published on the Reading Borough Council website once 
agreed and is a public facing document communicating to both an NHS and a 
non-NHS audience. 

The key stages involved in the development of this PNA were:
  

Survey of public to ascertain views on services  - web and paper based 
surveys  
Survey of community pharmacies to map current service provision 
Public Consultation on the initial findings and draft PNA 
Agreement of  final PNA by the Reading Health and Wellbeing Board 

The process for the development of the PNA was agreed with the HWB 
Board. A small task and finish group was set up to over see the development 
of the PNA Member included.

Director of Public Health 
Medicines Management – CCG 
NHS England pharmaceutical commissioner 
Representative from the Local Pharmaceutical Committee
Public Health Informatics Advisor  

During the consultation the following stakeholders will be included in addition 
to the public consultation: 

The Local Authorities within Berkshire 
The Clinical Commissioning Groups in Berkshire 
The Local Pharmaceutical Committee (LPC)
The Local Medical Committee (LMC)
The persons on the pharmaceutical list (pharmacy contractors) and its 
dispensing doctors list
Health watch 
NHS Foundation Trusts in Berkshire  
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National Pharmacy Commissioning  

Commissioning Arrangements  

NHS England is the only organisation that can commission NHS 
Pharmaceutical Services through the National Pharmacy Contract.

They are therefore responsible for managing and performance monitoring the 
Community Pharmacy Contractual Framework. This is a regulatory framework 
based on the Terms of Service set out in the NHS (Pharmaceutical and Local 
Pharmaceutical Services) Regulations 2013 and the Pharmaceutical Services 
(Advanced and Enhanced Services) (England) Directions 2013.

Pharmaceutical Services are those services set out in the NHS 
(Pharmaceutical and Local Pharmaceutical Services) Regulations 2013 and 
the Pharmaceutical Services (Advanced and Enhanced Services) (England) 
Directions 2013: 

Essential services - set out in Part 2, Schedule 4 of the Regulations 
Advanced services - set out in the Directions 
Enhanced services - set out in the Directions

There are four ways in which pharmaceutical services are commissioned:

NHS England:
Sets legal framework for system, including regulations for pharmacy
Secures funding from HM Treasury
Determines NHS reimbursement price of medicines & appliances

NHS England area team (AT):
securing continuously improving quality from the services 
commissioned, including community pharmacy enhanced services

Local Authority:
Provision of Public Health services in line with local Health and 
Wellbeing Strategy 

CCGs:
Locally commissioned  in line with local needs and CCG strategy 

This ensures that the public have access to comprehensive pharmaceutical 
services.  
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Local Professional Networks

In addition as part the National changes in the NHS in 2013 Local 
Professional Networks (LPNs) for pharmacy, optometry and dentistry were 
established within each AT. They are intended to provide clinical input into the 
operation of the AT and local commissioning decisions.  

In general they: 

support the implementation of national strategy and policy at a local 
level
work with other key stakeholders on the development and delivery of 
local priorities, which may go beyond the scope of primary care 
commissioning providing local clinical leadership

The specific functions of the Pharmacy LPN include: 

supporting LAs with the development of the Pharmaceutical Needs 
Assessment (PNA)
considering new programmes of work around self-care and long term 
conditions management in community pharmacy to achieve Outcome 2 
of the NHS Outcomes Framework
working with CCGs and others on medicines optimisation
‘holding the ring’ on services commissioned locally by LAs and CCGs, 
highlighting inappropriate gaps or overlaps (PSNC Pharmacy 
Commissioning 2013).

Contribution of Pharmacy

Pharmacists play a key role in providing quality healthcare. They are experts 
in medicines and will use their clinical expertise, together with their practical 
knowledge, to ensure the safe supply and use of medicines by the public. 
There are more than 1.6 million visits a day to pharmacies in Great Britain 
(General Pharmaceutical Council Annual Report 2012/13).

A pharmacist has to have undertaken a four year degree and have worked for 
at least a year under the supervision of an experienced and qualified 
pharmacist and be registered with the General Pharmaceutical Council 
(GPhC). Pharmacists work in a variety of settings including in a hospital or 
community pharmacy such as a supermarket or high street pharmacy. See 
NHS Choices at http://www.nhs.uk/Pages/HomePage.aspx for your local 
ones.

In December 2013 NHS England held a Call to Action for community 
pharmacy that aimed through local debate, to shape local strategies for 
community pharmacy and to inform NHS England’s strategic framework for 
commissioning community pharmacy (http://www.england.nhs.uk/wp-
content/uploads/2013/12/community-pharmacy-cta.pdf). 
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The aim was to uncover how best to develop high quality, efficient services in 
a community pharmacy setting that can improve patient outcomes delivered
by pharmacists and their teams.

Pressures on primary care as a whole are increasing and the vision is for 
Community pharmacy to play a full role in the NHS transformational agenda 
by: 

providing a range of clinical and public health services that will deliver 
improved health and consistently high quality; 
playing a stronger role in the management of long term conditions; 
playing a significant role in a new approach to urgent and emergency 
care and access to general practice; 
providing services that will contribute more to out of hospital care; and 
supporting the delivery of improved efficiencies across a range of 
services.  

The Call to Action consultation has now finished and the response is awaited 
from the department of Health.

National Outcomes Frameworks 

Pharmacy has a key role in supporting the achievement of the NHS Outcomes 
Framework, which measures the success of the NHS in improving the health 
of the population

NHS Outcomes Framework

And similarly contributes to the success against the Public Health Outcomes
Framework.  

 

 

 

  Preventing people from dying prematurely

  Enhancing quality of life for people with long-term
conditions

  Helping people to recover from episodes of ill health 
or following injury

  Ensuring people have a positive experience of care

  Treating and caring for people in a safe environment 
and protecting them from avoidable harm

Domain 
1

 Domain 
2

Domain 
3

Domain 
4

 Domain 
5
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Public Health Outcomes Framework

Domain 1 Life expectancy and healthy life expectancy

Domain 2 Tackling the wider determinants of Health 

Domain 3 Health Improvement 

Domain 4 Health Protection

Domain 5 Healthcare and preventing premature mortality

Control of Market Entry 

The regulations that govern the provision of pharmacy places an obligation on 
NHS England to put arrangements in place so that drugs, medicines and 
listed appliances ordered via NHS prescriptions can be supplied to persons.

It is not possible for a community pharmacy to be set up without agreement 
from NHS England. From 1 April 2013, pharmaceutical lists are maintained by 
NHS England and so applications for new, additional or relocated premises 
must be made to the local NHS England Area Team.   

NHS England must ensure that they have arrangements in place for: 

the provision of proper and sufficient drugs, medicines and listed 
appliances which are ordered on NHS prescriptions by doctors; 
the provision of proper and sufficient drugs, medicines which are 
ordered on NHS prescriptions by dentists;  
the provision of proper and sufficient drugs, medicines and listed 
appliances which are ordered on NHS prescriptions by other specified 
descriptions of healthcare professionals; and 
such other services that may be prescribed. 

In April 2013 there was a change in how pharmacy applications are controlled. 
Applications for inclusion in pharmaceutical lists are now considered by NHS 
England (through their Area Teams) and the ‘market entry test’ is now an 
assessment against the pharmaceutical needs assessment. The exemptions 
introduced in 2005 have been removed (other than the exception for distance 
selling pharmacies) (Regulations under the Health and Social Care Act 2012: 
Market entry by means of Pharmaceutical Needs Assessments - Medicines, 
Pharmacy and Industry – Pharmacy Team). 
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The market entry test now assesses whether an application offers to: 
meet an identified current or future need or needs; 
meet identified current or future improvements or better access to 
pharmaceutical services; or 
provide unforeseen benefits, i.e. applications that offer to meet a need 
that is not identified in a PNA but which NHS England is satisfied would 
lead to significant benefits to people living in the relevant HWB area
(Policy for determining applications received for new or additional 
premises under the NHS (Pharmaceutical and Local Pharmaceutical 
Services) Regulations 2013). 

The change in the market entry test means that it is no longer necessary to 
have exemptions to the test for the large out of town retail developments, the 
one stop primary medical centres, or the pharmacies undertaking to provide 
pharmaceutical services for at least 100 hours per week. These exemptions 
therefore cannot be used by an applicant (although existing pharmacies and 
those granted under the exemption continue). The regulations make it clear 
that 100 hour pharmacies granted under old exemptions cannot apply to 
reduce their hours. 

The only exemption that now exists is for distance selling pharmacies as it is 
argued they provide a national service and so their contribution cannot be 
measured adequately by a local pharmacy needs assessment.  
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Geography Covered by Reading PNA 

Each PNA has to define its geographic scope.  This year the Reading PNA is 
following the boundaries of the Local Authority, as is each PNA for the 
Berkshire Local Authorities. The services are mapped for each Local Authority 
and a composite picture is given for Berkshire. Results are also compared for 
Local Authorities against the whole of Berkshire. Appendix 1 shows a map of 
the pharmacies in Reading PNA.

Figure 1:  Map of Reading showing ward boundaries

The wards in Reading include:

Abbey
Battle
Caversham
Church
Katesgrove
Kentwood

Minster
Norcot
Park
Peppard
Redlands
Southcote

Tilehurst
Whitley
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Reading Borough Demographics 

The population of Reading is now 159,247.

Reading has population structure that is very different to the national average. It has a 
much larger population of young adults and very young children. The older population 
is also much smaller than the national average.

Figure 2: Reading Borough Council’s Population pyramid, compared to the national 
profile

5.0% 3.0% 1.0% 1.0% 3.0% 5.0%

0-4
5-9

10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74
75-79
80-84

85+

Reading Males Reading Females
England Females England Males

Source: Annual Mid-Year Population Estimates for the UK, Office for National Statistics 2014

The registered population differs to resident as this is the number of people registered with GP 
practices based in Reading.   

Figure 3: Resident and registered population of Reading Borough Council and other 
Berkshire Local Authorities

Local Authority Resident population Registered population

Reading 159,247 205,209
Bracknell Forest 116,567 110,216
Slough 143,024 145,848
West Berkshire 155,392 148,126
Windsor & Maidenhead 146,335 165,936
Wokingham 157,866 156,123

Source: Office for National Statistics (2014)
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Ethnicity

The 2011 Census indicates that the largest ethnic category in Reading is White British 
(66.79%). The next largest is Asian or Asian British representing nearly 14% of the 
population. 14.8% (9,256) of households contain multiple ethnic groups compared to 
8.9% nationally. With the exception of people who classify themselves as ‘Other 
White’, there is a higher proportion of people from all ethnic minority groups living in 
Reading, than there are nationally and in the South East Region. 

Figure 4: Ethnic Origin of non-White British resident population in Reading
Ethnicity 2011
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Source: Office for National Statistics (2011)

Figure 5: Ethnic minority population in Reading shown at a Lower Super Output Area

Source: Office for National Statistics (2011)
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Life Expectancy

Life expectancy for men and women in Reading is lower than the national average.

Figure 6: Life Expectancy for men and women in Reading Borough Council and other 
Berkshire Local Authorities (2010-12)

Local Authority Males Females
Reading 78.4 82.7
Bracknell Forest 80.8 84.0
Slough 78.5 82.7
West Berkshire 80.8 84.6
Windsor and Maidenhead 81.1 84.6
Wokingham 81.6 84.5

Source: Office for National Statistics (2014)

Children

Children in poverty

Child poverty and deprivation can be measured in a number of different ways. Figure 
7 shows the percentage of children (dependent children under the age of 20), who live 
in households where income is less than 60% of average household income. This is 
termed as living in ‘relative poverty’. Figure 7 also shows the Income of Deprivation 
Affecting Children Index score (IDACI score), which measures the proportion of under 
16s living in low income households. A higher score indicates higher levels of child 
deprivation in an area.

Figure 7: Level of Child Poverty in the Reading and other Berkshire Local Authorities 
(2010-12)

Local Authority
% of Children in 

"Poverty" IDACI score
Reading 20.7% 0.21
Bracknell Forest 11.7% 0.11
Slough 22.2% 0.26
West Berkshire 10.8% 0.10
Windsor & Maidenhead 9.4% 0.09
Wokingham 6.9% 0.06

Source: HM Revenue and Customs (2011) and Department for Communities and Local Government 
(2010)
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Figure 8: Map to show level of Child Poverty in Reading at a Lower Super Output Area 
(2010)

Source: Department for Communities and Local Government (2010)

Teenage pregnancies 

Figure 9: Under 18 conceptions and conception rates in Reading and other Berkshire 
Local Authorities (3 year aggregates: 2010-2012)

Area of usual residence Number of 
Conceptions

Conception 
rate per 

1,000 
women in 
age group

Percentage 
of 

conceptions 
leading to 
abortion

Reading                           260 36.9 47.3
Bracknell Forest       127 18.4 57.5
Slough               196 25.3 64.8
West Berkshire                    217 23.0 48.8
Windsor and Maidenhead            117 14.5 70.9
Wokingham                         122 13.8 46.7

Source: Office for National Statistics (2014)
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Educational Attainment 

Figure 10: Percentage achieving 5+ A*-C GCSE grades, including English and 
mathematics

Area %
Reading 63.6
Bracknell Forest 63.4
Slough 71.4
West Berkshire 61.3
Windsor and Maidenhead 68.3
Wokingham 70.6

Source: Department for Education (2012/13)

Figure 11: Key Stage 2 results – Percentage achieving level 4 or above by Local 
Authority

Area %
Reading 69
Bracknell Forest 78
Slough 74
West Berkshire 77
Windsor and Maidenhead 79
Wokingham 81

Source: Department for Education (2013)

Physical disability and sensory impairment

Figures 12 and 13 show the number of people registered as being blind, partially 
sighted, deaf or hard of hearing as a proportion of the total population. Similar levels of 
people in Reading are registered as blind, compared with the national average. Fewer 
people are registered as being hard of hearing or deaf compared to the national 
average. It is worth noting that registration is voluntary, so there may be people who 
are blind or partially sighted that have chosen not to be on the register or who are 
unaware of it.

Figure 12: Percentage of people registered as blind in Reading (2010/11)
People registered blind 2010/11
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Figure 13: Percentage of people registered as deaf or hard of hearing in Reading 
People registered deaf or hard of hearing 2010/11
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The Projecting Adult Needs and Services Information website uses population 
projections to estimate how many people aged 18 to 64 will have a visual or hearing 
impairment from 2012 to 2020. Around 3,050 adults in the Reading Borough are 
estimated to have moderate or severe hearing impairment in 2012 with 24 estimated 
to have a profound hearing impairment. These figures are expected to rise to around 
3,250 and 27 by 2020. 67 adults are estimated to have a serious visual impairment.
The same system also projects how many people aged 18 to 64 will have a physical 
disability from 2012 to 2020. Around 7,100 people in Reading are estimated to have a 
moderate physical disability in 2012 with 1,920 estimated to have a serious physical 
disability. These figures are expected to rise to around 7,250 and 2,000 by 2020.

Provision of unpaid care

7.9% of Reading’s population stated that they provided unpaid care to a family 
member, friend or neighbour in the 2011 Census. Figure 14 provides a breakdown to 
show the levels of unpaid care provided.

Figure 14: Percentage of people providing unpaid care in Reading and other Berkshire 
Local Authorities (Census 2011)

Local Authority
All 

categories: 
Provision of 
unpaid care

Provides no 
unpaid care

Provides 1 
to 19 hours 
unpaid care 

a week

Provides 
20 to 49
hours 
unpaid 
care a 
week

Provides 50 
or more 
hours 

unpaid care 
a week

Reading 155,698 143,383 8,074 1,642 2,599
Bracknell Forest 113,205 103,531 6,719 1,098 1,857
Slough 140,205 128,579 7,058 1,977 2,591
West Berkshire 153,822 139,534 10,313 1,466 2,509
Windsor and 
Maidenhead 144,560 131,325 9,604 1,432 2,199

Wokingham 154,380 140,478 10,190 1,397 2,315
Source: Office for National Statistics (2012)
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Reading Needs Assessment

Reading at a glance

The health of people in Reading is varied compared with the England 
average. Deprivation is lower than average, however about 6,400 children live 
in poverty. 

Life expectancy for both men and women is similar to the England average.
Life expectancy is 8.5 years lower for men and 7.0 years lower for women in 
the most deprived areas of Reading than in the least deprived areas.

Over the last 10 years, all cause mortality rates have fallen. The early death 
rate from heart disease and stroke has fallen but is worse than the England 
average.

In Year 6, 19.6% of children are classified as obese. The level of teenage 
pregnancy is worse than the England average. Levels of alcohol-specific 
hospital stays among those under 18, breastfeeding and smoking in 
pregnancy are better than the England average.

The estimated level of adult obesity is better than the England average. The 
rate of sexually transmitted infections is worse than the England average. 
Rates of road injuries and deaths and hospital stays for alcohol related harm 
are better than the England average.

Life Expectancy 

Life expectancy at birth is lower for both males and females at birth than the 
national average. This is significantly lower for males in Reading.

In line with its neighbours the three common causes of early death (deaths 
before aged 75 years) are cancer, heart disease and stroke, and lung 
disease.

Cancer 

Cancer is the single largest cause of early preventable deaths (145 per 
100,000 population) 815 deaths in Reading between 2008 and 2010 were 
cancer related (APHO Local health profile, 2013).  
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Figure 15: Rate of deaths from cancer for people aged under 75 in Reading 
(2002-2011)

Source: Association of Public Health Observatories, 2014 Local Health Profile

There is a significant focus on the prevention and early diagnosis of cancer as 
well as more rapid treatment in line with national standards. Screening has 
reduced deaths for some cancers. Cancer is more survivable if people are 
aware of symptoms and present to health services at an earlier stage of the 
disease.

In Reading screening uptake is lower than the national average in both breast 
and cervical screening, however uptake of the bowel cancer screening, a 
newer programme, has not delivered against the national target of 60% 
uptake (uptake in North West Reading CCG is 56% since the start of 
programme and 44% in South Reading CCG area). 

Heart disease and stroke 

Heart disease mortality is reducing, but it still is the second leading cause of 
early death causing 88 deaths per 100,000 in Reading. 

Figure 16: Rate of deaths from heart disease and stroke for people aged under 
75 in Reading (2002-2011)

                          

Source: Association of Public Health Observatories, 2014 Local Health Profile
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The development of cardiovascular disease (CVD) is linked to lifestyle factors 
such as risky behaviours such as excessive smoking, drinking, poor diet and 
physical inactivity (Department of Health, 2013). 

In Reading at least 50 in every 100,000 deaths from CVD for people aged 
less than 75 years are preventable. This is higher than the national average 
and similar Local Authorities. An increase in local awareness and uptake of 
NHS Health Checks programme for eligible population of 40 – 74 year olds 
would at least in part address this issue. 

Long term Conditions

A significant proportion of the population in the Reading Borough will be living 
with a long term condition. The table below shows the estimated prevalence 
of the Reading population with the following long term conditions: Coronary 
Heart Disease (CHD), Coronary Obstructive Pulmonary Disease (COPD), 
Cardiovascular Disease (CVD), Hypertension and Stroke in comparison with 
National average.  

Figure 17: Prevalence of long term conditions for people aged 16 and over in
Reading (2011)

CHD COPD CVD Hypertension Stroke
Reading 3.85% 3.42% 9.01% 24.69% 1.74%
England 5.80% 3.64% 11.76% 30.54% 2.55%

Source: Public Health England (2012) 

Lifestyle

Smoking 

Smoking has long been known to be a major risk factor in many diseases 
including cardiovascular disease, respiratory diseases and many cancers.

Tobacco use is the single most preventable cause of death in the England – 
killing over 80,000 people per year. This is greater than the combined total of 
preventable deaths caused by obesity, alcohol, traffic accidents, illegal drugs 
and HIV infections (Action on Smoking and Health, 2013).

Smoking prevalence in Reading is higher than the national average - 20% of 
the population smoke and approximately 280 per 100,000 people aged over 
35 years will die due to smoking related illnesses. In addition 1,100 people will 
be admitted to hospital with smoking related illnesses (Local Tobacco Control 
Profile 2013).
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Alcohol 

Alcohol consumption above these recommended levels is associated with 
numerous health and social problems. This includes several types of cancer, 
gastrointestinal and cardiovascular conditions as well as psychiatric and 
neurological conditions. The social effects of alcohol have been associated 
with road accidents, domestic violence, antisocial behaviour, crime, poor 
productivity and child neglect.

Modelled figures show Reading to have higher levels of increasing risk higher 
risk and binge drinking. Whilst Reading has significantly higher number of 
violent crimes than the national average, violent crime estimated to be due to 
alcohol has seen a fall in Reading and this reduction was at its most dramatic 
between 2011 and 2012 when it fell to under 8 crimes per every 1,000 people. 

Communicable disease 

Sexually transmitted disease - Reading has significantly higher
notifications of sexually transmitted diseases than the England 
average. 
HIV - In 2012, there were 324 residents accessing HIV related care in 
Reading and less than 10 people were newly diagnosed with HIV. 
Significant numbers of people among them were diagnosed late. 
Blood-borne Viruses (BBVs) - In 2012, there were 38 hepatitis B 
virus cases (acute and chronic) and significantly lower than in the 
previous years (44 in 2010). Hepatitis C is a major Public Health 
problem with estimates of large numbers of undiagnosed infections, the 
majority of which are in current or former injecting drug users. Reading 
has significantly higher numbers of drug misusers. 
Tuberculosis - There were 42 cases of Tuberculosis (TB) among 
Reading residents in 2012 with an incidence rate of 27 per 100,000 
population. Three quarters of TB cases were born outside of the UK. 
The quality of TB services is high.

Older population

‘Excess Winter Death’ data show the number of deaths in winter (December 
to March) compared with non-winter months. Reading has in the past three 
years seen increasing number of excess winter deaths, and the recent figures 
show that the numbers are significantly above the national average. 
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Figure 18: Excess Winter Deaths in Reading (1993 to 2010)

Source: Public Health England (2012)

Flu Vaccination 

Public Health England’s report Excess Winter Mortality 2012-13 concluded 
that excess deaths were found predominantly in the elderly and in deaths 
coded as resulting from respiratory causes. Their analysis showed influenza 
to be a major explanatory factor. 

Flu immunisation is a Public Health programme that aims to reduce the 
mortality and morbidity form the influenza virus each year. Whilst targets are 
almost achieved in the older age groups, there are gaps in the programme 
aimed at children and those with long term conditions and at higher risk. 

Figure 19: Seasonal flu immunisation uptake in Reading (2012/13)

Area Aged 65 years and
over

Aged 6 months to 64 
years in clinical risk

groups

Pregnant women

Target uptake 75% 70% 70%

Reading 

North & West  
Reading CCG

South Reading 
CCG

75.4%

77%

73%

56.2% 42.7%

Berkshire West 75.9% 56.4% 48.3%

Source: IMMFORM, Jan 2013. All figures are derived from data as extracted from records on 
GP systems or as submitted by GP practices or former Primary Care Trusts.
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Monitoring against the Public Health Outcomes Framework (PHOF)

The Public Health Outcomes Framework includes over 60 indicators, which 
measure key aspects of public health within a Local Authority area. In August 
2014, Reading Borough was seen to be “significantly worse” than the England 
figures on the following measures:

0.1ii Life Expectancy at birth (Male)
0.1ii Life Expectancy at 65 (Male)
0.2iv Gap in life expectancy at birth between each LA and England (Male)
1.01i Children in poverty (under 20)
1.01ii Children in poverty (under 16s)
1.02ii School readiness - % of Year 1 pupils achieving the expected level in the 

phonics screening check
1.02ii School readiness - % of Year 1 pupils with FSM status achieving the 

expected level in the phonics screening check
1.05 16-8 year olds not in education, employment or training (NEET)
1.17 Fuel poverty
2.04 Under 18 conceptions
2.04 Under 16 conceptions
2.20i Breast cancer screening coverage
2.20ii Cervical cancer screening coverage
2.21vii Access to Diabetic Eye Screening
3.05ii Incidence of TB
4.02 Tooth decay in children aged 5
4.03 Mortality rate from causes considered preventable (Male)
4.08 Mortality from communicable disease (All people, Male, Female)
4.15iii Excess Winter Deaths (3 years, all ages)

The PHOF uses Berkshire West figures for all of the immunisation indicators, so 
these cannot be directly attributed to Reading. Most of Berkshire West’s childhood 
immunisation figures are significantly better than the England average and meet the 
national target. 
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Local Commissioning Strategies  

Reading Health and Wellbeing Strategy

Working in partnership the Reading Health and Wellbeing Board published its 
first Health and Wellbeing Strategy. The vision of the Board is for:

A healthier Reading with communities and agencies working together to make 
the most efficient use of available resources, to improve life expectancy, 
reduce health inequalities and improve health and wellbeing across the life 
course.

The Strategy recognises that health is impacted by many aspects of normal 
daily living for example, where you live, your links with your community and 
your experience of loneliness. Working with and through communities 
underpins the approaches in the Health and Wellbeing Strategy. 

The key health needs identified in the Strategy are:

Children:
low child immunisation numbers in Reading 
under 18 conceptions are significantly more than the England average 
There are significantly more children living in poverty that the England 
average 
There are 4 times the number of children on child protection plans that 
the South East average 

Adults 
Tuberculosis rates have remained stable at high levels in Reading  - 
over double the national average
Acute sexually transmitted illnesses are 50% above the England 
average 
Drug misuse is 50% higher than England average 
Rates of violent crime are higher than the England average 
Increasing rates of diabetes and other long term conditions

Older adults 
Reading has higher than expected numbers of winter deaths (more 
people are dying in winter than in the warmer months), which may be 
related to the relatively high number of older homes, 
Lower than targeted numbers of older people having a seasonal flu 
vaccine 
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Figure 20: Goals of the Health and Wellbeing Strategy in Reading

CCG Strategy 

The Operational Plans for North & West Reading CCG and South Reading 
CCG are attached at Appendix 2 and Appendix 3 respectively.
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Current Pharmacy Provision 

Core Pharmaceutical services are provided through the National Pharmacy 
Contract which has three tiers:

Essential Services
Advanced services 
Enhanced Services

This contract is managed by NHS England (Thames Valley Area Team 
locally) 

However in addition community pharmacy can be commissioned by 

CCGs - local commissioned services to support local needs and 
service transformation
Local authorities  - locally commissioned  services to support local 
needs 

There are currently 33 community pharmacies in Reading and 162 across 
Berkshire. These provide the essential services and a range of advanced and 
enhanced services. The types of business vary from multiple store 
organisations to independent contractors. There are three 100 hour 
pharmacies in Reading.

Pharmacy of course is also available at our Hospital sites across Berkshire:
There are pharmacies at Wexham Park Hospital, Royal Berkshire Hospital 
and Frimley Park Hospital. These are open to 6pm on weekdays and limited 
hours at weekends. However, they only dispense hospital prescriptions and 
will not do Standard Operating Procedure FP10 Prescriptions. They do not 
sell any products and do not offer any additional services to the public. 

Essential Services

The following services form the core service provision required of all 33 
Reading pharmacies as specified by the NHS Community Pharmacy Contract 
2005.

Dispensing - Supply of medicines and devices ordered through NHS 
prescriptions together with information and advice to enable safe and 
effective use by patients. This also includes the use of electronic RX 
(electronic prescriptions). Community pharmacies support people with 
disabilities who may be unable to cope with the day-to-day activity of 
taking their prescribed medicines. 
Repeat dispensing – Management of repeat medication in partnership 
with the patient and prescriber.
Disposal of unwanted medicines – acceptance, by community 
pharmacies, of unwanted medicines which require safe disposal from 
households and individuals. 

28



Signposting - The provision of information to people visiting the 
pharmacy, who require further support, advice or treatment which 
cannot be provided by the pharmacy. 

  Public Health promotion – Opportunistic one to one advice given on 
healthy lifestyle topics such as smoking cessation.
Support for self care - Opportunistic advice and support to enable 
people to care for themselves or other family members. 
Clinical governance – Requirements include use of standard 
operating procedures, ensuring compliance with the Disability 
Discrimination Act and following quality frameworks to ensure safe 
delivery of services

Advanced Services

Currently the only Advanced Services which are commissioned nationally are 
Medicine Use Review (MUR), Appliance Use Review (AUR) and Prescription 
Intervention Service. The MUR and AUR services provided by pharmacists 
are to help patients in the use of their medication and appliances. A MUR 
includes what each medicine is used for, side effects and if the patient has 
any problem taking them. The Prescription Intervention Service is in essence 
the same as the MUR service, but conducted on an ad hoc basis, when a 
significant problem with a patient’s medication is highlighted during the 
dispensing process.

Enhanced Services

The following enhanced services that are currently commissioned, as at 
August 2014 by: 

Public Health within the council:

Supervised consumption - This service requires the pharmacist to 
supervise the consumption of opiate substitute prescribed medicines at 
the point of dispensing in the pharmacy so ensuring that the dose has 
been administered to the patient.
Needle exchange - The pharmacy provides access to sterile needles 
and syringes, and sharps containers for return of used equipment. The 
aim of the service is to reduce the risk of blood borne infections that 
are prevalent in people who inject drugs. 
Chlamydia Screening – Pharmacists supply Chlamydia Screening 
Postal Kits to any person aged between 15 and 24 upon request and 
will opportunistically offer Chlamydia Screening Postal Kits to young 
people attending the pharmacy who may be sexually active. This 
service aims to improve access to Chlamydia screening and so reduce 
the prevalence of Chlamydia.
Emergency Hormonal Contraception - Pharmacists supply 
Emergency Hormonal Contraception (EHC) also known as the 
‘morning after pill’, when appropriate to patients in line with the 
requirements of a locally agreed Patient Group Direction (PGD). 
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Smoking Cessation Services – Working with the main provider of 
Smoking cessation services pharmacies provide a range of support 
including medication to people who want to give up smoking.
NHS Health Checks - Pharmacies are commissioned to deliver NHS 
health checks to anyone aged 40 – 74, who does not have an existing 
cardiovascular condition. This provides the individual with an 
assessment of their risk on developing heart disease and allows 
signposting to GP follow up or health promotion services e.g. weight 
reduction  / smoking cessation  

The CCGs within Berkshire:

Palliative Care Urgent Drugs Scheme - making available locally a list 
of medication that may be required urgently for palliative care patients. 
A number of pharmacies ensure they keep the items in stock and can 
be accessed out of hours if required. 

Advice to care homes is not available through community pharmacy but is 
provided by the medicines management teams in each CCG. This service 
provides support to staff within care homes, over and above the Dispensing 
Essential Service, to ensure the proper and effective ordering of drugs and 
appliances and their clinical and cost effective use, their safe storage, supply 
and administration and proper record keeping. This service is to improve
patient safety within the care home and to ensure the safe storage, supply 
and administration of medicines.

NHS England:

Flu Immunisation - A pilot scheme was developed to increase flu 
vaccination availability in high risk groups through community 
pharmacy. In 2014 this scheme is being extended across Berkshire. 

  
Private Services:

Some pharmacies offer private services, which are not commissioned, but are 
available to customers for additional payment e.g. diabetes screening.

30



Pharmacy provision - current

Identified Health Needs Current service provision 
Community pharmacy 

Adults 
Self care 

Signposting is part of core contract 

Medicine utilisation reviews 

Health Promotion campaign part of core 
contract 

Smoking Solutions for Health sub contract 

Alcohol Pilot programme in pharmacies raising 
awareness of alcohol units 

Cancer Health promotion campaigns - Bowel 
Screening as part of core contract. 

Cardiovascular disease NHS Health Checks 

Chronic Obstructive Pulmonary Disease 
(COPD)

Medicine utilisation reviews 

Older people 

Winter excess death

Winter warmth

Flu Immunisations

Falls 

Pilot of Flu immunisation to at risk groups 

Dementia Friends trained 

Sexual Health Emergency hormonal contraception 
Access to condoms  - C Card scheme 
Signposting to Chlamydia screening  

Substance misuse Needle exchange 
Supervised consumption 
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Current Pattern of Enhanced services 

For more details see Appendix 4.  

Figure 21:  Map of Pharmacies in Reading to show how many of the Basic 
Enhanced Services are provided

Other Service Providers

Dispensing Contractors

In addition to community pharmacies, to ensure access in defined rural areas 
(controlled localities) - GPs may provide dispensing services to patient who 
live more than 1.6km from a pharmacy. Reading however does not have any 
rural areas that meet the required definition and so Reading does not have 
any dispensing doctors 

Out of area service providers 
Residents can of course access pharmacies in other areas and Reading 
borders with the following Local Authorities:

Oxfordshire 
Wokingham
West Berkshire 
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Pharmacy Access and Services 

One measure of accessibility is the number of patients that can get to a 
pharmacy within 20 minutes driving time (see Appendix 5). For Reading it can 
be seen that all of the population can access a pharmacist within this time. 

Within Reading we have also mapped the access within 20 minutes walking 
time. 

Figure 22: Population of Reading that can get to a pharmacy within a 20-minute 
walk time

In this analysis it can be seen that the there are two areas with limited 
accessibility: North West (part of Caversham Heights) and South West - 
however at this time the Southern area has limited housing. It is estimated 
that only 5,000 people cannot access a pharmacy under this much more 
stringent measure. 

Opening Hours
A survey was undertaken of all pharmacists in Reading. 28 providers out of 33 
providers took part on this survey. The following information is taken from the 
survey. 

All respondents are open Monday to Friday between 6am and 11pm 
depending on the day of the week. 86% of providers are open on Saturdays, 
with 43% open on a Sunday.  In addition Reading has three ‘100 hour per 
week’ pharmacists. 
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Consultation Facilities 

To deliver the advanced services e.g. medicines utilisation reviews and to 
potentially support patients with more knowledge on their illnesses and 
increase patient confidence in self care, pharmacist will need an area to 
provide this level of support in a confidential setting. 

In Reading 79% of providers have wheelchair accessible consultation 
facilities, an additional 7% have a consultation space however it is not 
wheelchair accessible. Only 7% do not have consultation space available. 

Advanced services 

Within Reading a significant number of pharmacies provide advanced 
services for medicines, though this is not the case for appliance care and 
customisation services. 

Figure 23: Reading Pharmacy response to question about the provision of 
Advanced Services

 Yes           Soon No 

Medicines Use Review service 25 (89.3%) 2 (7.1%) 1 (3.6%) 

New Medicine Service 24 (85.7%) 2 (7.1%) 2 (7.1%) 

Appliance Use Review service 0 (0%) 3 (10.7%) 25 (89.3%) 

Stoma Appliance Customisation service 0 (0%) 1 (3.6%) 27 (96.4%) 

Additional language availability 

There are a wide range of additional languages spoken within the community 
pharmacy setting which is important in Reading given its large number of 
BME communities. These include a wide range of Asian and European 
languages 

Collection and Delivery Services 

Many patients with long term conditions have ongoing medication 
requirements. For them collection and delivery services may be crucial for 
accessing their prescriptions – having the prescription collected from the GP 
surgery and then delivered to their home. 93% of pharmacists in Reading 
offer free collection from the surgery services.

In addition 86% of community pharmacies offer free delivery to patients when 
requested usually to patients with limited mobility. An additional 7% of 
pharmacists will offer this service but will charge for the service.   
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IT connectivity 

Moving forward service integration will require sharing of information and so it 
will become increasingly important for pharmacy to have IT connectivity if they 
are to play a role in transformed services. 92% of pharmacies in Reading 
have IT connectivity, and the rest are updating to have good connectivity in 
the coming year. 

35



Analysis of User Survey  

A key part of the PNA is to obtain the views of residents who use our 
community pharmacy and dispensing doctor services. 

The survey was circulated in a number of ways. The survey was available at 
all of the local community pharmacists; the anonymous paper based surveys 
were then collected from these locations by courier. In addition the survey 
was available electronically on the Councils website. Posters in the 
pharmacies and press releases in the local papers tried to increase local 
awareness of the survey and to encourage participation. 

Respondents 

The survey was sent out across Berkshire, with 2,048 people responding. The 
responses by Local Authority are shown below. 

Figure 24: Which local authority area do you live in?

19%

9%

24%18%

13%

9%

4%
4%

Bracknell Forest Council

Slough Borough Council

Reading Borough Council

Royal Borough of Windsor and
Maidenhead
West Berkshire Council

Wokingham Borough Council

Not sure

No Response

In Reading there were 468 responses making up 23% of the total replies. Of 
these 75% were from respondents that classed themselves as white British 
and 6% as white other. The most common age groups that responded in 
Reading were younger than the rest of Berkshire with 20% being 35-44 and 
19% aged 45-54. 

Pattern of use 

Residents were asked what services they used: 94% replied that they used 
community pharmacy, 4% a dispensing appliance supplier (someone who 
supplies appliances such as incontinence and stoma products) and 3% 
internet pharmacy. These results are a similar pattern of use to the rest of 
Berkshire. 
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When residents were asked how often they used a community pharmacy they 
gave the following replies, which shows a slightly lower usage than the rest of 
Berkshire but not significantly. 

Figure 25: How often do you use a pharmacy?
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Additionally residents were asked about the type of services they currently 
use at their local pharmacy: As could have been expected the most common 
reason is to get prescriptions dispensed (30%) and buying over the counter 
medicines (19%). The results show how the respondents value to (voluntary) 
collection of prescription service provided by pharmacists.

Figure 26: Which of the following service do you currently use at a pharmacy?

4% 4%
4%

5%

5%

7%

8%

14%

19%

30%

Blood pressure check

Early morning opening (before
9am)
Flu vaccination

Buying travel medicines (e.g. anti-
malarials)
Sunday opening

Late night opening (after 7pm)

Medicines advice and reviews

Collection of prescription from my
surgery
Buying over the counter medicines

Prescription dispensing

We also asked respondents’ about the type of services they would like to see 
at a community pharmacy, whilst dispensing and medicines are still important 
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and respondents again wish to see extended opening times,  14% would like 
to see late night opening and 12% Sunday opening. 

Figure 27: Which of the following services would you use at a pharmacy, if 
available? (Top 10 responses)

7%

7%

7%

8%

9%

9%
12%

12%

14%

15%Buying travel medicines (e.g. anti-malarials)

Medicines advice and reviews

Early morning opening (before 9am)

Electronic prescription service

Minor Ailment Scheme (access to certain subsidised
over the counter medicines to avoid a GP visit)
Collection of prescription from my surgery

Sunday opening

Buying over the counter medicines

Late night opening (after 7pm)

Prescription dispensing

Access to pharmacy 

Respondents state they have good access to services with 99% being able to 
access the pharmacy of their choice, which is slightly higher than the rest of 
Berkshire response (98%). The commonest reason was proximity to home 
(45%) with 30% stating that proximity to GP was the key factor.

Figure 28: Reason for choice of pharmacy

12%

5%

31%

45%

4% 3%

In the supermarket
In town/shopping area
Near to my doctors
Near to home
Near to work
Other

More respondents’ access pharmacy on foot (52%) with 36% using the car. 
84% of respondents can access services within 15 minutes and 14% within 
15-30 minutes. 
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We asked respondents to rate the importance of the various services that 
pharmacies offer. Key is the availability of knowledgeable staff, closely 
followed staff having time to listen and give advice and convenient location. 

Figure 29: How important are the following pharmacy services?

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0%

Home delivery of your medication

Prescription collection from your surgery

The pharmacy having a wide range of things I need

The pharmacist taking time to l isten/provide advice

Private areas to speak to the pharmacist

Shorter waiting times

Knowledgeable staff

Location

Late opening times (after 7pm)

Very Important Important Unimportant

The final section of the survey tested the respondents’ satisfaction with 
services. As has been seen there is a high level of satisfaction across all 
areas, the lowest level of satisfaction was with the waiting times and private 
consultation space – for waiting time 5% expressed dissatisfaction and 
consultation space 6%.   

Figure 30: How satisfied were you with the following services at your regular 
pharmacy?

0.0% 10.0% 20.0% 30.0% 40.0% 50.0% 60.0% 70.0% 80.0%

The pharmacy having the things I need

The pharmacist taking time to talk to me

Private consultation areas

Waiting times

Staff attitude

Knowledgeable staff

Location

Very Satisfied Satisfied Unsatisfied
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Recommendations 

The regulations governing the development of pharmaceutical needs 
assessments requires an assessment of pharmaceutical services in terms of:

Services currently commissioned that are necessary to meet a current 
need
Services not currently commissioned that may be necessary in 
specified future circumstance
Services not currently commissioned that may be relevant in the future 
because they would secure improvements or better access to 
pharmaceutical services to address needs identified in the population.

Essential services 

In order to assess the provision of essential services against the needs of our 
population we mapped and assessed the location of pharmacies, their 
opening hours and the provision of other dispensing services. These factors 
we consider to be key factors in determining the extent to which the current 
provision of essential services meets the needs of our current population.

Access  

Current pattern of services provides good physical access to patients, with no 
gaps in the 20 minute drive time test. Reading in comparison to Berkshire is 
not as affluent (see Appendix 8), car ownership is therefore lower so we have 
also mapped the walking times. As has been shown access to pharmaceutical 
services is still good with few residents being unable to access a pharmacy 
under this measure. 

Opening Hours 

All respondents are open Monday to Friday between 6 am and 11 pm 
depending on the day of the week. 86% of providers are open on Saturdays, 
with 43% open on a Sunday.  In addition Reading has three ‘100 hour per 
week’ pharmacists. 

Patient views 

94% of respondents used community pharmacy. The user survey shows that 
respondents are generally very satisfied with pharmacy services in the 
Borough. 99% are able to access the pharmacy of their choice, with 84% 
being able to access services within 15 minutes. There were lowest levels of 
satisfaction were seen with private consultation space 6% and waiting times 
5% though the levels of dissatisfaction are low. 
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Conclusion - Essential services 

Overall the findings show that the pharmacy services currently provided are 
comprehensive and address the needs of Reading residents. 

In addition it is noted that in both the Health and Wellbeing Strategy and the 
CCG commissioning plans there is a focus on self care, health promotion and 
early intervention services. In essence making it easier for residents to access 
information to understand and manage their own condition with expert 
professional advice and intervention as needed. Pharmacists have a key role 
to play in this and as this is a core essential service we would encourage all 
commissioners to work collaboratively with community pharmacy in this 
endeavour.  

Promotion of healthy lifestyles
Prescription linked interventions
Public health campaigns
Signposting
Support for self care

Advanced services 

The advanced services are: 

Medicines Use Review and Prescription Intervention (MURs)
Appliance Use Reviews (AURs)
Stoma Appliance Customisation Services (SACs)

These services aim to improve patients' understanding of their medicines; 
highlight problematic side effects & propose solutions where appropriate; 
improve adherence; and reduce medicines wastage, usually by encouraging 
the patient only to order the medicines they require and highlighting any 
appropriate changes to the patient’s GP to change their prescription.

An important feature in the provision of advanced services is the provision of 
consultation areas within pharmacies, this was explored in some depth in the 
pharmacy contractor survey. 86% of pharmacies in Reading provide access to 
consultation areas. In addition there is good provision of MUR medicine 
services with a minimum of 86% of respondents providing this care which is of 
particular importance to patients with long term conditions. 

Conclusion - advanced services 

Again the purpose of advanced services fits well with the local population and 
the increasing numbers of residents with ongoing conditions and fits with the 
Health and Wellbeing Strategy and CCG strategic plans.

Pharmacists through their role in dispensing and MUR services can identify 
key residents at risk of complications and support their care. We will continue 
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to work with our pharmacy contractors to develop extensions to MUR services 
to widen access and target provision with high priority patient groups, for 
example with patients at risk of diabetes as an identified need.  

We will also work with pharmacy contractors, the LPC and LMC to improve 
understanding and awareness of MUR among patients and the public.

Locally Commissioned Services

Whilst it seems that there are sufficient numbers of pharmacies within 
Reading the JSNA has identified a number of needs that in the future 
pharmacists could potentially address. 

Figure 31: Summary of identified health needs and potential developments in 
Reading

Identified Health Needs Current service 
provision 
Community pharmacy 

Potential community 
pharmacy development 

Adults 
Self care 

Signposting is part of core 
contract 

Strengthen use of 
community pharmacy as 
information hub for 
community contact  - 
access to voluntary sector 
groups, exercise advice, 

“Making every contact
Count” – building  on the 
home delivery services 
offered freely through 
many pharmacies to 
identify frail patients at 
risks and support 
preventative integrated 
care 

Medicine utilisation 
reviews 

To build on MUR and 
support wider information 
on the specific illness  / 
motivational interviewing 
etc – e.g diabetes,  

Health promotion 
campaign 

Develop skills to increase 
capacity and capacity of 
pharmacies teams to 
provide information and 
support healthy lifestyle 
choice  - Making every 
count
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Identified Health Needs Current service 
provision 
Community pharmacy 

Potential community 
pharmacy development 

Smoking Solutions for health sub 
contract 

Widen participation of 
community pharmacy 

Alcohol Pilot programme in 
pharmacies raising 
awareness of alcohol units 

Expansion of this 
programme into a full 
Alcohol Intervention and 
Brief Advice Service

Cancer Health promotion 
campaigns - bowel 
screening as part of core 
contract. 

Build on dispensing 
opportunities to identify 
worrying symptoms to sign 
post to care 

Cardiovascular disease NHS health checks Expansion of provision 
within the communities 
focussing on the more 
deprived communities 

Chronic Obstructive 
Pulmonary Disease 
(COPD)

Medicine utilisation 
reviews 

Develop capacity and 
techniques to support 
inhaler technique 

Anxiety and depression Opportunistic identification 
of at risk groups to sign 
post to support services 

High use of accident and 
emergency 
Minor Ailments 

Previous minor ailment 
pilots 

Potential of pharmacy to 
act as first port of call in a 
range of minor ailments to 
reduce use of GP and 
A&E to 

Older people 

Winter excess death

Winter warmth

Flu Immunisations
  

Pilot of Flu immunisation 
to at risk groups 

Sign post vulnerable 
groups to support services 

Widen availability of flu 
immunisation to all groups

Sexual Health Emergency hormonal 
contraception 
Access to condoms  - C
Card scheme 
Chlamydia screening and
treatment by PGD

LARC
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Identified Health Needs Current service 
provision 
Community pharmacy 

Potential community 
pharmacy development 

Substance misuse Needle exchange 
Supervised consumption 

PGD  - naloxone therapy 
BBV testing and treatment

Infectious diseases 

TB 

Blood borne viruses 

HIV 

Potential opportunity to 
increase and sign post 
new residents at risk of TB 
to screening services 

TB Supervision

Potential opportunity to 
increase and sign post 
new residents at risk of 
BBV to screening services 

Potential opportunity to 
increase and sign post 
new residents at risk of 
HIV to sexual health
services  

Figure 31 shows identified health needs that could be addressed through 
commissioning of pharmaceutical services subject to a robust business case 
and contractual negotiations.  
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To provide equitable, high-quality, primary medical care.  

To deliver more services in the community, with less patients being seen inhospitals.

To use the finite NHS resources wisely based on clinical evidence and need  
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1 Do you use?

Community pharmacy ..............................................

A dispensing appliance supplier?  
(someone who supplies appliances such 
as incontinence and stoma products) ................

An internet pharmacy?  (a service 
where medicines are ordered on-line 
and delivered by post) ..............................................

2 How often do you use a pharmacy?

More than once a month..........................................

Once a mont..................................................................

3–11 times a yea ........................................................

Less than 3 times a year..........................................

3 Which of the following services do you
currently use at a pharmacy?

Sunday opening ..........................................................

Late night opening (after 7pm)..............................

Early morning opening (before 9am)..................

Prescription dispensing ............................................

Buying over the counter medicines ....................

Buying travel medicines (e.g. anti-malarials) ..

Medicines advice and reviews ..............................

Delivery of medicines to my home ......................

Collection of prescription from my surgery ......

Long-term condition advice 
(e.g. help with your diabetes/asthma)................

Respiratory Services ................................................

Emergency hormonal contraception 
(morning-after pill) ......................................................

Cancer treatment support services ....................

Substance misuse Service ....................................

Alcohol support services..........................................

Stop smoking service ................................................

Health tests, e.g. cholesterol, 
blood pressure..............................................................

Healthy weight advice ..............................................

ʻFlu vaccination ............................................................

Diabetes screening - Private... NHS...

Blood pressure check - Private... NHS...

4 Which of the following services would you
use at a pharmacy, if available?

Sunday opening ..........................................................

Late night opening (after 7pm ) ............................

Early morning opening (before 9am ) ................

Prescription dispensing ............................................

Buying over the counter medicines ....................

Buying travel medicines 
(e.g. anti-malarials) ..................................................

Minor Ailment Scheme (access to 
certain subsidised over the counter 
medicines to avoid a GP visit) ..............................

Electronic prescription service ..............................

Medicines advice and reviews ..............................

Delivery of medicines to my home ......................

Collection of prescription from my surgery ......

Long-term condition advice 
(e.g. help with your diabetes/asthma) ..............

Respiratory services ..................................................

Emergency hormonal contraception 
(morning-after pill) ....................................................

Cancer treatment support services ....................

Substance misuse service ......................................

Alcohol support services..........................................

Stop smoking service ................................................

Health tests, e.g. cholesterol, 
blood pressure..............................................................

Healthy weight advice ..............................................

ʻFlu vaccination ............................................................

Diabetes screening ....................................................

Blood pressure check................................................

Other (please specify) ..................................................

............................................................................................

P h a r m a c y  U s e r s  S u r v e y Public Health Berkshire
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4

Pharmacy Survey - Users V4 - Draft V0.90 Apr14 Design by Berkshire Health Promotion Resources - www.bhps.org.uk/resources

The local Pharmaceutical needs assessment is a survey that Public Health within
local government is undertaking to make sure that pharmacies across Berkshire
are providing the right services, in the right locations, to support residents.
As part of this confidential survey we want to get your views on services, so your
answers are important to us.  The survey is confidential and will be used to plan
our services.

Please complete this survey and place it into the collection box

continued...
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5 Are you able to get to a pharmacy of your
choice?

Yes.... No....

6 Do you use one pharmacy regularly?

Yes.... No....

7 Reason for using your regular pharmacy

Location
In the supermarket ....................................................

In town/shopping area ..............................................

Near to my doctors ....................................................

Near to home ................................................................

Near to work..................................................................

Other ....................................................................................

............................................................................................

Services
They offer a delivery service ..................................

They offer a collection service ..............................

The staff speak my first language........................

The staff are knowledgeable..................................

The staff are friendly ..................................................

Other ....................................................................................

............................................................................................

8 How do you usually travel to your usual
pharmacy? 

Walk ..................................................................................

Car (passenger) ..........................................................

Car (driver) ....................................................................

Taxi ....................................................................................

Bus ....................................................................................

Bicycle..............................................................................

9 How long does it take you to travel to your
pharmacy?

Less than 15 mins ......................................................

15 – 30 mins..................................................................

30-60 mins ....................................................................

Over an hour ................................................................

a How important are the 
following pharmacy 
services?

b How satisfied were you with 
the following services at 
your regular pharmacy?

P h a r m a c y  U s e r s  S u r v e y Public Health Berkshire
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Home delivery of your
medication
Prescription collection from
your surgery

The pharmacy having a wide
range of things I need

The pharmacist taking time to
listen/provide advice
Private areas to speak to the
pharmacist
Shorter waiting times

Knowledgeable staff
Location
Late opening times 
(after 7pm)

V
er

y
S
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is

fie
d

S
at

is
fie

d

U
ns

at
is

fie
d

The pharmacy having the
things I need
The pharmacist taking time to
talk to me
Private consultation areas
Waiting times

Staff attitude
Knowledgeable staff

Location
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c About You

My age is:

Prefer not to say ..........................................................

65-74 ................................................................................

55-64 ................................................................................

45-54 ................................................................................

70+ ....................................................................................

35-44 ................................................................................

25-34 ................................................................................

18-24 ................................................................................

I would describe my sexuality as:

Prefer not to say ..........................................................

Heterosexual (Straight) ............................................

Lesbian ............................................................................

Gay....................................................................................

Bisexual ..........................................................................

Other ................................................................................

Please tell us your faith or religion:

Prefer not to say ..........................................................

Christian..........................................................................

Muslim..............................................................................

Hindu ................................................................................

No faith or religion ......................................................

Other ................................................................................

I would describe my ethnic origin as:

British White ..................................................................

White Other ..................................................................

Irish....................................................................................

Pakistani ........................................................................

Asian ................................................................................

Indian................................................................................

Bangladeshi ..................................................................

Black Caribbean ..........................................................

Black African ................................................................

Gypsy/Irish Traveller..................................................

Other ................................................................................

Do you consider yourself to be disabled?

Yes.... No....

What is your marital status?

Single ..............................................................................

Married ............................................................................

Life-partner ....................................................................

Civil Partnership ..........................................................

Other ................................................................................

Prefer not to say ..........................................................

Which of the following best describes your
working situation?

I work as volunteer ....................................................

I am working part-time ..............................................

I am working full-time ................................................

I am retired ....................................................................

I am not working ..........................................................

Prefer not to say ..........................................................

P h a r m a c y  U s e r s  S u r v e y Public Health Berkshire

Thank you!
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READING BOROUGH COUNCIL

REPORT BY MANAGING DIRECTOR

TO:
Health and Wellbeing Board

DATE:
10th October 2014

AGENDA ITEM: 11

TITLE: Reading Joint Strategic Needs Assessment

LEAD 
COUNCILLOR:

Councillor Hoskin PORTFOLIO: Health

SERVICE: Public Health WARDS: Borough Wide

LEAD OFFICER: Kim Wilkins TEL: 01189373627
JOB TITLE: Senior Programme 

Manager: Public 
Health

E-MAIL: Kim.wilkins@reading.gov.uk

1. PURPOSE OF REPORT AND EXECUTIVE SUMMARY

2. RECOMMENDED ACTION

3. POLICY CONTEXT

1 http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted



The phased approach

Table 1: The JSNA phased approach

Phase Title Description Suggested 
timeframe

Operational 
lead*

2 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/223842/Statutory-Guidance-on-Joint-Strategic-
Needs-Assessments-and-Joint-Health-and-Wellbeing-Strategies-March-2013.pdf



Phase Title Description Suggested 
timeframe

Operational 
lead*

4. THE PROPOSAL



Phases 1 and 2 summary



Phases 1 and 2 lessons learnt

Lessons learnt

Looking forward to phases 3 and 4



5. CONTRIBUTION TO STRATEGIC AIMS

6. COMMUNITY ENGAGEMENT AND INFORMATION



7. EQUALITY IMPACT ASSESSMENT

8. LEGAL IMPLICATIONS

9. FINANCIAL IMPLICATIONS

10. BACKGROUND PAPERS


