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Section 4 Metrics – expanded text:  

 Challenges and any Support Needs Achievements 

Avoidable 
admissions 

We were 6% above the target this year, due to a challenging 
winter alongside a difficult COVID environment (for both our 
health and social care staff and the people of Reading Borough) 
and a "stretch" target. However, when comparing our 
performance this year, with a rate of 675.5 per 100k to 19/20 
(the last non-COVID year), with a rate of 709, our performance 
is the equivalent of a 5% reduction in admissions this year. Our 
performance is similar to that across the Berkshire West 
systems and 10% better than the last set of national data that 
we have available. Our projection was higher than the target, 
with a rate of 704.8 or 1,130 attendances but we were asked to 
set stretch targets in excess of the projections. We will continue 
to develop our projections, with engagement from our system 
partners, to better inform our ability to set achievable targets. 

Whilst we just missed this target, with a final position of 675 admissions per 100k 
population, we have still had a performance improvement of 8% compared to the average 
(732) across 2018/19 and 2019/20.  We had indicated in our BCF Plan that the admissions 
recorded for 2020/21 were skewed due to the pandemic and did not give a realistic 
picture.  Key projects are continuing in our locality to support admission avoidance, such as 
our Multi-Disciplinary Teams (MDTs) at PCN level, which have been operating, focussed on 
long term conditions, using Connected Care (Our shared care record) for case finding.  The 
MDT reviews are in place to support people in receiving the right level of care and staying 
well to remain out of hospital. The assessment of impact on hospital admissions and GP 
attendances will be measured in June 2022.  The Nepalese Diabetic project enabled people 
from this ethnic group, who were more prone to diabetes, to be better informed and able 
to manage their conditions well.  The Ageing Well project has been operating across 
Berkshire West, and has supported admission avoidance through the rapid referrals system 
(2hr and 2 day response) there are increasing numbers of people being referred in and 
ongoing work to support this service to embed.  The Council's Reablement team have 
provided additional capacity to support rapid referrals and people at end of life. 

Length of 
Stay 

There have been complex cases, assessed as needing high 
packages of care at the point of discharge, which in some cases 
delayed discharge due to capacity.  Once discharged and 
assessed, these packages have then been reduced by the 
Occupational Therapists, using a strengths-based approach. Our 
system partners BHFT started a project with the Rapid 
Community Discharge working group to review "double 
handed" care packages with a view to reducing these wherever 
possible prior to discharge. There have also been cases where 
home environments were not suitable for discharge, and the 
interim short-term discharge to assess facility supported cases 
such as this and enabled discharge from a hospital bed where 
possible, whilst works were underway to adapt and make safe 
the home environment. 

Performance improved against the 21day Length of Stay (LoS) at the end of Q4 (Jan to 
Mar), and as a result we have a positive position of 5.2% against our quarterly stretch 
target of no more than 5.5%.  We are pleased that we have been able to meet the overall 
annual target of no more than 4.7%, especially given the complexity and acuity of cases, 
and particularly those requiring support in a care home setting. Timely hospital discharge 
has also been impacted by Covid outbreaks in care homes, thereby limiting capacity.  Our 
hospital discharge team continue to work with our care providers to meet specific and 
complex needs for people who have had a lengthy hospital stay, and ensuring there is a 
therapy led service to address the likely deconditioning due to a longer length of stay.   Our 
overall performance for 21 days for the year, compared to the Berkshire West average was 
5% better, and compared to the National average, was 25% better.  Whilst we just missed 
the quarterly targets for 14 day length of stay, we exceeded performance at Berkshire 
West and National levels.   Our hospital discharge short-term team engaged additional 
short-term capacity in both staff and discharge beds during the winter pressures period, to 
enable timely discharge and avoid unnecessary stays in hospital.  
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Discharge to 
normal 
place of 
residence 

Capacity in the reablement care market was challenged due to 
supporting intermediate care and rapid response services at 
times, as well as supporting end of life care when additional 
capacity, over and above the contracted Berkshire West wide 
service commissioned through BHFT, was required.  We have a 
review of our Community Reablement Team service within the 
borough and are engaging with our system partners to ensure 
effective collaborative working arrangements are in place that 
meet the needs of our local population. 

We exceeded the stretch target of 91% in every quarter with an overall year end position 
of 92%.  The short-term team worked effectively, together with our Voluntary Care Sector 
partners, who offered a "settling in service" to follow up with patients being discharged, 
particularly those who lived alone, to enable them to go home on discharge, with support 
where needed.  

Res 
Admissions* 

Due to the acuity of service users, needing long term extra care, 
and the intake of people that, without the HDS D2A funding, 
would have otherwise been self-funders, this has been a 
challenging target to meet.  Our final position was 507, which 
was 13% above the target.  It has been necessary to utilise 
residential care where domiciliary care at home has not been 
available, due to continued challenges in recruiting Care Staff, 
and this has contributed to a higher than planned level of 
admissions. We had reduced the target from 571 in the 
previous year, based on actual admission numbers in the 
preceding two years, and recognise that the intake in 2020/21 
was skewed due to the pandemic and that our stretch target 
was too much of a stretch.  We will need to revisit these targets 
to ensure a realistic measure for 2022/23. 

Service users have been placed where there is a clear need for long term care based on 
acuity levels.  We have worked hard to reduce the number of Service Users in temporary 
placements and ensure long term needs are assessed in a timely manner.  Additional OT 
and SW locum staff were funded through the BCF to clear the backlog of assessments.   

 

Reablement 

Due to the requirement against this metric to include anyone 
who passed away with the 91 day period, we have consistently 
missed this target.   Had those people not been included in the 
statistics our performance would have exceeded the target in 
relation to the actual reablement capacity of those referred into 
the service.   

The average length of stay with the reablement services across the year was 3.3 weeks, 
providing a good flow and releasing capacity for hospital discharges on pathway 1, 
requiring additional support.   Feedback from Service Users indicated a 100% satisfaction 
rate with the reablement services provided by the Council. 
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Difference between Planned 
and Actual expenditure – 
Expanded text: 

Underspend of £59,400 due to 
vacancies in the project 
management team.   

Consideration being given to 
what resources are required 
(e.g. Project Manager or PHM 
Analyst).   

 

Additional locum resource was 
funded through the 'Projects' 
allocation for Social Workers 
and Occupational Therapists to 
support hospital discharge and 
timely assessments to 'right size' 
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Footnotes: 

Question 4 and 5 are should be assigned to one of the following [SCIE Logic Model Enablers] categories: 

1. Local contextual factors (e.g. financial health, funding arrangements, demographics, urban vs rural factors) 

2. Strong, system-wide governance and systems leadership 

3. Integrated electronic records and sharing across the system with service users 

4. Empowering users to have choice and control through an asset based approach, shared decision making and co-production 

5. Integrated workforce: joint approach to training and upskilling of workforce 

6. Good quality and sustainable provider market that can meet demand 

7. Joined-up regulatory approach 

8. Pooled or aligned resources 

9. Joint commissioning of health and social care 

Other 
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Section 6 Year End Feedback – expanded text:  

Statement: Response: Comments: Please detail any further supporting information for each response 

1. The overall delivery of the BCF has 
improved joint working between 
health and social care in our locality 

Strongly Agree 

Our BCF has enabled continuation of schemes that support both health and social care 
services that are crucial to the wellbeing of our local residents, including our hospital 
discharge and reablement teams, as well as the Berkshire West commissioned intermediate 
care services, providing rapid response and urgent care to support hospital avoidance. 

2. Our BCF schemes were 
implemented as planned in 2021-22 

Disagree 

There were some underspends against the BCF for 2022/23, and the Local Authority and 
Berkshire West CCG are in negotiations as to whether these would be carried forward into 
2022/23 and to what they will be allocated. Our Executive Director of Adult Social Care is 
keen to develop a mental health rehabilitation service, supported partially through the BCF 
underspend funds. 

3. The delivery of our BCF plan in 
2021-22 had a positive impact on the 
integration of health and social care in 
our locality 

Strongly Agree 

The membership of our Integration Board encompasses Acute hospital, GPs, Community 
care providers and voluntary sector who work together in order to identify priorities. Whilst 
the BCF has continued to support key schemes such as Street Triage, Hospital Discharge and 
Reablement, the key priorities for the integration board for 2021/22 were: 1. The 
development of Multi-Disciplinary Teams (MDTs) at PCN level to support reviews of patients 
who were frequent attenders at A&E or GPs, and these MDTs were mainly focussed on 
conditions for case finding.  We have used our Connected Care system (shared care record) 
to enable effective case-finding and have worked with our primary care providers to ensure 
they are given the appropriate data to support the MDT Reviews. The MDTs have been 
successful and this project will continue into 2022/23.  2. Discharge to Assess future model - 
we were able to do a partial trial of the proposed future model, with a short-term therapy 
led service, following additional funding provided by the CCG during the Winter pressures 
period.  This was really successful but unfortunately long-term funding could not be found 
to continue this service. We have taken the learning from this and will look at providing a 
more therapy led service for our existing D2A service to move people through more quicky 
and ensure they have timely reviews of their longer-term needs. 
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4. Outline two key 
successes observed 
toward driving the 
enablers for 
integration 

SCIE Logic Model 
Enablers, Response 
category: Response - Please detail your greatest successes 

Success 1 
8. Pooled or aligned 
resources 

87% of Rapid response services were delivered to patients in their own home, as part of the BW CCG 
commissioned services through our system partners BHFT, avoiding hospital admission within 2 hours with 
feedback provided to the referrer following assessment. 92% of those patients were seen for up to 2 weeks 
following a rapid response referral.  Our Disabled Facilities Grant has been used effectively in supporting 
people to remain well at home, avoiding falls and hospital admissions.  A case study provided: "At the point of 
referral this client was living in one room using a commode and was frustrated and distressed. They had 
experienced a hip fracture and were attempting to climb stairs at great risk due to a desire to get upstairs. We 
were able to install a stair lift and adapt her upstairs bathroom. We were also able to install a ramp to 
accommodate access in and out of her home (they were unable to manage any stairs). This enabled access to 
the garden, the only form of exercise available to them. We prioritised the case due to the risk of falls & 
hospitalisation". We achieved the 21 day Length of Stay (LoS) target as at the of Q4 (Jan to Mar), with a 
positive position of 5.2% against our quarterly stretch target of no more than 5.5%, through working with our 
system partners at RBFT.  We are pleased that we have been able to meet the overall annual target of no 
more than 4.7%, especially given the complexity and acuity of cases, and particularly those requiring 1:1 
support in a care home setting. Additional resources were recruited to meet the demands of timely 
assessments following hospital discharge and to 'right size' care packages at the earliest opportunity.  The 
challenge of Covid outbreaks in care homes, thereby limiting capacity, also impacted the service.  Our hospital 
discharge team continued to work with our care providers to meet specific and complex needs for people 
who have had a lengthy hospital stay, and ensuring there is a therapy led service to address the likely 
deconditioning due to a longer length of stay.       

Success 2 

3. Integrated 
electronic records and 
sharing across the 
system with service 
users 

There are three Multi-Disciplinary Team (MDT) Clusters established within PCNs in Reading and there is a 
theme for each meeting that will address high areas of need based on population health management data, 
gathered through the shared care records system, Connected Care. Cases are submitted for MDT review 
where there is a high risk of poor health outcomes, in consultation with the patient.  Summary Case Studies 
(see Summary Case Studies below): 
 
Patient A - Referred by Occupational Therapist from Intermediate Care service, regarding falls, self-neglect 
and pressure sores which are being treated by a District Nurse. GP has referred to social prescriber for extra 
support and befriending. Patient has agreed to increase their care package and get a pressure cushion in 
place. Befriending are visiting weekly and social care are to do another assessment to increase the care. 
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Review to take place to make sure care package is in place and all needs have been meet. 
 
Patient B – A patient with BMI>60, uncontrolled diabetic, self-neglect and a hoarder. Sleeps on a mattress on 
floor. Fall risk as place cluttered. Social Prescriber heavily involved also older people’s mental health, and 
social care (Housing).  New property found for patient, and visited with support worker, but refused to move 
in so now adaptations being made to current property. Fire Service arranged to make an assessment and 
update SCAS and Police.  CMHT to take patient back to Complex Needs Panel to support anxiety.  
 
Regular outcome reports are submitted monthly to the Reading Locality Manager, with updates to the 
Reading Integration Board (RIB).  

   
5. Outline two key 
challenges 
observed toward 
driving the enablers 
for integration  

SCIE Logic Model 
Enablers, Response 
category: Response - Please detail your greatest challenges 

Challenge 1 

5. Integrated 
workforce: joint 
approach to training 
and upskilling of 
workforce 

Due to the short-term nature of funding it has not been possible to work with system partners to develop a 
joint approach to the workforce across health and social care services.  Both health and social care are often 
competing for the same pool of staff, which is not conducive to an integrated approach.  There has been 
some shared learning opportunities through the short-term discharge to assess service that was set up to 
meet the winter pressures for hospital discharges; the team worked collaboratively with health and care 
partners with successful outcomes.  As long-term funding was not continuing for discharge to assess, it was 
not possible to maintain that service, which was disbanded in April.  Learning from this service has been taken 
into the existing baseline discharge to assess services for Reading. 

Challenge 2 

4. Empowering users 
to have choice and 
control through an 
asset based approach, 
shared decision 
making and co-
production 

It has been a challenge during the pandemic to create co-production opportunities to work together with 
people in our community to find out what they want to achieve and the best way to do this by building on 
their own strengths, as well the strengths of their family, friends and the local community.   Creating a co-
produced forum that enables people to achieve their goals, reach their potential and reduce reliance upon 
traditional services, through service user engagement and education will be a focus of our 2022/23 
programme of work. 
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