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FOR INFORMATION

BETTER CARE FUND PROGRAMME 2017-18 – ANNUAL REPORT

1. Purpose of Report

The purpose of this report is to inform the Slough Wellbeing Board of the summary of 
the Better Care Fund (BCF) programme activity and outturn position for 2017-18.

2. Recommendation(s)/Proposed Action

The Wellbeing Board is requested to note the progress and performance of the BCF 
Programme for 2017-18

3. The Slough Joint Wellbeing Strategy, the Joint Strategic Needs 
Assessment and the Five Year Plan

3a. Slough Joint Wellbeing Strategy 2016 – 2020 Priorities 

The Better Care Fund programme is developed and managed between the local 
authority and CCG together with other delivery partners aims to improve, both directly 
and indirectly, the wellbeing outcomes for the people of Slough in the areas of:

i) increasing life expectancy by focussing on inequalities and 
ii) Improving mental health and wellbeing.

3b. The Joint Strategic Needs Assessment 

The BCF programme is broad in scope and aims to address, or contribute significantly 
to a number of areas of need identified in the Joint Strategic Needs Assessment.  This 
includes the improvement of health in Slough’s adult population through risk 
stratification and proactive early interventions with people at risk of disease and ill 
health.  

BCF also encompasses enabling people to age well by promoting good health and 
maximising independence but also providing short-term support and reablement when 
required, or help navigate to other sources of support.  There are also elements 
included that support children and young people in areas such as asthma and support 
to young carers. 



3b. Five Year Plan Outcomes 

The Slough BCF programme contributes to achieving the five year plan outcome of 
more people will take responsibility and manage their own health, care and support 
needs.

4. Other Implications

(a) Financial - The size of the Pooled Budget in 2017-18 is £11.9m rising to £12.8m 
in 2018-19.  The expenditure plan is across 32 separate schemes agreed and 
managed between the partners of the pooled budget agreement. These are listed 
within the finance summary in Appendix A. 

(b) Risk Management - The Health Partnership Delivery Group acts as the 
Programme Board for the BCF and oversees and monitors a risk register for the BCF 
programme. The register identifies and scores risks of delivery of the programme 
together with actions to mitigate or manage the risks. 

(c) Human Rights Act and Other Legal Implications - No Human Rights implications 
arise.  There are legal implications arising from how funds are used, managed and 
audited within a Pooled Budget arrangement under section 75 of the NHS Act 2006. 
The Care Act 2014 provides the legislative basis for the Better Care Fund by providing 
a mechanism that allows the sharing of NHS funding with local authorities. 

(d) Equalities Impact Assessment - The BCF aims to improve outcomes and 
wellbeing for the people of Slough through effective protection of social care and 
integrated activity to reduce emergency and urgent health demand.  Impact 
assessments are undertaken as part of planning of any new scheme or project to 
ensure that there is a clear understanding of how various groups are affected.

(e) Workforce - There will be significant workforce development implications as we 
move forward in the integration of health and social care service.  This will lead to new 
ways of working in partnership with others which will be aligned together with other 
change programme activities happening across the wider Frimley Integrated Care 
System, such as Integrated Care Decision Making services and teams, and the local 
integration of health, social care and other services into localities across Slough. 

5. Summary 

 The Board is asked to note the content of the summary annual report.  A quarterly 
progress report template has also been completed and returned to NHS England 
on behalf of the Wellbeing Board. The Quarter 4 report was submitted on 20 April 
2018.  The summary of this final quarter position is provided within the report. 

 Overall the activities within the BCF programme have continued to support and 
invest in areas of integrated care between NHS and adult social care services in 
Slough where they deliver better outcomes for residents and demonstrate 
effective use of funding by keeping people well and in the community, avoiding 
non-elective admissions to hospital where possible and supporting people home 
quickly if they go to hospital.

 This year there was some new additional investment to local areas through the 
improved Better Care Fund. This has been used in areas of:

o maintaining vital capacity to meet adult social care needs
o reducing pressures in the NHS  by supporting people to be discharged 



from hospital when they are ready and 
o ensuring that the local social care market is supported. 

 The iBCF grant funding had been essential in supporting and maintaining adult 
social care where demand and activity is above the budget set and without which 
current activity would need to reduce in order to avoid overspending. 

 There were two areas of underspend within the BCF pooled budget in 2017-18. 
These were on the delivery of High Impact Changes to improve management of 
transfers of care and the development of integrated Wellbeing Centres. These are 
both areas of complex transformational programmes of change working between 
and across multiple partners and organisational boundaries in East Berkshire and 
the Frimley ICS.  Further progress is now being made in the first quarter of 2018-
19 and this underspend is being carried forward to support these large change 
management programmes in this next year. 

6. Supporting Information

6.1 See appendices A and B.

7. Comments of Other Committees

7.1 The quarter 4 BCF report has been presented and discussed at the Health 
Partnership Delivery Group.

8. Conclusion

8.1 The Better Care Fund programme has in this year continued support our 
progress towards integrated health and social care services within Slough.  The 
governance around finance and the management of the programme is now well 
established and embedded with a shared approach to commissioning and decision 
making between the partners. The increase in funding in this year has supported new 
or addition investment in areas of shared priority where they have evidenced impact 
and improved outcomes.  The addition of iBCF grant funding has made a significant 
contribution to meeting social care needs in the borough, both in support of the NHS 
and the local social care market.  Without this additional investment there would be 
reduction in activity and numbers of people supported or budgets overspent. 

8.2 There has been positive progress in maintaining strong performance against all 
the key metrics for the programme. 

9. Appendices attached 

‘A’ - BCF Annual Report 2017-18

‘B’ - List of BCF schemes and financial outturn 2017-18

10. Background papers 

None 



Appendix A

Slough Better Care Fund Programme

Annual Report 2017-18

1 Summary

The Slough BCF programme for 2017-18 in Slough has been the first year of a two year plan agreed by 

SWB and assured by NHSE which continues our joint work with partners to closer integration of health 

and social care services.   A brief summary of the fourth and final quarter reported:

• Good performance against plan on reducing non-elective admissions to hospital with Quarter 

4 (January – March 2018) being 1.7% below planned activity and the full year ended overall at 

-3.1% against plan. 

• There has been strong performance on Delayed Transfers of Care.  February position overall 

was 7.0 (average per day per 100,000 population over 18) against the 6.2 target. This reduced 

to 6.5 in April 2018 and SBC ranked 1st in the country in this month for the rate of delayed days 

attributable to social care.

• The Single Point of Access  went live in September 2017 and has had over 150+ referrals from 

GPs and Healthcare professionals into an integrated health and social care hub 

• The process for Disabled Facilities Grants approval processes have been streamlined to offer 

Hospital Discharge  Grants of up to £3k without financial assessment

• There have been delays in implementation some areas of of High Impact Changes to managing 

transfers of care and Slough’s ‘Home First’ Discharge to Assess pilot is yet to go live. 

• There is more detailed planning underway for delivery of the Integrated Care Decision making 

teams under the wider Integrated Care System’s programme of work

2 Background

The BCF is a national initiative to encourage the transition of local health and social care services 

towards greater integrated care with the aim of improving health and care outcomes for their local 

community.  It requires each Wellbeing Board area to establish a pooled budget that is jointly 

managed between the partners.

The BCF plan for Slough described our shift from reactive to proactive health and social care to enable 

more people to have healthier, safer and more independent lives in their own home and community 

for longer, receiving the right care in the right place at the right time. 

Being integrated means delivering the complex range of health and social care services seamlessly, 

regardless of organisational boundaries.  Working across a complex health and social care economy, 

we continue to develop a proactive approach to the provision of health and social care and support in 



the community delivered in partnership through GP practices, the acute hospital, integrated health 

and social care multi-disciplinary teams, community based health and social care services working 

alongside local care and housing providers, as well as the community and voluntary sector.

Slough’s BCF programme this year has largely been a continuation of the programme’s previous 

schemes and investments which have been seen to positively impact on the metrics and in delivering 

better outcomes and value for money for the people they support.  The plans must be approved and 

assured by NHS England and be in line with the national BCF policy and guidance. There was a total of 

£11.9m into the Pooled Budget for Slough, which consisted of the CCG minimum contribution of £8.4m 

together with the full Disabled Facilities Grant allocation of £853k and £2.182m through the improved 

BCF (see finance – below). 

A financial plan was agreed detailing the investment against each area as well as performance targets 

against the key indicators (see performance summary).  The planning guidance also required that BCF 

plans met the required mandatory national conditions.  These were:

- Plan to be jointly agreed

- Planned contribution to social care from the CCG minimum contribution is agreed in line with 

planning requirements

- Agreement to invest in NHS out of hospital services

- Managing transfers of care

3 Finance 

A pooled budget agreement is in place, signed by the two partners of Slough Borough Council and NHS 

Slough Clinical Commissioning Group under Section 75 of the National Health Service Act 2006. In 

2017-18 the BCF comprised of 32 schemes 

There was new investment in 2017-18 through the improved Better Care Fund received as a separate 

grant funding to local authorities for the purposes of maintaining capacity within adult social care 

services, support the NHS by ensuring discharges from hospital when ready and supporting the local 

social care market. This investment has been essential in maintaining current levels of Adult Social 

Care activity without which demand and activity exceed the budget available and would lead to either 

reducing activity or overspending.  

There was new investment made in this year to the areas of High Impact Changes for managing 

transfers of care (£282k) and in establishing Integrated Wellbeing Hubs (£272k).  There was also some 

additional investment made into existing BCF schemes which include Telehealth, support to Care 

Homes, Equipment and the Responder service.



There was an overall underspend in the pooled budget of £451k which will be carried forward.  The 

use of underspend was agreed as per the s75 risk share agreement. 

4 Progress within BCF projects

Highlights of progress this fourth and final quarter are:

 Further progress on local implementation of the Integrated Care Decision Making (ICDM) 

teams following agreed business case and design model across the Integrated Care System 

(STP).  This integration programme forms part of the Frimley ICS plan for developing ICDM to 

support our out of hospital transformation and embed the New Vision of Care principles.

The ICDM model focuses on those cohorts who will benefit from a more targeted approach to 

support their needs and will lead to a reduction in avoidable admissions, length of stay and 

delayed transfers of care.  Local implementation planning is underway for delivery of the 

model which includes integration across several areas including community teams, 

anticipatory care planning, hospital in-reach, step-up/down facilities, intermediate care and 

community rehabilitation. 

 The Single Point of Access (known as Berkshire Integrated Hub) for Slough which went live on 

14 September is providing a single referral route for professionals through to all our social care 

and community health service.  Referral co-ordinators, supported by a senior social worker 

and clinical nurses triage calls and co-ordinate any on-going referrals that may be required.  It 

has received 152 referrals to date and has responded to all calls within 13 seconds. 

 Case examples are demonstrating the benefit of having health and social care professional 

referrals through a single route. For example a case referred from a GP for a patient attending 

physiotherapy was triaged by hub nurse and as part of Tier one conversation had discussion on 

how condition had changed her ability to care for herself and was living with her parents who 

were struggling with increasing care needs. The person disclosed they did not have any (paid) 

carer support but was open to having an assessment to determine her ongoing care needs.  It 

was felt a further social care assessment was required and this referral was opened on the IAS 

system from the hub to begin the assessment process. Access to Slough’s wellbeing 

prescribing service from the voluntary sector is also accessible through the hub and so this was 

also able to provide information to the parents about carers support services. 

 The Slough paediatric respiratory service one a Nursing Times award earlier this year for its 

proactive work visiting schools with the asthma bus. This has been raising awareness of the 

condition and educating and supporting children to improve how they manage their asthma.  

It is now working within local schools alongside Health Visitors and School Nursing services to 



establish drop in sessions before and after school. This proactive approach aims to further 

reduce the number of spells and bed days in hospital for children 11-17 which are asthma 

related.  

 The Red Bag scheme was launched in December which accompanies Care Home residents 

between home and hospital with their belongings, medications and care plan information.  A 

first tranche was being used in each of our Care Homes across the East of Berkshire with one 

to one support from the Care Homes Quality Manager following formal launch in collaboration 

with the Care home Forum. Initial numbers were small but this is now in the process of being 

rolled out further and early feedback is the red bag is helping to facilitating the admission and 

discharge process by ensuring that people have all their personal belongings, medicines and 

accompanying notes/records in transition between care home and hospital. 

 The Disabled Facilities Grant scheme in Slough is now streamlined in terms of process through 

our main contractor and offers Hospital Discharge Grants of up to £3k without financial 

assessment in order to support people 65+ being discharged from hospital. The range of 

support has also been broadened to include a Handyperson service to help people with small 

building repairs and minor adaptations to prevent falls and accidents in the home and access 

to relocation grant to support people to change accommodation to a more suitable and 

practical premises. 

 The responder service in Slough has been successful in reducing the number of ambulance call 

outs for supporting people who have fallen or who need physical or emotional support. 

Working through Careline, the push button alarm system, it provides fast and effective support 

to people who have triggered their alarm for assistance.  There were 702 responder service 

attendances in 2017-18, of which only 15 required an emergency ambulance service.  This 

reduced demand on the ambulance service and provides capacity to their staff and vehicles to 

respond to life-threatening situations.

5 Performance summary

5.1 Non-elective admissions to hospital

Performance against non-elective admissions have been positive with a reduction of 1.7% in quarter 4 

and on achieved an overall reduction of 3.1% against plan this year.



Year Forecast Pop Year Plan
Activity 
Forecast

Qtrly Rate 
FOT Var FOT

2017/18 Full Year 150,749 19,233 18,628 3,089 -3.1%

Year Forecast Pop
Quarter 

Plan
Activity 
Forecast

Qtrly Rate 
FOT Var FOT

2017/18 Q4 150,749 4,906 4,824 3,200 -1.7%

Year Quarter Pop Activity Plan Activity Actual Rate Actual Variance
2015/16 Q1 146,304 3,991 3,751 2,564 -6.0%
2015/16 Q2 146,304 4,161 3,849 2,631 -7.5%
2015/16 Q3 146,304 4,294 4,361 2,981 +1.6%
2015/16 Q4 147,821 3,665 4,394 2,973 +19.9%
2016/17 Q1 147,821 4,007 4,347 2,941 +8.5%
2016/17 Q2 147,821 4,142 4,479 3,030 +8.1%
2016/17 Q3 147,821 4,373 4,808 3,253 +10.0%
2016/17 Q4 149,285 3,995 4,396 2,945 +10.0%
2017/18 Q1 149,285 4,510 4,608 3,087 +2.2%
2017/18 Q2 149,285 4,686 4,409 2,953 -5.9%
2017/18 Q3 149,285 5,131 4,786 3,206 -6.7%
2017/18 Q4 150,749 4,906 4,824 3,200 -1.7%

Performance and Forecast Against Plan

Whilst Slough has made improvements in non-elective admissions rates in this year the associated cost 
of these admissions is increasing. This is due to a combination of pricing changes on the tariff and 
increased acuity of those people being admitted (more complex health needs and greater length of 
stay).  Attendances and hospital avoidance is being addressed through a range of initiatives, some 
funded within BCF (not iBCF) and within the Integrated Care Decision Making programme (outlined 
above).

5.2 Delayed Transfers of Care (DTOC)

 Slough’s contribution to the national 3.5% target reduction in delayed transfers of care (DTOC) 
was to achieve 6.2 delayed days per 100,000 of 18+ by March 2018 from a baseline of 8.2.  

 In February, Slough’s overall position was 7.0 (average per day per 100,000 population over 18) 
against the 6.2 target. This rose to 9.3 in March at the end of the year but showed an improving 
position into April with 6.5 overall NHS delays and zero social care delays.

 Overall, Slough ranked 53 out of 151 on all delays in February which is up from 73 in 
November (1 being best performing and 151 being lowest performing authority).  It then 



climbed slightly to 44 in April 2018 on overall delays, and 1 on the rate of delayed days 
attributable to social care.  

 Slough does  occasionally have a small number of patients delayed in hospitals outside the 
local area, or difficult to place because of housing or specialist support needs (neuro-
rehabilitation beds) and these although few in number can affect performance on number of 
delayed bed days adversely.

 The twice weekly system calls introduced in Quarter 2 are now happening as face to face 
sessions within Wexham Park hospital as part of the Integrated Referral and Information 
Service (IRIS) model.  This has helped reduce the number of patients on the ‘medically fit for 
discharge’ list.  In April 2017 this was a daily average of 27.47 for Slough and in March 2018 
was a daily average of 14.2. 

 Work continues on implementation of High Impact Changes outlined in the BCF submission.  A 
‘Home First’ Discharge to Assess pilot launch has been delayed pending recruitment to co-
ordinator role and securing sufficient OT capacity to support. This will now go live in Q2 
2018/19. The scheme will support early discharge of patients who are medically fit but waiting 
for OT assessment and support them to return home for assessment of longer term support 
needs.  

 Planning for larger, transformational changes to establish a more sustainable model through 
the Frimley Health and Care Integrated Care System (ICS) has started with delivery now 
underway and continuing on through this next year.

 Slough's social care activity continues to be above levels that Slough has budget to support.  
Over the next three years, we estimate that sustaining current activity will require between 
£2m and £3m additional funding annually, or further cuts will need to be made.  There is local 
system agreement to use the iBCF to continue with these levels of activity.

5.3 Rate of permanent admissions to residential care

The plan for 2017-18 was to continue to maintain the low admission rate to care homes in Slough 
against an increasing population.  The indicator is reporting a maximum of 72 older people have been 
placed in this year against a plan of 76. 

5.4 Reablement

The final outturn for this indicator is 90.1% of people discharged from hospital into reablement 
services remained at home 91 days later.  In terms of actual numbers this was 73 of a total of 81, 
which is lower than the planned activity but is in line with the performance in the previous year.  

Planning precise numbers to be discharged from hospital into the service is difficult to predict but it is 
Slough’s ambition to provide the benefits of reablement to all older people leaving hospital in order to 
regain and maintain their independence once they return home. 

The reablement service in Slough also takes referrals from the community to avoid hospital admission 
as well as supporting people home following hospital discharge. 

6 Conclusion

The Better Care programme in Slough has continued to improve joint working locally and through both 
the delivery group meetings and the Health Partnership Delivery Board it has enabled open discussion 
to share priorities and operational pressures as well as strengthening a shared commitment to 
improve outcomes for our residents/patients.  Having oversight of BCF within the Health Partnership 



Delivery Group has also broadened the scope and discussions between partners beyond the confines 
of BCF into wider areas of integrated working.

The majority of BCF schemes have been developed and operating as planned.  There have been delays 
in the two larger change management programmes of  i) High Impact Changes to manage transfers of 
care and ii) establishing integrated Wellbeing Centres in the borough.  These are both complex 
programmes of integration that involve a number of different partners.  The High Impact Changes has 
made progress in some areas and is set within the ‘Home from Hospital’ pillar of the Frimley Urgent 
and Emergency Care Plan but on areas that have not yet incurred costs.  More detailed plans are being 
developed on the Integrated Decision Making teams and transition into locality based services and will 
start in this next financial year 2018-19.  Underspend have been carried forward to support both these 
programmes. 

Mike Wooldridge

19 June 2018



Appendix B: Final outturn financial statement 2017-18 by scheme

Slough Better Care Fund 2017-19

Workstream Scheme ID Scheme Name 2017-18 
Expenditure Plan 

(£000)

2017-18
Forecast Outturn 

(£000)

2017-18
(Over-) / 

Underspend 
(£000)

2018-19 
Expenditure Plan 

(£000)

Proactive Care 1 Complex Case Management                        60                      128 -                     68                       60 

2 Falls Prevention                        90                        90                        -                         90 

3 Stroke Support Service                        57                        57                        -                         57 

4 Dementia Care Advisor                        30                        30                        -                         30 

5 Children's respiratory care                        95                      128 -                     33                       95 

Single Point of Access 6 Single Point of Access                      150                        80                        70                     150 

Integrated Care 7 Telehealth                      100                        54                        46                     100 

8 Telecare                        62                        71 -                       9                       62 

9 Disabled Facilities Grant                      853                      853                          0                     932 

10 RRR service (Reablement and Intermediate Care)                   2,214                   2,144                        70                  2,214 

11 RRR service (Reablement and Intermediate Care)                      459                      459                        -                       459 

12 Joint Equipment Service                      663                      676 -                     13                     663 

13 Joint Equipment Service                      130                      130                        -                       130 

14 Nursing Care Placements                      400                      400                        -                       400 

15 Care Homes - enhanced GP support                      110                        56                        54                     146 

16 Care Homes - programme manager                        35                        20                        15                       35 

17 Integrated Care Services / ICT                      756                      756                        -                       756 

18 Intensive Community Rehabilitation                        82                        82                        -                         82 

19 Intensive Community Rehabilitation                      170                      170                        -                       170 

20 Responder Service                      100                      106 -                       6                     100 

21 High Impact Change delivery                      282                        -                        282                     372 

22 Integrated Wellbeing Hubs                      272                        20                      252                     342 

23 Connected Care                      200                      200                        -                       200 

24 Integrated Cardio prevention service                      151                      151                        -                       151 

Community Capacity 25 Carers                      216                      216                        -                       216 

26 EOL Night sitting service                        14                        14                        -                         14 

27 Community Capacity                      200                      200                        -                       200 

Enablers 28 Programme Management and Governance                      260                      269 -                       9                     260 

Other 29 Out of Hospital transformation                      613                      613                        -                       577 

30 Care Act funding                      296                      296                        -                       296 

31 Additional Social Care protection                      600                      600                        -                       600 

32 Improved Better Care Fund                   2,182                   2,182                          0                  2,842 

                11,901                 11,250                      651                12,800 


