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TO: HEALTH AND WELL BEING BOARD 
3 SEPTEMBER 2015 

  
 

JOINT WORKING: LOCAL AUTHORITY AND NHS 
Interim Director of Adult Social Care, Health and Housing 

Strategic Director of Public Health 
 

 
1 PURPOSE OF REPORT 
 
1.1 To set out the key areas of joint working in Bracknell Forest between the Local Authority 

and the NHS. 
             

1.2 To examine the concept of effective joint working and propose a framework for future 
evaluation.           
   

 
2 RECOMMENDATIONS 
 
That the Health and Well Being Board: 
 
2.1 NOTE  the key areas of joint working in Bracknell Forest between the Local 

Authority and the NHS and suggest additions. 
  

2.2 AGREE the proposed approach to future evaluation of how effective joined up 
working between the council and NHS actually is. 

 
 
3 REASONS FOR RECOMMENDATIONS 
 
3.1 Good outcomes in relation to health and well-being depend to a large extent on how 

effectively the local authority, NHS and other agencies collaborate. 
 
3.2 It is therefore important to have an overview of the key areas of joint working and to 

establish a framework for evaluating how well they are actually ‘joined up’ from both a 
system and end use perspective. 

 
 
4 ALTERNATIVE OPTIONS CONSIDERED 
 
4.1 None 
 
 
5 SUPPORTING INFORMATION 
 
5.1 A key aim of the Bracknell Forest Health & Well-Being Board is to ensure an integrated 

and ‘joined up’ programme of work between The Council, NHS and other local agencies 
concerned with health and social care.     

 
5.2 This aim is underpinned by the Joint Health & Well-Being Strategy which has the principal 

of “Seamless Health” at its core.  
 

5.3 This principal is a fundamental one.  While many complaints about Health & Social Care 
may in part be driven by the quality of services, they are just as often about the gaps 



Unrestricted 
 

between those services.  Long waiting lists, broken referral chains and poor 
communication between services can just as easily leave people distressed or vulnerable 
as poor quality care itself.   
 

5.4 In addition, an inadequately joined up service system rarely make the best use of 
available resources.  Duplicated work, inconsistent approaches and poor communication 
between agencies inevitably wastes money as well as time. 

 
5.5 There are varied ways of examining whether “seamless” or “joined up” work is being 

achieved. These, in turn, depend on the perspective from which one approaches the 
issue, and how one actually defines “joined up”: 
 
5.5.1 A “system based” perspective will look at whether agencies, strategies and 

decision-making processes are “joined up”.  Key questions may include “Are our 
funding streams aligned? Do we have joint committees in place? Are our 
commissioning priorities jointly agreed?” 
 

5.5.2 An “end use” perspective, however, will focus on the experience of those 
accessing services. Questions are framed from a resident’s point of view: “Did I get 
all the information I needed in one place?   How many different professionals did I 
need to see?  Did I have to repeat my ‘story’ each time?  Did I fall though any 
‘gaps’ between services?  Did the whole process feel ‘joined up’?” 

 
5.6 It is possible to achieve a “joined up” approach as defined from a system-based 

perspective while still failing to achieve it from an end-use perspective.  Therefore, areas 
of joint working need to be examined from both view-points. 

 
5.7 Appendix A sets out some areas in which the work of Bracknell Forest Council is 

integrated with that of NHS partners.  The list is by no means exclusive but does seek to 
highlight some important elements of joint working.  Key areas of joint working include: 
 
5.7.1 Intermediate Care and Reablement Services are provided to people either after 

leaving hospital or when they are at risk of being admitted to hospital. The aim is to 
help people be as independent as possible and avoid going into hospital or long 
term residential care unnecessarily. In Bracknell Forest they are jointly funded 
through a Section 75 Pooled Budget Agreement and run in a partnership between 
Local Government and the NHS.  This integrated service is hosted by Bracknell 
Forest Council with Berkshire Healthcare NHS Foundation Trust providing 
supplementary community nursing.  Work to develop intermediate care services is 
included within the Bracknell Forest Better Care Fund programme. 

 
5.7.2 Integrated Care Teams aim to bring well coordinated care from a range of 

professionals and agencies to people with a Long Term Condition (LTC) and / or 
the frail elderly.  The teams seek to support people to effectively manage their 
condition(s) and improve their outcomes and experience.  The teams offer an 
equitable service for all Bracknell and Ascot CCG patients diagnosed with a LTC.  
People who are having difficulty in managing their conditions are referred to the 
team for a short period of time in order to help them stabilise their health. 
Integrated care teams have been in place since February 2013 with the active 
participation of all practices in the CCG, organised in 3 clusters each with a care 
coordinator, matron and access to a range of community based services. In the 
first 12 months over 250 people benefited from a multi-disciplinary team discussion 
and their care plans were shared with all services involved in their care. Further 
development and expansion of integrated care teams are again part of the Better 
Care Fund programme. 
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5.1.1 Children’s and Adolescent Mental Health Services (CAMHS) necessitate effective 

collaboration across a range of agencies and professional groups.  While Bracknell 
Forest Council commissions or provides programmes at a preventative or ‘early 
intervention’ level, the NHS tends to have responsibility for more specialist, 
secondary mental health services. The council, NHS and other partners come 
together within an Emotional Health & Well-Being Group, with the aim of providing 
a whole system approach to commissioning. A recent example of joint working is 
the joint commissioning of online counselling by Public Health and the CCG.  
Further development of children and adolescent mental health work will be driven 
this year by the national CAMHS Transformation Plan from which additional 
funding will be available to improve services and reduce waiting times. 

 
5.1.2 Illness Prevention The council took over responsibility for Public Health in April 

2013 and since then has worked effectively with Bracknell & Ascot CCG to 
improve services such as weight management, health checks, alcohol harm 
reduction and smoking cessation services.  All four of these programmes were 
nominated for national awards in 2015, with the smoking cessation service winning 
the MJ Public Health Partnerships award in June.  The council and CCG 
collaboration has expanded with the development of a new Falls Prevention 
programme which has added community based preventative interventions to the 
more intensive or clinical falls programmes already in existence. 

 
5.8 Effective integrated working may be facilitated through the pooling of budgets and other 

resources.  There is already a limited amount of pooled budgeting across the system in 
Bracknell Forest, most notably within the better Care Fund Programme. 
 

5.9 Further pooling of budgets, including in relation to preventative work, may bring practical 
advantages.  The NW London Integrated Care Group, in their analysis of health and care 
integration, argues that pooled budgets better enable commissioners to "…align providers 
against a common set of outcomes for their population. This should support an 
improvement in the quality of care delivered and a reduction in the duplication of 
functions, which in turn will represent better value for the system. This is because pooling 
budgets makes it easier for providers to deliver the care people need. Instead of having to 
deliver highly specified services targeting narrow outcomes against fragmented budget 
codes, providers can personalise interventions according to the best interests of 
individuals and respond much faster when needs change.”1 
 

5.10 The examples of joint working given above, and set out in Appendix A, examine 
integration largely from a ‘system-based’ perspective.  An important second step will be to 
examine this integration from an ‘end-use’ perspective to see if it really is “joined up” or 
“seamless” as it can be – rather than simply appearing so on paper. 

 
5.11 This second step will require the analysis of information from a range of sources, including 

the residents using services (as well as their family and carers) and the professionals 
delivering the services.  In addition, secondary information such as average waiting times, 
referral data or delayed discharge rates will also offer valuable insight. Collaboration with 
Healthwatch and other agencies able to represent the views of residents will be crucial. 
 

5.12 This work need not be time consuming or complex, as it involved the collation of 
information from known sources and existing datasets.  A framework is proposed in 

                                                
1
 North West London Integrated Care (2015) What do we Want to Achieve by Pooling Budgets? 

http://integration.healthiernorthwestlondon.nhs.uk/ 

http://integration.healthiernorthwestlondon.nhs.uk/
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Appendix B for any future evaluation of how well joined up collaborative work streams 
actually are. 
 

5.13 Perfect integration will never be possible.  Variation in need necessitates variation in the 
system, and a stepped model of care with some degree of specialisation and separation is 
inevitable.  However, some gaps in care or support will be unnecessary, and by bringing 
them to light we can seek to eliminate them not just in the system, but also from the real 
life experience of our relatives. 
 
 

6 ADVICE RECEIVED FROM STATUTORY AND OTHER OFFICERS 
 

Borough Solicitor 
 

6.1 No significant legal issues arise from the matters discussed in this report 
 

 
Borough Treasurer 
 

6.2 There are no direct financial implications within this report for the Council. 
 

 
Equalities Impact Assessment 
 

6.3 Following agreement of the proposed work, each work stream will be subject to a equality 
impact assessment.  
 
Strategic Risk Management Issues  
 

6.4 None 
 
 
7 CONSULTATION 
 
 Principal Groups Consulted 
 
7.1 The work described within this paper is based upon key strategic drivers such as the 

Health & Well-Being Strategy.   These in turn were based on extensive consultation with 
relevant agencies and community groups.  This paper is written for the purposes of 
consulting colleagues and key partners. 

  
Method of Consultation 

 
7.2 Consultation on the key drivers mentioned above took the form of meetings, public events 

and surveys. 
  

Representations Received 
 
7.3 None 
 
 
Background Papers 
 
Appendix A:  Joint Working in Bracknell Forest between the Local Authority and NHS. 
Appendix B:  Framework for the evaluation of joint working. 
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Contact for further information 
 
Lisa McNally, Adult Social Care, Health and Housing – 01344 355214 
lisa.mcnally@bracknell-forest.gov.uk 
 
John Nawrocki, Adult Social Care, Health and Housing – 01344 351458 
john.nawrockyi@bracknell-forest.gov.uk 

mailto:lisa.mcnally@bracknell-forest.gov.uk
mailto:john.nawrockyi@bracknell-forest.gov.uk
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Appendix A:   
 

Areas of Joint Working in Bracknell Forest between 
the Local Authority and NHS 
 
Key to agencies:  
ASC - Adult Social Care, BA CCG - Bracknell & Ascot Clinical Commissioning Group, 
BHFT – Berkshire Healthcare Foundation Trust, CYP&L – Children, Young People & Learning, 
NHS E – NHS England, PC – Primary Care, PH – Public Health 
 
NB: The list below is not exhaustive.  Rather it represents a starting point or further discussion and others 
areas of joint working may be subsequently added to the list. 
 

Workstream Agencies Notes 

 
Integrated Care Teams 
 

 
ASC 
BA CCG 
BHFT 
Primary Care 
 

 
Coordinated care from a range of 
professionals and agencies to people with a 
Long Term Condition and / or the frail 
elderly.  Organised in 3 clusters each with a 
care coordinator, matron and access to a 
range of community based services. Further 
development underway through Better 
Care Fund programme 
 

 
Intermediate Care 
 
 

 
ASC 
BA CCG 
BHFT 
Primary Care 
 

 
Care for people either after leaving hospital 
or when they are at risk of being admitted 
to hospital. The aim is to help people be as 
independent as possible and avoid going 
into hospital or long term residential care 
unnecessarily. In Bracknell Forest they are 
jointly funded through a Section 75 Pooled 
Budget Agreement. Further development 
underway through Better Care Fund 
programme. 
 

 
Mental Health - Children 

 
PH 
CYP&L 
Primary Care 
BHFT 
NHS E 
 

 
Overseen by Emotional Health & Well-Being 
Group made up of key partners.  Referral 
pathway to and from Online Counselling 
Service with both Primary Care and BHFT 
CAMHS services.  Specialist CAMHS services 
provided by BHFT.  Under review as part of 
national CAMHS Transformation Plan 
(assured by NHS England). 
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Mental Health - Adults 

 
ASC 
BA CCG 
Primary Care 
BHFT 
PH 
 

 
Community Mental Health Teams staffed by 
both BHFT and ASC staff provide secondary 
care services.  Improving Access to 
Psychological Therapies (IAPT) provided by 
BHFT and linked with primary Care.  
Prevention supported by rreferral pathway 
into Public Health commissioned 
Befriending Service from Primary Care.    
 

 
Services for People with  
Learning Disabilities 
 
 

 
ASC 
C&YP 
Primary Care 

 
The multidisciplinary Community Team for 
People with Learning Disabilities (CTPLD) 
works closely with other agencies including 
statutory, voluntary and private 
organisations to provide information and 
support to adults with a learning disability 
and their carers.  The Children’s Specialist 
Support Team provides support for young 
people with disabilities. Joint work focuses 
on helping young people manage the 
transition to adulthood. 
 

 
Services for People with  
Autistic Spectrum Disorder 
 

 
ASC 
C&YP 
Primary Care 

 
The Community Team for People with ASD 
(CTPASD) provide information and support 
for people with Autistic Spectrum Disorder 
(ASD), including Asperger Syndrome. Joint 
work focuses on helping young people 
manage the transition to adulthood. 
 

 
Smoking Cessation 

 
PH 
Primary Care 
BHFT 
BA CCG 

 
Referrals pathway into quit support service 
from Primary Care and NHS including 
tailored service for key groups (eg: BHFT 
mental health services, maternity services) 
 

 
Weight Management 
 

 
PH 
Primary Care 
BA CCG 
 

 
Referral pathway into weight management 
service from Primary Care.  Includes co-
funded programme with CCG on pre-
diabetes intervention. 
 

 
Falls Prevention 
 

 
PH 
ASC 
Primary Care 
BA CCG 
 

 
Referral pathway to and from Falls Free 4 
Life service and both Primary Care and the 
RACC (Urgent Care Centre) . More intensive 
and Clinical Support provided via the 
Community Response and Reablement 
Team and Rapid Access Community Clinic 
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commissioned and provided by the NHS. 
 

 
Sexual Health 

 
PH 
Primary Care 
BHFT 
Various NHS Providers 
 

 
Primary Care and BHFT / RBH 
commissioned by PH to provide sexual 
health services.  Includes specialist 
outreach service provided by BHFT. Out of 
area NHS services also commissioned. 
 

 
Substance Misuse 

 
PH 
ASC 
Primary Care 
Various NHS Providers 
 
 

 
Referral pathways between Substance 
Misuse Service and Mental Healthcare 
providers from Primary Care.  Collaboration 
with BHFT on treatment of people with 
mental health needs. 
 

 
Children’s Public Health 

 
PH 
CYP&L 
BHFT 
 

 
School nursing and other services for 
children 5-19 already in place.  The 
commissioning of services for ages 0-5 
(Health Visiting, Family Nurse Partnership) 
to transfer to Public Health from NHS 
England in October 2015. 
 

 
NHS Health Checks 

 
PH 
BA CCG 
Primary Care 
 

 
Primary Care commissioned by PH to 
provide health check services.  BA CCG 
support promotion of the service. 
 

 
Health Protection (including 
Screening & Immunisation) 

 
PH 
Primary Care 
NHS E 
ASC 
PHE 
 

 
Key programmes include cancer screening, 
children’s vaccinations (eg: MMR) and flu 
immunisations.  Screening and 
Immunisation Programmes are 
commissioned by NHS E and provided 
mostly within primary care.  Public Health 
work to maximise uptake of these 
programmes and work with PHE to provide 
local on-call health protection cover 
(dealing with outbreaks and other health 
threatening incidents). 
 

 
Core Offer of Commissioning Support 

 
PH 
BA CCG 

 
JSNA, Health Needs Assessments, CCG & UA 
Profiles, Specific Analyses on Request, Input 
of service design (eg: extended hours 
services in primary care) 
 

 
Public Health Advice Service to 
Primary Care 

 
PH 
PC 

 
Work at an individual practice level by PH 
team to advise Primary Care teams on PH 
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 issues, including sexual health, health 
checks, referral pathways and health 
protection programmes such as screening 
and immunisations 
 

 
Information Sharing 

 
ASC 
BA CCG 
 

 

Work to expand the Council's software 
systems to enable the use of an individual's 
NHS Number as a unique identifier. The use 
of the NHS Number will apply to 
documents/letters/outputs meant for 
individuals receiving care. These 
communications will bear the NHS Number 
as the key identifier for that person along 
with consistent demographic details (e.g. 
names and address). 
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Appendix B:   
 

Framework for the Evaluation of Joint Working  
on Health & Social Care in Bracknell Forest 
 
Information & Advice: 
Good quality information on a condition, issue or set of related services is provided in a range of 
formats.  All relevant agencies contribute to keeping information up to date with one agency 
taking responsibility for the presentation and maintenance of that information.  People wanting 
information on a condition, issue or service do not need to go to numerous places or websites to 
get a comprehensive picture. 
 

Excellent Good Average Poor Very Poor 

 
Notes: 
 
 
 
 
 
 
 
 
 

Service Accessibility 
It is clear to people how to access services, with clear information on eligibility, opening times, and 
venues (including the availability of in home services). Where possible there will be a range of ways 
to access services with a common point of assessment which will address physical, psychological 
and social needs together.  Waiting times are short, especially prior to assessment.   
 

Excellent Good Average Poor Very Poor 

 
Notes: 
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Referral between Services 
If referrals to other services are required then good communication is maintained with those being 
referred on the progress of the referral.  People know who to call if a referral takes longer than 
expected and are not passed between services when attempting to get information.   
 

Excellent Good Average Poor Very Poor 

 
Notes: 
 
 
 
 
 
 
 
 
 
 
 
 
 

Information Sharing  
People using services only have to tell their ‘story’ once.  Shared records are available that 
promote good communication but maintain appropriate levels of confidentiality.    
 

Excellent Good Average Poor Very Poor 

 
Notes: 
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Coordination & Communication 
People using services are seen by as few different people as possible.  Where available, care is 
coordinated by one person who becomes a familiar and trusted ‘face’ of the joined up services.  
People using services understand the role of each professional they have contact with. 
 

Excellent Good Average Poor Very Poor 

 
Notes: 
 
 
 
 
 
 
 
 
 
 
 
 

Consistency 
People using services are never presented with contradictory information or advice by different 
professionals.  Providers of services take responsibility for any inconsistencies when they arise and 
do not leave those using services to make sense of contradictory information.  Where possible, the 
same people provide care throughout a person’s period of contact with services. 
 

Excellent Good Average Poor Very Poor 

 
Notes: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 


